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Consultation Questions

Response form

Please fill in and/or tick the appropriate response:
Name:

Dr David Baker
Contact address:


The Dispensing Doctors Association Ltd

Low Hagg Farm

Starfitts Lane

Kirkbymoorside

North Yorkshire

Postcode:
YO62 7JF

E-mail:david.baker@dispensingdoctor.org


Information provided in response to this consultation, including personal information, may be published or disclosed in accordance with the access to information regimes (these are primarily the Freedom of Information Act 2000 (FOIA), the Data Protection Act 1998 (DPA) and the Environmental Information Regulations 2004).

If you want the information that you provide to be treated as confidential, please be aware that, under the FOIA, there is a statutory Code of Practice with which public authorities must comply and which deals, amongst other things, with obligations of confidence. In view of this, it would be helpful if you could explain to us why you regard the information that you have provided to

be confidential. If we receive a request for disclosure of the information we will take full account of your explanation, but we cannot give an assurance that confidentiality can be maintained in all circumstances. An automatic confidentiality disclaimer generated by your IT system will not, of itself, be regarded as binding on the Department.

The Department will process your personal data in accordance with the DPA and, in most circumstances, this will mean that your personal data will not be disclosed to third parties.

Are you responding:

as a member of the public?


Yes
(   )
No
(   )

as a health or social care professional?

Yes
( x )
No
(   )

If yes, please indicate your area of work:

NHS






(x )

Social Care





(   )

Private Health





(   )

Voluntary






(   )

Regulatory Body





(   )

Professional Body




(x )

Education






(   )

Union






(   )

Pharmaceutical Industry/Company


(   )

Trade Body





(   )

Profession: 

Sessional GP
If a General Practitioner, are you a dispensing 

doctor?





Yes
(x )
No
(   )

on behalf of an organisation?


Yes
( x )
No
(   )

If yes, please indicate your area of work:

NHS






( x )

Social Care





(   )

Private Health





(   )

Voluntary






(   )

Regulatory Body





(   )

Professional Body




(x )

Education






(   )

Union






(   )

Pharmaceutical Industry/Company


(   )

Trade Body





(   )

Other (please give details)

Consultation Questions

CHAPTER 2: A stronger focus on commissioning for quality which addresses local needs

Market entry based on Primary Care Trusts’ assessments of local pharmaceutical needs – the Pharmaceutical Needs Assessment (PNA) 

Questions for consultation

The Department proposes amending legislation to replace the current market entry system based on the ‘necessary or expedient’ test with one based on a PCT’s assessment of local pharmaceutical needs and to introduce specific factors which a PCT would take into account in determining applications.

Q1:
Do you agree the current market entry system should be changed to one based on pharmaceutical needs assessments (PNAs)?

Yes


(   )

No


( x)

Unsure

(   )

Comments:

We are concerned that PCTs are acknowledged (Paragraph 8.67 of Pharmacy White Paper and Chapter 5 of the Galbraith review) to have not yet matured sufficiently as organisations to carry out this duty. 
There is a danger that, as in the past, pharmaceutical needs could be equated with the provision of a pharmacist or pharmacy only rather than truly reflecting the needs and aspirations of patients for a convenient service.  

Because decisions in this area have major financial repercussions on all players involved, recourse to litigation is a likely outcome if PCT procedures are anything less than fully robust.
Q2:
What safeguards may be appropriate to ensure transparent, fair and unbiased consideration of applications?
Comments:

To avoid further anomalous situations caused by neighbouring PCTs reaching different decisions affecting similar groups of patients, a set of national minimum standards should be introduced, in which patient choice should be paramount.
Q3:
Do you agree that specific additional factors, as identified in this Chapter, should also be introduced to help PCTs determine applications?
Yes


(   )

No


(   )

Unsure

(x)

What further comments do you have on the range of additional factors identified? 

As above:

Patient choice should be paramount in all cases. It seems irrational to emphasise patient choice in one area of the NHS and deny it in another.

There will be problems as different PCTs will make different decisions in identical cases, further adding to the postcode lottery in health service provision. Although the presumed intention is produce an equitable and fair system, the proposed changes will not achieve this aim.
Q4:
Should decisions be appealable and, if so, to whom?

Yes


(x)

No


(   )

Unsure

(   )

If yes, to whom should they be appealable?

The NHS Litigation Authority is ideally placed and has the experience to deal with such appeals and we can see no logical reason why they should not continue to fulfil that role.

Q5:
Do you agree exceptions to this new system may be necessary?

Yes


(x)

No


(   )

Unsure

(   )

If yes, what might these exceptions be?

We should like to see exceptions allowed in order to facilitate innovative working models such as joint working between pharmacists and doctors.
E.g. A relaxation of regulations to allow pharmacists to use their clinical and technical expertise in a GP practice without it having to be designated as a pharmacy. 

Q6:
If introduced, do you agree such an approach should be piloted and evaluated before introduction?
Yes


(x)

No


(   )

Unsure

(   )

Comments:

Results of any pilot must be published and fully evaluated prior to roll-out. They should include patients’ views which should be one of the main drivers for change. 
Adequate powers to tackle poor performance 

Questions for consultation
The Department proposes introducing legislation to create an explicit power which enables PCTs to take action against listed contractors on the grounds of the inadequate quality of their services.

Q7:
Do you think we should introduce explicit criteria of quality to govern market exit?
Yes



(x)

No



(   )

Unsure


(   )

Comments:

It is the only way to get a consistent application of the regulations across all parts of the NHS. The regulations must be national and the criteria should reflect this.
Q8:
Do you consider existing legislative powers under ‘fitness to practise’ are adequate or not?

Yes



(   )

No



(   )

Unsure


( x)

If not, what quality criteria might be used?
Existing powers appear adequate for individual practitioners’ fitness to practise. There remains a problem with policing contracts. 

Q9:
Do you agree that PCTs should have the ability to issue remedial action notices with the consequence of de-listing if issues are not addressed satisfactorily within a set timescale or to withhold payments for contractors who do not perform to accepted quality and standards?
Yes



(  )

No



(   )

Unsure


(x)
Comments: 
It is entirely appropriate for PCTs remedial notices to have the attached consequence of de-listing; otherwise there is little point in their issuance. We are concerned that there should be no possibility of retrospective removal or reduction of payments already made under contract except in the case of fraud or other malfeasance.

Q10:
If introduced, do you agree there should be an independent appeals mechanism?
Yes



(x)

No



(   )

Unsure


(   )

Comments:

Essential – natural justice demands it.
Q11:
Are there other factors the Department needs to consider? 
Other factors:

Any system must be, and be seen to be, fair to all parties.

CHAPTER 3: Community pharmacies and pharmacists

Market entry arrangements for community pharmacies open at least 100 hours per week 

Questions for consultation
The Department proposes that 100 hours per week pharmacy applications should, pending longer-term reforms, in future remain exempt from the current control of entry test but, if approved, be subject to locally negotiated, directly held Local Pharmaceutical Services (LPS) contracts.
Q12:
Do you agree we should we introduce direct LPS contracting arrangements for pharmacies wishing to open 100 hours per week?
Yes



(   )

No



( x)

Unsure


(  )

Comments:

Q13:
Do you agree safeguards are needed and, if so, what might these comprise (for example these could be expressed in terms of services, prices, standards, quality)?
Yes



(x)

No



(   )

Unsure


(   )

Comments:
But we see no reason why any additional safeguards are needed for a 100 hour pharmacy over and above those for one opening for 40 hours.

Q14:
Is it sensible that such pharmacies are required to provide a minimum specified level of service such as minor ailment schemes or services out of hours as identified or is this best left to local decisions and negotiations?
Minimum specified level of service

(   )

Left to local decisions/negotiations

(   )

Unsure





( x )

Are there other factors to consider?

As Q13

Introducing ‘supplementary list’ requirements for individual pharmacists, taking account of the need to comply with the Safeguarding Vulnerable Groups Act 2006  

Questions for consultation
The Department proposes to introduce regulations to create supplementary lists to enable PCTs to exercise comparable powers in respect of individual pharmacists who assist a pharmacy contractor in the provision of services, as they do with those on the ‘main’ pharmaceutical list and invites views on extending these requirements to pharmacy technicians.  From April 2009, a two-year pilot NCAS service will be extended to include pharmacists.
The requirements of the Safeguarding Vulnerable Groups Act 2006 will be rolled out from October 2009. Pharmacists and other pharmacy and appliance contractor staff whose roles involve providing advice, assistance, guidance and/or medical treatment will be subject to Criminal Records Bureau checks and Independent Safeguarding Authority registration.

Q15:
Do you agree the introduction of ‘supplementary lists’ for individual pharmacists which would cover both employed and self-employed pharmacists?
Yes



(x)

No



(   )

Unsure


(   )

If not, can you suggest ways in which all pharmacists in England can be brought into the systems for tackling concerns about NHS performance locally which apply to other primary healthcare professionals?:

N/A

Q16:
Without a ‘supplementary list’, how might the new NCAS pharmacy service operate for locums?
Comments:
N/A

Q17:
Should this framework extend to pharmacy technicians?
Yes



(   )

No



(x)

Unsure


(   )

Comments:

Not as yet.

Q18:
Do you agree that, in addition to pharmacists, other people working in community pharmacy such as pharmacy technicians and others who provide advice, assistance, guidance and/or medical treatment need to be ISA-registered?
Yes



(   )

No



(x )

Unsure


(   )

If yes, who are they?: 
However, if this were to be introduced needs to be inclusive and cover both those working in doctors’ dispensaries as well as those in pharmacy
Q19:
How might self-employed pharmacists best be brought within the remit of ISA registration? For example, would it be appropriate to require this as part of a self-employed pharmacist’s inclusion on a PCT supplementary list?
Comments:

Supplementary list appears to be the only way forward.

CHAPTER 4: Dispensing by doctors

Market entry: revisions to the current regulatory criteria 
Questions for consultation
The Department has identified four possible options to reform the current arrangements regarding dispensing by doctors.
Q20:
Is the Department right in believing that there are inequities and anomalies within the current procedures under which patients can obtain their medicines and appliances directly from their surgery rather than from a community pharmacist?
Yes



(x)

No



(   )

Unsure


(   )

Comments: Yes, but removing the option most patients prefer cannot be the right way forward. 
The question seems incorrectly to imply that dispensing patients currently have no choice.  A patient can choose to register with a dispensing practice or not; they can choose to become a dispensing patient of that practice or not; and, providing they choose to become a dispensing patient they can,  once prescribed a medicine, choose where and by whom it is dispensed.

It is non-dispensing patients who have no choice; that is the underlying anomaly. All of the proposed changes, rather than removing anomalies,  are likely to create new ones and will overall reduce patients’ access and choice.
Q21:
Have you any personal experience of any such inequities and anomalies? If so, please briefly set them out.
Personal experience:

See the attached survey document.

Over 6,000 patients responded to the survey.  The overwhelming majority of patients (89%) asked would like to be able to choose where to have their medicines dispensed.

The report also outlines how proposed changes could result in anomalies of another kind.  For example, the fact that the rules governing dispensing will be determined by the location of the GP surgery from a chemist, rather than the patient, could impact negatively on access for some patients as the test would fail to identify the actual distance a person has to travel when going from home to the GP, and onto the nearest pharmacy.
Q22:
Do you believe that having a local choice between two or more local dispensers when having a prescription dispensed is important to you?  Could you quantify how important this is for you on a scale of 1 - 5 where 1 is exceptionally important and 5 is of no importance (please tick one).

1
(   )
2
()
3
(x )
4
(   )
5
(   )



Q23:
Is it right for the Department to publish a national set of rules setting out when a doctor can provide dispensing services or should the local NHS, for example your PCT, consulting with others, have more say?

National rules

(x)

More local discretion
(   )

Comments:

National rules should allow patients free choice as to where and by whom their prescriptions are dispensed.

Local NHS should have a say, but only if they reflect patients wishes.

The current regulations support patient access and choice and have helped to maintain inter-professional relationships; local discretion could lead to severe deterioration of all three parameters.

Q24:
Do you agree that the four options set out in this consultation document relating to dispensing by GPs are appropriate options for consideration?
Yes



(   )

No



(   )

Unsure


(   )

Are there any others that should be considered?:

A further possible option would be to consider the benefits of pharmacist placement (not necessarily a pharmacy) in every surgery – making the pharmacist part of the primary health care team.
The ‘any willing provider’ option could be given consideration.

Although written 13 years ago, the ideas raised by Steven Ford and Kevin Jones’ Editorial in the BMJ in 1995, “Integrating pharmacy into the primary care team” (BMJ 1995; 310:1620-1621) have much to recommend them.
Q25:
If you have a preference between Options 1-4, which is your preferred option and why?
Option 1

( x )


Option 3

(   )

Option 2

(   )


Option 4

(   )
Why is this your preferred Option?:

It is the only option which maintains the existing level of choice and access to health services for patients living in rural areas.  It is the option that is most supported by patients (95% of the 6,000 patients who responded to a survey on dispensing would find it difficult or inconvenient if the current service was cut back or no longer available).  
Services that are currently provided to all patients (e.g. branch surgeries) could also be threatened by other options. 
The immediate impact is that 700 surgeries would be destabilised, and millions of patients will face cuts in their service.

It is the only option that allows both professions to work incrementally towards full co-operation and collaboration while maintaining the stability achieved through the agreements which led to the current (2005) regulatory framework.

Q26: If there were to be change, what issues do you believe the Department should take into account when implementing any new system?
Issues to take into account for implementation:
1 Patients’ views, choices and access should be paramount 

2 Services must be tailored to local requirements and patient preference
3 The disproportionate effect on older and disabled patients

4 Regard must be taken of the long term effect on medical and pharmaceutical services

5 Joint working between pharmacists and doctors must be encouraged 

6 Redundancy numbers will be significant. 

7 Compensation for loss of business and redundancies must be made available.

8 Rural aspects of GMS funding will need renegotiation to ensure maintenance of patient services

Q27:
Are there other factors to take into account - for example, how well do these options or your preferred option link to the proposals below for a common regulatory route for all applications?

Other factors?: 

As there are so few new applications for doctor dispensing and the current regulations preclude many more, it seems unnecessarily complicated to change the current application process.

Option one allows incremental change to take place and maintains stability in rural health provision 

A common regulatory route for all applications 

Questions for consultation
The Department proposes to amend the 2005 Regulations (and associated primary medical legislation) to introduce a single regulatory route to authorise dispensing by doctors for patients in rural areas.

Q28:
Do you agree:

· the proposal to align the regulatory route for dispensing doctor applications with those of pharmacies and appliance contractors?
Yes



(X)

No



(   )

Unsure


(   )

Comments:

Fair but probably unnecessary 

· dispensing by doctors should, as now, apply to those patients who live in designated rural areas?

Yes



(x)

No



(   )

Unsure


(   )

Comments:

Denying choice to patients on the basis of the lack of rurality of their neighbourhood could be seen as perverse – but given that dispensing practices are by definition in rural localities, the pragmatic answer has to be to continue the restriction.

· the approval of doctors’ dispensing premises should continue?

Yes



(x)

No



(   )

Unsure


(   )

Comments:

This should be self evident

· the ‘serious difficulty’ rule should be retained to enable a PCT to authorise dispensing for any patient who has serious difficulty getting to a pharmacy? 

Yes



(X)

No



(   )

Unsure


(   )

Comments:

Yes, it is essential that the procedure is there although it is rarely used. It would be useful if it were possible to create a procedure for temporary provision of dispensing where there was a need. (E.g. for patients to be “temporarily dispensing” during extended opening of a surgery when their nearby pharmacy was not open and there was a considerable distance to the next nearest pharmacy.)
Q29:
Are there other factors which need to be taken into consideration?

Other factors:

Patient choice must be paramount

The sale of over the counter medicines by dispensing doctors 

Questions for consultation
The Department proposes to allow, when there is no convenient alternative, dispensing doctors to supply over the counter medicines to all of their patients, subject to the MHRA’s review and forthcoming informal consultation on the current medicines legislation.

Q30:
Do you believe that it would be beneficial for patients and consumers if dispensing doctors were able to sell general sale list (GSL) medicines to their patients where there is no convenient alternative?
Yes



(x)

No



(   )

Unsure


(   )
Comments:

Permitting dispensing practices to supply any GSL products to their patients rather than being limited, as at present, to supplying products blacklisted by the NHS is a logical change but it will in fact be a very small market.

Q31:
Do you believe that it would be beneficial for patients and consumers if dispensing doctors were able to sell pharmacy (P) medicines to their patients where there is no convenient alternative?
Yes



(   )

No



(   )

Unsure


(x)

Comments: We do not see a need for a change to the Medicines Act that permits dispensing doctors to supply medicines only to their patients and not ,as in a pharmacy, to members of the public. That being so, the sale of (P) medicines would benefit patients only if they would otherwise pay a prescription charge and the drugs cost less than that charge. 
Q32: How might the term ‘convenient alternative’ best be defined? For example, should a distance limit of, say 500 m, be set, or should this be left to local determination?

Comments:

Any fixed distance criterion will create confusion if a pharmacy or surgery relocates, as far as GSL is concerned. How can one justify a petrol station next door to a pharmacy selling GSL but not the surgery on the other side? 
(P) Medicines are different; we suggest the right might be restricted to dispensing surgery premises which are themselves situated in a controlled locality –but see the answer given to Q31.
Q33:
If dispensing doctors were to sell P medicines, do you agree there should be safety provisions regarding such supply - for example, similar or equivalent to those that govern the sale and supply of P medicines through pharmacies?

Yes



(x)

No



(   )

Unsure


(   )

Comments:

Yes, when medicines are provided otherwise than by prescription or NHS supply, the safety provisions should be equivalent to those governing the sale or supply through pharmacies

Q34:
Are there any risks not identified here in permitting a dispensing practice to make a profit from selling medicines to their patients?

Yes



(   )

No



(x)

Unsure


(   )

If yes, what are the risks not identified?:

Dispensing doctors will in fact make far less “profit” from the sale of P or GSL items than they would if they were to provide them through the usual NHS route.

Thus we see no risk that is any different to a pharmacist providing the same medicine through their pharmacy by sale rather than by normal NHS prescription.
CHAPTER 5: Dispensing Appliance Contractors

Market entry for dispensing appliance contractors 

Questions for consultation
The Department proposes that applications from appliance contractors should in future be subject to an exemption from the ‘necessary or expedient’ test.
Q35:
Should we introduce a specific exemption for applications from dispensing appliance contractors?
Yes



(x)

No



(   )

Unsure


(   )

Comments:

Q36:
What specific requirements might be set out in the regulations such as the types, standards and the quality of services to be provided?
Yes



(   )

No



(   )

Unsure


( x )

If yes, what might these be?

Q37: What safeguards might be appropriate to ensure the NHS has a reasonable and proportionate control over any increases in costs through new dispensing appliance contractor premises?

What safeguards might be appropriate?

There is a need to review the way in which appliances are ordered; an NHS body should employ a specialist nurse to supervise and advise on appliance use rather than the appliance contractor itself.
Q38: Do the potential benefits of relaxed entry restrictions outweigh the potential costs as identified in the Impact Assessment?
Yes



(x )

No



(   )

Unsure


(   )

Comments: Yes, market forces should keep costs down

A ‘performance’ regime for individuals who assist dispensing appliance contractors in the provision of services 

Questions for consultation
The Department proposes that dispensing appliance contractors should - in 2009 – be assessed in terms of the need for regulation against objective criteria to be formulated by the Extending Professional Regulation Working Group. Those criteria will be available later in 2008.

Q39:
Do you agree the Department should assess in 2009 whether regulation is needed to govern those who assist in the provision of appliances only?
Yes



(x )

No



(   )

Unsure


(   )

Comments:

Q40: Are there alternative approaches which might be considered?

Comments:

Guidance and the use of independent appliance nurses

Q41:
If a risk were to be established, do you agree the provisions of sections 149 and 150 of the NHS Act should be extended to include those who assist appliance contractors in the provision of services?
Yes



(x)

No



(   )

Unsure


(   )

Comments:

Yes, but only if risk is established

Q42:
Should self-employed appliance contractors be required to register with the Independent Safeguarding Authority and, if so, how ?
Yes



(x)

No



(   )

Unsure


(   )

Comments:

There is a case to be made for a “supplementary list” for appliance contractors
Q43:
Should such requirements be subject to specific limitations - for example, applying only to contractors who fit appliances or who do so in patients’ homes?
Yes



(   )

No



(   )

Unsure


(x)

Comments:

The limitations should be a reflection of what happens in other areas of the sector (pharmacy and general practice)
CHAPTER 6: Other changes to the legislation

Amendments to the NHS (Pharmaceutical Services) Regulations 2005 

Questions for consultation
The Department proposes to make certain amendments to the 2005 Regulations and associated legislation.
Q44:
Do you agree the amendments proposed?
Yes



(   )
No



(x)

Unsure


(   )

If not, which do you not agree with?:

Probity dictates that no incentives of any kind should be offered for dispensing NHS prescriptions

Q45: At this stage, no significant impact has been identified from these proposals. However, if you think these amendments would have a significant impact for PCTs or for business, please say what this is and how best any such impact might be managed.

Significant impact/how might be managed:

N/A

Q46: Are there other amendments you wish to propose that the Department should consider? If so, please say how they would clarify or improve the working of the regulatory system.

Other amendments:
None
Amendments to the provisions relating to Local Pharmaceutical Services (LPS) contracts 

Questions for consultation
The Department is inviting views on whether amendments to the legislation concerning local pharmaceutical services contracts should be introduced.

Q47:
Do you agree that the proposed changes to LPS legislation are needed?
Yes



(x )

No



(   )

Unsure


(   )

Comments:

Q48:
Are there other changes to the LPS legislation which the Department should consider?
Yes



(   )

No



(x)

Unsure


(   )

Other changes:

Q49: No significant impact has been identified in respect of these proposals. If you believe they would have such an impact, please explain what this might be and how it might best be managed. 

Significant impact/how might be managed:

N/A

Equality Impact Assessment

The Department’s Equality Impact Assessment is set out in the accompanying Impact Assessment document. The Department welcomes responses, particularly from those representing affected communities, to advise whether key equality issues have been raised and addressed as part of this consultation. If not, then the Department will take into account comments made or accept other suggestions to address matters of equality, and will conduct a further equality impact assessment based on those comments and suggestions, as the proposals set out in this consultation are developed.

Comments on Equality Impact Assessment:

The changes proposed will have a disproportionate effect on the disabled and elderly patients who will need to make two rather than on journey to collect their medication – see the attached patient survey for more information
Impact on small firms

The Impact Assessments include the Department’s assessment of the effects of various proposals on small firms. As any changes to legislation would apply to all NHS contractors, the Department does not consider it would be appropriate to exempt (either fully or partially) smaller firms from these provisions. 

The Department welcomes comments on the impact on small businesses of the proposals set out here and in particular:

· How serious is the problem the proposals seek to address in relation to smaller firms?

· What changes will smaller firms have to make to the way their business operates?

· Is there likely to be a greater impact on the operations and performance of smaller business than others?

· What are the likely approximate costs and benefits of the proposals for small business?

Impact on small firms: Nearly all dispensing practices would be classed as small businesses. The effect of Options 3 or 4 (and possibly 2) would be devastating. 5000+ redundancies are predicted. Reduction in patient services will inevitably follow the choice of any other than option 1.

We have grave concerns over the Impact Assessment (5 of 8) on dispensing doctors and attach a commentary thereon to be read in conjunction with this response.
ANNEX TO DDA RESPONSE

Impact Assessment of Proposals Concerning Legislative Arrangements Governing NHS Dispensing Doctors


An analysis by Dr Allan Tennant, Vice–Chairman, Dispensing Doctors’ Association

As part of the Pharmacy White Paper Consultation the DH published an Impact Assessment of their options for dispensing doctors.

This brief will produce a headline description of the Impact Assessment, followed by a detailed examination with questions people may wish to ask at the listening events.

The DDA has met with senior officials for a clarification meeting. We are still awaiting further data.

The Headlines

The DDA finds it difficult to have confidence in the conclusions drawn in the Impact assessment, since so many issues appear to have been overlooked

The cost benefits from the various options are based on:

· The difference in dispensing fee between doctors and pharmacists, which no longer exists. 

· There are presumed savings from dispensing doctors prescribing less when they cease to dispense and become prescribers only;  a presumption which we dispute.

· Staff cost savings are incorrectly included since they provide no savings to the NHS and will see a reduction in patient services. 

· Redundancies, which could be extremely costly, are not mentioned.

· There is a major presumption that a doctor’s status as dispensing doctor is the sole reason why they prescribe more. There is no serious attempt to examine this in detail. 

· There is a belief that if we stop dispensing, our prescribing will change to exactly match that of our prescribing colleagues.

· We are criticised for prescribing more than our prescribing colleagues based on “needs” calculations using the Carr-Hill Formula. 

· There is no assessment of patient demand.

· The Impact Assessment omits to calculate and include the difference in clawback between dispensing doctors and pharmacists which impacts on the relative costs to the NHS of the two services. 

· Research which indicates that dispensing doctors do not prescribe more than their prescribing colleagues is not presented.

· There are derogatory statements made about us without any evidence.

· The Impact Assessment appears to ignore basic reasons why dispensing practice is different from urban prescribing practice and appears unaware of how we are reimbursed.

· There has been no calculation of the increase in the goodwill value of pharmacies from obtaining increased dispensing resulting from the proposed changes.

DDA Online’s campaign over the last 3 years has resulted in the DH now using PPD numbers on doctors, practices and patients, which are considerably higher than the numbers supplied by the NHS Information centre in the original April consultation document.

Detailed Analysis

This analysis will go through the Impact Assessment by page. Quotes from Impact assessment are in italics.

However initially we must comment on the emergency contract funding that came into force on the 1st of October 2008. Currently pharmacists are receiving £2.44 per item in total fees, whilst dispensing doctors receive £2.14. On the 1st of April 2009 we believe the fee per item will be similar for doctors and pharmacists. Thus the savings in the Impact Assessment will not be made. These had been estimated at £23m.This means that in all the cost benefit analyses the savings on fees must be removed.

The Impact Assessment omits to calculate and include the difference in clawback (discount abatement) between dispensing doctors and pharmacists.  The fact that this has not been taken into account by DH economists and civil servants is extremely disappointing. It is a serious omission.

“One of the founding principles of the NHS was to separate prescribing and dispensing services, with doctors mainly being responsible for prescribing and pharmacists for dispensing.” (Page 5) There is no examination in the consultation regarding this outdated premise. Pharmacists now prescribe and this will increase with the introduction of the White Paper proposals. They also plan to investigate, diagnose and monitor. Many of the politicians we spoke to at the party conferences did not understand why prescribing and dispensing services had to be separated. 

“As of March 2008 there were 5,664 dispensing doctors, who were located at 1,147 dispensing practices, with a majority of these practices in rural areas.” (Page 6)

In the April consultation document there were 4,300 dispensing doctors. As a result of prolonged activity monitoring and reporting by DDA Online the government has now accepted that data published by the NHS Information Centre about dispensing doctors and their patients does not reflect the true picture and DH are now using PPD information. The DDA has been advised by NHS Information Centre officials that as PPD data is used for payment purposes, it is likely to be more robust and accurate. The DDA is awaiting clarification of the figure now being used by the DH for dispensing patient numbers. This has not yet been received to date.

During our clarification meeting it was suggested by the economists who wrote the Impact analyses that significant numbers of dispensing patients do not live in rural areas, but no supporting evidence was offered 

“There are a number of financial considerations in evaluating the value for money position of dispensing doctors. The Information Centre GP Earnings and Expenses Enquiry 2005/2006 (published 19 March 2008) shows that, on average, dispensing doctors earn more than non-dispensing GPs and that on average, a dispensing doctor’s annual net profit is £127,061 against £106,681 for a non-dispensing doctor.” (Page6)

One would expect practices that are providing extra services requiring extra capital investment and risk, to require more staff and training and to generate more income. It would appear from the above statement and from the wording of some of the questions (eg regarding the sale of OTC medication) that there is an issue regarding dispensing doctors making more money than our prescribing colleagues. Does the DH have an issue with pharmacy owning companies making a profit?

The next paragraph on page 6; “there are also indications that the prescribing behaviour of dispensing doctors may vary from the prescribing behaviour of non-dispensing doctors. Initial evidence indicates that dispensing doctors may be prescribing more items per patient, a distinction that is particularly apparent when adjusting for the differences in the pharmaceutical needs of their patient lists.”
There is no examination or attempt to understand why this difference occurs. 

We await advice on the appropriateness of the use of the Carr Hill formula to determine “pharmaceutical needs”.

Dispensing doctors prescribe the same amount to their prescribing patients  as they do to their dispensing patients. Yet the prescribing patients live in less rural and supposedly less affluent areas, where they should therefore have a higher pharmaceutical need. This is not explained by the authors of the Impact assessment.

The reasons for dispensing doctors prescribing more include:

We prescribe on a monthly basis. This reduces drug waste, and legitimately increases our fee per item rate. Some of our prescribing colleagues prescribe every 2-3 months. The DH have never expressed unhappiness at our monthly prescribing period and we believe that PSNC has lobbied for government direction to make this the norm, however EU rules stop the government determining the exact prescribing period.

The DDA has published examples of PCT 28 day prescribing policies. http://www.dispensingdoctor.org/news/?pid=3710&lsid=3720&edname=27183.htm&ped=27183
E.g. Bassetlaw PCT’s policy lists the following advantages of 28 day prescribing:

· Medication already made in 28 day packs 

· Reduce wastage 

· More frequent doctor and pharmacy review 

· Reduce the risk of mistakes by elderly patients. 

· Easier compliance checking.
What we prescribe is nearly always dispensed, while in prescribing practices there is “leakage” between the surgery and the pharmacy either because the patient does not present the prescription or because the pharmacist issues the drug as a pharmacy sale and does not present the FP10 to the PPD. Thus the patient pays less because the retail price for the item is less than the prescription fee.

We prescribe OTCs and pharmacy only medicines to our patients on FP10 because current regulations do not allow us to sell them to our patients. In prescribing practices, on the other hand, the patient is directed to a pharmacy for these types of medications. The net effect of this is to increase NHS cost in dispensing practices.

The further patients live from a hospital the less they use it. They are more likely to attend a rural practice for minor injuries. The necessary medications and dressings are supplied on FP10s. 

Articulate well educated patients may request (as they are entitled to do) more screening, which picks up disease earlier. They may also be more compliant with their medication.

It is difficult to know how increased demand from our patients, who are allegedly more affluent and therefore presumably better educated, will affect our prescribing volume. One could suggest that more affluent and educated patients may well make different demands on the health service.

DDA Online has published data http://www.dispensingdoctor.org/news/?edname=26803.htm  that indicates:

In the last 12 months we dispensed 17.23 items per patient at a NIC of £149.41.

In the same period pharmacy dispensed 15.63 items per patient a month at a NIC of £157.10.

So despite prescribing more items we cost less on the bare numbers overall.

The DH will say that our patients’ “pharmaceutical needs” are less than those of prescribing patients and therefore our patients are still costing more than prescribing patients.

This implies that demand follows need. Can the DH provide us with the evidence that pharmaceutical needs equates to demand for pharmaceuticals?

We are not sure how patients in “affluent rural” areas will take to being told they cannot have medication because someone somewhere else has a greater need.

“Dispensing doctors also perform less well than prescribing doctors against some of the Better Care Better Value indicators of prescribing. According to the PPD data, dispensing doctors prescribed less (3.8%) generic statins as a percentage of all statins compared with non-dispensing doctors.1 Dispensing fees per prescription dispensed are higher for dispensing doctors than they are for pharmacies, which make each prescription dispensed more expensive than it does at pharmacies.” (Page 6)

Many commentators say that the Better Care Better Value indicators are an assessment of cost and not necessarily of quality.

The DDA has requested that the DH provide us with all the Better Care Better Value indicators results, including historical data. This data has not yet been received despite being promised by DH.

It is the DDA’s belief, confirmed by talking to PCT pharmaceutical advisors, that dispensing doctors have improved their prescribing dramatically in the last 5 years. There have been some pockets of bad behaviour by our colleagues in the past; however these pockets have also become substantially smaller.

Comparing a subset with the national average is not necessarily a good test of quality.

We would be interested to know if the DH has figures for an average sized practice of how the quantity of each drug we prescribe relates to high quality prescribing. 

While in general we support the government’s desire for better care and better value, combining these two aspirations could result in conflicting needs. Later in this analysis we will provide examples of better care with higher costs.

Benefits and costs 

The DH say, “There are no potential benefits identified in pursuing Option 1.” (Page 7)

The DDA would suggest that there are potential benefits.

The cross subsidy from dispensing doctor income will be retained in rural practices. In the August consultation document, the government sidelined the issue of cross subsidy. How can the government accept in the Impact Assessment that making redundant doctors, nurses, dispensers and other staff will be a cost benefit and yet say there is no cross subsidy?

Option1 will ensure that the two professions maintain the close working relationship and benefits from cooperation that have been achieved in the last few years. Elsewhere commentators have suggested that choosing Options 2-4 would put back inter-professional relations twenty years.

The choice of option 1 will ensure that the 16% of GPs who dispense will be enthusiastic about moving the Pharmacy White paper forward. These GPs have the most knowledge about the interface between prescribing and dispensing and have the most insight into how pharmacy works.

If Option 1 is chosen the DDA would expect to discuss with the DH how dispensing practice could be improved and how patients could gain access to the services of a pharmacist.

Interfering with something that is working well can result in a negative impact.

On Page 13 the Impact assessment says, “…the client group receiving dispensing doctor services is more likely to live in affluent rural areas and be less likely to have a long-term condition.”
The indices used for determining need have a bias towards urban poverty.

Can one say that all rural areas are affluent? Do affluent patients have less long term conditions? Probably, but then the healthier longer lived rural patients will be a higher cumulative burden on the NHS because they live longer.

Where is the evidence that affluent patients, who have less long term conditions, make fewer demands on the NHS? 

We provide evidence later in this paper regarding rural poverty, which suggests that rural patients have just as much long term ill health.  

Urban and rural poverty are different. Rural poverty and social exclusion is a much misunderstood subject.  Some people ignore it, mistakenly believing that problems only exist in inner cities.  Some commentators say that health in the UK has not been “rural proofed.”

928,000 rural households have incomes below the official poverty threshold.

The effects of rural deprivation and isolation must be factored in.

The DDA believes that the proposals regarding Dispensing by Doctors have not been rural proofed in the Impact Assessment.

The DH says, “The potential impact on patients in rural areas is identified and monetised for all the options in the accompanying Annexes. This includes descriptions of the impact in terms of access for patients, effect on pharmacies and dispensing practices and their staff.”
We would welcome a clear more transparent rural proofing. We cannot see that these areas have been considered.
ANNEX C – QUANTIFICATION OF COSTS AND BENEFITS (OPTION 2)

Option 2: Retain controlled localities and allow PCTs to determine dispensing rights based on pharmaceutical needs assessments. 

Many of the comments made on Option2 are also applicable to options 3 & 4. 

The introduction says, “…there is significant uncertainty over the estimates of costs and benefits. The figures outlined for this Option are based on reasonable estimates.”
The DDA finds it difficult to comment on the estimates of the costs and benefits when the reasonable estimates are built on foundations of significant uncertainty. However the Impact Assessment does not appear to have the same difficulty.

The costings now have to be corrected following the emergency pharmacy contract funding.

It is difficult to tell from the way the figures are presented and the fact that there is minimal working out, whether the figures for fees per item in pharmacy are correct and agree with the fees and items published by the PPD as PPD1. They give the current dispensing fee as £1.38, however if one takes into account all the fees paid to pharmacists for dispensing the figure currently is £2.44. On the 1st of April 2009 it will reduce to £2.14, exactly the same fee per item being paid to dispensing doctors.

The DH says, “In terms of market structure, it is not anticipated that there would be a significant change to existing arrangements as it is expected that controlled localities would remain in place, so that patients in rural areas would continue to receive dispensing services as planned.”
How can the DH predict what individual PCTs will do if Option2 was introduced?
 The listening events made it quite clear to the DH that stakeholders felt very unhappy about PCTs being the sole decision maker and the DH’s own evidence suggests that PCTs are not yet competent to commission.
If there will be no significant change then there is little point in spending large amounts of money on changing the system.
The Impact Assessment says, “If it is assumed that at present, dispensing doctors prescribe on average 17% more items per patient than prescribing-only doctors (see Annex G for details), and that once their dispensing right was removed, we would expect to see a proportionate (100/117) fall in the items prescribed.”
This presumes that the only reason we dispense more items is because we are dispensing doctors. This would suggest that the authors of the Impact assessment have minimal understanding of how medical practice, prescribing and dispensing works.

There is the presumption that all practices have the same sort of patients requiring the same amount of medication. The reasons why medical practitioners prescribe more or less are complicated, possibly unfathomable

In my practice currently my costs are 17% more than the national average. Most of my patients would be surprised to be described as affluent. I have much higher prevalence rates for QOF than PCT averages and yet my referral rate is 24% lower than the PCT average. My generic prescribing rate is 89%. I am considered to be a good prescriber by my PCT.

Prescribing costs cannot be looked at in isolation.

The idea that I prescribe more because I dispense is offensive. I prescribe what my patients need. It maybe that my well treated well monitored (by my expensive nurses-partly employed through the profits from dispensing) diabetics, hypertensives, asthmatics/COPD and patients with IHD receive more medications than the average practice resulting in a significantly reduced burden on secondary care.

The Impact Assessment has not done a cost benefit analysis for my patients on:

· losing a nurse as income falls

· losing a doctor to the practice

· The loss of near patient testing (urban colleagues often do not provide routine testing at the surgery, using hospital services instead) 

If I reduce my prescribing or lose staff my use of secondary care is likely to rise.

It was the new GMS contract and the introduction of QOF that saw the huge rises in prescribing. If I have less nurses monitoring my patients with chronic disease undoubtedly I will prescribe less as less monitoring will result in less therapeutic intervention. Keeping patients’ blood pressure and Hba1c low takes drugs and success keeps them out of hospital and keeps them well.

The PPD’s latest prescribing review was on drugs to treat osteoporosis.

I prescribed 15% more Bisphosphonates than the PCT average and 39% more Calcium VitD3. I have done a lot of work to ensure all my patients that require these drugs either due to past medical history, family history or medical conditions get these drugs. 

The previous PPD prescribing review was on ACE inhibitors, where I prescribe 12% more than the PCT average. 57% of my patients receiving Ramipril get the maximum dose of 10mg compared to the national average of 40%.

I use 8% more oral antidiabetic medication than the PCT average and 11% more insulin.

I wonder how these prescription items will fall if I stop dispensing. To suggest that patients are receiving more Osteoporosis and diabetic treatment as well as anti-hypertensives because I am a dispensing doctor, with affluent patients who require less drugs because they have less health conditions is just crass.

The Exeter Payments system data also shows that the average dispensing cost for dispensing practices was £2.2 per item (Page 18)

The PPD1 data shows that we receive £2.14 per item.

The DH’s Impact Assessment reduction in costs from stopping doctor dispensing is based on reduced dispensing fees and a reduction in prescribing because we stop dispensing.

In practice, it is unlikely there will be any saving on fees and prescribing levels to our patients as we have reason to believe our behaviour will not change .Furthermore, increasing the prescribing interval would go against most PCTs’ policy

Table 2.6 estimates that staff costs in dispensing practices will fall by £21m if Option2 is implemented, with a resultant increase in costs to pharmacies of £2m. Is this £19m saving part of the saving in the cost benefit analyses? You bet it is and over 10 years it is calculated to save £158m. I am unsure how not employing nurses, doctors and receptionists gives a monetary benefit to the NHS or the government. However pharmacy owners may well make more income and profit from the increased dispensing.

Has an assessment been made of the monetary disadvantages of not having these people available to provide patient services? Has the cost of patients having to travel long distances for phlebotomy, ECGs, lung function tests and dressings been calculated? As far as we can tell, it has not.

It is reasonable to assume that any prescribing of medicines in excess of the patient’s needs has some disbenefit to the patient. If it is the case that dispensing doctors tend to prescribe more items per patient than non-dispensing doctors, there could be some patient disbenefits in terms of quality. However, this potential loss in quality to patients has not been monetized for the purposes of this Impact Assessment. (Page 19)

The DDA would be grateful if the DH could provide the evidence to support this prejudicial opinion. To suggest that treating diabetes or hypertension more effectively is to the disadvantage of our patients suggests that the authors are misinformed.

They go on to say, “ The fact that prescribing quality may be less good at dispensing practices may be to some extent offset by the average practice quality, which patients perceive to be higher than at non-dispensing practices. This quality factor has not been monetized (results of the analysis are in Annex F).”
They still haven’t produced any evidence that our prescribing quality is poorer and yet their assertion is being repeated here. 

Let me put forward a different explanation.

Because we prescribe and dispense, dispensing doctors are interested in medicines management. Whilst PCTs and SHAs may see medicine management as a way of curtailing costs, which it sometimes does, thinking about one's prescribing often generates projects to ensure patients are being treated properly. This often sees an increase in prescribing. (See the osteoporosis example earlier). Undoubtedly the increased income from dispensing may well encourage doctors to ensure that patients are receiving all the medications they require. Prescribing more medication to one's diabetic patients to reduce their Hba1c benefits patients and generates income for the practice to reinvest in services such as diabetic nurses.

Using the new expensive combined asthma inhalers and once a day Tiotropium appears to have benefited my respiratory patients and reduced my prescribing of very cheap oral steroids and I refer fewer patients to the respiratory physicians.

Five years ago my PCT was able to identify a significant difference between prescribing and dispensing doctors on the quality indicator of potential generic saving. This was where dispensing doctors were prescribing more expensive branded generics. I am now advised that potential generic saving is no longer an issue.

On Page 20 the Impact Assessment discusses patient costs of having to go to the pharmacy instead of the dispensing doctor. The cost of patients having to find a parking place has been calculated at 10minutes at the minimum wage. I refer readers to earlier comments about affluent rural patients. You can’t be wealthier than the average member of the UK population and be on the minimum wage. They assume our patients visit the surgery 3 times a year on average. They visit the doctor this many times or more , but in the last several years there have been increasing visits to the surgery for nurses for chronic disease management. When I joined my surgery in 1993 we had 2 FTE nurse, we now have 4.5 plus 1 FTE health care assistant.

Table 2.7 gives the Net monetised benefit of £195m over 10 years. This benefit is dependent on doctors being paid more to dispense than pharmacists, which is no longer the case. It is dependent on dispensing doctors prescribing less if they no longer dispense-yet there is no evidence this will happen, and it uses savings in staff costs which will not be available to the government and exchequer. It would be interesting if the Impact assessment had looked at the increased profits made by pharmacy if they obtained our business without the nuisance of employing doctors, nurses and receptionists to provide extra patient services.

There has been no calculation of the increase in the goodwill value of pharmacies from obtaining increased dispensing from the proposed changes.

Last year the author had a pharmacy supplying drugs to 3,100 patients valued at a minimum value of £500,000. This gives a value of £160,000 per thousand patients. Adding new business to a pharmacy already making a profit would add considerably more than this figure. However using these figures our 3.5 million doctor dispensing patients are worth approximately £565 million to the pharmacy industry. They have no goodwill value to the NHS or the doctors or the patients.

ANNEX D – QUANTIFICATION OF COSTS AND BENEFITS (OPTION 3)

Option 3: Retain controlled localities and replace existing ‘patient-to-pharmacy’ distance criterion with ‘practice-to-pharmacy’ distance criterion, for existing dispensing practices only, and allow dispensing practices to dispense to full list. Many of our concerns regarding Option2 are transferable to Option3

In this case there will be more patients losing their ability to obtain their drugs from their doctor than in Option2 

With the 500m criteria 51% practices lose their dispensing, 1m patients lose their dispensing, but 2m people become dispensing patients. If the 1000m criterion is used 62% practices lose their dispensing and 18% of patients lose their dispensing. We have no way of knowing if these assumptions are correct.

The Impact Assessment suggests that for every 4 units of dispensing increase in pharmacy from the transfer from dispensing doctors, we will see 1 new pharmacy. 

The DDA believes that this ratio is wrong. The situation will become very complicated if Options 2-4 are introduced.

Some dispensing doctors will open pharmacies if it is cost effective for them to do so.

Depending on which distance is chosen 500m or 1000m will see many minor relocations to get within the perimeter.

Practices where currently a pharmacy would not be viable because the patients were too spread out would see pharmacy applications next to the surgery if the total practice population was much more than 3,000 people. Only small practices with patient numbers below this figure would be safe. We believe this could account for as many as 40% of practices.

Again the Net monetised benefit is dependent on fee savings which will no longer occur, reduced prescribing which we dispute, and staff cost savings where there are lots less doctors and nurses, which must be a patient disbenefit.

ANNEX E – QUANTIFICATION OF COSTS AND BENEFITS (OPTION 4)

Option 4: Retain controlled localities and replace existing ‘patient-to-pharmacy’ distance criterion with ‘practice-to-pharmacy’ distance criterion, ensure there are two pharmacies in close proximity and allow dispensing to full list. 

Option 4 sees between 23 and 27% of practices losing their dispensing but there being 5-6m dispensing patients and would cost a billion pounds more over 10 years.

ANNEX F

Dispensing practices prescribe more items.

Complicated regression analyses show we prescribe more items and if you assess patient need, we cost more. 
The cross-sectional data for prescribing costs was obtained from the PPD and covered Q4 2007. This was matched to 05/06 data on patient characteristics from Exeter Payment Systems. 
They use one quarter’s data; the last quarter of the year includes all the flu vaccinations. Some prescribing practices do not purchase their own flu vaccines. Some PCTs buy the vaccine. Also this is a quarter which sees an increase in prescriptions in December as people order early. Some practices prescribe 2 months supply in December to reduce workload in this busy period. These issues could skew the data. 
The authors then use 2005/06 patient characteristics to analyse the data. We think that using data from two different periods could invalidate the calculations as year on year the doctor dispensing population has risen, which will increase prescribing. 
They then refer to a paper that showed that dispensing doctors cost more in 1997-8 by Rice, N., Derivation of a Needs Based Capitation Formula for Allocating Prescribing Budgets to Health Authorities and Primary Care Groups in England: Regression Analysis.  

The DDA would suggest that dispensing doctor prescribing behaviour has changed considerably since 1997. 
When the DDA provided more recent analysis showing there was no difference between dispensing and prescribing doctors (see Wilcock M et al; Pharmaceutical Journal Dec 06 277/7430 (695-697)) DH economists said the sample size was too small. That’s the amount of research on dispensing doctors over the last 10 years-minimal. However, huge judgements have been made based on these tenuous arguments.

The Impact Assessment goes onto suggest why we prescribe more. “It has been suggested that GPs that are located in more isolated or deprived areas tend to come into contact with pharmaceutical company representatives more frequently.7 This could mean that practices in more rural areas, that are by definition more likely to be dispensing practices, may be more influenced by the information provided by these representatives and more prone to prescribe newer (and often more expensive) medicines.”
The paper they quote is Watkins et. al. (2003). Characteristics of general practitioners who frequently see drug industry representatives: national cross sectional study. British Medical Journal; Vol. 326; pp. 1178-9.  

Watkins describes GPs who are isolated as “single handed” or “not a training ”; there is no mention of rurality or dispensing. This reference has been used quite inappropriately. Only 5.5% of single handed practices dispense, compared with the overall figure of 16%. (Of 1446 single handed practices, 79 are dispensing (PPD figures)) 

In the impact assessment the authors warn about jumping to conclusions using the available data, they say, “There may also be other demographic factors that influence the demand for GP services beyond those directly linked to actual need for health care.”
The DDA would suggest that multiple statements throughout this IA would suggest that the authors ignored their own advice.

Other Issues

Top slicing has become a usual practice in PCTs. This results in the national database on prescribing being incomplete. Incomplete databases cause problems for data analysis.

For example, one PCT top slices GP practice budgets to pay for a centralised tube feeding budget that costs several hundred thousands of pounds per year. This PCT's prescribing budget can no longer be compared to another. I am advised this is happening all over the country for different projects which damages the national data.

Rural Poverty

In the impact assessment there are mentions of affluence and healthier patients.

Dr Stuart Burgess is the government’s Rural Advocate, appointed by the Prime Minister.

Dr Burgess published Report of the Rural Advocate 2007 http://www.ruralcommunities.gov.uk/files/CC50_RuralAdv_07_tagged.pdf on the 3rd of March 2008, the report was for government and the PM.

In the report he makes these comments:

“I heard from health professionals in Suffolk and Lincolnshire how the current Department of Health funding allocation makes insufficient allowance for the higher cost of delivering services in rural areas. It can be no coincidence that many of the largest Primary Care Trust budget deficits have been in rural areas. 

Medical professionals and rural communities were worried that the changes they were experiencing were driven by professional health care perspectives that reflected urban circumstances and which were not being sufficiently rural proofed. 

A significant number of rural people are unable to share in this high quality of life, with over 928,000 rural households with incomes below the official poverty threshold. 

Dr Burgess suggests  listening to rural communities about the provision of health care for people in rural areas and considering the potential implication for the government’s NHS review. 

The Welsh government has published Rural Development Sub-Committee's report on Poverty and Deprivation in Rural Wales.

“The key finding of the report was that poverty in rural Wales could be very different to poverty in urban areas,” he asserted.

Concern was expressed that income levels in eight of the nine rural authorities were lower than the national average. In addition the lack of dependable public transport in rural areas is a key cause of deprivation. For too many people, a lack of co-ordinated transport options leads to a disconnection from the rest of society, to a sense of being abandoned, discarded or simply cast aside.

Moreover, it was asserted that the UK Government's policy on post offices had been a "disaster" for many rural communities.

The report highlighted a lack of variety in employment and of opportunities to develop long-term career prospects. That leads not only to low pay, but to migration out of rural communities, particularly by young people. There is much evidence to suggest that families, and, in particular, older people in rural Wales, do not always claim the benefits to which they are entitled.

The report can be found at the following site: http://www.assemblywales.org/poverty_and_deprivation_in_rural_wales.pdf
The Poverty Site is a website published by The New Policy Institute and the Joseph Rowntree Trust, two respected organisations.

This site monitors what is happening to poverty and social exclusion in the UK. The material is organised around 50 statistical indicators covering all aspects of the subject, from income and work to health and education.

They say this:

“At all ages, the proportion of people with a limiting long-standing illness in rural districts is similar to that in urban districts. http://www.poverty.org.uk/R36/index.shtml?2
Somewhat fewer people in rural districts die prematurely than in urban districts. http://www.poverty.org.uk/R35/index.shtml?2
Rural poverty and social exclusion is a much misunderstood subject.  Some people ignore it, mistakenly believing that the problems only exist in inner cities.  Others try and give it a very particular flavour -focused on the problems of farming - whereas actually, many of the problems are similar to those in urban areas.  http://www.npi.org.uk/projects/rural%20mpse.htm
Some Questions to be answered by DH to inform reconsideration of the Impact assessment

· Can the department explain why dispensing doctors prescribe more items?

· Could the DH provide us with the evidence that pharmaceutical needs equates to demand for pharmaceuticals?
· Are Deprivation indices skewed towards urban poverty?

· Could the DH explain why the Impact Assessment omits to calculate and include the difference in clawback between dispensing doctors and pharmacists? 

· Can the DH expect the public to have confidence in their Impact assessment when such a serious omission is made?
· Why does the DH fail to see potential benefits from the choice of Option 1?

· How can the government accept in the Impact Assessment that there will be losses of doctors, nurses and other staff as well as dispensers, which provide a cost benefit and yet say there is no cross subsidy?

· Has an assessment been made of the monetary disbenefit on not having these people available to provide patient services? 
· Where is the evidence that affluent patients have less long term conditions? 

· Where is the evidence that affluent patients make fewer demands on the NHS?

· Where is the evidence that rural patients have less limiting long term medical conditions? 

· Is the DH aware of the Joseph Rowntree Trust evidence that rates of long term illness are the same in rural and urban areas?

· Where is the evidence that if dispensing by doctors ceases they will reduce the number of items they dispense to prescribing doctor levels?

· What evidence does the DH have that our patients are dis-benefited because of our prescribing behaviour?

· We would be interested to know if the DH has figures for an average sized practice of what quantity of each drug we should prescribe to indicate high quality prescribing. 

· Has the cost of patients having to travel long distances for phlebotomy, ECGs, lung function tests, dressings been calculated?

· Is the DH aware of the massive increases in goodwill values of pharmacies if they were to take over the dispensing currently being done by doctors?
· Will the DH acknowledge that some references they used are not appropriate?

· Will the DH acknowledge that we have shown some valid reasons why we prescribe more items than a prescribing doctor?

· Can we have transparent evidence of Rural Proofing.?
Genuine choice is to be welcomed 


Artificial limitation of choice is to be deplored 
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