
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 8th April 2025, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Nov Dec Jan Feb Mar Apr 

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 

✓ A 

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

NCA A 
✓ A 

✓ ✓ ✓ 

Peter Marks (PM) LPC representative Community 
Pharmacy GM 

✓ ✓ ✓ ✓ ✓ ✓ 

Mina Chowdhury (MC) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Heywood, 
Middleton & 
Rochdale) 

✓ ✓ ✓ ✓ A 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 
✓ ✓ ✓ ✓ 

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 
✓ ✓ ✓ ✓ A A 

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) 

✓ ✓ ✓ ✓ ✓ 

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   

Andrew Martin (AMart) Strategic Medicines 
Optimisation Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ A A 

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ ✓ ✓ 



 

 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

  ✓ ✓ ✓ ✓ 

Sam Appiah-Anane 
(SAA) 

Deputy Chief Pharmacist GMMH FT   ✓ ✓ ✓ ✓ 

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

Nancy Kane (NK) Senior Medical Information 
Scientist 

RDTC 
✓ ✓ ✓ ✓ ✓ ✓ 

 
1. General Business 

1.1  Welcome and apologies 

In attendance was Faduma Abukar – Senior Strategic MO Pharmacist for GM IC 

Claire Vaughan, Jude Owens and Tsz Shan Mak to present item 4.4 

1.2 Declarations of interest 

None declared 

 

1.3 March 2025 CRG Minutes 

The minutes were agreed as an accurate record of the meeting. PM informed CRG that he is no longer a 
board member of LPC but has been nominated as their representative to attend GMMMG, CRG and STAMP 
meetings.  

1.4 Action log review 

The action log was reviewed. The group discussed:  

• Promazine: work may be delayed if funding for the mental health pharmacist review service is not 
sorted. 

• Pylera position statement is expected as a package of updates to the antimicrobial guidance which is 
being finalised in May. Following which it will be submitted to CRG. 

• Shared care comms are being developed by the ICB- item closed 

• Vitamin E: feedback from MFT recommends Green SI status. This will be taken forward next month if no 
input from NCA is received. 

• Naltrexone for gambling: The service at GMMH has notified SAA that they do not intend to prescribe the 
medicine. Action closed. 

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

2.0 Matters arising 

2.1 CRG Consultation February 2025 

No comments received for this consultation, all items were approved 

Action: RDTC to submit actions to GMMMG for approval  

3.0 Pathways and Clinical Guidelines 

3.1 GM Weight management pathway and tirzepatide position statement  

A new pathway for the use of tirzepatide and other medicines for weight management was submitted to 
CRG for approval to open for consultation. Its aims are to provide a practical guide for healthcare 
professionals across Greater Manchester, promote consistent, evidence-based care for adults affected by 
obesity, overweight and central adiposity, and to improve patient outcomes through structured management 
and ongoing support. It outlines the referral options within GM and the eligibility criteria as well as the NHSE 
commissioning position on tirzepatide. A supporting referral pathway document will also be developed. 



 

 

It was recognised that not all localities in GM have access to specialist weight management services 
(SWMS) and those that do cannot receive weight loss medicines from the service(s) due to incomplete 
commissioning and funding. 

CRG asked for more information of those centres which will be enabled to prescribe tirzepatide and the 
GLP-1 medicines for weight loss. The work to review the commissioning arrangements will not be complete 
until mid-April, after which more information will be made available. There was a request for further 
supporting information for clinicians around right-to-choose (RTC) arrangements and information for patients 
in order to manage expectations. KO stated that comms for primary care are due this week from the ICB and 
the work to review SWMS includes RTC and digital services. 

A commissioning statement was presented which detailed the GM ICB offer of tirzepatide for weight 
management. It will be interim and aligns with the NHSE commissioning guidance published in March and 
NICE TA1026 in December. An interim red RAG status is being agreed until June 2025 after which it is 
proposed that tirzepatide for weight management has a Green/Grey status. This would make prescribing 
available to primary care but limit access to those patients eligible under the NHSE commissioning 
guidance. It explains that prior-approval systems will be set up to monitor prescribing and in secondary care 
this will be Blueteq, which may also be implemented in primary care if an alternative cannot be found in time. 

Comments were received on the feasibility of using Blueteq, particularly where patients have type 2 diabetes 
because this could provide a rationale for circumventing the eligibility criteria. The vagueness of the lower 
thresholds for patients of South Asian, Chinese, other Asian, Middle Eastern, Black African or African-
Caribbean ethnic backgrounds was discussed. NICE recommend using a lower threshold, “usually reduced 
by 2.5 kg/m2” which CRG thought did not provide enough clarity and risks losing the ability to manage these 
higher risk populations. It was decided that information on this will be sought through the consultation 
process. 

A discussion took place on the RAG status, and whilst it was acknowledged that this medicine and indication 
did not fit with the principles of a Grey Rag status, usually assigned to medicines which are not routinely 
prescribed but may be reserved for certain patient groups for whom there is no alternative or stand to benefit 
more than the general population, the benefit of having an additional warning regarding patient eligibility was 
thought may be of help in controlling prescribing to the defined cohorts. RDTC will review Grey/DNP criteria 
for medicines such as this going forward. 

Because the NICE implementation timescales require tirzepatide to be available for primary care prescribing 
in June 2025, a shortened consultation period for the pathway and RAG status was recommended, meaning 
the decision will not return to CRG, but be ratified by GMMMG in May. 

Action: The pathway was approved for consultation and the RAG status agreed as Grey and Green. 

3.2 Smoking cessation commissioning information 

PM presented the findings from work undertaken to explore the commissioning arrangements and access to 
smoking cessation aids in GM. The work shows that there is a range of services available within GM but that 
service type and access to NRT is equitable. None of the community services, mostly commissioned through 
community pharmacy are able to provide pharmacotherapy in the form of cytisine or varenicline, this would 
have to be prescribed by a patient’s GP. However, a change in the contract for 2025-26 should result in a 
national PGD being available soon. 

Much work has been done with the local authorities through pharmacy needs assessments, therefore it 
seemed reasonable to utilise this to develop an equitable offer to the whole of GM that integrates with 
discharges from secondary care enabling seamless continuation of pharmacotherapy or NRT 

Action: PM to work with DN to determine next steps for this piece of work. 

4.0 Formulary and RAG 



 

 

4.1 Formulary Amendments March 2025 

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

• TA1045: 12 SQ-HDM SLIT for treating allergic rhinitis and allergic asthma caused by house dust mites 
(Acarizax): Further work is needed to liaise with specialist services to determine length of treatment and 
when it may be appropriate to request primary care take on prescribing. There are 2 centres identified 
who would be looking to prescribe this medicine, Salford and MFT, therefore they will be approached for 
further discussion before seeking to add this to formulary. 

• Promixin discontinuation: Both NCA and MFT have work in place to complete their actions in time for the 
30th April deadline. An update to the shared care document will be required in the future to remove 
Promixin as an option. 

 
SF queried about education and training for GPs for new medicines, particularly those which necessitate a 
specialist involvement before transfer of prescribing to primary care. The GP information leaflets that 
GMMMG have produced are not always sufficient. DN agreed to a further discussion about how GMMMG 
could support primary care prescribers with new additions to the formulary. 
 
Action: RDTC to open for consultation 

4.2 Budesonide 4mg suppositories (Budenofalk) – formulary application 

Requested as an addition to the formulary as a cost-effective alternative to prednisolone suppositories, CRG 
recognised the financial and compliance benefits of the product. The requested position as third-line 
following oral and topical aminosalicylates aligns with national guidance for the management of the 
condition. If used instead of twice daily prednisolone suppositories there are savings of up to £200k in 
primary care and £450k in secondary care based on current use. 

CRG noted that prednisolone suppositories have a different license and therefore may be used for other 
indications so did not want to remove these from the formulary at this time. Other options already on the 
formulary and being used in GM include prednisolone and budesonide enemas. The foam versions of these 
products are less costly than Budenofalk suppositories and if replaced by the product applied for would 
cause a cost pressure. Therefore, CRG sought to understand the place in therapy of these agents from the 
applicant and also through the consultation process. 

CRG approved the application to open for consultation and will gather specialist op inion on the place in 
therapy of foam enemas versus suppositories for this condition. 

Action: Open for consultation and seek further information on place in therapy of foam enemas. 

4.3 Vitamin B12 formulary choices and RAG 

Item deferred to May meeting due to time constraints 

4.4 Generic levetiracetam position statement 

This statement outlines the proposed GM position on the use of generic levetiracetam and Keppra. In 2017 
the CHM concluded that levetiracetam has an extremely low potential for clinically relevant differences 
between manufacturers products, therefore it is unnecessary to maintain patients on a specific brand. There 
are significant cost differences between Keppra and generic levetiracetam products, which is worth up to 
£1.2m annually in GM if a switch is implemented. 

The Salford MO team have worked with specialist consultants and pharmacists at NCA to develop the 
position and have used the evidence base reported by SPS published in September 2020. 

It is proposed that new patients received generic levetiracetam and those already prescribed Keppra are 
switched to a generic. The exceptions to this are where it is expected that a switch will negatively impact the 
patient’s care e.g. by reducing adherence, increasing anxiety, confusion or causing dosing errors.  Other 
agreements include “Keppra” is not acceptable shorthand for levetiracetam and where a branded medicine 
is required for clinical reasons this must be documented on communication to primary care with a clear 
rationale for the choice. 

https://www.sps.nhs.uk/wp-content/uploads/2014/01/Generic-Antiepileptic-Drugs-in-Epilepsy-Update-Sept-2020.docx


 

 

 

A SOP for the work in primary care was presented for information and CRG recognised that the patients will 
be contacted by telephone prior to making any changes to their prescription.  

CRG raised concerns about the potential impact on individual patients if seizure control is affected and were 
reassured by the evidence base and an unofficial pilot of this work undertaken by a GM PCN which did not 
result in any switch backs to Keppra or adverse events. Community pharmacy requested 8 weeks to enable 
contractors to run down stock of Keppra, the authors agreed to amend the SOP to reflect this. 

Action: Open commissioning statement for consultation 

5.0 Shared care 

 None this month 

6.0 Work plan and horizon scanning 

6.1 Monthly horizon scanning March 2025 

• Not discussed 

7.0 AOB 

None raised 

Date of next meeting: Tuesday 13th May 2025 12:00-14:00 via Teams 


