GMYMG

Greater Manchester

Medicines Management Group

Tuesday 14" October 2025, 12:00-14:00
via MS Teams

Minutes of the GMMMG Clinical Reference Group Meeting

Name Title Organisation May | Jun | Jul | Aug | Sep | Oct
Kathryn Whiteley (KW) Cluster Lead Pharmacist NHS GM IC v A v
Chair Manchester and Trafford (Trafford)
Dr Jonathan Schofield Consultant Physician Acute Manchester FT A v v v v A
(JS) Medicine & Diabetes
Suzanne Schneider Medicines Information Bolton FT v v v v v A
(SS) Pharmacist
Gary Masterman (GM) Associate Director of Pharmacy | Wrightington, v v A A v v
Wigan and
Leigh FT
Andrea Marrosu (AM) High-cost Medicines and Home | NCA v A v v
Care Pharmacist
Peter Marks (PM) LPC representative Community v v v A v v
Pharmacy GM
Lucy Tetler (LT) Medicines Optimisation NHS GM IC v v v A v v
Pharmacist (Bury)
Zoe Trumper (ZT) Head of Medicines Optimisation | NHS GM IC v v A v v v
(Wigan)
Sarah Hafeez (SH) Advanced Medicines NHS GM IC v v A v v v
Optimisation Pharmacist (Tameside)
Jennifer Bartlett (JB) Team Leader, NCA v v v v CK v
Network Integrated Practice
Pharmacy (NIPPs)
Claire Foster (CF) Senior Medicines Optimisation NHS GM IC A A A A A A
Adviser (Manchester)
Leigh Lord (LL) Head of Medicines Optimisation | Manchester FT | / v v A v v
and Governance (AC)
Dr Sarah Follon (SF) GP & GM Clinical Lead for NHS GM IC v v A v A A
Medicines Optimisation
Consultant Rheumatologist A
Audrey Low Salford
Charlie Filer Stockport
Dipak Roy TGH
Louise Mercer Stockport
Sahena Haque UHSM
Anindita Paul Bolton
Karina Osowska (KO) Medicines Optimisation NHS GM IC v v A v A v
Pharmacist
Katherine Hosseini (KH) | Deputy Chief Pharmacist Pennine Care v v A A
FT
Sam Appiah-Anane Deputy Chief Pharmacist GMMH FT v v v v v
(SAA)
Absar Bajwa Senior Strategic Medicines NHS GM IC v v A
(AbB) Optimisation Pharmacist - GM
Clinical & Quality Portfolio
Dan Newsome (DN) Principal Pharmacist RDTC v v v v v v
Nancy Kane (NK) Senior Medical Information RDTC v v v v v v

Scientist
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1. General Business

1.1

Welcome and apologies
In attendance was Susan McKernan and Ewan Jones (for item 3.1) and Ruth Horner for item 3.3

1.2

Declarations of interest
None

1.3

September 2025 CRG Minutes
The minutes were agreed as an accurate record of the meeting.

14

Action log review
The action log was reviewed and updated noting the following:

o KO has again contacted specialists who could support with the RAG status question for relugolix
and Linzagolix for the endometriosis and uterine fibroids indications.

e A Green specialist initiation status for Acarizax and ltulazax would likely be appropriate and a
prescribing information sheet for primary care is being prepared by MFT allergy services.

e Salcrozine is not a contract medicine for most, if not all, GM providers therefore it may not be
appropriate to add to formulary at this stage.

2.0 Mat

ters arising

21

CRG Consultation August 2025

o Feedback was received on the ivermectin proposal which correctly pointed out the
recommendations for a 2-dose treatment course. CRG had costed the intervention using NICE CKS
recommendations of a single dose for most patients. This recommendation has subsequently been
changed in September 2025 and the costings will now be updated before submission to GMMMG.

e Other comments on TA1075 were noted.
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

SGLT2i guidance and commissioning position
Presented by Susan McKernan and Ewan Jones

The documents presented were a GM position statement on the use of SGLT2is for type 2 diabetes, and
supporting prescribing guidance which have been developed in conjunction with the GM Diabetes Oversight
Group. They form outputs from a larger piece of work looking at the type 2 diabetes cardiovascular, renal,
metabolic pathway and align with current and proposed NICE guidance which make differing strengths of
recommendations for optimising cardiorenal outcomes depending on existing patient comorbidities. The
guidance aims to make clear recommendations to support good clinical practice.

CRG noted that there are some “consider” strength of recommendations in NICE that would see a larger
cohort treated with SGLT2is than is proposed here. The work done to date shows that GM has had an
inconsistent approach to implementation and the proposal aims to reduce variation and prioritise use where
there is the best supporting evidence. Comms to the GM system are planned at launch to aid
implementation which will not include stopping prescribing for patients outside the approved groups.

CRG requested more emphasis on sick-day rules which doesn’t mention DPP4-is and also clarity on ketone
testing. Safety issues raised are being addressed in other planned publications possibly including an alert
card and risk management materials.
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CRG approved to open for consultation.

Action: RDTC to open GM-wide consultation.

3.2

Proposal to lift pause on new shared care arrangements

A proposal to lift a pause on any new SCPs for some physical health conditions only was discussed. CRG
recommended a pause in December 2024 due to system wide GP concerns on provision of shared care,
funding for and were unclear governance arrangements. A GM-wide taskforce had already been established
to address the challenges of mental health medicines in shared care, particularly antipsychotics. GPs have
consistently reported that mental health patients are discharged to primary care and not reviewed by
specialists which is not consistent with good shared care arrangements, similar concerns have been
expressed regarding SCPs for gender dysphoria, with patients being discharged from specialist services.
This raises safety and accountability concerns, which the taskforce and wider system are seeking to
address.

Proposal focuses on creating new SCPs for physical health medicines with good evidence, for which there
are established prescribing pathways and delivery frameworks. E.g. relugolix for prostate cancer which is
strongly preferred by clinicians, so needs SCP. If CRG approves a lift of the pause, a planned review in Q4
2025-26 will be conducted to see if continuing is appropriate.

CRG noted the ongoing work to review processes supporting shared care, in particular for mental health
medicines, but also heard there are inconsistencies of acceptance of shared care for physical health
conditions, particularly from paediatric services but also from other specialities including rheumatology,
which note GP practices stating they were unable to take bloods.

If the new SCPs relate to low risk, well commissioned indications, CRG were happy to allow work to manage
transfer of prescribing of these medicines but had reservations on the availability of resource available to
write the documentation for approval. CRG supported the removal of the pause and agreed to support
governance processes and review a new SCP for relugolix for prostate cancer when presented for approval.

Action: KO to take this work forward.

3.3

Atomoxetine for paediatric patients SCP

This existing SCP was due for review in August 2020 and has now been updated and transferred to the
current SCP template. Changes include updated weight monitoring recommendations, an alert that the oral
solution contains alcohol.

CRG noted the ambiguity of wording around when to transfer to primary care as a common reason for
declining shared care is when the patient is not yet stable on their medicine. The document also
recommends 6 monthly monitoring of the patients’ condition by the GP which is an addition from the existing
recommendations. The authors were requested to clarify the roles and responsibilities of primary care for
monitoring response to treatment, which is not normally part of shared care. Additional considerations were
the requirements for replacement SCP when patient transfers GP practice

Action: Clarity from authors and services on GP role at 6 monthly monitoring is required before this can be
opened for consultation

34

GMMMG Prescribing following a Private Consultation Guidance

This existing document has been updated using DHSC, BMA, PrescQIPP and RDTC guidance and now
aligns with current recommendations and policy. The formatting and layout have been amended for ease of
navigation, and additional sections on treatment abroad and shared care arrangements have been included.

CRG were happy with the content of the document and agreed that it should be presented as guidance,
however some recommendations contained within the document relate to NHS policy and the difference
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should be clear to readers. This could be achieved by ensuring wording is correct e.g. use of appropriate
language “must” when is policy and “consider” if the level of recommendation is guidance.

Action: Some amendment required to differentiate between guidance and policy

3.5

Levetiracetam position statement — amended following updated guidance

Originally approved in June 2025 this statement has required a review and update prior to publishing due to
changes in national guidance produced by SPS. Following discussion with SPS, GM ICB has altered the
recommendations for switching patients who are stable from branded to generic levetiracetam and removed
reference to wording in the now superseded guidance.

The recommendation: “Clinicians are advised to switch branded levetiracetam products to the generic
version...” is replaced by: “ Clinicians are advised to review and consider switching branded levetiracetam
products to the generic version...”

An update to price comparison has also been made.
CRG requested confirmation if the position applies to children as well as adults.

Action: RDTC to submit for rapid re-approval by CEGC

4.0 Formulary and RAG

4.1 Formulary Amendments September 2025
CRG approved the formulary amendments to open for consultation and noted the following:

e Updated heart failure guidance NG106 suggests a RAG change may be required for sacubitril
valsartan, however the TA for this medicine still recommends specialist initiation and the updated
guidance itself is conflicted about what specialist involvement is required. A request to the authors of
the HF toolkit has been made to seek an application if a change is required.

e CRG agreed with the DNP recommendation for allopurinol 200mg tablets, and could not see a
rationale for their use at the current price.

Action: RDTC to open for consultation
4.2 Altepase for extended stroke indication — formulary application

Submitted by NCA on behalf of the 2 hyper-acute stroke units in GM to include Stockport, it requests
commissioners approve the use of alteplase for treating ischaemic stroke in the off-label indication of
between 4.5 and 9hrs since onset of stroke symptoms, where there is evidence of the potential to salvage
brain tissue on CT perfusion or MRI. This indication is not included in NICE TA264 but is supported by a
number of RCTs and therefore has an established evidence base and is supported by the National Clinical
Guidelines for Stroke 2023. The studies show a higher rate of functional outcome at 90 days with no excess
mortality when using alteplase in this patient group.

The application reflects current practice and is seeking to formalise with commissioners in order to agree
payment mechanisms for appropriate reimbursement, the first step of which is through CRG and addition to
the formulary. It is understood that the services current see approximately 520 patients annually for IV
thrombolysis within the standard treatment window of <4.5 hrs. There are about 85 patients per year who
require treatment outside this window, at a cost of £85,000. It is proposed that this is not additional cost to
the system because these are already being treated and that the service overall will reduce costs for IV
thrombolysis by using tenecteplase for eligible patients, as per NICE TA990, which is lower cost than
alteplase and has clinical and operational benefits.

CRG approved the application to open for consultation, noting that work is ongoing between providers and
commissioners to agree a finding mechanism.

Action: Open proposal for consultation



https://www.strokeguideline.org/
https://www.strokeguideline.org/
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4.3

Amended formulary application form

Following the meeting in September to amend the formulary application form, the amendments requested by
CRG have now been made to include:

e Additional information on how to find and complete the environmental impact section
¢ An EIA and health inequalities section
e Typos corrected

CRG approved the amendments

Action: Submit to GMMMG.

5.0 Work plan and horizon scanning

5.1

Monthly horizon scanning September 2025
CRG considered the RDTC monthly horizon scanning document and noted the following:

e Intranasal adrenaline (EURNeffy) for treatment of anaphylaxis has received a license and a price in
DM&D. RDTC have monitored its route to market and are aware of the interest in the product from
the UK Resus Council which is expected to make a recommendation in 2026. CRG heard that
product/service evaluations are expected to take place in allergy centres in the UK, including MFT
who will prescribe to a limited number of patients, but will do so from the service and is not expected
to be transferred to primary care. CRG recognised the benefits of a product that is administered
intranasally rather than injected and which has a longer shelf-life in encouraging the public to
administer adrenaline and has the potential to save lives. However there is an increased cost
associated with the use of this product and its introduction will need to be managed with training for
patients, carers and healthcare staff. For this reason CRG agreed to add to formulary as not
reviewed pending a position from UK resus Council

e Biosimilars for denosumab and ustekinumab were noted
Action: Amend formulary as above

7.0 AOB

From w/c 13t October the primary care weight loss service in GM is live which is actively case find those eligible as
per the agreed cohorts, of which 1a is the one being prioritised. Members asked for information on eligible service
providers in secondary care into which patients can be referred to be included in further comms to secondary care.

Date of next meeting: Tuesday 11t November 2025 12:00-14:00 via Teams




