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A welcome from the DDA
Chief Executive Matthew Isom

Actavis UK has rebranded to become 
Accord Healthcare, following its acquisition
by Intas Pharmaceuticals, through its
wholly-owned subsidiary Accord Healthcare
in January 2017.

Although they have rebranded Actavis UK
Ltd will continue to trade as Actavis UK Ltd,
the legal entity remains the same.  Unless
you are notified otherwise there will be no
changes to current practices and therefore
there is no need for you to change anything
on your records at this stage.

Accord is a family-owned company which,
according to Accord Healthcare managing
director Jonathan Wilson, has a “focus on
value for its customers and its partners”, 
as well as commitment to UK manufacturing
and excellent service. 

DDA chairman Dr Richard West has written
to the Times newspaper to bring rural 
general practice onto the political radar.

In a letter entitled ‘GPs on the edge’, he
points out that shortfalls in NHS funding
formulae do not adequately cater for rural
deprivation. “[This] is often as acute as in
urban areas. Current NHS reforms are too
urban-centric, indeed the Five Year Forward
View does not even refer to rural healthcare.”
Further information on the need to rethink
rural funding can be found on page 8
of this supplement.

• Are medicines administered safely and 
recorded in notes?

• Where indicated, is therapeutic drug 
monitoring and physical health monitoring 
completed and are appropriate 
interventions made?

• Are people’s medicines regularly reviewed 
including the use of ‘when required’ 
medicines?

• Are patient group directions (PGDs) and 
guidelines for the use of medicines in date, 
properly authorised and legally operated?

The DDA has responded to a CQC
consultation which proposes a safety 
assessment of the reliability of systems,
processes and practices to ensure proper 
and safe handling of medicines.

The new assessment, which contributes 
to a practice’s safety rating, will scrutinise 
aspects of dispensing practice including 
the following:

• Are medicines ordered, transported and 
stored safely and securely (including 
medical gases and emergency medicines 
and equipment)?

• Are blank prescription forms stored safely 
and tracked in line with NHS Protect 
guidance?

• Is there a system in place for completing 
medicine reconciliation in line with NICE 
guidance?

Welcome to the latest supplement in 
association with Accord.

You may have seen the reports about 
practices merging into 1500 ‘super hubs’, 
following oral evidence to the Public Accounts
Committee of the House of Commons by the
health minister, David Mowat. 

A brief reading of the online comments
posted in some of the GP press is instructive:
“Obviously just the thing for the sparsely-
populated rural and semi-rural areas,” wrote
one GP and I could not agree more.  ‘Super
hubs’ of around 40,000 patients work really
well in urban areas.  However, in a large
rural area you will often struggle to reach
10,000 patients.  

It seems that Mr Mowat has not read his
own Government’s ‘rural proofing’ document
published by the Department for Environment,
Food and Rural Affairs (DEFRA). 
It states that government departments 
should ask the following questions when 
developing policies:

1) What are the direct or indirect impacts
of the policy on rural areas? 

2) What is the scale of these impacts? 

3) What actions can you take to tailor your 
policy to work best in rural areas? 

4) What effect has your policy had on rural 
areas and how can it be further adapted?

In the case of the ‘super hubs,’ it would 
appear as though the policy does not pass the
rural proofing test.  No surprises there, then!
It is the DDA’s view that rural dispensing
practices are already hubs for the local 
population.  It is not remotely feasible for the
population in remote and rural areas to travel
the great distance to the nearest town to a
‘super hub’ for treatment.  

Please contact your local MP and ensure that
they know that this policy is not going work
for rural communities.

CQC proposes
new safety
assessment

the new
name for Actavis

DDA brings
rural practice
onto the
political radar
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Finance update  
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Pack size Jan 17 tariff Apr 17 tariff Changes (£) Changes (%)Top 5 winners

Risers

In March there was huge variation in the prices
paid by pharmacies and dispensing 
doctors for pramipexole tabs 350mcg x100 –
from below £1.00 to above £55.00. There has
been a noticeable decrease in the number of
prices below £10.00 - from 17 in December to
just five in March – and an equally noticeable 
increase in the number of prices above £10.00 -
from 10 in December to 19 in March. This all
suggests a long term trend toward high prices.

The drug tariff for ampicillin caps 250mg x28 
increased from £4.52 to £20.50 at the beginning
of February, prompting prices to rise to 
between £10.00 and £20.00. 

Fallers

The average price of metformin SR tabs
500mg x28 fell by 61 per cent during March
due in part to an increasing number of 
low-priced offers.  March also saw price 
reductions for ferrous fumarate tabs 210mg
x84  and a 49 per cent reduction in the 
average dispensing doctor price of
amiloride tabs 5mg x28.

Wavedatapricetrendanalysis March madness
in the generics marketOverall price trend analysis shows that 

dispensing doctors are getting cannier with
their generics buying. Parallel imports are
more problematic for GPs, currently, as
good deals come and go in line with market
competition and exchange rates.

A noteworthy fact about March’s risers
and fallers is the general absence of 
noteworthy buying patterns. Only among the
risers were there multiple strengths of the
same product following a price trend: three
packs of rivastigmine caps and two packs of
quinapril tabs. Pramipexole and pramipexole
MR tabs also appeared in the risers during
March, which may provide a hint for the 
future for other packs.

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

• The new Category M tariff starts 2017-18 
with a negative reimbursement adjustment 
of 2.1% and a 2.2% decrease across the ‘core 
range’ of products, compared to January.

• In total , just over an estimated annualised 
figure of £41.48m has been removed from 

Category M which equates to £10.3 m
per quarter.

• There have been 10 deletions to the 
category this quarter and four products 
have been added: alverine 60mg capsules, 
bisoprolol 7.5mg tablets, fenofibrate 

160mg tablets and prednisolone 5mg 
soluble tablets.

• There are now 597 products in Category M,
of which 34 have stayed at the same 
reimbursement level as January 2017.  
There have been a total of 229 
reimbursement increases and 334 
decreases in this quarter.
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According to Category Matters in the April (q1 2017) adjustment: 

Ropinrole 250mcg 28 £2.80 £38.74 £35.94 1283.6

Naratriptan 2.5mg tabs 6 £4.21 £23.13 £18.92 449.4

Zolmitriptan 2.5mg tabs 6 £1.48 £5.06 £3.58 241.9

Oxazepam 10mg tabs 28 £1.37 £3.63 £2.26 165.0

Buspirone 5mg tabs 30 £3.19 £6.97 £3.78 118.5

Bisoprolol 7.5mg tabs 28 £4.32 £1.47 -£2.85 -66.0

Alverine 60mg caps 100 £19.48 £7.28 -£12.20 -62.6

Glyceryl trinitrate 500mcg subling tabs 100 £5.73 £2.55 -£3.18 -55.5

Isosorbide mononitrate 20mg tabs 56 £3.41 £1.79 -£1.62 -47.5

Pioglitazone 45mg tabs 28 £2.62 £1.40 -£1.22 -46.6

Top 5 losers

Accord’sguidetohelpdispensersmaximiseprofits



The2017-18 GMS
contractsettlementand
dispensingpractices

2017-18 GMS contract (England)
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The BMA claims the new deal represents 
increased income for no extra work, and in the
main, this seems a fair conclusion.  There is a
welcome increase of 2.4 per cent to recurrent
baseline funding but dispensing doctors
should remember that any revisions to 
Carr-Hill for 2018 may work against them:
rural deprivation has not traditionally
been sufficiently recognised in previous 
iterations of this formula. If Carr-Hill 
negotiations open this year the DDA will 
negotiate strongly for a fair rural deal. 
For more information, please see page 8.

Other elements of the 2017-18 agreement
for England are the sickness and paternal
leave arrangements: at first sight these 
appear fantastic and there are no obvious bear
traps in this settlement for dispensing doctors.
Await more detail to follow and expect some
flexibility about the extended hours DES and
weekday closing for small rural practices.

Uplift to core baseline income
This is the most welcome part of the deal
with a ‘pay rise’ of 1 per cent in GMS and
PMS baselines and a 1.4 per cent rise in 
expenses – totalling a basic uplift in
core  income of 2.4 per cent. However, GMS
and PMS practices must factor into this the
withdrawal of the minimum practice income
guarantee (MPIG) and reductions in the
PMS premium, which will mitigate the effect
of the increase. It also remains to be seen
whether the 1.4 per cent expenses’ uplift
will cover the costs of rising energy 
bills and the rapidly escalating cost of 
nursing cover.

The agreement repeats the annual (but,
to date, unfulfilled) pledge to reform the
Carr-Hill formula. A revision in 2017-18
could further threaten the baselines of rural
GP practices, unless the particular challenges
of rural practice are acknowledged in the
weighting agreement. Rest assured the
DDA has already taken action to ensure
your interests are represented.

Listed below are other key changes,
which the DDA estimates to contribute 
an additional 0.9 per cent income rise, 
bringing the total pay rise to 3.3 per cent.

No change to dispensing
reimbursements or DSQS

As is becoming the norm dispensing 
practices are not specifically mentioned in 
the summary details of the latest contract 
renegotiation, but there are no obvious
changes to dispensing funding or quality
schemes. The concern is that these could still
be detailed in subsequent communications,
guidance to follow and CCGs with delegated
commissioning responsibilities may wish 
to target DSQS.

Electronic prescription services
There is a target to increase the rate of
electronic repeat prescriptions to 25 per
cent, but this is non-contractual; as an 
aspiration it can only be encouraged – 
not enforced. For dispensing practices, a
reliable EPS scheme for GP dispensaries
remains in the pipeline. All other initiatives
around online and digital services are 
non-contractual apart from mandatory 
participation in the national diabetes audit
and date extraction for retired QOF indicators.

QOF
No change to the indicators or targets - just
a small adjustment to value of a QOF point
reflecting the now larger average list size.
Cost neutral.

Unplanned admission DES
Now gone, and a welcome end to this piece
of bureaucracy. Funding from this DES will
be applied to core services but with the 
following contractual duties:

• establish an electronic frailty index
(built into most software systems)

• annually review those with severe frailty
• record any falls
• encourage an enriched Summary Care 

Record for that group.

Extended hours DES
No change except for practices that 
regularly close each week for a half day:
these will not “ordinarily qualify’” for the
DES. The wording implies some flexibility 
in these terms, and the DDA will ensure
that the unique circumstances of remote 

practices and branch surgeries are 
recognised in the eligibility criteria. 
The new rules won’t apply until Sunday 
1 October – so expect more details.

Sickness and parental leave 
payments for all

This surprising but very welcome, 
announcement will enable practices to
apply for sickness payments to cover 
practice partners absent for more than 
two weeks (up to a maximum of £1,734.18 
a week) against invoiced internal or external
locums. This will apply from Saturday
1 April. If the DDA’s interpretation is correct,
this will reduce practices’ expenditure on
locum insurance premiums and will ensure
no GPs are excluded from cover because of
pre-existing medical conditions. Practices
may need to review practice agreements in
the light of this news. The DDA will be 
keeping a close watch on the devil in the 
detail yet to come.

Similarly, under the terms of this 
negotiation, all practices will be entitled 
to parental leave payments up to the same
£1,734.18 limit (reimbursed against invoiced
locum costs).

Other minor changes

• checking nationality status for EEA
residents

• completing the workforce census:
funding appears to apply to some new 
or pre-existing non clinical workload).

• CQC fees reimbursed: in full, against 
proof of payment – good news!

• GP retainer scheme: a scheme that 
appears to offer genuine improvements 
in funding designed to keep GPs in 
the workforce.
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DDA Board member Dr David Jenner explains the key points
of the 2017-18 GMS contract settlement in England, and its
implications for dispensing practices

The new contract puts specific focus on the frail elderly



Endorsing, submission and prescription charges Module 3
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Dispensing business training: Test your knowledge
Each DDA dispensing business training module is designed to help dispensing lead GPs and dispensary managers maximise the profitability 
of their dispensary. Available free and exclusively to DDA members, each module includes multiple choice questions to help staff identify any
areas needing a quick recap. Questions and a certificate of completion relating to this module on endorsing, submission and prescription
charges can be found on the DDA Website at: http://www.dispensingdoctor.org/resources/dispensary-management-zone/

Aims

By the end of this module practices will 
be able:

• To correctly endorse prescriptions 
for payment

• To correctly submit your account
• Practices in England will also be able 

to levy and manage prescription charges.

Dispenser endorsements

There are a very limited number of 
circumstances when dispenser endorsements
are required. These are detailed in the Drug
Tariff and summarised below

Specials
• Endorse actual invoice price paid minus 

any discount or rebate.  
• Endorsement should also include:
− The manufacturer's/importer's licence 

number
− The batch number of the unlicensed 

medicine.

It is not necessary to send the actual 
invoice to the prescription pricing authority. 

Scotland

Scotland’s Practitioner Services Division
assumes use of the most economical pack
sizes available. In exceptions to this rule a
pack size endorsement should be made on
the right hand side of the Scottish GP10
form. The pack size is entered in the four
boxes on the prescription form, in the right
hand column and using numeric quantity
only. All other endorsements should be
printed under the four boxes for each item.    

Other endorsements used in Scotland 
include:
• Quantity supplied (if not as prescribed)  

eg. Q60 
• Manufacturer: State name 
• Invoice Price: SP, followed by the NHS 

net cost price, excluding VAT, in format 
‘pppp’.  An invoice for specials should 
also be submitted  

• Out of pocket expenses: XP and cost, 
stated as pppp

All regions

Prescriber endorsements
ACBS: For items classified as ‘borderline 

substances’ that are reimbursable
SLS: For items classified as ‘selected list’ 

items that are reimbursable
AF: Allows the dispensing endorsement 

and reimbursement for various 
flavours

• Prescriber endorsements must appear 
in the main body of the script

• Subsequent amendments to the 
prescriber endorsement field must be 
initialled by the prescriber or the person 
signing the script.

Endorsing – don’ts

• Endorsements printed in a different 
order to the prescribed items on 
the form. 

Other common dispenser endorsements 
include: Broken bulk: BB

Out of Pocket expenses (OOP):  ‘XP’or‘OOP’
• Use only these endorsement forms – 

any other, eg, the words “broken bulk”,
“out of pocket expenses” written in full, 
will be disallowed

• Include details of the claim and the 
amount, eg, XP carriage £5, XP specials 
dispensing fee: £20. Also see Part II, 
Clause 12 of the Drug Tariff.  

Invoice Price: Use for items not listed in the
dm+d. Include price per pack size, supplier
and product name.  

Dispensingbusinesstraining

Endorsing,submissionandlevying
prescriptioncharges

Module3:

Generic medicines listed in the Not required Not required unless more than one pack size is 
Drug Tariff and proprietary listed in the Drug Tariff or more than one pack 
or size is listed in the manufacturer catalogue
branded medicines and
medical devices & appliances
listed in the Drug Tariff

Generic medicines NOT listed Required Not required unless more than one pack size is
in the Drug Tariff listed in the manufacturer catalogue

Prescribed product Dispensing endorsements

Manufacturer Pack size
or supplier

PhotodiscDon't waste money through poor dispensing administration 
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Charge exemptions
The list of exemptions to the prescription
charge is extensive.  Further information on 
exemptions is available at:
http://www.nhs.uk/nhsengland/Health-
costs/pages/Prescriptioncosts.aspx

To secure exemption of or remission 
from prescription charges the patient, or 
a patient representative must complete 
the declaration on the back of the 
FP10 prescription form.

If a charge is paid, patients or their 
representatives should sign the prescription
form to declare this. Charges are retained
by the dispensing practice whose payment
for provision of pharmaceutical services will
then be adjusted accordingly.

Managing declarations

Dispensary staff are reminded that they
must ask for proof of exemption on every
occasion. If this evidence is not available,
dispensers should mark the evidence not
seen box on the reverse of the prescription.
Patients should be advised that claims for
exemption from prescription charges may
be subject to post-payment verification
checks, which are administered locally by
the local area team. 

Practices must take special care with
prescription items that are delivered using
remote collection points.

If it is found that prescription charge 
exemption has been claimed incorrectly by
the patient or their representative, the 
patient may be asked to pay the original
charge, plus a penalty charge in accordance
with the Health Act 1999.

NHS BSA has rules in place to govern a
prescription’s charge status and whether
prescriptions should be switched between
exempt and charged.

In summary these are:
• A signature anywhere on the back of the 

form will be accepted, even if it is not in 
Part 3.

• A line/cross/mark will be accepted as 
a signature.

• If a patient is age exempt but their 
age/date of birth is handwritten in the 
box on the front of the form, the reverse 
of the form must be ticked/signed to 
claim age exemption

• Forms which have been ticked to claim 
exemption but which are not signed will 
be switched to chargeable.

• Forms which have been signed but have 
no exemption category ticked will be left 
in the group they were submitted.

No form is ever switched between 
categories without manual input from a
member of pricing authority staff. 

General submission advice 

Do’s 
• Separate chargeable and exempt forms 
• Create a separate bundle for MDA forms 

– this bundle should also be separated 
into chargeable and exempt

• For each bundle order prescriptions by 
prescriber surname 

• Organise forms so that they lie open, 
face upwards and all the same 
way round 

• Submit your bundle using a tracked 
delivery service.

Don’ts 
• Leave staples, pins or paper clips 

attached to prescriptions
• Obscure any information on the 

prescription
• Leave sticky residue on forms. If you 

do have sticky forms, please separate 
these, and add a note to warn the 
pricing authority as these will need 
manual handling. Make a note of that 
there are sticky forms on the submission
document, so they don’t get missed

• Fold prescriptions as information can 
get missed

• Attach invoices to prescriptions where 
the invoice is required, eg specials 
(Scotland). Invoice information should 
be written as an endorsement next to 
the item on the prescription form.  

• Secure your bundles with elastic bands 
so tightly that bundles roll or so loosely 
that bundles can fall apart

• Use too large a box or protective plastic 
bag. These can allow bundles to move 
about or fall apart in transit 

Further help and information
England & Wales:
NHS Business Services Authority
Scotland: Practitioner Services

• Endorsements which do not relate to 
any prescribed item on the form. 

• Consecutive item endorsements written 
too closely together.

• Endorsements not positioned correctly, 
printed upside down, only partially 
printed, or printed on the back of 
the form. 

• Faint endorsements  

Prescription charges

Unless a completed declaration of 
entitlement to exemption or remission is
made on the prescription form, a charge is
payable for each drug or appliance (item)
supplied, including each piece of elastic
hosiery.

Wales: No declaration required

Scotland: Even though prescriptions (GP10)
are free, the patient/patients representative
is required to sign the reverse of the script
at Part B as confirmation that the item(s)
have been dispensed.

England
Single or multiple charges
Part XVI of the Drug Tariff for England, 
Section 11, Notes on charges payable, lists
the rules which govern single and multiple
prescription charges.

A single charge is payable where:
• The same drug or preparation is 

supplied in more than one container
• Different strengths of the same drug are 

ordered as separate items on the same 
prescription form

• More than one appliance of the same 
type (other than hosiery) is supplied

• A set of parts making up a complete 
appliance is supplied

• Drugs are supplied in powder form
with a solvent separate for subsequent 
admixing

• Drug is supplied with a dropper, throat 
brush or vaginal applicator

• Several flavours of the same preparation
are supplied.

Multiple prescription charges are payable
where:

• Different drugs, types of dressings or 
appliances are supplied

• Different formulations or presentations 
of the same drug or preparation are 
prescribed and supplied

• Additional parts are supplied together 
with a complete set of apparatus or 
additional dressing(s) together with a 
dressing pack

• More than one piece of elastic hosiery 
is supplied.
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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.
DDA Members can find activities and questions relating to this DEM on oral diabetes medicines in the DEM library, located on the DDA
Website at: www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules

Aims of this article 

By the end of this article, you will:

• appreciate the importance of patients 
with type 2 diabetes achieving good 
glycaemic control

• know the different classes of drugs 
used to manage type 2 diabetes

• understand how each drug class helps 
control diabetes, when they might be 
used, and some of the problems 
associated with them

• grasp how glycaemic control
is monitored.

Why bother about control?

As of October 2016, almost 3.6 million 
people in the UK were living with a diagnosis
of diabetes. However, another million 
people are thought to have type 2 diabetes
but not know about it. These figures show
just how huge an issue the condition is for
the UK.

People with type 2 diabetes are usually
able to continue their lives as normal once
diagnosed, but because the insulin 
deficiency that characterises the condition
is progressive in nature – that is, it worsens
over time – the risk of complications 
increases over the years. These 
complications are sometimes classified 
as follows:

• Macrovascular: this describes problems
that occur with large blood vessels. 
Examples include cardiovascular 
disease and associated conditions such 
as myocardial infarction (heart attack), 
stroke and arterial disease

• Microvascular: describes problems that 
arise with small blood vessels, for 
example, nephropathy (kidney damage),
retinopathy of the eyes, peripheral 

neuropathy (damage to the nerves in 
the body’s extremities, eg, feet), and 
autonomic neuropathy – a condition 
where the blood supply to the organs 
is compromised which, in turn, affects 
functioning. An example is erectile 
dysfunction as the result of poor 
circulation to the reproductive system.

• Metabolic problems: covers conditions 
like dyslipidaemia and the potentially 
life-threatening diabetic ketoacidosis 
(DKA).

Other complications include psychological
problems such as depression and anxiety,
reduced quality of life, being more 
susceptible to infections (particularly of 
the skin and urinary tract), and decreased
life expectancy.

Managing diabetes

The management of type 2 diabetes
doesn’t stand still for long: the National 
Institute for Health and Care Excellence
(Nice) published new guidance on the topic
in December 2015 and updated it again in
July 2016. One of the most important 
recommendations in this document is the
need for healthcare professionals to take
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Nice guidance recommends an individualised approach to the treatment of type 2 diabetes

an individualised approach: while patients
may have the same condition, they differ in
personal preferences and disabilities, as
well as in their other illnesses and 
medicines taken.

For type 2 diabetes, oral antidiabetic
agents are usually used. In an ideal world,
patients would take just one product, but 
in reality, two or even three agents are
needed. The aim is to achieve and maintain
glycaemic control while minimising the
risk of side effects. 

Metformin is usually tried in the first 
instance unless the patient’s kidney 
function is severely compromised.
The drug, which belongs to the biguanide
class, works by reducing the amount of
glucose released by the liver into the
bloodstream. It also makes cells more 
responsive to the lower levels of insulin 
in circulation. One of the major advantages
of metformin is that it doesn’t usually
cause weight gain and also rarely causes
hypoglycaemia. Gastrointestinal side 
effects are common, particularly, when 
the drug is first started, so the dose is 
usually gradually increased over a few
weeks to allow the patient’s body to get
used to it. 

Dispenser
Education

Module4

Oraldiabetesmedication
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Some patients fare better with 
modified-release preparations, so 
sometimes one of these is trialled if 
metformin appears to control glucose 
levels but side effects continue to be 
problematic.

Gliptins – also known as dipeptidyl 
peptidase-4 (DPP-4) inhibitors stimulate
the secretion of insulin while reducing the
release of glucagon. These two hormones
work in partnership to keep blood glucose
levels balanced: insulin promotes the 
storage of glucose; glucagon encourages
the release of glucose into the blood.

Gliptins are not for everyone, and 
particular caution is needed when 
prescribing to patients with impaired 
kidneys or liver function and to older people.

Gastrointestinal disturbances are a 
common side effect, as are nervous system
disorders such as headache, dizziness 
and tremor. Serious side effects that may
occur include acute pancreatitis and 
renal failure.

Gliflozins – also known as sodium glucose
co-transporter 2 (SGLT-2) inhibitors – 
reduce the reabsorption of glucose in the
kidney meaning more is excreted in the
urine. The drug class is generally well 
tolerated though side effects can include
urinary tract and genital infections, 
particularly in women, but the main risk 
is the potential for DKA. The three 
drugs available in this drug class are
canagliflozin, dapagliflozin and 
empagliflozin.  

Meglitinides, also referred to as prandial
glucose regulators, stimulate insulin 
secretion by cells in the pancreas. Their
rapid onset of action and short length of
effectiveness limit their usefulness, but if
they are prescribed they must be taken
shortly before main meals – thus, if a meal
is skipped, so should the dose. There are
two drugs in this class: nateglinide and
repaglinide.

Acarbose, an alpha glucosidase 
inhibitor, lowers blood glucose in a small
but significant way by delaying the digestion
and absorption of starch and sucrose from
the diet. The tablets are not suitable for 
individuals who have GI problems such as
hernia and inflammatory bowel disease,
and must be chewed or swallowed whole
immediately before or as a meal is started.

Pioglitazone, which belongs to the 
thiazolidinedione class of drugs, reduces
insulin resistance, which means more 
glucose is utilised by the body and the 
concentration in the blood drops as a result.

injection, increases insulin secretion, 
suppresses glucagon secretion and slows
gastric emptying, and is usually reserved
for people who are obese. The high 
number of side effects, cautions and 
contraindications mean these drugs 
require close monitoring if prescribed.

Monitoring diabetes

Self-monitoring of blood glucose levels is
not routinely recommended anymore. 
Instead GPs or diabetes care team 
members check patients’ HbA1c – a form
of haemoglobin in the blood that is bound
to glucose – every few months to ensure
the diabetes is well-controlled.

Patients with type 2 diabetes (and their
carers) need to know that illnesses can 
affect glycaemic control. This can go either
way: some ailments, particularly those 
associated with fevers, can cause a rise in
glucose levels, whereas others, notably 
illnesses that feature vomiting and/or 
diarrhoea, can lower glucose levels, 
putting the patient at risk of a hypo.

To manage this, patients should prepare
for sick days and write ‘sick day rules’.
This memo should document the need to
have access to easily digestible foods, such
as steamed rice, sugary drinks and oral 
rehydration sachets, as well as the contact
details for the diabetes team. Patients may
need to monitor their blood glucose and
ketone levels at such times as well.

HbA1c monitoring every few months is now the recommended way to review control
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Pioglitazone should not be prescribed to
anyone who has ever had heart failure or
bladder cancer, or who has impaired liver
function. Caution is needed when prescribing
to anyone at risk of developing congestive
heart failure. Side effects can include fluid
retention, bladder cancer, increased 
fractures, weight gain and decreased 
visual acuity.

Pioglitazone also has quite 
a lot of interactions with other drugs: 
alcohol, for example, can enhance the 
glucose lowering effect which puts the 
patient at risk of a hypo, while conversely
the effect may be diminished by 
corticosteroids, diuretics, oestrogens 
and progestogens.

Sulphonylureas, for example, gliclazide,
glimepiride and tolbutamide, work by 
augmenting the secretion of insulin. 
This means they are only effective if the
patient’s pancreas is still producing a
small amount of the hormone.

They are not suitable for prescribing to
individuals with severe renal impairment,
and caution is needed in anyone with mild
to moderate renal dysfunction and severe
hepatic impairment because of the risk of 
hypoglycaemia.

The drug class can encourage weight
gain so is not usually prescribed for anyone
who is obese. Side effects are infrequent
and mild if they do occur. Common problems
include: nausea, vomiting, diarrhoea, and
constipation. Glibenclamide is considered
less suitable for older people because it is
long-acting and is associated with a
greater risk 
of hypos.

Glucagon-like peptide-1 (GLP-1)
mimetics, eg, exenatide and liraglutide,
are sometimes tried in combination with
oral antidiabetic drugs if the latter alone
are not working. The drug class, which all
involve administration by subcutaneous 
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In short, dispensing income enables a
dispensing GP to provide some of England’s
most vulnerable patients with a high quality
and highly convenient one-stop-shop for all
their healthcare needs.
But dispensing practice faces a number

of issues that are yet to be addressed by 
the GP Forward View. Among the key 
unresolved issues for dispensing practices
are the following questions:

• Does scaled-up general practice (eg, federations or other collaborative 
working arrangements) yield adequate 
profit and savings?

• Do any of the proposed models for practice ‘at scale’ take into account the 
remote geography of rural areas where 
practices are smaller, and patient populations more sparsely located than 

in urban areas?
• Does the non-recurring nature of the 

funding proposed by NHS England’s 
Forward View plans promote sustainable
practice in the long term?

• Do scaled-up model partnerships inflate the cost of a GP partnership and 
discourage the recruitment of GPs, 
particularly in existing recruitment 
‘not-spots’?

• Will scaled-up practice encourage pharmacy applications, to the detriment
of local dispensing practices?• Do proposed models for scaled-up practice protect the dispensing service?The DDA would urge MPs to do their 

utmost to ensure these questions are 
answered, to give rural GPs and their 
patients confidence that they can continue
to enjoy a valuable, high quality and 
completely sustainable rural GP service. 

MPs must do all they can to support the vital service currently offered byEngland’s dispensing GPs

February 2017: Dispensing practice in England: a briefing paper for MPsMeeting theunique needsof rural patientsNew models of generalpractice proposed by NHSEngland do not take into account the unique needs of England’s rural patientsand the dispensing GPs whocare for them. MPs must doall they can to support the
vital service currently offered by England’s
dispensing GPs.

Understanding dispensing practiceIn England there are around 1,000 dispensing doctor practices, serving a 
patient population of around eight million
patients. Located in the most remote and
rural areas, dispensing practices provide 
a comprehensive range of general medical
and other healthcare services, as well as
access to vital medicines supplies.
Due to their remote and rural locations -

and distance from other healthcare service
providers - dispensing GP practices typically
offer a wider range of healthcare services
that are designed to keep people out of
hospital.

At the request of the patient, dispensing
doctors are allowed to dispense the 
medicines they prescribe for patients who
live more than a mile from the nearest
pharmacy. This service acknowledges that
such patients may not have easy (or indeed
any) access to a pharmacy and provides 
patients with access to medicines and 
general healthcare under one roof. This 
includes the operation of branch surgeries
and near-patient tests.  Such services are
especially vital given the typically older 
demography of rural populations, and the
well-documented relationship between
older age and increasing healthcare need
and complexity.

Surveys of dispensing patients show 
that patients value the convenience and the
higher quality of services provided by 
dispensing practices. In the modern NHS
where patients are typically discharged
quickly from hospital to be cared for in the
community, it is especially important that
all patients living in rural areas can access
reliable and high quality services supported
by sustainable and rural-proofed NHS 
policy.  As MPs you have a vital role to play
to ensure that continues to be the case.What are the NHS policy concerns?The Dispensing Doctors’ Association is 

concerned that current NHS policy for GPs,
the GP Forward View, is not sufficiently
rural-proofed to promote a sustainable 
and vibrant network of rural dispensing GPs. 
Like general practice elsewhere in England, dispensing GP practices are 

under pressure from falling income, but are
facing increasing demand for services from
an ageing population. As MPs will know, 
general practice performs 80 per cent 
of NHS contacts for just 8 per cent of the 
NHS budget.

The income from the GP dispensing 
service allows dispensing practices to meet
the extra costs of providing services in rural
areas – including the dispensing service
that is provided by community pharmacies
in urban locations. Income from dispensing
also enables the dispensing practice to 
employ the extended teams of GPs, nurses
and healthcare assistants required to meet
the more complex needs of rural patients.  

The following are just a selection of the ‘one-stop’ services typically provided by

dispensing practices: • Same day appointments • Longer appointments • Contraceptive pill Checks 

for patients aged under 30 • Dressings/wound checks • Injections • Leg ulcers 

• Asthma care • Diabetes care • Travel advice and vaccinations • NHS cardiovascular

health checks • Treatment of minor injuries • General health check • Advice on

stopping smoking, weight control and other preventative health topics.

It is especially important that all 
patients living in rural areas can access

reliable and high quality services supported by sustainable and rural-proofed NHS policy

“

”

To support rural patients, MPs must
ensure that any new NHS policy affecting GPs:

• Does not discriminate against rural practices and their patients• Assures a practice’s dispensing status
• Delivers achievable and sustainable funding.With your help dispensing practicecan be transformed into a hub for the

delivery of integrated health and social services in rural areas. Why not contact the Dispensing Doctors’ Association today to arrange
a visit to a dispensing GP practice?There, you will see for yourself thevital role these practices play in rural areas.

How you can help

Understanding thedispensing doctor difference...

Westminsterrockstobeat ofruralrevolt

Accord provides funding for the origination and distribution of this educational supplement. Accord has 
no involvement in the writing of the content and the views expressed are solely those of the DDA.

In the new GMS contract for England, NHS
England has pledged to review the Carr-Hill
formula. To avoid unfair allocations for rural
areas, the DDA has called on MPs to ensure
new models of general practice take into
account the unique needs of England’s
rural patients and the dispensing GPs who
care for them. MPs must do all they can to
support the vital service currently offered by
England’s dispensing GPs, the DDA has said
in its latest briefing paper for England.

To support rural patients, MPs are 
asked to ensure that any new NHS policy 
affecting GPs:

• Does not discriminate against rural 
practices and their patients

• Assures a practice’s dispensing status
• Delivers achievable and sustainable 

funding.

A backbench revolt in February has lighted the fuse of a “ticking time bomb” of funding for education, social care and
councils in rural areas, putting pressure on organisations such as the NHS to pour more money into… rural areas. 
Former environment secretary Owen Paterson has called for “a needs-based new formula for funding rural services.”

multispeciality provider hub presented real
challenges for rural GPs.  She said: “There
is no pot of money to help them innovate
and move forward. Often, they do not even 
have broadband.”

In addition, according to Rural 
England’s State of Rural Services 2016 
report, “the demography of rural areas
and, in particular, the growing number of
older people… places considerable extra
pressures on public services such as GP
surgeries and adult social care, especially
if funding for them is tight.” 

Rachael Maskell MP, Labour shadow
secretary for the environment, food and
rural affairs, additionally notes the 
detrimental health impact of poor rural
transport links. Department for Transport
accessibility indicators additionally 
show that:

• The average journey time by car for a 
rural household to reach the nearest 
GP surgery is just over nine minutes

• The average journey time by public 
transport or walking for a rural house
hold to reach the nearest GP surgery is 
almost 18 minutes without taking into 
account the frequency of public
transport. 

She said: “Rural communities will rightly
expect the Government to answer tough
questions about what’s being done to deal
with these issues.”

• Do any of the proposed models for 
practice ‘at scale’ take into account the 
remote geography of rural areas where 
practices are smaller, and patient 
populations more sparsely located than 
in urban areas?

• Does the non-recurring nature of the 
funding proposed by NHS England’s 
Forward View plans promote sustainable
practice in the long term? 

• Do scaled-up model partnerships 
inflate the cost of a GP partnership and 
discourage the recruitment of GPs, 
particularly in existing recruitment 
‘not-spots’?

• Will scaled-up practice encourage 
pharmacy applications, to the detriment 
of local dispensing practices?

• Do proposed models for scaled-up 
practice protect the dispensing service?

NHSE responds 

NHS England chief executive Simon
Stevens has accepted that GP practice
must adopt a “horses for courses” 
approach. However, NHS England is also
adamant that rurality is no obstacle to
working together in hubs or networks as
this “does not require practice mergers or
closures and does not necessarily depend
on physical co-location of services”.

In response, Anne Marie Morris MP, who
leads a new cross-party MP group on rural
health and social care, believes that scaled
up business models such as the 
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The demography of rural areas and,
in particular, the growing number of
older people… places considerable
extra pressures on public services
such as GP surgeries… especially if

funding is tight

“

”
What are the NHS policy 
concerns? 

The Dispensing Doctors’ Association is
concerned that current NHS policy for GPs,
the GP Forward View, is not sufficiently
rural-proofed to promote a sustainable and
vibrant network of rural dispensing GPs.

Like general practice elsewhere in 
England, dispensing GP practices are under
pressure from falling income, but are facing
increasing demand for services from an
ageing population.  

But unlike urban practices, dispensing
practice faces a number of issues that are
yet to be addressed by the GP Forward
View. Among the key unresolved issues 
for dispensing practices are the following
questions:  

• Does scaled-up general practice (eg, 
federations or other collaborative 
working arrangements) yield adequate 
profit and savings? 


