
                                                          

Bedfordshire CCG 
Luton CCG 

1 

BEDFORDSHIRE AND LUTON JOINT PRESCRIBING COMMITTEE 
Notes of the meeting on Wednesday 18th September 2019, Endeavour House 
(Building 50), Wrest Park, Silsoe, Bedfordshire, MK45 4HR.  

 
  
Attendees:- 

Dr J Fsadni (JF)  GP (Retired) Committee Chairman 

Jacqueline Clayton (JC) Secretary/Pharmaceutical Adviser, Bedfordshire 
CCG (BCCG), working on behalf of  BCCG & 
Luton CCG (LCCG)  

Dona Wingfield (DW) Pharmacist Representative, BCCG  

Matt Davies (MD) 
 

Assistant Head of Medicines Optimisation, 
BCCG. (Deputising for the Head of Medicines 
Optimisation) 

Sandra McGroarty (SMcG)  
 

Pharmaceutical Advisor, BCCG (working JPC 
work streams) 

Dr Kate Randall (KR) GP Representative, BCCG 

Dr Jenny Wilson (JW) GP Representative, BCCG 

Dr Lindsay MacKenzie (LMacK) Executive Team Member, BCCG 

Dr Joy Muttika (JM) Medical Representative, Keech Hospice  

Victoria White Head of Clinical Service, St John’s Hospice 

Anne Graeff Pharmacist Representative, LCCG 

Richard Jones (RJ) Head of Medicines Optimisation, LCCG 

Dr Marian Chan (MC)  Medical Representative, the Luton and 
Dunstable University Hospital NHS Foundation 
Trust (LDUH)  

Gemma McGuigan (GMcG) Pharmacist Representative, Bedford Hospital 
NHS Trust (BHT) 

Julie Phillips (JP) Pharmacist Representative, the Luton and 
Dunstable University Hospital NHS Foundation 
Trust (LDUH)  

Chined Ogbuefi (CO) Pharmacist Representative, East London 
Foundation Trust (ELFT) 

Russell Foulsham (RS) Pharmacist Representative, Cambridgeshire 
Community Services (CCS) 

 

In attendance (full meeting as observer) – Courtenay Pearson, Care Home 
Pharmacist, BCCG. 
For agenda item 5.2 – Dr S Wijayasiri, Consultant Physician and Dr S Bhaktal, 
Specialist Registrar, the Luton & Dunstable Hospital; For agenda items 5.4 and 5.5 
– (By teleconference) Dr Bagmane, Consultant in Respiratory Medicine, BHT 
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 AGENDA Item Action 

1 Welcome and Apologies – The chair welcomed everyone 
to the meeting. The meeting was advised that Dr Chan is 
now the ‘official’ L & D Medical Representative with Dr 
Nisar acting as her deputy. 
Apologies for absence were received from - Dr Nisar 
(Dr Chan attending as deputy); Adrian Spurrell; Fiona 
Garnett (FG) (Matt Davies deputising); Rushnara Begum; 
Tess Dawoud; Dr Dhatta, Dr Kwapong; Melanie Whittick; 
Dr Sarkar; Gerald Ziedman and Janice Jones. 

 

2 Conflicts of interest declaration  
No conflicts of interest were declared relating to the current 
meeting agenda by Committee members. 

 

3 Minutes of the last meeting (19th June 2019)  
The minutes of the meeting were approved for accuracy. 

 

4 Matters Arising - Feedback on miscellaneous actions 
not included on the agenda.  
 

 

4.1 SystmOne Template to support guanfacine monitoring 
in line with the shared care guideline 
It was agreed that this action could be closed as the work 
has been largely superseded by the introduction of the 
Arden Templates. 

Close Action 

4.2 Public Health Representative to the Committee 
RJ had identified a potential Public Health representative – 
Samantha Chepkin who should be in a position to attend 
from the December 2019 meeting. 

Close Action 

4.3 Antimicrobial Guidelines Update 
A section on WHO ACCESS WATCH and RESERVE list 
has been added to the introduction pages of the guidelines 
and going forward, as part of the JPC antimicrobial update 
work stream it was agreed that the JPC works with the 
microbiology teams at both Bedford and Luton & Dunstable 
Hospitals to create a localised list and include this as an 
appendix to the guidelines – Naomi Currie will pick this up 
in October 2019 as full engagement with microbiology 
specialist teams is required and this is outside the scope of 
JPC – more an ongoing work stream – ongoing action. 

JC to report 
back 

4.4 Anticoagulants in Atrial Fibrillation Resources - Drug 
Interactions with NOACs.  
To be replaced by updated EoEPAC document. The 
Secretary reported at the February 2019 meeting that 
during the Q and A process, there had been some queries 
raised and these were in the process of being reviewed by 
the authors. The Committee agreed that the final EoEPAC 
document could be circulated for virtual approval when it 
became available and then published as a replacement 
document, as outlined above, on GPref. This was an 
ongoing action as the final PAC Document had not yet 
been published. 

SMcG 
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4.5 Antibiotic Prophylaxis to prevent exacerbations for 
Non-Cystic Fibrosis Bronchiectasis – Focus on the use 
of Inhaled/Nebulised Tobramycin and 
Inhaled/Nebulised Colistimethate sodium - The 
committee agreed to support use in line with criteria to be 
developed in conjunction with the Specialists and there 
would be no funding until the criteria were agreed and 
proformas set up. It was agreed that the proformas and 
pathways would be developed as a result of the 
commissioning policy approval. 
AG advised the meeting that draft criteria were being 
drawn up in conjunction with the L & D Department of 
Paediatrics and that similar work needed to be undertaken 
between LCCG and the Adult Respiratory Clinicians. This 
was an ongoing action. 

AG to report 
back 

4.6  Apomorphine Shared Care Guideline 
Following the update to the Shared Care Guideline at the 
June 2019 JPC meeting, the ELFT Community Services 
Pharmacist had agreed to take forward the action to 
investigate the use of Homecare, working with the CCGs 
as necessary.  
KP has educated the Specialist Parkinson’s Disease 
Nurses on Homecare and is currently looking into 
generating a Business Case to support the use of 
Homecare as an alternative to shared care guideline. 

KP 

4.7 Alemtuzumab SCG Update by Cambridgeshire Joint 
Prescribing Committee 
The Cambridgeshire Joint Prescribing Group had 
discussed the update to the SCG at their July 2019 
meeting. A final version of the document had been 
requested and was awaited and would be brought to the 
Committee when available. 

JC 

4.8 Blood Glucose Testing Strips (BGTS) – proposed 
change from the formulary position to commissioning 
position – New Patients 
Discussions were still ongoing between the CCGs and 
Specialist Teams. This is therefore an ongoing action and 
no changes to the current Formulary Position/JPC BGTS 
document can be made. 

RJ/FG 

5 Items for consideration  

5.1 GLP1 Shared Care Guideline Update 
At the June 2019 meeting, changes to the Formulary 
choices of GLP-1 receptor agonist were agreed. The 
Shared Care Guideline has been updated to reflect these 
changes, a fact sheet for Semaglutide added and general 
updating of the factsheets for the other drugs undertaken. 
No changes had been made the shared care guideline 
clinical responsibilities or the initiation/continuation criteria. 

The only response received from the Diabetes Specialist 
Teams was from Julie Pledger, Specialist Diabetes Nurse 

 
 
 
 
 
 
 
 
 
 



                                                          

Bedfordshire CCG 
Luton CCG 

4 

who advised that she had no further comments on the 
documents. 
RJ advised that the LCCG Specialist Diabetes Pharmacists 
in Primary Care were now initiating these drugs. It was 
agreed that the Shared Care Guideline would be amended 
(if necessary) to ensure that this group of staff were 
included. Aside from this minor amendment, the updated 
Shared Care Guideline was approved. 
Equality and Diversity Impact Assessment - N/A – the 
shared care guideline’s purpose is to support prescribing of 
medicines that have been previously assessed by the 
Committee. (BCCG E & D Lead agrees) 

 
 
 
JC 

5.2 Safinamide for Parkinson’s Disease  
The Luton & Dunstable Hospital had requested the addition 
of safinamide for the treatment of Parkinson’s disease (in 
accordance with the marketing authorisation for safinamide 
(Safinamide is indicated for the treatment of adult patients 
with idiopathic Parkinson's disease {PD} as add-on therapy 
to a stable dose of Levodopa {L-dopa} alone or in 
combination with other PD medicinal products in mid-to 
late-stage fluctuating patients. and NICE Clinical Guideline 
71 – Parkinson’s Disease in Adults) to be added the Joint 
Bedfordshire and Luton Formulary. A  review outlining the 
key evidence of efficacy, safety and cost for safinamide 
(mainly based on NICE Evidence Summary – Parkinson’s 
disease with motor fluctuations: safinamide, published 21 
February 2019) was discussed by the Committee and the 
following key points highlighted:- 
 

 The summary of product characteristics (SPC) 
states that safinamide (Xadago: Profile Pharma) is a 
highly selective and reversible MAO-B inhibitor. This 
differs from rasagiline and selegiline which are 
selective and irreversible MAO-B inhibitors 
(European Public Assessment Report [EPAR]: 
Xadago). Several other mechanisms of action of 
safinamide have been identified by in-vitro data, 
including sodium channel inhibition and reducing 
excessive glutamate release. However, the extent to 
which the non-dopaminergic effects contribute to the 
overall clinical effect of safinamide has not been 
established. The EPAR for safinamide states that no 
clinical effects that might be related to these 
mechanisms were clearly evident in clinical trials. 

 

 The NICE evidence summary discusses 
3 randomised controlled trials (RCTs) in people with 
Parkinson's disease of at least 3 years duration, 
who were taking a stable dose of levodopa and 
were experiencing motor fluctuations. Most people 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.medicines.org.uk/emc/product/10055/smpc
https://www.nice.org.uk/guidance/ng71
https://www.nice.org.uk/guidance/ng71
https://www.nice.org.uk/advice/es6/chapter/Key-points
https://www.nice.org.uk/advice/es6/chapter/Key-points
http://www.medicines.org.uk/emc/search/?q=safinamide%20methansulfonate&dt=1
http://www.medicines.org.uk/emc/search/?q=Rasagiline&dt=1
http://www.medicines.org.uk/emc/search/?q=selegiline%20hydrochloride&dt=1
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/002396/human_med_001847.jsp&mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/002396/human_med_001847.jsp&mid=WC0b01ac058001d124
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in the studies were also taking other Parkinson's 
disease medicines, most commonly a dopamine 
agonist. There is limited data on the use of 
safinamide as a first choice add-on treatment to 
levodopa.  

 

 The main clinical benefits of safinamide at 24 weeks 
were an increase in 'on time' without troublesome 
dyskinesia (involuntary movements) of 
approximately 30 to 60 minutes daily, and a similar 
reduction in 'off time', compared with placebo. This 
effect was still observed at a 2-year follow-up. 

 

 Dyskinesia was the most commonly reported 
adverse effect, but was usually mild and associated 
with an increase in on time. Contraindications and 
cautions for use are similar to those of other MAO-B 
inhibitors. There is a potential risk of retinal 
degeneration in people with, or a previous history of, 
retinal disease with safinamide. 

 

 Safinamide is the third MAO-B inhibitor licensed in 
the UK as add-on treatment to levodopa in people 
with Parkinson's disease who are experiencing 
motor fluctuations. It is more expensive than other 
MAO-B inhibitors. 

 

 There are no head-to-head studies comparing the 
efficacy and safety of safinamide with other active 
treatments, including other MAO-B inhibitors.  

 

 The NICE guideline on Parkinson's disease makes 
recommendations on the place in therapy of 
adjuvant treatments. The choice of treatment will 
depend on the person's clinical and lifestyle 
characteristics, and their preferences, after an 
informed discussion about the benefits and risks of 
treatment.  
 

 In addition to the Consultant requesting the addition 
of the drug to the Formulary, the request was 
supported by the Parkinson’s Disease Specialist 
Nurses as a second line treatment in patients who 
unable to tolerate rasagiline or selegiline. 
 

 Other Formulary decisions:- 
 

o CUFT had recently approved use as ‘Add on 
therapy for motor fluctuations in idiopathic 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.nice.org.uk/guidance/cg35
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Parkinson’s Disease where existing oral 
agents have failed or are contra-indicated’. 

o The Regional joint formulary committee 
(North Central London; NCL, request from 
UCL, which has a large Parkinson’s Disease 
Unit) – reviewed Safinamide when it was 
licensed in 2017 and did not approve it.  

o North Essex CCG – Approved – Specialist 
initiation, GP to continue. 

o Hertfordshire CCGs; Thurrock CCG; Milton 
Keynes CCG; Bucks Healthcare NHS Trust – 
Not requested or reviewed. 

 

 With respect to drug interactions - The SPC for 
Safinamide states that ‘concomitant use of 
Safinamide with fluoxetine or fluvoxamine should be 
avoided, or if concomitant treatment is necessary, 
these medicinal products should be used at low 
doses. A washout period corresponding to 5 half 
lives of the SSRI used previously should be 
considered prior to initiating treatment safinamide.’ 
The eBNF entries relating to 
selegiline/rasagiline/safinamide with respect to the 
interactions with fluoxetine and fluvoxamine are the 
same. 

 Parkinson’s disease is associated with orthostatic 
hypotension. As per NICE guidelines regarding 
treatment of Parkinson’s disease, if pharmacological 
treatment of orthostatic hypotension in Parkinson’s 
disease is required, first-line therapy is midodrine, 
with fludrocortisone second-line. 
Sympathomimetics, such as midodrine, are 
contraindicated for use with rasagiline/selegiline, 
while may be used in combination with safinamide 
with caution. However, the eBNF interaction 
information relating to the safinamide/midodrine 
interaction states the following ‘Safinamide is 
predicted to increase the risk of a hypertensive crisis 
when given with midodrine. Manufacturer advises 
avoid. Severity of interaction: Severe; Evidence for 
interaction: Anecdotal’. 

 Selegiline is contraindicated for use in association 
with levodopa in patients with concomitant severe 
cardiovascular disease, arterial hypertension, 
hyperthyroidism, phaeochromocytoma, prostatic 
adenoma with the appearance of residual urine, 
tachycardia, arrhythmias, severe angina pectoris 
and thyrotoxicosis, while rasagiline and safinamide 
have no specific caution or contra-indication in these 
patient groups.  
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 Rasagiline is not on the Joint Formulary but 
feedback from clinicians is that is in use locally and 
has been for some time. 

 Potential Equality and Diversity impact (positive or 
negative) – see below. 

Dr Wijayasiri indicated that safinamide may have the 
following advantages:- 

 Daily dosing. 

 More useful for motor control and ‘on-effect’ may 
enable the dose of levodopa to be reduced. 

 Better than existing alternatives on impulse control. 

 Less expensive than Rotigotine patches. 

 It may reduce the incidence of falls and fractures. 

 Useful second line option in patients who fail on 
selegiline or as per the CUFT position outlined 
above. 

 Could also be used (in patients) where apomorphine 
is unavailable. 
 

The Committee decided not to support the Formulary 
application for safinamide. The main concerns were the 
lack of head to head trials with appropriate comparators, 
safety issues (e.g. retinopathy) and cost/cost-effectiveness. 
Dr Wijayasira was advised that the JPC would be happy to 
re-review/revisit the decision in the light of any new 
significant evidence/clinical audits from centres using the 
medicine. 
The Committee also agreed the following:- 

 A short medicines review on rasagiline would be 
prepared and circulated for virtual approval. This 
was considered an acceptable approach as the 
medicine was already established in therapy. 

 Dispersible Selegiline (for patients who cannot 
swallow) could be considered for addition to the 
Formulary by the L and D DTC for Formulary 
addition as it is an additional formulation of an 
existing Formulary drug and there is very low usage. 

 
Equality and Diversity Impact Assessment -  As 
Safinamide is used for the treatment of Parkinson’s 
Disease and Parkinson’s Disease is a protected 
characteristic under Equality and Diversity legislation, a 
negative or positive decision could potentially impact on 
this patient group in a disproportionate manner to the 
general population. (BCCG E and D Lead agrees). Raised 
at meeting that approval could negatively impact on this 
patient group if they developed the symptoms of 
retinopathy etc. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RN 
 
 
 
 
JP 
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5.3 Dementia Shared Care/Transfer of Care Guideline 
Update 
The shared care guideline had been extended as agreed 
by the JPC at the April 2019 meeting, to include Lewy 
Body Dementia (LBD), Parkinson’s Disease Dementia and 
Vascular Dementia in line with NICE Guidance. In addition 
LCCG had been consulted and it has been agreed that the 
document would be a joint Bedfordshire and Luton 
Document. 
The document had been shared with stakeholders, 
including a teleconference and ELFT Medicines 
Management Committee. The ELFT Medicines 
Management Committee were supportive of the draft 
document, provided that the LCCG commissioning position 
with respect to ELFT would be included (see below for 
more details). 
 
The main discussion points during the consultation phase 
were:- 

 GPs performing ECGs – it was discussed that while 
ELFT accept referrals for the vast majority of 
patients without an ECG, there may be instances 
(for a small number of patients) where an ECG is 
required. It was recognised that it can be difficult to 
undertake and interpret ECGs in primary care, 
hence the reason that this had not been included 
previously in the SCG as a primary care 
responsibility. During the teleconference, it was 
suggested that in the rare instances that a patient 
requires an ECG, the individual cases would be 
discussed between the ELFT Clinician and GP to 
reach an agreement.  
The JPC agreed to include undertaking an ECG as 
a GP responsibility for the rare instances that this 
was necessary where it was possible for the GP to 
facilitate. Where it was not possible for the GP to 
undertake the ECG, the responsibility would remain 
with the Specialist Service. Interpretation of the 
ECG would remain a Specialist responsibility. The 
SCG to be updated to include this information in 
both the GP and Specialist responsibilities sections. 

 The SCG reflects the current BCCG Commissioning 
Position with ELFT and is therefore subject to 
change depending on the outcome of discussions 
between ELFT and LCCG. RJ agreed to advise on 
the LCCG commissioning position (likely changes 
were around different recall time intervals, not to the 
clinical details) and the Committee agreed that the 
SCG could be updated to reflect this without 
returning to the Committee for approval.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CP 
 
 
 
 
 
 
 
 
 
 
 
 
RJ/CP 
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 Noted that a sentence on P10 was incomplete – to 
be amended. 

 

With the above amendments (and inclusion of LCCG 
Commissioning position), the revised Shared Care 
Guideline was approved. 
 
Equality and Diversity Impact Assessment - No equality 
impact predicted. This document brings the shared care 
guideline into line with national guidance and current 
practice.  

 
CP 
 
 
 
 
 

5.4 COPD inhaler review including proposed incorporation 
in the COPD Guidelines. 
The guidelines have been reviewed and updated following 
the update of the NICE COPD Guideline to include triple 
therapy.  
The Committee was asked to note that the proposals 
included in this agenda item and agenda item 5.5 were 
consulted on with local Respiratory Specialists and other 
relevant and interested stakeholders prior to the meeting. 
ICS Review Protocol 
DW advised the Committee that this protocol, formerly 
called ‘ICS Step-down Protocol’ had been updated 
following the publication of the updated NICE Guidance, to 
include recommendations on triple therapy. The protocol 
had been renamed to reflect the fact that it may be 
necessary to ‘step-up’ and ‘step-down’ treatment. It has 
been updated at step 2 to include information on Smoking 
Cessation and consideration of physical and mental 
conditions which may impact on symptom control. In the 
‘Continue ICS therapy’ box (step 3), the criteria for triple 
therapy has been included. The NICE conversion chart for 
equivalent steroid doses has been included but following 
the meeting, DW/MD had agreed to produce a conversion 
chart based on local Formulary choices and spacer 
combinations. This was to ensure that if patients were 
transferred from one inhaler to another, the steroid dose 
would be equivalent. A review date has been added for 
triple therapy use and also criteria for switching back to 
ICS/LABA. (The NICE Guidance states that patients in this 
group who don’t respond with 3 months should be switched 
back to dual therapy – this recommendation was also 
supported by the local clinicians). A minor amendment 
relating to Fostair® dosing had been added to the 
flowchart. 
The Committee supported the revisions to the protocol.  
COPD/ACO Guidelines 
The section on triple therapy in the COPD/ACO Guidelines 
has been updated (P15 treatment algorithm) to include 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DW/MD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



                                                          

Bedfordshire CCG 
Luton CCG 

10 

reference to the NICE Guidance and addition of Trelegy®- 
for confirmation (see below). 
NICE recommends 30mg of prednisolone daily for 5 days 
for prevention of exacerbations. DW advised that during 
the consultation, local respiratory experts had advised that 
they preferred to remain with current historic practice – 40 
mg of prednisolone daily for 5 days. 
The Committee discussed this proposed deviation from 
NICE Guidance. It was noted that 40mg of prednisolone 
daily for 5 days was in line with BTS guidance. While there 
was a suggestion that dosage and duration of therapy 
should be left to the discretion of the clinician, it was 
agreed that as ‘prepacks’ of medication were produced, the 
guidelines needed to provide a set dose and duration of 
therapy. 
After some discussion, it was agreed that the local 
guidelines would reflect the NICE guidance with respect to 
dosage (30mg daily) but would allow flexibility in duration 
(5-7 days) as clinicians often reviewed patients at the 5 day 
point to decide whether or not they needed to continue. 
With the above agreed amendments (and some minor 
formatting changes), the proposed update the COPD/ACO 
Guidelines were approved. 
Trust Pharmacy representatives to action the change in 
prednisolone pre-packs required for ‘out of hours’ use. 
New Medicines Review 
Bedford Hospital had received an application to include the 
Ellipta® range of inhalers to the Formulary. This included 
the following inhalers:- 

 Umeclidinium bromide (Incruse®Ellipta®) - LAMA 

 Umeclidinium bromide/vilanterol (Anora®Ellipta®) – 
LAMA/LABA 

 Fluticasone/vilanterol (Relvar®Ellipta® powder for 
inhalation) – ICS/LABA 

 Fluticasone/umeclidinium/vilanterol (Trelegy®92 
microgram/55 microgam/22 microgram)- 
ICS/LAMA/LABA (Triple therapy) 

 
GMcG had produced reviews on all of the proposed new 
inhalers, updating the information to include the new 
clinical (and other) evidence (including changes to 
packaging to make the formulations safer to use) that had 
become available since the JPC had last considered (some 
of) this range of inhalers. The Committee was also 
presented with current (BLMK) usage data and costs to 
help inform changes to Formulary choices/ positioning. It 
was noted that Milton Keynes had recently approved 
addition of the Ellipta® range to their Formulary. 
The Committee was asked to discuss the following:- 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DW 
 
 
JP/MW/GMcG 
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1) Whether to add the Ellipta® range of inhalers to the 
Formulary. 

2) If added, where these should be positioned in 
relation to current treatment options? (Proposals 
were to include Incruse®Ellipta®as a first choice 
LAMA option; Anoro®Ellipta® as a second choice 
LAMA/LAMA option; Relvar®Ellipta® as a first 
choice ICS/LABA option; and Trelegy®92 
microgram/55 microgram/22 microgram inhalation 
powder  as first choice ICS/LABA/LAMA. 

3) Which, if any, of current inhaler options could be 
removed from the Formulary. (GP representatives 
had previously advised {and it was confirmed that 
this was still the case}, that they wished to have 
relatively restricted range of products made 
available). 

 
The following discussion points were noted by the 
Committee:- 

 The teleconference supported the addition of the 
Ellipta® range. 

 This offered a range of inhalers with once daily 
administration. It was noted that while some patients 
preferred once daily administration, there was a 
cohort of patients who liked the reassurance 
provided by twice daily administration. It was noted, 
however, that there were enough formulary options 
to accommodate this patient choice. 

 Dr Bagmane advised that once daily dosing 
provided better FEV1 and symptom control than 
twice daily in patients with COPD. 

 With respect to LAMA choice. Tiotropium was first 
choice and the Braltus® inhaler needed to remain 
available as it was the most cost-effective in Primary 
Care and was included in CCG QIPP. Second line 
choices – feedback was divided – the BCCG 
respiratory lead GP proposed in advance of the 
meeting  that Seebri®Breezhaler® was moved to 
joint first line (as glycopyrronium is a constituent of 
Trimbow®), while other views (borne out by usage 
and cost data) were that the inhaler that should be 
removed. 

 With respect to the LAMA/LABA combination 
inhaler, it was noted that despite the lack of use of 
Seebri®Breezhaler®as monotherapy, there was a 
reasonably high usage of the corresponding dual 
inhaler (Ultibro®Breezhaler®), but also high usage 
of the Duaklir®Genuair®. This may reflect the fact 
that the only (current) formulary choice of 
LABA/LAMA is Ultibro®Breezhaler® and while 
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clinicians may be happy to start patients on a twice 
daily LAMA, when a LAMA/LABA is prescribed, they 
move to a once daily preparation. There is also high 
usage of Duaklir®Genuair®, the only twice daily 
LABA/LAMA on the formulary but this may reflect 
the fact that this product was first to become 
available and usage of the once daily preparation 
(which became available later) has caught up. 

 The cost of Incruse®Ellipta® vs 
Seebri®Breezhaler® was the same as was the price 
of Ultibro®Breezhaler® vs Anora®Ellipta®. All were 
once daily preparations. 

 Milton Keynes formulary had the same range of 
inhalers on their formulary (except that they did not 
specify first and second line options), but had 
elected to add the Ellipta® range of inhalers without 
proposing the removal of any of the current options. 

 Dr Bagmane advised that he had received some 
patient feedback that Braltus® had not had the 
same clinical effect as Spiriva®. It was noted that 
while Spiriva® remained available on the formulary, 
it should be reserved (on the grounds of cost-
effectiveness) for patients who did not respond to 
Braltus®. 

 

The Committee agreed to support the following:- 

 Addition of the Ellipta® range of inhalers (all once 
daily preparations). Placing in therapy as outlined 
below: 
• Umeclidinium bromide (Incruse®Ellipta®) for 
COPD – (LAMA) -  2nd choice option 
 
• Umeclidinium/vilanterol (Anora®Ellipta®) for 
COPD –   (LAMA/LABA) – 2nd choice option 
 
• Fluticasone/vilanterol (Relvar®Ellipta® 
powder for inhalation) FOR COPD – (ICS/LABA) –  
1st choice option 
 

 Agreed that the triple therapy option - Trelegy® 
would be a joint first line option (for COPD) 
alongside Trimbow® as it was similarly priced, but 
offered patient choice of device. 

 Removal of the Seebri®Breezhaler® and 
Ultibro®Breezhaler® (both once daily preparations) 
for new initiations. Patients currently on this 
treatment could continue to receive them. 

 This means that the formulary balance remains with 
respect to the availability of once and twice daily 
preparations. 
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 LABA/ICS combinations – all current options to 
remain available (with caveat that asthma patients 
should have a twice daily dosing preparation, except 
for the patient group outlined in agenda item 5.5), (It 
was raised at the meeting that all combinations 
would remain on the formulary as each device was 
different and catered for our current patient 
population and were all cost effective. Data on 
usage was therefore not required.  
 

The COPD Guidelines and Formulary to be updated to 
reflect the above decisions. DW agreed to advise the 
BCCG Respiratory Lead GP (who was unable to attend the 
meeting) of the JPC decision.  
 
The Committee thanked DW and GMcG for their hard work 
in producing the information for consideration and 
organisation of the teleconference. 
 
Post meeting note: DW discussed the committee decision 
with the BCCG Respiratory GP lead. The BCCG 
Respiratory GP lead supported the addition of the Ellipta 
range to the formulary. There was a concern raised that 
there is a genuine clinical and practical need for the 
Ultibro® breezhaler® (glycopyrronium based LAMA) to 
remain as a formulary choice as NICE guidance and the 
local ICS protocol supports use of triple therapy for patients 
with ICS+LABA. A 3 month trial of triple therapy would be 
the addition of a LAMA before consideration of a single 
therapy triple inhaler. The LAMA contained in Trimbow® is 
glycopyrronium. Therefore the option to trial the LAMA 
contained in Trimbow (glycopyrronium – Ultibro) is 
warranted. The BCCG Respiratory GP lead proposed that 
both inhaler therapies remained on the formulary for review 
in 12 months. Inclusion of these products for an additional 
year/ long term would be consistent with the range 
endorsed by MKCCG and promotion of an ICS 
standardised and consistent approach to patient choice of 
inhaler treatment options. The option to consider 
deprioritising Ultibro® Breezhaler® and Seebri® 
Breezhaler® (moving both inhaler therapies to third line, for 
review over the next 12 months) was also explored. 
Additional feedback was obtained from others. As a result 
of this, DW/JC discussed with the meeting chair and 
received chairman’s action to retain the products on 
Formulary until the December meeting to enable a short 
further discussion under matters arising. 
 
Equality and Diversity Impact Assessment - The 
guidance for COPD is for adults and the condition affects 
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adults only and the treatment to manage the condition are 
all licensed for adults. Th e national guidance has been 
issued by NICE, to assess the impact of the NICE 
recommendations on management locally we have actively 
engaged with the local respiratory teams as part of the 
consultation process. Alongside the update to guidance we 
have also reviewed our inhaler choices with regards to 
triple therapy inhalers. (BCCG E & D Lead – no issue 
regarding EQIA). 

5.5  Fluticasone/vilanterol (Relvar®Ellipta®) for Asthma 
GMcG had produced a review for consideration by the 
Committee. 
It was noted that we do not currently have a once daily 
preparation on the formulary for asthma. 
Relvar®Ellipta® is currently being used for this indication 
as GOSH recommend its use in difficult to control teenage 
patients who have been admitted to ITU as a result of loss 
of control of asthmatic symptoms. This is the patient group 
that Dr Adler (Consultant Paediatrician, the Luton & 
Dunstable Hospital) has requested Relvar® addition to the 
Formulary for the asthma indication. 
The Committee agreed to add Fluticasone / Vilanterol 
(Revlar®Ellipta®) to the formulary within its licensed 
indication  for the following - 

 as an option for the treatment of asthma in young 
people who have ‘difficult to control’ asthma and 
who are under the care of a Specialist outreach 
team / tertiary centre. 

 
Asthma guidelines and formulary to be updated to reflect 
the above decision. 
  

Equality and Diversity Impact Assessment – BCCG E 
and D Lead – I think that this is quite a local decision. 
Technically of course if the consultant wants this and the 
decision is no, then patients are impacted. I don’t have 
enough information to quantify the impact. Author’s 
response - Thank you for forwarding the comments from E 
and D about the Relvar® review for asthma. If the 
committee chose not to approve it would then not be 
denying anyone treatment which is the key. 
 
We currently have other ICS/LABA combination inhalers on 
the formulary for prescribing in asthma. Equality and 
diversity is one aspect that the prescribing committee will 
take in to account when reviewing an application for a new 
drug to be added on to the formulary, in addition we will 
review the clinical evidence for the new drug together with 
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cost-effectiveness and safety information to enable us to 
come to a decision.   
 
In this situation as there are other ICS/LABA inhalers and 
there is no clear evidence to show that clinically Relvar® is 
significantly more effective than those options currently 
available I do not believe there will be a negative impact on 
patients if the committee were to reject the application. 
BCCG E & D Lead - Thank you, it is good to know other 
alternatives are available. 

5.6 Inflammatory Bowel Disease Biologic Treatment 
Pathways 
The biological treatment options for Inflammatory Bowel 
Disease had expanded greatly and as a result of this, it 
was agreed that production of pathways (similar to those 
for rheumatology and dermatology) would improve clarity 
for both providers and commissioners when considering 
high cost drug requests. 
Treatment pathways for Crohn’s Disease (based on NICE 
and East of England Priorities Advisory Committee 
information) and Ulcerative Colitis (based on NICE 
Guidance) had been prepared in consultation with 
gastroenterologists from the Luton & Dunstable Hospital 
with input from the Bedford Hospital Gastroenterology 
teams and had been agreed. 
The Specialist teams had requested the inclusion of dose 
escalation within the Ulcerative Colitis Pathway and first 
line use of vedolizumab and been advised that these 
service developments would require the submission of a 
business case for consideration. 
 
 
The Committee supported the pathways as presented and 
thanked DW and AG and the Bedford Hospital and Luton & 
Dunstable Hospital Gastroenterology teams for their hard 
work in producing the pathways. 
 
Equality and Diversity Impact Assessment - Both 
pathways developed are in line with NICE 
recommendations and local policy ensures that patients 
have access to dose escalation which is a licensed 
indication for certain biologics for certain indications 
(infliximab and adalimumab). The pathways developed are 
for adults – patients 18 years if age and older – CCGs are 
the responsible commissioners for this indication. Children 
and adolescent use NHSE is the responsible commissioner 
and use for this cohort falls outside the commissioning and 
pathway scope for the CCGs. The pathways form part of 
the collective guidance with regards to the management of 
inflammatory bowel disease – the shared care guideline for 
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drugs used prior to biologics has been updated alongside 
the monitoring advice. The biologic treatment pathways are 
for use by the Trust specialist teams (no GP prescribing) 
as they are high cost specialist drugs not suitable for 
prescribing in primary care.  

5.7 Inflammatory Bowel Disease SCGs (Update) 
Full consideration of this item was deferred to the 
December 2019 as some late comments from the 
Specialists at the Luton & Dunstable Hospital had raised 
some issues that could require rewriting some parts of the 
document. 
The Committee were asked to comment on two main 
issues to be taken into consideration as part of the re-
write:- 

1) Separating GP monitoring and prescribing 
responsibilities. 
The Committee were largely in agreement that from 
a GP perspective, it was safer for the GP to 
undertake both monitoring and prescribing together. 
This was contrary to the views of the Luton & 
Dunstable Hospital Gastroenterologists. 

2) Given that the Trusts were due to merge, would it be 
better to put the Bedford Hospital and Luton & 
Dunstable Hospital Shared Care Guidelines back to 
one document (they had been separated to aid 
clarity)? The Committee felt that as it was likely to 
be more than 18 months before the merger was 
complete (at which time these guidelines, and 
others, would need to be reviewed), the documents 
could remain separate and therefore the ‘rewrite’ 
would only be potentially needed for the Luton & 
Dunstable Hospital document. 

 

The Committee agreed, that a working group needed to be 
set up to revise the Luton & Dunstable Hospital part of the 
SCG. MC, AG, SMcG, JP and KR agreed to work with the 
Gastroenterology team at the Luton & Dunstable Hospital. 
(Also LCCG Gastroenterology Lead GP Hetal Telati- AG to 
provide email contact details – action completed). SMcG to 
set up working group, arrange meeting and provide an 
updated document to the December 2019 JPC meeting. 
 
Equality and Diversity Impact Assessment - Both 
azathioprine and mercaptopurine are accepted treatment 
options for IBD. (BCCG E and D Lead - Existing SCGs 
which have been updated but no change to the drugs 
being prescribed – no EQIA required). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SMcG 

5.8 Items which should not be routinely prescribed 
NHSE/NHS Improvement has just published an update 
(June 2019) to this guidance (first published in November 
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2017). https://www.england.nhs.uk/wp-
content/uploads/2019/08/items-which-should-not-routinely-
be-prescribed-in-primary-care-v2.1.pdf  
The guidance is aimed at Clinical Commissioning Groups 
to support them to fulfil their duties around appropriate use 
of their resources. CCGs are therefore expected to take 
account of the guidance in formulating local policies.  
The Committee considered a paper which provided a 
summary of the June 2019 updates to the guidance with 
proposed required actions for JPC implementation only. It 
was noted that BCCG and LCCG Medicines Optimisation 
Teams were taking additional actions as appropriate. 
 
Two major areas of prescribing were considered:- 
 
Bath and shower preparations for dry and pruritic skin 
conditions 

 
The national recommendations were:- 

 Advise CCGs that prescribers in primary care should 
not initiate bath and shower preparations for any new 
patient.  

 Advise CCGs to support prescribers in deprescribing 
bath and shower preparations in this category and 
substitute with "leave-on" emollients and, where 
appropriate, to ensure the availability of relevant 
services to facilitate this change. 

The Committee was asked to consider the proposed 
options:- 

1) Remove products from the Joint Formulary. “Leave-
on” emollients to be used instead. OR 

2) Retain products on the formulary for Hospital use 
only. Patients to be advised that these products will 
be ‘self-care’ (no GP prescribing) only in Primary 
Care. GPs will substitute “leave on” emollients, if 
appropriate. 

The limited feedback from the consultation (paediatrics and 
dermatology specialists) indicated that specialists were 
generally supportive of option 1. 
 
The Committee discussed the options and the following 
key points were raised:- 

 Hospital pharmacy representatives advised that 
while they could ‘block’ prescriptions at discharge (if 
option 2 is supported), many of these prescriptions 
were either generated via the FP10 (HP) route, or 
indeed via a GP letter requesting that GPs initiate 
treatment. 

 Evidence is lacking that these products worked – 
hence the national guidance. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.england.nhs.uk/wp-content/uploads/2019/08/items-which-should-not-routinely-be-prescribed-in-primary-care-v2.1.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/08/items-which-should-not-routinely-be-prescribed-in-primary-care-v2.1.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/08/items-which-should-not-routinely-be-prescribed-in-primary-care-v2.1.pdf
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The Committee agreed to support option 1 above i.e. 
remove Bath and shower preparations for dry and pruritic 
skin conditions products from the Joint Formulary. “Leave-
on” emollients to be used instead. 
Additional agreed actions:- 

 Add patient information leaflet (contained in the 
national document) to NetFormulary. 

 Hospital Pharmacy colleagues to monitor FP10 (HP) 
prescribing with respect to these products. 

 

Needles for Pre-Filled and Reusable Insulin Pens 
 
The national recommendations were:- 

 Advise CCGs that prescribers in primary care 
should not initiate insulin pen needles that cost >£5 
per 100 needles for any diabetes patient.  

 Advise CCGs to support prescribers in 
deprescribing insulin pen needles that cost >£5 per 
100 needles and, where appropriate ensure the 
availability of relevant services to facilitate this 
change. 
 

The specialist diabetology teams consulted on the 
following:- 
 

1) Review of the Formulary to remove insulin pen 
needles that cost > £5 per 100 needles (all <£5 per 
100 needles to be made available).The specialist 
diabetology teams were supportive of this 
approach. 

2) Needle length – should needles of 8mm and 12mm 
length be excluded from the Formulary for safety 
reasons? (Needles of 4, 5 and 6mm length to be the 
Formulary choices). The specialist diabetology 
teams were supportive of this approach. 

3) Safety Needles – Do the Specialist teams 
recommend use of these needles to anyone other 
than health care professionals? The CCGs are 
seeing a growing number of family members 
requesting and using safety needles. Would it be 
reasonable to switch these patients back to ‘normal’ 
needles? If safety needles are required – can we 
add the most cost-effective choice (GlucoRx) to the 
Formulary.  Feedback from the Specialist 
Diabetology Teams was that there was a small 
restricted group of patients that required safety 
needles i.e. patients who were unable to inject 
their own insulin and relied on carers to 
undertake this task e.g. young children at school 
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where teaching staff injected them with insulin. 
The Luton & Dunstable Hospital Diabetes team 
had trialled the GlucoRx safety needle but found 
that it was unacceptable from a quality 
perspective. They and the Bedford Hospital 
diabetes team preferred using the Autoshield 
safety needle – the most expensive of the three 
safety needles currently available on the market. 

 

The Committee discussed the paper and the above 
feedback from the specialist Diabetes teams. 

 RF advised that the Luton & Dunstable Hospital 
Specialist Diabetes Teams often asked for safety 
needles to be prescribed when District Nurses 
administered insulin to patients. It was noted that 
the organisation administering insulin to these 
patients (in this case CCS) were responsible for 
purchasing the safety needles and that it was 
inappropriate for GPs to undertake prescribing in 
this situation. JC agreed to reiterate this to both 
Bedford Hospital and the Luton & Dunstable 
Hospital specialist Diabetes teams. RF agreed to 
follow up re Governance within CCS.  

 

The Committee agreed to support the following:- 
1) To remove insulin pen needles that cost > £5 per 

100 needles (all <£5 per 100 needles to be made 
available). 

2) Needles of 4, 5 and 6mm length only to be the 
Formulary choices. 

3) Safety Needles to be made available by GP 
prescription only for patients who cannot self-inject 
and require a carer (not a healthcare professional) 
to administer the insulin. (This information to be 
specified within NetFormulary). 

 

It was further agreed that the Specialist Diabetes Teams 
would be contacted to ask if they could trial the second 
most cost-effective safety needle. 
 
 
Equality and Diversity Impact Assessment - There may 
be an impact on patients (including children) with diabetes 
and long term skin conditions, however, as these 
recommendations have been produced nationally, 
following extensive consultation with members of the 
public, patients and their representative groups, NHS staff, 
various Royal Colleges and the pharmaceutical industry, 
there should be no need for further local 
consultation/assessment. Indeed, one of the objectives of 
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producing this guidance nationally was to reduce 
duplication and postcode prescribing. BCCG E and D 
Lead – It is clear that this is nationally driven. My only 
question is what option is there for managing exceptions. I 
don’t see the value in doing an EQIA on a national decision 
which has already been subject to consideration. What I 
would like to see is the way someone whose individual 
circumstances does need one of these would be helped. I 
think this means that an assurance of that and an 
explanation needs to be included in the document. 
JPC Secretary response:- Formularies cover 80 to 90% 
of prescribing. If there is a genuine need identified for an 
exceptional case, prescribers can prescribe outside of the 
Formulary. This information will be added to the document. 
Post meeting-  the following information was received 
from the LCCG E and D Lead:- If there is a potential 
negative impact on children (age), an impact assessment 
is required to highlight what the impact is, what is proposed 
and what (if any) mitigation is available. 
JPC Secretary response – There will be an impact (to all 
patients) who are currently receiving prescriptions for bath 
and shower preparations for dry and pruritic skin 
conditions, in that these will no longer be prescribed. 
National guidance is however that ‘leave on’ emollients are 
the preferred clinical treatment option and these may still 
be prescribed. 
 
 
Post meeting note:- 
The paper contained the following information with respect 
to amiodarone prescribing:- 
National Recommendations:- 

 Advise CCGs that prescribers should not initiate 
amiodarone in primary care for any new patient.  

 Advise CCGs that if, in exceptional circumstances, 
there is a clinical need for amiodarone to be prescribed, 
this should be undertaken in a cooperation 
arrangement with a multi-disciplinary team and/or other 
healthcare professional. 

Proposed Actions JPC Actions:- 

 Recommendations outlined above are supported. 

 Develop formal shared care guidelines with 
cardiologists, if appropriate, after the results of the 
BCCG audit of use and monitoring is complete and 
has been reported and change formulary status of 
tablets to amber with shared care. 

 
Following the JPC meeting, the BCCG Medicines 
Optimisation Team advised that the results of the audit 
indicated that a formal shared care guideline needed to be 
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developed. This work would be undertaken and presented 
to a future JPC meeting for consideration. 

5.9 Melatonin – Choice of Preparation 
A number of new melatonin preparations have been 
licensed in the last few months which necessitated a 
review of current recommendations on the choice of 
melatonin preparation. 
The paper was discussed (focussing on Slenyto®) and the 
following key points raised:- 

 Slenyto® is a licensed preparation manufactured by 
the same pharmaceutical company that makes 
Circadin®. 

 Slenyto® is much more expensive that Circadin®. 

 The Scottish Medicines Consortium (SMC) has 
recently ‘not recommended’ the use of Slenyto® 
stating that ‘The submitting company’s justification 
of the treatment’s cost in relation to its health 
benefits was not sufficient and in addition the 
company did not present a sufficiently robust clinical 
and economic analysis to gain acceptance by SMC.’  
The license holder has indicated their intention to 
resubmit. 

 For existing patients, the decision to switch a patient 
would need to be made on a ‘case by case’ basis 
acknowledging that changing medication in this 
patient group could be challenging. 

 For new patients Slenyto® could be considered as a 
joint first line treatment option alongside Circadin®. 
This was likely to be the stance of ELFT. (A 
Slenyto® review was being prepared with an update 
the melatonin shared care guideline). 

 Should the use of melatonin now be reconsidered 
as the licensed product costs shift in the direction of 
not being cost-effective, given the evidence base? 

 

In summary, the Committee was not convinced by the cost-
effectiveness of Slenyto® but was aware of medico/legal 
issues and needed further consideration of the risks 
associated with not approving versus the costs to the 
Health Economy of not approving it. 
The Committee therefore agreed to defer the decision and 
to seek a legal opinion and a commissioning position. 
 
Equality and Diversity Impact Assessment - These 
formulations are for use in children and adolescents in 
accordance with the current approved shared care 
guideline. Provision is made for patients with disabilities 
e.g. swallowing difficulties within the recommendations and 
a range of options offered. (BCCG E and D Lead -  I think 
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that this is regarded as a technical change and therefore 
no EQIA required). 

6 NICE Guidance   

6.1 NICE Guidance Summary – Published Guidance – from 
6th June – 4th September 2019 inclusive 
 
The following NICE Technology Appraisal Guidance 
(CCG Commissioned) have been published:- 
 
Fluocinolone acetonide intravitreal implant for treating 
recurrent non-infectious uvetitis, Technology appraisal 
guidance [TA590] Published date: 31 July 2019 
https://www.nice.org.uk/guidance/ta590 
No significant resource impact is anticipated 
NICE does not expect this guidance to have a significant 
impact on resources; that is, the resource impact of 
implementing the recommendations will be less than £5 
million per year in England (or £9,000 per 100,000 
population). 
This is because the technology is a further treatment option 
and the overall cost of treatment will be similar. 
JPC Action – Added to Joint Formulary; Update 
Ophthalmology Pathway 
 
Risankizumab for treating moderate to severe plaque 
psoriasis, Technology appraisal guidance [TA596] 
Published date: 21 August 2019, 
https://www.nice.org.uk/guidance/ta596  
No significant resource impact is anticipated 
NICE does not expect this guidance to have a significant 
impact on resources; that is, it will be less than £5 million 
per year in England (or £9,000 per 100,000 population). 
This is because the technology is a further treatment option 
and is available at a similar price. 
Risankizumab has a discount that is commercial in 
confidence. For enquiries about the patient access scheme 
please contact pricing@abbvie.com. 
JPC Action – added to Formulary and Severe Psoriasis 
Pathway. (NB – 30 day implementation)  
 
Dapagliflozin with insulin for treating type 1 diabetes 
Technology appraisal guidance [TA597] Published 
date: 28 August 2019.  
https://www.nice.org.uk/guidance/ta597  
It is estimated that the total cost of implementing the 
guidance (at the end of a 5 year period) will be £27,000 for 
BCCG and £12,000 for LCCG. 
JPC Action – NICE link added to the Formulary. 
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Sodium zirconium cyclosilicate for treating 
hyperkalaemia 
Technology appraisal guidance [TA599] Published 
date: 04 September 2019  
https://www.nice.org.uk/guidance/ta599  
NICE Estimate that this drug will be used to treat 1,630 
people nationally in 2019/20 rising to 8,170 by 2023/24. 
JPC Action – added to the Formulary. The Committee 
agreed to retain the current ‘red’ Formulary traffic light 
status.  
 
Post meeting note:- The PAS price is now available. The 
total impact/100,000 population of implementing the 
guidance is £20,243. The impact has been expressed in 
this way as the drug is not payment by results excluded 
and therefore the cost of implementing fall to each Provider 
Trust. 
 
The following NICE Guidelines (Medicine related and 
CCG Commissioned) have been published/updated 
and were noted for information and action as 
appropriate:- 

https://www.nice.org.uk/guidance/ta599
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Hypertension in pregnancy: diagnosis and management, 
NICE guideline [NG133] Published date: June 2019 
https://www.nice.org.uk/guidance/ng133  This guideline 
covers diagnosing and managing hypertension (high blood 
pressure), including pre-eclampsia, during pregnancy, 
labour and birth. It also includes advice for women with 
hypertension who wish to conceive and women who have 
had a pregnancy complicated by hypertension. It aims to 
improve care during pregnancy, labour and birth for women 
and their babies. 
 
Depression in children and young people: identification and 
management, NICE guideline [NG134] Published date: 
June 2019  
https://www.nice.org.uk/guidance/ng134 This guideline 
covers identifying and managing depression in children 
and young people aged 5 to 18 years. Based on the 
stepped-care model, it aims to improve recognition and 
assessment and promote effective treatments for mild and 
moderate to severe depression. 
 
Urinary incontinence and pelvic organ prolapse in women: 
management, NICE guideline [NG123] Published date: 
April 2019 Last updated: June 2019. 
https://www.nice.org.uk/guidance/ng123  In June 2019, we 
withdrew recommendations 1.8.21 and 1.8.22 on the use 
of synthetic polypropylene or biological mesh insertion for 
women with recurrent anterior vaginal wall prolapse. We 
have replaced them with a link to the NICE interventional 
procedures guidance on transvaginal mesh repair of 
anterior or posterior vaginal wall prolapse. For further 
details see update information. 
 
Long-acting reversible contraception 
Clinical guideline [CG30] Published date: October 2005 
Last updated: July 2019  
https://www.nice.org.uk/guidance/cg30  
This guideline covers long-acting reversible contraception. 
It aims to increase the use of long-action reversible 
contraception by improving the information given to women 
about their contraceptive choices. 
In March 2019 we revised our decision on how to 
implement the recommendations of our October 2017 
review. Although no new evidence was identified, we noted 
significant changes in how we commission and provide 
contraceptive services in England. We have removed the 
recommendations in this guideline that no longer fit with 
current practice. There are also many new LARC products 
now available. See our long-acting reversible 

https://www.nice.org.uk/guidance/ng133
https://www.nice.org.uk/guidance/ng134
https://www.nice.org.uk/guidance/ng123
https://www.nice.org.uk/guidance/ipg599
https://www.nice.org.uk/guidance/ipg599
https://www.nice.org.uk/guidance/ng123/chapter/Update-information
https://www.nice.org.uk/guidance/cg30
https://www.nice.org.uk/guidance/cg30/resources/surveillance-report-2017-longacting-reversible-contraception-2005-nice-guideline-cg30-4609152685/chapter/Surveillance-decision?tab=evidence
https://www.nice.org.uk/guidance/cg30/resources/surveillance-report-2017-longacting-reversible-contraception-2005-nice-guideline-cg30-4609152685/chapter/Surveillance-decision?tab=evidence
https://www.nice.org.uk/guidance/cg30/resources/surveillance-report-2017-longacting-reversible-contraception-2005-nice-guideline-cg30-4609152685/chapter/Surveillance-decision?tab=evidence
https://www.nice.org.uk/guidance/cg30/resources
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contraception: implementation resource summary for links 
to the latest information. 
 
 
Chronic obstructive pulmonary disease in over 16s: 
diagnosis and management, NICE guideline [NG115] 
Published date: December 2018 Last updated: July 2019, 
https://www.nice.org.uk/guidance/ng115  
This guideline covers diagnosing and managing chronic 
obstructive pulmonary disease or COPD (which includes 
emphysema and chronic bronchitis) in people aged 16 and 
older. It aims to help people with COPD to receive a 
diagnosis earlier so that they can benefit from treatments 
to reduce symptoms, improve quality of life and keep them 
healthy for longer. In July 2019, NICE reviewed the 
evidence and made new recommendations on: 

 inhaled triple therapy for stable COPD 
 systemic corticosteroids for managing exacerbations 

 
JPC Action – review of Bedfordshire and Luton COPD 
Guideline – agenda item 5.3 
 
Motor neurone disease: assessment and management, 
NICE guideline [NG42] Published date: February 2016 Last 
updated: July 2019 
https://www.nice.org.uk/guidance/ng42  
This guideline covers assessing and managing motor 
neurone disease (MND). It aims to improve care from the 
time of diagnosis, and covers information and support, 
organisation of care, managing symptoms and preparing 
for end of life care. 
 MHRA advice on gabapentin: In July 2019 we added a 
footnote to this guideline to reflect a change in the law 
relating to gabapentin. As of 1 April 2019, because of a risk 
of abuse and dependence gabapentin is controlled under 
the Misuse of Drugs Act 1971 as a class C substance and 
is scheduled under the Misuse of Drugs Regulations 2001 
as schedule 3. 
 
Neuropathic pain in adults: pharmacological management 
in non-specialist settings, Clinical guideline [CG173] 
Published date: November 2013 Last updated: July 2019. 
https://www.nice.org.uk/guidance/cg173  
This guideline covers managing neuropathic pain (nerve 
pain) with pharmacological treatments (drugs) in adults in 
non-specialist settings. It aims to improve quality of life for 
people with conditions such as neuralgia, shingles and 
diabetic neuropathy by reducing pain and promoting 
increased participation in all aspects of daily living. The 

https://www.nice.org.uk/guidance/cg30/resources
https://www.nice.org.uk/guidance/ng115
https://www.nice.org.uk/guidance/ng115/chapter/Recommendations#inhaled-therapy
https://www.nice.org.uk/guidance/ng115/chapter/Recommendations#systemic-corticosteroids
https://www.nice.org.uk/guidance/ng42
https://www.nice.org.uk/guidance/cg173
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guideline sets out how drug treatments for neuropathic 
pain differ from traditional pain management. 
MHRA advice on pregabalin and gabapentin: In July 
2019 NICE updated footnotes in this guideline to reflect a 
change in the law relating to pregabalin and gabapentin. 
As of 1 April 2019, because of a risk of abuse and 
dependence pregabalin and gabapentin are controlled 
under the Misuse of Drugs Act 1971 as class C substances 
and scheduled under the Misuse of Drugs Regulations 
2001 as schedule 3. 
 
Multiple sclerosis in adults: management, Clinical guideline 
[CG186] Published date: October 2014 Last updated: July 
2019  
https://www.nice.org.uk/guidance/cg186  
In July 2019, NICE updated a footnote in this guideline to 
reflect a change in the law relating to gabapentin. As of 1 
April 2019, because of a risk of abuse and dependence 
gabapentin is controlled under the Misuse of Drugs Act 
1971 as a class C substance and scheduled under the 
Misuse of Drugs Regulations 2001 as schedule 3. 
 
Generalised anxiety disorder and panic disorder in adults: 
management, Clinical guideline [CG113] Published date: 
January 2011 Last updated: July 2019. 
https://www.nice.org.uk/guidance/cg113  
In July 2019, NICE updated footnotes and tables in this 
guideline to reflect a change in the law relating to 
pregabalin and gabapentin. As of 1 April 2019, because of 
a risk of abuse and dependence pregabalin and 
gabapentin are controlled under the Misuse of Drugs Act 
1971 as class C substances and scheduled under the 
Misuse of Drugs Regulations 2001 as schedule 3. 
 
Venous thromboembolism in over 16s: reducing the risk of 
hospital-acquired deep vein thrombosis or pulmonary 
embolism  
NICE guideline [NG89] Published date: March 2018 Last 
updated: August 2019, 
https://www.nice.org.uk/guidance/ng89  
This guideline covers assessing and reducing the risk of 
venous thromboembolism (VTE or blood clots) and deep 
vein thrombosis (DVT) in people aged 16 and over in 
hospital. It aims to help healthcare professionals identify 
people most at risk and describes interventions that can be 
used to reduce the risk of VTE. 
In August 2019, we amended our recommendation on 
mechanical VTE prophylaxis for people with spinal injury to 
clarify when anti-embolism stockings can be used. 
 

https://www.nice.org.uk/guidance/cg186
https://www.nice.org.uk/guidance/cg113
https://www.nice.org.uk/guidance/ng89
https://www.nice.org.uk/guidance/ng89/chapter/Recommendations#interventions-for-people-having-elective-spinal-surgery-or-cranial-surgery-or-people-with-spinal
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Hypertension in adults: diagnosis and management, NICE 
guideline [NG136] Published date: August 2019.  
https://www.nice.org.uk/guidance/ng136  
This guideline covers identifying and treating primary 
hypertension (high blood pressure) in people aged 18 and 
over, including people with type 2 diabetes. It aims to 
reduce the risk of cardiovascular problems such as heart 
attacks and strokes by helping healthcare professionals to 
diagnose hypertension accurately and treat it effectively. 
NICE has also produced a guideline on hypertension in 
pregnancy. 
Recommendations 
This guideline includes new and updated 
recommendations on: 

 diagnosing hypertension 
 starting antihypertensive drug treatment 
 monitoring treatment and blood pressure targets 
 choosing antihypertensive drug treatment (treatment 

steps 1 to 4) 
 who to refer for same-day specialist review 

It also includes unchanged recommendations on: 
 measuring blood pressure 
 assessing cardiovascular risk and target organ 

damage 
 lifestyle interventions 

See 2 page visual summary of diagnosis and treatment of 
hypertension:- 
https://www.nice.org.uk/guidance/ng136/resources/visual-
summary-pdf-6899919517  
Key Messages:- 

1) Diagnosing hypertension 
a. CV risk assessment – lower risk patients now 

have treatment options 
b. Clarification of blood pressure monitoring 

2) Starting antihypertensive drug treatment 
a. Patient decision aid to help discussions and 

decisions 
b. Monotherapy as initial option for all 

3) Monitoring treatment and blood pressure targets 
a. Emphasis on maintaining blood pressure 

below target 
4) Choosing antihypertensive drug treatment 

(treatment steps 1 to 4) 
a. Minor changes in drug options 

5) Who to refer for same-day specialist review. 
 

Type 2 diabetes in adults: management, NICE guideline 
[NG28] Published date: December 2015 Last updated: 
August 2019. https://www.nice.org.uk/guidance/ng28  

https://www.nice.org.uk/guidance/ng136
https://www.nice.org.uk/guidance/ng133
https://www.nice.org.uk/guidance/ng133
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#diagnosing-hypertension
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#starting-antihypertensive-drug-treatment
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#monitoring-treatment-and-blood-pressure-targets
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#choosing-antihypertensive-drug-treatment-for-people-with-or-without-type-2-diabetes
http://www.nice.org.uk/guidance/ng136/chapter/Recommendations#identifying-who-to-refer-for-same-day-specialist-review
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#measuring-blood-pressure
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#assessing-cardiovascular-risk-and-target-organ-damage
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#assessing-cardiovascular-risk-and-target-organ-damage
https://www.nice.org.uk/guidance/ng136/chapter/Recommendations#treating-and-monitoring-hypertension
https://www.nice.org.uk/guidance/ng136/resources/visual-summary-pdf-6899919517
https://www.nice.org.uk/guidance/ng136/resources/visual-summary-pdf-6899919517
https://www.nice.org.uk/guidance/ng28
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This guideline covers the care and management of type 2 
diabetes in adults (aged 18 and over). It focuses on patient 
education, dietary advice, managing cardiovascular risk, 
managing blood glucose levels, and identifying and 
managing long-term complications. 
In August 2019, the recommendations on blood pressure 
management were updated and replaced by 
recommendations in the NICE guideline on hypertension in 
adults (see update information for further details).  
 
 
The following Diagnostics guidance has been 
published: 
Therapeutic monitoring of TNF-alpha inhibitors in 
rheumatoid arthritis, Diagnostics guidance [DG36] 
Published date: July 2019 
https://www.nice.org.uk/guidance/dg36 
Recommendations:- 
1.1 Enzyme-linked immunosorbent assay (ELISA) tests for 
therapeutic monitoring of tumour necrosis factor (TNF)-
alpha inhibitors (drug serum levels and antidrug antibodies) 
show promise but there is currently insufficient evidence to 
recommend their routine adoption in rheumatoid arthritis. 
The ELISA tests covered by this guidance are Promonitor, 
IDKmonitor, LISA-TRACKER, RIDASCREEN, MabTrack, 
and tests used by Sanquin Diagnostic Services. 
1.2 Laboratories currently using ELISA tests for therapeutic 
monitoring of TNF-alpha inhibitors in rheumatoid arthritis 
should do so as part of research and further data collection 
(see section 5.22). 
1.3 Further research is recommended on the clinical 
effectiveness of using ELISA tests for therapeutic 
monitoring of TNF-alpha inhibitors in rheumatoid arthritis 
(see sections 5.23, and 6.1 and 6.2). 
Local rheumatologists have confirmed that they do not 
currently undertake therapeutic drug monitoring for 
TNF alpha inhibitors and therefore their practice is in 
line with the NICE Diagnostic Guidance outlined 
above. 
 
The following NICE TA’s are the commissioning 
responsibility of NHSE and are listed for information 
only.  
 
Ocrelizumab for treating primary progressive multiple 
sclerosis, Technology appraisal guidance [TA585] 
Published date: 12 June 2019 
https://www.nice.org.uk/guidance/ta585 - Recommended 
(Added to Formulary) 
 

http://www.nice.org.uk/guidance/ng136
http://www.nice.org.uk/guidance/ng136
https://www.nice.org.uk/guidance/ng28/chapter/Update-information
https://www.nice.org.uk/guidance/dg36
https://www.nice.org.uk/guidance/dg36/chapter/committee-discussion#research-considerations
https://www.nice.org.uk/guidance/dg36/chapter/committee-discussion#research-considerations
https://www.nice.org.uk/guidance/dg36/chapter/recommendations-for-further-research#recommendations-for-further-research
https://www.nice.org.uk/guidance/ta585
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Lenalidomide plus dexamethasone for multiple myeloma 
after 1 treatment with bortezomib, Technology appraisal 
guidance [TA586] Published date: 26 June 2019. 
https://www.nice.org.uk/guidance/ta586 - Recommended 
(Added to Formulary) 
 
Lenalidomide plus dexamethasone for previously untreated 
multiple myeloma, Technology appraisal guidance [TA587] 
Published date: 26 June 2019. 
https://www.nice.org.uk/guidance/ta587 - Recommended 
(Added to Formulary) 
 
Lenalidomide for treating myelodysplastic syndromes 
associated with an isolated deletion 5q cytogenetic 
abnormality 
Technology appraisal guidance [TA322] Published date: 24 
September 2014 Last updated: 26 June 2019.  
https://www.nice.org.uk/guidance/ta322 - June 2019: 
Sections 1 and 2 updated to include a new commercial 
arrangement. Standard text in implementation section 
updated. -  Recommended (Added to Formulary) 
 
Lenalidomide for the treatment of multiple myeloma in 
people who have received at least 2 prior therapies 
Technology appraisal guidance [TA171] Published date: 18 
June 2009 Last updated: 26 June 2019.  
https://www.nice.org.uk/guidance/ta171  
June 2019: Sections 1 and 2 updated to include a new 
commercial arrangement. Standard text in implementation 
section updated.- Recommended (Added to Formulary) 
 
Nusinersen for treating spinal muscular atrophy, 
Technology appraisal guidance [TA588], Published date: 
24 July 2019 
 https://www.nice.org.uk/guidance/ta588 - Recommended 
(Not added to Formulary as neither the L&D nor BHT 
are on the NHSE list for provision of this highly 
specialised service) 
 
Blinatumomab for treating acute lymphoblastic leukaemia 
in remission with minimal residual disease activity 
Technology appraisal guidance [TA589] Published date: 24 
July 2019, https://www.nice.org.uk/guidance/ta589  - 
Recommended (Added to Formulary) 
 
Letermovir for preventing cytomegalovirus disease after a 
stem cell transplant, Technology appraisal guidance 
[TA591] Published date: 31 July 2019, 
https://www.nice.org.uk/guidance/ta591 - Recommended 
(Added to Formulary) 

https://www.nice.org.uk/guidance/ta586
https://www.nice.org.uk/guidance/ta587
https://www.nice.org.uk/guidance/ta322
https://www.nice.org.uk/guidance/ta171
https://www.nice.org.uk/guidance/ta588
https://www.nice.org.uk/guidance/ta589
https://www.nice.org.uk/guidance/ta591
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Cemiplimab for treating metastatic or locally advanced 
cutaneous squamous cell carcinoma 
Technology appraisal guidance [TA592] Published date: 07 
August 2019, https://www.nice.org.uk/guidance/ta592 - 
Recommended - Cancer Drugs Fund (Added to the 
Formulary) 
 
Ribociclib with fulvestrant for treating hormone receptor-
positive, HER2-negative, advanced breast cancer 
Technology appraisal guidance [TA593] Published date: 14 
August 2019, 
https://www.nice.org.uk/guidance/ta593/chapter/1-
Recommendations - Cancer Drugs Fund (Added to 
Formulary) 
 
Brentuximab vedotin for untreated advanced Hodgkin 
lymphoma (terminated appraisal) 
Technology appraisal [TA594] Published date: 14 August 
2019, https://www.nice.org.uk/guidance/ta594 - 
Terminated Appraisal - treated as negative appraisal – 
not added to the Formulary. 
 
Dacomitinib for untreated EGFR mutation-positive non-
small-cell lung cancer, Technology appraisal guidance 
[TA595] Published date: 14 August 2019, 
https://www.nice.org.uk/guidance/ta595 - Recommended - 
Added to Formulary 
 
 Patisiran for treating hereditary transthyretin amyloidosis, 
Highly specialised technologies guidance [HST10] 
Published date: 14 August 2019, 
https://www.nice.org.uk/guidance/hst10/chapter/1-
Recommendations - Recommended - Not added to 
Formulary as unlikely to be used locally as the 
treatment of amyloidosis is a highly specialised 
service. 
 
Olaparib for maintenance treatment of BRCA mutation-
positive advanced ovarian, fallopian tube or peritoneal 
cancer after response to first-line platinum-based 
chemotherapy. https://www.nice.org.uk/guidance/ta598 - 
Recommended - Cancer Drugs Fund – Added to 
Formulary. 

6.2 NICE Guidance Summary – Anticipated Guidance – 
September – December 2019. 
The Committee noted this paper for information. 

 

7 Virtual Recommendations/Documents – for 
discussion/ratification:- 
  

 

https://www.nice.org.uk/guidance/ta592
https://www.nice.org.uk/guidance/ta593/chapter/1-Recommendations
https://www.nice.org.uk/guidance/ta593/chapter/1-Recommendations
https://www.nice.org.uk/guidance/ta594
https://www.nice.org.uk/guidance/ta595
https://www.nice.org.uk/guidance/hst10/chapter/1-Recommendations
https://www.nice.org.uk/guidance/hst10/chapter/1-Recommendations
https://www.nice.org.uk/guidance/ta598


                                                          

Bedfordshire CCG 
Luton CCG 

31 

7.1 Drug Monitoring for Aminosalicylates in IBS in Primary 
Care (Update) 
The Committee had supported this paper with the 
exception of one comment. 
The Luton & Dunstable Hospital Clinicians had asked that 
Full Blood Count (FBC) be added to the mesalazine 
monitoring. JF had asked, during the Consultation whether 
the GP action with respect to mesalazine should therefore 
mirror that of sulphasalazine. Advice on this had been 
requested several times from the Specialist 
Gastroenterology teams but no response had been 
received. The Committee agreed that the Drug Monitoring 
Fact sheet should be updated to include this information 
and with this amendment the revised fact sheet was 
approved. 
 
Equality and Diversity Impact Assessment -  Not 
completed or required as by definition, only non-
controversial items are submitted to the Committee for 
virtual approval. 

 
 
 
 
 
 
 
 
 
 
 
 
RN 

7.2 Lanthanum and Sevelamer SCGs  
These shared care guidelines are produced by the renal 
unit and East and North Herts Trust and ratified for use 
locally by the JPC. The updated versions of the documents 
were ratified by the Committee. 
 
Equality and Diversity Impact Assessment - Not 
completed or required as by definition, only non-
controversial items are submitted to the Committee for 
virtual approval. 

 

8 Drug Safety Updates – June, July, August 2019 and 
HRT paper. 
The following Drug Safety Updates came to the Committee 
for information. 
June 2019 
https://assets.publishing.service.gov.uk/government/upload
s/system/uploads/attachment_data/file/810191/June-2019-
DSU-PDF.pdf 

 Direct-acting oral anticoagulants (DOACs): 
increased risk of recurrent thrombotic events in 
patients with antiphospholipid syndrome 

 GLP-1 receptor agonists: reports of diabetic 
ketoacidosis when concomitant insulin was rapidly 
reduced or discontinued 

 Lartruvo▼ (olaratumab): withdrawal of the EU 
marketing authorisation due to lack of efficacy 

 Oral retinoid medicines▼: revised and simplified 
pregnancy prevention educational materials for 
healthcare professionals and women 

 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/810191/June-2019-DSU-PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/810191/June-2019-DSU-PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/810191/June-2019-DSU-PDF.pdf


                                                          

Bedfordshire CCG 
Luton CCG 

32 

July 2019 DSU 
https://assets.publishing.service.gov.uk/government/upload
s/system/uploads/attachment_data/file/818083/July-2019-
PDF.pdf 

 Febuxostat (Adenuric): increased risk of 
cardiovascular death and all-cause 

mortality in clinical trial in patients with a history of major 
cardiovascular disease 
comment: message added to Scriptswitch 

 Tocilizumab (RoActemra): rare risk of serious liver 
injury including cases requiring transplantation 

 Rivaroxaban (Xarelto▼): reminder that 15 mg and 
20 mg tablets should be taken with food 

comment: message added to Scriptswitch 
 
 
 
August 2019 DSU 
https://assets.publishing.service.gov.uk/government/upload
s/system/uploads/attachment_data/file/826120/Aug-2019-
PDF.pdf 

 Daratumumab (Darzalex▼): risk of reactivation of 
hepatitis B virus 

 Naltrexone/bupropion (Mysimba▼): risk of adverse 
reactions that could affect ability to drive 

 Carfilzomib (Kyprolis▼): reminder of risk of 
potentially fatal cardiac events 

 
MHRA Drug Safety Update 
Article published 30 August 2019, in advance of the 
next issue of Drug Safety Update  
Hormone replacement therapy (HRT): further 
information on the known increased risk of breast 
cancer with HRT and its persistence after stopping 
New data have confirmed that the risk of breast cancer is 
increased during use of all types of HRT, except vaginal 
estrogens, and have also shown that an excess risk of 
breast cancer persists for longer after stopping HRT than 
previously thought. 
Prescribers of HRT should discuss the updated total risk 
with women using HRT at their next routine appointment. 
https://www.gov.uk/drug-safety-update/hormone-
replacement-therapy-hrt-further-information-on-the-known-
increased-risk-of-breast-cancer-with-hrt-and-its-
persistence-after-stopping 
 
The Committee was also advised that organisations who 
issue Safety Alerts were now going through an 
accreditation programme to ensure consistency of 
provision of information. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/818083/July-2019-PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/818083/July-2019-PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/818083/July-2019-PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/826120/Aug-2019-PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/826120/Aug-2019-PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/826120/Aug-2019-PDF.pdf
http://links.govdelivery.com/track?type=click&enid=ZWFzPTEmbXNpZD0mYXVpZD0mbWFpbGluZ2lkPTIwMTkwODMwLjk2MjY1NjEmbWVzc2FnZWlkPU1EQi1QUkQtQlVMLTIwMTkwODMwLjk2MjY1NjEmZGF0YWJhc2VpZD0xMDAxJnNlcmlhbD0xNjc3ODkxMyZlbWFpbGlkPUphY3F1ZWxpbmUuY2xheXRvbkBiZWRmb3Jkc2hpcmVjY2cubmhzLnVrJnVzZXJpZD1KYWNxdWVsaW5lLmNsYXl0b25AYmVkZm9yZHNoaXJlY2NnLm5ocy51ayZ0YXJnZXRpZD0mZmw9Jm12aWQ9JmV4dHJhPSYmJg==&&&101&&&https://www.gov.uk/drug-safety-update/hormone-replacement-therapy-hrt-further-information-on-the-known-increased-risk-of-breast-cancer-with-hrt-and-its-persistence-after-stopping
http://links.govdelivery.com/track?type=click&enid=ZWFzPTEmbXNpZD0mYXVpZD0mbWFpbGluZ2lkPTIwMTkwODMwLjk2MjY1NjEmbWVzc2FnZWlkPU1EQi1QUkQtQlVMLTIwMTkwODMwLjk2MjY1NjEmZGF0YWJhc2VpZD0xMDAxJnNlcmlhbD0xNjc3ODkxMyZlbWFpbGlkPUphY3F1ZWxpbmUuY2xheXRvbkBiZWRmb3Jkc2hpcmVjY2cubmhzLnVrJnVzZXJpZD1KYWNxdWVsaW5lLmNsYXl0b25AYmVkZm9yZHNoaXJlY2NnLm5ocy51ayZ0YXJnZXRpZD0mZmw9Jm12aWQ9JmV4dHJhPSYmJg==&&&101&&&https://www.gov.uk/drug-safety-update/hormone-replacement-therapy-hrt-further-information-on-the-known-increased-risk-of-breast-cancer-with-hrt-and-its-persistence-after-stopping
http://links.govdelivery.com/track?type=click&enid=ZWFzPTEmbXNpZD0mYXVpZD0mbWFpbGluZ2lkPTIwMTkwODMwLjk2MjY1NjEmbWVzc2FnZWlkPU1EQi1QUkQtQlVMLTIwMTkwODMwLjk2MjY1NjEmZGF0YWJhc2VpZD0xMDAxJnNlcmlhbD0xNjc3ODkxMyZlbWFpbGlkPUphY3F1ZWxpbmUuY2xheXRvbkBiZWRmb3Jkc2hpcmVjY2cubmhzLnVrJnVzZXJpZD1KYWNxdWVsaW5lLmNsYXl0b25AYmVkZm9yZHNoaXJlY2NnLm5ocy51ayZ0YXJnZXRpZD0mZmw9Jm12aWQ9JmV4dHJhPSYmJg==&&&101&&&https://www.gov.uk/drug-safety-update/hormone-replacement-therapy-hrt-further-information-on-the-known-increased-risk-of-breast-cancer-with-hrt-and-its-persistence-after-stopping
http://links.govdelivery.com/track?type=click&enid=ZWFzPTEmbXNpZD0mYXVpZD0mbWFpbGluZ2lkPTIwMTkwODMwLjk2MjY1NjEmbWVzc2FnZWlkPU1EQi1QUkQtQlVMLTIwMTkwODMwLjk2MjY1NjEmZGF0YWJhc2VpZD0xMDAxJnNlcmlhbD0xNjc3ODkxMyZlbWFpbGlkPUphY3F1ZWxpbmUuY2xheXRvbkBiZWRmb3Jkc2hpcmVjY2cubmhzLnVrJnVzZXJpZD1KYWNxdWVsaW5lLmNsYXl0b25AYmVkZm9yZHNoaXJlY2NnLm5ocy51ayZ0YXJnZXRpZD0mZmw9Jm12aWQ9JmV4dHJhPSYmJg==&&&101&&&https://www.gov.uk/drug-safety-update/hormone-replacement-therapy-hrt-further-information-on-the-known-increased-risk-of-breast-cancer-with-hrt-and-its-persistence-after-stopping
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9 Formulary Update  
The following information came to the Committee for 
information and/or ratification:- 
 
DTC decisions noted for information 
Letrozole: approved for off label use in polycystic ovary 
syndrome at L and D hospital DTC in July 2019 – Hospital 
only 
 
Trometamol (THAM): retrospective addition at L and D 
hospital DTC in July 2019, kept in emergency drug room 
for metabolic acidosis in paediatrics under the advice of a 
tertiary centre – Hospital only 
 
Cetraxel Plus ® (ciprofloxacin and fluocinolone 
acetonide): for treatment of otitis externa and otitis media 
approved by Bedford Hospital DTC – Hospital only 
 
Items agreed virtually by the Formulary Group 
 
Biktarvy® (Bictegravir-emtricitabine-tenofovir 
alafenamide (B/F/TAF)) - for treating Human 
immunodeficiency virus-1 (HIV-1) in adults. Commissioned 
by NHSE  
 
Other items:- 

 Testosterone – products have been added to the 
formulary in line with gender dysphoria SCG 
and status changed to amber 

 

 Lanreotide – RAG status amended to amber 

 GLP1s – formulary updated - Exenetide twice 
daily (Byetta) and Lixisenatide non-formulary. 
Semaglutide added to formulary as second 
choice product. 

 Rasagaline- Formulary Submission to JPC -
Proposal is that an agreement in principle from 
JPC, an application will follow if proposal 
accepted. (see agenda item 5.2 for more 
information) 

 
 
For information 

 Sun creams – updated prescribing criteria added 
(to note) 

 Degaralix – changed to Amber done  (for note) 
 
Menopur – to add the multidose formulation. JP 
confimed that this was approved at L&D September DTC 
meeting. 
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Olaratumab – Marketing Authorisation withdrawn. To be 
made non formulary with a note to cover historic 
prescribing 
 
 
No formulary additions or amendments to note from 
the BCCG or LCCG Prescribing Committees. 
 
Proposal to JPC – Formulary Subgroup – formally 
reporting in to the JPC 
JC proposed that the Joint Formulary Working Group was 
made a formal subgroup of the JPC to ensure appropriate 
Governance for the group. The Committee supported this 
and it was agreed that Formal Terms of Reference would 
be developed for the Formulary Working Group and that 
the JPC Terms of Reference would be updated if 
necessary. 

 
 
 
 
 
 
 
 
 
 
 
 
 
RN/JC 
 

10 East of England Priorities Advisory Committee (PAC) – 
items for noting. 

3.50 pm 

10.
1 

Draft PAC Minutes  - May 2019 
The Committee noted the minutes for information. 

 

10.
2 

Doxylamine succinate and pyridoxine for nausea and 
vomiting in pregnancy. 
The Committee ratified the EoEPAC Bulletin and 
recommendations and agreed that product and link to 
EoEPAC bulletin would be added to the Joint Formulary as 
a ‘Non-Formulary’ item. 
Although no interest had been expressed by local clinicians 
during the consultation period, GMcG advised that there 
may now be some interest as ondansetron was now no 
longer recommended in the first trimester of pregnancy. It 
was agreed that the Committee would await a Formulary 
request as it was noted that the trial evidence base for the 
product was not for the severe form (hyperemesis) of 
nausea and vomiting in pregnancy. 
Equality and Diversity Impact Assessment - BCCG E 
and D - Only coming for ratification and therefore it is 
difficult to make meaningful considerations. It comes back 
to the question – will this negatively impact on patients? 
JPC Secretary response - There are alternative 
treatments available which have been used for many years 
and there was no clinician interest during multiple 
consultations.(But see above – JPC to re-review if 
requested) 

 
 
 
 
SMcG/RN 

11 Bedfordshire Local Prescribing Committee Minutes for 
information  

 

11.
1 

Minutes from the Luton and Dunstable Hospital DTC 
meeting – June 2019 
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11.
2 

Minutes of the Bedford Hospital DTC meeting – July 
2019 

 

11.
3 

ELFT Medicines Management Committee Minutes 
(Mental Health) – March 2019   

 

11.
4 

Minutes of Circle/MSK MMC Meeting – April 2019  

11.
5 

Minutes of the Bedfordshire and Luton Wound 
Management Formulary Steering Group – July 2019 

 

11.
6 

Minutes of the Cambridgeshire Community Services 
Medication Safety and Governance Group March and 
May 2019 

 

12 Additional Documents for information/approval  

12.
1 

RMOC Liothyronine Bulletin Update – for decision. 
The Secretary advised the Committee that there had been 
a minor update to the RMOC bulletin, in that it was no 
longer advised that GPs ‘de-prescribed’ liothyronine 
without support from Specialist Teams and was seeking 
the views of the Committee on whether the current JPC 
recommendations (based on EoEPAC recommendations) 
should be amended to reflect this.  
The new RMOC Guidance states that ‘The withdrawal or 
adjustment of liothyronine should only be undertaken by, or 
with the oversight of, an NHS consultant endocrinologist. 
Where General Practitioners (GPs) are involved in such 
treatment changes, this should be with NHS consultant 
endocrinologist support. This advice applies to both 
liothyronine monotherapy and combination therapy with 
levothyroxine.’ 
GP representatives advised that in practice they were 
withdrawing liothyronine without specialist input. It was 
therefore agreed that the liothyronine recommendations 
should remain unchanged. 
RJ reiterated LCCG position – no GP prescribing and 
repatriation of patients.  
It was noted that some of the historical patients were from 
private sector not current NHS services 
Equality and Diversity Impact Assessment -  Not 
assessed – very minor update to recommendations for 
consideration. 

 

12.
2 

RMOC Update  
The Committee was asked to note for information, the 
following documents that have been issued by RMOCs 
since the papers for the June JPC meeting were 
circulated:- 
 
Regional Medicines Optimisation Committee Newsletter 
Issue 5 2019 
 
Rarely Used and Urgent Medicines List 

 

https://www.sps.nhs.uk/articles/regional-medicines-optimisation-committee-newsletter-issue-5-2019/
https://www.sps.nhs.uk/articles/regional-medicines-optimisation-committee-newsletter-issue-5-2019/
https://www.sps.nhs.uk/articles/rarely-used-and-urgent-medicines-list/
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This position statement and user guide have been 
approved by RMOC (London). 
The position statement includes a list of Rarely Used and 
Urgent Medicines. The list indicates which medicines 
should be stocked locally, and which could be obtained via 
other methods when the need arises. 
There is a “How To” guide to support pharmacy staff to 
access Rx-info’s Define system in order to identify which 
local Trusts have recently issued medicines included in this 
list. 
 
RMOC briefing on adalimumab - July 2019 
Biosimilar versions of the original biological medicine adalimumab (brand name 
Humira®) have been introduced in the NHS as part of a formal framework 
agreement dated 1 December 2018, after the patent for Humira® expired in 
October 2018. This briefing provides important details for ongoing 
implementation of best value adalimumab products.  

 
Regional Medicines Optimisation Committee Newsletter 
Issue 6 2019 
 

13 Any other Business  

 Change in venue for 2020 JPC Meetings 
The 2020 JPC meetings would be held in room 130 
in Enterprise House (next building to Endeavour 
House). 

 

14 Dates of future 2019 meetings - all at Endeavour House 
(Building 50), Wrest Park, Silsoe, Bedfordshire, MK45 
4HS. 

 Wednesday 4th December 2019 
 
Confirmed 2020 JPC Meeting Dates, to be held at 
Enterprise House (Room 130), Wrest Park, Silsoe, 
Bedfordshire, MK45 4HS:- 

 Wednesday 26th February 2020 

 Wednesday 29th April 2020 

 Wednesday 1st July 2020 

 Wednesday 23rd September 2020 

 Wednesday 2nd December 2020 
 

 

Please inform Jacqueline Clayton of any apologies on 01525 624382 or email 
Jacqueline.clayton@nhs.net 
Circulation: JPC Members, BCCG Medicines Optimisation Team (not JPC 
members) 
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https://www.sps.nhs.uk/articles/rmoc-briefing-on-adalimumab-july-2019/
https://www.sps.nhs.uk/articles/regional-medicines-optimisation-committee-newsletter-issue-6-2019/
https://www.sps.nhs.uk/articles/regional-medicines-optimisation-committee-newsletter-issue-6-2019/

