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Evidence into policy; 
the UKNSC experience

The presentation will draw themes relating to challenges faced by the
UKNSC in developing and implementing policy for new and existing
programmes. 

It will take two exemplars: 

Improving the performance of Down's screening accuracy.  

The evidence running up to the implementation and roll out of 
abdominal aortic aneurysm screening.

It will cover development of evidence (internal and external sources),
dissemination of advice, assuring ourselves that it is being enacted.
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� The condition sought should be an important health problem

� There should be an accepted treatment for patients with recognised disease

� Facilities for diagnosis and treatment should be available

� There should be a suitable test

� The test should be acceptable

� The natural history of the disease should be understood

� There should be agreement on who to treat 

� The cost of case finding should be balanced in relation to possible expenditure 
on medical care as a whole

� Case finding should be a continuous process
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In 2001 - Survey of Down’s syndrome screening service

� wide variation in policy and practice;

� no quality standards for biochemical testing;

� no quality standards for ultrasound examination;

� variation in genetic services with many deficiencies;

� the absence of honest clear evidence-based information for pregnant 
women;

� highly variable levels of professional training;

� no information about the performance of the programme.

Risk calculation software.

� 18% of those undertaking NT screening only did not use any risk 
calculation software, but based it purely on the NT measurement.

� Risk calculation software survey of 2002 ( Andy Ellis and Dave 
Worthington).

� ‘Software from 5 suppliers is used by 24 out of the 45 laboratories that 
responded. The rest use their own ‘in house’ software, of which at least 
11 use calculation algorithms based on published work by Prof. Tim 
Reynolds. Even those with commercial software are using different 
versions of each program. There are 7 versions of the Alpha software 
in use, and four versions of the Perkin Elmer software. Exactly how the 
different versions differ was not ascertained in this exercise.’

� 18 out of 45 labs used a different cut off than 1 in 250
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� New policy:-
� Combined screening is the preferred method

� 75%DR for a 3%SPR will remain as a core standard until 2010

� 90%DR for a 2%SPR from 2010 onwards- will be reviewed 
again in  2010.

� The cut off will be reduced from: 
� 1 in 250 at term to1 in 150 for the first trimester and 

� 1 in 200 for the second trimester screen.  
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NHS Fetal Anomaly Screening Programme
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15,610 less undertaken  (156)
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AAA Screening

� Findings from the MASS and other RCTs

� Decision by the UK National Screening 
Committee

� Development of a plan by the national 
AAA Screening Working Group

� Learning from existing Pilot Sites
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� Ministers announced in January 2008, the introduction of a 
screening programme for abdominal aortic aneurysm for men 
aged 65 in England.

� Work is now underway by a national programme team to take 
forward implementation, including standard operating 
procedures, developing a minimum data set, setting national 
standards and developing training programmes.

� Up to five early implementation sites will be operational during
2009 aiming for the programme to be fully operational across 
England over the next five years.

� The following areas will need to be researched through the NHS 
AAA Screening Programme:

� Surveillance. Assess the possibility of increasing the 
surveillance intervals to 2 yearly for 3cm - 4.4cm AAA, and 
from 3 to 6 monthly for 4.5-5.4cm AAA in terms of rupture 
risk during surveillance.

� Expansion of AAA.  Assess the effect of medication/factors 
designed to slow AAA expansion.
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