
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 13th May 2025, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Dec Jan Feb Mar Apr May 

Heather Bury (HB, 
chair) 

Head of Medicines Optimisation 
(Manchester)  

NHS GM IC 
(Manchester) 

✓ A A 
✓ ✓ ✓ 

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 
✓ 

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

NCA 
✓ A 

✓ ✓ ✓ ✓ 

Peter Marks (PM) LPC representative 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) 

✓ ✓ 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 
✓ ✓ ✓ ✓ ✓ ✓ 

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 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 Joshua White – Senior MO Pharmacist for GM IC 

1.2 Declarations of interest 

None declared 

1.3 April 2025 CRG Minutes 

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

1.4 Action log review 

The action log was reviewed and updated.  

2.0 Matters arising 

2.1 CRG Consultation March 2025 

Comments were received in support of changes regarding FreeStyle Libre. One comment on the ability of 
specialist weight management services to prescribe liraglutide and the required wraparound care highlights 
a known commissioning issue for which an implementation plan is being developed by the ICB. 

Action: RDTC to submit actions to GMMMG for approval  

3.0 Pathways and Clinical Guidelines 

3.1 GM promazine position statement  

CRG received a joint statement on the use of promazine which is now agreed by both GM mental health 
trusts after extensive clinician, patient and carer engagement. It was explained that the initially proposed 
position of DNP is not appropriate because it has been identified that there are small cohorts of patients for 
whom there is no alternative medicine. This may be where benzodiazepines and promethazine could be 
used for acute agitation but are not appropriate due to intolerance, ineffectiveness or where there is a past-
history of or potential for abuse. The GM system has a comparatively large volume of prescribing, the 
majority of which has been shown to be initiated by secondary care services, however in some localities as 
much as 50% of prescribing in audited patients was initiated by the GP. This shows there are historical 
patterns of prescribing to overcome which will take time and require careful management. The statement 
identifies 3 groups of patients to review and consider deprescribing if they do not fit the criteria for 
promazine; those initiated by secondary care and currently open to mental health services, those 
discharged, and those patients initiated by GP and no longer under the care of specialist services. 
Secondary care services will be responsible for reviewing patients in their care, those no longer under MH 
services will be reviewed in the community. A service set up by the two MH trusts using specialist clinical 
pharmacist resource to undertake this and prevent the need to refer back to MH services which would not 
have capacity, has not been continued due to a lack of funding. Training for primary care staff is planned for 
July to help with deprescribing. 

CRG recognised the deprescribing guidance contained in the document but heard there was little scope to 
be more specific as the rate of deprescribing should be based on patient factors which are listed. Further 
guidance was written but removed from the document for ease of use and could be published separately. 



 

 

Communications to primary care was discussed, and there will be a patient information leaflet available for 
use by all including community pharmacy. 

It was not deemed possible to assign a RAG status at this stage, even for new patients, however this 
position will be reviewed in around 6 months to consider better defining prescribing responsibilities. 

CRG approved the document for consultation with some minor amendments to define elderly patients and 
the licensed indications of promazine. 

Action: KH to amend the document as above and submit for consultation  

3.2 Tariff-excluded drugs and devices list – updated 

The reference spreadsheet has been updated following publication of the 2025/26 of the NHS payment 
scheme documents and NHSE high-cost drugs list version 20.0. The document should be used by providers 
and commissioners as a reference source for what is funded and is not intended to be an approved list of 
medicines for which costs can be recharged to ICB commissioners. It was recognised that this list is not 
updated regularly enough to fulfil this role, which is done by the GMMMG formulary, however the ICB’s 
governance process is preventing the addition to the formulary and the availability to patients of approved 
NICE TAs in a timely way.  

Action: The technical update was approved for publication 

3.3 Blueteq forms – Eptinezumab for episodic and chronic migraine 

CRG highlighted that there are a number of HCD pathways without Blueteq forms and heard that a 
comprehensive review is planned however there is also an ICB-level evaluation into HCDs assurance and 
Blueteq being conducted. A request to create the forms for eptinezumab has resulted in these being 
submitted for approval.  

Action:  Approved 

4.0 Formulary and RAG 

4.1 Formulary Amendments April 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): deferred from April meeting to obtain service input to proposed RAG status was agreed as 
RED. MFT service has suggested Green specialist initiation but NCA immunology believed RED was the 
correct status due to the close monitoring required, the specialist nature of the product and low numbers 
of patients. Other similar treatments are RED on GMMMG formulary. 

• Molnupiravir: CRG were unsure of the supply model from commissioned CMDU services in GM. After 
the meeting RED was confirmed to be the most appropriate status for this medicine. 

• Relugolix-estradiol-norethisterone for endometriosis: A previous indication of uterine fibroids was 
assigned a Green specialist advice status, however the information in NICE TA suggests that best 
practice is for specialist services to keep the patient for 12 months and see at 6 month intervals, after 
which prescribing transfer to primary care may be appropriate. CRG agreed with a Green (specialist 
initiation) status and committed to reviewing the current formulary entry for this medicine for the 
indication of uterine fibroids. 

• GLP-1 receptor agonists liraglutide and semaglutide for weight loss. KO presented a recommendation to 
amend the formulary positioning of liraglutide and semaglutide for weight loss. Both are currently RED 
and aligned to their respective NICE TAs for use by SWMS only where the patient has a BMI of 35kg/m2 
or more. This contrasts with the NHSE commissioning position for tirzepatide for weight loss which GM 
will be adopting in both primary and secondary care, for which a BMI of at least 40 is required and 4 or 
more comorbidities in the first year of implementation. The proposal is to align eligibility for all GLP-1 
medicines for weight loss to the NHSE criteria for purposes of fairness and to control costs in what is a 
very high-risk area for the ICB medicines budget. CRG recognised the proposal would further restrict 



 

 

access to treatment in SWMS and the ICB would not therefore be in line with NICE TAs. This is not a 
decision that CRG believed they were able to make without further input and impact assessment from 
the ICB, particularly with regard to the economic impact of restricting access and therefore missing 
opportunities to prevent declining health in individuals and CVD events and type 2 diabetes, which 
should be balanced against the potential savings in drug costs. The impact on individuals already in and 
waiting to be seen by SWMS needs to be understood. It was clear to CRG that the NICE and NHSE 
proposals for tirzepatide have introduced an inequality at a national level which CRG believed should be 
addressed by national teams and not permit ICBs to introduce further variation. Given the uncertainties 
of the ongoing discussions regarding commissioning of SWMS, the pending expiry of the PAS price for 
semaglutide and a review of its TA recommendations being underway, CRG did not think the proposal 
was ready for consideration of a change to the formulary and asked for further work to be undertaken to 
understand the impact as discussed. 

 
Action: RDTC to open for consultation with the exception of GLP-1 for weight loss which KO will further 
discuss with the ICB before returning a proposal to CRG. 

4.2 Budesonide 2mg foam and solution for enema – formulary application 

Not discussed due to time constraints . 

Action: defer to June meeting agenda. 

4.3 Vitamin B12 formulary choices and RAG 

Not discussed due to time constraints 

Action: defer to June meeting agenda. 

4.4 Pregabalin M/R DNP proposal 

CRG agreed with the proposal of DNP recognising there may be very limited circumstances in which the use 
of a once daily preparation could be considered appropriate, for example where carers are visiting solely to 
administer medicines and by moving to a modified release product one (or two) visits per day could be 
prevented. CRG thought this would be very rare and provided that the rationale was clearly documented in 
the patient notes and regular medicines reviews took place this could be justified, but did not warrant the use 
of a Grey rather than DNP status. 

Action: Open for consultation as DNP 

4.5 Eplerenone RAG status amendment 

Not discussed due to time constraints 

Action: defer to June meeting agenda. 

4.6 Guidelines on defining DNP and Grey statuses 

Last updated in 2021 the document does not easily allow the use of a Grey status for a medicine such as 
tirzepatide which is clinically effective and a high priority for NHS funding but only for a defined cohort in line 
with the national position. Therefore after the April meeting an additional criterion for Grey was 
recommended. CRG noted that there are already clinical rationale in place for the use of Grey and 
recommended a review of the wording to recognize this and allow for future applications. The wording was 
agreed with the chair, taking into account the CRG comments as:  

• Criterion 4: Products which are assessed as clinically and cost-effective but are approved only for 
use in a defined eligible patient group, based on national or local criteria.  

This will be opened for consultation as part of a split document on defining RAG and DNP/Grey statuses. 
There have been no changes made to the RAG part of the document which is due for review in 2025-26 as 
part of the work to review shared care arrangements by the ICB so it will not be presented for consultation 
comment. 

Other changes include removal of reference to numerous statuses for the same medicine but for different 
indications which CRG agreed was potentially confusing. 

Action: Open a consultation on the amended DNP/Grey criteria document 



 

 

 

5.0 Shared care 

 None this month 

6.0 Work plan and horizon scanning 

6.1 Monthly horizon scanning April 2025 

• Nothing significant was discussed 

7.0 AOB 

• CRG thanked JH for his contributions to GMMMG subgroups during his time working in GM and wished him 
well in his new role as Head of MO for the Wirral. 

Date of next meeting: Tuesday 10th June 2025 12:00-14:00 via Teams 


