
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 10th September, 2024, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Mar Apr May Jun Aug Sept 

Heather Bury (HB, 
chair) 

Head of Medicines Optimisation 
(Manchester)  

NHS GM IC 
(Manchester) 

    ✓ ✓ 

Dr Ann Harrison (AH) GP lead for Medicines 
Optimisation (Trafford) 

NHS GMIC 
(Trafford) 

 ✓ A 
✓ ✓ ✓ 

Dr Jonathan Schofield 
(JS) 

Consultant Physician Acute 
Medicine & Diabetes 

Manchester FT 
✓ ✓ ✓ ✓ ✓  

Suzanne Schneider 
(SS) 

Medicines Information 
Pharmacist 

Bolton FT 
✓ A 

✓ ✓ A 
✓ 

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

A A 
✓ A A 

✓ 

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

Salford Royal 
FT 

A 
✓ A 

✓ ✓ ✓ 

Peter Marks (PM) LPC Board Member  Community 
Pharmacy GM 

✓ ✓ ✓ ✓ ✓ ✓ 

Mina Chowdhury (MC) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Heywood, 
Middleton & 
Rochdale) 

A A 
✓ ✓ ✓ A 

Lucy Tetler (LT) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Bury) 

✓ A 
✓ ✓ A 

(SC) ✓ 

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

✓ SB 
✓ ✓ ✓ ✓ 

Adrian Byrne (AB) Head of Medicines Optimisation 
and Prescribing 

NHS GM IC 
(Stockport) 

    
✓  

Zoe Trumper (ZT) Assistant Director of Medicines 
Management 

NHS GM IC 
(Wigan) 

A 
✓ ✓ A A A 

Sarah Hafeez (SH) Advanced Medicines 
Optimisation Pharmacist 

NHS GM IC 
(Tameside) 

✓ ✓ ✓ ✓ A 
✓ 

Jennifer Bartlett (JB) Team Leader,  
Network Integrated Practice 
Pharmacy (NIPPs) 

Salford Royal 
FT 

✓ ✓ ✓ ✓ ✓ ✓ 

Claire Foster (CF) Senior Medicines Optimisation 
Adviser 

NHS GM IC 
(Manchester) 

✓ ✓ ✓ ✓ A A 

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

✓ ✓ A 
✓ ✓ A 

Leigh Lord (LL) Head of Medicines Optimisation 
and Governance  

Manchester FT 
✓ A 

(LK) ✓  ✓ A 
(LK) 

A 
(LK) 

Dr Zubair Iqbal (ZI) Prescribing Lead (Manchester) 
Primary Care Quality and 
Transformation Lead 
(Manchester) 

NHS GMIC 
(Manchester) 

   ✓ A  

Consultant Rheumatologist 
Audrey Low 
Charlie Filer 
Dipak Roy 
Louise Mercer 

 
SRFT 
Stockport 
TGH 
Stockport 

A A A A 
✓ 

(AL) 

A 



 

 

Sahena Haque 
Anindita Paul 

UHSM 
Bolton 

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

Nancy Kane (NK) Senior Medical Information 
Scientist 

RDTC 
✓ ✓ ✓ ✓ ✓ ✓ 

Andrew Martin (AMart) Strategic Medicines 
Optimisation Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ A A 

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ A 

✓ 

 
1. General Business 

1.1  Welcome and apologies 

Apologies were noted as above. Monica Mason (MM, Head of Prescribing Support, RDTC) attended to 
provide professional secretarial support. Also in attendance were: 

• Jess Keen (Lead Pharmacist, NHS North West Genomic Medicine Service Alliance) to support item 3.1 

• Elaine Radcliffe (Senior Medicines Optimisation Pharmacist, GM central MO team) to support item 3.2 

• Katherine Hosseini (Deputy Chief Pharmacist and Medication Safety Officer, Pennine Acute) to support 
item 3.3. 

• Absar Bajwa (Senior Medicines Optimisation Pharmacist and NMP Lead (Trafford)) to support item 3.4. 

• Vanessa Reid (Lead Specialist Clinic Pharmacist in Specialist Medicine, Manchester University 
Foundation Trust) to support item 5.1 

GM joined at 12:35. , during antimicrobial item. JS joined at approx. 1pm, AB joined near end. 

1.2 Declarations of interest 

The chair invited new declarations or declarations specific to the agenda. None were declared.  

1.3 August 2024 CRG Minutes 

The minutes were agreed as an accurate record of the meeting.  

1.4 Action log review 

The action log was reviewed. The group heard that:  

• SimAlvia – comments from a large number of gastroenterologists have been received via the applicant; 
these will come to the October meeting to allow full discussion.  

• NetFormulary – RDTC now have access to the NetFormulary platform and will begin formulary migration 
this week. A log of issues identified during this process will be brought to the October meeting, for 
information or discussion as appropriate.  

 

Other items are either on today’s agenda or deferred to a future meeting due to full agenda.  

2.0 Matters arising 

2.1 Future chair and vice-chair of CRG 

MM updated the group.  Nominations were received, but no nominees were able to take up the position. 
RDTC have approached a secondary care representative to act as an interim vice-chair, to provide balance.  

2.2 CRG Consultation July 2024 

The comments received through the consultation were noted and all items approved. Further discussion 
took place on: 

• Carbimazole tablets: the group agreed that green (specialist initiation) is more appropriate than the 
proposed green status. In practice patients are not discharged from secondary care and letters are sent 
to primary care to support management of the condition. Carbimazole may be suitable for shared care, 



 

 

since there is ongoing specialist involvement and monitoring. It was agreed that this should come back 
to a future meeting with more information, to allow full discussion.  

 

Action: RDTC to submit actions to GMMMG for approval, except carbimazole.  

 

3.0 Pathways and Clinical Guidelines 

3.1 Clopidogrel genotyping and NICE DG59 

Jess Keen, lead pharmacist at the North West Genomic Medicine Service Alliance, presented to the group 
on work being undertaken to implement CYP2C19 genotype testing to guide clopidogrel use after ischaemic 
stroke or TIA. Clopidogrel is not effective in people with certain CYP2C19 variants, which contributes to 
health inequalities. NICE diagnostic guidance DG59 recommends lab testing for new patients with stroke or 
TIA, or point of care testing if lab tests are not available. Test results guide the choice of antiplatelet 
(clopidogrel or alternative). Testing is cost-effective regardless of alternative chosen.  
Lab testing can be centrally commissioned, but requires transport of samples to a regional lab and results 
are returned in days. Point of care testing may need to be locally commissioned by ICBs and results are 
available in under an hour. Pathways will need to be developed to manage testing, handling of results and 
prescribing. A national project is underway with four pilot sites of different sizes and geographies to examine 
what model of delivery works, including pathway design, logistics and communication, whether additional 
appointments are needed, etc. One pilot site is in Salford, with point of care testing.  
Around 4,000 patients are expected annually in GM. The group agreed that careful pathway design will be 
needed to ensure care is robust, and care must be taken to avoid inequities between secondary and tertiary 
sites.  
JK explained that other groups in GM have been engaged as appropriate, but as the medicines group the 
ask for CRG is to give feedback on choice of alternative medicines when clopidogrel is not suitable, which 
may need to be individualised. The group should also be aware that CYP2C19 also metabolises a range of 
other medicines, such as SSRIs. Test results may therefore affect other medicines, and thought should be 
given on how to manage this.  
 
 
Outcome: no action for CRG at this time. JK will stay in touch and may return when more data is available 
to inform pathway design and commissioning.  
 

3.2 Updated GM antimicrobial guidance, Pylera position Statement and Antimicrobial resources  

ER presented several items which have been through the antimicrobial guideline group and antimicrobial 
stewardship group for comment, and now come to CRG to enter the governance process.  

GMMMG antimicrobial guidelines  

The guidelines have been updated. The key changes are: additional detail on the fluoroquinolone MHRA 
safety warning; updated otitis media entry to give the option of shorter courses; contact details for UKHSA 
added to the meningitis section; information on identifying rash and cyanosis on darker skin tones. The final 
major change is addition of READ and SNOMED codes in order to improve coding across GM and support 
data collection on antimicrobial stewardship.  

A quick reference guide (QRG) has been developed based on existing work used by a GM locality. This is a 
2 page summary summarising some of the most common entries, which doesn’t add any new information. 
The group briefly discussed adding additional indications (e.g. sinusitis), but agreed that keeping the guide 
concise and useful was more important.  

 

New resource for GMMMG website 

ER requested approval add several new resources to the GMMMG website on a dedicated antimicrobial 
page, including the QRG discussed above and a guide to the new READ codes. In addition three documents 



 

 

developed by RMOC South East were presented, including documents on course length, “shorter is safer” 
campaign, and a visual timeline of antibiotic course length. The group agreed that the resources should be 
published to the GMMMG site, with the exception of the shorter is safer graphic which could cause confusion 
for patients due to conflicting messaging when longer courses are recommended.  

 

H. pylori eradication 

There is a mismatch between GM formulary and BNF advice for H. pylori, and the antimicrobial guidelines 
currently reference both which results in conflicting information. The request is to align the formulary to the 
BNF, however VR highlighted that bismuth is not available at present so the BNF regimen can’t be 
prescribed. It was suggested that implementing European guidelines may be warranted, since they have 
more accessible regimens. It was agreed to open the request to reflect BNF advice for consultation, to 
collect additional information.  

Finally, ER presented a position statement for Pylera, a combination regiment comprising tetracycline, 
metronidazole and bismuth for H. pylori eradication. A RAG status of green and grey was proposed, only to 
be used when: when there is true penicillin allergy, plus previous use of clarithromycin or a fluoroquinolone 
and when the patient is likely to be confused with multiple packaging and other reasonable adjustments 
have been considered or are not appropriate (e.g. prompt sheets, or family/carer support), or where the 
individual drugs cannot be sourced separately due to stock / manufacturing issues. The group broadly 
supported the position, but reported that Pylera has also had stock problems. It was felt that it should be 
reserved for patients with no other treatment options and shouldn’t be used to address compliance 
challenges while there are stock shortages.  

 

Action: RDTC to:  

• Submit the updated antimicrobial guidelines, quick reference guide, SNOMED and READ code guide, 
and two RMOC resources to GMMMG for approval 

• Open the H. pylori formulary entry, Pylera position statement, proposed RAG status for GM-wide 
consultation 

 

3.3 Promazine position statement  

KH explained that she has been working with ML to develop and consult on a draft promazine position 
statement, including detail on management of review and deprescribing. Consultation so far has highlighted 
that it will be difficult to reach a single consensus on how to enact the position statement. In order to address 
this, pilot sites are being set up in Bury, Stockport and Bolton to examine different models of implementation.  

The next steps are further internal consultation and pilots, followed by feedback on the different models of 
care from the pilot sites. The chair thanked KH & ML for the hard work so far, and emphasised that it’s great 
to see progress on this important piece of work. KH expected at least 3-6 months of data will be sought from 
the pilots to ensure the data are robust and useful, and welcomed links with the LPC to facilitate 
communication.  

The group asked if there is project support for this work, to ensure that mental health are not expected to 
complete the whole project. They heard that members are being sought for two working groups in Stockport 
and Bury, to bring in GPs and other colleagues to ensure there is adequate support for the project.  The 
mental health representatives were encouraged to stay engaged with CRG on this issue, and to seek 
support when needed. The group agreed that it is important for this work to be time-limited to avoid 
disengagement and ensure progress is made.  

 

Outcome: no action for CRG at this time. Further updates will be returned to CRG when available. 

 

 



 

 

3.4 DOAC commissioning statement and monitoring guide 

The group heard that, following the rivaroxaban patent expiry and change in Drug Tariff price, a DOAC 
commissioning statement has been developed which advocates apixaban and rivaroxaban as the best value 
twice- and once-daily DOACs, followed by edoxaban. It reinforces that switches should be based on clinical 
need, and that all patients should be reviewed at least annually. The group supported the statement.  

Post-meeting note: this is aligned with the NHSE commissioning recommendations for DOACs.  

Additionally, a monitoring guide was reviewed. The guide has already been through the GM consultation 
process but was paused while awaiting the rivaroxaban patent expiry. It has now been updated accordingly 
and is ready to move forward. It is a guide for primary care on review and monitoring, with switching only 
advocated if clinically indicated. The group supported the guide. A typo was highlighted at the top of page 6, 
and the author agreed to amend and re-submit.  

 

Action: RDTC to:  

• Open the DOAC commissioning statement for a 2 week GM-wide consultation  

• Await the amended monitoring guide then submit to GMMMG for approval 

3.5 Palliative Care Pain and Symptom Control Guidelines 

The group reviewed a draft update of the guideline. This had previously been brought to CRG in June, and 
although the group were supportive of the guideline at that time it was recognised that there had been a 
large number of changes. A summary of those changes was therefore requested, and has now been 
received. The main changes are addition of Actimorph (which is already on GM formulary), buprenorphine-
morphine dose equivalence information, safety information on NSAIDs, information on low-dose morphine 
MR for breathlessness, and inclusion of the GM hypersalivation pathway. Other changes are mainly to 
layout and formatting. The group approved the guidelines to be opened for consultation 

 

Action: RDTC to open for GM-wide consultation 

 

4.0 Formulary and RAG 

4.1 Formulary Amendments July 2024 

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

• Relugolix – the recommended position is amber (shared care), to ensure there is access to specialist 
advice when needed. It may be suitable to re-assign relugolix and other medicines at this stage in the 
pathway as for green specialist initiation in future, when support is in place in the system, however at 
present shared care is more appropriate.  

• There was brief discussion of the recommendation on fenofibrate in NICE NG242: diabetic retinopathy. It 
was agreed that no action should be taken until input is received from the relevant ophthalmology 
groups.  

• The group agreed that IM hydrocortisone should be added to formulary as green (following specialist 
advice) for use in emergency kits for patients with adrenal insufficiency who experience adrenal crisis. 

 
Action: RDTC to open for GM-wide consultation, and review the SCP for GnRH in prostate cancer to 
determine what work is needed to add relugolix. 
 

4.2 Cortiment (budesonide 9mg) formulary request 

The group reviewed an application to add budesonide 9mg (Cortiment) to formulary. The proposed position 
is green (following specialist advice) for patients with ulcerative colitis who are in remission and no longer 
seen routinely by secondary care, but who then experience a flare. The applicant proposed that secondary 
care will write to primary care with a treatment plan, including information advising when treatment should be 

https://www.england.nhs.uk/long-read/commissioning-recommendations-for-national-procurement-for-doacs/


 

 

started. The intent is to reduce delays in treatment for people who require an oral steroid, but for whom 
prednisolone is not suitable due to systemic side effects.  

The group heard that NICE recommend oral corticosteroids but do not make recommendations on choice of 
medicine. The British Society of Gastroenterologists list budesonide 9mg as an option when prednisolone is 
indicated but there is a desire to avoid systemic corticosteroids. No estimate of likely population was 
available, but the applicant expected patient numbers to be in the hundreds per year for GM. There is 
already prescribing of around 30 items per month in primary care in GM, with a spend of £34k per year. This 
item may therefore already be in use in this indication.  

It was agreed to approve the application for use as green (following specialist advice) as a first line option 
alongside prednisolone, where a treatment plan has been received by primary care.  

 

Action: RDTC to open for consultation 

 

4.3 Febuxostat RAG change application 

An application was reviewed to amend the RAG status from green (specialist initiation) to green. The group 
heard that the specialist initiation status had been in place since inception of the formulary, due to safety 
concerns and cost pressures. There is now more available information on safety, and febuxostat is 
recommended by NICE as a first-line option alongside allopurinol for management of gout. Referral to 
secondary care is only recommended where the diagnosis is uncertain, treatment is not appropriate or 
ineffective, or if the patient has CKD stages 3b to 5 or has had an organ transplant. The group therefore 
agreed that the change was appropriate, and noted that the place in therapy as recommended by NICE 
should be made clear.  

 

Action: RDTC to open for consultation as green, first line alongside allopurinol.  

 

5.0 Shared care 

5.1 Hydroxychloroquine updated SCP and proposed RAG change  

VR presented an application to update the RAG status of hydroxychloroquine from amber to green 
(specialist initiation). It was explained that there was no intention patients to discharge patients from 
secondary care during this time, and annual reviews would continue. This is likely a small cohort, since 
many people receive hydroxychloroquine with other DMARDs which are provided under shared care 
agreements. It was noted that at MFT patients referred to ophthalmology due to hydroxychloroquine 
prescribing are not discharged, but are recalled as needed for assessment. It was noted that this is ideal, but 
it is not clear whether this happens across the ICB.  

The group were minded that the description given is essentially a shared care arrangement, so the change 
is likely not necessary. Additionally, an amber status provides assurance that patients will still be seen 
annually. The group also noted that the timing was unfortunate, given the ongoing work on shared care in 
GM. It was agreed to wait for the outcome of the shared care meeting scheduled for the day after the CRG 
meeting, to see if any principles were agreed which would inform this question.  

An updated draft shared care protocol for hydroxychloroquine was then reviewed, which is intended to 
replace two existing SCPs for rheumatology and dermatology indications. In addition it adds respiratory 
indications. The draft is based on the templates provided nationally by NHSE and updated by RDTC. It has 
been circulated to specialists and over 30 comments have been reviewed and incorporated. The group were 
asked to approve the SCP for submission to GMMMG and this was approved, to ensure there is no delay to 
publication if the amber status is retained.  

 

 

 



 

 

Action:  

RDTC will feed this conversation into the chair of GMMMG, who is attending the shared care meeting. VR 
will be invited back to CRG when this item is returned for conversation. RDTC to submit the 
hydroxychloroquine SCP to GMMMG for approval.  

 

6.0 Work plan and horizon scanning 

6.1 Monthly horizon scanning June & July 2024 

Due to time constraints this item was not covered. The membership were invited to email any items of 
interest to the secretariat.  

 

7.0 AOB 

Nothing was raised.  

 

Date of next meeting: Tuesday 8th October 2024 12:00-14:00 via Teams 

 


