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pharmacists should assume responsibility
for the management of patients with
hypertension who are prescribed three
drugs or fewer and are controlled.

1. Make sure that a GP partner is involved in
the management of the dispensary – it’s
their business after all and the dispensary
is even more important to their business
now than it has ever been.
2. Focus on making sure that the dispensary
staff are as trained and qualified as
possible - the DDA has a suite of online
educational modules, which we are
constantly updating. Don’t forget, too,
that the DDA has accredited training from
Actavis, available on the Actavis Academy.
3. Please check your local Pharmaceutical
Needs Assessment (PNA) produced by
the Health and Wellbeing Board. Is there
‘unmet need’ in your area? If so, you could
see a pharmacy application appearing,
especially for ‘unforeseen benefits'.
4. Please, please remember that any
proposals which emerge locally for
STPs/federations, which propose the
merger of practices, could result in the
loss of your dispensing rights. Do not
assume that your local CCG knows,
or understands the regulations
covering your dispensing rights.
Remember, the DDA is like an insurance
policy: you never know when you are going
to needs us! It could be for that technical
dispensary question, your CQC inspection
or whether you should/can merge with the
neighbouring practice. Our subscription
renewals take place now, so please don’t let
your practice manager cancel!

Matthew Isom
Chief Executive
Dispensing Doctors’ Association
e. office@dispensingdoctor.org
t. 0330 333 6323
www.dispensingdoctor.org
Supported by
an educational
grant from

In late December 2016 the Independent
Review of Community Pharmacy Clinical
Services, by Richard Murray, director of
policy at the King’s Fund, concluded that
the existing Medicine Use Reviews (MUR)
service should “focus on… clinical
priorities such as … hypertension.”
Photodisc

A DDA paper on potential roles for community
pharmacies in the management of
hypertension will inform future redevelopment
of the pharmacy Medicines Use Review
service, a Department of Health
commissioned review has revealed.
In 2014 the Dispensing Doctors’
Association recommended that community

The aim of the review is to improve the
integration of community pharmacy in
primary care and make greater use of
community pharmacy and pharmacists.
However, among the barriers to achieving
these aims is what the Murray review
terms the “dichotomy of retained margin”,
which creates a culture of “trading” rather
than professional supply.

Home delivery services pave the way
for an outstanding
CQC rating
Home delivery services at two DDA member
practices have been applauded for their
contribution to their practices’ outstanding
responsiveness to patients’ needs.
Rated outstanding overall were the
Hamstreet Surgery, near Ashford, Kent, which
was commended for its medicines collection
service offered to two local villages.
The Leyburn Medical Practice in north
Yorkshire was also rated outstanding for its
responsiveness: inspectors noted that the
average distance to the practice for patients
is nearly two miles, and the nearest hospitals
between 18-40 miles away depending on the
service required.
The Hamstreet Surgery was also praised
for its practice leadership: following concerns
raised by patients, the practice produced an
information slip clarifying the nature of a
medication review.

At the Leyburn Medical Practice, laudable
aspects of the practice were the ‘commuter’s
clinic’, held twice a week until 7.15pm, and
good dispensary safety procedures including
a second check barcode system and a
physical second check for controlled drugs.
Hamstreet was rated outstanding overall,
and outstanding on the measures for caring,
responsiveness and quality of leadership.
Weyburn was also rated outstanding
overall, with top ratings for effectiveness,
responsiveness and the quality of
its leadership.
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No New Year’s message would be complete
without a few resolutions. What are yours?
Perhaps I could suggest a few for you.

DDA thought-leadership informs
pharmacy plans

Finance update

Actavis’guidetohelpdispensersmaximiseprofits

According to Category Matters,
in the January adjustment:
• There is a negative reimbursement
adjustment of 4.6 per cent and a 2.3 per
cent decrease across the ‘core range’ of
products compared to October. This is in
line with the predicted 4 per cent reduction
as announced by the Government at the
end of October

• Actavis’ estimation (based upon statistical
analysis) indicates that overall, just over
an annualised figure of £96.45m has been
removed from Category M which equates
to £24m per quarter
• There are no deletions and four products
added: dexamethasone 2mg tablets x5s,
lymecycline 408mg capsules x28, nefopam

Top 5 increases

Pack size

Dec 16 tariff

Ropinrole 250mcg

12

£1.21

Ropinrole 500mcg

28

£2.23

Lorazepam 2.5mg

28

£2.95

Metronizadole 400mg

21

£1.47

Valsartan 160mg

28

Pioglitizone 30mg
Pioglitizone 15mg

30mg tablets x90 and paroxetine 10mg
tablets x28
• There are now 603 products in Category M,
of which 26 have stayed at the same
reimbursement level as October 2016.
There have been a total of 176 reimbursement
increases and 401 decreases in this quarter.
Jan 17 tariff

Changes (£)

Changes (%)

£9.12

£7.91

653.7

£13.63

£11.40

511.2

£12.20

£9.25

313.6

£5.57

£4.10

287.9

£1.41

£4.05

£2.64

187.2

28

£10.89

£1.99

-£8.90

-81.7

28

£8.23

£1.84

-£6.39

-77.6

Pioglitizone 45mg

28

£11.71

£2.62

-£9.09

-77.6

Rasagiline 1mg tablets

28

£13.38

£3.15

-£10.23

-76.5

Isosorbide Mononitrate 40mg

56

£6.01

£2.19

-£3.82

-63.6

Top 5 decreases

Brought to you exclusively by the
Dispensing Doctors’ Association

prices of less than £2.00: the market may be
beginning to think that high reimbursement
prices for this line are status quo, and that
prices can increase without harming sales.
It may also be that pregabalin's high profitability
has made the retail market less aware of stock
availability issues

Fallers
The average price of ropinirole tabs 0.25mg x12
fell by 24 per cent at the beginning of December
as most suppliers reduced prices.
Aspirin disp tabs 300mg x100 fell by an average
of 19 per cent in December as a number of high
prices disappeared from the market.
Despite three months' of stable Tariff pricing,
levetiracetam oral solution S/F 100mg/ml x300ml

saw average prices
drop 18 per cent at
the beginning
of December.
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During December there were notable
price movements in the generic market.
Among the key risers for December were
eight packs of pregabalin caps. Since
generic pregabalin was launched in
March 2015 the market has expected
reimbursement rates to drop below their
£64.40-£99.48 range. However, to date there
is no sign of this, despite many purchasing

December 2016 analysis sees buyers
engage in a lively battle of wits

EXC

Over the past year, pharmacists and
dispensing doctors have been engaged in an
active duel to get the best purchase prices;
while dispensing doctors have gained much
the greater ground in generics, pharmacists
give as good as they get in the parallel
import sword play. In the longer term both
buyer types are likely to become so evenly
matched that suppliers may eventually treat
them exactly the same.

LU

E!

Wavedatapricetrendanalysis

SIV

Risers
Offer prices for zolmitriptan tabs 2.5mg x12
were extremely variablein December with
extremes of £25.11 and £1.90. However, the
trend was for companies to lean towards
the higher price end, mainly influenced by
an NCSO price.
Pregabalin caps 25mg x84 was another
product with a very wide range of prices,
from £96.60 down to £1.99. Likewise, the
56 pack of pregabalin caps 25mg also had
a wide range of offer prices; higher ones
indicated low stock availability.

Be the first to see it! Full analysis of pricing trends during January will be available to DDA members in the first week of February – only on DDA Online.
The full December 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/
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Sustainabilityandtransformation

planninginruralareas
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• cover the full range of partners in the
footprint, from primary care to specialised
services, with an expectation that they
also include adult social care, public
health and prevention services commissioned
and delivered by local government

Understanding STPs

• the degree of local consensus among
organisations, and plans for further
engagement with patients, clinicians,
communities, stakeholders and staff,
including evidence that there has been
“meaningful strategic engagement”
with both NHS boards and local
government leaders

• further development of the local
estates strategy.

What does a good
STP look like?

• address how local partners will meet key
national commitments, including returning
NHS services to financial balance, seven-day
services, targets for cancer treatment and
outcomes, and investment in primary care.

• STPs provide a key opportunity to

In the NHS shared planning guidance 2015,
NHS England asked every local health and
care system in England to come together to
create their own local Sustainability and
Transformation Plan (STP) to accelerate the
aims of the Five Year Forward View, including
addressing the funding gap, improving service
quality and enhancing population health and
wellbeing.
STPs are place-based, multi-year plans that
are built around the needs of local areas and
their populations, rather than the activities of
individual organisations. NHS England has
stated that it wants STPs to drive a genuine
sustainable transformation in health and care
outcomes between 2016 and 2021. STPs are
also expected to help build and strengthen
local relationships by requiring providers of
NHS services, clinical commissioning groups
(CCGs), local authorities, and other health and
care services to come together within the 44
STP ‘footprints’ and develop robust plans to
transform the way that health and care is
planned and delivered.
As high level strategic documents, STPs are
unlikely to outline specific arrangements for
accommodating the regulatory framework
for NHS dispensing GP services. Thus,
responsibility for ensuring that STP priority
planning does not challenge the regulatory
framework and arrangements for dispensing
practices will lie with GP representatives such
as the local medical committee.
Gaining the buy-in of GPs in areas with a
high density of dispensing practices will be
vital: STPs are intended to encourage long
term forward planning based around the needs
of local areas and their populations.
By encouraging ‘whole systems’ to collaborate
to find solutions to the issues that organisations
cannot individually solve, STPs are seeking to
upgrade local health and care systems and
deliver better more integrated care for patients
and service users. They are required to
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Crucially, STPs are intended to be the
vehicles by which local areas will access
NHS funding for transformation from
March 2017. When reading their local STP,
dispensing practices should see:

•

• depth and specificity around
implementation plans, particularly where
these will involve shifts in activity from the
acute sector and therefore require building
up the appropriate alternative care in
primary and community-based services

• clarity on the impact of the plans on

•

activity, benefits, capacity, workforce and
investment requirements

•

• the performance measures to be used to

•

track progress on the key issues identified
as priorities for action

• a statement on how integration of health
and social care commissioning and services
will support the overall objectives of the STP

•
•

bring together local partners to
resolve deep-seated issues. However,
local solutions must be whole system
and realistic to succeed.
The funding pressures on each part
of the system cannot be solved in
isolation, so each STP must identify
the totality of the health and adult
social care finance and quality gap
it faces.
Ensuring ownership of local plans will
require meaningful engagement with
all stakeholders.
Appropriate community engagement
and consultation will be essential.
A commitment to integration sits at
the heart of the STP process.
A focus on prevention remains
important.
Robust governance and clear lines
of accountability will be central to the
successful implementation of STPs.

AN STP CASE STUDY:

redeveloping care in• Review co-location of staff across

a rural community

Recognising the predominantly rural
nature of its footprint, the Norfolk
and Waveney STP sets out plans to
reduce the significant variations in
health outcomes seen in the diverse
rural, urban and coastal communities.
Its plans may be indicative of the
pressures facing dispensing GPs to
work ‘at scale’ and using models that
challenge the traditional dispensing
practice care pathway.
As part of its strategy to improve
prevention and wellbeing, and ensure
ease of access to services in both
urban and rural areas, the STP
outlines plans to look at the
opportunities presented by co-location
of its estates, including the
establishment of wellbeing hubs.
In its estates strategy, the STP also
points to the following initiatives:

multiple community support
mechanisms to support out of
hospital care. This will involve the
assessing use of spare capacity in
primary care and community
facilities for services and of the
potential for centralised back-office
functions to avoid duplication.
There should also be engagement
with council estates teams to
assess opportunities for co-location/
spare capacity
• Establish wellbeing bubs in (urban
environments) of Great Yarmouth,
King’s Lynn and Central Norwich,
to act as an access point to all
primary care and mental health
services.
The Norfolk and Waveney STP is
[online] at: http://www.northnorfolk
ccg.nhs.uk/norfolk-and-waveneysustainability-and-transformation-plan
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Navigating the Drug Tariff

Module 1

Dispensing business training: Test your knowledge

The Drug Tariff is an essential reference for
all dispensers; it tells you what may be
supplied to your patients and the payment
for doing so. The tariff is published
electronically on a monthly basis, available
online from NHS BSA in England and Wales,
and Practitioner Services Division
in Scotland.

Dispensingbusinesstraining

Each practice in England and Wales is
entitled to receive one, free paper version
of the tariff. Problems obtaining the tariff in
this medium should be directed to the
(England) CCG/area team or (Wales/Scotland)
health board, and if necessary, escalated to
the local medical committee.
Further copies may be available from
your clinical commissioning group
(England) or local health board (Scotland).
It is also available on an annual
subscription from the Stationery Office (TSO).

England and Wales
Each monthly edition of the Drug Tariff
supersedes the previous edition. It is,
therefore, important that a dispensary
always has the latest monthly edition.
The tariff for England and Wales contains
a preface with definitions of the terms used
and advance notice of forthcoming changes.
Forthcoming changes can make a significant
difference to reimbursement prices, so this
should be considered a must-read section
each month. The tariff is divided into parts I
to XXI, not all of which are relevant to
dispensing doctors. The parts that apply to
dispensing practice are as follows:
Part II
• Clause 8 (basic price)
• Clause 9 (A and B only) Endorsement
requirements. NB Clause 9C does not
apply to dispensing practice: ‘NCSO’ is
not available
• Clause 10 (A, B and C) (quantity to be
supplied)
• Clause 11 (broken bulk)
• Clause 13 (drug preparations requiring
reconstitution from granules or powder)
• Clause 12 Out of Pocket expenses
Part II also lists those items which do
not attract any discount, referred to as

4
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“Discount not given”. This is useful
information for those staff members buying
in stock, even though the DNG concession
does not apply to dispensing doctors: a DNG
listing identifies which items will be automatically loss making (once the dispensing
practice clawback is applied).

Part XV (Borderline substances):
A list of those items (e.g. foods) that are
normally not prescribable but which may
be prescribed in specific instances for
specific diseases.
Prescriptions must be endorsed “ACBS” to
ensure payment.

Part IIIA (2A only) Specials payments

Part XVIIIA (Items not to be prescribed):
Self-explanatory, perhaps, but if you
dispense these you will not be paid for them
and, in exceptional circumstances, could be
found in breach of your contract. Part XVIIIA
is sometimes described as the ‘blacklist’.

Part VIIIA Basic prices of drugs. Drugs
not listed in part VIII (and not listed in
part XVIIIA) require endorsement to be
reimbursed.
Part VIIIB (Specials): There are special
requirements for claiming reimbursement
and payment for specials. These will be
covered in a future module in this series,
Dispensing specials.
Part IX (Appliances): The important thing
to note from this section is that if the
appliance you want to prescribe is not
listed, you cannot prescribe it on the NHS:
if you do, you will not be reimbursed
anything at all. For more information on
claiming for appliances, please see the
forthcoming module in this series:
Using an Appliance Contractor.

Part XVIIIB: A fairly short list of items to be
prescribed only in specific circumstances
eg, avanafil, oseltamivir (Tamiflu), or
clobazam. Prescriptions need to be
endorsed “SLS” or the symbol § to ensure
payment. Part XVIIIB is also known as the
‘grey’ or ‘selected’ list.

Concessions/adjustments
Each month part VIII/part 7 prices may be
adjusted to reflect the purchase prices
available to dispensers during a given
month. These are known as concession
prices (in England and Wales) and adjusted
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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 navigating the Drug Tariff can be found on
the DDA Website at: http://www.dispensingdoctor.org/resources/dispensary-management-zone/

Module 1

Navigating the Drug Tariff

Scotland
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The Scottish drug tariff and monthly
amendments are available online from
Scotland’s Practitioner Services Division.
The Scottish tariff is divided into the
following sections that are relevant to
dispensing doctors:

In dispensing practice, the most commonly
used section is part VIII which contains the
list of drug basic prices.
Part VIII items are classified in one of three
categories: A, C or M dependent on how
their reimbursement price is calculated.
Category A: items that are readily available.
Priced calculated from weighted average
list price of Alliance, AAH, Actavis, and Teva.
Category C: items that are not readily
available as a generic. Priced based on the
manufacturers’ or suppliers’ list price.
If more than one size is listed then the
prescription must be endorsed with the
pack size used.
Category M: readily available (mainly
generic) items. The Secretary of State
determines the price based on information
submitted by manufacturers.

The Drug Tariff is an essential reference for all
dispensers; it tells you what may be supplied to your
patients and the payment for doing so

Example from October 2016 Drug Tariff
for England & Wales
Drug Name

Pack
Size

Price

Up or Down
since last

Category

Aciclovir 800mg
dispersible tablets

35

1098

Aciclovir 800mg
tablets

35

332

M

Acipimox 250mg
capsules

90

4633

C

s

Brand on
which Cat C
is based

A

Olbetam

•

•

for tablets and capsules, all prescription
only medicine pack sizes up to and
including 120 unit doses;
for liquids and some creams (including
special containers) up to and including
500ml/500g.

1. Where a pack size for a product listed in
part VIII exceeds the quantities stated
above, the listed pack size is the only pack
size considered for pricing
2. Category M prices are usually (but not
always) adjusted every three months
starting in April each year, in order to meet
the aim of limiting pharmacists’ purchase
profit to an annual sum of £800 million.
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SFEs
Drug tariffs for England and Wales, and
for Scotland, should be read in conjunction
with the Statements of Financial
Entitlements, which list the professional
fees payable to GPs with a dispensary.
These are available separately for England,
Wales and Scotland.
Visit the DDA website for more information.

Points to note
The following pack sizes are considered for
Category M prices:

Part 1: General information
Annex B: Prescription charges
Part 2: Dressings
Part 3: Appliances
Part 4: Elastic hosiery
Part 5: Incontinence appliances
Part 6: Stoma appliances
Part 7: (Equivalent to Part VIII of the Tariff
for England and Wales). Part 7 prices are
also adjusted quarterly, and usually in line
with the changes made to category M in
England and Wales – see points to note
(left).
Part 7a: Vaccines
Part 9: Chemical reagents
Part 12: Drugs to be prescribed in certain
circumstances
Schedule 1 to the GMS regulations:
drugs, medicines and substances not to
be ordered
Part 13: Items on short supply
Part 14: Business rules of the NHS NSS
Practitioner Services Division.

Look out for these symbols...
3. Practices are strongly advised to keep up
to date with the category M adjustments,
which are usually published about two
weeks before coming into effect.
These are available [online] from the
DDA at http://www.dispensingdoctor.org/
resources/dispensary-management-zone/
category-m-updates/ and the NHS BSA
website; this information will help practices
to avoid being caught with stock on shelf
that, following the category M adjustment,
may become loss-making. Big changes to
category M tend to be introduced in April
and October, with smaller adjustments in
January and July.

•

Special container, eg eye drops
and cream

•

Item requiring reconstitution,
eg, amoxicillin 125mg/5ml suspension

§

Selected list item [Part XVIIIB]
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prices in Scotland. Reimbursement for
these items is automatic and applies to
dispensing practices. However, prescribers
and dispensers should note that the
concession/adjusted price only applies only
for the duration of the month in which it
is agreed.

Parts III – VII and XI – XIV (relating to fees
and discount scale)
These parts apply only to NHS dispensing
pharmacies.
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Long acting contraceptives

Module 2

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 long acting contraceptives in the DEM library, located on the
DDA Website at: www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules

Dispenser
Education

There are many different ways of preventing
pregnancy that are available in the UK, and
it is important that individuals choose the
method that best suits them. For some,
an oral contraceptive – a tablet taken at the
same time each day for 21 out of 28 days –
is ideal, whereas for others who are
reluctant to use a pharmaceutical product
for such a purpose, condoms are preferable
and have the added advantage of protecting
against sexually transmitted diseases. But
popular as these methods are, they have
a major drawback: they rely on the user
remembering about them either each day
or every time they have sex. Not everyone
wants to do this, in which case a long acting
contraceptive (LARC) is a better option.

Longactingcontraceptives

Aims
By the end of this article, you will:
•

•

Know the difference between longacting reversible contraception
methods, including how long each
lasts for, the likely side effects and
who they are suitable for
Have an understanding of both female
and male sterilisation.

Understanding LARCs
There are two categories:
•

•

Reversible methods, namely intrauterine
devices, intrauterine systems, injectables
and implants. This group is often
referred to as long-acting reversible
contraceptives (LARC), and all are over
99 per cent effective.
Irreversible, ie, sterilisation.

Intrauterine devices
Intrauterine devices (IUDs) are small
plastic devices that are inserted into the
uterus where they release a tiny amount
of copper. They exert a contraceptive
effect in two ways:
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Injectable contraceptives for women are just one option open to couples seeking long acting but reversible contraception
•

Altering the composition of the fluids in
the female reproductive system so
sperm are unable to survive

•

Preventing fertilised eggs from
implanting in the uterus.

Just as women come in different shapes
and sizes, so do IUDs, so an internal
examination must be conducted to
establish the size and position of the
uterus so the right product is used. At the
same time, a pregnancy and infection
screening may be conducted. Only nurses
and doctors who have undergone special
training can fit IUDs – at any point during
the menstrual cycle, with the contraceptive
effect kicking in immediately – and the
procedure is usually uncomfortable rather
than painful for the patient. Cramps and
light bleeding for a few days afterwards
are not uncommon.
The woman is checked a few weeks
post-fitting to ensure the IUD is where it
should be, and will receive instructions on
how to feel for the fine threads that hang
down a little way into the vagina, and to do
so at regular intervals. IUDs can remain in
place for anything from five to 10 years,

depending on the type, and, again, only
healthcare professionals who have been
trained to do so can remove them.
IUDs rarely go wrong, but in some cases,
an infection may develop, or the IUD may
become dislodged. This is most common
soon after fitting, and medical advice
should be sought if there are symptoms
such as lower abdominal pain, an
unexplained fever or a smelly discharge
from the vagina, or if at any point the
threads cannot be felt. The other main
problem associated with IUDs – and the
most common reason for a woman
requesting a removal – is heavier, longer
and more painful periods.
Fertility returns straightaway once an IUD
is removed.

The intrauterine system
The intrauterine system (IUS) is very
similar to an IUD, but contains the hormone
progesterone which is slowly released into
the uterus instead of copper. This exerts a
contraceptive effect by:
•

Thickening cervical mucus so sperm
find it more difficult to move through
to the egg
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•

Thinning the uterine lining (endometrium),
making it less likely that a fertilised
egg will implant

•

Stopping ovulation in some women.

There are two brands of IUS available in
the UK, which last three and five years.
Fitting, and all that accompanies the
process, and many other aspects of care
are the same as for an IUD, but the
contraceptive effect is only immediate if
it is fitted during the first seven days of a
woman’s menstrual cycle. In all other
cases, additional precautions should be
used for seven days. Another difference
between the IUS and the IUD is the effect
on periods: the progesterone in the IUS
means they usually become lighter and
shorter, and in some cases stop altogether.
However, the IUS is not side effect-free.
Ovarian cysts can occur, though they
usually resolve without treatment, and
headaches, mood swings, acne and breast
tenderness are not unknown. Perforation
is another risk, but, as is the case with
IUDs, this is at its greatest in the period of
time immediately following insertion.
Because the IUS is oestrogen-free, it is
suitable for women who cannot take the
combined oral contraceptive, for example,
migraine sufferers. There are some groups
for whom it is not usually considered a
good option, including women with breast
or cervical cancer, liver disease, or a
history of serious cardiovascular problems,
those with an untreated infection of the
reproductive tract, and individuals who
have problems with their uterus or cervix,
including unexplained bleeding in between
periods or after sex.

Injectable contraceptives
The contraceptive injection works in a
similar way to the IUS, ie, it releases a
steady stream of progesterone. This has
the following effects on fertility:
•

Inhibition of ovulation

•

Thickening of cervical mucus, so
sperm finds it difficult to reach an
unfertilised egg

•

Thinning of the endometrium, so a
fertilised egg struggles to implant.

The contraceptive effect lasts up to three
months, depending on the brand that is
used, and, if administered during the first
five days of a woman’s menstrual cycle, no
other birth control measures are necessary.
Side effects can include weight gain,
headaches, moodiness, tender breasts and
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Long acting contraceptives
irregular bleeding, and unlike the IUS and
IUD, cannot really be addressed as it
cannot be removed once given. Unlike
intrauterine methods, fertility can take a
while to return to normal, so the injection
is not a good option for a woman who
wants to try for a baby in the near future.
While it is an option for women who can’t
take oestrogen, it does affect the natural
levels of this hormone, so may not be a
sensible choice for those who are at risk
of osteoporosis, nor who have a history of
blood clots, migraines or diabetes with
complications.

Contraceptive implants
The contraceptive implant is inserted
under the skin of the upper arm, and
remains there for three years, slowly
releasing progesterone into the bloodstream.
Only health professionals who have
undergone special training can administer
the implant, and even then, bruising,
swelling and tenderness around the site
are quite common. Infection at the implant
site is rare.
In the first few months, periods can
change, usually becoming irregular and
lighter, though some women notice that
they bleed more and for longer. After the
first year, this usually settles down and
many women find that their periods stop
altogether, and this can be disconcerting.
Other side effects can include headaches,
nausea, acne, breast tenderness, mood
swings and loss of libido, but again, these
usually improve over time.
The implant is effective immediately if
fitted during the first five days of the
menstrual cycle – otherwise additional
contraceptive measures should be adopted
for seven days – and the effect stops as
soon as it is removed, which is reassuring
to those concerned about troublesome
side effects.
The contraceptive effectiveness of the
implant can be affected by enzyme
inducing medicines, including certain HIV
drugs, antiepileptics and complementary
remedies such as St John’s wort, and the
rifampicin family of antibiotics. Because
most of these are drugs that are taken for
several months or long term, women who
are on them should consider a different
form of contraception.

anaesthetic, involves blocking the fallopian
tubes, so eggs released from the ovaries
are absorbed naturally into the body rather
than traveling to the uterus where they
may become fertilised by a man’s sperm.
Counselling – of the woman and her
partner – is usually recommended before
undergoing sterilisation, because although
it is theoretically reversible, the process is
difficult with no guarantee of success.
The operation is often performed as a day
case, with some discomfort and light
vaginal bleeding afterwards.
Depending on the type of sterilisation that
is carried out, the contraceptive effect may
or may not be immediate, but additional
precautions are usually recommended
for anything from a few weeks to a few
months. Sex drive and periods are
usually unaffected.

Male sterilisation
Men are far more likely than women to
undergo a sterilisation procedure, because
it is much more straightforward to do. The
operation, known as a vasectomy, involves
cutting, sealing or blocking the vas deferens
tubes that carry sperm from the testicles
to the penis. This means that when a man
ejaculates, the semen is sperm-free,
and therefore fertilisation cannot occur.
As with female sterilisation, counselling
and information are usually provided
beforehand.
The procedure is uncomfortable and
there is likely to be some pain, bruising
and swelling around the scrotum afterwards.
This usually subsides quickly, but some
men do have ongoing discomfort. There is
also a risk of infection, Because sperm
stay in the vas deferens for a number of
weeks, a man needs to use an additional
form of contraception for at least eight
weeks after having a vasectomy, and
will need to provide semen samples for
testing to ensure the operation has been
successful. Hormone levels are unaffected
after a vasectomy, so there shouldn’t be
any change in sex drive.
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Female sterilisation
For women who are sure that they do not
want to have children (or any more
pregnancies), sterilisation may be an
option that is considered. The procedure,
which is usually carried out under general
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PNAs

PNAs –andtheirunforeseenconsequencesfordispensingGPs
As Wales progresses legislation to implement control of entry regulations based on Pharmaceutical Needs Assessment,
dispensing GPs should consider the implications of the new rules for their dispensing lists

The report, General Pharmaceutical
Services in England: 2006/07 to 2015/16,
shows that during 2015-16 there were 29
applications to open pharmacies in
controlled areas, of which 13 related to
applications offering unforeseen benefits
as defined by the Pharmaceutical Needs
Assessment (PNA). Of the 29 applications
received, eight (28 per cent) were granted
during 2015-16; of these eight, five related
to unforeseen benefits.
The opportunity for a pharmacy on the
grounds of unforeseen benefits may arise
due to changes since the PNA was
published, for example new and innovative
types of service delivery, or service
redesign that would be of benefit to
patient groups.
In granting an unforeseen benefits
application, NHS England is required to
consider:
• Whether there is a reasonable choice
with regard to obtaining pharmaceutical
services in the area
• Whether people who share a
characteristic which is projected under
the Equality Act 2010 (e.g. age or
disability) have difficulty in accessing
pharmaceutical services

• Whether the application provides an
innovative approach to the delivery of
pharmaceutical services
• Whether granting the application would
confer significant benefits on people in
the area which were not foreseen when
the relevant PNA was published
• Whether it would be desirable to
consider, at the same time as the
applicant’s application, applications
from other persons offering to
secure the same improvements or
better access.
Declining dispensing rights during the
year have led to a fall – albeit marginal - in
dispensing GPs’ dispensing volumes: during
2015-16, they dispensed 84.6 million
prescriptions, a fall of 400,000 items or
0.5 per cent since 2014-15. Dispensing GPs’
share of the total dispensing volume of
1.087 billion items has also fallen marginally
– 0.2 percentage points, to 7.8 per cent –
share that has been handed directly to
pharmacies.

The rise of the internet
The statistics also reveal an increase in the
number of distance selling pharmacies –
a rise of 39 to 266, although here were no
successful distance selling pharmacy
applications in controlled areas during the
year. During the year, the total number of
pharmacies grew by eight (net) to 11,688.
Of these, 4,448 are classed as independent,
a fall of 0.1 per cent on 2014-15 to account
for 38.1 per cent of market.

ThepathtoPNAsinWales
Dispensing GP friendly control of entry
regulations in Wales have again been
proposed in the Public Health (Wales)
Bill ‘mark 2’.
The new Bill, which was published in early
November, repeats widely-supported
proposals to base control of entry in Wales
on the assessment of pharmaceutical needs
of local communities.
As before, the intended effect of the proposed
new control of entry legislation is to shift
the focus from dispensing of prescriptions,
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NHS England data published in November
exposes the vulnerability of dispensing GPs
to a pharmacy application. The data shows
that the greatest risk facing rural practices
is the provision to allow applications for
pharmacies that offer ‘unforeseen benefits’.

to greater responsiveness to the broader
local pharmaceutical need.
The Bill specifically states that this
“will require LHBs to take a more
integrated approach to identifying the
pharmaceutical needs of populations,
including considering the contribution
[of dispensing doctors].” An application
to open a pharmacy will be judged on
whether it meets a need in its area for
services, rather than by reference to the
necessary or expedient test. Existing
pharmacies will also be encouraged to

There was no reduction in the number
of 100-hour pharmacies, although these
pharmacies may be the worst affected by
the pharmacy contract funding cuts
imposed on pharmacy from December
2016.
Over the period of the report, community
pharmacies dispensed 995.3 million items,
a rise of 1.7 per cent compared to 2014-15;
they increased their share of the dispensing
market directly at the expense of
dispensing GPs.
The report also documents the following
pharmacy activities:
• Average number of items per pharmacy:
7,096 – a rise of 1.6 per cent
• More pharmacies dispensing over 8,001
items per month – 33 per cent market
share (+2 percentage points).
• Although average NIC per item is up
2.4 per cent to £8.13, since 2006, average
NIC per item has fallen 22 per cent
(from an average NIC per item of
£10.36). Factors blamed for the fall
include adjustments to Category M.
adapt and expand their services in response
to local needs.
The new Bill has been published minus the
controversial e-cigarette provisions that
derailed its predecessor last year but with
the addition of a clause that will require
public bodies to carry out some health
impact assessments.
For more information
General Pharmaceutical Services in
England: 2006/07 to 2015/16 [online] at:
http://www.content.digital.nhs.uk/
catalogue/PUB22317
The Public Health (Wales) Bill [online] at:
http://www.senedd.assembly.wales/
mgIssueHistoryHome.aspx?IId=16155
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