
 

 

  

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

via MS Teams  

 

Name Title Organisation  Feb Mar Apr May Jun Jul 

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 
✓ ✓ ✓ ✓ ✓ ✓ 

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 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) 

✓ ✓ ✓ ✓ ✓ 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 
✓ ✓ ✓ ✓ ✓ ✓ 

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   A   

Andrew Martin (AMart) Strategic Medicines 
Optimisation Pharmacist 

NHS GM IC 
✓ A A A A 

✓ 

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ ✓ ✓ A 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

✓ ✓ ✓ ✓ ✓ A 



 

 

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 Christine Khan, Lead Clinical Pharmacist for Salford South East PCN, Susan Mckernan 
(for item 4.5) and Anna Pracz (item 4.7) 

1.2 Declarations of interest 

JS declared educational work he had undertaken for Lily and Novo Nordisk on GLP-1 treatment. CRG noted 
the potential COI and that all recommendations were in line with NICE 

1.3 June 2025 CRG Minutes 

The minutes were agreed as an accurate record of the meeting with some minor typos corrected 

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 who will 
work with GM clinicians to submit a revised position. 

2.0 Matters arising 

2.1 CRG Consultation May 2025 

Comments received on the 12SQ-HDM SLIT (Acarizax) item, show there is no agreed pathway for 
prescribing. This item will be paused and further information and consensus sought through communication 
with key stakeholders 

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

3.0 Pathways and Clinical Guidelines 

3.1 Levetiracetam position statement 

Following consultation CRG accepted an unchanged document to progress through to GMMMG and CEGC 
ratification. 

Action:  RDTC to submit to GMMMG for approval  

4.0 Formulary and RAG 

4.1 Formulary Amendments June 2025 

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

• Somapacitan TA1066: there appears to be a discount which is only available to secondary care 
providers. Therefore, prescribing in primary care cannot meet the recommendations made by NICE, 
CRG advised RED. 

• Linzagolix TA1067: There are questions about the role of specialists in requesting and advising on the 
DXA scans after 12 months of treatment. CRG heard as for relugolix, the providers of DXAs do not all 
offer interpretation and therefore specialist involvement may be required at this point. Further input from 
specialists is required and some guidance or a pathway for primary care was suggested. CRG agreed 
that a Green SI status was likely to be appropriate therefore the consultation could be opened and seek 
feedback on how the decisions on continued treatment and monitoring at 12 months are managed. 



 

 

• Insulin detemir (Levemir) discontinuation: This product is expected to be available until December 2026 
but patients are already being advised to seek alternatives from specialist services which is not 
appropriate since national guidance is being prepared. GM prescribes around 2000 items per month, 
which suggests a similar number of patients are using this product so the impact is likely to be 
significant. Await national guidance which will guide GM action. 

 
Action: RDTC to open for consultation 

4.2 Dienogest 2mg tablets for endometriosis – formulary application 

An application for this product to be placed following ineffective or not tolerated other contraceptives in the 
treatment pathway was received. If used in place of GnRH medicines it can keep management in primary 
care and reduce prescribing costs. The applicant has agreed to provide some information for primary care to 
guide management and that a Green specialist advice RAG status is appropriate. 

The evidence base appears to show that the medicine is safe and effective and there is no monitoring for 
primary care other than that which is undertaken for other oral contraceptives. If used in place of oral 
contraceptives the annual cost of dienogest of £266 per patient is higher than COCs and POPs (£7.80 – 
£63.70) and less than GnRH (£894-£1068). Therefore, if used in line with the application will save around 
£62,000 per year based on 100 new patients per year not starting GnRH treatment. 

CRG approved the application and requested a prescribing for primary care information leaflet to accompany 
the addition to formulary. 

Action: Open for consultation and seek prescribing information guidance from applicant(s) 

4.3 Mometasone/olopatadine nasal spray- formulary application   

This product was requested as a Green medicine to replace fluticasone/azelastine (Dymista) as first choice 
nasal corticosteroid and antihistamine preparation. It would have the same Green/Grey status for use only 
when separate intranasal corticosteroids and antihistamines are not sufficient. The efficacy of Ryaltris was 
demonstrated against placebo but not in any head-to-head studies with Dymista and has been accepted by 
SMC in a similar position to that proposed for GMMMG. 

Ryaltris is expected to be 10% less costly than Dymista when used as per their product licenses. CRG were 
surprised to note that GM spends over £1m on Dymista each year despite its Grey status, and feedback 
from primary and secondary care was that the nasal spray is often used alongside oral antihistamines. 

Due to the savings opportunity, CRG approved the application to open for consultation but requested 
information from ENT services as to where this product is actually being used in the pathway. 

Action: Open application for consultation. LL to obtain ENT opinion from MFT 

4.4 Tirzepatide for T2DM- existing drug amendment 

Tirzepatide is positioned as an option for managing T2DM in line with its NICE TA (triple therapy not 
effective/not tolerated or contraindicated, BMI>35kg/m2 and insulin is not appropriate or weight loss would 
benefit other obesity-related complications) only when other GLP-1s are not suitable or not available. There 
is also currently a requirement to seek specialist advice if doses above 5mg/week are required. This 
recommendation was made at a time when there was a global supply problem with GLP-1s and no CVD 
outcome data for tirzepatide. 

The application seeks to amend this to position tirzepatide as an equal first line incretin mimetic alongside 
semaglutide with the rationale that this reflects current practice and is not an appropriate use of advice and 
guidance for which GPs will soon be incentivised for using. CRG recognised that there is higher use of 
tirzepatide than semaglutide which may be related to the knowledge of superior HbA1c-lowering effects and 
of weight loss. However, there is still no published CVD outcome data and the recommendation about use of 
an agent with proven CVD prevention effects remains for patients with a history of CVD and T2DM. 

An update to NICE NG28 is expected in 2025 or early 2026 which may amend the position of incretin 
mimetics, and a pathway is in development in GM. 

Since NICE consider all doses to be cost-effective and the advice from specialists is to escalate dosing 
when patients HbA1c reduction has slowed, CRG agreed with removing the advice to seek specialist input. 



 

 

The positioning change was approved but strengthening advice on shared decision-making and choosing an 
agent with proven CVD benefits will remain. 

Action: Open for consultation. 

4.5 Dapagliflozin for T2DM, CKD & CHF - formulary amendment 

This amendment sought to place dapagliflozin as first line SGLT-2 inhibitor for all approved indications. 
Currently both dapagliflozin and empagliflozin are first choice for CKD and CHF plus canagliflozin for T2DM 
as Green or Green SA depending on indication.  

The patent on dapagliflozin expired in 2023 but a number of additional extensions sought to increase this 
protection to 2028. These are subject to legal challenges from generics manufacturers in the UK, the 
outcome of which is expected in summer 2025. If upheld there are significant cost-savings associated with 
the availability of generics, if not dapagliflozin will still be the first SGLT-2i to be available as a generic in 
2028 and will represent best value in this class of medicines. 

CRG heard there is some preference in primary care for empagliflozin but that dapagliflozin has the slightly 
wider licensing and is therefore the most frequently prescribed in the class already. There is no practical 
difference between the two medicines and favouring dapagliflozin seems clinically appropriate. Other 
alternatives will remain on formulary 

Action: open for consultation 

4.6 Updated Grey list criteria 

A minor amendment to the documents was made following consultation, which was to clarify that when a 
Grey status is present it is applicable only to the listed indication(s) anything other than those listed would be 
considered as DNP. 

Action: Submit to GMMMG 

4.7 Aflibercept 8mg for wAMD and DMO – formulary application 

This request follows one made for this product in November 2024, for which CRG heard there was no 
clinical consensus for the cohort of eligible patients within GM. Since then, NHSE have published 
commissioning recommendations which positions this agent as a second line alternative to aflibercept 2mg 
and biosimilar ranibizumab, and before faricimab. The price is commercial in confidence and is lower than 
that of faricimab.  

Given the previous consultation a clear cohort and the NHSE recommendations, CRG approved this for a 2-
week consultation to ensure all voices are heard. A supporting commissioning statement is being discussed 
by GMMMG at their July meeting. 

Action: open shortened 2-week consultation 

5.0 Shared care 

 None this month 

6.0 Work plan and horizon scanning 

6.1 Monthly horizon scanning June 2025 

• CRG noted the appearance of a sumatriptan/naproxen 85mg/547mg tablet (Suvexx) product for 
acute migraine treatment. 9 tablets are priced at £36.00 which compares to £1.01 (6x100mg) and 
£1.34 (28x500mg) for the individual products. A request for DNP (criterion 2) was made 

• Ticagrelor generics are receiving MHRA approval due to the patent expiry in June 2025. A legal 
case is being made to prevent this being extended to as far as 2036. This will be monitored and 
recorded as CIP if generics are available. 

Action: Open DNP consultation on Suvexx 

7.0 AOB 

• Fenofibrate for diabetic retinopathy was raised as appearing in NICE guidance in 2024, no formulary change 

was recommended because the NICE recommendation was to “consider fenofibrate for people with non-



 

 

 

proliferative retinopathy and type 2 diabetes to reduce the progression of diabetic retinopathy.” This is off-
label and would require a formulary application from specialists before transferring prescribing to primary 
care. LL to seek application from MREH service. 

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


