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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. 
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendation 
from GMMMG 

Alteplase powder and 
solvent for solution for 
injection 10mg, 20mg 
and 50mg when used as 
fibrinolytic treatment of 
acute ischaemic stroke 
between 4.5 and 9 hours 
after onset of stroke 
symptoms 

As defined by the National Clinical 
Guideline for Stroke 2023. 
Patients with acute ischaemic 
stroke, regardless of age or stroke 
severity, who were last known to 
be well more than 4.5 hours 
earlier, should be considered for 
thrombolysis with alteplase if:  

• treatment can be started 
between 4.5 and 9 hours of 
known onset, or within 9 hours 
of the midpoint of sleep when 
they have woken with 
symptoms  

AND  

• they have evidence from 
CT/MR perfusion (core-
perfusion mismatch) or MRI 
(DWI-FLAIR mismatch) of the 
potential to salvage brain 
tissue. This should be 
irrespective of whether they 
have a large artery occlusion 
and require mechanical 
thrombectomy 

Add to formulary as RED Already on formulary for its licensed 
indications and in line with NICE 
TA264, this application seeks to add 
a recognised off-label indication to 
the formulary 

For extended-window 
thrombolysis (4.5–9 hours), there 
are about 45 patients at NCA FT 
and 40 patients at Stockport FT. 

The GM costs are just over 
£80,000 per year. As this 
represents existing clinical 
practice, the cost for patients 
treated outside the standard 
window will remain unchanged. 

The payment mechanism and 
tariff options for funding of this off-
label and hitherto not agreed 
treatment option are currently 
being discussed by the ICB and 
provider organisations. 

Approve formulary 
amendment pending 
confirmation from ICB 
finance that the 
necessary payment 
mechanism is in place 

DECISIONS WITH A FINANCIAL OR COMMISSIONING IMPACT 

https://www.strokeguideline.org/
https://www.strokeguideline.org/
https://www.nice.org.uk/guidance/ta264
https://www.nice.org.uk/guidance/ta264
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendation 
from GMMMG 

Allopurinol 200mg 
tablets for reducing 
urate/uric acid formation. 

Allopurinol in doses 100mg-900mg 
is licensed for reducing serum 
urate levels in conditions caused 
by uric acid deposition. 100mg and 
300mg tablets are available as 
generics and are on the GM 
formulary  

Do Not Prescribe 

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. 

CRG did not identify any exceptions 
or justified use of a significantly more 
expensive product 

Allopurinol 100mg tablets are 
£0.61 for 28 (Oct DT), 200mg 
tablets £14.24 for 28 (RxFarma - 
DM&D) 

In the 12 months to July 2025 
NHS GM spent £215k on 
allopurinol 100mg tabs in primary 
care. Even a small proportion of 
prescribing being switched to 
200mg tablets could have a 
considerable impact. If 10% of 
100mg tablets were prescribed as 
200mg, (e.g. to get a 200mg 
dose) this would add £212k per 
year to the ICB spend on 
allopurinol. 

Approved addition to 
formulary as DNP 

Discontinuation of 
Admelog (insulin lispro) 
100units/ml solution for 
injection cartridges, 
pre-filled pens and vials 

 

Admelog is being discontinued, 
with an estimated date of March 
2026. Clinicians should not initiate 
new patients on Admelog. 

Review existing patients and 
consider switching to the 
originator insulin product, 
Humalog 100units/ml solution for 
injection, which can fully support 
the increased demand. 

Amend formulary to 
recommend no new 
initiations  

Remove from formulary 
in March 2026 

When switching to a Humalog 
product: 

• ensure all patients are informed 
of the reason for the switch, 
establish whether additional 
support is required with 
administration, and reassure 
them that they are receiving the 
same type of insulin, but may 
initially need to check blood 
glucose levels more closely and 
have dose adjusted if required; 

• provide patients with training on 
the use of their new insulin 
preparation if required (see 
Supporting information), 
including signposting to training 
resources, and 

• where a patient has been 
prescribed Humalog cartridges, 
prescribe a HumaPen SAVVIO 
reusable pen and BD pen 
needles. 

• If the above options are not 
considered appropriate, advice 
should be sought from the 
diabetes team on use of other 
insulin products. 

Expected to be low. Less than 600 
items were prescribed in the North 
of England in the 12 months to 
July 2025. 

Work is ongoing to review 
formulary insulin choices to 
ensure cost-effective prescribing 
of medicines in this area. 

Approve removal from 
formulary 

Once the formulary 
review of insulins work 
is completed a full cost 
impact will be 
presented to GMMMG 

https://www.sps.nhs.uk/shortages/discontinuation-of-admelog-insulin-lispro-100units-ml-solution-for-injection-cartridges-pre-filled-pens-and-vials/
https://www.sps.nhs.uk/shortages/discontinuation-of-admelog-insulin-lispro-100units-ml-solution-for-injection-cartridges-pre-filled-pens-and-vials/
https://www.sps.nhs.uk/shortages/discontinuation-of-admelog-insulin-lispro-100units-ml-solution-for-injection-cartridges-pre-filled-pens-and-vials/
https://www.sps.nhs.uk/shortages/discontinuation-of-admelog-insulin-lispro-100units-ml-solution-for-injection-cartridges-pre-filled-pens-and-vials/
https://www.sps.nhs.uk/shortages/discontinuation-of-admelog-insulin-lispro-100units-ml-solution-for-injection-cartridges-pre-filled-pens-and-vials/
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendation 
from GMMMG 

Tirzepatide for treating 
type 2 diabetes (TA924) 

 

 

Tirzepatide is recommended for 
treating type 2 diabetes alongside 
diet and exercise in adults when it 
is insufficiently controlled only if: 

• triple therapy with metformin 
and 2 other oral antidiabetic 
drugs is ineffective, not 
tolerated or contraindicated, 
and 

• they have a body mass index 
(BMI) of 35 kg/m2 or more, 
and specific psychological or 
other medical problems 
associated with obesity, or 

• they have a BMI of less than 
35 kg/m2, and: 

o insulin therapy would have 
significant occupational 
implications, or 

weight loss would benefit other 
significant obesity-related 
complications. 
 
Use lower BMI thresholds (usually 
reduced by 2.5 kg/m2) for people 
from South Asian, Chinese, other 
Asian, Middle Eastern, Black 
African or African-Caribbean 
family backgrounds. 

Current formulary status 

Tirzepatide will be 
changed to be positioned 
alongside semaglutide as 
a first line weekly GLP-
1/GIP agonist. 

The recommendations 
about doses above 
5mg/week requiring 
specialist diabetes team 
input will be removed 

Include the wording:  

“A shared-decision-
making process is 
encouraged and 
prescribing clinicians 
should consider the 
availability of 
cardiovascular outcome 
data before choosing the 
most appropriate option.” 

CRG recognised that the current 
position of tirzepatide for type 2 
diabetes treatment was made in the 
context of global GLP-1 shortages 
and a lack of cardiovascular outcome 
data for the medicine. 

Current practice is now that 
tirzepatide is the most commonly 
prescribed GLP-1/GIP agonist for 
T2DM because of its potential for 
increased HbA1c lowering vs the 
other medicines. 

A GM piece of work to produce a 
cardiovascular-renal-metabolic 
pathway will include further advice 
and guidance on choosing GLP-
1/GIP medicines when available. 

To support the update to the 
formulary 2 documents have been 
prepared: 

• GM Position statement on 
the use of tirzepatide in 
T2DM 

• GLP-1 & tirzepatide 
pathways for T2DM and 
weight loss 

The impact of introducing TA924 
was considered in 2024. 

Earlier use of tirzepatide to 
support weight loss in people with 
T2D, would have a significant 
budget impact and is not 
permitted under the GM T2D 
pathway. For example, if 
tirzepatide was used third line for 
glucose lowering in those with 
T2D and a BMI>35, approximately 
21,493 people in GM would meet 
those criteria, with a projected 
cost between £25.5 and £34.1 
million annually. The position 
statement seeks to mitigate 
against these costs by treating 
13,000 people (number in the 
original GM approval of NICE TA) 
costing between £15.4m and 
£20.6m per year. 

Approve amendment to 
formulary and position 
statement 

https://www.nice.org.uk/guidance/ta924
https://www.nice.org.uk/guidance/ta924
https://www.greatermanchesterformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.01.02.03&SubSectionID=D170&drugmatch=5646#5646
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

Recommendation 
from GMMMG 

Demand Valve inclusion 
within the North West 
Home Oxygen Service 
Contract with Baywater 
Healthcare 

Escalation of demand valve 
inclusion within the Home Oxygen 
Contract with Baywater Healthcare 
is not recommended for the North 
West region at present (of which 
NHS GM is the lead 
commissioner) due to limited 
evidence base for clinical efficacy, 
and lack of data evidence on cost-
effectiveness and cost saving. 

The proposal was to include the 
supply of demand valves for 
cluster headache patients within 
the North West region, who do not 
get adequate relief with standard 
high flow continuous oxygen. 

Home oxygen is outside 
the scope of GMMMG 
formulary 

Feedback from cluster headache 
patients from other regions and 
recommendations from consultant 
neurologists, demand valves may be 
capable of aborting cluster headache 
attacks faster and reducing 
symptoms and attack reoccurrence. 
There is a strong belief that demand 
valves are more effective and 
patients with them often report this 
after purchasing their own 
(sometimes supported by charitable 
grants). However, this is based on 
expert opinion and feedback as 
opposed to emerging evidence or 
established guidelines 

GM is the lead commissioner for 
this contract and has liaised with 
other NW ICBs to confirm the 
position. 

The maximum cost per North 
West area if all current 1047 
patients with a cluster headache 
clinical code are supplied a 
demand valve is £53.5k (Greater 
Manchester £14.9k) 

If the demand valve reduces the 
amount of oxygen refills and 
equipment hire by 20% there 
would be no additional cost. If that 
efficiency went higher than 20% 
the introduction of demand values 
would be cost saving. There is no 
data available to evidence the 
cost saving and effectiveness. 

Approve 
recommendation not to 
add demand valves to 
the home oxygen 
contract 
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Drug and 
indication  

Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / service 
implications 

Recommendation 

Denosumab 60mg 
biosmilar injection 
for the treatment of 
osteoporosis  

Indicated for the treatment of 
postmenopausal women and men 
at increased risk of fractures in line 
with NICE TA204 (women only) 

Due to the availability of 
biosimilars, prescribing of 
denosumab must be done by 
brand to avoid inadvertent 
switching. 

Amber Shared Care 

Formulary will be 
amended to state 
branded prescribing is 
required 

Primary care are 
requested to prescribe 
as Prolia® to all 
existing patients and 
follow specialist advice 
on the brand for new 
initiations.  

Following the loss of patent 
exclusivity for denosumab 60 
mg in November 2025, multiple 
licensed biosimilar products 
have become available in the 
UK.  

Actions for secondary and 
primary care as well as 
community pharmacy are 
recommended to ensure safe 
prescribing. 

 

The majority of denosumab 60 mg prescribing in 
GM takes place in secondary care, where funding 
is within tariff. In primary care, patient numbers are 
relatively small (approximately 700 patients), 
pricing remains uncertain, and the six-monthly 
dosing schedule limits short-term financial benefit; 
therefore, no switching programme is currently 
recommended. Opportunities for primary care will 
be reviewed in due course once greater clarity on 
product availability and pricing is available to 
support system wide savings. 

Secondary care services will use the product 
awarded under the national procurement 
framework from January 2026 and are likely to 
recommend ongoing prescribing by brand when 
transferring to primary care under a shared care 
arrangement. 

Approve 
amendment to 
formulary 

Changes to SLS 
scheme for erectile 
dysfunction and 
flu antiretrovirals  

Effective from the 1st of October, 
the following changes have been 
made to the Selected List Scheme 
(SLS), which restricts prescribing 
of certain medicines to specific 
patient groups.  

• Generic tadalafil and 
vardenafil have been 
removed. The branded 
products Cialis® and Levitra® 

remain part of the scheme and 
should be prescribed 
accordingly.  

Seasonal prescribing restrictions 
for oseltamivir (Tamiflu) and 
zanamivir (Relenza) have been 
removed, to facilitate standard 
prescribing and dispensing year-
round. Provision for prophylaxis 
remains a commissioned service. 

Formulary will be 
amended 

Tadalafil is on 
formulary as GREEN, 
annotated “subject to 
SLS restrictions”. 

Vardenafil is not on 
formulary. 

 There may be some changes in prescribing 
patterns following this update and removal of SLS 
restrictions 

Approve 
amendment to 
formulary 

DECISIONS WITHOUT A FINANCIAL OR COMMISSIONING IMPACT 

https://www.nice.org.uk/guidance/ta204?UNLID=9722180220261915753
https://www.legislation.gov.uk/uksi/2025/987/regulation/2/made
https://www.legislation.gov.uk/uksi/2025/987/regulation/2/made
https://www.legislation.gov.uk/uksi/2025/987/regulation/2/made
https://www.legislation.gov.uk/uksi/2025/987/regulation/2/made
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Drug and 
indication  

Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / service 
implications 

Recommendation 

Dexcom One 
removal from Drug 
Tariff 

Dexcom have communicated that 
Dexcom One will be removed from 
the Drug Tariff at the end of March 
2026.  

 

Amend formulary to 
recommend no new 
initiations  

Remove from 
formulary in March 
2026 

Dexcom One+ is available and 
supersedes Dexcom One; any 
patients still using Dexcom One 
will need to transition, and will 
need a new receiver. The 
monthly cost of Dexcom One+ 
is equivalent to Dexcom One. 

No additional impact expected. Dexcom One+ has 
been available and this change has been known 
for some time. 

Approve removal 
from formulary 

 

 

Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on 
decision 

Cost impact 

TA1096: Benralizumab for 
treating relapsing or 
refractory eosinophilic 
granulomatosis with 
polyangiitis 

3 September 2025 

Commissioning: NHSE 

Benralizumab as an add-on to standard care 
can be used, within its marketing 
authorisation, as an option to treat relapsing 
or refractory eosinophilic granulomatosis with 
polyangiitis (EGPA) in adults. 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 a link to 
TA1096. 

 

The formulary position 
should reflect the NICE 
TA as well as any 
associated NHSE 
SSCs. 

 There are no approved medicines specifically for EGPA in the UK. 
The main treatment is oral corticosteroids, which are associated 
with severe side effects including diabetes, cardiovascular 
disease, osteoporosis, eye problems, peptic ulcers, pneumonia 
and renal impairment. Immunosuppressants can be added if 
necessary for relapsing or refractory EGPA. 

Treatment with benralizumab may result in fewer appointments 
with specialists and GPs compared with standard care. The 
reduction in oral corticosteroid use seen with benralizumab may 
result in fewer adverse events. 

A resource impact template is available for local completion. 

CG57: Atopic eczema in under 
12s: diagnosis and 
management (update) 

Updated: 22 September 2025 

Following publication of new evidence, NICE 
have amended recommendation 1.5.1.45 to 
include: 

“there is no evidence of any benefit in taking 
fewer baths or showers, or in using ion 
exchange water softeners or silk clothing.” 

Silk garments are DNP 
in GM. 

 The update may lead to a cost saving, dependant on local policies 
regarding silk clothing provision. 

NB: Silk garments are included in NHSE guidance on items which 
should not routinely be prescribed in primary care, with the 
recommendation:  

• Do not initiate. 

• Deprescribe in patients currently prescribed this medicine. 

Named exceptions: None 

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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https://www.nice.org.uk/guidance/ta1096
https://www.nice.org.uk/guidance/ta1096
https://www.nice.org.uk/guidance/ta1096
https://www.nice.org.uk/guidance/ta1096
https://www.nice.org.uk/guidance/ta1096
https://www.nice.org.uk/guidance/cg57
https://www.nice.org.uk/guidance/cg57
https://www.nice.org.uk/guidance/cg57
https://www.england.nhs.uk/long-read/items-which-should-not-routinely-be-prescribed-in-primary-care-policy-guidance/
https://www.england.nhs.uk/long-read/items-which-should-not-routinely-be-prescribed-in-primary-care-policy-guidance/
mailto:nuth.nyrdtc.rxsupp@nhs.net
https://rdtc.nhs.uk/

