
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 13th January 2026, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Aug Sep Oct Nov Dec Jan 

Kathryn Whiteley (KW) 
Chair 

Cluster Lead Pharmacist 
Manchester and Trafford 

NHS GM IC 
(Trafford) 

✓ A 
✓ ✓ ✓ 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 
✓ ✓ ✓ ✓ A 

Zoe Trumper (ZT) Head of Medicines Optimisation NHS GM IC 
(Wigan) 

✓ ✓ ✓ ✓ ✓ ✓ 

Sarah Hafeez (SH) Advanced Medicines 
Optimisation Pharmacist 

NHS GM IC 
(Tameside) 

✓ ✓ ✓ ✓ ✓ ✓ 

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 

✓ ✓ ✓ 

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 

✓ ✓ ✓ ✓ 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

A    PR 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 A 

 
1. General Business 

1.1  Welcome and apologies 

In attendance were Ruth Horner for items 3.1 & 3.2, and Dr James Tollitt for item 3.4 

Apologies noted as above 

1.2 Declarations of interest 

JS declared a potential conflict of interest with item 4.3 and agreed to cede the chairing of this item. 

1.3 December 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 Allergy service is on the way to finalise the proposed Acarizax and Itulazax pathway 

• A denosumab biosimilars paper was discussed by GMMMG and has expedited the formulary 
changes and advice to primary care that is required around branded prescribing in anticipation of 
biosimilar products being available shortly in primary care. This is now to be submitted to CEGC and 
an entry added to GMMMG risk register.  

2.0 Matters arising 

2.1 CRG Consultation November 2025 

• One comment was received which requested some pragmatic recommendations regarding U&E 
monitoring for fenofibrate when used for diabetic eye disease. CRG agreed that in the absence of 
explicit advice from the SPC or BNF, U&Es should be monitored after 2-3 months following initiation 
and then annually thereafter. This will be alongside LFTs at 3,6,9 and 12 months and annually. 

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

3.0 Pathways and Clinical Guidelines 

3.1 Atomoxetine shared care protocol for children 

Presented by Ruth Horner, this updated shared care protocol has been through the consultation process 
and is returned to CRG for approval before GMMMG submission. The comments were constructive and 
supportive, however following the discussion last month about the methylphenidate SCP, some changes 
have been made to align the 2 documents and others in the ADHD set of SCPs. 

CRG had a thorough discussion about how best to word the definition of stability and when it is appropriate 
to transfer the prescribing to primary care. It was suggested that “stable” is likely to mean different things to 
a generalist and a specialist in ADHD and should therefore be avoided. Historically transfer appropriateness 
has been based on the expected time taken for the patient to be ready for transfer to GP prescribing. CRG 
agreed to use a minimum of 6-8 weeks after initiation to try and ensure that transfer doesn’t take place too 
early when the dose is still being stabilised. 

Some clarification around when products were suitable for mixing with food was requested which should 
come from the SPCs, after which this document was ready for approval by GMMMG 

Action: Once the requested amendments are made this can be ratified by GMMMG 

3.2 Methylphenidate shared care guidance for children and adolescents 



 

 

Initially discussed at the December CRG meeting, a number of changes were requested by CRG which have 
now been made and with the additional changes discussed above around suitability for transfer of care, 
CRG were happy for this to undergo a consultation. 

Action: Open for consultation following the changes to duration of treatment prior to transfer of care. 

3.3 Blueteq forms – aflibercept 8mg 

Presented by FA, these Blueteq forms are to support the use of aflibercept 8mg intravitreal injections in 
organisations which already use Blueteq which align with the NHSE commissioning pathways for wAMD and 
DMO as a second-line option. Further forms will be required as continuation and will be submitted in due 
course. 

Action: Approved for ratification by GMMMG. 

3.4 CKD toolkit 

Presented by Dr James Tollitt, Kidney Consultant at NCA and CKD lead for GM, the document aims to bring 
together various pieces of guidance that don’t always align in order to support the education programme that 
is being run by the North West Kidney Network and provide up to date guidance to GM clinicians. Developed 
by a number of GM stakeholders including Consultants, GPs and Pharmacists the document has been peer 
reviewed prior to submission and efforts have been made to ensure it reflects current best practice across 
GM. This may result in some differences in thresholds for management e.g. uACR which CRG were assured 
is not significant but leads to easier to remember and understand advice in practice. 

It was recognised the condition is complex and difficult to manage, necessitating the document to be 
comprehensive and it therefore attempts to link to other pieces of work around hypertension, lipid 
management and T2DM/CVRM which are either published or currently in development. Some coordination 
between these pieces of work is taking place to ensure the recommendations are consistent across the 
documents. 

The document has not undergone any governance yet before being presented to CRG, who agreed that 
although there is no changes to formulary or additional new guidance in there, the way in which it is 
presented and the potential for an impact on primary care and referrals means a consultation would be 
recommended. The recommendations within the document may not have a financial impact, however 
increased use of SGLT-2is and an overall increase in identification of affected patients could see an 
increase in prescribing costs. There is good evidence from economic evaluations that this results in reduced 
specialist service utilisation and requirements for dialysis which should be captured when the proposal is 
submitted to GMMMG. 

Following some minor amendments to wording and clarification of what type 2/3 diabetes means, CRG 
agreed that this could now undergo consultation 

Action: Open a consultation when an amended document is received from AB 

4.0 Formulary and RAG 

4.1 Formulary Amendments December 2025 

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

• Rybelsus information to reduce risk of medication errors: Some organisations are considering a 
point at which they no longer stock or prescribe the outgoing strengths, necessitating disposing of 
patient-held medicines, this would contradict the GM position of using up stock before moving to 
new strengths but would only be undertaken as a safety measure to prevent people mixing up 
strengths. 

Action: RDTC to open other items for consultation 

4.2 Azathioprine 10mg/mL oral suspension – formulary addition request 



 

 

Received from MFT gastroenterology services, this new product is intended to be used as a licensed 
alternative to 6-mercaptopurine in the management of IBD for paediatric patients. Because there was no 
licensed oral liquid for azathioprine, a licensed 6-MP product has been used in an off-label indication. This is 
not good practice and should now stop with the availability of azathioprine liquid. MFT have identified 48 
patients they would like to switch to azathioprine liquid and transfer prescribing to primary care under a 
shared care protocol, which is published but is undergoing review to include the new product. Prescribing 
would be restricted to patients who are unable to take tablets or are not suitable for tablet training. 

This change and switch would result in prescribing costs transferring from secondary to primary care and a 
net impact of £61k per year across the ICS. There would be advantages to patient care, enabling families to 
obtain the medicines closer to home if prescribed under a shared care arrangement. 

The proposal was accepted for consultation on the understanding an updated SCP is nearing completion 

Action: Open for consultation 

4.3 Icosapent ethyl – RAG change request 

JS handed over the chairing of the meeting to DN for this item, accepting he was conflicted. JS did continue 
to provide input with specialist lipid management knowledge. 

The request has originated from a group of GM clinicians with an interest in CVD, to change the RAG status 
from Green specialist advice to Green for icosapent ethyl which is indicated for secondary prevention of 
CVD for patients with high triglycerides and LDL-c between 1.04 and 2.60 mmol/litre. The submitting 
individual has acknowledged a conflict of interest by declaring the group’s meetings are funded by the 
manufacturer of icosapent ethyl. 

CRG did not believe that there was sufficient rationale to amend the RAG status at the present time, which 
has recently been looked at as part of the secondary prevention lipid pathway, and cited concerns about 
likelihood of inappropriate and ineffective use outside the NICE TA, and a lack of evidence of benefit for 
groups not included in the trial data. There were no safety concerns but the relatively high cost of the 
medicine and narrow cohorts with proven cost-efficacy, outweighed any rationale for moving to Green. CRG 
did not think there was sufficient information available to clearly place this agent which would facilitate the 
generalist GP to prescribe effectively and thought the decision should remain with a specialist which can be 
obtained through the advice and guidance route. 

The request will not be progressed at this stage but will be considered as part of any updates to the GM lipid 
management pathway(s) 

Action: DN to feedback to applicant 

5.0 Work plan and horizon scanning 

5.1 Monthly horizon scanning December 2025 

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

• Teplizumab for T1DM prevention is again under review by NICE and has a license extension so this 
can be expected to come back at some point. Significant service redesign is likely required to 
implement. 

Action: Amend formulary as above 

7.0 AOB 

• CRG noted that there is no known work looking at prescribing of cannabis containing medicines being 
undertaken in the ICS 

• Ivermectin was not added to the formulary by GMMMG following a price rise and a recommendation that all 
patients receive 2 doses of the medicine, which had a significant impact on the affordability. A 
recommendation to develop a scabies pathway and factor into horizon scanning for 2026-27 was made by 
GMMMG. The practical benefit of an oral preparation for the coordination of dosing of contacts in a care 
home setting were noted but that this is not supported by good evidence. 

• CRG noted the recent medicine supply notification for co-codamol 30/500mg tablets and that other 
preparations are unlikely to be able to support the current levels of prescribing. This represents a good 



 

 

 

opportunity to review affected patients and consider deprescribing. North West Medicines Optimisation Group 
is discussing later in the week and will likely have guidance and recommendations to circulate to ICBs. CRG 
also discussed having some guidance in place that would support system-wide decision making in the event 
of stock shortages, which would be general but applicable to the situations teams are dealing with regularly. 
A piece of work is already in place under the MO medicines safety and governance team and this may be the 
place to have initial discussions. DN will take this forward. 

Date of next meeting: Tuesday 10th February 2026 12:00-14:00 via Teams 


