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Approved 

The NHS is legally obliged to fund and resource medicines and treatments recommended by NICE's technology appraisals. When NICE recommends a treatment 
'as an option', the NHS must make sure it is available within 90 days (unless otherwise specified) of its date of publication. This means that, if a patient has a 
disease or condition and the doctor responsible for their care thinks that the technology is the right treatment, it should be available for use, in line with NICE's 
recommendations. 

 

 

Drug and indication  
 

Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendat
ion from 
GMMMG 

Dienogest 2mg tablets 
for endometriosis 
 
 
 

For use as a second line 
option where combined 
contraceptives and other 
progestogens have not been 
tolerated or were ineffective. 

Add to formulary 
as a Green 
(specialist advice) 
medicine 

CRG accepted there is a 
place in therapy for 
dienogest which could 
prevent the need for use of 
GnRH medicines. 
A prescribing information 
leaflet to support primary 
care prescribing was 
requested from the service 
and is provided for 
approval 

If used instead of GnRH 
medicines dienogest would 
cost less and save around 
£62,000 per year in GM 
(based on 100 patients per 
year) 

Approve 
addition to 
formulary and 
information 
sheet for 
publication. 

DECISIONS WITH A FINANCIAL OR COMMISSIONING IMPACT  

                                                     

SUMMARY OF DECISIONS FOR APPROVAL 
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Drug and indication  
 

Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendat
ion from 
GMMMG 

Olopatadine 
hydrochloride and 
mometasone furoate 
monohydrate 
600microgram/25micro
gram nasal spray for 
moderate to severe 
nasal symptoms 
associated with allergic 
rhinitis. 

For use in patients aged 12 
years and over for whom 
intranasal antihistamines and 
glucocorticoids administered 
separately are not sufficient. 

Add to formulary 
as the preferred 
option as Green 
and Grey 
(criterion 3) which 
aligns with 
Dymista  

CRG recognised this is a 
lower cost option to 
Dymista but queried the 
current prescribing rates of 
Dymista which is 
significant despite its Grey 
RAG status. ENT input has 
confirmed that use of oral 
antihistamines in 
conjunction with nasal 
steroid/antihistamine is 
unnecessary. 
Placing as first line risks 

GM spends in excess of 
£1.04m per year on Dymista 
despite it being a Grey drug. 
Ryaltris is available at 10% 
lower cost than Dymista and 
would save £100k per year if 
all patients were to use this 
instead.  

Approve 
addition to 
formulary 

Dapagliflozin 5mg and 
10mg tablets for type 2 
diabetes, chronic kidney 
disease and heart failure 
NICE TAs: 288, 390, 
418, 775, 679 & 902 

In line with the relevant NICE 
TAs dapagliflozin will be the 
preferred SGLT-2 inhibitor 
for all licensed indications. 
Dapagliflozin is expected to 
be the first medicine in this 
class to be available as a 
generic, possibly as soon as 
2025 if an ongoing legal 
challenge is upheld. 

Currently on 
formulary as 
Green first choice 
alongside 
empagliflozin and 
canagliflozin. 
The proposal 
would move 
empagliflozin and 
canagliflozin to 
second line and 
ertugliflozin as 
third line. 

Comments received 
through consultation 
advocated for canagliflozin 
as equal first-line. This is 
not supported by the 
evidence review 
undertaken by NCIE for 
T2DM guidance published 
August 2025. Other 
options remain on 
formulary for use where 
clinicians can justify them 
as being cost-effective for 
individual patients. 
A guidance document for 
SGLT2is is being prepared 
for submission to CRG in 
October 

During the 12-month period to 
march 2025 GM ICB spent 
over £28m on SGLT-2 
inhibitors which is a £5m 
increase and growth of 26% 
from the previous 12 months. 
Dapagliflozin accounts for 
£15.7m of this spend, 
empagliflozin £6.9m and the 
remaining medicines £5.8m. 
If the generic dapagliflozin 
price decreases in line with 
expectations, GM ICB stands 
to save £13m based on current 
rates of prescribing (not 
including switching). 

Approve 
formulary 
amendment 

https://www.nice.org.uk/guidance/ta288/resources/dapagliflozin-in-combination-therapy-for-treating-type2-diabetes-82600679642821?UNLID=79409038420257992539
https://www.nice.org.uk/guidance/ta390/chapter/1-Recommendations?UNLID=79409038420257992539
https://www.nice.org.uk/guidance/TA418/chapter/1-Recommendations?UNLID=79409038420257992539
https://www.nice.org.uk/guidance/ta775/?UNLID=79409038420257992539
https://www.nice.org.uk/guidance/ta679/?UNLID=79409038420257992753
https://www.nice.org.uk/guidance/ta902?UNLID=79409038420257992753
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Drug and indication  
 

Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendat
ion from 
GMMMG 

Sumatriptan and 
naproxen 85 mg/457 
mg film-coated tablets 
(Suvexx®) for migraine 

Indicated for the acute 
treatment of the headache 
phase of migraine attacks 
with or without aura in adults 
where treatment with a 
mono-entity product has 
been insufficient. 

Add to DNP list 
(criterion 2): 
Products which 
are clinically 
effective but 
where more cost-
effective products 
are available, 
including 
products that 
have been 
subject to 
excessive price 
inflation. 

Identified through RDTC 
monthly horizon scanning; 
CRG did not see a place in 
therapy for this product 
which has been confirmed 
through consultation 

Pack of 9 tablets = £36.00 
Drug tariff price for 
components: 
28 x naproxen 500mg = £1.37 
6 x sumatriptan 100mg = £1.17 
Total cost for 9 doses = £2.20 

Approve 
addition to DNP 
list 
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Drug and indication  
 

Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendat
ion from 
GMMMG 

TA1066: Somapacitan 
for treating growth 
hormone deficiency in 
people 3 to 17 years 
3rd June 2025 
Commissioning: ICB, 
tariff excluded, 30-day 
NICE TA 
 

Somapacitan can be used, 
within its marketing 
authorisation, as an option to 
treat growth failure caused 
by growth hormone 
deficiency in people 3 to 17 
years. Somapacitan can be 
used if the company provides 
it at the same price or lower 
than that agreed with the 
Medicines Procurement and 
Supply Chain, where 
applicable. 
Use the least expensive 
option of the available 
treatments (including 
somapacitan and any 
preparation of somatropin). 
Take account of 
administration costs, 
dosages, price per dose and 
commercial arrangements. If 
the least expensive option is 
unsuitable, people with the 
condition and their 
healthcare professional 
should discuss the 
advantages and 
disadvantages of other 
treatments. 

Add somapacitan 
to formulary as a 
RED drug in this 
indication with a 
link to TA1066. 
 
 

Somatropin is on 
formulary:  

 Green (specialist 
initiation) in adults with 
growth hormone 
deficiency 

 Red for other adult 
indications 

Somatropin is amber in 
paediatrics (shared care 
protocol available). 
 
Somatrogon is on 
formulary as red, pending 
shared care protocol. 
Somapacitan requires 
prescribing by secondary 
care to access to 
commercial framework 
price and therefore is not 
suitable for transfer to 
primary care 

The NICE cost comparison 
suggests that the cost of 
somapacitan is similar to or 
lower than the cost of 
somatropin. So somapacitan 
can be used. 
The company has agreed a 
nationally available price 
reduction for somapacitan with 
the Medicines Procurement 
and Supply Chain. The prices 
agreed through the framework 
are commercial in confidence. 
A NICE resource impact 
template is available, but 
requires local completion of 
drug prices and expected 
proportion of patients receiving 
each available treatment.  

Approve 
formulary 
addition 

https://www.nice.org.uk/guidance/ta1066
https://www.nice.org.uk/guidance/ta1066
https://www.nice.org.uk/guidance/ta1066
https://www.nice.org.uk/guidance/ta1066
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TA1070: Spesolimab 
for treating generalised 
pustular psoriasis 
flares 
18 June 2025 
Commissioning: ICB, 
tariff-excluded 
 

Spesolimab is recommended 
as an option for treating 
generalised pustular 
psoriasis (GPP) flares in 
adults, only if it is used to 
treat: 

 initial moderate to severe 
flares when: 
o the GPP Physician 

Global Assessment 
(GPPGA) total score is 
3 or more (at least 
moderate), and 

o there are fresh 
pustules (new 
appearance or 
worsening of existing 
pustules), and 

o the GPPGA 
pustulation subscore is 
at least 2 (at least 
mild), and 

o at least 5% of the 
body's surface area is 
covered with erythema 
(abnormal redness of 
the skin or mucous 
membranes) and has 
pustules 

 subsequent flares with a 
GPPGA pustulation 
subscore of 2 or more (at 
least mild), if the last flare 
was treated with 
spesolimab and resolved 
to a GPPGA pustulation 
subscore of 0 or 1 (clear 
or almost clear skin). 

 Spesolimab can only be 
used if the company 
provides it according to 
the commercial 

Add to formulary 
as a RED drug in 
this indication, 
with links to 
TA1070. 

The Effisayil 1 trial 
reported 7.14% of people 
in the spesolimab and BAC 
arm had treatment for a 
subsequent flare after the 
initial flare resolved to a 
GPPGA pustulation 
subscore of 0 or 1. 
NICE assumed there will 
be a faster flare resolution 
with spesolimab, with lower 
hospitalisation rates and 
shorter lengths of hospital 
stay. Using Wolf et al. 
(2024) it is assumed 77.6% 
of people who had BAC 
were hospitalised for 
treatment of GPP flares. 
The committee stated the 
proportion of people with 
GPP who would be 
admitted to hospital after 
having spesolimab is 
highly uncertain, but the 
company assumed that 
spesolimab reduced 
hospital rates by 50%. 
Spesolimab is 
administered as a single 
dose intravenous infusion 
in a secondary or tertiary 
care setting. A second 
dose may be given after 8 
days if a flare has not 
resolved. Based on the 
Effisayil 1 trial, 34% of 
people did not achieve a 
GPPGA pustulation 
subscore of 0 or 1 and 
received a second dose. 

A resource impact template is 
available, but requires input of 
the confidential prices for 
spesolimab and comparators 
and local input of capacity 
impacts.  
NICE expect 268 people in 
England to receive spesolimab 
in year 1, rising to 927 in year 
5. They reported that a 
consultant in dermatology 
stated that all GPP flares will 
have responded by week 12 
and patients have on average 
1 flare per year. 
 

Approve 
addition to 
formulary 

https://www.nice.org.uk/guidance/ta1070
https://www.nice.org.uk/guidance/ta1070
https://www.nice.org.uk/guidance/ta1070
https://www.nice.org.uk/guidance/ta1070
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Drug and indication  
 

Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendat
ion from 
GMMMG 

arrangement. 

A second dose of 
spesolimab can be used 
after 8 days if a flare has not 
resolved to a GPPGA 
pustulation subscore of 0 or 
1. 

High Cost Drugs GM-
wide gainshare 
opportunities for 
2025/26. 
Commissioning 
statement 
 

This document has been 
developed under IPMO 
Value and in collaboration 
with NHS Acute Provider 
Trust Pharmacy and Finance 
colleagues as well as NHS 
GM Finance and Medicines 
Optimisation colleagues. 
Detailed gainshare rules are 
stipulated in GM gainshare 
policy. The transactional 
gainshare memo has been 
recently updated to enable 
appropriate reporting and 
monitoring. 

 The start date for 
tocilizumab scheme has 
been delayed to August 
2025 due to product 
availability issues outside 
of control of the NHS and 
attributable to 
manufacturer 
Golimumab is no longer an 
opportunity, following the 
outcome of national 
procurement.  
Other opportunities can 
present in year and will be 
considered on ongoing 
basis. 

Two schemes continue from 
previous financial year: 
ranibizumab and ustekinumab. 
New opportunities for 25/26 
are: 

 Aflibercept 2mg – 
biosimilar switching and 
implementation of the GM 
ophthalmology 
commissioning statement 
aligned with NHSE macular 
commissioning pathways  

 Adalimumab and 
etanercept – switching from 
existing products (including 
residual originator use) to 
best value biosimilars. 

Approve 
continuation of 
2024-25 
opportunities 
into current 
financial year 
and approve 
new 
opportunities 
for 2025-26 
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DECISIONS WITHOUT A FINANCIAL OR COMMISSIONING IMPACT 

 

Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / 
service 
implications 

Recommendation 

7-minute briefing: 
Learning from 
Opioid Related 
Deaths in Greater 
Manchester 
 

This briefing presents key insights 
from four opioid-related deaths that 
occurred across Greater 
Manchester, highlighting system-
level risks and offering targeted 
recommendations to strengthen 
opioid safety across primary and 
secondary care. 

N/A GMMMG noted the length of 
the document and that it 
doesn’t fit the 7-minute briefing 
template. This was due to 
feedback from the system and 
the complexity and detail 
required from the 
recommendations.   

None expected Approve 
publication to 
GMMMG website 

TA1069: 
Efgartigimod for 
treating antibody-
positive generalised 
myasthenia gravis 
4 June 2025 
Commissioning: 
NHSE 
 

Efgartigimod is not recommended, 
within its marketing authorisation, 
as an add-on to standard treatment 
for generalised myasthenia gravis in 
adults who test positive for anti-
acetylcholine receptor antibodies. 

Add to DNP list 
in this indication, 
with links to 
TA1069.  
 

 The economic model 
does not accurately 
capture how 
efgartigimod would 
be used in the NHS; 
that is, as an 
additional treatment 
in the treatment 
pathway. The most 
likely cost-
effectiveness 
estimates are 
substantially above 
what NICE 
considers an 
acceptable use of 
NHS resources. 

Approve addition to 
DNP list 

https://www.nice.org.uk/guidance/ta1069
https://www.nice.org.uk/guidance/ta1069
https://www.nice.org.uk/guidance/ta1069
https://www.nice.org.uk/guidance/ta1069
https://www.nice.org.uk/guidance/ta1069
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / 
service 
implications 

Recommendation 

Product name 
changes – from 
branded to generic 
Caverject, Prremarin, 
Provera 

Pfizer has recently removed brand 
names from several products and 
now supplies them as generics. 
Formularies may need to be 
updated to reflect the available 
products:  

 Caverject (10 and 20 
microgram vials) – alprostadil 
10microgram and 20 microgram 
powder and solvent for solution 
for injection vials 

 Premarin 0.3mg, 0.625mg and 
1.25mg tablets – conjugated 
oestrogens 300 microgram, 625 
microgram and 1.25mg tablets 

 Provera tablets, 2.5mg – 400mg 
– medroxyprogesterone 2.5mg 
– 400mg tablets. 

Remove 
Caverject brand 
name; add note 
that generics are 
available 
Remove 
Premarin brand 
name  
Remove Provera 
brand name 

Alprostadil injection – on 
formulary, Caverject and Viridal 
brand names listed.  
Dalacin – no preparations on 
formulary  
Premarin – 300 microgram 
tablets are on formulary as an 
option for HRT for women 
without a uterus 
Provera tablets – on formulary 
for unlicensed use for 
endometrial protection with 
oestrogens, where licensed 
combination products are not 
suitable 
 

None expected; no 
price changes have 
been announced.  
There may be some 
service impacts 
where brand names 
have been 
prescribed and 
replacement 
prescriptions are 
needed for a generic 
product.  

Approve formulary 
amendment 
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / 
service 
implications 

Recommendation 

Discontinuation of 
insulin detemir 
(Levemir) pens and 
cartridges  
 

Insulin detemir (Levemir) 100 
units/mL 3mL pre-filled pens 
(FlexPen) and Penfill cartridges are 
being discontinued, with stock 
expected to be exhausted by 
December 2026.  
No new patients should be initiated 
on any Levemir product.  
Clinical advice is being produced 
nationally. Until assurance is 
provided in the form of clinical 
guidance in the coming months, 
clinicians should not make switches 
to alternative insulins at this time for 
existing Levemir patients. This is to 
ensure that alternative products can 
support an increase in demand. 

Remove insulin 
detemir from 
formulary.  
Add a note that 
these products 
are being 
discontinued, 
and no new 
patients should 
be initiated.  
 

CRG was awaiting national 
clinical guidance on switching 
of existing patients, but 
consider beginning 
conversations around 
identifying resource for 
switches. 
Reports of inappropriate advice 
to patients about seeking 
alternatives will be mitigated by 
comms to community 
pharmacy. 

There may be 
considerable service 
impact associated 
with switching. 
Approximately 2,000 
items of Levemir are 
dispensed in primary 
care in Greater 
Manchester each 
month. 
National guidance 
on switching has 
now been published 
and will be brought 
to GMMMG once an 
implementation plan 
has been developed 
through the GM 
diabetes network. 
 

Approve formulary 
amendment 
pending 
implementation 
plan from diabetes 
network 

https://www.sps.nhs.uk/shortages/discontinuation-of-insulin-detemir-levemir-flexpen-100units-ml-solution-for-injection-3ml-pre-filled-pens-and-insulin-detemir-levemir-penfill-100units-ml-solution-for-injection-3ml-cartridges/
https://www.sps.nhs.uk/shortages/discontinuation-of-insulin-detemir-levemir-flexpen-100units-ml-solution-for-injection-3ml-pre-filled-pens-and-insulin-detemir-levemir-penfill-100units-ml-solution-for-injection-3ml-cartridges/
https://www.sps.nhs.uk/shortages/discontinuation-of-insulin-detemir-levemir-flexpen-100units-ml-solution-for-injection-3ml-pre-filled-pens-and-insulin-detemir-levemir-penfill-100units-ml-solution-for-injection-3ml-cartridges/
https://www.sps.nhs.uk/shortages/discontinuation-of-insulin-detemir-levemir-flexpen-100units-ml-solution-for-injection-3ml-pre-filled-pens-and-insulin-detemir-levemir-penfill-100units-ml-solution-for-injection-3ml-cartridges/
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Discontinuation of 
diazepam 2mg/5ml 
oral solution sugar 
free 
 

Diazepam 2mg/5ml oral solution 
has been subject to a supply 
shortage since January 2025, and 
has now been discontinued.  
Diazepam 2mg/5ml oral suspension 
is not currently marketed in the UK. 
Tablets remain available and 
several specials manufacturers can 
supply a sugar free oral 
suspension.  
 

Remove oral 
solution from 
formulary. 
Review to ensure 
remaining 
formulary options 
meet the needs 
of the population. 

Clinicians should: 

 review patients to 
determine if this diazepam 
is still the most appropriate 
therapy; 

 reserve remaining supplies 
of diazepam 2mg/5ml oral 
solution sugar free for 
paediatric patients where 
possible; 

 consider prescribing 
diazepam tablets for 
patients able to swallow 
solid dosage forms, halving 
the tablets if needed to 
make up the dose; 

 consider crushing and 
dispersing tablets in water 
in patients unable to 
swallow tablets (off-label 
manipulation); and 

 where the above options 
are not deemed 
appropriate, consider 
prescribing unlicensed 
diazepam 2mg/5ml oral 
suspension (sugar free) 
from a Specials 
manufacturer. Prescribers 
should work with local 
pharmacy teams to ensure 
orders are placed within 
appropriate time frames as 
lead times may vary. 

any decision to prescribe an 

There may be 
service impacts 
where patients 
require review for 
either 
discontinuation or 
switch to an 
alternative medicine 
or formulation. 

Approve formulary 
amendment 

https://www.sps.nhs.uk/shortages/discontinuation-of-diazepam-2mg-5ml-oral-solution-sugar-free/
https://www.sps.nhs.uk/shortages/discontinuation-of-diazepam-2mg-5ml-oral-solution-sugar-free/
https://www.sps.nhs.uk/shortages/discontinuation-of-diazepam-2mg-5ml-oral-solution-sugar-free/
https://www.sps.nhs.uk/shortages/discontinuation-of-diazepam-2mg-5ml-oral-solution-sugar-free/
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and 
commissioning / 
service 
implications 

Recommendation 

unlicensed medicine must 
consider the relevant guidance 
and NHS Trust or local 
governance procedures. 

 

DECISIONS FOR INFORMATION ONLY 

 

Drug and indication  Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact 

GMMMG Minutes 2025 
September Meeting 
minutes 
 

Approved minutes of the 
GMMMG September 2025 
meeting 

N/A None None 
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Drug and indication  Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact 

Safety of GLP-1 
medicines 
 

GLP-1 medicines have proven 
clinical benefits when used within 
their licensed indications; safety 
outside of licensed indications is 
not known. There has been an 
increase in yellow card reports 
and concerns around safety and 
counterfeit medicines  
associated with the use of GLP-1 
medicines.  
The presentation highlights 
safety concerns identified with 
GM and a proposed action plan 
to improve the safety of use of 
GLP1 medicines. 

Various – 
depending on 
medicine and 
indication 

GMMMG discussed the 
impact of these 
medicines at a system 
and patient level including 
anecdotal evidence of 
harm. 
The level of reporting 
from some organisations 
was recognised, 
particularly Asda 
Pharmacy 
Further work will be 
undertaken to increase 
reporting to build an 
evidence base for action 
and engage with diabetes 
and weight management 
groups. 

N/A 
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Drug and indication  Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact 

TA1073: Marstacimab 
for treating severe 
haemophilia A or B in 
people 12 years and 
over without anti-
factor antibodies 
24 June 2025 
Commissioning: 
NHSE  
 

Marstacimab is recommended, 
within its marketing authorisation, 
as an option for preventing 
bleeding episodes caused by 
severe (factor IX [9] activity less 
than 1%) haemophilia B 
(congenital factor 9 deficiency) in 
people 12 years and over who: 

 weigh at least 35 kg and 

 do not have factor 9 inhibitors 
(anti-factor antibodies). 

Marstacimab is only 
recommended if the company 
provides it according to the 
commercial arrangement. 
Marstacimab is not 
recommended, within its 
marketing authorisation, for 
preventing bleeding episodes 
caused by severe (factor VIII [8] 
activity less than 1%) 
haemophilia A (congenital factor 
8 deficiency) in people 12 years 
and over who weigh at least 35 
kg and do not have factor 8 
inhibitors. 

Add to formulary as 
a RED drug for 
management of 
haemophilia B, with 
link to TA1073. 
 
Annotate formulary 
to highlight that 
marstacimab is not 
recommended for 
management of 
haemophilia A. 
The formulary 
position should 
reflect the NICE TA 
as well as any 
associated NHSE 
SSCs. 

 The comparator treatments for the eligible 
population are factor IX replacement 
products. Marstacimab is given once weekly 
and delivered by subcutaneous injection using 
a pre-filled pen. There are currently no 
subcutaneous treatment options available for 
people with haemophilia B. 
Marstacimab was not routinely commissioned 
by NHSE prior to publication of NICE 
guidance; IFR required.  

https://www.nice.org.uk/guidance/ta1073
https://www.nice.org.uk/guidance/ta1073
https://www.nice.org.uk/guidance/ta1073
https://www.nice.org.uk/guidance/ta1073
https://www.nice.org.uk/guidance/ta1073
https://www.nice.org.uk/guidance/ta1073
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Drug and indication  Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact 

TA1074: Sparsentan 
for treating primary 
IgA nephropathy 
25 June 2025 
Commissioning: ICB, 
tariff excluded 
 

Sparsentan can be used as 
option to treat primary 
immunoglobulin A nephropathy 
(IgAN) in adults with a: 

 urine protein excretion of 1.0 
g/day or more, or 

 urine protein-to-creatinine 
ratio (UPCR) of 0.75 g/g or 
more. 

It can only be used if the 
company provides it according to 
the commercial arrangement. 

Add to formulary as 
a RED drug in this 
indication, with links 
to TA1074.  
 

Sparsentan is a tariff-
excluded drug and a 
commercial arrangement 
is in place. Supply is 
therefore likely to be via 
secondary care unless 
mechanisms are put in 
place for primary care to 
access the discounted 
price.  

The comparator treatment for the eligible 
population is irbesartan.  
Primary IgAN affects roughly 920 people in 
Greater Manchester, of whom NICE estimate 
that around 200 may be eligible for treatment 
with sparsentan. NICE expect that most will 
remain on irbesartan, with uptake of 
sparsentan starting at 3 people in year 1 with 
a total of 37 people under treatment in year 5.  
IgAN is a progressive kidney disease which 
can result in end stage renal disease. Patient 
experts highlighted that delaying the need for 
kidney transplant has health benefits. Clinical 
and patient experts also highlighted that the 
demand for renal services is increasingly 
impacting the availability of dialysis and 
waiting times for transplants. The committee 
recognised these issues and concluded that 
there were uncaptured benefits of sparsentan 
to consider in its decision making. 

All links to MHRA drug safety updates added to formulary as published. Significant alerts where further action is required are highlighted. 
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