
 

 

  
 

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday May 14th, 2024, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Dec Jan Feb Mar Apr May 

Dr Peter Budden (PB) 
Chair 

Medical Prescribing lead NHS GMIC 
(Salford)  

✓ ✓ ✓ ✓ ✓  

Dr Ann Harrison Deputy AMD  
Clinical lead Prescribing  

NHS GMIC 
(Trafford) 

    ✓  

Dr Jonathan Schofield 
(JS) 

Consultant Physician Acute 
Medicine & Diabetes 

Manchester FT A A 
✓ ✓ ✓ ✓ 

Suzanne Schneider (SS) Medicines Information Pharmacist Bolton FT 
✓ ✓ ✓ ✓ A 

✓ 

Gary Masterman (GM) Associate Director of Pharmacy Wrightington, 
Wigan and 
Leigh FT 

A A A A A 
✓ 

Andrea Marrosu (AM) High-cost Medicines and Home 
Care Pharmacist 

Salford Royal 
FT 

✓ A A A 
✓ A 

Peter Marks (PM) LPC Board Member  GM LPC 
✓ ✓ ✓ ✓ ✓ ✓ 

Mina Chowdhury (MC) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Heywood, 
Middleton & 
Rochdale) 

✓ A A A A 
✓ 

Lucy Tetler (LT) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Bury) 

✓ ✓ ✓ ✓ A 
✓ 

Matthew Ling (MB) Deputy Director of Pharmacy GM Mental 
Health FT 

✓ ✓ A 
✓ SB 

✓ 

Faduma Abukar (FA) Head of Medicines Management NHS GM IC 
(Stockport) 

A A A A A A 

Zoe Trumper (ZT) Assistant Director of Medicines 
Management 

NHS GM IC 
(Wigan) 

✓ ✓ ✓ A 
✓ ✓ 

Sarah Hafeez (SH) Advanced Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Tameside) 

FB 
✓ ✓ ✓ ✓ ✓ 

Jennifer Bartlett (JB) Team Leader  
Neighbourhood Integrated 
Practice Pharmacists  

Salford Royal 
FT 

✓ ✓ A 
✓ ✓ ✓ 

Claire Foster (CF) Senior Medicines Optimisation 
Adviser 

NHS GM IC 
(Manchester) 

✓ A 
✓ ✓ ✓ ✓ 

Jole Hannan (JH) Interface Pharmacist NHS GM IC 
(Bolton) 

✓ ✓ ✓ ✓ ✓ A 

Leigh Lord (LL) Head of Medicines Optimisation 
and Governance  

Manchester FT 
✓ ✓ ✓ ✓ A 

(LK) ✓  

Consultant Rheumatologist 
Audrey Low 
Charlie Filer 
Dipak Roy 
Louise Mercer 
Sahena Haque 
Anindita Paul 

 
SRFT 
Stockport 
TGH 
Stockport 
UHSM 
Bolton 

AL A A A A A 

Dan Newsome (DN)  Principal Pharmacist RDTC 
✓ ✓ ✓ ✓ ✓ ✓ 



 

 

Nancy Kane (NK) Senior Medical Information 
Scientist 

RDTC 
✓ ✓ ✓ ✓ ✓ ✓ 

Andrew Martin (AMart) Strategic Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ ✓ ✓ 

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ ✓ ✓ 

 
1. General Business 

1.1  Welcome and apologies 

Apologies as noted above. CRG were informed that Dr Pete Budden has resigned his post as Prescribing 
Lead for GMICB in Salford and will no longer attend CRG. Dr Budden’s contributions to CRG and GMMMG 
over many years were recognised and he was thanked in absentia. It was acknowledged that the GM ICB 
has lost a great deal of knowledge and experience without which GMMMG and its subgroups will struggle to 
operate in future. DN advised that the ICB are seeking clinical lead input to support future meetings. 

As a result, there was no GP representation present at this meeting of CRG, which was not quorate. 
Recommendations in the form of minutes will be circulated post meeting for approval before opening a 
consultation. 

LL agreed to chair the meeting. 

Absar Bajwa was in attendance to present item 4.1 

1.2 Declarations of interest 

Previously declared where relevant. No further declarations made at the start of the meeting. 

1.3 Draft April 2024 CRG Minutes 

The minutes were approved for publication to the GMMMG website.  

1.4 Action log review 

The owner of each action will be approached for updates if not already provided to CRG. Some items have 
full agenda items. Others have progress as follows: 

• Promethazine tablets: Discussed at GMMMG on 9th May where it was requested this is escalated if no 
position is submitted to CRG for GM-wide adoption soon. ML stated that a position statement on 
promazine is being prioritised and will be finalised and should be available for CRG consideration in 
June. This will come in the form of a recommendation to not initiate new patients on promazine followed 
by deprescribing guidance. Promethazine is believed to still have a place in therapy for mental health 
indications but is likely to have recommendations preventing transfer to primary care. It was agreed that 
this will be escalated through ICB governance if a proposal is not available for June CRG. 

• The steroid eye drops work is now finalised after input from the LOC representatives and will be 
submitted to GMMMG for approval in June. Item closed 

2.0 Matters arising 

2.1 CRG Consultation March 2024 

The comments received through the consultation were noted and all items approved. 

Action: RDTC to submit actions to GMMMG for approval and/or discussion. 

3.0 Formulary and RAG 

3.1 Formulary Amendments April 2024 

CRG approved the formulary amendments to open for consultation and noted the following: 

• No positive TAs published in April 2024 that were ICS-commissioned 

• Shortage of Elrezi (etanercept) 50mg injection: Secondary care representatives confirmed this is 
not on contract for GM providers – no action required. 



 

 

• Calcipotriol 50 micrograms/ml scalp solution discontinued: RDTC will review formulary to 
ensure sufficient alternatives are available. It was pointed out that NICE recommends that 
calcipotriol should be used with a topical steroid but there remains a large amount of single agent 
prescribing in GM. 

 
Recommendation  
Open for GM wide consultation 

3.2 Formulary assessment tool – levomepromazine 6.25mg tablets 

This newly licensed levomepromazine product is intended to replace the splitting of licensed 25mg tablets to 
achieve 12.5mg or 6.25mg doses which would be unlicensed use. Alternatives include unlicensed 6mg 
tablets and oral suspensions which are very expensive or unlicensed use of injection given orally. 

Its main use is in symptom control in palliative care at a dose of 6.25mg – 25mg at night or 6.25ng 2 hourly 
(up to 25mg per 24hrs) when given orally. 

CRG noted that reports suggest that the 25mg tablets can crumble when split and this practice may also 
present problems for employed carers who are not permitted to manipulate tablets in this way. 

The MHRA guidance on use of unlicensed medicines was considered which states that prescribers should:  

• be satisfied that an alternative, licensed medicine would not meet the patient’s needs before 
prescribing an unlicensed medicine 

• be satisfied that such use would better serve the patient’s needs than an appropriately licensed 
alternative before prescribing a medicine off-label, 

Given these principles it seemed reasonable to propose that levomepromazine tablets would be added to 
the formulary as a Green medicine as an alternative where 25mg tablets are not suitable e.g. when low 
doses are required to be administered by carers. CRG did not think that a grey status was necessary. 

Recommendation  

Open for GM-wide consultation with criteria above. 

3.3 RAG change request – Phenobarbital 15mg/5mL oral solution 

A request from the GMMMG medicines safety subgroup was received which proposes that this medicine is 
assigned a grey/green RAG status and the wording is standardised across the GMMMG formulary, RAG list 
and paediatric RAG list as: 

“For select adult patients only in whom ethanol (alcohol) consumption is safe and appropriate, due to safety 
concerns regarding the ethanol (alcohol) content, and where solid dosage forms are not suitable. Not for use 
in children” 

The rationale for this change is an incident in the North West region whereby a child was prescribed the 
licensed 15mg/5mL which contains a significant amount of alcohol and is therefore unsuitable for paediatric 
use. 

CRG agreed with the proposal and also discussed how to ensure that important information contained in the 
formulary or RAG lists isn’t missed due to requiring prescribers to look in 3 places. DN mentioned that a 
proposal is underway to move to a single RAG/formulary using a new platform which would eliminate the 
need to do this 

Recommendation  

Open the requested RAG change for GM-wide consideration  

3.4 Bowel prep products – formulary amendment 

CRG agreed with the recommendation to list all bowel prep products as RED with equal positioning within 
the formulary. This is to reflect secondary care formularies and a change to CMU contract which has 
removed Moviprep to replace with Plenvu. This change is understood to be slightly cost-saving to the system 

Recommendation  

Open the proposed amendments for GM-wide consultation 



 

 

3.5 Formulary addition – FSL2+ and Dexcom One+ 

Following new products being launched, an update to the formulary is required to reflect the arrival of 
FreeStyle Libre 2+ (FSL2+) and Dexcom One+. 

There are some significant differences between existing products and the updated versions which CRG 
were informed of, the main differences include that FSL2+ now works with Omnipod 5 insulin pump in a 
hybrid-closed loop (HCL) system and the transmitter for Dexcom One+ is now included within the sensor 
itself and is not required to be prescribed and dispensed separately. Other clinically useful improvements 
were also discussed that aid users to get the most out of the systems. 

There will be no cost impact associated with the addition of these 2 new sensors as the cost per year 
remains the same even if FSL2+ is now 15-day wear rather than 14 days, because the Drug Tariff prices 
have been adjusted accordingly. There is potential once the NICE HCL Technology Appraisal 
recommendations are implemented for the addition of FSL2+ to be cost-saving if it prevents the use of more 
expensive pump systems. 

A free-of-charge scheme was declared that is in place at MFT, through which the diabetes team are 
receiving limited numbers of CGM devices from Abbott to provide to patients. 

FSL2 will be withdrawn in June 2025 allowing 12 months to transition to the new device. Dexcom One+ 
manufacturers have indicated a similar timeframe for transition to the updated product but have not 
confirmed a date at the time of the meeting. Support is planned for patients and professionals to manage the 
transition, but it seems reasonable to recommend new patients receive the new device and existing patients 
are switched by a trained practitioner at a routine review appointment. 

CRG heard that the GM ICB is yet to approve access to CGM in line with the NICE recommendations due to 
insufficient cost impact data. GMMMG have recommended to the ICB Executive Committee in 2023 that 
these recommendations were adopted but the ICB executive has requested further information before 
approving the decision. Until this decision is taken, the guidance on eligibility for CGM as per the GM CGM 
position statement from February 2021 is still current. It is understood that this is causing confusion within 
primary care and generating queries to MO teams. 

Recommendation  

CRG agreed with the addition of both devices to the formulary alongside the existing products until these are 
withdrawn by the manufacturers. Open for GM-wide consultation. 

4.0 Pathways and Clinical Guidelines 

4.1 GM DOAC switching guide 

AB presented the final version of this guidance which has undergone consultation and review as well as 
having had to be amended following the invalidation of the apixaban patent. 

It was emphasised that this document is intended to aid clinical review and should not remove the autonomy 
of clinicians to prescribe the most appropriate treatment for their patient. Should it be deemed appropriate to 
switch a patient, excluding those who have previously been switched to edoxaban as well as other clinical 
factors, then the guide will support the safe transition to apixaban. 

CRG heard that the evidence base for one DOAC being more effective than another is not robust enough to 
indicate a single agent being the best treatment. It is accepted that for some cohorts there may be evidence 
to support use of a named DOAC but not for the general AF population. 

CRG were mindful of the potential for guidance like this to cause “switch fatigue” and prescribers to ignore or 
be confused by conflicting advice but recognised the savings potential by increased use of best value 
DOACs which is a key part of the ICB’s primary care prescribing cost savings plan. 

Recommendation: 

Approved for ratification by GMMMG 

5.0 Shared care 

5.1 Azathioprine and mercaptopurine SCP 

https://gmmmg.nhs.uk/guidance/medicine-and-device-recommendations/gmmmg-freestyle-libre-recommendation-feb-21-final/
https://gmmmg.nhs.uk/guidance/medicine-and-device-recommendations/gmmmg-freestyle-libre-recommendation-feb-21-final/


 

 

DN declared an interest in this item due to the RDTC being involved in updating the national documents, 
funded by ICB stakeholders and contributed to the discussion on the agreement of the chair. 

Due to the absence of GP representation from CRG, which was identified in advance of the meeting, 
comments were sought and received from GMMMG GP representation which KO is working through to 
resolve with RDTC support. 

The main queries that CRG were asked to consider were the standardisation of appendices 1,2 & 3 which 
are the communication to primary care and confirmation of agreement to share care. Some rheumatology 
services have asked if they can use their own template to which CRG have requested that the GMMMG 
appendices are used. It is recognised that IT issues may prevent the exact same format of template being 
used in electronic communication to primary care but if the use of GMMMG templates is not possible they 
must contain at least the same information.  

There was a query about the automatic adoption of all indications listed on the NHSE documents for shared 
care of the medicines. At present the indications included are those which GMMMG already had a SCP in 
use plus renal nephritis. CRG responded to state that there would be a need to understand the implications 
of adopting all indications and therefore it would be more appropriate to consider additional indications 
should the need arise. Applications for additional indications are therefore invited from specialist services, 
which CRG will consider.  

Rheumatology services also queried the inclusion of monitoring of MCV which isn’t routinely done and does 
not appear in existing GMMMG SCPs. This was included as a recommendation from the British Society of 
Rheumatology within their guidance on monitoring of shared care medicines. CRG agreed this should stay 
in. 

Recommendation 

The document has already received a national and GM-wide consultation so a further period was deemed 
unnecessary. It was therefore approved for ratification by GMMMG pending the resolution of a number of 
queries from GMMMG GP representation. 

5.2 Lithium SCP 

This SCP includes the addition of cluster headache as a local off-label indication. This has already been 
requested and approved by GMMMG, pending the updating of the SCP.  

A query on the recommended therapeutic levels for cluster headache was resolved with the specialist 
service, the lead for which is happy with the standard therapeutic range of 0.4-1.0mmol/L. 

CRG were happy with the document pending the clarification regarding the exact wording of the indication. 

Some comments from GMMMG GP rep were also received and considered for inclusion  

Recommendation 

The document has already received a national and GM-wide consultation so a further period was deemed 
unnecessary. It was therefore approved for ratification by GMMMG once the wording of the indication is 
confirmed. 

5.3 Paliperidone LAI SCP 

This document has recently underwent GM-wide consultation (13.03-24.04.24) during which there were 7 
comments submitted by secondary care. The feedback was in general supportive and there were only minor 
changes made to the consultation draft. 

Prior to the CRG meeting in May there were some comments received from GMMMG GP representation 
and these are being considered before submission to GMMMG. 

CRG noted the recommendations in section 11 regarding ongoing primary care prescribing on the advice of 
a specialist if the patient becomes pregnant, yet close monitoring would be undertaken by the specialist 
service. This contradicts the principles of maintaining prescribing and monitoring in the same setting and 
increases the risk of adverse events. The previous SCP did not contain this recommendation and CRG felt 
that the specialist should usually retain both prescribing and monitoring functions in this scenario. KO will 
feed this back to the services. 

Recommendation 



 

 

The document was  approved for ratification by GMMMG pending the amendment of the recommendations 
on pregnancy monitoring and prescribing above  and resolution of a number of queries from GMMMG GP 
representation. 

6.0 Work plan and horizon scanning 

6.1 Monthly horizon scanning April 2024 

CRG considered the contents of the document and made the following comments. 

• Insulin Icodec: NICE have this on their planner but have not conducted any work on the topic since 
August 2022. It may yet be picked up again but if not RDTC may look at producing a new drug 
evaluation to aid decision-making. JS confirmed interest in the product as a replacement for those 
who have carers or district nursing staff administer long-acting insulins, whereby a weekly dosing 
schedule could have benefits. The likely suitable population is predicted to be small however  

• CRG noted the bevacizumab biosimilar which has received a positive EMA opinion also includes a 
wet AMD indication. This could be of interest to the macular pathway authors should the MHRA 
issue a UK product license. 

 

7.0 AOB 

• The issue of a local SCP for antipsychotics when treating behavioural and psychological symptoms in 
dementia (BPSD) was raised by ML. This is a local SCP particular to Salford and Trafford localities for which 
there is no governance route other than GMMMG. Should a review and update of this document be needed 
then this would be the route for it come, however there are likely to be questions about the inequitable access 
to these medicines for this indication and that there should be a single RAG status across the ICS. It is listed 
as RED for this indication in all other GM localities as per GMMMG formulary/RAG list. 

Date of next meeting: Tuesday 11th June 2024 12:00-14:00 via Teams 

 


