
 

 

  

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

via MS Teams  

 

Name Title Organisation  Jan Feb Mar Apr May Jun 

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 

✓ 

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 representative Community 
Pharmacy GM 

✓ ✓ ✓ ✓ ✓ ✓ 

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) 

✓ SC 
✓ ✓ ✓ ✓ 

Adrian Byrne (AB) Head of Medicines Optimisation 
and Prescribing 

NHS GM IC 
(Stockport) 

✓ ✓ ✓ ✓ ✓ ✓ 

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 

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  

Andrew Martin (AMart) Strategic Medicines 
Optimisation Pharmacist 

NHS GM IC 
✓ ✓ A 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 May 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 noting the following: 

• Smoking cessation commissioning. CRG has handed this action to the GM LPC for further 
discussion. Closed. 

• The items with a financial impact from GMMMG in January which include tirzepatide (TA1026), 
SimAlvia and modafinil for MS-related fatigue, have not yet been approved by the GM ICB Executive 
committee. This has been escalated and an outcome is awaited.  

2.0 Matters arising 

2.1 CRG Consultation April 2025 

Comments were acknowledged and all items approved. 

Action: RDTC to submit actions to GMMMG for approval  

3.0 Pathways and Clinical Guidelines 

3.1 HCDs pathways for RA, PsA and AS – technical update  

This technical update to reflect the latest recommendations on vaccinations has been conducted following 
an incident in GM. A patient was not offered the vaccines they were eligible for because the current version 
of the document was not up to date. The rheumatology working group has therefore reviewed and updated 
the document to carry the latest information from the Green Book. It was acknowledged that these types of 
guidelines will inevitably not always reflect current recommendations and clinicians should always be 
directed to the reference source for up-to-date guidance. All documents have this caveat and a full review of 
the documents is due before the end of 2025. 

Action:  RDTC to submit to GMMMG for approval  

3.2 Alteplase and Tenecteplase commissioning statement  

A proposed commissioning statement on the use of alteplase and tenecteplase in acute ischaemic stroke 
beyond 4.5hrs from onset was presented to CRG. It was explained that this indication is off-label for both 
medicines and is not included in their NICE TAs. 

A historic agreement is in place for alteplase for its licensed (within NICE TA) use which effectively makes 
the medicine tariff-excluded in GM, which was done at the request of the hyper-acute stroke units due to the 
numbers of patients being treated. The request is to extend this agreement to tenecteplase and to include 
treatment of ischaemic stroke for both alteplase (as first line) and tenecteplase as an alternative for patients 
presenting with wake-up stroke or onset of greater than 4.5 hrs. 



 

 

CRG were not clear on the rationale for the use of tenecteplase because the position does not make clear 
any clinical benefits to the patient or service from using this but does describe cost-savings. Additionally the 
evidence base for treatment with tenecteplase after 4.5 hours is very limited and would not meet the 
threshold for making a recommendation for a cohort. 

CRG ascertained that the first issue is agreeing a pass-through arrangement for tenecteplase within its NICE 
TA which would be the responsibility of GM commissioners and finance as this is already on the formulary 
as per TA990. The statement would then need further work to clarify the place in therapy of tenecteplase in 
its extended off-label role and to provide patient numbers and financial impact. 

Action: ICB MO team to take forward the payment mechanism discussions. 

3.3 Secondary prevention of CVD lipid pathway and inclisiran statement  

Following consultation this item was returned for approval. CRG noted the questions and clarifications that 
were requested through the consultation process and that the document provides clear guidance to primary 
care on managing patients within the pathway. 

Queries were raised about rosuvastatin 40mg which is described by the BNF as “specialist use only” in the 
context of severe hypercholesterolaemia. This warning does not appear in the national lipid pathways 
documents and is on formulary as a Green medicine. CRG approved the document. 

Post meeting note: After discussion with author, the issue was discussed by the working group and they 
were happy that this medicine is widely used, the 40mg is a maximum to be reached in incremental 
increases and patients will not be started on that dose. 

Action:   RDTC to submit to GMMMG for approval 

4.0 Formulary and RAG 

4.1 Formulary Amendments May 2025 

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

• Osvaren 435/235mg tablets discontinued: the formulary alternative of calcium acetate 1g tablets have 
also been discontinued but can be replaced with calcium acetate 950mg (Renacet). There is no 
prescribing of the discontinued products in primary care so no switching is required. 

• Airomir (salbutamol) 100microgram/dose inhaler is widely prescribed in GM partly because it was an 
option on pervious asthma guidance and because the current guidance does not specify if it is the DPI 
or pMDI version that is approved. It is DPI Airomir that is on formulary and the pMDI which has been 
discontinued therefore there will be some work to switch patients to an alternative formulary choice, and 
to update the asthma guidance to clearly show which product is recommended but there are no changes 
to formulary required. 

 
Action: RDTC to open for consultation 

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

Budesonide 2mg foam enema represents an alternative treatment for proctosigmoiditis and left-sided 
ulcerative colitis if topical and oral aminosalicylates are not effective or not tolerated. The current formulary 
options are prednisolone foam, enema, and suppositories with an application in process for budesonide 
suppositories. The budesonide foam is significant cheaper than prednisolone foam and the liquid enemas 
are similarly priced. Evidence shows similar efficacy and that foam enemas are better tolerated and more 
acceptable than liquid retention enemas. 

CRG agreed to open a consultation with budesonide 2mg foam and enema as a Green (specialist advice) 
medicine and to remove prednisolone 20mg foam enema from formulary. 

Action: Open for consultation 



 

 

4.3 Vitamin B12 formulary choices and RAG 

Following the availability of an oral licensed cyanocobalamin 1mg preparation the RDTC has written a 
medicines in practice publication examining the evidence base and costs of using the preparation for B12 
deficiency. Therefore it is proposed that Orobalin 1mg is added to the formulary as a first line choice for 
medicine-induced B12 deficiency and as an alternative to IM hydroxocobalamin for patients with  
malabsorption not caused by autoimmune gastritis, or a total gastrectomy or complete terminal ileal 
resection (e.g. coeliac disease, partial gastrectomy or some forms of bariatric surgery) and for nitrous oxide-
induced deficiency when injections are not acceptable to the patient. Oral therapy is likely to be lower cost 
for the first 3-6 months depending on dosing regimens used due to the clinical requirement to load IM 
hydroxocobalamin in the first month of treatment. There is insufficient evidence for use of oral 
cyanocobalamin for other indications and it is therefore not currently recommended. 

GM spends over £600k on oral B12 in the 12 months to Jan 25, the majority, £519k is for cyanocobalamin 
products other than 1mg. The current recommendation from NICE is that doses under 1mg should not be 
used to treat deficiency and use would therefore fit with self-care. For this reason, it is proposed that oral 
B12 products as cyanocobalamin in strengths less than 1mg (mainly unlicensed) are assigned a DNP status 
(criterion 3). The prevention of deficiency caused by dietary and lifestyle factors falls within the NHSE self-
care guidance on vitamins and minerals. The exceptions to this would be where there is a medically 
diagnosed deficiency or the deficiency is severe enough to cause the patient to be symptomatic, in which 
case oral 1mg or IM products are clinically appropriate. It may then be appropriate once the patient is replete 
to advise them to purchase an OTC preparation to maintain adequate B12 levels. 

CRG queried the advising the use of food-supplements to patients, however this is a well-established 
position with other vitamins and minerals e.g. Vit D.  

Advice on dosing regimens for the conditions as collated by the RDTC was deemed useful and CRG asked 
for this to be replicated in the formulary or GMMMG website. 

Action: Both proposals agreed and will open for consultation. 

4.4 Eplerenone RAG status amendment  

CRG reviewed this request to amend the RAG status from Green (SI) to Green (specialist advice). It was 
deferred from a previous meeting because there was insufficient information on the rationale for the change. 
It was recognised that the request seeks to avoid the risk of patients being initiated on a medicine which 
requires monitoring 7-14 days after first dose being taken, which does not then happen due to ineffective 
communication from specialist to GP. CRG discussed the RAG status definitions and pointed out that the 
prescribing and monitoring of a medicine should not be separated, which requires the prescriber to ensure 
monitoring is in place or have assurance that this will take place within the required timeframe. If a specialist 
cannot be assured of this, they should do the monitoring until it is appropriate to transfer to primary care, 
irrespective of what the RAG status of a medicine is. The question on whether to issue a prescription should 
be based on the clinical need and urgency. This issue is a well-recognised interface problem and is not 
limited to eplerenone or even medicines, and brings in issues of contracting, shared care and good 
professional practice. 

CRG did not think that it was appropriate to amend the RAG at this stage and were given an example of how 
eplerenone can carry a higher risk of AKI than other mineralocorticoid and which would justify a more 
restrictive RAG status. 

Action: A further conversation on this interface issue is required at an appropriate level within the ICB. HB 
and DN to follow-up 

4.5 Hydrocortisone 0.5% cream – RAG status amendment  

Hydrocortisone 0.5% ointment and hydrocortisone 2.5% cream and ointment were added to the GM DNP list 
in 2023 due to relatively high cost compared to other available hydrocortisone preparations.  At the time of 
that decision hydrocortisone 0.5% cream cost around £1.50 per 15g and is now £88 per 30g (DM&D), an 
increase of nearly 30 times. The monthly cost is now disproportionate to the prescribing in GM ICB of £131k 
for 180 items in the 12 months to March 25. Adding to DNP list and using the alternative of 1% cream would 



 

 

 

save £178k over the next 12 months. Dermatology services in GM have responded to a request for input to 
confirm that there is no clinical use for this product. 

CRG agreed with the recommendation of DNP (criterion 2:  Drug is clinically effective but more cost-effective 
products are available. This includes products that have been subject to excessive price inflation) 

Action: open for consultation as DNP (Criterion 2)  

4.6 Ciclosporin eye drops 0.9% (Cequa) formulary assessment tool  

A RDTC formulary assessment tool reviewing the place in therapy of ciclosporin 0.9% eye drops (Cequa) 
was presented with a proposal of adding to the formulary as a Green (specialist initiation) medicine 
alongside Ikervis as an additional first line option for the treatment of moderate-to-severe Dry Eye Disease 
(keratoconjunctivitis sicca) in adult patients who have not responded adequately to artificial tears. 

Feedback from MREH clinicians and specialist pharmacist has shown that the potential benefits of a 
preservative-free product would be useful, but the adoption as a preferred product is prevented by twice 
daily dosing (once daily for Ikervis), additional potential plastic waste and the requirement to review 
response to therapy every 3 months (vs 6 months) as written in the SPC. There are savings associated with 
a switch to Cequa from Ikervis which has a 10% lower acquisition cost but this is unlikely to be appropriate 
due to the reasons above. 

GM has trebled its prescribing on ciclosporin eye drops in the last 5 years, to over £613k a year. CRG 
recommended a piece of work to ensure prescribing is in line with NICE TA for Ikervis. 

CRG agreed with the proposal for Green (SI) as additional first-line treatment in line with Ikervis NICE TA. 

Action: Open for consultation 

5.0 Shared care 

 None this month 

6.0 Work plan and horizon scanning 

6.1 Monthly horizon scanning May 2025 

• Nothing significant was discussed 

7.0 AOB 

• JS has agreed to chair the July meeting in the absence of HB 

Date of next meeting: Tuesday 8th July 2025 12:00-14:00 via Teams 


