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As we await the imminent publication of 
the final report from the Accelerated 
Access Review (AAR), I reflect on why 

we needed the AAR in the first place and the 
extent to which the contents of its final report 
are likely to change the innovation pathway in 
the UK, particularly in light of the recent vote to 
leave the European Union (EU).

Access to cancer treatments has presented 
huge challenges to healthcare systems in the 
UK for at least 15 years [1]. Constraints and 
problems in the systems have not been properly 
understood, and the policy solutions put in 
place have had a variety of different goals, few 
of which have been about patients. They have 
had short-term priorities at their core and are 
almost always established without consideration 
of the long-term consequences.

There has also been a lack of cohesion 
and disconnects in the underlying strategies 
between the policies that have been put in 
place at different stages of the drug discovery, 
development, adoption and diffusion system [2]. 

That said, none of this is easy. The business of 
medical innovation, and the way in which it is 
adopted and diffused, is complex, involving many 
factors. Social structures and norms, individual and 
institutional contexts and behaviours, as well as 
the specific characteristics of any given innovation, 
have all been considered to be part of the complex 
interplay influencing the efficient adoption 
and diffusion of new treatments and medical 
technologies [3,4]. 

There are also inevitable tensions between the 
key stakeholders that contribute to an already 
complex picture [5]. Patients and patient groups 
want the best healthcare and earlier access to 
life-extending or saving medical innovations, 
whilst industry requires favourable regulatory 
and environmental conditions for stimulating 
innovation that ultimately deliver a commercial 
return. The NHS meanwhile must work within 
its own financial constraints, ensuring that the 
health of the population is optimised with the 
resources available. There is also an inherent 
tension in the need to speed up access to new 
medical innovations for patients, with ensuring 
that comprehensive evidence is collected to 
prove safety, efficacy and cost-effectiveness [6].

Previous attempts to address these tensions 
have largely failed. As a consequence, significant 
issues persist about how new treatments and 
medical innovations are appraised, approved for 
use and commissioned in the UK [7]. This has 
resulted in the unacceptable situation of too few 

patients getting access to the treatments they 
need.

Future solutions to improve access must 
take account of the journey from the needs of 
patients to drug discovery and back again. As 
well as being practicable and affordable, they 
also need to be future proof.

Myeloma UK is working to address the issues 
and barriers that prevent myeloma patients 
getting the right treatment when they need it. 
Our approach takes into account the interests, 
incentives and rewards of all stakeholders. 
Accordingly, we have developed a vision and 
an action plan that is delivering for all [8]. That 
being said, despite our success and progress, 
it has been a long and lonely road swimming 
against the current.

This is why I was delighted to hear about the 
AAR. For the first time I can recall there was an 
understanding that, by focusing simultaneously 
on the whole system and not just individual 
parts, it might be possible to better address 
current issues and look at preventative strategies.

So as the AAR publishes its final report what 
am I hoping for and what are my concerns? There 
should be a lot to look forward to. I welcome the 
focus on putting patients centre stage, and the 
recognition of the need to improve patient access. 
There is no doubt that better understanding the 
needs of patients [3] is critical to the success of 
the innovation cycle. It therefore goes without 
saying that patients must be co-pilots in the new 
system and not passengers. That said, this has been 
promised many times before but rarely delivered, 
and there remains concern about what this means 
in practice.

The recognition of the UK as an attractive 
place to do business and invest in research and 
development is also welcomed [9]. However, I 
worry about the feeling that, for it to happen, 
it is somewhat dependent on the willingness of 
local markets to pay for any resulting innovation. 
While I understand the commercial rhetoric 
around this, we need to position the UK as the 
best place to invest irrespective of the desire 
of the local market to pay for the outputs and 
outcomes of research and development. Industry 
is not investing in research and development in 
the UK just to produce outputs and outcomes 
for the local market; after all, it represents only 
3% [10] of the global market – they are doing it 
for the world.

There is also an acknowledgement that the 
NHS needs to invest to save [11]. Currently, at 
least in cancer, the NHS buys costs and not 
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outcomes as it seems unable to 
delineate between cost-cutting and 
efficiency saving. To overcome this, 
we need agility and flexibility in how 
we think about pricing. We must also 
look at how best to assess, adopt and 
diffuse the vast amount of evidence, 
information and intelligence that is 
available to ensure clinical pathways 
deliver for patients [12]. 

In turn, this will require alignment 
of the real-world unmet needs and 
the discovery and development 
pipeline, which is to ensure that 
the generation of inputs into the 
system produce outputs that are fit 
for purpose, thereby diminishing the 
need and propensity for meaningless 
sticking plaster policies [13].

Above all else, we need a system in 
which we trust doctors to innovate 
and help deliver better outcomes 
for patients whilst at the same time 
driving forward with efficiencies and 
value for money. We also need to 
deliver on our promises of patient 
choice and enabling them to play a 
bigger role in decision-making [14]. 
Treatments, including where and how 
they are delivered, should be seen as 
an investment and not simply a cost. 

However, a lot has happened 
between the publication of the interim 
and final report. The UK decided to 
leave the EU and a number of ministerial 
changes have taken place. It is too early 
to tell what impact these events may 
have on the content of the final report, 
and the extent to which all or any of it 
can be implemented.

It is clear that the life sciences 
sector in the new Government is in a 
difficult state after the loss of George 
Freeman, the now former Minister for 
Life Sciences. George Freeman was 
the main driver of the AAR and it is 

hard to imagine what might become 
of its long-term prospects without his 
commitment, passion and vision.

There is also uncertainty about 
future spending on medicines in the 
NHS. The Prime Minister and the 
Chancellor are still committed to 
reducing the budget deficit, even 
though the targets are expected to 
be pushed back into the 2020s. Even 
if some new relief is provided, the 
pressures on NHS finances will not go 
away.

Ministers are also aware of the 
concern expressed by the life sciences 
industry about the future of science 
in the UK following Brexit [15]. There 
are likely to be some issues and 
uncertainties around the regulatory 
approval of new medicines and 
devices, along with concerns about 
the attractiveness of the UK market, 
pricing and reimbursement, patents 
and other areas of protection, 
including data as well as commercial 
agreements and competition law, 
research funding, employment and 
immigration.

Assuming that the industry, 
academia and medical research 
charities continue to press their case, 
these will be key considerations for 
the Chancellor before he makes his 
Autumn Statement.

At a very uncertain time for 
the UK, the challenges facing the 
implementation of the final AAR 
report are now in sharp focus. What 
it cannot become is another well-
intended report gathering dust on the 
shelf. Should that happen, it would 
be a tragedy and a waste of the 
biggest opportunity we have had in a 
generation to make the transformative 
changes needed to improve patient 
outcomes in the UK.
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