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A welcome from the 
DDA Chief Executive 
Matthew Isom

The theme of the 2017 DDA annual 
conference is ‘Dispensing: the power 
behind rural general practice’ and delegates
visiting the event will enjoy an inspiring,
challenging and educational mix of politics
and practice.

The theme has been chosen to reflect the
DDA’s political agenda for rural general
practice as well as communicate the 
importance of dispensing to individual 
rural general practices at the coal-face of 
patient care.

The DDA annual conference, held in 
conjunction with Best Practice, offers 
dispensing practices so many reasons to 
attend: an unrivalled opportunity to network
with a much larger pool of colleagues as
well as a valuable opportunity to fine-tune 

a wide range of dispensary management
skills.

The DDA 2017 annual conference 
programme has been created to help 
practices get to grips with the new political
environment for dispensing practice, to be
empowered to create a sustainable working
environment for practising GPs and their
teams, and to ensure that dispensing remains
the real power behind rural general practice.

See the programme at
www.dispensingdoctor.org/conference
Book your place now, while the free 
bursaries last, at:
www.bestpracticeshow.co.uk/dda

Jeremy Hunt remains as secretary of state 
for health.

DDA Online has published details of the 
opposition spokespeople for health and rural
areas, including emails, and has urged 
dispensing practices to contact their local
MPs and to send them a copy of the DDA’s
post-election briefing paper, available online
from the DDA via the link: http://bit.ly/2sbFH9S

MPs’ information on DDA Online is 
available via the link: http://bit.ly/2sc6a70

Local MPs’ information not included on
DDA Online is available at: http://www.
parliament.uk/mps-lords-and-offices/mps/ 

Newly-appointed pharmacy minister Stephen
Brine MP has been told by the DDA of the vital
role of dispensing practices in rural areas.

A newcomer to health ministerial duties, 
Mr Brine served as an assistant government
whip during 2016-2017. He was elected 
Conservative MP for Winchester in May 2010.

Also making a health department debut is
Jackie Doyle-Price, also a previous assistant
government whip. Ms Doyle-Price was
elected Conservative MP for Thurrock in May
2010.

The newcomers will be supported in the
health department by continuing health 
minister Philip Dunne (Con, Ludlow) who 
became a health minister in July 2016. 
Mr Dunne takes responsibility for tasks 
including the Care Quality Commission.

In the month or so since the general election,
Westminster has witnessed at first hand the
willingness of a minority government to be
led by public opinion: a major change in
abortion policy was achieved in little over 
24 hours in order to secure the passing of 
the Queen’s Speech; a public inquiry is 
already underway into the Grenfell Tower 
disaster.  

Does this mean that dispensing practices
will now get to shake the ‘magic money tree’
and see an improved system of drug
reimbursement?

Of course, the DDA is on the case at the
national level: on p8 of this newsletter and 
on our website, www.dispensingdoctor.org,
practices can see the messages we sent 
before and after the election. But, on the
local level we need practices to have their 
say too. 

Many local MPs are Conservative; those 
of a different colour will be looking to secure
their new seat.  Northern Ireland’s GP 
practices are getting superfast broadband
because the Democratic Unionist Party (DUP)
has leveraged its place in government. Have
you invited  your MP to your surgery yet? 
Why not show them how painfully slow the 
practice IT system is?

At this year’s DDA Annual Conference 
(see right) there will be plenty of advice on
speaking to your MP. Please come to find out
more: there’s has never been a more 
important time for you to do this.

DDA contacts
new health 
administration

DDA annual conference
programme
announced

August 2017: Issue Three

Matthew Isom

Chief Executive
Dispensing Doctors’ Association

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

Newly-appointed pharmacy minister -
Stephen Brine MP



Finance update  

2 www.dispensingdoctor.org

Pack size July price(£) Cat M August price (£)Top 10 losers

• August sees an unexpected Category M 
tariff with a negative reimbursement 
adjustment of 25.2% across all products in 
Category M (a 9.4% decrease across the 
‘core range’ of products) versus the more 
routine adjustment in July.

• The core range comprises those products 
that have been in category M since 
its inception. 

• (Based upon statistical analysis by Accord) 
overall, just over an annualised figure of 
£593.1m has been removed from Category M
which equates to £148.29m per quarter. 
The majority of these savings are in 
pregabalin which in itself equates to 
£407.69m per annum or £101.92m 
per quarter.

• There have been no deletions to the category 

this month and eight products have been 
added including: Pregabalin capsules 
100mg x84, 150mg x56, 200mg x84, 
225mg x56, 25mg x56,300mg x56, 
50mg x84 and 75mg x56.

• There are now 604 products in Category M.
All changes to reimbursement are negative:
since the July adjustment there have been no
reimbursement increases nor any prices that
remain unchanged. 

retained margin – that’s a total profit margin
of around 30 per cent.  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 30 per
cent margin figure – as has been identified 
as happening by the 2015/16 and provisional
2016/17 margin survey results, tariff 
prices will be reduced in Category M in 
future quarters in order to recoup that 
overpayment. 

If total reimbursement is below the 
30 per cent figure, prices in Category M 
would increase. 

The Department has said that once the full 
assessment of medicine margin for 2016/17 is
available, this position will be reconsidered.
This will be welcome news for all dispensers:
many are already under pressure from 

increasing problems with product supply, 
resulting in increased purchase costs. 

Focus on pregabalin
From August 1, when pregabalin enters
Category M, dispensaries with branded
Lyrica on shelf will be presented with 
massive losses.

The table above shows the effect on
reimbursement of pregabalin’s entry into
Category M.

The move to bring all capsule format 
pregabalin into Category M leaves only 
pregabalin 20mg/ml oral solution sugar free 
x 473ml in category C. The July price for this
variant is £99.48.

According to Category Matters in the August adjustment: 

Pregabalin 25mg capsules 56 64.40 (Cat C) 1.87

Pregabalin 50mg capsules 84 96.60 (Cat C) 2.28

Pregabalin 75mg capsules 56 64.40 (Cat C) 2.03

Pregabalin 100mg capsules 84 96.60 (Cat C) 2.98

Pregabalin 150mg capsules 56 64.40 (Cat C) 2.29

Pregabalin 200mg capsules 84 96.60 (Cat C) 3.6

Pregabalin 225mg capsules 56 64.40 (Cat C) 3.11

Pregabalin 300mg capsules 56 64.40 (Cat C) 4.17

Carvedilol 6.25mg tablets 28 0.92 .8

Carbimazole 20mg tablets 100 154.63 138.43

Accord’s  guide to help dispensers maximise profits

What happened in August?
Category M reimbursement prices are
amended from 1 August 2017 in an 
extraordinary move to remove £15 million per
month for a 12-month period.

This is due to the results of the 2015/16 
community pharmacy medicine margin survey
and the provisional results of the 2016/17 
medicine margin survey, which indicate an
over-delivery on the £800 million per year
medicine margin commitment for both 2015/16
and 2016/17.

Category M was introduced in 2005 and 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.  

The current agreed funding figure on 
generics for the 2017/2018 financial year is
currently £2.592bn, with £800m of that being

Analysis provided by the Dispensing Doctors' Association

Branded Lyrica on shelf after
August 1 will present dispensaries

with massive losses
“

”

Further information from the DDA



New apprenticeship rules may
cause a leak in the dispenser 
talent pool 

Workforce issues

New apprenticeship rules affecting 
dispensing assistant training across the UK
have the potential to shake-up the market for
trained dispensers.

Thanks to new funding apprenticeship 
funding arrangements, coming into effect
from 1 May, the government (Employment
Skills and Funding Agency) has committed to
covering 90 per cent of the cost of funding an
eligible apprentice, leaving employers (with a
payroll under £3 million/year) to pay for the 
remaining 10 per cent. For most pharmacy
services qualifications, this will reduce the
cost to the employer, particularly when 
training senior dispensers. However, overall,
the ESFA training budget is under pressure,
warns Buttercups’ spokesman Nick Marler,
and employers should get in early to ensure
they benefit from the subsidy. GPs may find
themselves in a ‘first come, first served’ 
situation, says Mr Marler.

The new rules also bring in new incentives
for hiring 16 - 18 year olds; this could equate
to a £1000 government payment, paid in two
parts to the employer via the training provider. 
However, safeguarding provisions apply for
this age group.

Other changes are that the ‘prior 
qualifications rule’ has been relaxed: eligible
candidates now include those with prior 
qualifications (even level 4 (degree) or higher),
providing the prior qualification is "materially
different" from pharmacy services.  This may
allow GP employers to consider retraining 
existing members of staff as possible 
apprenticeship candidates.

However, the new rules also shift the 
emphasis of an apprenticeship from ‘a 
temporary training arrangement’ to the 
‘beginning of a career with the employer’.
Buttercups’ Nick Marler explains that this
places more responsibility on the employer 
to see the apprentice as a long-term 
commitment. He says: “The apprentice 
should remain with you… where this is not
possible, the employer and the provider must
support the apprentice to seek alternative 
opportunities".  Mr Marler says that the new
rules effectively end fixed-term contracts 
for apprentices.

Another change is that apprentices will
need to spend at least 20 per cent of their 
paid working hours (one day per week) on 
off-the-job training. Off-the-job training can
be covered by online learning, practical 
training through shadowing and mentoring,
including at other practices, and time spent
writing assessments and assignments. 
Employers are urged to think how best to
make use of this study time, which they
should see as enhancing the professional 
relationship between employer and apprentice,
reducing staff attrition.

Bigger companies – those with payrolls of
more than £3 million per year – will now be
expected to pay into an apprenticeship levy.
Bigger pharmacy chains will be among those
to pay the levy; in an effort to maximise the 
return on this payment, the pharmacy 
multiples may use this money to enhance
their apprenticeship offer - potentially 
retraining dispensers into registered 
pharmacy technicians or into business 
managers, for example. This may impact on
the available dispenser ‘pool’ also used by 
dispensing practices.

The apprenticeship levy is a UK policy, and
Wales, Scotland and Northern Ireland are 
also implementing the levy. The devolved 
administrations can decide how levy cash is
spent in their areas.

For more information:

ESFA guidance: apprenticeship funding and
performance management rules 2017 to 2018
[online] at: 
https://www.gov.uk/government/publications
/apprenticeship-funding-and-performance-
management-rules-2017-to-2018

Buttercups news [online]:
https://www.buttercupstraining.co.uk/blog/
making-levy-work-you

Skills Funding Agency website guidance 
(England). Working with us as a
provider available [online] from:
https://www.gov.uk/working-with-us-as-
a-provider
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New apprenticeship rules affecting dispensing assistant
training in England make significant changes to the way 
employers manage their apprentice employees

Dispensing practices may find it hard to catch trained 
dispensers as a result of the new apprenticeship levy

Wales
Levels 2, 3 and 4 apprenticeships are
fully funded – levels 2 & 3 are open to all
people aged 16 and over
Other employment support schemes in
Wales:

• Jobs Growth Wales: 50 per cent 
minimum wage subsidy for the first 
six months of a job opportunity

• Traineeships: quality work experience
placement aimed at people aged 
16-18, and usually includes work 
preparation/apprenticeship training. 
Learner receives a full time training 
allowance of £30-£50 a week

• ReAct: £3000 wage subsidy for the 
first 52 weeks of employment for 
employers who recruits an individual 

More information
Business Wales Skills Gateway website information available [online] from:
https://businesswales.gov.wales/skillsgateway/apprenticeships
Skills Development Scotland website information available [online] at:
https://www.ourskillsforce.co.uk/modern-apprenticeships/ Tel: 0800 783 6000

APPRENTICESHIP ARRANGEMENTS AROUND THE COUNTRY

that has been made redundant in the 
previous three months.

Scotland

Skills Development Scotland 
contributes funding towards training 
for Modern Apprenticeships. Modern 
Apprenticeships are jobs for existing 
staff or new recruits, open to anyone 
over 16, with priority funding is given 
to 16-19 year olds in line with 
Scottish Government youth 
employment policy.

Employers can advertise vacancies, and
can access more information on the 
apprenticeships available in Scotland at
www.apprenticeships.scot, or by
phone: 0800 783 6000.
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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 HIV/AIDS 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 what HIV and AIDS are
• understand how HIV is contracted 

and diagnosed
• be aware of how HIV is managed and 

the aims of treatment
• appreciate some of the measures 

patients with HIV can take themselves 
that can make a difference to their 
condition.

What are HIV and AIDS?

For people of a certain generation, the 
word AIDS immediately conjures up the
1980s campaign that featured images of
tombstones and the tagline “Don’t die of 
ignorance”. But huge progress has been
made and nowadays HIV is regarded as a
lifelong but eminently manageable 
condition, in much the same way as diabetes
and hypertension.

The human immunodeficiency virus (HIV)
is a microorganism that attacks the immune
system, leaving the sufferer less able to
battle infections and diseases. According to

to the gay community, but in fact, more
cases in the UK are the result of 
heterosexual sex. 

Once in the body, HIV enters cells of the
immune system known as CD4 lymphocytes
(these are also sometimes referred to as 
T-helper cells or T-cells) and uses them to
make thousands of copies of itself. This
stage occurs a few weeks after HIV has
been contracted, and is often accompanied
by flu-like symptoms such as fever, sore
throat, tiredness, achiness, swollen glands
and a rash. Known as seroconversion 
illness, these symptoms may last a couple
of weeks or longer.

These duplicates exit the CD4 cells, 
leaving them for dead, and the process 
repeats, gradually depleting CD4 cells and
compromising the immune system further
and further. The sufferer usually has no
symptoms at all during the decade or so
over which this takes place, with all the
damage being wreaked out of sight.

At a certain point, the body is so weak it
can no longer fight off certain infections:
this stage is known as Acquired Immune
Deficiency Syndrome (AIDS) or sometimes
advanced or late-stage HIV, and the 
resulting problems may be referred to as
AIDS-defining illnesses, for example weight
loss, chronic diarrhoea, night sweats, 
skin problems and recurrent, persistent 
infections.

Diagnosing HIV

Huge progress has been made over the last
few decades that has transformed HIV from
a death sentence to a manageable, chronic
condition. However, the latter hinges on
prompt diagnosis and early treatment, and
is the reason that HIV testing in the UK is
free and available to all from a wide variety
of settings. Yet Public Health England 
estimates that nearly 15,000 people with
HIV don’t know they have the infection, and
hence diagnoses at a later stage of the 
disease – when poorer outcomes, including
premature death are much more likely – 
remain high.

There are a few ways in which HIV can be
tested for. The most reliable and accurate
method from one month after infection is a
full blood test, but this involves having a

Public Health England, in 2015 – the latest
year for which figures have been published
– just over 101,000 people were living with
HIV in the UK.

HIV doesn’t spread through the air like cold
or flu viruses; instead, it lives in the blood
and certain body fluids. This means that HIV
can only be contracted under very specific
circumstances:

• having sex without a condom with 
someone who carries the virus (vaginal 
and anal sex are much riskier than 
oral sex)

• sharing injecting equipment or sex toys 
with someone who has HIV (including 
healthcare workers accidentally 
pricking their skin with an infected 
needle, though this is rare)

• transmission from a mother who has 
HIV to her baby during pregnancy, birth 
or breastfeeding

• receiving a transfusion of blood donated 
by someone who has HIV.

In the UK, over 95 per cent of people with
HIV acquired the disease as a result of 
unprotected sex. There is a common 
misperception that HIV is a disease confined

Dispensing business training

Understanding... HIV and AIDS

Module 5:

PhotodiscHIV does not spread in the same way as cold and flu viruses   
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inhibitors (NNRTIs) also block virus 
replication but at a different part of the 
enzyme. Examples: efavirenz, etravirine, 
nevirapine.

• Protease inhibitors (PIs) thwart the 
activity of a different enzyme needed for 
HIV replication. Sometimes a low dose 
of the PI ritonavir is used to increase 
the levels of other PIs, so doses can be 
taken less frequently than would 
otherwise be the case. Examples:
darunavir, atazanivir.

• Integrase inhibitors (IIs) obstruct the 
action of a third enzyme needed by HIV 
to duplicate itself. Examples: dolutegravir,
elvitegravir, raltegravir.

• Entry inhibitors (EIs) stop HIV from 
entering the host cells where replication 
takes place. There are two types:
fusion inhibitors, eg. enfuvirtide, and 
co-receptor inhibitors, eg. maraviroc.

In the right combination and if taken as
directed, ARVs are very effective at putting
the brakes on HIV replication. This is known
as viral load suppression, because it keeps
the amount of HIV in the body at a low level
rather than it increasing. For some people,
treatment will be so effective that their 
viral load will become undetectable, 
which means they cannot pass it on to 
other people.

Sometimes ARVs are used to try and 
prevent HIV infection:

• Post-exposure prophylaxis (PEP) 
involves taking a 28 day course of ARVs, 
starting within 72 hours – and ideally 
within the first day – of the incident that 
has put an individual at risk of 
contracting the infection, for example, 
a needlestick injury or unprotected 
intercourse with someone who has HIV.

• Pre-exposure prophylaxis (PrEP) is 
along the same lines as PEP but for 
individuals who are at risk of 
contracting HIV. It may be taken daily 
or as a fixed regimen around the time 
of exposure.

Everyone who has been diagnosed with HIV
should be under a multidisciplinary team
with whom they have regular contact in
order to review their medication and 
condition as well as discuss any issues that
may arise. Dispensary staff have a valuable
role to play not just in terms of supplying
HIV medicines, but also signposting to 
support services and highlighting 
interventions that people with HIV may 
not be aware of, such as pneumococcal 
and seasonal influenza vaccinations.

There are certain lifestyle measures HIV
patients can take to keep themselves as
healthy as possible, from making sure they
undertake regular exercise and stopping
smoking to eating a healthy diet and 
making sure weight is kept within 
recommended parameters. There are also
certain adjustments individuals may need
to make – for example, pregnancy, while not
out of the question, needs planning carefully
in order to keep both mother and baby as
safe and healthy as possible – and 
restrictions that must be adhered to, for 
instance, people with HIV cannot donate
blood or organs, serve in the military or
visit certain countries.

blood sample taken and sent to a laboratory
for testing, which usually takes a few days.
Screening tests – using a fingerprick blood
sample or saliva swab – can give results
within a few minutes so are widely available
because of their convenience, but may not
give a reliable result for a longer period of
time after exposure to infection and may not
be as accurate. For this reason, a positive
(or “reactive”) result obtained from a
screening assessment should always be
followed up with a full blood test in order to
confirm the finding.

As well as being driven by a desire to
start people on treatment earlier in their
disease process, the push on HIV testing
aims to reduce HIV transmission due to 
individuals not knowing their status and
therefore unwittingly passing on the 
infection to others.

Managing HIV

HIV is not an infection that is curable, but
antiretrovirals (ARVs) are very effective 
at slowing down or even stopping the 
disease’s progression, which means people
can live longer and in better health. 
However, it is worth noting that treatment 
is not straightforward, as regimens can be
complicated – a combination of three or
more ARVs is usually used in order to 
reduce the chance of the virus becoming 
resistant to the therapy as it mutates during
replication – and side effects and interactions
with other drugs can be a problem. 
Patient commitment, which ensures high 
adherence, is the key to success.

There are several classes of ARV, often 
referred to by their initials:

• Nucleoside reverse transcriptase 
inhibitors (NRTIs) interfere with the 
action of one of the enzymes inside HIV, 
meaning it cannot replicate. 
Examples: tenofovir, zidovudine, 
abacavir, emtricitabine.

• Non-nucleoside reverse transcriptase 
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HIV testing aims to reduce HIV transmission due to 
individuals not knowing their status and therefore
unwittingly passing on the virus

Photodisc

Patients on ARVs often refer to their medicines by colour
and shape rather than brand or generic name as there are
a variety of preparations available
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There are certain lifestyle measures HIV patients can take
to keep themselves as healthy as possible - from regular 
exercise and stopping smoking, to eating a healthy diet
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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 routine vaccinations 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:

• have an appreciation of some of the 
ways in which the body protects itself 
from infection

• understand where vaccines fit into 
immunity, both for the individual and 
for our society

• know what causes vaccine failure
• be familiar with the NHS vaccine 

schedule and its objectives
• be able to answer common questions 

and provide advice on immunisations.

The human body is constantly under 
attack from infectious organisms so it 
protects itself in several ways: 

• Innate immunity is present from birth, 
and comprises physical barriers such 
as the skin, and chemical components 
providing non-specific protection, for 
example, fatty acids in the skin and 
digestive enzymes and acid in the 
gastrointestinal system

• Acquired immunity – either passive 
(and usually temporary) for example, 
the transfer of antibodies from an 
immune individual (mother to unborn 
child) - or active: usually long-lasting, 
and conferred through infection or 
vaccination. Acquired immunity is 
specific to an organism or group of 
related organisms.

Vaccines have a huge advantage over 
infections, as they confer immunity without
the risks posed by the disease. There is a
widespread belief that vaccination involves
giving someone a small dose of an infection,
but this is rather simplistic. Some vaccines
are live – the measles, mumps and rubella
jab, for example – but they are weakened;
the technical term for this is “attenuated”. 
Others contain inactivated microorgan-
isms, for instance, the polio vaccine, while
others contain only the parts that will

cause immunity to form, for example, the
influenza vaccine contains a protein that is
present on the surface of the virus
whereas the tetanus vaccine is made from
a toxin produced by the bacteria.

The World Health Organization cites 
vaccination, along with clean water as the
two public health interventions with the
greatest impact on global health. 

Protection and failure

The main aim of vaccination is to protect
the individual receiving the jab, but 
unvaccinated individuals also benefit 
because there is less risk of exposure to
infection. This is known as herd, or 
population immunity. A prime example is
babies under the age of two months who
are at the greatest risk of death from
whooping cough, but who are too young to
be immunised against the disease: they
are protected because older children have
been routinely vaccinated.

High vaccination coverage is necessary
for herd immunity, and it can even result in
eradication of infection: this has happened
with smallpox. However, if population 
immunity drops with a disease that is not
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yet eliminated, an outbreak may occur.
This has happened in recent years in the
UK with measles.

It is important to note that no vaccine 
offers 100 per cent protection. This means
that a small proportion of individuals who
have been vaccinated still become infected.
This may happen for two reasons: the body
doesn’t have an immune response to the
vaccine when it is administered – this is
known as primary vaccine failure – and is
guarded against by administering vaccines
as courses rather than as a single shot;
when there is an immune response but
protection decreases over time - this is
known as secondary vaccine failure. 
Sometimes the risk of this is reduced
through a booster dose; sometimes, this
doesn’t matter because the risk of illness
or death has decreased - as with 
whooping cough. 

The schedule

In the UK, a number of immunisations 
are routinely offered to everyone free of
charge. The ages given below are those 
at which the vaccines should ideally be 
administered. However, it is possible to
catch up if any are missed.

Dispenser
Education

Module 6

Routine vaccinations
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Eight weeks old:

• Combined diphtheria, tetanus, pertussis
(DTaP), polio (IPV) and haemophilus 
influenza type b (Hib) vaccine. This is 
often referred to as the 5-in-1 vaccine 
and is given three times in total to 
ensure strong immunity against all five 
diseases: diphtheria, a highly contagious
and potentially fatal bacterial infection 
that affects the respiratory system; 
tetanus, a bacterial infection that 
causes painful muscle spasms that can 
make breathing and swallowing difficult;
pertussis, a highly contagious bacterial 
infection of the lungs and airways more 
commonly known as whooping cough; 
polio, a serious viral infection that can 
cause life-threatening paralysis; and 
Hib, a bacterium that can lead to 
serious infections including septicaemia,
pneumonia and meningitis.

• Pneumococcal conjugate vaccine (PCV) 
to protect against infections caused by 
13 strains of the Streptococcus 
pneumoniae bacterium. Infection can 
lead to pneumonia, septicaemia and 
meningitis, all of which can cause 
permanent brain damage or even death.

• Meningococcal group B vaccine (MenB) 
for protection against meningococcal 
group B bacterium which are 
responsible for around 90 per cent of 
meningococcal infections in young 
children. Meningitis and septicaemia 
are just two possible complications of 
such infections, and can lead to severe 
brain damage, amputations and death.

• Rotavirus vaccine to protect against an 
infection that is a common cause of 
diarrhoea and vomiting. Almost one in 
five affected people will need to see a 
doctor, and 10 per cent of these will 
end up in hospital due to complications 
such as dehydration.

All are administered into the thigh, 
except the rotavirus vaccine which is given
orally. The upper arm is an alternative for
injectable vaccinations except MenB. This
particular injection is also likely to cause a
fever within 24 hours of administration so
liquid paracetamol should be given. 

Twelve weeks old:

• Combined DTaP/IPV/Hib
• Rotavirus.

Sixteen weeks old:

• DTaP/IPV/Hib
• MenB
• PCV.

the second most common cancer in
women under 35 years of age. Two 
injections are given six to 24 months apart,
and the product used guards against the
two types of HPV – out of a total of over 100
– that are responsible for over 70 per cent
of cervical cancer cases in the UK.

Fourteen years old:
• Tetanus, diphtheria and polio (Td/IPV) 

vaccine, sometimes referred to as the 
teenage booster.

• Meningococcal groups A, C, W and Y 
vaccine (MenACWY). This is a relatively 
new addition to the schedule, prompted 
by a rise in cases of MenW infection, 
which are often severe and require 
hospital intensive care, and have a 
higher death rate than the more 
common MenB and MenC strains 
circulating in the UK.
65 years old:

• Pneumococcal polysaccharide vaccine 
(PPV) is usually a single injection, 
though some individuals with underlying
health problems may need it repeated 
every five years. It protects against 23 
strains of pneumococcal bacteria, and 
reduces the chance of the potentially 
severe infections such as septicaemia 
and meningitis.

• Annual seasonal influenza vaccination 
is recommended for this age group as 
they are more likely to succumb to the 
potentially serious complications of 
‘flu. The injection reduces the risk of 
contracting the infection, increases the 
chance of symptoms being milder and 
resolving more quickly than would 
otherwise be the case, and may reduce 
the risk of suffering a stroke.

70 years old: Shingles vaccine to protect
against the varicella-zoster virus, which
can cause an uncomfortable rash and
nerve pain. Not only is shingles more 
common in people aged over 70, the older
someone is when they develop the 
infection, the worse it is likely to be in
terms of symptoms and complications.
Catch-up singles vaccinations may be
given to people aged 78 years old.

Fevers in infants, including those associated with 
vaccination, can be treated with liquid paracetamol
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One year old:

• Combined Hib and meningitis C (MenC) 
vaccine. Illnesses caused by 
meningococcal group C bacterium 
strains used to account for around 
40 per cent of meningococcal disease, 
with around 10 per cent of individuals 
dying as a result.

• PCV
• Measles, mumps and rubella vaccine 

(MMR), which confers protection 
against three highly contagious 
conditions that can have serious and 
potentially fatal complications, including
meningitis, encephalitis, deafness 
and miscarriage.

• MenB.

Two to seven years old: The annual 
seasonal influenza vaccine is administered
nasally, to protect against the potentially
serious complications of the respiratory 
infection, which can include pneumonia
and bronchitis. Vaccination is expected to
extend to all children under the age of 
18 years; this winter (2017-18), all children
aged between two to eight on 31 August,
2017, will be vaccinated.

Children outside this group may still be
immunised if they have a medical condition
that puts them at higher risk of serious 
illness if they contract flu, for example,
asthma, though some may receive the 
vaccine in injectable rather than nasal
form.

Three years and four months of age (often
referred to as the pre-school booster):

• DTaP/IPV
• MMR.

The upper arm is used for both these 
injection, setting the tone for pretty much
all future vaccinations.

Girls aged 12 to 13 years: Human 
papillomavirus vaccine (HPV) to protect
against genital warts, a sexually 
transmitted infection, and cervical cancer,
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Raised red bumps and blisters caused by shingles on skin
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PLEASEACT NOW!Support yourrural generalpractice and the community it serves !

effective solution to delivering rural health
services, and that it is popular with 
patients, and has been shown by the 
regulator to deliver safer, more effective,
more caring and responsive services, 
with better quality leadership.” He adds:

Parliament 2017: a mandate for the health of England’s rural communitiesParliament 2017: your chanceto change England’s ruralhealth for the better

DDA chairman Dr Richard West MBE urges
newly-elected MPs to be active, and to have
their say on behalf of rural constituents. 
He says: “The current model of dispensing
GP practice is proven as the most cost 

Please ensure that any policy to restructure GP services does not damage the excellent andcost-effective service model already available in rural areas

“

”

1. A unique one-stop-shop serviceExtra services: Rural GPs typicallyoffer a range of ‘extra’ services, over
and above core NHS GP services. This
recognises that specialist healthcare
services are often difficult or impossible
to access elsewhere locally. Home visits made by rural GPs recognise that

access to the surgery can be difficult
for a large number of patients1. NHSEngland has admitted that rural GPpractices provide a unique service that

requires unique solutions2.  2. A community hub Accessible services: Rural GPs are located in the centre of local communities. This allows patients to
see a GP when they need to: increasing
distance from health services is known
to reduce use of primary care services3… resulting in higher than expected numbers of deaths4 andlower than expected survival [rates].5Familiar services: Rural GPs offerusual GP appointments, including for

elderly populations at risk of morecomplex healthcare conditions. When
patients can see the same GP more

consistently there are fewer hospital 
admissions.6

Trained staff: Rural GPs provide much-
needed skilled employment and training 
in areas identified by DEFRA as offering
fewer skilled people and less access to
training and to employment.7GP partnerships offer career development

potential in places with few other employment opportunities.3. Rural infrastructure challengesChallenging infrastructure: DEFRA 
identifies that rural populations have the
poorest access to services, compared to
urban people, as a result of distance,
transport links, slow broadband speeds
and variable mobile coverage.7 England’s
most rural GPs have some of the largest
catchment areas in the UK, which presents
the greatest challenges to the delivery of
vital healthcare services.4. Out of date funding Increased service costs: Major political

parties recognise the increased costs of
providing services in rural areas.8 NHS 
England has admitted that the formula
currently used to calculate rural GP funding
allocations, the Carr-Hill formula, is now

“out of date”.9 MPs must ensure the NHS
funding formula is updated to recognise
the unique rural service offering as a priority.

5. Vital dispensing incomeEstablished, quality, cost-effective 
GP services: Dispensing GPs provide a
unique, established and cost effective 
solution to GP services in rural areas
thanks to the income they earn from 
dispensing NHS medicines. According to GP regulator, the CareQuality Commission, compared to non-

dispensing GPs, dispensing GPs account
for almost double the number of ‘outstanding’ practices and fewer than

half the number rated as ‘inadequate’.10
The GP regulator typically congratulates
outstanding dispensing practices for
‘going the extra mile’ for patients.  A key difference between dispensing 

and non-dispensing GP practices is the
additional income received fromthe NHS dispensing service, which can

be used to cover the extra costs associated with staffing and equipping
practices to deliver outstanding, patient-centred GP services.

On behalf of England’s most rural family GPs, the Dispensing Doctors’ Association

challenges you to take five simple actions to secure the future of rural health

services and safeguard the health of your rural constituents: 
Will you do all you can to protect the unique rural GP one-stop-shop service 

that improves people’s access to scarce healthcare resources?

Will you recognise that rural medical practices are the hub of their local 

communities, offering traditional family doctor GP services, creating skilled 

jobs for local people, and reducing social isolation?
Will you join in the lobby for urgent improvements to the rural infrastructure, 

particularly,   public transport and broadband? 
Will you support the call for an updated rural NHS funding formula that 

recognises the increased costs of delivering a robust and resilient health 

service in rural areas?Will you recognise that dispensing income is vital for the sustainability of 

high quality rural general practices?

Elected MPs are asked to be brave, 
to be active, and to have your say

1

2

3

4

5

Why rural people value rural family doctors
There are many reasons why elected MPs should place a high value on family doctor practice in rural areas:

Dispensing GPs are located in England’s most rural areas. Due to the remoteness of their locations, dispensing GPs are able 

to supply vital prescribed NHS medication in areas where access to a community pharmacy is difficult, or non-existent.

This income typically pays for the following selection of the ‘one-stop’ services provided by dispensing GP practices:

• Same day appointments • Longer appointments • Home visits • Home deliveries • Medicine reviews • Emergency medicine

supplies • Specialist medicine supplies • Medicine dispensing based on full patient history • Emergency healthcare services

• Specialist healthcare services • Injections • Vaccinations • Cost-effective on-site repeat prescribing and dispensing 

• Dressings/wound checks • Injections • Vaccinations • Full range of GP health and well-being services

MPs are warmly invited to visit their local dispensing GP practice. Please contact the Dispensing Doctors’ Association to

arrange a visit. Email: office@dispensingdoctor.org Tel: 0330 333 6323 Web: www.dispensingdoctor.org

Be brave... have your say

Understanding the dispensingdoctor difference...

Pharmacy minister told of vital dispensing GP role

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.

The DDA supported the role of rural general practitioners in its pre- and post-general election campaigns
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Dispensing income can be used 
to cover the extra costs associated 
with the delivery of outstanding, 
patient-centred GP services

“

”

On behalf of England’s most rural family
GPs, the Dispensing Doctors’ Association
challenged newly-elected MPs to take five
simple actions to secure the future of rural
health services and safeguard the health of
your rural constituents:

1 Protect the unique rural GP one-stop-
shop service that improves people’s 
access to scarce healthcare resources

2 Recognise that rural medical practices 
are the hub of their local communities, 
offering traditional family doctor GP 
services, creating skilled jobs for local 
people, and reducing social isolation

3 Join in the lobby for urgent improvements
to the rural infrastructure, particularly, 
public transport and broadband

4 Support the call for an updated rural 
NHS funding formula that recognises 
the increased costs of delivering a 
robust and resilient health service in 
rural areas

5 Recognise that dispensing income is 
vital for the sustainability of high quality 
rural general practices?

The DDA has highlighted several challenges
for newly-elected MPs to address:

• Challenging infrastructure: DEFRA 
identifies that rural populations have the 
poorest access to services, compared to 
urban people, as a result of distance, 
transport links, slow broadband speeds 
and variable mobile coverage. England’s 
most rural GPs have some of the largest 
catchment areas in the UK, which 
presents the greatest challenges to the 
delivery of vital healthcare services.

• Increased service costs: Major political 
parties recognise the increased costs of 
providing services in rural areas. NHS 
England has admitted that the formula 
currently used to calculate rural GP 
funding allocations, the Carr-Hill 
formula, is now “out of date”. MPs must 
ensure the NHS funding formula is 
updated to recognise the unique rural 
service offering as a priority.

Value and excellence 

Dispensing GPs provide a unique, 
established and cost effective solution to
GP services in rural areas thanks to the 
income they earn from dispensing NHS
medicines.

According to GP regulator, the Care
Quality Commission, compared to 
non-dispensing GPs, dispensing GPs 
account for almost double the number of
‘outstanding’ practices and fewer than half
the number rated as ‘inadequate’. The GP
regulator typically congratulates outstanding
dispensing practices for ‘going the extra
mile’ for patients. A key difference between
dispensing and non-dispensing GP practices
is the additional income received from the
NHS dispensing service, which can be used
to cover the extra costs associated with
staffing and equipping practices to deliver
outstanding, patient-centred GP services.

Why rural people value  
family doctors 

The DDA has told MPs that there are many
resons why rural people – and the NHS –
must value dispensing GPs:many reasons
why elected MPs should place a high value
on family doctor practice in rural areas:

1 Extra services: Rural GPs typically 
offer a range of ‘extra’ services, over 
and above core NHS GP services. This 

recognises that specialist healthcare 
services are often difficult or impossible 
to access elsewhere locally. Home visits 
made by rural GPs recognise that 
access to the surgery can be difficult 
for a large number of patients. NHS 
England has admitted that rural GP 
practices provide a unique service that 
requires unique solutions.

2 Accessible services: Rural GPs are 
located in the centre of local 
communities. This allows patients to 
see a GP when they need to: increasing 
distance from health services is known 
to reduce use of primary care 
services… resulting in higher than 
expected numbers of deaths and lower 
than expected survival [rates].

3 Familiar services: Rural GPs offer usual 
GP appointments, including for elderly 
populations at risk of more complex 
healthcare conditions. When patients 
can see the same GP more consistently 
there are fewer hospital admissions.

4 Trained staff: Rural GPs provide 
much-needed skilled employment and 
training in areas identified by DEFRA as 
offering fewer skilled people and less 
access to training and to employment. 
GP partnerships offer career 
development potential in places with 
few other employment opportunities.

New pharmacy minister Stephen Brine has
been told of the value of dispensing GPs


