
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 11th November 2025, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Jun Jul Aug Sep Oct Nov 

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 

✓ 

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 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) ✓ ✓ A 

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    

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 
✓ 

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

Nancy Kane (NK) Senior Medical Information 
Scientist 

RDTC 
✓ ✓ ✓ ✓ ✓ A 



 

 

 
1. General Business 

1.1  Welcome and apologies 

In attendance was Peter Elton (for item 3.1) and Brett Finch for item 3.3. Sarah Wright joined to group to 
represent the Stockport locality. 

1.2 Declarations of interest 

None 

1.3 October 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: 

• Feedback from those specialist services which have engaged indicates a Green SI status would be 
appropriate for relugolix and Linzagolix for both indications. Current practice is that the first 3 months 
of prescribing is undertaken by the specialist and transferred to primary care after that. The 
necessary DXA tests at 12 months are to be continued to be requested and reported on by the 
specialist service before patient can be discharged. Specialist services to receive re-referral in the 
event of treatment failure or significant adverse effects. RDTC to submit to GMMMG for ratification. 

2.0 Matters arising 

2.1 CRG Consultation September 2025 

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

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

2.2 CRG risk log 

GMMMG have been requested to keep a log of risks that arise through the activities of it and its subgroups. 
It was proposed that CRG should maintain a risk log with shared care of medicines (SCOM) and NICE TA 
approval within 90 days. 

• SCOM is a system-wide piece of work that is being managed by the ICB QI team and regular 
workshop meetings are taking place. CRG have not been able to assign an AMBER RAG status to 
medicines in the preceding 18 months due to ongoing contractual and operational issues with 
shared care. These are now being worked through and CRG recommended the development of a 
SCP for relugolix for prostate cancer. CRG reasoned that CRG may see the effects of this issue it 
cannot manage the risk and the mitigations and ensure the log is kept up to date. This sits better 
with the QI team or CEGC. DN will discuss with ICB Chief Pharmacist  

• NICE technology appraisals typically have a 90-day implementation period, after which access is 
expected in line with the criteria in the appraisal recommendations. GM ICB governance can be slow 
and the risk is that the required approval for amending the formulary may not be provided within the 
mandated timescales. A review of the governance process is underway which should address some 
of the factors influencing this risk, but again CRG discussed that the ability to influence these is 
elsewhere in the system. 

CRG agreed that some aspects of these risks could be held by CRG and further discussion is required to do 
this appropriately. 

Action: DN to take risks discussion to ICB Chief Pharmacist 

3.0 Pathways and Clinical Guidelines 



 

 

3.1 Metformin for non-diabetic hyperglycaemia 

Presented by Peter Elton following consultation and amendment, this document was seeking approval from 
CRG. The recommendations are intended to be a pragmatic and cost-effective method to reduce the 
number of patients with T2DM in GM. The evidence is clear that NDH is a strong risk factor for T2DM and 
that lifestyle interventions are proven to be the most effective way of preventing this, however where other 
interventions are not effective there is strong rationale for starting metformin. 

The current NICE guidance and GMMMG recommendations do not clarify who should be prescribed 
metformin for NDH, NICE suggests prescribers should use clinical judgement and GMMMG recommends 
offering it to those at high risk of developing overt T2DM. The proposed position recommends offering 
metformin to all adult patients who: 

• have been encouraged and facilitated to change their lifestyle and have at least 3 months to 
implement those changes AND 

• whose HbA1c change suggests that they will progress to develop T2DM. 

The cost impact shows that this intervention is likely to be cost-effective by reducing the number of patients 
who develop T2DM. An estimated 60,000 patients in GM could take up the treatment in the first 3 years from 
an estimated prevalence of 240,000. This is estimated to cost £150,200 in year 1 and up to £1.36m per year 
by year 5 but could prevent around 4500 patients from developing T2DM. Medicine costs are based on use 
of 1.7g of metformin daily but could avoid £1.2m per year in costs associated with the treatment of T2DM 
complications including peripheral neuropathy, CKD, retinopathy and leg amputation. This does not include 
the medicine costs associated with T2DM treatment. 

The identification of eligible patients would be using the NHS health check service and QRISK can help 
prioritise which patients to invite for the service. It is not thought that this would result in any significant 
additional workload for practices. 

CRG approved the document for submission to GMMMG. 

Action:  RDTC to submit to GMMMG 

3.2 Melatonin shared care protocol for children and adolescents – technical update 

This technical update seeks to align the SCP with formulary, pending a full update of the SCP when capacity 
becomes available. The document lists the Circadin brand which is available as a generic melatonin 2mg 
modified-release tablets. 

CRG asked for confirmation about crushing the generic products, which would remove the modified-release 
characteristics but was approved by the manufacturer of Circadin, asked for a recommendation to be added 
that all prescribing should be done as generic and amendments to wording to ensure consistency of use of 
“modified” or “prolonged” release 

Action: Amend as discussed and submit for GMMMG approval. 

3.3 Greater Manchester Malnutrition prescriber guide for adults. 

This guidance, produced by a GM nutrition review group, including clinical pharmacy and dietetic staff from 
primary and secondary care aims to support the appropriate management of malnutrition in patients which 
reduces hospital admissions and length of stay, reduces GP appointments associated with malnutrition and 
improves outcomes for patients with comorbidities. The guidance will support timely review and reduction or 
deprescribing where appropriate. This will be through a food first approach to review those patients 
prescribed ONS to ensure this is appropriate and patients are using the most cost-effective products. 

CRG heard there is a SOP for practice teams to utilise when implementing the guidance and to support 
reviews which has been 12 months in development and will exclude any patients currently under dietetics 
services. A number of different models of review will be utilised which reflects the variation in practice 



 

 

support service to GM, this is being aligned in future. There is a piece of guidance in place in the Bolton 
locality which will continue to be used until this alignment takes place. 

They asked if there was a single page summary version of the document which is often helpful to clinicians 
and noted some errors to correct in the main document. 

Queries about hospital discharges were raised, the guidance does not recommend continuing prescribing 
where no indication has been clearly stated on the clinical communication to the GP. 

The implementation of this guidance is associated with around £900k of savings. 

Action: Once amendments made as discussed this can be opened for consultation. 

4.0 Formulary and RAG 

4.1 Formulary Amendments October 2025 

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

• Clascoterone TA has been terminated, but is likely to become available in the UK. RDTC are 
undertaking a new drug evaluation for tis medicine which will be ready for December/January. 

• Generic fluticasone/azelastine (Dymista) nasal spray is now available. This reduces the price from 
£14.80 to £7.77 per pack and undermines the formulary position given to mometasone/olopatadine 
(Ryaltris) in July. Generic  fluticasone/azelastine was agreed to be the preferred first choice and 
Ryaltris second line. Branded Dymista should not be prescribed.  

• The actions recommended as part of the response to the oral semaglutide (Rybelsus) formulation 
change cannot be undertaken yet. The primary care clinical systems do not have the new strengths 
listed therefore these cannot be prescribed in primary care. Specialists have been requested not to 
initiate the new strengths until this situation is resolved as there is a risk of incorrect dosing whilst 
both strengths are available. The formulary will also need to be updated with the new strengths  

Action: RDTC to open for consultation 

4.2 Fenofibrate for diabetic retinopathy– formulary application 

CRG noted that in the recent update of NICE NG242, fenofibrate has been recommended to treat those with 
Type 2 diabetes and non-proliferative retinopathy to reduce the progression of the condition. This remains 
an off-label indication. An application for the formulary to include this indication has now been received. 

The application notes the monitoring requirements for fenofibrate for U&Es after 3,6 and 12 months and 
annually, CRG also recommended LFT monitoring every 3 months for the first year of treatment and 
annually thereafter. This monitoring would need to be undertaken by primary care and communication 
around this was seen as vital. 

The evidence base shows that the progression to diabetic retinopathy is clinical trials was seen for around 
30% of patients, and up to 50% for macular oedema. Therefore implementation would have a financial 
impact on primary care of £181,000 in drug costs, but could potentially save £1.19m per year in 
ophthalmology services on the costs of faricimab treatment.  

Action: Open proposal for consultation but request further detail on the communication to primary care. 

4.3 Update on the shortage of TB medicines 

The most recent communication from DHSC on this topic, dated 23.10.25, advises that the situation has 
improved and the controls imposed on prescribing can now be removed. 

CRG approved the formulary be amended to remove restrictions imposed earlier this year. 

Action: RDTC to amend formulary 



 

 

 

4.4 Liothyronine formulary positioning 

A recent communication from NHSE outlining the variation in provision of liothyronine for hypothyroidism in 
England was discussed. CRG agreed that the GMMMG position is in line with current NHSE guidance but 
does not link to the national commissioning recommendations and advice from 2023 and guidance from 
British Thyroid Association. Therefore some minor amendments to provide relevant links on the formulary 
were agreed 

Action: RDTC to update formulary with links as above 

4.5 NICE TA Feedback from providers 

DN initiated a discussion on how providers can use the existing consultation progress to provide feedback 
on whether services will be using medicines as recommended as part of NICE technology appraisals. This 
information and data on expected patient numbers strengthens the systems financial planning process. 

Members will consider the implications of the request and feedback at a future meeting. 

Action: Provider organisations to consider how this information can be obtained and fed into the 
consultation process. 

5.0 Work plan and horizon scanning 

5.1 Monthly horizon scanning October 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 

DN suggested there is a rationale to record CRG for purposes of minute taking and actions, but that this must only be 
for this purpose for members. Work is needed to understand IG aspects and also enable the correct permissions 
within Teams. Action: DN will work with GM IC IG team to enable this. 

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


