
Question  Enquirer MEH comment  

How do clinicians decide between Box A (Anti-VEGF) or Box B (steroid) options 
in the pathway. It was not clear on the flow chart if there is a preference for one 
option over the other. The NICE TA for Aflibercept states: 
Considering both the results of the network meta-analysis and the clinical 
experts' evidence, the committee concluded that aflibercept is clinically more 
effective than dexamethasone and likely to be equivalent to ranibizumab in 
terms of treating visual impairment after BRVO. 
ALSO Treatment with a steroid such as dexamethasone has a greater risk of 
developing cataracts compared with an anti-VEGF treatment. 
So the TA suggests that the Anti-VEGF options are clinically more effective and 
there are less adverse effect risks associated with them - would Anti-VEGF be 
considered the 1st line choice? 
 

Camden + Tower 
Hamlets 

AntiVEGF is preferred over Ozurdex as cited opposite 
due to efficacy and safety reasons mentioned in the 
question. 
 
 

How do clinicians decide between the two Anti-VEGF (Aflibercept or 
Ranibizumab) options in the Box A part of the pathway? It is not clear on the 
flowchart, if there is a preference for one over the other. Ranibizumab and 
Aflibercept are considered equivalent in terms of clinical efficacy and tolerability. 
There is a small difference in the price of each vial (Aflibercept £816 and 
Ranibizumab £742.17) however both are subject to the patient access scheme.  
 

Camden +Tower 
Hamlets 

As explained by pathway:  
Eylea can be used for CMO secondary to BRVO.  
Lucentis can only be used if macular laser has failed or is 
not possible. So, if laser is possible and has not failed, 
Eylea can be used but Lucentis not. If laser is not 
possible or has failed, Eylea or Lucentis can be used. 
Given that RCOphthalmologists recommend anti-VEGF 
ahead of laser due to twice as good clinical outcomes, 
Eylea should be used if laser is possible as first-line 
treatment. Laser should not be used first-line. If laser is 
not possible, either Lucentis or Eylea can be used. 

Though ‘treat and extend’ regimens is detailed in the SPC, there is no 
recommendations (or insufficient data) on interval length, could this be 
expanded on or defined? And similarly for the prn use which is included in the 
trials 
 

Waltham Forest  
 
 
 
 

Treat monthly until vision is maximal and OCT is dry.  
 
Eylea+Lucentis SPC states: ‘Treatment may then be 
continued with a treat-and-extend regimen with 
gradually increased treatment intervals to maintain 
stable visual and/or anatomic outcomes, however there 
are insufficient data to conclude on the length of these 
intervals. If visual and/or anatomic outcomes 



deteriorate, the treatment interval should be shortened 
accordingly.’ 
 
Moorfields protocol suggests extend to bimonthly, then 
extension by 2 week intervals to 12 weeks. Once 12 
weeks has been reached, treatment can be prn. 

In the box where it states ‘‘If no improvement in visual acuity (by at least 5 
letters and CMT has not reduced from baseline) over the course of the first three 
injections is observed, cessation of treatment may be considered and is 
recommended after six injections”. Why the extra three injections if treatment 
has not been effective for after three doses? 
 

Waltham Forest  Can choose to stop after 3 or 6 injections: patient and 
clinician preference. Eg may continue to 6 injections if 
chronic. 

Box B Steroid Pathway: they need to include when the patient will be reviewed 
to either stop the steroid or to continue with it. The NICE TA 229 states in item 
3.3 that benefits are shown within 60-90 days. I think the pathway needs to 
reflect this as currently it is a bit open-ended.  
 

Waltham Forest  If there is no visual improvement at 60 days, steroid is 
ineffective. 

Rewording of footnote 3) to reflect the conclusion that a delay in starting Eylea 
led to a worse outcome ‘3NICE recommends Eylea first line for BRVO: VIBRANT 
has shown aflibercept is more clinically effective than laser photocoagulation for 
untreated visual impairment (caused by macular oedema after branch retinal 
vein occlusion) and supports clinical experience by demonstrating that 
aflibercept is more clinically effective when given before, rather than after, laser 
photocoagulation.’ 
 

Peter Addison 
MEH 

 

 


