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BEDFORDSHIRE AND LUTON JOINT PRESCRIBING COMMITTEE 
Final Notes (v2) of the meeting on Wednesday 17th March 2021, Meeting 
conducted via Videoconferencing using Microsoft Teams.  

 

Attendees: 

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

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

Dona Wingfield (DW) Pharmacist Representative, BCCG  

Fiona Garnett (FG) 
 

Associate Director Medicines Optimisation  
Bedfordshire, Luton and Milton Keynes 
Commissioning Collaborative  

Sandra McGroarty (SMcG)  
 

Pharmaceutical Advisor, BCCG (working on 
JPC work streams) 

Dr Kate Randall (KR) GP Representative, BCCG 

Dr Jenny Wilson (JW) GP Representative, BCCG 

Dr Mitan Sarkar (MS) GP Representative, LCCG 

Dr Joy Muttika (JM) Medical Representative, Keech Hospice  

Anne Graeff (AG) Pharmacist Representative, LCCG 

Tess Dawoud (TD) Assistant Head of Medicines Optimisation, 
LCCG 

Dr M Chan (MC)  Medical Representative, Bedfordshire Hospitals 
Foundation Trust (L&D Site) 

Julie Phillips (JP) Pharmacist Representative, Bedfordshire 
Hospitals Foundation Trust (L & D Site)  

Yolanda Abunga (YA) Pharmacist Representative, Cambridgeshire 
Community Services NHS Trust (CCS) 

Chinedu Ogbuefi (CO) Pharmacist Representative, ELFT (Mental 
Health Services)  

Dr O Kwapong (OK) Medical Representative, Bedfordshire Hospitals 
Foundation Trust (BHT Site) 

Mr Gerald Zeidman Bedfordshire and Luton LPC (From 1.20 pm 
onwards) 

Samantha Chepkin (SC) Public Health Representative 

Dupe Fagbenro (DF) Pharmacist Representative, ELFT (Community 
Services) 

 

In attendance: -  
 
Full meeting (Observer)  
Raye Summers (RSu) (PA/Administrator, Medicines Optimisation Team, BCCG);  
Huda Latif, Pharmacist, LCCG. 
Rachel Board, SPQ student, (Specialist Practitioner Qualification), CCS. 
Meeting Observer (2-3pm) 
Rafal Ali, Pharmacist, LCCG 
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For Agenda item 5.1 - Dr Joya Bhattacharyya (JB) (Consultant Gastroenterologist, 
Bedfordshire Hospitals NHS Foundation Trust, L & D site)  
Agenda item 5.3 – Naomi Currie, Locality and Antimicrobial Lead Pharmacist, 
BCCG 
Agenda item 5.5 - Dr S Rae, Consultant Rheumatologist, Bedfordshire Hospital 
NHS Foundation Trust (BHT site). 
 
NB. The BCCG and LCCG Equality and Diversity Leads have reviewed the papers 

and have advised that a full equality impact assessment is not required for any of the 

papers where an equality and diversity assessment was undertaken. 

 Agenda item Action 

1 Welcome and Apologies 
The chair welcomed everyone to the meeting. 
 
Apologies for absence received from: Dr Datta, Alison 
Mann and Janice Jones. 

 

2 Conflicts of interest declaration  
No conflicts of interest relating to the current meeting 
agenda were declared by Committee members. 
 
A small number of written CoI declarations are outstanding. 
Relevant Committee members have been contacted by 
RSu and are asked to complete their written declarations 
as soon as possible.  
 

 
 
 
 
Relevant 
Committee 
Members 

3 Minutes of the last meeting (2nd December 2020)  
 
The minutes of the meeting were approved. 
In view of the fact that there will be a new BLMK APC in 
June, the Secretary will seek virtual approval of today’s 
meeting notes and the 20/21 Annual Report from the 
Committee. 
 

 
 
 
JC 

4.1 Matters Arising 
Feedback on miscellaneous actions not included on the 
agenda.   
 

 

4.1.1 Antibiotics Prophylaxis to prevent exacerbations for 
Non-Cystic Fibrosis Bronchiectasis – Inhaled 
Tobramycin and Inhaled Colistimethate – Paediatric 
Criteria 
Adult criteria were confirmed and agreed previously. There 
are ongoing discussions with paediatricians re paediatric 
criteria. Currently a response from Dr Adler is awaited 
before circulating more widely. No further progress due to 
Covid 19 pandemic. 

JC/AG 

4.1.2 Apomorphine – Business Case for Homecare Close 
action 
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The Secretary reported in the Matters Arising Paper that 
ELFT were looking at changing the responsibilities of the 
Specialist Parkinson’s Disease Nurse which could have 
resulted in Homecare being a possibility as the Trust would 
have initiated treatment. The latest update from DF was 
that the current Specialist Parkinson’s Disease Nurse 
responsibilities will remain as currently written.  
DF advised that it would not be feasible for Community 
Services to provide Apomorphine via Homecare.  
This action could therefore be closed. 

4.1.3 Sotagliflozin with insulin for treating type 1 diabetes, 
Technology appraisal guidance [TA622] Published 
date: 12 February 2020. 
To add to formulary and confirm any additional 
implementation actions when the product is launched. 
Ongoing action as Sotagliflozin has been licensed but not 
yet launched. 

JC 

4.1.4 Lay Representative  
A new lay representative for the Committee was required 
due to the resignation of Adrian Spurrell. This will be 
addressed as part of the APC merger. 

JC 

4.1.5 Gonadorelin Formulary Review – 
Actions:- 
1)JC to raise the subject of consultation with Bedfordshire 
Hospitals Trust DTC 
2) JP and GMcG to review the two triptorelin products on 
the Formulary. 
3) JC/RN to follow up Prostate Cancer with BHT site  
4) JC/RN to follow up 'Primary Care' switching with BHT 
site. 
The Secretary had been advised by Bedfordshire Hospitals 
NHS Trust that the Cancer Services were still not joined up 
and that it would be necessary to await the responses from 
the BHT site with respect to both the prostate cancer 
choices and primary care switching. This has been 
followed up with no response and is not likely to be 
resolved until after the cancer meetings with the BHT 
pharmacy team resume. L & D urologists site have 
confirmed that switching of patients in primary care is 
acceptable. JP/GMcG - ongoing action re the two triptorelin 
products on the Formulary. 

JC/GMcG/J
P 

4.1.6 NICE HST - Volanesorsen for treating familial 
chylomicronaemia syndrome.  Awaiting NHSE 
Commissioning Policy. To be created and added to the 
Joint Formulary if Bedfordshire Hospitals NHS Foundation 
Trust is a designated centre for prescribing and 
administering this medicine. As the commissioning 
statement has not been published, this is an ongoing 
action. 

 
JC 

5 Items for consideration at meeting  
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5.1 Subcutaneous Infliximab Review 
In December 2020, the JPC agreed the time limited use of 
subcutaneous infliximab (due to the COVID-19 pandemic) 
to be reviewed at the March JPC – this paper presented an 
update.  Additionally, gastroenterologists from the 
Bedfordshire Hospitals Trust have requested consideration 
of the commissioning of escalated dosing of subcutaneous 
infliximab. 
The briefing paper was discussed and the following hey 
points raised:- 

• Dosing of IV infliximab differs between specialities. 

• It is estimated that: 
o Approximately 65% of Rheumatology patients 

will be prescribed the lower doses quoted 
within the paper 

o Approximately 68% of gastroenterology 
patients will be prescribed the lower doses 
quoted within the paper. 

• Based on the above, subcutaneous infliximab at 
standard 120mg 2-weekly dosing will be more 
expensive than intravenous infliximab for 
approximately two thirds of patients. 

• Feedback from clinical teams to date indicates that: 
o No patients have yet switched to s/c 

infliximab due, in part, to delays in agreeing 
the Service Level Agreement with the 
homecare provider. 

o Approximately half of existing IV patients 
would be switched over the next few months 
(if resources were available to facilitate this), 
with a maximum of 75% anticipated if 
commissioning of s/c infliximab were to be 
maintained in the longer term. 

• A request has been received from the 
gastroenterology team at the Luton & Dunstable 
Hospital to consider funding escalated dosages of 
subcutaneous infliximab in the following 
circumstances: 

o 240mg 2-weekly dosing for all patients 
weighing ≥80kg. 

o 240mg 2-weekly dosing as dose escalation 
for patients who are partial responders to the 
standard 120mg 2-weekly dosing regimen. 

• This request is based on the usage of the higher, 
240mg 2-weekly, dose in patients weighing ≥80kg in 
the phase 3 trial, the use of dose escalation to 
240mg for patients weighing <80kg in the trial, and 
the routine usage and commissioning of dose 
escalation for patients with Crohn’s disease for 
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intravenous infliximab.  Dose escalation is not 
licensed or currently routinely commissioned for 
intravenous infliximab for patients with ulcerative 
colitis. 

• Subcutaneous infliximab is only licensed at the dose 
of 120mg every 2-weeks.  This is because the 
European Medicines Agency (EMA) assessed, in its 
European Public Assessment Report (EPAR), that a 
120mg dose is expected to exceed the trough 
concentrations required for efficacy regardless of 
weight.  The EMA also assessed that there was 
insufficient evidence to recommend dose escalation 
from 120mg to 240mg. 

• From feedback received to date, and current pricing 
of the subcutaneous and intravenous formulations, it 
is estimated that, if 50% of patients were to switch 
from IV to s/c infliximab, the cost difference would 
be around £125k (increased costs).  This does not 
take into account patients who currently receive 
dose escalation for IV infliximab (gastroenterology 
indications). 

• Comparative clinical efficacy has been 
demonstrated between infliximab IV and infliximab 
s/c (Remisma® brands), but no analysis of the 
comparable cost-effectiveness is available.  With 
recent price changes for the IV formulation used at 
Bedfordshire Hospitals Trust, use of s/c infliximab is 
expected to be significantly less cost-effective than 
use of IV infliximab.  This takes into account both 
drug and activity costs.  Long-term commissioning 
of s/c infliximab is unlikely to be cost effective, but 
consideration should be given to continuing funding 
during the COVID-19 pandemic. 

• Increased dosing to 240mg 2-weekly for 
gastroenterology:  No compelling evidence was 
identified to support commissioning of the 240mg 
dose.  Both the dosing in patients weighing ≥80kg 
and dose escalation in patients weighing <80kg was 
considered by the EMA as part of their licensing 
process.  They concluded that the available 
evidence does not indicate a need/rationale for 
escalated dosing and therefore the license was 
granted for the fixed dose of 120mg 2-weekly.  No 
further information was identified to support use of 
the 240mg dose and therefore it is recommended 
that, on clinical grounds, this should not be 
supported by the committee. 

• It was noted that some other areas in the East of 
England had supported the use of s/c infliximab but 
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only as per license (no dose escalation or higher 
doses) and only to assist during the Covid 
pandemic. 

• JB joined the meeting and raised the following 
points:- 

o  Although there was no data to support dose 
escalation/ use of higher doses of s/c 
infliximab, dose escalation/use of higher 
doses was often need to recapture response 
for IV infliximab.  

o If this option was unavailable for the s/c 
preparation, patients may be started on more 
expensive drug treatment options.  

o It was unlikely that the Trust would be back to 
full capacity and able to admit patients for IV 
infliximab by the end of June.  

o Already patients have had to restart IV 
induction therapy due to lack of access 
(Covid related) to the hospital. (Having had 
one induction dose but due to delays to 
second dose, the course had to be restarted) 

o The gastroenterology department are only 
looking at initiating new patients on the s/c 
preparation at the current time, but may move 
to switching most patients  

 
The Committee discussed the points raised above and 
made the following decisions:- 

• To extend the option for the use of s/c preparation 
for a further 3 months in light of the continuing Covid 
19 pandemic. 

• Neither the routine use of higher doses nor dose 
escalation of s/c infliximab was supported due to a 
lack of clinical evidence. 

• As the Trust is likely to wish to use s/c infliximab in 
the longer term, a business case from the Trust 
would be required to support extension of the 
current agreement to fund beyond the end of June 
as if more that 50% of patients switched, this would 
exceed the devolved funding limits of the Committee 
and would therefore require escalation within the 
CCG for approval. 

• AG agreed to advise the Clinician and Trust 
regarding the above decisions. 

 

Post meeting note:- 
The following information was provided by Dr M Johnson, 
Consultant Gastroenterologist, Clinical Lead IBD/Capsule 
Endoscopy/Oesophageal Laboratory, Bedfordshire 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AG 
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Hospitals NHS Foundation Trust (L & D Site), after the 
meeting:- 
 
As Clinical Lead for the IBD Service at the L&D I have some 
concerns about moving to a restrictive S/C IFX practice. 
There are some lessons we can learn from, in our own past 
experience and also in those who have already moved to S/C 
IFX on mass. 
 
There is always considerable workload involved in switching 
(even if the drug is the same, but we are changing the delivery 
mechanism) 
 
Some of my biggest concerns come from restricting practice 
Before being able to consider a switch I would want to have the 
reassurance that we could  
1) Dose escalate as needs be, if patients were improving but not 
fully controlled. 
2) Alternatively, reduce the interval time of infusions if dose 
escalation wasn't approved. 
3) We have seen the failures in fixed dosing of Adalimumab, 
where weight is not taken into factor. 
4) We need to preserve an IFX infusion service for those failing 
on S/C or those not allowed to dose escalate on S/C. 
5) We need to preserve patient choice. 
6) Care management costs will differ, as we will now have to 
organise more OPAs for the S/C group so that we can actually 
review them (before we would have touched base when they 
attended for their infusions). 
7) Management protocols for S/C site reactions (now not being 
seen or monitored out in the community). 
 
 
With regards to your questions 
 
1)  How many patients are currently on infliximab (all 
formulations)? 180 in November (I will double check with 
Tracey) 
2)  How many patients have already been switched to subcut? 
None 
3)   How many more would be expected to switch over the next 
few months (to June)? We are looking to switch everyone (with 
their consent, and with the ability to dose adjust, as the clinical 
situation dictates) 
4)   What percentage of patients would you estimate would 
switch if the commissioning of s/c were to continue in the long 
term?  I suspect > 80% would choose to switch, if they knew the 
dose could be adjusted dependant on their clinical need. 
5)  Would the availability (or lack thereof) of the higher, 240mg, 
dose affect your/the gastro team’s position in relation to using 
s/c infliximab?  Completely. If we couldn't shorten the dose 
interval, this would leave us no option but to switch back to IV or 
not switch them at all.  
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6) In the absence of dosing adjustment as needed, you will force 
patients to reject the concept of switching to S/C. in this scenario 
I predict < 30% would take up the offer. 
      7) How many/what percentage patients would need to be on 
the higher dose due to weight? 15-20% Guestimate 
      8) How many patients are likely to need dose escalation due 
to poor, or lost, response? I suspect < 5 - 10%% 

  
 
Equality and Diversity Impact Assessment:- 
Use of s/c infliximab has not yet been implemented within 
BLMK.  Many other treatment options are available within 
existing treatment pathways. 
E & D Lead Comment - As there are multiple treatment 
options I don’t see an issue here. 
 

5.2 Update to Crohn’s Disease Pathway 
This minor update to the pathway is linked to adding clarity 
around the commissioning position for Bedfordshire and 
Luton CCGs on ustekinumab dose escalation and has 
made following a number of routinely commissioned 
requests received via IFR route from a local Trust site. No 
actual changes to the commissioning position have been 
made. 
 
The main proposed amendments were:- 
 

• Pathway amended to provide further clarity on the 
current local commissioning position with regards to 
anti TNF dose escalation  

• Dose escalation section moved down – dose 
escalation is for a total 6 month duration – 
infliximab*, adalimumab*, ustekinumab                    
(* = biosimilars are the CCG’s preferred cost-
effective choice, in line with national framework) 

 
The Committee supported the proposed amendments to 
the pathway and thanked DW for her work on this 
submission. 
 
Equality and Diversity Lead Comment - This is clinically 
based and includes individual circumstances so no 
concern.  

 

5.3 Antimicrobial Guideline Update 
NICE have published new guidelines relating to 
antimicrobial prescribing in bites and stings since the last 
update. This section has been re-written.  
The proposed major changes were:- 

• Addition of a comment regarding insect bites and 
stings. 
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• The introduction of antibiotic prophylaxis for 
uninfected bites and a decision aid to support 
prescribing decisions.  

• Reduction in duration of recommended course 
length for treatment to 5 days and 3 days for 
prophylaxis. 

 
The fungal infection section has not been updated for 
several years – this has been updated in line with NICE 
CKS advice.  
 
Major changes from previous version: 

• Removal of the option to manage tinea pedis with 
Mycota (Undecenoic acid) 

• Change in advice regarding co-prescription of 
topical agents with oral treatment to prevent 
transmission in tinea capitis 

• Addition of criteria where oral antifungal treatment 
can be considered in the management of 
onychomycosis 

 
In addition, local dermatologists had asked for the addition 
of using a topical corticosteroid for treatment of Tinea 
Capitis where there was significant inflammation and the 
author had agreed to add this information. 
  
The introduction section had been updated to include 
reference to the interaction between DOAC’s and 
macrolides as highlighted by a recent DSU. 
 
GZ advised that the cost of treating fungal nail infections 
was high if the patient was to self- purchase.  
In response, it was noted that where clinically necessary 
(rare circumstances), a prescription would be issued. This 
is due to the fact that there is limited clinical evidence of 
clinical effectiveness. 
 
The Committee supported the proposed amendments to 
the Antimicrobial Guideline and thanked NC for preparing 
the update. 
 
Equality and Diversity Impact Assessment:- 
Terbinafine or itraconazole oral treatment are not routinely 
funded for management of fungal nail infection due to 
limited evidence of clinical effectiveness “Treatment may 
however be necessary if onychomycosis causes significant 
pain, infection, functional impairment (such as difficulty 
walking or inability to use footwear), or if the patient is at 
significant risk of complications due to, for example, 
diabetes, peripheral vascular disease, or immune 
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suppression.” This recommendation aligns with the current 
formulary. Therefore no change to the current position is 
proposed. 
Equality and Diversity Lead Comment - Suitable caveat 
in place to exceptional cases. 

 5.4 PsA Pathway Update 
The Bedfordshire Hospitals NHS Foundation Trust 
Rheumatology Department had requested a review and 
revision of the JPC approved ‘Treatment Pathway for 
Active Psoriatic Arthritis (after inadequate response to 
DMARDs)’. 
The current pathway was in the main based on NICE 
Technology Appraisal Guidance with some locally agreed 
JPC Guidance. 
All drugs included in the current and proposed pathway 
have been NICE approved for the treatment of PsA. 
Local guidance is required, as while NICE assesses the 
drugs for clinical and cost effectiveness, it does not offer 
extensive guidance on positioning of drugs in pathways, 
sequential use of these drugs and the number of lines of 
treatment. Therefore, these aspects of the pathway need to 
be agreed as local commissioning decisions.  
 
The major proposed changes to the existing pathway 
were:- 

• Simplification of the flow chart – including removal of 
most of the information on co-morbidities (this 
information will be retained as an internal Trust 
document) and amalgamation of first line treatment 
options. 

• Allowing the use of additional third line options aside 
from ustekinumab +/- methotrexate. 

• Allowing three lines of therapy for patients who 
receive ustekinumab as a first line treatment. 

• Clinical evidence was limited to consensus 
guidelines from EULAR therefore pragmatic 
decision. 

• A number of other areas have endorsed similar 
guidelines. 

• The expansion of the third line treatment options is 
unlikely to result in an increase in overall costs as 
the patient numbers are likely to be small and the 
current option (Ustekinumab+/- methotrexate) is one 
of the more expensive treatment options. 
 

The Committee supported the update to the pathway. JC 
expressed her thanks to Dr Baqai for clinical input and DW 
for formatting the document. 
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Equality and Diversity Impact Assessment:- 
No – currently third line treatments aside from 
Ustekinumab +/- methotrexate are available via the IFR 
route. The update to the pathway seeks to make these 
choices available as part of the routinely commissioned 
service. 
Equality and Diversity Lead Comment:- 
I can’t see an equality impact on this one. 
 
The condition would probably fall under disability but it 
doesn’t seem to be restricting treatment it, just managing 
the process.   
 

5.5  Osteoporosis Treatment Guidelines 
The update to the BCCG/LCCG existing osteoporosis 
guideline had two main aims:- 

• To produce a guideline to allow adoption by BLMK 
CCG post CCG merger. 

• To incorporate the MHRA warnings relating to 
Denosumab. 

 

While much of the current document was agreed by 
Specialists from the Bedfordshire Hospitals Foundation 
Trust and Milton Keynes University Hospital Trust,  there 
were potentially two areas of disagreement:- 
 

• The dosage of corticosteroid which triggers the use 
of osteoporosis treatments. The Bedfordshire 
Hospital NHS Foundation Trust clinicians favour 
greater than or equal to the equivalent of a 5mg 
dose of prednisolone as patients often start at 
higher doses and also this is included in the Frax 
Guideline used by GPs. The Milton Keynes clinician 
favours greater than or equal to 7.5 mg 
prednisolone equivalent as this is dose supported by 
the BNF and NICE. 

• Duration of therapy for denosumab. The 
Bedfordshire Hospital NHS Foundation Trust 
clinicians support review at 3-5 years while the 
Milton Keynes clinician supports treatment for a 10 
year period. (As the MKPAG SCGs state review at 5 
years, the ’10 year’ comment may just be a 
misunderstanding of the currently proposed wording 
in the guideline. If patients are reviewed by a 
Specialist at 5 years, there is no reason why they 
cannot continue for 10 years). 

 

In addition to the above issues, the input from SR was that 
while robust guidelines to assist GPs was essential to the 
care of patients, other aspects of the service provided 
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needed to be reviewed, including dexa scan paperwork, 
referral etc. It would also be useful to give clearer guidance 
to GPs regarding ‘Drug Holidays’ with respect to 
bisphosphonate usage. 
 
The Committee agreed the following:- 

• To support the proposed amendments to the 
guideline as follows:- 
 

• Standardisation of wording to state that 
treatment should be reviewed +/- DXA scan after 
3-5 years (for both bisphosphonates and 
denosumab). 
 

• Changes to the DXA request frequency for 
various patient groups. 

 

• Modification to the wording regarding the 
applicable criteria for glucocorticosteroid use as 
the threshold differs between the specialist at 
Bedfordshire Hospital Foundation NHS Trust and 
Milton Keynes University Hospital NHS Trust, to 
say ‘typically ≥ prednisolone 5 mg or equivalent’. 

 

• Inclusion of the MHRA recommendations around 
not stopping or delaying ongoing denosumab 
treatment without specialist review / advice. 

 

• As document includes a reference list, removal 
of the background information at the beginning 
(as originally written back 2011) to make the 
document more concise.  

 

• Change to title of Algorithm B from ‘refer’ to 
‘seek advice’  

 

• SMcG to set up a subgroup to discuss the 
outstanding issues with Specialists and GP 
representatives (JW volunteered to join the group). 
CCG Planned Care to be invited to the meeting as 
some of the issues raised around service provision 
sat outside the remit of the Area Prescribing 
Committee. The subgroup would also consider the 
adoption of the current MKPAG SCGs across 
BLMK. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SMcG 
 
 
 
 
 
 
 
 
 
 
SMcG 
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Final Guidelines to come to the BLMK Area Prescribing 
Committee in June for agreement. 
 
In the meantime, the current Bedfordshire and Luton 
guidelines will remain on the website given that the links to 
the MHRA warnings are provided alongside the document. 
 
Equality and Diversity Impact Assessment:- 
No real change to existing policy and all in line with 
national guidance regarding drug choices. 
Equality and Diversity Lead Comment - No significant 
change to policy. 
 

5.6 Cannabis extract (Sativex®) for the treatment of 
Spasticity in patients with MS. 
This agenda item was withdrawn for a combination of 
reasons including the fact that ‘block contracts’ are to 
remain for at least quarter 1 of 21/22 and to ensure 
consistency of approach across BLMK and the East of 
England. 
The Bedfordshire Hospitals NHS Foundation Trust 
advised, just prior to the meeting, that there is now a 
Homecare option which would simplify prescribing and 
supply of Sativex from the hospital. There is, however, a 
delivery fee which offsets the saving on VAT. This is still 
likely to make the provision of the drug from the hospital 
via a homecare overall cost neutral. This needs to be 
explored further. 
 
GZ asked about information that Community Pharmacists 
would be required to give to patients if the drug was 
prescribed in the Community and was advised that if this 
were to be happen it would only be via shared care 
arrangements and Community Pharmacy responsibilities 
would be included in the SCG guideline. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
JC/JP 

6 NICE Guidance   

6.1 NICE Guidance Summary – Published Guidance – 19th 
November 2020 to 10th March 2021 inclusive  
 
 
The following NICE Technology Appraisal Guidance 
(CCG Commissioned) have been published:- 
Liraglutide for managing overweight and obesity, 
Technology appraisal guidance [TA664] Published date: 09 
December 2020 https://www.nice.org.uk/guidance/ta664  
JPC Action – Preparation added to Joint Formulary 
and link included. No GP Prescribing. 

 
 
 
 
 
 
 
 
 
 
 
 

https://www.nice.org.uk/guidance/ta664
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The medicine is not excluded therefore the financial impact 
will fall to Secondary Care. 
Upadacitinib for treating severe rheumatoid arthritis, 
Technology appraisal guidance [TA665] Published date: 09 
December 2020 https://www.nice.org.uk/guidance/ta665  
JPC Action – Link added to Joint Formulary and 
Appendix 1 ‘live’ document. 
 
Already included in the JPC approved RA Pathway in 
preparation for the publication of the NICE TA. Proforma 
required. 
 
No significant resource impact is anticipated by NICE 
NICE has recommended upadacitinib alone or in 
combination with methotrexate, as an option for treating 
active rheumatoid arthritis in adults in accordance with the 
criteria specified in the guidance. Please see the guidance 
for further details. 
NICE does not expect this guidance to have a significant 
impact on resources; that is, the resource impact of 
implementing the recommendations in England will be less 
than £5 million per year in England (or £9,000 per 
100,000 population). This equates to approximately 
£45,000 for BCCG and £22,000 for LCCG 
This is because the technology is a further treatment option 
and is available at a similar price to the current treatment 
options. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.nice.org.uk/guidance/ta665
https://www.nice.org.uk/guidance/ta665
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Brolucizumab for treating wet age-related macular 
degeneration  
Technology appraisal guidance [TA672] Published date: 03 
February 2021 
  https://www.nice.org.uk/guidance/ta672  
JPC Action – Created and link added to the Formulary. 
Update the Ophthalmology – Intravitreal Injection 
Treatment Pathway (underway). Appendix 1 ‘live’ 
document updated. 
 
Joint Response from the BLMK Ophthalmologists: 
We have decided to use Broculizumab as per NICE 
guidance as first line treatment for WET ARMD, similar to 
Eylea and Lucentis. 
And 2nd or 3rd option for patients needing to be switched 
from Eylea or Lucentis  
 
With the proviso that patient are consented appropriately 
for slightly increased risks of intraocular inflammation and 
patients are clinical monitored for the same.  
 
The Intravitreal Injection Treatment Pathway is being 
revised in line with Specialist views outlined above. 
 
Financial Impact:  Using NICE assumptions and current 
PAS prices and local activity costs, there is likely to be an 
approximate saving of £377,000 and £131,533 for BCCG 
and LCCG respectively at the end of 5 years. This saving 
is uncertain as it is highly sensitive to changes in the 
number of attendances for the existing treatments – 
aflibercept and ranibizumab. As our centres are using ‘treat 
and extend’ the second and third year injection and activity 
costs are likely to be lower than the NICE projections and 
on par with those of Brolucizumab. Using local estimates 
on injection number and reduced activity costs, the savings 
are £233,000 and £81,319 for BCCG and LCCG 
respectively at the end of 5 years. The template also does 
not take account of the likely availability of a biosimilar 
version of ranibizumab projected to appear in January 
2022. 
 
Galcanezumab for preventing migraine 
Technology appraisal guidance [TA659] Published date: 18 
November 2020   
https://www.nice.org.uk/guidance/ta659  
Resource impact:- 
Approximate cost impact at the end of 5 years using NICE 
assumptions but local activity charges and PAS prices for the 
drugs:- 
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Type of migraine BCCG 

approximate cost 

impact 

LCCG 

approximate cost 

impact 

Episodic £91k £40k 

Chronic £88k £41k 

 
Filgotinib for treating moderate to severe rheumatoid 
arthritis, Technology appraisal guidance [TA676] Published 
date: 24 February 2021 
https://www.nice.org.uk/guidance/ta676 
Resource impact 
Information provided by the Bedfordshire Hospitals 
Foundation Trust Rheumatology Department:- 
Bedfordshire population approx. 700K 
RA prevalence 1% = 7000 
Those with moderate RA is 45% of 7000 =3150 
Of 3150, about half have had two or more DMARDs and 
remain in mod disease i.e. 1575 patients. 
These would be eligible for Filgotinib. 
Taking into account clinic capacity, comorbidities, 
contraindications etc into account, The annual number of 
patients starting filgotinib wouldn’t exceed 150 per year 
which would equate to a cost impact of approximately 
£344,400. 
The NICE Costing template estimates a cost impact of 
around £156,000 at the end of 5 years. Adjusting for 
patient numbers (NICE template assumes 2,304 people 
with moderate RA),  this would result in a cost impact of 
£213,000 at the end of 5 years 
The figures above relate to the treatment of moderate 
disease only. 
Dr Nisar has kindly provided the following additional 
information relating to the implementation of NICE TA 676:- 

1) The significant difference between the patient 
numbers and likely cost impact quoted by NICE and 
our local Rheumatology Service is due to the fact 
that the local service has a comprehensive 
database of patients that fall into the moderate 
category, while NICE has assumed a much more 
gradual update. (Additional information from other 
source - when the company submitted information to 
NICE it was assumed that TA 375 would be 
published and near to publication, therefore the 
impact of the introduction of filgotinib would be much 
lower.) 

2) Patients with moderate disease are likely to be 
started on Filgotinib if they are suitable and have a 
DAS score above 4. Patients will be advised (before 
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commencing treatment) that if they fail on this 
treatment, they will need to return to treatment with 
conventional DMARDs until their disease worsens 
and takes them onto the severe disease pathway as 
filgotinib is currently the only biological agent 
approved by NICE for the treatment of moderate 
disease. There is another NICE Multiple Technology 
Appraisal (review of TA 375) being prepared and if 
this supports use of other agents for the treatment of 
moderate disease, this information will be 
incorporated into the pathway. 

3) Patients will continue to receive optimisation of 
methotrexate therapy (including the use of s/c 
methotrexate) prior to moving on to filgotinib 
treatment. Dr Nisar has advised that a local audit 
has shown that around 50% of patients who do not 
respond to oral methotrexate, do respond to s/c 
methotrexate. There is therefore a clear case to try 
s/c methotrexate in this patient group in addition to 
those patients that show intolerance to oral 
methotrexate. 

4) Will this change the management of RA patients i.e. 
use JAK inhibitors between csDMARDs and 
bDMARDs rather than as an alternative following 
first line bDMARD failure?  This is more likely in the 
future when more treatment options are available at 
the moderate stage in therapy. 

5) Finally – is there likely to be pressure on the 
Homecare companies given the larger cohort of 
patients nationally? The Trust has confirmed that 
there is sufficient capacity in the Homecare 
Company that they will be using to provide filgotinib. 

 
Omalizumab for treating chronic rhinosinusitis with nasal 
polyps (terminated appraisal) 
Technology appraisal [TA678] Published date: 24 February 
2021  
https://www.nice.org.uk/guidance/ta678 
JPC Action – none – terminated appraisal 
 
Dapagliflozin for treating chronic heart failure with reduced 
ejection fraction  
Technology appraisal guidance [TA679] Published date: 24 
February 2021  
https://www.nice.org.uk/guidance/ta679 
JPC action – link added to Joint Formulary.  ‘Amber’ 
designation (Specialist initiations with GP to continue 
prescribing) agreed by JPC. 
Bedfordshire Hospitals NHS Foundation Trust has 
provided the following information:- 
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• A cross site pathway is being developed by the 
Heart Failure Teams 

• In general the majority of patients started on 
Dapagliflozin will be under the Bedford Integrated 
Heart Failure team. (and Equivalent Service at L & 
D) 

• Initiation of this drug will be done as part of a 
package of drug optimisation which the Heart 
Failure Team will be doing and monitoring. 

• Occasionally there will be patients who are already 
optimised so it will be just add- on therapy.  

• Prescribing of Dapagliflozin will pass to the GPs 
immediately.  

• In the DAPA Trial it is a very well tolerated drug and 
side effect profile is minimal. 

• No specific blood monitoring is required. 
 
The main issues are for the patients to be aware of: 
 
1) Small risk of genital thrush – can be treated with 
over the counter medications. No need to stop the drug.  
2) In Diabetic patients  - small risk of hypoglycaemia ( 
if on a Sulphyonlurea (Gliclazide)) and diabetic acidosis) 
(Number 2 needs to be kept in context -  it is approximately 
the same degree of risk as angioedema with ACEi/ARB) 
That said – the pathway may be slightly different for 
diabetic and non-diabetic patients – tbc. 
No cost impact model has been published by NICE 
Information to be confirmed to the Committee when 
available. 
 
Baricitinib for treating moderate to severe atopic dermatitis 
Technology appraisal guidance [TA681] Published date: 03 
March 2021  
https://www.nice.org.uk/guidance/ta681  
JPC Actions – Link added to the Joint Formulary, 
Dermatologists contacted to seek views on likely 
usage Update Appendix 1 ‘live’ document 
 
Dr De Silva, Consultant Dermatologist, Bedfordshire 
Hospitals NHS Foundation Trust has advised that they 
would prescribe the drug. They have a handful of patients 
on Dupilumab and expect projected numbers for this drug 
to be about maximum 10 or so per year. 
JP to go back to Dr De Silva and ask where this drug will 
be placed in relation to Dupilumab in the pathway. 
Resource impact:- 
Based on NICE assumptions the financial impact of this 
technology is likely to be minimal with an additional cost to 
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BCCCG and LCCG of £7000 and £3000 respectively at the 
end of 5 years when compared with Dupilumab. 
 
Erenumab for preventing migraine, Technology appraisal 
guidance [TA682] Published date: 10 March 2021, 
https://www.nice.org.uk/guidance/ta682  
Resource impact - this information will be provided to the 
Committee when the PAS price becomes available. 
JPC action – created and added to Joint Formulary, 
proforma preparation, ‘live’ Appendix 1 document 
updated. Neurologists have been consulted on place in 
therapy and this information is awaited. BLMK APC to 
consider preparation of a migraine pathway. 
 
The following NICE Guidelines (NG) (Medicine related 
and CCG Commissioned) have been published / 
updated by NICE: 
 
Pancreatitis, NICE guideline [NG104] Published date: 05 
September 2018 Last updated: 16 December 2020. 
https://www.nice.org.uk/guidance/ng104  
 MHRA safety update on insulins: In December 2020, NICE 
highlighted the importance of rotating insulin injection sites 
within the same body region, in line with an MHRA Drug 
Safety Update on insulins (all types): risk of cutaneous 
amyloidosis at injection site. 
Type 2 diabetes in adults: management, NICE guideline 
[NG28] Published date: 02 December 2015 Last updated: 
16 December 2020 https://www.nice.org.uk/guidance/ng28 
In December 2020, NICE made minor changes to the 
recommendations on diabetic retinopathy to align them 
with the NHS diabetic eye screening programme. 
Type 1 diabetes in adults: diagnosis and management, 
NICE guideline [NG17] Published date: 26 August 2015 
Last updated: 16 December 2020. 
https://www.nice.org.uk/guidance/ng17 In December 2020, 
NICE made minor changes to the recommendations on 
diabetic retinopathy to align them with the NHS diabetic 
eye screening programme 
Diabetes (type 1 and type 2) in children and young people: 
diagnosis and management, NICE guideline [NG18] 
Published date: 01 August 2015 Last updated: 16 
December 2020. https://www.nice.org.uk/guidance/ng18 In 
December 2020, NICE reviewed the evidence and 
updated the recommendations on fluid therapy for children 
and young people with diabetic ketoacidosis 
Diabetes in pregnancy: management from preconception 
to the postnatal period, NICE guideline [NG3] Published 
date: 25 February 2015 Last updated: 16 December 2020. 
In December 2020, NICE reviewed the evidence and 
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changed the recommendations on intermittently scanned 
CGM (scam, also commonly referred to as flash) and 
continuous glucose monitoring during pregnancy for 
women with type 1 diabetes. 
Osteoarthritis: care and management, Clinical guideline 
[CG177] Published date: 12 February 2014 Last updated: 
11 December 2020https://www.nice.org.uk/guidance/cg177 
In December 2020 NICE reviewed its guidance on opioids 
for non-cancer pain in response to a Public Health England 
evidence review on dependence on, and withdrawal from, 
prescribed medicines. To support discussion with patients 
about opioid prescribing, and safe withdrawal 
management, NICE is developing guidance on safe 
prescribing and withdrawal management of prescribed 
drugs associated with dependence and withdrawal and 
shared decision making. In the meantime, NICE has added 
links in this guideline to other NICE guidelines and other 
resources that support this aim. 
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Peripheral arterial disease: diagnosis and management, 
Clinical guideline [CG147] Published date: 08 August 2012 
Last updated: 11 December 2020. 
https://www.nice.org.uk/guidance/cg147 In December 
2020, NICE reviewed its guidance on opioids for non-
cancer pain in response to a Public Health England 
evidence review on dependence on, and withdrawal from, 
prescribed medicines. To support discussion with patients 
about opioid prescribing, and safe withdrawal 
management, NICE is developing guidance on safe 
prescribing and withdrawal management of prescribed 
drugs associated with dependence and withdrawal and 
shared decision making. In the meantime, NICE has added 
links in this guideline to other NICE guidelines and other 
resources that support this aim’. 
 
Secondary bacterial infection of eczema and other 
common skin conditions: antimicrobial prescribing  
NICE guideline [NG190] Published date: 02 March 2021 
https://www.nice.org.uk/guidance/ng190  
This guideline sets out an antimicrobial prescribing strategy 
for secondary bacterial infection of eczema and covers 
infection of other common skin conditions. It aims to 
optimise antibiotic use and reduce antibiotic resistance. 
The recommendations are for adults, young people and 
children aged 72 hours and over. They do not cover 
diagnosis. 
See a 2-page visual summary of the recommendations, 
including tables to support prescribing decisions. 
JPC Action – to review Community Antimicrobial 
Guidelines 
 
  
Atopic eczema in under 12s: diagnosis and management, 
Clinical guideline [CG57] Published date: 12 December 
2007 Last updated: 02 March 2021 
https://www.nice.org.uk/guidance/cg57  
March 2021: For additional information on treating 
bacterial infections, see the NICE guideline on secondary 
bacterial infection of eczema and other common skin 
conditions: antimicrobial prescribing, which has updated 
some recommendations in this guideline. See update 
information for more details. 
 
 
The following COVID 19 – Rapid Reviews and other 
information have been produced/Updated by NICE:- 
COVID-19 rapid guideline: reducing the risk of venous 
thromboembolism in over 16s with COVID-19 
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NICE guideline [NG186] Published date: 20 November 
2020  
https://www.nice.org.uk/guidance/ng186 - Action - added 
to Covid 19 page of the BLMK Medicines Optimisation 
Website and cascaded to Primary Care and Medicines 
Optimisation teams across BLMK. 
 
COVID-19 rapid guideline: managing the long-term effects 
of COVID-19, NICE guideline [NG188] Published date: 18 
December 2020, 
https://www.nice.org.uk/guidance/ng188  
This guideline covers identifying, assessing and managing 
the long-term effects of COVID-19, often described as ‘long 
COVID’. It makes recommendations about care in all 
healthcare settings for adults, children and young people 
who have new or ongoing symptoms 4 weeks or more after 
the start of acute COVID-19. It also includes advice on 
organising services for long COVID. 
This guideline has been developed jointly by NICE, the 
Scottish Intercollegiate Guidelines Network (SIGN) and the 
Royal College of General Practitioners (RCGP). 
To develop the recommendations, NICE has used the 
following clinical definitions for the initial illness and long 
COVID at different times: 

• Acute COVID-19: signs and symptoms of COVID-
19 for up to 4 weeks. 

• Ongoing symptomatic COVID-19: signs and 
symptoms of COVID-19 from 4 to 12 weeks. 

• Post-COVID-19 syndrome: signs and symptoms 
that develop during or after an infection consistent 
with COVID-19, continue for more than 12 weeks 
and are not explained by an alternative diagnosis. 

 
COVID-19 rapid guideline: vitamin D, NICE guideline 
[NG187] Published date: 17 December 2020, 
https://www.nice.org.uk/guidance/ng187  
This guideline covers vitamin D use in the context of 
COVID-19. It is for adults, young people and children in 
hospitals and community settings. Vitamin D is important 
for bone and muscle health. It may also have a role in the 
body's immune response to respiratory viruses. 
When using this guideline, follow the usual professional 
guidelines, standards and laws (including those on 
equalities, safeguarding, communication and mental 
capacity), as described in making decisions using NICE 
guidelines. 
See also the NICE guideline on Vitamin D: supplement use 
in specific population groups. 
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COVID-19 rapid evidence summary: Tocilizumab for 
COVID-19, Evidence summary [ES33] Published date: 15 
January 2021 
https://www.nice.org.uk/advice/es33/chapter/Product-
overview  
 
COVID-19 rapid evidence summary: Sarilumab for COVID-
19,Evidence summary [ES34] Published date: 20 January 
2021  
https://www.nice.org.uk/advice/es34/chapter/Product-
overview  
 
COVID-19 rapid guideline: haematopoietic stem cell 
transplantation  
NICE guideline [NG164] Published date: 01 April 2020 Last 
updated: 10 February 2021  
https://www.nice.org.uk/guidance/ng164  
On 10 February 2021, NICE amended their 
recommendations on when to defer donations and HSCT 
for donors and recipients pre-transplant, in line with 
updated BSBMTCT guidance. NICE also updated our 
guidance for staff who are self-isolating, and added a 
recommendation on vaccination. 
 
COVID-19 rapid guideline: delivery of radiotherapy, NICE 
guideline [NG162] Published date: 28 March 2020 Last 
updated: 12 February 2021  
https://www.nice.org.uk/guidance/ng162  
12 February 2021: NICE added 3 recommendations for 
research following a review of the evidence on the effects 
of systemic anticancer treatment or radiotherapy on the 
risk of severe illness or death in patients with cancer and 
COVID-19. 
 
COVID-19 rapid guideline: critical care in adults, NICE 
guideline [NG159] Published date: 20 March 2020 Last 
updated: 12 February 2021  
https://www.nice.org.uk/guidance/ng159  
On 12 February 2021, NICE added advice to follow NHS 
England’s interim clinical commissioning policies on 
tocilizumab and sarilumab for treating critically ill patients 
with COVID-19 pneumonia. 
 
COVID-19 rapid guideline: delivery of systemic anticancer 
treatments, NICE guideline [NG161] Published date: 20 
March 2020 Last updated: 12 February 2021. 
https://www.nice.org.uk/guidance/ng161  
12 February 2021: NICE has reviewed the evidence on 
the effects of systemic anticancer treatment on risk of 
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severe illness or death in patients with cancer and COVID-
19 and made new recommendations. 
 
 
The following NICE TA’s are the commissioning 
responsibility of NHSE and are listed for information 
only.  
Darolutamide with androgen deprivation therapy for 
treating hormone-relapsed non-metastatic prostate cancer 
Technology appraisal guidance [TA660] Published date: 25 
November 2020  
https://www.nice.org.uk/guidance/ta660 - Recommended - 
JPC Action – Created and link added to Joint 
Formulary 
 
Pembrolizumab for untreated metastatic or unresectable 
recurrent head and neck squamous cell carcinoma 
Technology appraisal guidance [TA661] Published date: 25 
November 2020  
https://www.nice.org.uk/guidance/ta661 - Recommended - 
JPC Action – Link added to Joint Formulary 
 
Durvalumab in combination for untreated extensive-stage 
small-cell lung cancer (terminated appraisal) 
Technology appraisal [TA662] Published date: 25 
November 2020  
https://www.nice.org.uk/guidance/ta662 - Recommended - 
JPC Action – None as terminated appraisal 
 
Venetoclax with obinutuzumab for untreated chronic 
lymphocytic leukaemia, Technology appraisal guidance 
[TA663] Published date: 09 December 2020.  
https://www.nice.org.uk/guidance/ta663 - Recommended - 
JPC Action – Link added to Joint Formulary 
 
Atezolizumab with bevacizumab for treating advanced or 
unresectable hepatocellular carcinoma, Technology 
appraisal guidance [TA666] Published date: 16 December 
2020. https://www.nice.org.uk/guidance/ta666 - 
Recommended - JPC Action – Link added to Joint 
Formulary and Bevacizumab moved from Non-
Formulary to Formulary. 
 
Caplacizumab with plasma exchange and 
immunosuppression for treating acute acquired thrombotic 
thrombocytopenic purpura 
Technology appraisal guidance [TA667] Published date: 16 
December 2020. https://www.nice.org.uk/guidance/ta667  
Recommended - JPC Action – Created and Link added 
to Joint Formulary 
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Encorafenib plus cetuximab for previously treated BRAF 
V600E mutation-positive metastatic colorectal cancer 
Technology appraisal guidance [TA668] Published date: 06 
January 2021. https://www.nice.org.uk/guidance/ta668  
Recommended – JPC Action – Link to TA added under 
both encorafenib and cetuximab entries in the Joint 
Formulary. 
 
Trifluridine–tipiracil for treating metastatic gastric cancer or 
gastro-oesophageal junction adenocarcinoma after 2 or 
more therapies 
Technology appraisal guidance [TA669] Published date: 27 
January 2021. https://www.nice.org.uk/guidance/ta669  
Not recommended – JPC Action – none 
 
Brigatinib for ALK-positive advanced non-small-cell lung 
cancer that has not been previously treated with an ALK 
inhibitor 
Technology appraisal guidance [TA670] Published date: 27 
January 2021.  https://www.nice.org.uk/guidance/ta670  
Recommended - JPC Action – Link added to Joint 
Formulary 
 
Mepolizumab for treating severe eosinophilic asthma, 
Technology appraisal guidance [TA671] Published date: 03 
February 2021 
https://www.nice.org.uk/guidance/ta671 - Recommended - 
JPC Action – Link added to Joint Formulary 
 
Trabectedin for the treatment of advanced soft tissue 
sarcoma  
Technology appraisal guidance [TA185] Published date: 24 
February 2010 Last updated: 08 February 2021  
https://www.nice.org.uk/guidance/ta185  
In February 2021 NICE updated sections 1 and 2 of the 
guidance. This reflects changes to the commercial 
arrangement and the company holding the marketing and 
distribution rights to trabectedin in the UK. -  JPC Action – 
none as updated information is in current link in Joint 
Formulary. 
 
Niraparib for maintenance treatment of advanced ovarian, 
fallopian tube and peritoneal cancer after response to first-
line platinum-based chemotherapy, Technology appraisal 
guidance [TA673] Published date: 17 February 2021 
https://www.nice.org.uk/guidance/ta673  
Recommended (Funding via Cancer Drugs Fund) - JPC 
Action – Link added to Joint Formulary 
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https://www.nice.org.uk/guidance/ta669
https://www.nice.org.uk/guidance/ta670
https://www.nice.org.uk/guidance/ta671
https://www.nice.org.uk/guidance/ta185
https://www.nice.org.uk/guidance/ta673
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Pembrolizumab for untreated PD-L1-positive, locally 
advanced or metastatic urothelial cancer when cisplatin is 
unsuitable (terminated appraisal), Technology appraisal 
[TA674] Published date: 17 February 2021. 
https://www.nice.org.uk/guidance/ta674  
JPC Action - none – terminated appraisal 
 
Vernakalant for the rapid conversion of recent onset atrial 
fibrillation to sinus rhythm (terminated appraisal)  
Technology appraisal [TA675] Published date: 17 February 
2021.  https://www.nice.org.uk/guidance/ta675  
JPC Action - none – terminated appraisal 
 
Metreleptin for treating lipodystrophy, Highly specialised 
technologies guidance [HST14] Published date: 24 
February 2021  
https://www.nice.org.uk/guidance/hst14 - JPC Action - 
none as HST? To confirm with Secondary Care
  
Autologous anti-CD19-transduced CD3+ cells for treating 
relapsed or refractory mantle cell lymphoma  
Technology appraisal guidance [TA677] Published date: 24 
February 2021  
https://www.nice.org.uk/guidance/ta677 - JPC Action - 
none as treatment would not be in a medicines 
formulary? – To confirm with Secondary Care – 
response awaited. 
Post meeting note – JP confirmed that the Trust will not 
use this so no addition to the Medicines Formulary is 
required. 
Lenalidomide maintenance treatment after an autologous 
stem cell transplant for newly diagnosed multiple myeloma 
Technology appraisal guidance [TA680] Published date: 03 
March 2021.  https://www.nice.org.uk/guidance/ta680  - 
JPC action – recommended – link added to the Joint 
Formulary 
Pembrolizumab with pemetrexed and platinum 
chemotherapy for untreated, metastatic, non-squamous 
non-small-cell lung cancer, Technology appraisal guidance 
[TA683] Published date: 10 March 2021. 
https://www.nice.org.uk/guidance/ta683  
JPC Action - Recommended – link added to Joint 
Formulary. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JP 
 
 
 
 
JP(Action 
completed)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

7 Virtual Recommendations/Documents – for ratification 
as all agenda items were agreed during the virtual 
consideration. 

 

https://www.nice.org.uk/guidance/ta674
https://www.nice.org.uk/guidance/ta675
https://www.nice.org.uk/guidance/hst14
https://www.nice.org.uk/guidance/ta677
https://www.nice.org.uk/guidance/ta680
https://www.nice.org.uk/guidance/ta683
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7.1 Hyperhidrosis Policy and Interim Iontophoresis 
Commissioning Policy 
The JPC endorsed the Hyperhidrosis Priorities Forum 
statement issued in April 2017 as JPC bulletin 251. The 
statement was subsequently updated by the Priorities 
Forum in October 2017, but the JPC was not made aware 
of the update. The JPC was therefore asked to 
retrospectively endorse the October 2017 version of the 
Hyperhidrosis statement, retiring JPC bulletin 251 and 
including the current Priorities Forum Statement within the 
Botulinum Toxin Bulletin. This was supported by the 
Committee. 
 
As a result of a review on the current local provision of 
iontophoresis machines, an interim Bedfordshire, Luton 
and Milton Keynes commissioning statement has been 
produced: 
It was proposed, that pending the update the Priorities 

Forum Statement and/or availability of iontophoresis within 

the commissioned service, a patient is not required to have 

tried iontophoresis prior to being eligible to receive a 

botulinum toxin for the treatment of axillary or 

palmar/plantar hyperhidrosis. 

SC (Chair, Priorities Forum), had not had the opportunity to 
input into this agenda item when it was considered 
virtually. She therefore advised the following at the 
meeting:- 
The Priorities Forum was unlikely to change its statement 
at review as the current recommendation on using 
iontophoresis before more invasive treatments was in line 
with current national guidelines. 
Iontophoresis is a non-invasive and effective treatment 
strategy. 
Only an NHS trial of an iontophoresis machine had been 
available in the past and companies now provided a trial 
free of charge. 

• It is unethical to expect patients to undergo invasive 

therapies before trying iontophoresis. 

• The hyperhidrosis pathway was a low priority for 

funding. 

• It was not for the Priorities Forum to direct 

Commissioners to make treatments available within 

the pathway. 

• Botulinum toxin is an invasive treatment option. 

 
 
 
 
 
 
 
 
 
 

SMcG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://medicines.blmkccg.nhs.uk/wp-content/uploads/2020/06/Bulletin-251-Hyperhidrosis.pdf
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Other views expressed were:- 

• While the cost of the machine is not high when 

compared to prescription charges over several 

years, the vast majority of the population do not pay 

these charges and those on ‘free prescriptions’ may 

not be able to afford to pay for an iontophoresis 

machine. 

• There are very low numbers of patients who are 

severe enough to require botulinum toxin therapy, 

which confirms the low priority pathway for 

treatment. 

• It is inequitable that patients cannot move to 

botulinum toxin before trying iontophoresis if this is 

due to an inability to pay for treatment. 

 

Taking account of the views outlined above, the Committee 

agreed that the lack of provision of Iontophoresis machines 

for patients who could not afford to buy them should be 

referred to CCG Planned Care. 

The Committee was then asked whether the ‘status quo’ 

should be maintained or the proposed interim 

commissioning statement supported while the Planned 

Care reviewed the provision of iontophoresis machines. 

The Committee agreed to support the proposed interim 

commissioning statement pending review by Planned Care 

as outlined above. 

 

Equality and Diversity Impact Assessment:- 
No – this is formalising the current process as in practice, 
Botulinum toxin requests are not turned down if a patient 
has not undertaken iontophoresis. 
 
Equality and Diversity Lead comment –  
The guidance states that patients are expected to self-
manage their hyperhidrosis and purchase their own 
machine for home treatment.  As a result, there will be a 
potential impact on those patients who are unable to afford 
the purchase cost of the iontophoresis machine There is 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DW (action 
completed) 
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also no commissioned service within BLMK which offers 
iontophoresis.      
What mitigation is available in relation to the above? 
JPC Secretary Response - In answer to your question re 
hyperhidrosis pathway – this is the reason for the proposed 
interim statement – as there is no commissioned service for 
iontophoresis, we are proposing that the lack of this service 
will not prevent the patient moving on to the next line of 
therapy which would, in a lot of cases, be botulinum 
toxin.  So in a sense the interim statement is the mitigation. 
Thank you for your response – I just wanted to ensure 
there would be no impact as a result of cost implications - 
the interim statement is the potential mitigation.  

7.2  DEKA Vitamins Formulary Application 
Specialist centres have been requesting GPs to prescribe 
DEKAs® Plus but have encountered resistance as it is 
currently ‘non-formulary’ in primary care. It was proposed 
to add the DEKAs® Plus products to formulary to allow GP 
prescribing after specialist initiation for patients with Cystic 
Fibrosis.  
The Committee supported the Formulary addition. 
 
Equality and Diversity Impact Assessment:- 
Inclusion should improve equity of access to medication as 
DEKAs® Plus is available on a next day delivery service to 
all pharmacy dispensing points in the UK. In addition, it 
does not require patients to take multiple products in order 
to receive appropriate vitamin supplementation. 
Equality and Diversity Lead comment –  
The availability of DEKA vitamins will have a positive 
impact on disability – for those patients who have cystic 
fibrosis. 

 
 
 
 
 
 
SMcG 

7.3 Rheumatoid Arthritis Treatment Pathway Update 
(Algorithm A) 
An update to the Rheumatoid Arthritis Treatment Pathway 
(Algorithm A) was proposed to incorporate the use of 
Filgotinib for treatment of moderate disease and severe 
disease, as a positive NICE TA supporting its use as a 
treatment option for both moderate and severe disease has 
now been published. See agenda item 6.1 for further 
details. 
 
The Committee supported the updated treatment pathway. 
Equality and Diversity Impact Assessment:- 
Included as per NICE recommendations 
Equality and Diversity Lead comment –  
Positive impact for adults with moderate disease. 

 

8 Drug Safety Updates (DSUs) – December 2020, January 
and February 2021 September,  
The Committee noted the DSUs mainly for information:-  
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December DSU  
 

• Systemic and inhaled fluoroquinolones: small risk of 
heart valve regurgitation; consider other therapeutic 
options first in patients at risk 

• Erythromycin: caution required due to cardiac risks 
(QT interval prolongation); drug interaction with 
rivaroxaban 

• Erythromycin: update on known risk of infantile 
hypertrophic pyloric stenosis 

 
January DSU 

• Antiepileptic drugs in pregnancy: updated advice 
following comprehensive safety review 

• COVID-19 vaccines (Pfizer/BioNTech and COVID-
19 Vaccine AstraZeneca): current advice 

• Dimethyl fumarate (Tecfidera): updated advice on 
the risk of progressive multifocal 
leukoencephalopathy (PML) associated with mild 
lymphopenia 

• Fingolimod (Gilenya▼): updated advice about the 
risks of serious liver injury and herpes 
meningoencephalitis 

• SSRI/SNRI antidepressant medicines: small 
increased risk of postpartum haemorrhage when 
used in the month before delivery 

• Aminoglycosides (gentamicin, amikacin, tobramycin, 
and neomycin): increased risk of deafness in 
patients with mitochondrial mutations 
w 

February DSU 
 

• Ulipristal acetate 5mg (Esmya): further restrictions 
due to risk of serious liver injury. 
This is currently Non-Formulary (as there had been 
a temporary suspension of the licence) Acute Trust 
Representatives have discussed formulary status 
with their Clinicians given that the temporary 
suspension of the medicine has been lifted. JP 
advised that while most clinicians do not wish to use 
the drug, one clinician did. It was therefore agreed 
that the drug would be moved back onto the 
Formulary with the warnings clearly displayed. No 
GP prescribing is recommended.  
 
Post meeting note 
As this is a hospital only drug, it is suggested that 
the re-addition to the Formulary should be confirmed 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JP 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/945824/Dec-2020-DSU-PDF-1712.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/950307/Jan-2021-DSU-PDF-pub.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/962557/Feb-2021-DSU-PDF_final.pdf
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with the Bedfordshire Hospital Foundation Trust 
DTC at its next meeting. 
 

• Alkindi (hydrocortisone granules): risk of acute 
adrenal insufficiency in children when switching from 
hydrocortisone tablet formulations to granules 

• Pregabalin (Lyrica): reports of severe respiratory 
depression 

• Medicines in pregnancy and breastfeeding: new 
initiative for consistent guidance; report on 
optimising data for medicines used during 
pregnancy 

• COVID-19 vaccines and medicines: updates for 
February 2021 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

9 Formulary Update  
 
Items agreed by the Formulary Subgroup  and 
approved by the Committee: 

• Propaderm 1 in 10 ointment added in line with BAD 
specials list (also missed product during formulary 
merger – approved and used for many years at the 
BHT site) 

• Selegiline lyophilisate 1.25mg – discontinued, 

moved to non-formulary 

• Nuelin – discontinued, moved to non-formulary 

• Dorzolamide – minor amendment to  correct spelling 
and reflect generic prescribing 

• Dapoxetine ‘black’ status added to reflect that it has 
been reviewed by JPC as not suitable for 
prescribing. 

 
Drugs and Therapeutics and Prescribing Committees’ 
decisions are noted for information: 
 
Bedfordshire Hospitals NHS Trust: 
Catephen (camellia sinensis) 10% ointment 

 

BLMK Prescribing Committee addition of preferred 

brands –  

Eyzeetan (Bimatoprost / Timolol 0.3mg/5mg/ml) 

preservative free eye drops Eythalm (dexamethasone 

0.1%) preservative free eye drops 
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Zacco 10mg/5ml Oral Suspension (clobazam) 

  
See NICE Report –agenda item 6.1 for Formulary 
additions relating to NICE Guidance 

 

10 East of England Priorities Advisory Committee (PAC)   

10.1 EoEPAC Draft Meeting Notes – September (approved) and 
December (draft) - noted for information. 

 

11 Bedfordshire Local Prescribing Committee Minutes – 
noted for information 

 

11.1 Minutes from the Bedfordshire Hospitals Foundation Trust 
DTC meeting – November 2020  

 

11.2 ELFT Medicines Management Committee Minutes (Mental 
Health) – November 2020 2020 

 

11.3 Minutes of Circle/MSK MMC Meeting – September and 
October 2020 

 

11.4 Minutes of the Bedfordshire and Luton Wound 
Management Formulary Steering Group – November 2020 
and January 2021 

 

11.5 Minutes of the Cambridgeshire Community Services 
Medication Safety and Governance Group – November 
2020 

 

12.0 Additional Papers for Information   

12.1 BLMK Area Prescribing Committee (Next Steps) – 
verbal update 
From 1st April 2021, Bedfordshire, Luton and Milton Keynes 
CCGs will merge. As a result of this merger, there will be a 
need to form a BLMK Area Prescribing Committee (APC) 
from the two existing Committee – JPC and MKPAG. 
FG presented draft Governance, membership and purpose 
of the new BLMK APC to the Committee. 
 
In addition the APC there would be the following subgroups 
(advisory, not decision making):- 

• Formulary – the current group would be expanded 
to include GP representation, Community 
Pharmacist and would review all Formulary 
applications and make recommendations to the 
APC who would make the final decision. It was 
noted that both the Bedfordshire and Luton and MK 
Formularies would continue to ensure local 
engagement. 

• Wound Care Group – this has been a subgroup of 
the JPC for many years and has now been 
expanded to all of BLMK. 

• Medication Safety Group – the subgroup would be 
Pharmacist led. 
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It is hoped that the subgroups outlined above, alongside 
the normal ‘adhoc’ groups that normally occur, will ensure 
more efficient use of the APC agenda.  
 
It is hoped that many members of the current JPC will 
remain involved in one of the new Committees. 
Expressions of interest would be sought in the near future. 
 
As part of the proposed membership of the BLMK APC, it 
has been decided that the meeting chair will be a non 
Clinician (most probably a Non- Executive Director of 
BLMK CCG). 
 
As a result of this change, this would be the last JPC 
meeting that Dr John Fsadni would chair. FG (and all of the 
Committee) thanked John for his years of service (15 years 
to include the last 5 as chair) to the JPC. 
The Secretary also expressed her thanks to the Committee 
for their work and support. 

12.2 Insulin Paper from ELFT  
The paper came to the Committee for information only. 

 

12.3 Cost-effective Melatonin Preparation  
The Committee was advised that a new, more cost-
effective melatonin preparation, Cyesto® 3mg Tablets – 
will be available in May 2021. The initial licence is for jet 
lag with the insomnia licence to follow. 

 

13 Any other Business – None notified  

14 Provisional Dates for future 2021 Meetings:- 
The Committee was asked to note that the next BLMK 
APC was likely to take place on 23rd June but the other 
dates were subject to change. 

• 23rd June 2021 

• 15th September 2021 

• 1st December 2021 
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