
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 11th February 2025, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Sept Oct Nov Dec Jan Feb 

Heather Bury (HB, 
chair) 

Head of Medicines Optimisation 
(Manchester)  

NHS GM IC 
(Manchester) 

✓ ✓ A 
✓ A A 

Dr Jonathan Schofield 
(JS) 

Consultant Physician Acute 
Medicine & Diabetes 

Manchester FT  ✓ ✓ A 
✓ ✓ 

Suzanne Schneider 
(SS) 

Medicines Information 
Pharmacist 

Bolton FT 
✓ ✓ ✓ ✓ A 

✓ 

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

✓ ✓ ✓ A 
✓ A 

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

NCA 
✓ ✓ A 

✓ A 
✓ 

Peter Marks (PM) LPC Board Member  Community 
Pharmacy GM 

✓ ✓ ✓ ✓ ✓ ✓ 

Mina Chowdhury (MC) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Heywood, 
Middleton & 
Rochdale) 

A 
✓ ✓ ✓ ✓ ✓ 

Lucy Tetler (LT) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Bury) 

✓ ✓ ✓ ✓ ✓ SC 

Adrian Byrne (AB) Head of Medicines Optimisation 
and Prescribing 

NHS GM IC 
(Stockport) 

 A 
✓ A 

✓ ✓ 

Zoe Trumper (ZT) Head of Medicines Optimisation NHS GM IC 
(Wigan) 

  
✓ ✓ ✓ ✓ 

Sarah Hafeez (SH) Advanced Medicines 
Optimisation Pharmacist 

NHS GM IC 
(Tameside) 

✓ ✓ ✓ ✓ ✓ ✓ 

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

NCA 
✓ ✓ ✓ ✓ ✓ ✓ 

Claire Foster (CF) Senior Medicines Optimisation 
Adviser 

NHS GM IC 
(Manchester) 

A A A A A A 

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

A 
✓ ✓ ✓ ✓ ✓ 

Leigh Lord (LL) Head of Medicines Optimisation 
and Governance  

Manchester FT A 
(LK) 

✓ A 
(LK) 

✓ ✓ ✓ 

Dr Sarah Follon (SF) GP & GM Clinical Lead for 
Medicines Optimisation 

NHS GM IC   ✓ ✓ ✓ ✓ 

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

 
Salford 
Stockport 
TGH 
Stockport 
UHSM 
Bolton 

A A A A A A 

Andrew Martin (AMart) Strategic Medicines 
Optimisation Pharmacist 

NHS GM IC A 
✓ ✓ ✓ ✓ ✓ 

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ ✓ ✓ 



 

 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

    ✓ ✓ 

Sam Appiah-Anane 
(SA) 

Deputy Chief Pharmacist GMMH FT     ✓ ✓ 

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

Nancy Kane (NK) Senior Medical Information 
Scientist 

RDTC 
✓ ✓ ✓ ✓ ✓ ✓ 

 
1. General Business 

1.1  Welcome and apologies 

Apologies were noted as above. In attendance was Dr Aseem Mishra for item 3.1. Salina Calligan joined 
(from 1pm) to represent Bury locality in place of LT  

JS chaired the meeting in the absence of HB 

1.2 Declarations of interest 

JS declared that he has received funding for education from a number of pharmaceutical companies which 
market lipid-lowering medicines. 

All members were reminded to submit their annual DOI to GMMMG 

1.3 January 2025 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 discussed:  

• Promazine: KH stated work is underway in the 2 pilot sites in Stockport and Bury of which the former is 
more advanced. A working group is being set up to plan the pathway and initial searches of patient lists 
is underway. Bury is experiencing a slower start however a pharmacist prescriber lead has been 
identified. The clinical position is still being finalised through the Pennine Care FT D&T committee and is 
expected to come to CRG in March. A lead pharmacist from GMMH will start work in Trafford when the 
ICB funding is secured. An update is expected to be discussed at GMMMG this month. 

• Aflibercept 8mg. CRG heard that the manufacturer has dropped its price of aflibercept 8mg injections 
which creates additional pressure to start using the product, however, to prevent inequalities of access a 
GM consensus position is still required and the original applicant has been contacted to advise them of 
this. 

Other items are updated as per the action log or on today’s agenda 

2.0 Matters arising 

2.1 CRG Consultation December 2024 

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

• Vitamin E (Alpha tocopherol) oral suspension 500mg/5mL. Consultation feedback suggests that a 
Green specialist initiation status may not be appropriate due to the apparent requirements for 
monitoring plasma Vit E levels. A national source suggests a shared care arrangement may be 
appropriate. CRG recognised that further information is required on monitoring, products used and 
dosing as well as the comparative costs in primary and secondary care which may be significantly 
different. LL and AMarr have been asked to contact the paediatric and metabolic teams respectively 
to seek this information. 

All other items were approved for submission to GMMMG  

Action: RDTC to submit actions to GMMMG for approval with the exception of Vit E which requires further 
information from specialist services. 



 

 

3.0 Pathways and Clinical Guidelines 

3.1 Updated lipid pathway for secondary prevention of CVD and inclisiran position. 

Aseem Mishra was in attendance to present the updated pathway and agreed ICB position on the use of 
inclisiran injection for CVD risk reduction. A working group was convened and selected to focus on 
secondary prevention initially, despite that acknowledgement that addressing statin intolerance and primary 
prevention would have the largest population health impact. This is because tackling the funding and 
prescribing issues experienced with inclisiran injections were deemed a priority, and a statin intolerance 
pathway will follow. 

The updated pathway attempts to address ambiguities around the sequence of prescribing of lipid-lowering 
agents including inclisiran and PCSK9 inhibitors in order to make it easier to use in all settings and reduce 
variation and improve outcomes. A new funding deal with the manufacturer of inclisiran is expected soon 
and this will include a new reimbursement arrangement for primary care administration of the injection which 
is expected to ease the pressure on secondary care services. The inclisiran position statement aims to set 
out the consensus within the working group which reiterates the ICB and GMMMG’s position that primary 
care is the most appropriate place for ongoing prescribing. 

Further to the pathway there is a requirement for education to accompany the new pathway, therefore 
resources and time to for implementation is planned. 

CRG questioned the capacity in lipid clinics to cope with increased demand for PCSK9 inhibitors that this 
work may generate. However, it was stated, and supported by JS, that the intention is that the guidance, 
alongside education and training, will reduce referrals to lipid services, some of which can be managed in 
primary care. 

CRG approved the pathway for consultation and agreed that the inclisiran commissioning statement was a 
representation of the existing formulary decisions and NICE TA guidance and did not need a consultation. 
The group supported a proposal for a task and finish group to develop resources to support the 
implementation of this work. 

Action: pathway approved for consultation 

3.2 GM hypertension pathway update 

This technical update seeks to include the NICE TA for empagliflozin within the pathway in the context of 
managing CKD. When drafted the only SGLT-2 inhibitor with approval for CKD indications was dapagliflozin, 
however this is no longer the case. 

No other changes have been made and there is not expected to be a financial impact from this addition 
which is representative of the GMMMG formulary. 

Action: Pathway approved for GMMMG ratification 

3.3 GMMMG Polypharmacy resource pack update 

KO has undertaken to review the links and resources contained within this document and has removed 
those which are no longer available or not accessible and replaced with the most up to date published 
information. 

CRG requested that the title of the document is amended from; “inappropriate polypharmacy Review and 
Treatment Optimisation: Resource Pack” to remove the “inappropriate” part. They believed it better reflected 
the work being undertaken to review and manage prescribing to patients taking multiple medicines. 

Action: document approved for GMMMG ratification with a minor amendment to the title. 



 

 

 

4.0 Formulary and RAG 

4.1 Formulary Amendments January 2025 

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

• NICE NG248: Gambling-related harms: identification, assessment and management.  CRG noted 
the commissioner of this service is NHSE but that the recommendations in the national prescribing 
guidance read like a shared care protocol. The Northern gambling service is run out of GMMH by Leeds 
Hospitals FT and a request will be made to the service for a formulary application.  

 
Action: RDTC to open for GM-wide consultation. SA will contact GMMH service to request a formulary 
application. 
 

4.2 Lecicarbon A suppositories 

Following review of this application at the December meeting of CRG a number of requests for more 
information were made to the applicant and the responses considered. Unfortunately, there has not been 
any evidence of efficacy provided for this medicine or the stated benefits and that the clinical case for its use 
has not been adequately made. CRG agreed that the applicant has not demonstrated that the addition to the 
formulary would be an appropriate use of NHS resources and therefore the application cannot be 
progressed. If there is evidence for its use, CRG have requested that this is first considered by the trust D&T 
committee before it comes back to CRG. 

Action: DN to feedback to applicant 

5.0 Shared care 

 None this month 

6.0 Work plan and horizon scanning 

6.1 Monthly horizon scanning January 2025 

CRG noted the following items 

• New strengths of semaglutide tablets (Rybelsus) approved by the MHRA appear to be set to replace 
the 3mg,7mg and 14mg dosing in place currently with 1.5mg, 4mg and 9mg. These seem to be 
bioequivalent but comms from the manufacturer will be required to manage any switch-over. CRG 
await further information  

• Given the principles of biosimilar use that GM has previously adopted, the positioning of liraglutide 
biosimilar within the T2DM treatment pathway should be clear, to enable the use of this lower cost 
product whilst ensuring the clinical differences of the alternative GLP-1 medicines are considered 
when prescribing. CRG will liaise with the GM diabetes oversight group to discuss this issue. 

7.0 AOB 

None raised 

Date of next meeting: Tuesday 11th March 2025 12:00-14:00 via Teams 


