
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 9th September 2025, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Apr May Jun Jul Aug Sep 

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 
✓ ✓ ✓ ✓ CK 

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 

✓ A 

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

 
Salford 
Stockport 
TGH 
Stockport 
UHSM 
Bolton 

 A     

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC 
✓ ✓ ✓ A 

✓ A 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

✓ ✓ ✓ A A  

Sam Appiah-Anane 
(SAA) 

Deputy Chief Pharmacist GMMH FT 
✓ ✓ ✓ ✓ ✓ ✓ 

Absar Bajwa 
(AbB) 

Senior Strategic Medicines 
Optimisation Pharmacist - GM 
Clinical & Quality Portfolio 

NHS GM IC     ✓ ✓ 

Kathryn Whiteley (KW)  NHS GM IC 
(Trafford) 

    ✓ A 

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 Helen Oxenforth, Catherine Cain and Colin Daffern (for item 3.1) Susan Mckernan to 
discuss the ongoing work around T2DM. CRG welcomed Dr Einas BenHamieda joining the group for the first 
time. 

1.2 Declarations of interest 

None 

1.3 Aug 2025 CRG Minutes 

The minutes were agreed as an accurate record of the meeting with some amendments to typos and to 
confirm that the lipid pathway consultations would not start until updated documents were available. 

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 ICB and will 
start with a request for commissioners approval to use alteplase in an off-label indication. 

• KO asked for contact details of gynae specialist who could support with the RAG status question for 
relugolix and Linzagolix for the endometriosis and uterine fibroids indications. 

• ENT at MFT have confirmed that it is not necessary for oral antihistamines to be continued 
alongside intranasal steroid/antihistamine products e.g. Dymista. 

2.0 Matters arising 

2.1 CRG Consultation July 2025 

• A large number of comments regarding the dapagliflozin proposal as first-line SGLT-2i were 
received. These appear to be requesting that both canagliflozin and empagliflozin are first line and 
cite HbA1c-lowering benefits and data showing preservation of renal function for canagliflozin. CRG 
noted the position taken by the UK Kidney Association, the views of the GM diabetes strategy group 
and the evidence summaries provided by NICE as part of the update to NG28, which support the 
use of dapagliflozin as first-line SGLT2i. The formulary will retain scope for use of other agents 
where a shared-decision making process with individual patients suggests an alternative SGLT2 
agent would provide more benefit. CRG did not think guidance in this area would help guide 
appropriate use because NICE have attempted to do this which has demonstrated that the evidence 
base is not robust enough to undertake this work. There is a lack of consistency among treatment 
cohorts in clinical trials regarding comorbidities and outcomes and no direct head-to-head studies 
have been conducted, making the meta-analyses unreliable when attempting to choose one agent 
ahead of another. Therefore in terms of cost-efficacy, the reduced price of dapagliflozin with its wide 
licensing and NICE TA approval, make it the most cost-effective SGLT2i and should be used for the 
majority of patients. A further piece of work on the use of SGLT2is is expected to be presented to 
CRG in October.  

• The comments received in support of the proposed amendment to the restrictions on tirzepatide for 
T2DM were noted. These will be included in a piece of work being undertaken by the ICB with the 
SCN to develop some pathway information, considering the new recommendations in the recently 
published draft NICE guidance for T2DM. 

• JS raised the issue of oral semaglutide (Rybelsus) product changes. As soon as September 2025 
Novo Nordisk is changing the bioavailability of Rybelsus tablets meaning the doses will change in 
the UK. To inform clinicians of this change they have produced risk minimisation materials which 
have been sent to all healthcare professionals and are available online. CRG recognised the risk of 
new doses being available at the same time as the outgoing strengths and the risk of harm this 
posed to patients. They requested some comms be undertaken to clinicians through the formulary, 

https://www.ukkidney.org/about-us/news/use-generic-dapagliflozin-ckd-ukka-statement
https://www.nice.org.uk/guidance/gid-ng10336/documents/evidence-review
https://www.medicines.org.uk/emc/product/101229/rmms


 

 

GMMMG mailing list and primary care comms from the ICB. This would also be added to Optimise 
Rx systems across the ICB to prevent picking errors. A discussion by the GMMMG Medicines Safety 
Group is expected in September but the actions above should take place immediately as the product 
was expected to reach wholesalers w/c 15th September. 

Action: RDTC to amend formulary and communicate to stakeholders. ICB to include in 
primary care comms and Optimise Rx. 

All other recommendations were accepted by CRG 

Action: RDTC to submit actions to GMMMG for approval as above. 

3.0 Pathways and Clinical Guidelines 

3.1 GM Heart Failure Toolkit 

Presented by Catherine Cain and Helen Oxenforth.  

This toolkit is aimed at standardising heart failure care in primary care by supporting evidence-based 
diagnosis and management covers all aspects from screening, diagnosis and management to cardiac rehab, 
palliative care and coding. 

It has been developed by a GM working group in collaboration with the SCN and under the GM Cardiac 
Oversight group which reports to CEGC. It was explained this does not propose any changes to care 
pathways but is intended to support current best practice in GM. 

CRG noted the comprehensive document and the significant amount of work involved in compiling the 
toolkit. They believed it to be a helpful addition to primary care and recognised a shorter 8-page version 
would be of benefit. Some comments were raised about the RAG status of SGLT2is which are 
recommended by NICE as requiring specialist advice before initiation in heart failure, therefore any 
recategorization would require a formulary application to demonstrate why recommendations contained in a 
NICE TA do not apply. Other comments included; furosemide is the loop diuretic of choice and the document 
should reflect that, the document may need to reflect the variation in HF service provision and consider if 
there are minimum communication standards to primary care on discharge and correction of some typo 
errors for mineralocorticoid. 

CRG supported the document for progression through governance with the above amendments considered 
and suggested a 2-week consultation in line with current processes so as not to hold up governance, 
recognising the wide engagement already undertaken. 

Action:  RDTC to open 2-week GM-wide consultation. 

3.2 Dienogest information sheet for primary care 

Developed from a similar document in NENC this aims to provide the information primary care clinicians 
need to know when accepting the prescribing of dienogest for endometriosis. This medicines has been 
assigned a Green specialist advice RAG status and due to the comments from CRG and the communication 
from the system prior to this, information for primary care providers was appropriate. 

It takes the most helpful information form the SPC and BNF and summarises for prescribers.  

CRG noted that inclusion of information about missed doses, stopping of contraception and lactose content 
would be helpful and requested that this be added. They agreed that no consultation was required as 
replicates information already available in the literature. 

Action: Confirm addition of information and submit for approval with formulary decision for this medicine. 

4.0 Formulary and RAG 

4.1 Formulary Amendments August 2025 



 

 

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

• TA1087; Betula verrucosa for severe rhinitis or conjunctivitis caused by tree pollen, is likely to have 
similar implementation issues as Acarizax and this should be included in the planned discussion.  

• TA 1095; the recommendations for guselkumab for Crohn’s disease appeared to be ambiguous 
when considering which treatments were not suitable of were ineffective prior to initiation. A HCDs 
pathway is in development which is expected to provide clarity on place in therapy. 

• CRG considered the draft NICE guidance proposal for T2DM and agreed that a single GM response 
to the NICE consultation would be appropriate, this will be coordinated by Susan McKernan and the 
diabetes network for submission before the 2nd October deadline. 
 

Action: RDTC to open for consultation 

4.2 Salcrozine for ulcerative colitis – formulary application 

An application for an additional mesalazine modified release product was received from MFT. This is an 
additional branded generic product but which due to differences in release and bioavailability characteristics 
would be appropriate to prescribe by brand. The current formulary choices are Octasa and Pentasa M/R, 
and the request is to replace these as first line treatment. 

The data submitted claims a £323k annual saving on product cost from MFT, but the primary care costs are 
more complex. At maximum dose of all agents, Salcrozine would represent a modest saving of £60k per 
year vs Octasa but an increase in costs of £23k vs Pentasa. GM currently spends £4.6m on oral mesalazine 
products each year in primary care. 

CRG are keen to support trust CIP schemes but wished to confirm that the pricing was consistent across all 
provider trusts before making a recommendation. If there are significant system savings, a small increase in 
primary care costs would likely be acceptable. 

 

Action: Secondary care reps to confirm pricing in own organisations prior to decision 

4.3 Amended formulary application form 

Following attendance at this meeting earlier in 2025 by the GM sustainability fellow, some recommendations 
were made to include additional questions in the formulary application process. On review of the formulary 
paperwork the number of different forms and the information they request was deemed open to improvement 
and the RDTC has proposed that CRG and GMMMG adopt an adapted version of the NENC ICB forms. 

The new questions are: 

• Does this product have a reduced carbon footprint compared to comparators? (If known) 

• Does this product have any advantages in terms of packaging? 

• Does this product have any advantages in terms of shelf life? 

• Does this product have result in less waste compared to comparators? 

• Has the manufacturer of this product published a carbon reduction plan? 

It is hoped that the single form will reduce confusion, and help gain the necessary information in order to 
submit the application. 

CRG agreed with the proposal and requested some information on filling in the sustainability parts of the 
form and that some consideration be given to health inequalities through a EAI within the form. 

Action: RDTC to make suggested amendments and resubmit to CRG. 

5.0 Work plan and horizon scanning 

5.1 Monthly horizon scanning August 2025 

CRG considered the RDTC monthly horizon scanning document and noted the following: 

• New oestradiol gel preparation (Sandrena) licensed as a pump rather than sachet to aid patient use, 
this will be considered for addition when a price is available. 



 

 

 

• Generics of linagliptin and edoxaban were licensed however this does not always mean a product is 
to be available imminently and may be in preparation for patent expiry in a number of years time. 
More information needed but RDTC will watch for developments. 

Action: None for CRG 

7.0 AOB 

None raised 

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


