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recommendations.

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
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DECISIONS WITH 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 from
GMMMG

Sulfasalazine 500mg
tablets, 500mg GR tablets
and 250mg/5mL oral
suspension for the
management of Crohn’s
disease and ulcerative colitis
in patients aged 2 years and
over.

Joint guidelines from the ECCO and
ESPGHAN recommend 5-ASA (e.g.
sulfasalazine) as first-line therapy for
mild-moderate paediatric ulcerative
colitis.

Add to formulary as
AMBER (shared care)
for this patient group

In practice this will
appear on the formulary
as RED pending a SCP.

There is no provision in GM for the
primary care prescribing of
sulfasalazine for paediatric patients to
enable families to obtain medicine
closer to home.

Monitoring is the same as that for adult
patients and an update to the SCP will
be made to support transfer of
prescribing if approved.

An update to the sulfasalazine shared
care protocol is required to implement
any changes to current practice. This is
scheduled for discussion at July CRG
meeting

5-10 patients are anticipated from RMCH,
cost in primary care is between £307.68 -
£4,542.30 per patient per year at maximum
dose depending on the product used. This
equates to £3,000 - £45,000 additional
spend per year in primary care.

Approve addition to
formulary pending the
approval of a SCP

TA1140: Ruxolitinib
cream for treating non-
segmental vitiligo in
people 12 years and over
17/03/26

Commissioning: ICB

Ruxolitinib cream can be used as an
option to treat non-segmental vitiligo
with facial involvement in people 12
years and over. Ruxolitinib cream can
only be used if:

e topical first-line treatments have
not worked or are not suitable, and

e the company provides it according
to the commercial arrangement.

This guidance updates and replaces
TA1088 (August 2025). It follows
appeals by the manufacturer, patient
groups, and the British Association of
Dermatologists.

Add to formulary as a
RED drug in this
indication with links to
TA1140.

An engagement exercise coordinated
by the HCDSG did not identify any
significant barriers to implementation.
NICE predictions of eligible patients
may be an overestimate with around
300 patients identified through
dermatology services in GM vs 421
(NICE)

NICE estimates that around 4,200 people
in NHS GM are eligible for treatment.
Uptake is expected to be around 10% (421
people) in year 1, increasing to 15% in year
2 (632) and 20% in year 3 (842). This is
estimated to cost NHS GM £3.3m in year 1
rising to £7.3m by year 3. A confidential
discount is available

The comparator treatments for the eligible
population are no active treatments or
phototherapy. Where ruxolitinib cream is
used but fails to be effective then it may
move phototherapy further down the
pathway. Phototherapy is resource
intensive, requiring many treatments over a
12-month period.

. Ruxolitinib cream may increase the
number of people having treatment for
non-segmental vitiligo, which may
have service implications

Ruxolitinib cream is expected to lead to a
decrease in the number of people having
phototherapy, from 737 at present (88,400
sessions) to 590 in year 3 (70,750
sessions).

Approve addition to
formulary
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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

TA1142: Dupilumab for
maintenance treatment of

uncontrolled chronic
obstructive pulmonary
disease with raised blood

eosinophils
26/03/26

Commissioning: ICB

. Dupilumab can be used as an add-
on maintenance treatment option
for uncontrolled chronic obstructive
pulmonary disease (COPD) with
raised blood eosinophils in adults
if:

e they are having:

o ftriple therapy including an
inhaled corticosteroid, a long-
acting beta2-agonist (LABA)
and a long-acting muscarinic
antagonist (LAMA), or

o  double therapy including a
LABA and a LAMA if inhaled
corticosteroids are not
appropriate, and

e the company provides dupilumab
according to the commercial
arrangement.

e Uncontrolled COPD is defined as 1
or more severe exacerbations or 2
or more moderate exacerbations in
the previous 12 months. Raised
blood eosinophils is defined as
having a blood eosinophil count of
0.3 x 10”9 cells per litre or more
(300 cells per microlitre or more).

e  Assess response to dupilumab at
12 months. Stop dupilumab if,
compared with the 12 months
before starting it, the number of
severe exacerbations:

. is higher, or

is the same, and the number of
moderate exacerbations is higher.

On formulary as RED for
severe asthma (NHSE-
commissioned) and
atopic dermatitis (ICB-
commissioned)

Add to formulary as a
RED drug in this
indication, with links to
TA1142

HCDSG supported a coordinated GM-
wide approach to implementation, input
into the GM COPD pathway with further
biologic therapies in mind, and the
development of Blueteq forms.

They identified a lack of system
readiness to implement this TA. GM
provider organisations have cited
concerns around a need for expanded
services and MDT arrangements, new
pathways for biologics in this
therapeutic area, equitable
identification of eligible patients and
variation in service delivery. There are
challenges to overcome due to a large
additional cohort of patients and the
workload this will bring as well as
physical space to hold clinics and
pharmacy homecare capacity.

Actions were identified to support the
collation of information through a
coordinated business case; it is
apparent that the wider infrastructure
and workforce issues need to be
addressed through the relevant ICB
committee, with the LTC Oversight
Group suggested as the most
appropriate forum. This should also
take account of other relevant parallel
workstreams, including national
initiatives and local consideration of
appropriate industry support.

It is recommended that this work
should not delay progress with the
formulary submission, as providers will
continue to take these new therapies
through their internal governance
processes.

NICE estimates that around 1,800 people
are eligible for treatment in NHS GM, and
that uptake will be 182 people (10%) in
year 1, rising to 944 people (52%) in year
3.

This is associated with an increase in
nursing time and eosinophil tests. It is
expected to decrease the number of severe
exacerbations by 13 in year 1 (-3%),
increasing to 34 in year 3 (-8%).

It is also expected to decrease the number
of moderate exacerbations by 54 in year 1
(-3%) increasing to 134 in year 3 (-8%).
Using NHS list price, (a confidential
commercial arrangement is in place) NICE
estimate the additional cost to NHS GM of
£1.2m in year 1, increasing to £6.2m in
year 3.

A key risk to the HCD budget is the VAT
cost if the medicine is not delivered via
homecare. This can be suggested for
consideration under HCDSG within the
broader context of homecare capacity
across GM.

NICE have also published TA1166;
mepolizumab for COPD, which is expected
to have a lower price and when considered
as an optimised pathway will reduce the
costs of dupilumab implementation.

Note the identified
commissioning and service
requirements for
implementation and to
approve addition to
formulary which will enable
the system-wide
discussions necessary for
implementation to take
place.
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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

TA1107: Delgocitinib
for treating moderate
to severe chronic hand

eczema
05 November 2025

Commissioning: ICB,
tariff included

Delgocitinib can be used, within its
marketing authorisation, as an
option to treat moderate to severe
chronic hand eczema in adults
when topical corticosteroids have
not worked or are not suitable.
Delgocitinib can only be used if the
company provides it according to
the commercial arrangement.

Delgocitinib should be started and
monitored by a healthcare
professional with experience in
diagnosing and treating chronic
hand eczema in secondary care.

e Consider how skin colour could
affect the assessment of
severity and make any
adjustments needed.

Add to formulary as a
RED drug in this
indication with a link
to TA1107.

Deferred from the March 2026
decision summary to allow for
further conversations with GM
dermatology providers after
feedback through the consultation
highlighted that NCA are
forecasting a significant impact of
the implementation if this medicine
(value not provided) due to the
activity of the service (200 patients
per year) and positioning as a
North West dermatology tertiary
centre. A request to consider a
tariff-exclusion or tariff uplift was
made.

No further information has been
provided therefore GMMMG are
approving for addition to the
formulary and further information
on the barriers to access will be
obtained through implementation.

NICE estimates that 107 people per
100,000 population are eligible for
delgocitinib, and that uptake will be 5
people (5%) in year 1 rising to 16
people (15%) in year 5. At list price the
cost impact will be an additional
£10,000 per 100,000 in year 1, rising
to £37,000 in year 5 compared to
current practice. This is an over-
estimate, because there is a
commercial arrangement that makes
delgocitinib available to the NHS at a
confidential discount. A resource
impact template is available.
Delgocitinib is not classed as a high-
cost drug and is assumed to be
covered in tariff.

NICE also expects delgocitinib to
require fewer outpatient attendances,
releasing 9 appointments per 100,000
population in year 1, rising to 31 in
year 5. An estimated 53 phototherapy
administrations per 100,000
population may be released in year 1,
rising to 105 in year 5.

The key drivers of resource impact are
that:

e there are fewer administrations of
delgocitinib in each cycle than of
comparator treatments

e there may be fewer follow-up
attendances for monitoring
associated with delgocitinib than
with comparator treatments.

The comparator treatments for the
eligible population are phototherapy
(ultraviolet light therapy) or alitretinoin
(only recommended for severe CHE).

Approve addition to
formulary and seek
feedback on the barriers to
implementation raised
through the consultation in
parallel.
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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

GM Narcolepsy Treatment
pathway for adults

(doc1)

Developed by a multidisciplinary and
cross-sector working group this pathway
seeks to standardise the offer of
narcolepsy treatment to GM patients.

GM currently has two established sleep
services; one based at Northern Care
Alliance NHS Foundation Trust (NCA) —
Salford Royal base) and Manchester
University NHS Foundation Trust (MFT -
Trafford General Hospital and
Wythenshawe bases).

Arrangements for prescribing of tariff
excluded high cost drugs currently vary
due to historical commissioning issues.
The proposed pathway is intended to
standardise access to all treatments
across all sleep service providers in
GM.

All medicines already
listed on GMMMG
formulary:

Pitolisant, solriamfetol
and sodium oxybate are
RED

Dexamfetamine and
methylphenidate are
AMBER shared care
Modafinil is GREEN
specialist initiation
Antidepressants listed

for off-label use are
GREEN.

CRG noted the commissioning
variation and the steps being taken to
address this.

An update to the methylphenidate SCP
to include narcolepsy is underway and
the decision to amend the formulary
was approved by GMMMG at the June
meeting.

Further work with commissioners is
underway to align access to HCDs at
MFT to that currently available to NCA
patients.

The specialist sleep services at MFT (118)
and NCA (250) collectively manage 368
patients undergoing treatment for
narcolepsy.

Based on latest HCD prescribing data,
available in June 2026, NCA spent £241k
in 25/26. The implementation of the GM
Narcolepsy Pathway is not anticipated to
affect prescribing habits at NCA. It is
estimated that MFT may see up to 10 new
patients requiring a HCD in the next
financial year, increasing costs by £74k
annually. The estimated cost to GM is
£310k per year, which does not account for
growth or otherwise service expansion.

There is variation in commissioning
arrangements for high cost drugs
prescribing in sleep centres at NCA and
MFT, resulting in limited provision of
specialist only treatments at MFT.

The standardisation of the narcolepsy
commissioning for high cost drugs is
currently underway and is being considered
through the appropriate governance
processes at NHS GM, to ensure equity is
achieved in access to all medications and
treatment of narcolepsy.

Approve for publication
noting the service
commissioning
requirements to improve
access to HCD prescribing
at MFT
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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

GM Sodium oxybate
commissioning statement

(doc 2)

GMMMG recommends sodium oxybate
for treatment of narcolepsy with
cataplexy as the last line (4™ or 5™)
treatment option for adult patients
provided all following criteria are met:

e [nternational Classification of Sleep
Disorders (ICSD-3) criteria for
narcolepsy type 1 (with cataplexy).

o Co-morbidities, which are also
affecting sleep, are adequately
managed (e.g. moderate to severe
obstructive sleep apnoea or restless
leg syndrome)

® Failure to respond to non-
pharmacological treatments
consisting of behavioural and
environmental adaptations, e.g.
planned naps

e Inadequate response (within 3
months) to, or intolerable adverse
effects from, or contraindicated use
of modafinil, and dexamphetamine
or methylphenidate, and pitolisant as
per ‘GM Narcolepsy Treatment
Pathway in Adults’

o Positive MDT opinion from specialist
sleep centre at Manchester FT or
Northern Care Alliance FT

Patients transitioning from paediatric
services (commissioned by NHS
England) should continue sodium
oxybate, if there is ongoing clinical need
and benefit

Currently on formulary in
chapter 4 as a RED drug
with a GREY status:

Only for use in adult
patients who have
received and benefited
from treatment with
sodium oxybate as
commissioned by NHS
England, i.e. continuing
treatment in those >19
years old.

The statement seeks to
amend this position and
remove the GREY
status.

None

The annual cost of sodium oxybate varies
with the dose, which ranges from 2.25g to
9g daily. This is an estimated cost per
patient of from £4,320 to £12,960 per year,
depending on dose. Confidential discount is
available to NHS hospitals and so the true
cost is lower.

The specialist sleep services at MFT and
NCA currently manage just under 370
patients undergoing treatment for
narcolepsy. Of these, at NCA, about 80
patients receive high-cost drugs with
approximately half of those individuals
being on sodium oxybate. Additional cost to
GM from the use of sodium oxybate is
captured in the financial implications of the
narcolepsy pathway, above.

Approve for publication
noting the service
commissioning
requirements to improve
access to HCD prescribing
at MFT
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DECISIONS WITHOUT A FINANCIAL OR COMMISSIONING IMPACT

Drug and Rationale / criteria Status and Notes on decision Cost impact and commissioning / Recommendation
indication formulary service implications

position

assigned
Relugolix for Developed by the Christie the SCP aims to provides a AMBER shared None None. NICE TA995 was published, Approve for publication
prostate cancer standardised, evidence-based shared care protocol care considered and approved by

SCP
(doc 3)

(SCP) for relugolix, ensuring safe and consistent
prescribing across Greater Manchester by supporting
the availability of an additional androgen deprivation
therapy option for appropriate patients

GMMMG in 2024. This document
supports the prescribing under a
shared care protocol

Acarizax and
Itulazax primary
care guidance

(doc 4)

Developed by MFT allergy services, the document aims
to provide guidance for primary care prescribers on the
management of these medicines once prescribing is
transferred to primary care.

Advice is provided on potential adverse reactions, the
patient pathways, thresholds for referral and the overall
management of the condition including cessation at the
end of treatment

GREEN specialist
initiation

None. The medicines are already on
formulary, this guidance seeks to aid
with the implementation of NICE
recommendations and support safe
and effective care.

Approve for publication

Dapagliflozin This paper sought the support from GMMMG for the GM | GREEN This aligns with the NHS England ‘letter to the | A managed programme of switching Approve the
switch programme | switch programme to optimise use of generic system’ which recommends ICBs take action using defined cohorts is expected to recommendation
(doc 5) dapagliflozin. to_ optimise_ prescrib_ing (_)f SGL'_I'2 inhibitor_s streamline the review and switch
The report outlines the approach to patient identification with generic dapaglifiozin. National planning process
and review of an expected 28,000 patients which will be assumes these switches have already been
adopted by the MOT and partner organisations across completed.
the 10 GM localities The switch programme is led by the NHS GM
Medicines Optimisation Value portfolio and
reported to ICB finance team. Approval of the
switch criteria is via the GM Diabetes
Oversight Group and GMMMG reporting to
CEG.
7-Minute briefing The briefing seeks to highlight the risks with propranolol GREEN (for An audit on propranolol use being undertaken None directly from this report Approve for publication
Propranolol: in overdose and proposes some pragmatic migraine by the Prescribing Observatory for Mental and communication to

Overdos, Toxicity,
and Prescribing
Risks (doc. 6)

recommendations to reduce this risk, through actions for
primary and secondary care.

Propranolol is licensed for use in anxiety and migraine
prophylaxis and is widely prescribed. However, it is NOT
featured in NICE Guidance for anxiety.

It is known to be highly toxic in overdose, and data
between 2022-23 shows there were 321 reported
exposures involving intentional propranolol overdose,
leading to 12 fatalities, including 1 case in Manchester.

prophylaxis and
other non- CVD
indications)

Health in Autumn 2026 will seek to include

primary care prescribing data for the research.

GMMMG agreed to support this work
alongside GMMH and Pennine Care trusts.

GMICS.

Produced by the Regional Drug and Therapeutics Centre

July 2026




DECISIONS FOR INFORMATION ONLY

Drug and indication Rationale / criteria Status and formulary | Notes on Cost Impact
position assigned decision
HST35: Pegzilarginase for Pegzilarginase can be used, within its marketing authorisation, as an option to Add to formulary as a Usual treatment for arginase-1 deficiency includes
treating arginase-1 deficiency in treat arginase-1 deficiency (also called hyperargininaemia) in people 2 years and RED drug in this dietary protein restrictions, essential amino acid
people 2 years and over over. Pegzilarginase can only be used if the company provides it according to the | indication, with links to supplementation and ammonia-lowering drugs.
04/03/26 commercial arrangement. HST35. Pegzilarginase is the first treatment that specifically
Commissioning: NHSE treats. arginase-1 de.flc.lenf:y. N
Despite the uncertainties in the clinical and
economic evidence, the most likely cost-
effectiveness estimates are within the range that
NICE considers an acceptable use of NHS
resources for highly specialised technologies. So,
pegzilarginase can be used
GMMMG Minutes June 2026 Approved minutes of GMMMG'’s meeting in June 2026 n/a None None

(Doc 7)

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

Regional Drug and Therapeutics Centre
Regent Point, Regent Farm Road, Newcastle upon Tyne

Tel: 0191 213 7855 Fax: 0191 261 8839 email: nuth.nyrdtc.rxsupp@nhs.net

visit: https://rdtc.nhs.uk

THIS DOCUMENT IS INTENDED FOR USE BY NHS HEALTHCARE PROFESSIONALS AND CANNOT BE USED FOR COMMERCIAL OR MARKETING PURPOSES. PATIENT INFORMATION ON MANY TOPICS CAN BE ACCESSED VIA NHS

CHOICES
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