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TA376: Radium-223 dichloride 
for hormone-relapsed prostate 
cancer with bone metastases 
Radium‑223 dichloride (Xofigo) is an 
alpha emitter for the treatment of hor‑
mone‑relapsed prostate cancer asso‑
ciated with bone metastases. The 
compound mimics calcium by binding to 
hydroxyapatite in bone and emits alpha 
particles, which have a range of less than 
10 cell diameters, minimising radiation 
exposure to adjacent areas. A course of 
six injections administered intravenously 
every four weeks has a basic NHS cost of 
approximately £24,240.
 NICE recommends radium‑223 
as an option for men with hormone‑ 
relapsed prostate cancer, symptomatic 
bone metastases and no known visceral 
metastases after they have received 
treatment with docetaxel. The recommen‑
dation is contingent on a discount price 
via a patient access scheme.
 NICE agreed that radium‑223 is inno‑
vative, concluding it is an alternative to 
abiraterone with similar effectiveness in 
delaying disease progression and prolong‑
ing survival, but it would be preferred for 
patients with symptomatic bony metasta‑
ses or rising alkaline phosphatase. 
 NICE was unable to recommend 
radium‑223 before treatment with 
docetaxel due to insufficient evidence 
in patients for whom chemotherapy was 
unsuitable. In this group, the cost per 
quality‑adjusted life year (QALY) gained 
compared with best supportive care 
was greater than £50,000. In the post‑
docetaxel setting, there was too much 
uncertainty to estimate a cost per QALY 
gained compared with usual care, but 
NICE pragmatically concluded that the fig‑
ure was probably about the same as for 
abiraterone and it therefore represented 
value for money for the NHS.

TA377: Enzalutamide before 
chemotherapy for metastatic 
hormone-relapsed prostate 
cancer 
NICE recommends the androgen‑receptor 
antagonist enzalutamide (Xtandi) as an 

option for treating metastatic hormone‑ 
relapsed prostate cancer in men with no 
or mild symptoms after androgen depriva‑
tion therapy has failed but before chemo‑
therapy with docetaxel is indicated. 
Enzalutamide is the first of the new gen‑
eration of treatments for prostate cancer 
to be recommended in the prechemother‑
apy setting; abiraterone was not similarly 
recommended, but is available for this 
indication via the Cancer Drugs Fund. 
Enzalutamide has a basic NHS cost 
of £98 daily and the recommendation 
depends on a discounted price through 
a patient access scheme.
 Enzalutamide increases overall 
survival and improves quality of life 
compared with placebo. Importantly, it 
delays the need for chemotherapy. NICE 
therefore concluded that enzalutamide 
is innovative, estimating the cost per 
QALY gained compared with usual care 
at below £30,000. 

NG33: Tuberculosis 
This guideline is a comprehensive update 
of clinical and public health advice pub‑
lished in 2006, 2011 and 2012. It 
includes new recommendations for many 
aspects of health and social care in the 
prevention, identification and manage‑
ment of latent and active tuberculosis 
(TB) in children, young people and adults. 
 Everyone with active TB should have 
a case manager whose roles include 
developing and implementing a health 
and social care plan and overseeing drug 
treatment, including directly observed 
administration and education to encour‑
age adherence. Multidisciplinary teams 
should encourage people to follow the 
treatment plan and prevent early treat‑
ment cessation by providing information, 
free treatment (regardless of eligibility 
for other NHS care), social support and 
incentives. 
 Recommendations for prescribing 
drugs to treat TB include isoniazid plus 
pyridoxine, with or without rifampicin, 
for latent TB; the choice and duration of 
regimen depends on individual risk fac‑
tors and preferences. People with active 

TB should be referred to a specialist for 
treatment so that co‑morbidities and 
other drug therapies can be managed. 
The standard treatment regimen is isoni‑
azid/pyridoxine, rifampicin, pyrazinamide 
and ethambutol for two months then 
isoniazid/pyridoxine and rifampicin for 
a further four months. The duration of 
treatment with dual therapy is increased 
to 10 months for patients with CNS 
involvement, but should not exceed six 
months for patients with spinal or lymph 
node involvement. Regimens should 
comprise fixed‑dose combined formula‑
tions, preferably taken daily but not less 
than three times weekly (which might be 
necessary for directly observed admin‑
istration). Steroids should be offered to 
patients with CNS or pericardial TB.
 Everyone with suspected TB should 
be assessed for risk factors for multi‑ 
drug‑resistant infection and infection con‑
trol measures should be implemented 
for those who are positive. TB control 
boards should consider establishing a 
multidisciplinary network to oversee the 
management of multidrug‑resistant TB, 
which should be delivered by an expe‑
rienced clinician. Individuals should be 
offered treatment with at least six drugs 
to which the mycobacterium is likely to 
be sensitive. Further options include 
directly observed administration and sur‑
gery. Individuals with infection resistant 
to one antimicrobial should be offered 
a two‑phase triple regimen incorporating 
isoniazid/pyridoxine, pyrazinamide, eth‑
ambutol or rifampicin.
 If treatment is interrupted due to 
adverse effects, drugs should be rein‑
troduced sequentially over no more than 
10 days, starting with ethambutol and 
either isoniazid/pyridoxine or rifampicin. 
Individuals with severe or highly infec‑
tious TB who develop adverse reactions 
should be treated with low‑risk regimens 
such as ethambutol and streptomycin, 
with or without a quinolone, after hepa‑
totoxicity; or ethambutol and streptomy‑
cin after skin reactions. This treatment 
should be supervised by an appropriate 
specialist.
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