
 

 

  

Minutes of the GMMMG Clinical Reference Group Meeting  
Tuesday 9th June 2026, 12:00-14:00 

via MS Teams  

 

Name Title Organisation  Jan Feb Mar Apr May Jun 

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 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 

✓ A 

Andrea Marrosu (AM) High-cost Medicines and Home 
Care Pharmacist 

NCA A 
✓ ✓ ✓ ✓ ✓ 

Peter Marks (PM) LPC representative] Community 
Pharmacy GM 

✓ ✓ ✓ ✓ ✓ ✓ 

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 
✓ 

A 
✓ 

A 

Jennifer Bartlett (JB) Team Leader,  
Network Integrated Practice 
Pharmacy (NIPPs) 

NCA 
✓ ✓ ✓ ✓ ✓ A 

Leigh Lord (LL) Head of Medicines Optimisation 
and Governance  

Manchester FT 
✓ ✓ ✓ SB 

✓ ✓ 

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

NHS GM IC 
✓ ✓ ✓ ✓ ✓ ✓ 

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 
✓ ✓ ✓ ✓ ✓ ✓ 

Katherine Hosseini (KH) Deputy Chief Pharmacist Pennine Care 
FT 

PR PR PR PR PR PR 

Sam Appiah-Anane 
(SAA) 

Deputy Chief Pharmacist GMMH FT 
✓ ✓ ✓ A 

✓ ✓ 

Absar Bajwa 
(AbB) 

Senior Strategic Medicines 
Optimisation Pharmacist - GM 
Clinical & Quality Portfolio 

NHS GM IC 
✓ A 

✓ A A 
✓ 

Sarah Wright (SW) Senior Medicines Optimisation 
Pharmacist 

NHS GMIC 
(Stockport) 

✓ ✓ ✓ ✓ SP 
✓ 

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



 

 

 
1. General Business 

1.1  Welcome and apologies 

In attendance were Ruth Horner, Susan McKernan, Faduma Abukar and Eleanor Bird (All NHS GMIC) and 
Nancy Kane (RDTC) 

Apologies noted as above 

1.2 Declarations of interest 

None declared 

1.3 May 2026 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. 

• No items discussed. 

2.0 Matters arising 

2.1 CRG Consultation April 2026 

• The HCDSG had undertaken the system engagement for TAs 1140; ruxolitinib cream and 1142; 
dupilumab for COPD. The feedback from a survey of providers was presented which CRG noted 
and recognised that many of the issues with commissioning, service capacity, readiness and 
resource, and homecare are outside the terms of reference of this group and would be 
communicated to GMMMG. A COPD pathway which covers management in primary care up to the 
point of referral is being produced and will have a section on biologics treatment. 

• No significant issues were identified with ruxolitinib. 

• TA1143, fezolinetant for HRT; CRG received helpful feedback on the practicalities and clinical 
criteria for enabling primary care prescribing which could enable a balance between primary care 
management and specialist referral. CRG agreed to make this a Green medicine but ensure the 
criteria for referral are documented in an information leaflet for primary care being produced by 
RDTC, as an interim measure until the update of the HRT guidance is completed. 

All other items were approved. 

Action: RDTC to submit actions to GMMMG for approval, noting the implementation issues for dupilumab. 
RDTC to develop fezolinetant leaflet for submission to July CRG meeting 

3.0 Pathways and Clinical Guidelines 

3.1 Norethisterone for delaying menstruation commissioning statement 

A proposed statement on the use of norethisterone for delaying menstruation was presented. This positions 
the medicine as DNP where there is no clinical indication and it is being used for travel or other personal 
circumstances. The GM travel guidance had this position included within it but this was removed to enable 
further work. The intention is that this statement will be used both as a standalone document and to support 
the recommendations within the travel guidance when it is published. 

CRG commented on the updated wording to distinguish between clinical and non-clinical indications and 
welcomed a position to provide clarity on what is current an inequity of access. They requested additional 
wording to better sign-post patients to non-NHS services which would provide the medicine and also to 
enable GP practices to provide this through travel clinic services already in place. 



 

 

Due to feedback already received consideration was given to not holding a consultation, however in the 
interests of governance and system engagement it was agreed that further consultation on this position 
should be held in line with current processes. 

Action: Update document and open for GM-wide consultation. 

3.2 Incretin therapies summary position and guidance  

The guidance for GM on the use of incretin therapies (GLP-1 and GiP medicines) was presented for 
approval to open for consultation. The current guidance doesn’t offer much guidance other than to state 
what the approved indications and eligibility criteria are. The new version incorporates this with a number of 
new pieces of guidance including reference to TA1152; semaglutide for CVD prevention, advice regarding 
the use of incretin therapies in combination with insulin, a checklist for initiation to align with recommended 
and approved indications in GM and advice on reviewing and adjusting other glucose-lowering therapies 
following initiation of incretin medicines.  

The use of incretin therapies with insulin is not licensed and not recommended, however findings from a GM 
audit showed that 1 in 5 patients using tirzepatide for diabetes were also being prescribed insulin. 

CRG agreed that the document is a useful piece pulling together many of the uncertainties in this area of 
prescribing and presenting them in way that is easy to understand with a current GM position. It was 
recognised to be a rapidly evolving clinical area and any guidance will be interim and subject to ongoing 
review and updates. 

Action: CRG approved the document for GM-wide consultation. 

3.3 NICE NG28 implementation proposal  

Following on from the work above, CRG were informed of the work being undertaken to implement the NICE 
recommendations from the February 2026 update to NG28: type 2 diabetes management in adults. 
Discussions within the GM ICB at The Strategic Commissioning Committee have approved an interim GM 
position and recommendations for a phased implementation which was presented for information and 
feedback from CRG. It is expected that this approach will prioritise those patients with greatest need and the 
most cost-effective interventions, facilitate the management of capacity issues fairly, allow safe, sustainable 
and affordable implementation.  

Challenges presented through full implementation of the guidance include increasing the numbers of 
patients using an incretin therapy from current 10% of eligible patients to 50%, which NICEs evaluation 
states is cost-effective and beneficial to individuals, the economic evaluation at a population level does not 
indicate that the required investment in prevention will be realised by the NHS in the next 10 years. 

This will be undertaken by immediately improving uptake of SGLT-2 inhibitors, prioritising access for those 
with established cardio-renal conditions, and ensuring access to incretin therapies is aligned to patients with 
T2DM and established ASCVD over the next 5 years. Further consideration to use of incretin therapies as 
first line early-onset T2DM and for those with T2DM and obesity is planned. 

CRG noted the proposals and the challenges involved with the implementation of this guidance as well as 
the uncertainties regarding the health economic modelling. It was discussed that the work will be considered 
by the diabetes oversight group and clinical leads to be further defined to shape the next steps prior to 
ongoing implementation to ensure the phased approach is fair and represents a good use of NHS resources, 
and to get clear messages out to the system. 

Action:  None for CRG. Susan McKernan to feedback to clinical leads and diabetes oversight group. 

3.4 Guanfacine for children and adolescents SCP 

The current Shared Care Guideline for GUANFACINE for the treatment of Attention Deficit Hyperactivity 
Disorder (ADHD) in Children and Adolescents was due for review in November 2019. The updated version 



 

 

has been reviewed and revised, in line with NICE guidance, with information presented using the new 
GMMMG Shared Care Protocol (SCP) template, distributed to several NHS GM locality CAMHS team 
members for comment, and was presented to CRG for comment and approval for GM-wide consultation. 

CRG agreed the document is ready for GM-consultation and also to remove a reference which linked to SPS 
guidance that has been retired. 

Action: The document was approved for GM-wide consultation. 

3.5 Relugolix for prostate cancer SCP 

Following consultation, the comments received have now been reviewed and considered, requiring some 
minor amendments to terminology, however the content of this version is the same as hat seen by CRG in 
March. CRG approved for submission to GMMMG 

Action: Submit for GMMMG ratification. 

3.6 Narcolepsy pathway and sodium oxybate commissioning statement 

This item was presented following a GM consultation, and a summary of the proposed changes was 
provided, which includes changes to the flow chart, language referring to the use of antidepressants which 
better aligns with the evidence base, information about transition from children’s to adult services. The 
pathway notes the pending decision regarding methylphenidate and shared care which will be RED pending 
an approved shared care protocol. CRG heard that there is need for approval by commissioning and finance 
teams and this will be sought in parallel to the clinical aspects of the pathway. 

There was a discussion about the need to amend the RAG status for the antidepressants which are being 
used off-label but already have a Green RAG when used within their product license. CRG agreed that these 
medicines would only be recommended by a specialist and used within the pathway, so will effectively be 
green specialist initiation. 

CRG approved the pathway and commissioning statement for ratification by GMMMG 

Action:  Submit for GMMMG ratification. 

3.7 Acarizax and Itulazax primary care quick reference guide 

Following consultation the feedback has been addressed. Only one comment was submitted which asked for 
wider prescribing availability from services other than immunology and for the guidance to reflect that. CRG 
agreed that this was not appropriate at this time because there should not be other services initiating without 
immunology involvement and that the pathway was designed by immunology and may not fit for other 
services. 

The document was approved by CRG. 

Action: Submit for GMMMG ratification. 

3.8 GM DOAC guide 

This document replaces the current version which was written as a review protocol to support safe and 
appropriate switching of DOACs to best value medicines, however the newer version is a wider-ranging 
clinical guide for prescribing and monitoring of DOACs. The terminology has been updated to reflect ESC 
and EHRA guidance and removes the reference to non-valvular AF. AF is the term used in the absence of 
mechanical valves or moderate-severe mitral stenosis. Other changes include additional guidance on 
assessing stroke and bleeding risk, renal function and dosing in extremes of weight which has been arrived 
at following extensive clinical discussion with haematology services, as well as an expanded drug interaction 
section. 



 

 

CRG recognised the comprehensive guidance and commented on its readability and layout to support use 
as a reference guide for clinicians. Some reorganisation and moving sections to an appendix was supported 

Action: AbB to consider the requested amendments and submit for consultation 

4.0 Formulary and RAG 

4.1 Formulary Amendments May 2026 

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

• TA1152: semaglutide for CVD prevention. If NICE modelling is correct the expected costs in year 
1are £2.3m rising to £8m in year 3, some of which is likely to be covered by NHSE/central funding to 
ICBs, the exact value of which is still not confirmed. Feedback from CRG suggested NICE may be 
underestimating uptake in early years of implementation. A RAG status of Green was suggested to 
facilitate prescribing to all eligible patients however CRG thought that given the risk profiles, the 
potential for primary care services to be overwhelmed by requests for prescriptions and the titration 
and resource for this which is required, it was proposed that secondary care advice or initiation may 
be more appropriate, This was in recognition of the risk of  further CVD events being greatest 
immediately after an event optimising the cost-efficacy of initial prescribing and the need to take a 
phased approach to implementation, to manage expectations and prevent inequality in access. 
There were also concerns about the initiation and titration and how this would be managed across 
the interface, feedback on which will be sought through consultation. CRG proposed a Green 
specialist initiation as an interim arrangement until the system is ready to treat the cohorts already 
managed by primary care and a plan in place to do so. 

• CRG also discussed a recent publication of NHSE maternity care bundle, among the 
recommendations are for prescribing of LMWHs to eligible patients, determined via a VTE self-
assessment, within 72hrs of first healthcare contact following a positive pregnancy test. CRG 
thought this would be challenging to implement due to the specialist nature of this intervention, and 
that handing this responsibility over to patients and their GP was thought potentially inappropriate, 
particularly for complex cases. Funding is also with secondary care and there are other 
recommendations in the bundle which need consideration and the concerns would be passed to the 
ICB to consider before making a recommendation on RAG status. KW agreed to do this 

Action: RDTC to open all items for consultation. KW to start discussion about maternity care bundle and 
LMWHs within the ICB. 

4.2 Triptorelin formulary request  

Not discussed in detail, CRG agreed in principle with the request to add the 22.5mg injection to formulary as 
first choice for prostate cancer pending any comments. An update to the SCP will be needed to facilitate any 
change, however there are savings of up to £175k per year in drug costs and cost avoidance of between 
£135k - £270k in administration appointments 

Action: All members to feedback before consultation opens 

4.3 Shower Protection Pouches/Vascular Access Protection (VAP) Dressings – position statement  

CRG agreed with the proposal and to open a consultation.  

Action: Open for consultation 

5.0 Work plan and horizon scanning 

5.1 Monthly horizon scanning May 2026 

CRG considered the RDTC monthly horizon scanning document and did not note any items for discussion 

Action: None for CRG 

7.0 AOB 

• None 



 

 

 

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


