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A welcome from the
DDA Chief Executive
Matthew Isom

the Best Practice conferences and 
exhibition in 2014. 

In 2015, Annual Conference delegate
numbers were up 11% on the previous
year and over the two days of the event,
there were over 200 visitors to the 
DDA stand. 

To book your place at the go-to event for
expert advice, inspiration and support
in all dispensing practice matters visit the
DDA's website,
www.dispensingdoctor.org/conference/ 
Make a note to book your place now: 
DDA Annual Conference places fill up fast!

The theme of the 2016 DDA Annual 
Conference has been announced as 'Dealing
with Demand'. Leading speakers are being
carefully hand-picked to provide dispensing
practice GPs, managers and dispensers
with all the practical tips and hints they
need to meet the increasing demands and
quality standards of their patients and the
modern NHS.

The DDA is delighted to be again holding
its annual conference alongside the
2016 Best Practice and Best Practice in
Nursing conferences and exhibition, taking
place this year at the NEC, Birmingham, on
October 19-20. 

The DDA Annual Conference goes from
strength to strength since partnering with

In the run-up to the debate, AMs were
told of the link between dispensing income
and practice viability and sustainability.
Since September, 2015, under the terms 
of the new GP sustainability framework,
dispensing income has been recognised 
as a core element of GP practice 
sustainability.

Limitations on the use of e-cigarettes in
specific public places have prompted the
Welsh Assembly to reject the Public Health
(Wales) Bill – and with this, have shelved
proposals to bring in dispensing GP
‘friendly’ control of entry regulations.

During the debate, AMs had called for the
minister to separate out from the Bill the
less contentious issues, which include the
proposals to base new control of entry 
regulations in Wales on pharmaceutical
needs assessments. Following lobby from
parties including the DDA, these were 
designed to specifically protect the 
interests of dispensing doctors.

Welcome to the latest of our educational
supplements brought to you in association
with Actavis.

IT is in favour again at the Department of
Health and NHS England.  For those of you
who have seen the details of the agreement
for the GP contract for 2016/17, you will know
that there is an ‘aim’ for at least 80% of 
repeat prescriptions to be transmitted by 
the Electronic Prescription Service (EPS). 

Regular readers will know that EPS is
something of a bête noir, as the system is 
not yet available for dispensing doctors.  We
now have the ludicrous situation developing
whereby the DDA will be working with the
Health and Social Care Information Centre
(HSCIC) to ensure that that GP systems can
opt-out dispensing patients from EPS in
order that their prescriptions are not 
automatically sent out of the practice!  
Only in England in 2016 could this possibly 
be happening…

However, it is not all doom and gloom 
because one dispensing practice is shortly 
to begin piloting EPS for one of the major
system suppliers.  In the meantime, if you 
are experiencing any IT problems at the 
moment, please take part in our survey,
which is designed to help us to help you with
your issues.  Please take the time to visit our
website and complete the survey at this link:

http://www.dispensingdoctor.org/
news/gp-it-survey/

The DDA can only help you if we have the
latest information available to us! 

Matthew Isom

Chief Executive
Dispensing Doctors’ Association

e. office@dispensingdoctor.org
t. 0330 333 6323
www.dispensingdoctor.org

Wales shelves
dispensing friendly 
control of entry

19-20 October 2016
Birmingham NEC

DDA 2016 Annual Conference
‘Deals with Demand’

We hope 

to see you
there! 

Dispensing income is now recognised as a core element
of GP practice sustainability.
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Around 348 (58%) of the 595 Category M products are
down in price, with five ‘big losers’ seeing at least a 
50% cut in their reimbursement prices. 
Four Category M fallers have seen a £10+ cut in their
reimbursement prices.

Some 204 products are up in price, but there are 
‘big winners’ in this group; 10 products have seen
their prices more than double and five products have
seen reimbursement prices increase by more than
£10. Many of the big winners from April 1 were also
on the March concession list.

To view the full April 2016
price changes, visit DDA
Online at:
www.dispensingdoctor.org/
resources/dispensary-
management-zone/
category-m-updates/

Size Jan-16 Apr-16
Price % price

Change ChangeTop five price risers in Q1

Fallers
Hydrocortisone ointment 0.5% x15g fell by
47% on average at the beginning of March as 
a number of high prices disappeared from the
market. Low prices below £1 were available 
to dispensing doctors and retail pharmacists
from Numark, AAH, OTC Direct, Beta, Elite, 
Alliance, Teva, Lexon and Eclipse.

During the month selegiline tabs 10mg x30
saw its average price fall by 45% as high prices
vanished from the market leaving Teva as the
main remaining supplier. In March the drug
tariff rose from £19.99 to £24.95, but then fell
to £9.50 in April. This may have confused the
market and frightened some suppliers away.

The disappearance of Actavis’ offers for
ibuprofen tabs 200mg x24 resulted in a 44%
average price reduction in March. Good prices
below £0.40 were still available from OTC 
Direct, B&S Colorama, Eclipse, Alliance, 
Ethigen, Lexon, AAH and Phoenix. 

Risers
In March the
average price
of diclofenac SR tabs 75mg x56 rose by
120% as low-priced Actavis offers 
disappeared. Remaining good offers 
below £7.00 were on offer from Alliance,
OTC Direct, Numark and Phoenix.

Ramipril tabs 1.25mg x28 rose by 74% 
during the month as many suppliers 
increased prices. Good offers of below
£1.00 were still available from OTC Direct,
Teva, Waymade, Ethigen, Eclipse, 
Mawdsleys and Lexon.

The average price of amiodarone tabs
100mg x28 rose by 69% in March as some
prices increased,  and the overall spectrum
of prices gravitated toward the more 
expensive end. Good prices below £0.50
were available from OTC Direct, Alliance
and Lexon. 

Wavedata price trend analysis

Purchase price analysis questions
Euro regs' implications for UK GPs

Pioglitazone 45mg tablets 28 £1.47 £33.81 £32.34 2200%

Pioglitazone 15mg tablets 28 £1.08 £11.23 £10.15 940%

Pioglitazone 30mg tablets 28 £1.31 £10.99 £9.68 739%

Celiprolol 200mg tablets 28 £3.67 £22.90 £19.23 524%

Lercanidipine 20mg tablets 28 £1.62 £7.39 £5.77 356%

Half of prices fall in first
2016 Category M
Over half of reimbursement prices in the first Category M adjustment of 2016-17 are down on
the previous quarter, compared to the third that have risen in price, analysis by the DDA can reveal.

Additions to Category M % fall

Benzydamine 0.15% mouthwash sugar free x300ml (-0.6%)

Carbimazole 20mg tablets x100 (-16.4%)

Carbimazole 5mg tablets x100 (-19.4%)

Nortriptyline 10mg tablets x100 (-11.5%)

Nortriptyline 25mg tablets x100 (-29.1%)

Trospium chloride 20mg tablets x60 (-68.5%)

There are six additions to Category M from April 1, and the
% fall in the reimbursement price compared to the March
tariff is shown in brackets. The additions are:

Importers are likely to have to do a lot
more work on repacking and reboxing
pharmaceuticals as European 
anti-counterfeiting rules, the Falsified
Medicines Directive, come into force. This
may make parallel imports more acceptable
to dispensing doctors and their patients,
which may impact on prices, which have
generally been in decline for the first few
months of 2016.

Looking at generics – and in particular,
the long term upward trend in purchase
prices – in March oxycodone MR tabs stand
out among the risers: three packs of the
MR form have found their way onto the
risers’ list, and one PR form into the fallers’.
Also of note are the two packs each of
amiodarone, diclofenac SR and moxonidine
tabs, and gamolenic acid caps which joined
the risers for the  month, while entering
the fallers’ list were two packs each of 
amlodipine maleate, fluvoxamine, 
ibuprofen and oxycodone PR tabs, and
macrogol oral powder sachets. 

Be the first to see it! Full analysis of pricing trends during April will be available to DDA members in the first week of May – only on DDA Online. 
The full March purchase price analysis data is now available to DDA members in the Dispensary Management Zone of DDA Online at:
http://www.dispensingdoctor.org/resources/dispensary-management-zone/monthly-purchase-price-analysis/

Brought to you exclusively by the
Dispensing Doctors’ Association
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The new GP contract and you
Top-line details of the new NHS contract for GMS and PMS in England in 2016-17

has some implications for dispensing GPs.  Here’s what you need to know.

By DDA Board Member Dr David Jenner 
The DDA is working with the NHS in England to 
ensure that that GP systems can opt-out dispensing
patients from the EPS

t
SUMMARY

• Practices will have to provide data on 
the availability of weekend and evening 
appointments available to patients in 
their local area

• Fees for vaccinations and immunisations
will rise by 28% to £9.80 with some 
minor modification to meningitis 
vaccination schedules.

Known unknowns

The overall settlement clearly highlights an
acknowledgement and acceptance that
more needs to be done to support general
practice. But,  for dispensing practices,
missing from the negotiations are MPIG 
adjustments and loss-making (and 
declining) reimbursement. These add to the
general business pressures facing all GPs,
and it is almost certain that many practices
will face further reductions in income and
profits, while some will find themselves
better off.

At this point, in the absence of any specific
new contract funding allocation information,
the following areas appear potentially 
significant for dispensing doctors:

• Data extract to named GP level for peer 
review: could this be used to performance
manage GPs and put the spotlight on
script equalisation schemes?

• Non-contractual ambitions for IT services 
such as use of the Electronic Prescription 
Service and on-line patient services: the 
EPS will encourage more competition 
from distance pharmacies

• Increasing costs of service delivery: for 
dispensing doctors these may include 
the Falsified Medicines Directive and 
increased wholesaler charges.

Known knowns

• The QOF stays the same for next year in 
terms of the domains, requirements and 
payment thresholds, with some uplift to 
the point value

• The unplanned admission and extended 
hours Directed Enhanced Services 
(DES’s) stay the same but the 
much-derided Dementia DES will end 
with the money being applied to the 
core contract. All other DESs carry 
over unchanged

As usual, the particular needs of dispensing
doctors are not recognised explicitly, so the
DDA will continue to work to ensure they
are both recognised and addressed

• There is no mention of transforming 
rural broadband connections, which 
currently remain a major barrier to 
‘online anything’ for dispensing 
doctors and their patients

• On the whole, this looks like some 
genuine new recurrent investment in 
general practice and possibly, a stepping 
stone to more radical contract reform in 
2017, and the emergence of a new, 
voluntary contract

• The deal offers very little in terms of 
reducing bureaucracy; in fact, in terms 
of the ‘non-contractual’ IT issues, 
there is a potential promise of much 
more bureaucracy to come.

The DDA, in collaboration with NHS
England, has launched a survey to
better understand practices’ IT 
infrastructure and how this may 
impact on service development.

The survey asks the following four
questions and aims to provide some
useful insight into your experience, any
problems you are having, and the level
of support you receive regarding your 
IT systems.

Questions: 
• How would you describe your IT 

connection?

• What do you think or know to be the 
problem with your connectivity?

• Please describe the involvement of 
your CCG IT team

• Please describe the involvement of 
your system supplier.

The survey is located at:
https://www.surveymonkey.co.uk/r/
5232KD5
There is also the option to sign up to
become part of a focus group. 

TAKE PART IN OUR IT SURVEY

The full version of this feature is available 
to DDA members from the DDA website at: 

http://www.dispensingdoctor.org/
resources/dispensary-management-

zone/clinical-news-features-dispensary-
management-zone/
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Dispenser Education Modules: Test your knowledge
DDA Dispenser Education Module (DEM) training is designed to provide practice dispensary staff with information to improve the way 
patients manage their conditions. Available free and exclusively to DDA members, each DDA DEM includes various activities and multiple
choice questions to help dispensers put the theory of their learning into practice, and to help staff identify any areas needing a quick recap. 
Activities, questions and a certificate of completion relating to this DEM on iron deficiency anaemia can be found on the DDA 
Website at: http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/dispenser-education-modules

Anaemia is an incredibly common problem;
so widespread, in fact, that the term
anaemic is not restricted to medical circles
and is frequently used to refer to anything
or anyone that looks overly pale or 
washed out.

Aims

By the end of this article, you will:

•know what the term anaemia means, 
and understand how and why iron 
deficiency anaemia occurs

•appreciate how iron deficiency is 
diagnosed

• have an understanding of how iron 
deficiency anaemia is managed.

What is anaemia?

Anaemia is a condition in which a lack of
haemoglobin means that the blood is unable
to carry enough oxygen to meet the body’s
requirements. There are several different
forms of the illness, and this module covers
the most common: iron deficiency anaemia.
Iron deficiency anaemia is thought to affect

significant impact on work productivity 
and exercise capacity, adversely affect the
immune system making sufferers more
susceptible to infections, and increases the
risk of the cardiac complications already
mentioned. Iron deficiency anaemia during
pregnancy puts the mother at risk of 
premature labour and postnatal depression,
and increases the chance of the newborn
being of lower than expected birthweight
and prone to illnesses and iron deficiency
during the first few months of life.

Diagnosis

If iron deficiency anaemia is suspected, a
full blood count and blood film should be
conducted. The usual findings are a reduced
red blood cell count, red blood cells which
are smaller and paler than usual (this is
known as microcytosis) and a low 
haemoglobin level. Laboratories differ in
what they define as a “normal” haemoglobin
range, but generally men are considered
anaemic if their haemoglobin (Hb) is below
13g/100ml, non-pregnant women at
Hb<12g/100ml and pregnant women with
Hb<11g/100ml. The sample may also be
tested for ferritin, a protein that stores iron.
Again, if this is lower than usual, it points

Dispenser Education

over 2 billion people across the globe –
that’s over 30 per cent of the world’s 
population. It occurs when the amount of
iron in the body isn’t enough to produce the
usual number of red blood cells and/or 
have the usual level of iron-containing
haemoglobin in those cells.

The most common sign of anaemia is
lack of energy and tiredness, but the 
sufferer may also find that their nails 
become brittle or spoon-shaped, they have
cracks or ulcers at the corners of their
mouth, their tongue becomes swollen,
smooth or sore, and they have a craving to
eat non-food substances such as ice or dirt.
Other symptoms can include headache,
pale skin, itching, hair loss and swallowing
difficulties and in extreme cases heart rate
may become fast and the heart itself may
become enlarged or heart failure may
occur. 

In the UK, around 2-5 per cent of adult
men and postmenopausal women have iron
deficiency anaemia, with an even greater
proportion of women in their childbearing
years suffering from the condition. While it
may seem a relatively minor issue compared
to other health problems, it can have a 
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Iron deficiency anaemia

Module 1:

Iron deficiency anaemia

Dispenser Education



towards iron deficiency anaemia as a likely
diagnosis. Once iron deficiency anaemia has
been established, the diagnosing doctor will
ask a series of questions and perhaps 
perform some further investigations to 
establish the cause, which may be:

•Diet: this is rare in the UK, because 
many foods are available that are rich 
in iron such as liver, red meat, beans, 
nuts, some dried fruits, wholegrains, 
and most leafy green vegetables. 
Furthermore, certain foods are fortified 
with iron, notably many breakfast 
cereals, meaning that as long as 
someone is eating a varied diet, 
regardless of their moral or religious 
beliefs, they are likely to be getting as 
much iron as they require

•Gastrointestinal loss: in adult men and 
postmenopausal women, this is the 
most common cause of iron deficiency 
anaemia and may stem from aspirin or 
non-steroidal anti-inflammatory drug 
(NSAID) use, certain types of cancer or a 
GI ulcer. Less common reasons for 
blood loss from the GI tract that lead to 
anaemia include oesophagitis, 
haemorrhoids and inflammatory 
bowel disease

•Gynaecological causes: heavy periods 
(menorrhagia) account for some 20-30 
per cent of cases of iron deficiency 
anaemia in premenopausal women. 
The increased iron requirement of 
pregnancy is also a common reason for 
anaemia

•Malabsorption: coeliac disease, 
Helicobacter pylori infection and 
stomach bypass surgery can all affect 
iron absorption, leading to a shortage  

•Increased demand: just as the developing
foetus demands iron from its mother 
during pregnancy, growth spurts in 
children can sometimes also put 
demands on the body for iron that are 
significantly higher than usual, and may 
lead to anaemia

•Chronic kidney disease: haemoglobin 
levels can drop as a result of declining 
kidney function

•Sudden blood loss: examples of anaemia
that results from acute, rather than 
slow, loss of blood include surgery or 
following an accident or injury. Other 
forms of blood loss, such as nosebleeds, 
childbirth or the blood that is excreted in 
the urine during a urinary tract 
infection, may look dramatic, but are 
usually within parameters that the body 
can handle.

Managing iron deficiency
anaemia

Iron deficiency anaemia is managed by
treating the underlying cause if appropriate,
for example stopping an NSAID if a GI bleed
is thought to be responsible, providing 
advice on how to increase dietary iron intake,
and reducing menorrhagia by means of 
prescribing tranexamic acid or inserting a
levonorgestrel intrauterine system.

Once any underlying cause has been 
addressed, the usual treatment for iron 
deficiency anaemia is iron supplementation.
The most commonly prescribed product is
ferrous sulphate tablets, but there are 
several different products available with the
prescriber’s choice usually based on cost
and likely side effects. Gastrointestinal 
adverse effects, for example, abdominal
pain, constipation, diarrhoea, heartburn,
nausea and black stools, are frequently 
reported. If these side effects do not settle
down after a few weeks of treatment, the
patient may be advised to try taking the
tablets with or after food, though this can
reduce absorption. Otherwise, an 
alternative iron salt may be trialled, as 
patients who find the side effects difficult
with one product may well find they are fine
with another. The aim is to provide an oral
dose of elemental iron of 100-200mg 
per day.

Compound supplements are popular 
but rarely needed. A notable exception is
products containing iron plus folic acid
which may be prescribed for pregnant
women who are considered at high risk of
developing iron and folic acid deficiencies
(this is not the same as the usual low dose
folic acid supplementation recommended
for women planning a pregnancy as a 
preventative measure for neural tube 
defects in the developing foetus). 
Modified-release preparations are also
widely available and are sometimes 
considered a way of reducing the incidence
of GI side effects; however, this is thought
to be due to the small amount of iron that is
absorbed from these products due to the
rest remaining in the formulation until 

later in the gut where absorption is likely 
to be poor.

Speed of treatment is not generally 
regarded as a priority in the management 
of iron deficiency anaemia, but monitoring
is required in order to check that the 
patient’s haemoglobin is rising by 
approximately 2g/100ml over three to four
weeks. Treatment should be continued for a
further three months once the target level
is achieved to ensure the body’s iron stores
are sufficiently replenished.

Taking an iron supplement as a 
preventative measure is widely regarded as
a good thing to do, but actually runs the risk
of iron overload. It is only recommended for
specific patients such as those suffering
from a problem with dietary iron absorption,
women who have heavy periods and are not
addressing the issue by some other means,
after undergoing a gastrectomy, and during
pregnancy for women who have previously
suffered from iron deficiency anaemia.

Iron tranfusions are only provided if oral
supplementation has proved unsuccessful,
or for patients with chronic kidney disease
(see below). This is because of the risk of
serious hypersensitivity reactions, even in
those who have tolerated the treatment in
the past.

Anaemia that is the result of chronic 
kidney disease (CKD) requires careful 
treatment. Failure to correct the anaemia
can lead to deterioration in kidney function
as well as other adverse effects such as
heart problems and a compromised 
immune system, which in turn can cause
further issues. CKD patients with 
haemoglobin of 11g/100ml or lower should
be given an erythropoiesis stimulating
agent (also known as epoetin or ESA) as
well as iron supplements (though these 
are often intravenous rather than oral). 
The aim is to maintain Hb between 10 and
12g/100ml, and close monitoring is 
required as going over the upper end 
of the range can increase the risk of 
serious cardiovascular events and even
death.

Module 1 Iron deficiency anaemia
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Many foods are available that are rich in iron such as liver, red meat, beans, nuts, wholegrains, and green vegetables



However, folic acid is only stored in the
body for around four months, so a poor 
diet – perhaps because of faddiness or 
alcoholism – can be a reason for a folate 
deficiency. Malabsorption can also play a
part, caused by conditions such as coeliac
disease and inflammatory bowel disorder.
Some people may have increased 
requirements that they are not meeting, 
for example, because of pregnancy, 
infancy, malignancy, blood disorders, 
inflammation (common culprits include 
tuberculosis, Crohn’s disease and malaria)
or metabolic disorders, or they may be 
excreting more than usual via the urine, 
as can be the case for patients with 
congestive heart failure, acute liver 
damage or on dialysis. Certain drugs 
can also cause folate deficiency, 
notably anticonvulsants, nitrofurantoin,
sulfasalazine, methotrexate and 
trimethoprim.

Older people are more likely to suffer
from vitamin B deficiency anaemias 

Vitamin B deficiency anaemia Module 2
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Dispenser Education Modules: Test your knowledge
Each DDA DEM includes various activities and multiple choice questions to help dispensers put the theory of their learning into practice,
and to help staff identify any areas needing a quick recap.
Activities, questions and a certificate of completion relating to this DEM on vitamin B deficiency anaemia can be found on the DDA Website,
DDA Online at: http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/dispenser-education-modules

This module continues the theme of
anaemia, but this time considering 
conditions that stem from a deficiency of
vitamin B12 or folic acid rather than those
resulting from a lack of iron.

This training, available free and 
exclusively to DDA members, is designed
to provide practice dispensary staff with
background information on vitamin B 
deficiency anaemia so you can help your
patients better manage their condition.
Throughout this training, you will find 
various activities to help reinforce your
learning. Ten, multiple choice questions 
at the end will help you identify any areas
needing a quick recap.

Aims

By the end of this article, you will:

• understand how and why vitamin B12 
and folic acid deficiency anaemias 
occur and how they differ to iron 
deficiency anaemia

• know some of the symptoms and signs 
of each

• have an understanding of how these 
conditions are diagnosed and managed.

What is anaemia? 

Anaemia is a condition in which a lack of
haemoglobin means that the blood is 
unable to carry enough oxygen to meet the
body’s requirements. There are several 
different forms of the illness, and this
module covers the second most common:
anaemia that results from a shortage of 
vitamin B12 or folic acid (which is sometimes
called folate).

In these forms of anaemia the red blood
cells developing in the bone marrow are
larger than normal yet have smaller than
usual nuclei (the ‘brains’ of the cells). This
is because they haven’t been manufactured
correctly. For this reason, these forms of
anaemia are sometimes called 
“macrocytic”, which means ‘large cells’, 
or “megaloblastic”, which refers to the
large and dysfunctional red blood cells.

This compares to iron-deficiency anaemia,
which as its name suggests, is caused by 
a shortage of iron arising from an 
insufficiency of red blood cells and/or 
insufficient iron-containing haemoglobin 
in the cells that are produced.

Apart from the scenario of a very limited
vegan diet, is actually quite easy to ensure
an adequate dietary intake of vitamin B12: it
is in a wide range of foods and the body can
store enough of the vitamin to meet its 
demands for a good two years. So, when
B12 deficiencies occur it will be due to 
absorption problems, caused, for example,
by a fault in the normal make-up of the 
GI system, surgery, infection with the 
bacterium Helicobacter pylori (responsible
for many stomach and intestinal ulcers), or
Crohn’s disease. Medicines can also be to
blame, particularly those that affect gastric
acid production such as H2-receptor 
antagonists and proton pump inhibitors, 
but also colchicine, neomycin, metformin
and anti-epilepsy agents.
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The two levels are usually checked at the
same time in order to inform management.
If patients are diagnosed as suffering from
folic acid deficiency only, supplements may
be prescribed only to mask an underlying
vitamin B12 deficit – which may then 
develop to the point where there is 
neurological involvement.

A range of diagnostic investigations may
be carried out to identify all potential
causes, for example thyroid and kidney
function tests, a pregnancy test and checks
for disorders of the blood, such as bone
marrow failure, aplastic anaemia and
myeloma.

Management

Many cases of vitamin B12 or folate 
deficiency anaemia can be managed by
supplementation. This does, however, rely
on any underlying cause being treated; for
example, there is little point in providing a
Crohn’s disease sufferer with folic acid
tablets as without sorting out the intestinal
problem, the vitamin will not be absorbed.

Otherwise, if vitamin B12 deficiency is 
at play, intramuscular hydroxocobalamin
injections are the usual treatment. To start
with, these are given every couple of days
for two weeks, during which time there will
be a rapid improvement in symptoms. 
After this initial loading dose and once the 
patient is asymptomatic, an injection is
usually given every three months. This
treatment is usually life-long.

Module 2 Vitamin B deficiency anaemia
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because they have a higher chance of 
having the conditions or using the 
medicines that are implicated. Many 
symptoms mirror those of iron deficiency
anaemia, namely tiredness, pallor, 
breathlessness upon exertion, feeling faint,
heart palpitations, headache and, in severe
cases, tinnitus.

However, the vitamin deficiency in itself
can also be symptomatic. In the case of 
vitamin B12 there may be neurological
symptoms such as numbness, pins and
needles, or changes in cognition or vision,
and signs such as a slight yellow tinge to
the skin, a red, sore tongue, mouth ulcers,
and irritability. Those with low folic acid
status may complain of mild peripheral
neuropathy or psychiatric disturbance such
as depression.

Complications are rare but not unknown.
If vitamin B – or rather a lack thereof – is
to blame, neurological changes may occur,
which may involve a deterioration 
in coordination, vision and memory. It also
predisposes to neural tube defects such 
as spina bifida and prematurity in babies
born to pregnant women. Folic acid 
deficiency is associated with 
cardiovascular disease and some cancers,
and both forms of anaemia can lead to 
ineffective blood cell production, fertility
problems and cardiopulmonary issues
such as heart failure.

Diagnosis

If vitamin B deficiency anaemia is suspected
from a patient’s symptoms, a full blood
count should be conducted. The usual 
findings are a low haemoglobin level (Hb),
and a higher than usual mean cell volume
(MCV, which indicates the average red
blood cell size). If the anaemia is severe,
white cell and platelet counts may also be
low. A blood film – looking at a sample that
has been put onto a slide under a 
microscope – may also be performed, 
and will usually show larger than usual 
red blood cells with disproportionately
small nuclei.

Vitamin B12 and folate levels are usually
checked as well, but can be confusing as
some patients have symptoms even when
their levels are within the normal range;
others may come up as deficient yet feel
absolutely fine. One reason is that the test
for vitamin B12 picks up all the forms of
the vitamin in the blood, not just those that
are available for use by the body. This is a
bit like a shop checking the stock levels of
a certain item but without knowing
whether the available items are on the
shop floor ready for sale or sitting on a
shelf in the storeroom.

In individuals who are thought to have 
a diet-related vitamin B12 deficiency, 
maintenance therapy is usually with a 
hydroxocobalamin injection every six
months or with cyanocobalamin tablets
taken daily between meals. This treatment
may be life-long or may be stopped in 
individuals who make efforts to increase
their dietary intake of vitamin B12, for 
example by eating more meat, fish, eggs
and dairy products, and opting for fortified
foods such as breakfast cereals, and who
do not have any problems absorbing the 
vitamin. 

For patients with folate deficiency
anaemia, daily folic acid tablets will be 
prescribed. These are usually taken for
four months to build up the body’s stores,
and may need to be taken long-term if 
the individual is not able to increase their 
dietary intake, for example, by eating more
broccoli, asparagus, peas, chick peas and
brown rice. Symptoms usually resolve
quickly once treatment is started. 

Patients need to have a full blood count
between two to four months after starting
treatment to check that haemoglobin 
levels have returned to normal. Ongoing
monitoring is not considered necessary 
unless symptoms recur or compliance is
believed to be an issue.

Older people are more likely to suffer from 
vitamin B deficiency anaemias because they are 
at more risk of having the conditions or taking 

the medicines that are implicated in its development
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Political update
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After 16 years in power, Welsh Labour
faces an uphill struggle to present a fresh
set of policies to the electorate and 
overcome the threat of UKIP while facing off
its critics over the perennial Conservative
weapon of performance in the Welsh NHS.

These elections represent a major 
electoral test for Welsh Labour, and, 
subsequently, for Labour leader Jeremy

Scotland and Wales:  go to the poll

Scotland goes to the polls

Opposition policies
Welsh Conservatives have pledged to 
“crack down” on big payoffs for NHS 
bosses if elected, while the Welsh Liberal 
Democrats proposed a £10m “Access to
GPs Scheme’. Meanwhile, Plaid Cymru
hopes to capitalise on Leanne Wood’s 
public profile. Promising to create a “well,
well-educated, wealthier Wales”, it offers a
radical policy agenda, with a massive 
reorganisation of the NHS in the pipeline.

The DDA in Wales

DDA lobbying for rural-proofed health 
policy in Wales has begun; a Parliamentary
briefing paper published in March highlights
the problems of GP recruitment and access
to a GP that continue to plague NHS services
in rural Wales, and this calls for draft 
pharmaceutical services regulations to 
consider the vital role of dispensing practice
in Wales. The DDA welcomes the agreement
forged between the NHS and BMA in Wales,
which describes dispensing income as a
vital element of GP sustainability.

iRepresenting the most comprehensive of
the devolution settlements in the UK, the
Scottish Parliament exercises considerable
power in Scotland, controlling a wide range
of policy areas, including health.

After a landslide victory in Scotland in last
year’s General Election, the SNP is widely
expected to deliver a repeat performance,
taking a majority of constituency seats in
this year’s Scottish Parliament elections.
Scottish Labour has allegedly braced 
colleagues for a significant defeat, while 
the Scottish Conservatives, led by the 
increasingly popular Ruth Davidson, are 
set to make some modest gains. There are
some predictions, albeit qualified, that the
party could beat Labour into third place.
The Scottish Liberal Democrats are also
bracing themselves for an SNP squeeze.

DDA lobby in Scotland

A DDA briefing paper for Scottish MSPs
sent out in April endorses the view that
health policy must not marginalise rural
communities and should not set them 
outside normal policy and practice.

Data from Scotland shows rapid 
urbanisation across the nation, but, at the
inaugural Scottish Rural Summit of Scotland’s

new Rural Parliament, first minister Nicola
Sturgeon was told: “While rural communities
are different from urban communities and
as such have different problems which need
to be tackled in different ways, we must 
endeavour not to marginalise them and so
set them outside normal policy and practice.
They must be considered in everyday 
policymaking whether that be on housing, 
education, health or inequalities.”

Incentives to recruit GPs to rural areas 
of Scotland are among the pledges set out 
by first minister Nicola Sturgeon in the 
Government’s programme for Scotland 
2015-16, 
A Stronger 
Scotland.

Health boards
have also begun
revising their 
primary care
strategies and
have highlighted
the need for 
policy redesign 
to strengthen 
the unique role 
of dispensing 
GP practice inNHS primary care services.

The EU referendum, scheduled for
June 23, will continue to influence
the domestic political picture, as 
voters consider the foreign policy 
implications of their vote.

In a statement, the European 
Federation of Pharmaceutical 
Industries and Associations warns
against a ‘Brexit’, saying: “Continued
membership of the EU is in the best
interests of a strong life sciences
sector in the UK and Europe,” it said.

Brexit
voters decide...

IN or OUT ?

Actavis provides funding for the 
origination and distribution of this

educational supplement/newsletter.

Actavis has no involvement in the
writing of the content and the views
expressed are solely those of the DDA.

Corbyn. Reports have suggested that the
party has been briefed to expect heavy
losses at the election, after a “disappointing”
result in May 2015, but it is expected that
Labour will remain the largest party. 
However, its ability to form a Government
remains unclear, and may well require the
support of Plaid Cymru or the Liberal 
Democrats through informal or more 
concrete coalition. Meanwhile, the Welsh
Conservative Party hopes to build on its
2015 electoral success and capitalise on
victories in Commons seats such as the
Vale of Glamorgan.

As parties ratchet up their respective
election campaigns, health has already
emerged as a dominant policy area of 
contention.

On May 5, Scotland and Wales go to the polls to elect the membership of their respective Parliaments.
Here, we analyse the current state of political play, and the work of the DDA raising the profile of rural dispensing practice


