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SUMMARY  

NHS Dorset Clinical Commissioning Group commissions the use of ranibizumab treating diabetic 
macular oedema in accordance with NICE TA274, i.e. if: 

 the eye has a central retinal thickness of 400 micrometres or more at the start of treatment and 

 the manufacturer provides ranibizumab with the discount agreed in the patient access scheme  

BACKGROUND 

Ranibizumab (Lucentis®, Novartis) belongs to a class of drugs that blocks 
the action of vascular endothelial growth factor (VEGF)-A. By blocking the 

action of VEGF‑A, ranibizumab prevents abnormal blood vessels 
developing, thereby limiting visual loss and improving vision.  

Ranibizumab has a marketing authorisation for: 

 The treatment of neovascular (wet) age-related macular degeneration 
(AMD) 

 The treatment of visual impairment due to diabetic macular oedema 
(DME) 

 The treatment of visual impairment due to macular oedema secondary 
to retinal vein occlusion (branch RVO or central RVO) 

 The treatment of visual impairment due to choroidal 
neovascularisation (CNV) secondary to pathologic myopia (PM) 

RELEVANT NICE 
GUIDANCE 

Ranibizumab is recommended as an option for treating visual impairment 
due to diabetic macular oedema only if: 

 the eye has a central retinal thickness of 400 micrometres or more at 
the start of treatment and 

 the manufacturer provides ranibizumab with the discount agreed in the 
patient access scheme. 

FORMULARY STATUS Red  

PBR STATUS Excluded, high cost drug 

COMMISSIONING 
IMPLICATIONS 

Additional patient cohort eligible for the administration and monitoring of 
ranibizumab. 

RELEVANT CLINICAL 
COMMISSIONING 
PROGRAMME  

General Medical and Surgical, included as part of the discussions between 
local clinicians and commissioners on the implementation of all NICE TAs. 

PATIENT PATHWAY 
IMPLICATIONS 

The costing template for the TA suggests this will be suitable for 
approximately 120 patients per annum in Dorset. This includes an initial 
prevalent population who require treatment who will be replaced as they 



move through treatment by the incident population. For the provider 
Trusts this represents an additional increase in patients accessing the 
administration and monitoring of ranibizumab. 

SUMMARY OF 
EVIDENCE TO SUPPORT 
FORMULARY STATUS 

NICE states “The Committee understood from the manufacturer's evidence 
that, in RESTORE, gains in visual acuity associated with ranibizumab were 
greatest in participants with thicker retinas and more severe visual 
impairment at baseline. In particular, it noted the manufacturer's 
suggestion that ranibizumab could be expected to have a superior relative 
effect among people with thicker retinas.  

The Committee was aware that the manufacturer had provided evidence in 
its rapid review submission to confirm this subgroup effect by testing for 
interaction between retinal thickness and treatment allocation. Therefore, 
the Committee concluded that it had received evidence of a clinically 
relevant subgroup in which ranibizumab has a significantly greater relative 
effect.” 

ASSESSMENT OF COST 
IMPLICATIONS  

The Committee concluded that the cost-effectiveness results were driven 
by the manufacturer's assumptions about: the need to treat both eyes of 
people with diabetic macular oedema, the utility associated with changes 
in vision of the treated eye, likely frequency of ranibizumab injections, the 
expected duration of benefit from ranibizumab treatment, the number of 
treatment visits and monitoring visits needed, and the generalisability of 
the economic evidence, especially about glycaemic control in the treated 
population.  

The Committee concluded that the most plausible ICER for the treatment 
of all people with diabetic macular oedema was likely to be above £30,000 
per QALY gained, and that it therefore could not recommend ranibizumab 
as an effective use of NHS resources. However, the Committee concluded 
that the most plausible ICER for the subgroup of people with thicker 
retinas was likely to be under £25,000 per QALY gained. Therefore the 
Committee recommended ranibizumab as an option for treating diabetic 
macular oedema only for people with a central retinal thickness of 400 
micrometres or more at the start of treatment. 

REFERENCES Ranibizumab for treating diabetic macular oedema (TA274) 

 

http://www.nice.org.uk/guidance/ta274

