
 

 

  

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

via MS Teams  

 

Name Title Organisation  Jul Aug Sep Oct Nov Dec 

Kathryn Whiteley (KW) 
Chair 

Cluster Lead Pharmacist 
Manchester and Trafford 

NHS GM IC 
(Trafford) 

 ✓ A 
✓ ✓ ✓ 

Dr Jonathan Schofield 
(JS) 

Consultant Physician Acute 
Medicine & Diabetes 

Manchester FT 
✓ ✓ ✓ A 

✓ ✓ 

Suzanne Schneider 
(SS) 

Medicines Information 
Pharmacist 

Bolton FT 
✓ ✓ ✓ A 

✓ A 

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 A 
✓ ✓ ✓ ✓ 

Peter Marks (PM) LPC representative] Community 
Pharmacy GM 

✓ A 
✓ ✓ ✓ ✓ 

Lucy Tetler (LT) Medicines Optimisation 
Pharmacist 

NHS GM IC 
(Bury) 

✓ 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 
✓ ✓ 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) ✓ ✓ ✓ SB 

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

NHS GM IC A 
✓ A A 

✓ ✓ 

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

 
Salford 
Stockport 
TGH 
Stockport 
UHSM 
Bolton 

      

Karina Osowska (KO) Medicines Optimisation 
Pharmacist 

NHS GM IC A 
✓ A 

✓ ✓ ✓ 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

A A    PR 

Sam Appiah-Anane 
(SAA) 

Deputy Chief Pharmacist GMMH FT 
✓ ✓ ✓ ✓ ✓ ✓ 

Absar Bajwa 
(AbB) 

Senior Strategic Medicines 
Optimisation Pharmacist - GM 
Clinical & Quality Portfolio 

NHS GM IC  ✓ ✓ A 
✓ ✓ 

Sarah Wright (SW) Senior Medicines Optimisation 
Pharmacist 

NHS GMIC 
(Stockport) 

    
✓ ✓ 

Dan Newsome (DN)  Principal Pharmacist RDTC 
✓ ✓ ✓ ✓ ✓ ✓ 



 

 

Nancy Kane (NK) Senior Medical Information 
Scientist 

RDTC 
✓ ✓ ✓ ✓ A A 

 
1. General Business 

1.1  Welcome and apologies 

In attendance were Ruth Horner for item 3.1, Eleanor Bird for item 3.2 and Lesley Buxton as an observer 

1.2 Declarations of interest 

None  

1.3 November 2025 CRG Minutes 

The minutes were agreed as an accurate record of the meeting pending some minor amendments and 
inclusion of Sarah Boulger in attendance. 

1.4 Action log review 

The action log was reviewed and updated noting the following: 

• Members representing secondary care providers were reminded of the ongoing action regarding 
NICE TA addition to the formulary. To have a relatively accurate resource impact assessment 
information on expected uptake is requested from all providers. Mechanisms by which this can be 
provided to CRG is sought. 

2.0 Matters arising 

2.1 CRG Consultation October 2025 

• No comments were received on any items from the October CRG consultation. All items were 
therefore approved to take to GMMMG for ratification. 

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

3.0 Pathways and Clinical Guidelines 

3.1 Methylphenidate shared care guidance for children 

Presented by Ruth Horner, this updated shared care protocol has been reviewed and revised by a working 
group to address changes in NICE guidance and product SPCs. There are four issues amongst the changes 
on which CRG are asked to provide a recommendation. 

Current national guidance permits the use of higher than licensed doses of some products, which is 
supported by BNFc and current best practice. GMMMG consider off-label use of medicines if there is 
significant national guidance to facilitate doing so and/or is establish good practice. CRG were happy to 
support higher doses in the SCP. 

Transfer of prescribing to primary care after 4 weeks was requested by CAHMS teams and the working 
group, however the SCP recommends after at least 6 weeks. CRG considered the rationale and 
practicalities of doing so and heard that if often takes at least 4 weeks to optimise the dose and that the adult 
document uses a 3 month stabilisation period before transfer of prescribing is requested. CRG recognised 
that there is unlikely to be a good rationale for a difference between adults and children and this should be 
standardised. Because the adults SCP is likely to be amended 6 weeks stabilisation was agreed as 
appropriate.  

Prescribing of immediate release (IR) products using the generic name was agreed however the branded 
products should be prescribed by brand due to possible clinical differences in the formulations. It was agreed 
that the SCP should align with the formulary despite there being potential for efficiencies should the system 
choose a preferred brand(s) of product. The medicines value team have agreed with this approach. 



 

 

CRG also queried the monitoring that primary care are being asked to do in section 5, some of which could 
be interpreted as assessing the clinical response to treatment and would usually be the responsibility of the 
specialist rather than the GP. Clarity on this ask was sought before approval of the document.  

Action: Changes as above and chairs approval was requested before opening a consultation. 

3.2 GMMMG Travel Abroad Guidance  

This guidance was well overdue for review and CRG welcomed the additions and updates that have been 
during the most recent review. It has been amended to be guidance rather than policy, however there are 
some aspects of the recommendations that are based in the GP contract so practices must be mindful of 
any GMS obligations. The updates include alignment to national legislation and guidance, addition of Global 
Health Insurance Card (GHIC) as well as the EHIC, information about medicines commenced abroad, and 
for diabetes patients as well as anticipatory medicines e.g. norethisterone for delaying menstruation. 

CRG commented that the document was very useful for primary care teams, and clearly set out the rules 
about certain issues such as the use of norethisterone. Community pharmacy were concerned about having 
to decline to dispense without information on the clinical indication, however the decision is ultimately with 
the prescriber who should have up to date knowledge of the guidance and regulations, which this document 
supports.  

There were queries about what “official” information patients going abroad should take with them to provide 
evidence that the medicines they are carrying are indeed legal obtained. The document references NHS 
sources and refers to a recent prescription or access to the NHS app. The B-side of a repeat was deemed 
sufficient in most instances however primary care members believed there was a function in GP clinical 
systems to easily print off a medication history for those with more complex regimens e.g. diabetes. 

Action: Open for consultation following some minor amendments and clarifications. 

3.3 Tirzepatide in and GLP-1in T2DM commissioning statements 

These 2 documents include a GM position statement and a comparison between the 2 pathways for 
prescribing of tirzepatide (TZP), T2DM and weight loss. The statement is in line with current NICE guidance 
and the TA for TZP as well as previously considered amendments to the formulary. It supports the removal 
of recommendations around use of other GLP-1 agents first and removes the requirement to seek advice 
from a diabetes specialist before escalating beyond 5mg per week. 

CRG agreed the documents were helpful but identified a grey area in which patients initiated on TZP for 
T2DM but have a high BMI, but do not qualify for weight management access to the medicine. If their HBA1c 
is treated to target should the dose continue to be escalated or even titrated down? JS confirmed that there 
would be no rationale for increasing the dose if treated to target under the T2DM pathway, but there is little 
evidence base to support deprescribing and it is subject to ongoing debate.  

CRG discussed those patients with a strong clinical rationale for losing weight, e.g. prior to surgery or IVF 
treatment but recognised these are out of scope of this guidance. Discussions within the ICB are ongoing on 
these issues and commissioners are seeking to understand the potential impact before making 
recommendations. 

The cost impact associated with unmitigated use of TZP is significant, the drug is currently costing the GM 
ICB £2m per month, and this guidance provides an estimate based on the NICE TA approval anticipated 
numbers. Some clarification on this was agreed before submission to GMMMG. 

Action: CRG agreed this can be opened for consultation. However following the meeting a discussion 
between CRG and GMMMG Chairs recognised the recommendations are all based on NICE or current 
GMMMG guidance and therefore no consultation was required. A submission to Jan GMMMG will be made. 

3.4 Allergy Centre treatment pathway 



 

 

This document is based on a submission made by the MFT allergy service to support the transfer of 
prescribing of Acarizax and Itulazax to primary care using a Green (SI) status. GMMMG have approved the 
addition of these medicines to formulary and are expecting some guidance for primary care prescribers, 
which the intention of this document. The updates done by RDTC bring in aspects of dosing. safety and 
adverse effects that primary care should know about. 

Comments from CRG were about the monitoring that the pathway states is required during years 1-3 by 
primary care and what happens at the end of year 3 of treatment. Does the GP need specialist advice to 
stop or is this unnecessary? The “specialist” in the document was confirmed to be the prescribing allergy 
service clinician. These questions need to be answered before the document can be opened for 
consultation. 

Action: Sarah Boulger to seek feedback from MFT allergy service before opening a consultation. 

4.0 Formulary and RAG 

4.1 Formulary Amendments November 2025 

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

• TA1107: Delgocitinib for chronic hand eczema. The potential eligible population for this could be 
very large and may not be within the scope of existing service provision. Feedback from 
dermatology services is requested to obtain an accurate resource impact and to identify any 
commissioning needs associated with the implementation. 

• Denosumab biosimilars will be available to prescribe, in secondary care at least, from January 2026.  
The North West region have been assigned the Celltrion brand, but there is no indication if this will 
yet be available in primary care or a price, so that a decision on alignment with secondary care can 
be made. Current recommendations are to prescribe by brand therefore generic prescribing will no 
longer be appropriate and primary care prescribing should be for the originator, Prolia, until a 
decision on alignment is made. There are considerations for shared care documents too which only 
contain Prolia. A financial impact on primary care is not expected, but there will be a missed 
opportunity if not implemented properly, and this issue is being discussed by the medicines value 
group. CRG recommended a system-wide approach to avoid missed opportunity but ensure safety 
of those being prescribed denosumab. Anna Pracz to take this forward with medicines value team. 

Action: RDTC to open other items for consultation 

4.2 Sacubitril/valsartan for heart failure – RAG status change  

CRG received a request to amend the RAG status of this medicine on the formulary from Green specialist 
initiation to Green specialist advice.  

This aligns with the most recent NICE guidance for heart failure, published in September 2025, but does 
contradict the NICE TA from 2016 which recommends specialist initiation, hence the RAG status. CRG 
recognised the most recent guidance, the date of the TA, the fact that NICE rarely update TA guidance, and 
the recent HF toolkit considered by this committee. GMMMG has published a primary care prescribing leaflet 
for this medicine in the past, this will need to be reviewed. 

The change was accepted for consultation  

Action: Open proposal for consultation and review information leaflet. 

5.0 Work plan and horizon scanning 

5.1 Monthly horizon scanning November 2025 

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

• Wording for nasal adrenaline was suggested to prevent primary care prescribing until the national 
service evaluation work has been completed. 

Action: Amend formulary as above 

7.0 AOB 



 

 

 

Date of next meeting: Tuesday 13th January 2026 12:00-14:00 via Teams 


