
 

 

  

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

via MS Teams  

 

Name Title Organisation  Mar Apr May Jun Jul Aug 

Heather Bury (HB, 
chair) 

Head of Medicines Optimisation 
(Manchester)  

NHS GM IC 
(Manchester) 

✓ ✓ ✓ ✓ A 
✓ 

Dr Jonathan Schofield 
(JS) 

Consultant Physician Acute 
Medicine & Diabetes 

Manchester FT 
✓ ✓ A 

✓ ✓ ✓ 

Suzanne Schneider 
(SS) 

Medicines Information 
Pharmacist 

Bolton FT 
✓ ✓ ✓ ✓ ✓ ✓ 

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 

✓ ✓ ✓ ✓ ✓ A 

Lucy Tetler (LT) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Bury) 

✓ ✓ ✓ ✓ ✓ A 

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) 

✓ ✓ ✓ ✓ A 
✓ 

Sarah Hafeez (SH) Advanced Medicines 
Optimisation Pharmacist 

NHS GM IC 
(Tameside) 

✓ ✓ ✓ ✓ A 
✓ 

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 
✓ ✓ ✓ ✓ ✓ A 

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

Medicines Optimisation 
NHS GM IC 

✓ ✓ ✓ ✓ A 
✓ 

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

 
Salford 
Stockport 
TGH 
Stockport 
UHSM 
Bolton 

  A    

Andrew Martin (AMart) Strategic Medicines 
Optimisation Pharmacist 

NHS GM IC A A A A 
✓ A 

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ A 

✓ 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

✓ ✓ ✓ ✓ A A 

Sam Appiah-Anane 
(SAA) 

Deputy Chief Pharmacist GMMH FT 
✓ ✓ ✓ ✓ ✓ ✓ 

Absar Bajwa 
(AbB) 

 NHS GM IC      ✓ 



 

 

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 Aoidin Cooke (for LL), Kathryn Whiteley (KW), Faduma Abukar (for items 3.2 and 3.4), 
Petra Brown and Aseem Mishra (item 3.1) 

CRG welcomed the attendees including AbB who will take up Jole Hannan’s seat, KW who is taking on HB’s 
role and has agreed to chair CRG from October. HB explained that this will be her last CRG meeting before 
she moves to a new role outside the GM ICS. 

1.2 Declarations of interest 

None 

1.3 July 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: 

• Alteplase and tenecteplase commissioning statement work is being supported by the SCN and a 
revised position was submitted. However there appears to be some uncertainty from providers 
around alteplase funding outside the NICE recommendations which needs to be addressed. 
Therefore this was deferred to September meeting pending this being resolved. 

• The issues raised through the discussion on interface prescribing will be considered for the GM 
interface group chaired by the GM IC Medical Director. DN to discuss with ICB MO. 

2.0 Matters arising 

2.1 CRG Consultation June 2025 

Following comments on cyanocobalamin proposal the recommendations have been amended. 

• Wording on suitable indications for 1mg tablets (Orobalin) will be changed to make clear what these 
the evidence base supports. 

• The proposed DNP RAG status for 50 microgram tablets, which are the only other licensed product, 
will be changed to Grey & Green suitable for use when; the patient has a medically diagnosed 
deficiency, including for those patients who may have a lifelong or chronic condition, or have 
undergone surgery that results in malabsorption. Continuing need should however be reviewed on a 
regular basis. Maintenance or preventative treatment is not an exception. This wording is taken from 
the NHSE guidance on prescribing of medicines available OTC. 

• All other formulations of cyanocobalamin will be DNP as these are unlicensed and should be 
purchased OTC. 

During the discussion of the alignment of RAG and eligibility for treatment with GLP-1 and tirzepatide 
medicines for weight loss it was raised that mental health services have no mechanism to initiate for eligible 
patients in long term care settings. It is similar for patients in acute care settings who have no method of 
prescribing except through SMWMs. The ICB are aware of both issues and are including these in ongoing 
discussions regarding the implementation of tirzepatide. 

All other recommendations were accepted by CRG 

Action: RDTC to submit actions to GMMMG for approval and obtain consensus on Acarizax RAG/pathway. 

3.0 Pathways and Clinical Guidelines 



 

 

3.1 GM lipid pathways – primary prevention and statin intolerance 

Presented by Aseem Mishra, GP and GM Clinical Lead for CVD Prevention.  

Fist discussed was the statin intolerance pathway and it was explained that the guidance has come about 
because there is no consensus on a definition for statin intolerance, therefore those patients who experience 
adverse effects of statins have been split into 2 groups for the purpose of the guidance. Those unable to 
tolerate any dose of statin and those patients who can tolerate some dose. The former are included in the 
statin intolerance pathway for CVD prevention and the latter in the other two primary and secondary 
prevention pathways. The pathway was noted to clearly articulate the stages of managing lipids in a 
stepwise guide which was well received. CRG noted the helpful information on the relative % reduction of 
LDL-c by each agent and the principles box which they agreed should include some information on other 
factors which would increase CVD risk. The information contained in the single page document was in line 
with NICE TAs, and the NHSE AAC lipid pathway and was approved for consultation pending some minor 
corrections. 

Secondly the primary prevention pathway was discussed and similarly offers a simple step-wise approach to 
modifying lipid levels to reduce CVD risk. It was explained that QRISK3 which is the most used CVD risk 
assessment tool in the NHS is prone to overestimating the risk in elderly and underestimating risk in younger 
populations but remains the best tool at present. For this reason NICE and this guideline recommend 
offering a statin for some people who do not have a 10 year risk >10% but only on clinical judgement after 
an informed consultation e.g. where a strong family history is present. The use of both the 40% reduction in 
LDL-C and a target of <2.5mmol/L was explained that it is difficult in practice to determine when a 40% 
reduction is achieved if the baseline and date of treatment initiation is not clear. The guidance recommends 
offering LLT to patients with type 2 diabetes even if QRISK is <10%. This recommendation has been costed 
for an estimated 6307 eligible patients in GM at a cost of £61k in medicine costs per year and is expected to 
prevent an estimated £1.5m in CVD events over the next 5 years, a net saving of £1.2m. CRG accepted the 
cost impact assessment noting a 5:1 return on investment using statins and agreed it aligns with the GM 
clinical strategy, approving the document for consultation. 

Action:  RDTC to open GM-wide consultation once the updated documents have been received 

3.2 GM CMDU pathway update 

This pathway has been updated to include changes to NICE TA878 which is the recommendation on 
nirmatrelvir plus ritonavir to remove certain groups eligible for treatment and an update to national 
recommendations for molnupiravir contained in TA1056 now that the NHSE interim policy has been 
archived. It also contains some minor amendments to wording to align with SPCs and NICE.  

CRG agreed the changes constitute a technical update which would not normally be considered for 
consultation. 

Acute trust representatives raised the unresolved issue of a lack of IV service provision, and whether 
patients in a non-acute secondary care setting would be included in the scope of “non-hospitalised adult 
patients”. Clarification on these issues was requested and will be provided by the ICB MO team. 

Action: Submit to GMMMG for approval 

3.3 Promazine position statement and PIL 

The statement which has undergone consultation and wide engagement with mental health services was 
approved for submission to GMMMG. The patient information leaflet has had wide engagement and input 
from patient groups, CRG approved the content to support conversations with patients about deprescribing. 

CRG then discussed how the position will now be implemented, further discussion with the ICB is required 
on funding for specialist pharmacists to deprescribe in the community setting. It was noted that different 



 

 

localities have varying arrangements for access to mental health advice and services which will require 
GMMMG to consider what needs to be put in place to facilitate implementation. 

Action: Approved for submission to GMMMG. CRG request support from GMMMG and the GM ICS to 
effectively implement the recommendations. 

3.4 Blueteq forms – tirzepatide for managing obesity 

Submitted for review and approval these forms are for tirzepatide for each of the identified cohorts and are in 
line with NHS GM eligibility criteria. CRG noted the rationale for use but queried whether primary care 
provider representatives have been involved in the work to develop these and have considered the 
practicalities of use in a GP practice setting. The ICB’s weight management group has representatives from 
primary care and are working through these issues for implementation. CRG approved the forms pending 
further GP provider input. 

Action: Submit to GMMMG for ratification 

4.0 Formulary and RAG 

4.1 Formulary Amendments July 2025 

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

• The withdrawal of Epilim chromosphere 750mg and 1000mg products will have a financial impact on 
the ICB of around £56k per year as patients are required to use multiple doses of lower strengths. 
This will be communicated to GMMMG 
 

Action: RDTC to open for consultation 

4.2 Ivermectin for scabies – formulary application 

Oral ivermectin is a recognised treatment for scabies and crusted scabies and is included in guidance from 
NICE CKS and UK HSA. There is now a licensed medicine as 3mg tablets, available as a generic product at 
a cost of £57.75 per pack of 4 tablets. The SPC recommends a single dose of 200micrograms/Kg which 
should only be repeated after 2 weeks if new lesions occur or the infestation has not cleared. 

It is estimated the use could add up to £150 per year to ICB medicines budget, based on use of ivermectin 
for half the recipients of permethrin cream. CRG noted that much of the provision of scabies treatment for 
outbreaks in closed care settings such as care homes is not prescribed and therefore this figure may 
underestimate costs. 

The addition is proposed as a second line option, which aligns with NICE CKS, for use where topical 
treatments have failed or are not practical.  

CRG discussed that use of oral agents may be challenging to coordinate for a care home where the cautions 
and contraindications could limit use and because there is a need to prevent reinfection, and that the unclear 
criteria which would permit ivermectin to be used first line are open to misuse. 

The proposal was approved for consultation where input on what criteria could be used to determine when 
topical treatments are impractical. 

Action: Open for consultation 

4.3 Colecalciferol 266microgram (Domnisol) for Vit D deficiency - formulary application   

This application was received from MFT gastroenterology services and seeks to place calcefidiol (Domnisol) 
as a second line option for patients with vitamin D deficiency where colecalciferol has not be successful. It is 
licensed for prevention and treatment of a wide range of causes of Vit D deficiency and is recommended as 
a monthly dose but this can be tailored by the prescriber if higher doses are deemed necessary. If used 
monthly it is less costly than other licensed Vit D preparations and could be cost-saving to GM. 



 

 

 

CRG identified some safety issues with prescribing of a medicine in micrograms when the majority of Vit D 
prescribing is done as units, the monthly dosing has the potential to be confusing and CRG pointed out a 
number of Vit D treatment-related incidents in GM in recent years caused by overdosing and underdosing.  

The pivotal studies appear to have been undertaken in post-menopausal women which is not the population 
for which this medicine is being requested. The evidence does appear to demonstrate that there may be a 
benefit in using this product for patients with liver disease where an activated form of Vit D is required. The 
alternative form on the formulary, alfacalcidol is significantly more expensive and therefore calcefidiol may 
be of benefit for this smaller patient group. 

There are practical issues around monitoring, in that it is very difficult to confirm if cholecalciferol as first-line 
therapy has been effective as follow-up Vit D tests are not routine done in GM and the SPC recommends 
routine testing of Vit D and calcium levels. Normally patients are recommended to supplement Vit D levels 
for maintenance with an over-the-counter preparation, which does not exist for calcefidiol. 

Because the positioning in the pathway and eligible patient groups was not clear, CRG did not believe that 
the balance of risks and benefits was in favour of adding the medicine to formulary for a wide patient group 
at this stage. They requested that it be considered as part of the planned review of the Vit D guidance that 
the ICB is undertaking, however a smaller eligible population with liver disease could be considered for 
prescribing if the applicant agreed. 

Action: DN to feed back to applicant. 

5.0 Work plan and horizon scanning 

5.1 Monthly horizon scanning July 2025 

Action: None for CRG 

7.0 AOB 

CRG thanked HB for her time and expertise in chairing CRG and wished her well in her future role. 

Date of next meeting: Tuesday 9th September 2025 12:00-14:00 via Teams 


