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A welcome from the 
DDA Chief Executive 
Matthew Isom

The Dispensing Doctors’ Association (DDA)
2017 annual conference has once again
proved the value of bringing hundreds of
dispensing GPs together with their non-
dispensing counterparts. In unprecedented
numbers dispensing GPs from all over the
country came together to discuss the 
challenges of the day at the DDA and the
Best Practice conferences and exhibition,
held at the NEC Birmingham on Wednesday
18 and Thursday 19 October.

Now in its fourth year of partnership with
the Best Practice event, the DDA 2017 
annual conference took the theme: 
‘Dispensing: the power behind rural 
general practice’.

On the first day of the DDA 2017 annual
conference, delegates were able to hear a
comprehensive range of presentations on
the key issues of the day. They were also
able to take advantage of unique access to
the expertise of the DDA board, as well as
the unprecedented free networking 
opportunities presented by this unique 
professional event for dispensing GPs.

Key opinion leaders in the world of 
dispensing practice, included Department 
of Health principal pharmacist Susan
Grieve, who provided the conference with
the Department of Health’s view of 
dispensing practice, as well as GPC policy

lead for dispensing Dr David Bailey. In an
earlier plea to newly-elected BMA chair 
Dr Chaand Nagpaul, Dr Bailey has made
clear that “it is essential that the 
reimbursement regulations for dispensing
doctors are made fit for purpose once
again”. “The current situation where some
medicines can be dispensed at a loss 
cannot continue”, he said, adding: “We need
to restore a level playing field for dispensing
GPs and their patients.”

Later on during the same day of the 
conference, SecurMed UK head Jerome
Bertin set out progress towards 
implementation of the FMD in the UK. 
The FMD is an anti-counterfeit measure
which, as it stands currently, will have 
significant cost and workload implications
for dispensaries, the DDA believes, as well
as for non-dispensing practices who supply
medicines via PA or in emergencies. 
For this reason the DDA has identified 
the FMD as a current challenge to 
dispensing practice.

Welcome to the latest supplement in 
association with Accord.

The DDA held its annual conference last
month at the Best Practice Show. It was 
great to see so many new faces, in addition to
those who have been before: this is the one 
occasion each year when you can meet the
DDA Board and staff.

Conference sessions on dispensary 
profitability, correct submission of 
prescriptions and the future direction of the
NHS were all full or standing-room only. 
Operating your dispensary efficiently and 
effectively is becoming ever more important
and we intend to hold a series of regional
meetings next year dedicated to this topic.
Please keep an eye out for the details via 
our website and broadcast alert.

One of the points that delegates made over
and over throughout the conference was the
unfairness of the current system of 
reimbursement for drugs. Doing the right
thing by the patient is costing the NHS and
practices money because of the ever-growing
list of drugs dispensed at a loss.

We have been making this point to NHS
England with monotonous regularity, only 
to be met with blank responses: do they feel 
resolving the problem is too difficult?

Yet, in community pharmacy, they are 
making changes to their system; the contracts
and funding are totally separate to that for
dispensing doctors. The DDA wants a system
in which doing the right thing for the patient
means doing the right thing for the NHS and
for the practice. We will not compromise 
on this! 

Information,
support and 
networking 
opportunities 
abound at the

2017
annual
conference
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Finance update  
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Pack size August 17 (£) October 17 £ Changes Changes (%)Top 10 Winners

• There are now 611 products in Category M,
of which 50 have stayed at the same 
reimbursement level as August 2017

• There have been a total of 251 
reimbursement increases and 312 
decreases in this month

• There have been two deletions to the 

category this month (amiodaraone 100mg 
and paracetamol oral solution SF 120mg)

• Nine products have been added including: 
azithromycin 250mg capsules, dexamethasone
500mcg tablets, olmesartan tablets 10mg, 
20mg and 40mg, phenoxymethylpenicillin
oral solution SF 125mg and 250mg, thiamine

tablets 500mg and tramadol/paracetamol 
3.7.5mg/325mg tablets

• The total number of packs of medicine in 
Category M now totals almost 1.2 billion

• The average reimbursement price for 
Category M is £1.52

2017/2018 financial year is currently £2.592bn,
with £800m of that being retained margin.
Data is gathered from pharmacies on a
monthly basis so that the DH can see how
reimbursement is tracking against this 
target. If, across the range Category M, 
reimbursement is tracking above the 
retained margin figure, tariff prices will be
reduced in Category M in future quarters in
order to recoup that overpayment.

If total reimbursement is below the target
margin figure, prices in Category M would
increase so that pharmacies could increase

the return on their generic purchasing.

This means the profit that pharmacies
can earn through dispensing these generic
medicines is reviewed and adjusted to
maintain a balance of £800m retained 
margin for pharmacy.

As dispensing practices share the same
Drug Tariff as pharmacies, Category M
prices apply to dispensing practices, even
though dispensing practices’ retained 
margin figures are not taken into account 
in the Category M calculation.

According to Category Matters in the November adjustment: 

Olanzapine 20mg tablets 28 £1.38 £34.41 £33.03 2393.5

Olanzapine 15 mg tablets 28 £1.27 £30.31 £29.04 2286.6

Olanzapine 10mg tablets 28 £0.98 £21.95 £20.97 2139.8

Sumatriptan 50mg tablets 6 £1.29 £13.67 £12.38 959.7

Olanzapine 5mg tablets 28 £0.92 £8.58 £7.66 832.6

Olanzapine 7.5mg tablets 28 £1.00 £7.27 £6.27 627.0

Olanzapine 2.5mg tablets 28 £0.92 £5.57 £4.65 505.4

Betahistine 16mg tablets 84 £1.36 £5.86 £4.50 330.9

Rizatriptan 10mg tablets 3 £1.44 £5.23 £3.79 263.2

Sumatriptan 100mg tablets 6 £1.32 £4.23 £2.91 220.5

Accord’s  guide to help dispensers maximise profits

Category M was introduced in 2005 as the 
system of price adjustment for over 500
generic medicines. It is the mechanism
through which the Department of Health (DH)
controls the total margin that pharmacists
and dispensing doctors can make from their
generic dispensing. Changes to reimbursement
prices in Category M are made on a monthly
or quarterly basis.

How does it affect you?
For community pharmacies the current
agreed funding figure on generics for the

Analysis provided by the Dispensing Doctors' Association

Understanding Category M

Pack size August 17 (£) October 17 £ Changes Changes (%)Top 10 Losers

Olmesartan medoxomil 40mg 28 £17.50 £2.31 -£15.19 -86.8

Olmesartan medoxomil 10mg 28 £10.95 £1.51 -£9.44 -86.2

Olmesartan medoxomil 20mg 28 £12.95 £1.79 -£11.16 -86.2

Dexamethasone 500 mcg tablets 28 £54.23 £14.19 -£40.04 -73.8

Tramadol 37.5mg/ Paracetamol 325mg tablets 60 £9.22 £3.37 -£5.85 -63.4

Azithromycin 250mg capsules 6 £15.13 £6.16 -£8.97 -59.3

Phenoxymethylpenicillin 250mg/5ml oral solution sugar free 100ml £16.02 £6.59 -£9.43 -58.9%

Phenoxymethylpenicillin 125mg/5ml oral solution sugar free 100ml 100ml £16.02 £6.68 -£9.34 -58.3%

Zonisamide 100mg capsules 56 £31.12 £18.51 -£12.61 -40.5%

Nefopam 30mg tablets 90 £32.67 £19.62 -£13.05 -39.9% 



flu season
Making the most of the flu season

• Have an admin person working with each 
clinician – increases productivity as they 
can enter all the data

• Offer the shingles and pneumovax to the 
at risk groups at the same time

• Use the opportunity to achieve some of 
your QoF targets, blood pressures etc – 
these can be easily checked, potentially 
use a clinician or HCA to do this.

In 2017/18, during the flu season running 
from September 1, 2017- March 31, 2018, 
immunisers should aim to achieve the 
following minimum vaccination rates:

• 75 per cent in healthcare workers
• 55 per cent in all clinical risk groups
• 40 per cent in children aged 2 – 8 years.

System benefits of participation

Morbidity and mortality attributed to flu are
key factors in NHS winter pressures and a
major cause of harm to individuals especially
vulnerable people. The annual flu 
immunisation programme helps to reduce
GP consultations, unplanned hospital 
admissions and pressure on A&E and is 
described by Public Health England, as 
“a critical element of the system-wide 
approach for delivering robust and resilient
health and care services during the winter”.

GPs have been told by NHS England 
that  NHS and social care bodies have 
a responsibility to ensure, as far as is 
reasonably practicable, that health and 
social care workers are free of, and are 
protected from, exposure to infections 
that can be caught at work (Health and 
Social Care Act 2008, Code of Practice 
on the prevention and control of 
infections). The recommendation is to 

ensure that health and social care staff 
directly involved in delivering care are 
encouraged to be immunised and that 
processes are in place to facilitate this.
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Flu vaccination offers a valuable
income stream, and for dispensing
practices, a chance to consolidate
dispensing patient loyalty

GPs are asked to aim for a 55 per cent flu immunisation
rate in all clinical risk groups

• The community pharmacy seasonal 
influenza vaccination advanced service 
will continue in 2017-18 for eligible adults 
aged 18 years and over

• GPs are advised to use ‘free’ 
communications channels to promote 
the vaccination message (such as the 
electronic booking system or patient 
newsletters). A range of template 
communication materials and leaflets are 
available from Public Health England.
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Making the most of the

Other points
to note...

Vaccine safety
Flu vaccines must be stored in accordance
with manufacturer’s instructions:

• store between +2⁰C and +8⁰C 
• do not freeze
• store in original packaging
• protect from light.

Check expiry dates regularly:
• the LAIV has an expiry date 18 weeks 

after manufacture – this is much 
shorter than inactivated flu vaccines

• it is important that the expiry date on 
the nasal spray applicator is checked 
before use.

In the event of cold chain failure involving
LAIV, refer to the document ‘Responding 
to cold chain failures involving the live 
attenuated intra-nasal influenza vaccine
(LAIV)’ available on PHE Immunisation
gov.uk website

Useful resources:
Technical requirements for 2017/18 GMS
contract changes will be available from 
NHS Employers.

Public Health England National Flu 
Immunisation Programme plan and letter 
to healthcare professionals

A key change to the 2017-18 seasonal 
influenza programme for England is the 
inclusion of morbidly obese patients as an 
at-risk cohort. Payment for seasonal flu 
vaccination will be made at £9.80 per dose.
JCVI has advised that “all other things 
being equal”, offering the quadrivalent 
inactivated vaccine is preferable to the 
trivalent alternative.

In mid-September, NHS England chief
Simon Stevens warned that Britain could face
a significant increase in flu cases this winter,
which would make it hard for hospitals, GP
surgeries and care homes to cope. He said
that Australia and New Zealand had just 
experienced its worst flu season in many
years, and previous experience suggests
Britain may be hit by the same H3 strain 
this winter.

Although influenza activity is not usually 
significant in the UK before the middle 
of November, the influenza season can 
start early (as it did in 2003–04). After 
immunisation, protective immune responses
may be achieved within 14 days.

To prepare GPs to deliver a sustainable flu
service, Wessex LMCs have advised that in the
past practices that performed best were those
that planned set-date mass vaccination clinics,
for example, on a Saturday morning, in 
addition to running more flexible, and smaller
clinics or individual appointments. Practices
are also advised to engage with care homes,
in particular residents and staff, who are also
encouraged to get a jab. GPs have been told by
NHS England that they have a “duty of care as
professionals to patients or residents to do
everything in your power to protect them
against infection, including being immunised
against flu.”

 Other tips on achieving a successful flu 
vaccination campaign include the following:

• Engage with your care homes and
commit to dates to vaccinate

• Get your PPG involved in helping to 
organise the patients

• Provide a leaflet to patients when they 
arrive – informing them of possible side 
effects, contra indications etc

• Use the opportunity to collect QoF 
data – use the leaflet to ask about alcohol 
and smoking data

• Online services will help practices – use 
the leaflet to collect email addresses and 
mobile phone numbers and get consent 
to share data



Menstrual problems Module 7
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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 menstrual problems can be found on the DDA
Website at: http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/dispenser-education-modules

Aims

By the end of this article, you will:

• Know the symptoms of various 
menstrual disorders, including PMS, 
dysmenorrhoea, menorrhagia and 
amenorrhoea

• Understand how each is diagnosed 
and managed

• Be able to support and advise patients 
with these conditions.

Ask 10 women what their periods are like
and, chances are, you’ll get 10 different 
answers, none of which will be the ‘normal’
28-day cycle that includes a five-day bleed.

Instead, it is better to regard it as a
range: the cycle can last between 22-35
days, and menstruation may last from one
to eight days, with the heaviest bleeding
usually in the first day or two, and the blood
loss totalling anything from 30 to 75ml.
Anything outside these parameters is 
usually considered problematic, though
there is, of course, a subjective element 
in terms of the impact on a woman’s quality 
of life and her ability to manage 
any symptoms.

diagnosed if there is no other significant
health problem, and if symptoms occur 
regularly during the second half of the
menstrual cycle and either improve or 
resolve by the end of menstruation.

Mild to moderate cases of PMS often 
respond to lifestyle changes, notably 
stopping smoking, reducing stress, sleeping
well, exercising regularly, and losing weight
if needed. Dietary changes can also have 
a positive effect, but should take into 
consideration the predominant symptom:
for example, a woman with bloating and
fluid retention may find it helpful to cut
back on salt and eat smaller meals more
often, whereas someone who experiences
fluctuations in energy levels may benefit
from avoiding caffeine and alcohol and 
increasing complex carbohydrates. Eating
plenty of fruit and vegetables has been
found to be valuable in improving both 
physical and emotional symptoms.

Supplements are often marketed for
PMS, but only calcium and vitamin D
tablets, and agnus castus are rated by the
Royal College of Obstetricians and 
Gynaecologists as beneficial. The evidence
for many others, for example, evening 
primrose oil and gingko biloba, is patchy,
and some, for example St John’s wort 
and vitamin B6 should be used only
with caution.

Symptomatic treatment is helpful in
some cases – paracetamol or an anti-
inflammatory for headache, for instance –
and talking therapies such as cognitive 
behavioural therapy can assist women with
severe psychological symptoms.

Ovulation pain 

Ovulation pain – also known as 
mittelschmerz – is the discomfort felt on
one side of the lower abdomen by some
women when they ovulate, approximately
halfway through their menstrual cycle. 
It may be cramp-like or a sudden sharp
twinge, and can last anything from a few
minutes to a couple of days. Some women
also notice spotting.

Again, keeping a symptom diary for a few
months can help the woman’s doctor to
identify if it is harmless and just part of her
normal cycle, or if she has an underlying

Pre-menstrual syndrome

Pre-menstrual syndrome (PMS), also
known as pre-menstrual tension (PMT) is 
a condition that includes a wide range of
mental and physical symptoms. The most
common of these are depression, anxiety,
irritability, mood swings and loss of 
confidence; there can also be physical
changes such as abdominal bloating and
breast pain, and alterations in behaviour,
for example, aggression and difficulty 
concentrating.

Pre-existing conditions may be exacerbated,
particularly depression, migraine, diabetes,
asthma and epilepsy. The cause is not clear,
but hormonal fluctuations are certainly 
implicated, with other factors such as stress
levels, diet and obesity also contributing.

Pre-menstrual dysphoric disorder is the
term sometimes used for PMS that has 
predominantly emotional and behavioural
symptoms.

It is the timing of the symptoms that point
to PMS, so it is helpful to the consultation if
women track any changes over a couple of
previous menstrual cycles. PMS is usually
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manage the pain using simple painkillers
such as paracetamol or an NSAID, and 
applying a hot water bottle. Lifestyle
changes such as stopping smoking, 
exercising, massage, and relaxation 
techniques can also be beneficial.

If these don’t provide an adequate relief
the woman a hormonal contraceptive may
be tried, usually a monophasic combined
pill, though progesterone-only methods
also have a place. 

Menorrhagia  

Some women bleed very heavily during
their period. Menorrhagia, as it is known,
may have an underlying cause such as 
fibroids, PCOS, liver or renal disease, 
endometriosis, pelvic disease or infection,
carcinoma or medication (for example, 
anticoagulant or chemotherapy), but in
many cases no reason is identified.

If there is no underlying issue, and the
woman is finding it difficult to cope with
her menorrhagia, the intrauterine system
is the preferred first choice of treatment. 
If this is unsuitable, an NSAID, combined
oral contraceptive or tranexamic acid –
which helps the blood to clot and therefore
reduces the amount lost – may be tried,
with oral norethisterone or a long-acting
progestogen used third-line.

Amenorrhoea  

Amenorrhoea is undesirable because it
has several knock-on effects, notably, an
increased risk of both osteoporosis and
cardiovascular disease because of 

oestrogen deficiency. Infertility is an 
obvious complication, but more subtle, 
and potentially very damaging, are the 
psychological effects such as loss of 
self-esteem, altered self-image and 
anxiety. Unless there is an easily rectifiable
cause, for example, an underactive thyroid,
most cases need referring to a 
gynaecologist for investigation.

Primary amenorrhoea is considered a
very separate condition, and is defined as
the failure to establish menstruation 
during puberty, usually by the age of 14-16
years. Most cases resolve spontaneously
by the age of 18 years, but in some women
a previously undiscovered anatomical 
abnormality is the cause, for example, an
absent uterus. Some teenagers do not
start their periods as normal because of
an eating disorder, excessive exercise,
chronic illness or stress. All need careful
handling by an expert in the field.

issue such as a sexually transmitted 
infection or endometriosis that warrants
further investigation. For mittelschmerz,
symptomatic treatment such as using a hot
water bottle or taking simple painkillers
may be enough to keep it at a manageable
level, otherwise a contraceptive method
that affects ovulation – the implant or pill,
for example – will usually sort it out. 

Irregular periods 

Menstrual cycles can vary hugely - most
commonly during puberty and before the
menopause, but also at any time that 
hormone levels are unbalanced. Lifestyle
factors can also play a part, particularly
during times of stress, if the woman is 
exercising excessively or has lost or 
gained a lot of weight.

In many cases, treatment isn’t needed
unless women find their irregular periods
are difficult to manage. Bleeding during 
or after sex, spotting between periods that
hasn’t in the past, bleeding after the
menopause, or if the menstrual cycle is
less than three weeks long should all be
referred. 

Dysmenorrhoea 

Painful periods – dysmenorrhoea – is the
most common gynaecological symptom in
women. The pain, which is cramping in 
nature and usually in the lower abdomen,
occurs shortly before or during 
menstruation. There are two types:

• Primary dysmenorrhoea has no 
underlying cause and is thought to 
be due to the womb contracting in 
response to the release of 
prostaglandins which stem from a 
drop in the hormone progesterone.

• Secondary dysmenorrhoea is due to a 
pelvic problem such as endometriosis, 
fibroids or polyps. It is less common 
than primary period pains.

Secondary dysmenorrhoea is treated by
identifying and resolving the underlying
medical issue. Otherwise, the advice is to
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Tranexamic acid antifibrinolytic drug molecule – may be
prescribed in some cases to prevent excessive bleeding
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Painful periods – dysmenorrhoea – is the most common gynaecological symptom in women
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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 irritable bowel disease (IBD) and irritable bowel syndrome (IBS) 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:

• Know the difference between 
IBD and IBS

• Have an understanding of each 
condition and how sufferers 
are impacted

• Appreciate the management options 
available

• Be able to support and advise patients 
with these conditions. 

IBD

Inflammatory bowel disease is an 
umbrella term for two chronic, relapsing-
remitting conditions that affect the 
gastrointestinal tract: 

• In ulcerative colitis (UC), the lining of 
the rectum is inflamed. If the 
inflammation extends no further, the 
patient is deemed to have ulcerative 
proctitis, whereas if the section of the 
colon closest to the rectum is also 
affected, the condition is termed 
left-sided colitis. If the entire colon is 
inflamed, the patient is regarded as 
suffering from extensive colitis 
or pancolitis. 

• Crohn’s disease is slightly different to 
UC in that the full thickness of the 
intestinal wall may be inflamed. Any 
part of the gut can be affected, from the 
mouth to the anus, though the most 
common are the colon and the ileum 
(the last section of the small intestine). 
Often there are patches of inflammation
with normal areas in between, and the 
lesions may be small – just a few 
centimetres – or extend for a 
considerable distance.

In some patients it is not possible to 
establish whether the symptoms they are
experiencing are caused by UC or Crohn’s,
in which case they are regarded as 
suffering from indeterminate colitis. 

The symptoms of IBD usually include
pain, cramping or bloating of the abdomen,
and recurrent diarrhoea that is streaked
with mucus or blood. Many patients feel
very tired and weight loss is not uncommon.
Other symptoms can include fever, vomiting,
anaemia, joint pain (arthritis), sore eyes,
painful red nodules on the skin, mouth 
ulcers, bone diseases such as 
osteoporosis, and liver problems such 
as jaundice, cirrhosis and gallstones.

According to the charity Crohn’s and 
Colitis UK, over 300,000 people in this
country are affected by IBD. The most
common age for a diagnosis to be made 
is during adolescence or early adulthood,
with another small peak in diagnoses 
between 55 and 65 years of age. Individuals
with a family history of IBD are more likely
to develop it themselves, and for Crohn’s
disease there is also an increased risk in
the five years after having the appendix 
removed and for smokers. Conversely,
smoking seems to lower the risk of 

Ph
ot
od
isc

developing UC. The cause of IBD is not
clear, but is thought to be a combination 
of environmental factors and the way the
body’s immune system responds to them.
Generally, IBD is referred to as an 
autoimmune disease.

The impact of IBD should not be under-
estimated. The often unpredictable nature
of the condition, as well as the symptoms
themselves, can have a profound effect on
quality of life. There are also many 
potential complications, which for UC 
include an increased risk of blood clots,
bone problems and colorectal cancer.
Crohn’s can lead to stricturing disease in
which the bowel narrows, sometimes to
the point of complete obstruction, and the
formation of fistulae, which are holes in
the bowel wall through which faecal matter
may track through to nearby structures
such as the bladder, vagina and skin. 
Other possible complications of Crohn’s
disease include malnutrition, nutritional 
deficiencies, abscesses, colorectal and

Dispenser
Education

Module 8

IBD/IBS
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small bowel cancers, toxic megacolon (the
most severe form of IBD), and, in children,
impaired growth.

There is no cure for IBD: instead, 
treatment aims to alleviate symptoms and
prevent future flare-ups. It differs slightly
according to the form of IBD, so in UC:

• Diarrhoea should be managed by first 
establishing whether there are any 
other possible causes (for example, a 
diet high in sugar substitutes or taking 
medication such as antibiotics or 
laxatives). Eating small frequent meals 
can be helpful, as can keeping a food 
diary to identify any dietary items that 
seem to trigger symptoms – common 
culprits are chilli, onions, bran, pulses, 
lactose, caffeine and alcohol  - or 
relieve them. Antidiarrhoeal agents 
such as loperamide are not usually 
recommended as they can cause IBD 
to deteriorate.

• Constipation – assuming the bowel 
isn’t obstructed – is best tackled by 
ensuring the diet contains enough fluid 
and soluble fibre (though the latter can 
increase bloating), with a bulk-forming 
laxative such as ispaghula added 
if needed. 

• Abdominal pain is common, but only 
paracetamol is recommended as 
NSAIDs can aggravate symptoms and 
opiates increase the risk of toxic 
megacolon.

• Fatigue is also common and the patient 
should be checked for concurrent 
issues that can also cause the symptom,
for instance depression or anaemia. 
Otherwise pacing and similar strategies
should be employed.

All but the mildest cases of Crohn’s 
require drug treatment, which is in two
phases: to induce remission, and to 
maintain it. Such therapies require 
specialist supervision when starting, but
are then usually continued and monitored
in primary care. The most commonly used
drugs are:

• Corticosteroids, usually topical rather 
than systemic, to induce remission. 
Once this has been achieved, they are 
usually reduced and then stopped, 
though a small number of patients may 
require an ongoing low dose in order to 
maintain remission.

• Immunosuppressants such as 
azathioprine and methotrexate may be 
used to keep symptoms at bay. It can 
take several weeks for the full benefit 
to be seen, so they may be started 
while the patient is still on a course of 
steroids. Patients can expect to be on 
immunosuppressants for several years.

Part of the problem is the fact that many
patients find their symptoms are not 
confined to the gut, with some complaining
of urinary issues such as urgency, 
frequency and incontinence, pain during
sex, backache, nausea and tiredness.

When it comes to managing IBS, lifestyle
changes can make a big difference:

• Meals should be regular and relaxed,
with a reduction in insoluble fibre intake
(this is found in wholemeal flour, whole
grains such as brown rice, and high bran
products). If more fibre is needed, soluble
forms such as oats or supplements are
better. Fruit should be limited to three 
portions per day, and fatty or rich foods,
artificial sweeteners and resistant
starches (found in processed and reheated
foods) avoided.

• Fluid intake should be plentiful, 
but caffeine, fizzy drinks and alcohol 
limited

• Keeping a food and symptom diary can 
help identify triggers

• Exercise has been shown to have 
physical benefits on the gut as well as 
being a good way of alleviating stress

• Probiotics can help, as can relaxation 
techniques such as meditation.

There is also a place for medication in IBS
management:

• Antispasmodics such as mebeverine, 
alverine and peppermint oil are very 
useful to some

• Laxatives can be effective at relieving 
constipation. Bulk-forming agents such 
as ispaghula and sterculia are usually 
tried first, followed by macrogols or 
stimulants such as senna or bisacodyl 

• Antimotility agents such as loperamide 
can bring diarrhoea under control

• Tricyclic antidepressants, for example 
amitriptyline, may be beneficial for 
those who can’t get their symptoms in 
check despite trying everything already 
described. Psychological interventions 
such as hypnotherapy or cognitive 
behaviour therapy may also help.

Intestines affected by Crohn's diseasePhotodisc

• Cytokine modulating drugs such as 
infliximab and adalimumab are reserved
for patients with severe Crohn’s that 
have not responded to other treatments,
and are usually managed and monitored
entirely by hospital specialists.

• Aminosalicylates, for example mesalazine
and sulfasalazine, are sometimes used 
as maintenance therapy.

Many patients with IBD end up needing 
surgery at some point: an estimated 
20 per cent of those with UC and 
60-75 per cent of individuals with Crohn’s.

IBS

Irritable bowel syndrome, or IBS, is much
more common than IBD, affecting up to
one in five people at some point in their
life. It is a chronic condition, characterised
by periods of abdominal bloating and pain
that appears related to defaecation, and 
altered bowel habits that feature 
constipation or diarrhoea or fluctuate 
between the two. The cause is not known,
but many sufferers consider it to have been
triggered by an infection or inflammation,
course of antibiotics or surgery. Genetics
and diet also seem to play a part.

The most common age for IBS to present
is between 20 and 30, and women are twice
as likely to be affected as men. The 
prognosis is unpredictable; some people
find it clears up after a few years, while for
others it persists for decades or is lifelong.
IBS cannot be diagnosed in itself, but 
requires other conditions with similar
symptoms – for example, IBD, laxative
abuse, pancreatitis, peptic ulcer disease,
endometriosis, gallstones – to have been
ruled out through investigations.

The unpredictability of IBS, as well as
the symptoms themselves, can have a
major effect on the sufferer’s life. Many
find themselves rearranging or cancelling
activities – work as well as social – in order
to be near a bathroom, and social isolation
and mental health issues such as 
depression and anxiety are all too common.
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Colon affected by ulcerative colitis, with pseudopolyps
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DDA chairman Dr Richard West used the platform of the 2017
annual conference address
to tell health ministers to 
“look after what you have”.
Once lost, cost-effective systems such 
as the network of dispensing GPs will be
very difficult to replace, he will tell health 
ministers in England, Scotland and Wales,
adding: “New systems will be more 
expensive.”

In his address to 2017 conference delegates,
which opened the DDA annual conference,
Dr West urged NHS administrations around
the country to put in place rural solutions
that facilitate the dispensing service.  
“Dispensing is a key to the survival of 
rural general practice,” delegates heard 
Dr West say.

In his presentation, Dr West outlined and
explained the challenges facing 
dispensing practice. These include:

reimbursement
pharmaceutical needs assessments (PNA)
remuneration (dispensing fees)
the Electronic Prescription Service
the European Falsified Medicines
Directive
pharmacy
shortages.

Fleshing out the detail of Dr West’s 
concerns, GPC dispensing policy lead David
Bailey told the DDA 2017 annual conference
that practices run by a primary care 
organisation cost at least £30 a patient
more to run, compared to those run by GP
partners, and are usually run less well. 
“For the Department of Health dispensing
GPs maintain a first-class GP service for
rural patients in a rural location,” he said,
describing dispensing practices as 
providing "excellent value for money for 
the NHS". Dr Bailey said: “Dispensing GPs
may earn around £15,000 more than 
non-dispensing GPs but they are doing two
jobs, and are doing the second on the cheap”.

An average of half of all rural patients are
registered as dispensing, at a cost to the
NHS of around £30,000 a year. The 
conference heard: “Logistically, rural 
primary care organisation-run medical
services are a nightmare, and they are 
unlikely to be attractive to private providers

for the same reason. Dispensing practices,
therefore, represent excellent value for
money, chancellor,” Dr Bailey said.

Dr Bailey also reminded the conference
that the Cost of Service Inquiry in 2010 
confirmed that the majority of dispensing
practices subsidise GMS from dispensing
profits. “But, compared to 2010, the 
financial situation of rural practice today 
is much worse,” he said, highlighting the 
increased costs of pensions and indemnity,
as well as the effects of the NHS 
austerity measures.

Practices should build good relationships
with their wholesaler, and use the knowledge
and support they can bring to your account,
said Rachael Balcombe.

As the purchasing manager for a rural
practice in Brigg, Lincolnshire, she is 
responsible for products for approximately
12,500 patients and a hybrid 100-hour 
pharmacy with branch surgery/pharmacy.

Make sure you have regular updates with
your account managers, she advised:

check for new and removed schemes;
check that schemes are still maintaining
the level of discount you should be 
receiving
optimise training and education events 
for your team

use the conversation to solve problem 
such as quotas, delivery issues 
supply chain problems
ask for updates on patent expiry
understand your statements and 
rebates.

If you are using several wholesalers and
short liners in your supply chain, “make
sure that you are not oversubscribed and
paying for more than you need to,” said 
Ms Balcombe. “There is no perfect answer
to this as each practice has its own individual
priorities. Just consider that the membership
fees should be less than the benefits.”

In addition, meet with pharmaceutical
sales reps. “They are a valuable resource 
to your business. Take the time to sit down
with them. They may be able to give support
in training events, QIPP, QOF, DSQS, and
help role out medicine changes. They can
provide evidence-based statistical and 
educational data.”

Please visit DDA online for more 
information and the slides from
Dr West’s presentation
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In her presentation to DDA annual conference
delegates, Department of Health principal
pharmacist Susan Grieve explained that the
information regulations, the Health Service
Medical Supplies (Costs) Act, aim to give the
Department of Health stronger powers to
limit drugs’ prices. She said: “Competition
generally works well to keep prices down, but
not where there is no competition. “ She told
the conference that currently the Competition
and Market Authority has three ongoing 
excessive pricing cases.

Recently, there has also been an explosion
in the number of concession reimbursement
prices granted to dispensing GPs: these 
have increased from an average of 15-20 
concessionary prices per month in June to 
66 in November.

Her presentation also looked at the 2016
community pharmacy contract agreement,
announced during the 2016 DDA annual 
conference. She revealed to the conference
that pharmacy funding discussions are now 
focused on splitting clawback rates for
brands and generics. She explained that this
would “reflect the fact that generic medicines
have increased margin over brands”. The 
details, including the impact on dispensing
GP reimbursement, are still being worked
out, she said. 
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