A welcome from the
DDA Chief Executive
Matthew Isom

You can breathe a sigh of relief: It's over,
at long last! Yes, we're safe from a General
Election for at least five years and what a
surprise result.
For the first time in my professional
lifetime all of primary care is the
responsibility of one minister, the newly
appointed Alistair Burt. The phrase
'joined-up government' always seems to be
a bit of a slogan. Perhaps, we have reason
to be optimistic this time.
Alistair Burt has been around the block
for quite a while, having first been elected
in 1983. He held ministerial office under
John Major and during the coalition, so he
is an experienced pair of hands. In addition,
he represents the rural constituency of
North-East Bedfordshire where he will
be familiar with the issues affecting
dispensing practices.
Local elected politicians will be looking
make their mark, especially if they are new,
so, why not use parliament's return to make
a vital local contact? In the main, they are
all very interested in the NHS and very
responsive to people like GPs. So, please
send your congratulatory letter now, and
don't forget to invite your MP to visit your
surgery, or you can offer to visit their local
constituency office. In addition, please let
us know if you're having problems with your
broadband 'N3' connection, especially if you
have recently migrated to a new 'hosted
practice IT system. You can send the details to:
office@dispensingdoctor.org

DDA conference will be
the first to see the inspections,
offering hints and
New 2016 DDA
tips for a new-style
CQC
Dispensing Guidance inspection.

The seventh edition of the DDA’s
Dispensing Guidance will become the
authoritative guide to operating and
managing a safe and effective dispensary.

The Guidance,
which updates the
2012 Guidance
(pictured, right),
is just one more
reason to come
to the DDA 2015
Annual Conference. As well as two days’
worth of invaluable networking opportunity,
the DDA 2015 Annual Conference will offer
you updates on the following subjects:

Chapters within the guidance look at
regulations and good practice guidance
relating to core aspects of the dispensary
operation including the prescription, the
dispensing process, and the dispensary.
New for this year, there will also be a chapter
looking at Controlled Drugs, and dispensary

• CQC inspections of dispensing practice
• Implications of the Five Year Forward
View for small rural practice
• Pharmacists working in general
practice
• Unlocking the Benefits of Smart
Procurement and Stock Control

The Dispensing Doctors’ Association is
delighted to announce that the first copies of
its new 2016 DDA Dispensing Guidance will
be available free of charge to all dispensing
practice teams attending the 2015 DDA
Annual Conference.

So, don't delay, book your free place today, and be the first to
get your FREE COPY of the 2016 Dispensing Guidance.

Actavis Academy
launches course
on Patient Safety
Look out this month for the launch of the
Actavis Academy course: Boosting patient
safety. This is the third of four courses for
dispensing practice staff expected to
receive the DDA Training Seal during 2015.
The course (pictured above right) aims to
help dispensing practices to gain skills
including risk assessment and management
in the dispensary, including better SOP
writing, and leadership skills.
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The course is the third to receive the
DDA Training Seal, which is awarded only
to the best quality training and following
review by the DDA’s multidisciplinary
Training Review team. The first two Actavis’
courses to receive the DDA Training Seal are
the Cost Effective Dispensary’ and

‘Harnessing patient power’ courses. These
are freely available to dispensing practice
staff on the recently redesigned Actavis
Academy e-learning website,
www.actavisacademy.co.uk created by
Actavis to provide quality clinical and
business knowledge, for all those working
in the modern day NHS.
The website redesign aims to give easier
access to information, news, e-learning,
CPD and regular accredited training
courses designed specifically for all
members of the dispensing practice team.
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Finance update

July category M ploughs some financial troughs
Some 313 products fell in reimbursement price in the July category M adjustment,
some items showing very large reductions, the DDA has reported in its quarter
two analysis. Other key changes taking effect from July include the following:
• 14 products added – see table below
• 20 products no price change
• 232 products will rise in reimbursement price

To view the full July 2015 price changes, visit
DDA Online at: http://www.dispensingdoctor.org
/resources/dispensary-management-zone/
category-m-updates/

Size

Jun-15

Jul-15

Price
Change

% price
Change

Aripiprazole 10mg tablets

28

£88.93

£74.69

-£14.24

-16%

Aripiprazole 15mg tablets

28

£88.93

£75.47

-£13.46

-15%

Aripiprazole 5mg tablets

28

£88.93

£76.64

-£12.29

-14%
15%

Additions to Category M

Eplerenone 25mg tablets

28

£39.04

£44.99

£5.95

Flucloxacillin 125mg/5ml oral solution sugar free

100ml

£27.91

£25.47

-£2.44

-9%

Flucloxacillin 250mg/5ml oral solution sugar free

100ml

£33.62

£30.33

-£3.29

-10%

30

£9.16

£1.46

-£7.70

-84%

20 unit dose

£5.23

£3.40

-£1.83

-35%

Irbesartan 300mg / Hydrochlorothiazide 12.5mg tablets

28

£10.20

£2.72

-£7.48

-73%

Lansoprazole 15mg orodispersible tablets

28

£3.35

£3.18

-£0.17

-5%

Lansoprazole 30mg orodispersible tablets

28

£6.01

£5.60

-£0.41

-7%

150ml

£69.80

£26.29

-£43.51

-62%

Nitrofurantoin 100mg tablets

28

£12.29

£3.53

-£8.76

-71%

Ondansetron 8mg tablets

10

£46.94

£3.71

-£43.23

Glimepiride 3mg tablets
Ipratropium bromide 500micrograms/2ml nebuliser liquid
unit dose vials

Metformin 500mg/5ml oral solution sugar free

Top Five Price Fallers
Domperidone 10mg tablets x100

Apr-Jul
Price Change

Apr-Jul
% price Change

-£4.38

-75%

Omeprazole 40mg gastro-resistant

-92%

Apr-Jul
Price Change

Apr-Jul
% price Change

Trimethoprim 100mg tablets x 28

£7.44

744%

Fosinopril 10mg tablets x 28

£10.11

498%

Top Five Price Risers

tablets x 7

-£3.37

-65%

Lisinopril 20mg / Hydrochlorothiazide

Valsartan 40mg capsules x 28

-£3.60

-56%

12.5mg tablets x 28

£7.55

287%

Valsartan 80mg capsules x 28

-£3.67

-55%

Trimethoprim 200mg tablets x 6

£1.31

234%

Mefenamic acid 500mg tablets x 28

-£3.06

-54%

Trimethoprim 200mg tablets x 14

£3.06

234%

Fallers
The dispensing doctor average price of
metronidazole tabs 200mg x21 fell by 47%

In June the average surgery price of
betahistine tabs 8mg x84 fell by 28% as a
number of companies lowered their prices.
The best GP prices came from Beta, Elite,
Forte Direct, Lexon, AAH and Mawdsleys.

Risers
In June the average dispensing doctor price
of tizanidine tabs 4mg x120 rose by 90% as
Actavis reintroduced a number of high priced
offers. There was also a small 1% rise in the
drug tariff at the same time. The best offers

E

Looking at the headline fallers and risers
during June, the fallers’ list featured three
packs of each of aripiprazole tabs and
selegiline tabs, while noteworthy in the
risers’ list is enalapril maleate tabs,
lamotrigine tabs and omeprazole caps.
Quetiapine has a pack in each camp.

in June as some of the higher priced offers
disappeared from the market. The best offers
to dispensing surgeries came from Beta,
Lexon, Forte Direct, Elite and Mawdsleys.
Pharmacies also had access to low prices, with
the best prices suppliers including Waymade,
Beta, Sigma, Lexon, Eclipse, OTC Direct and
Edinpharm.

L
ON I N
EXC

June has proved a good month for buying
PIs and generics; purchase offers on
generics have surged ahead of those on
offer to pharmacists, while PI prices have
caught up. Long term price analysis shows
that good PI prices are available to
dispensing doctors, but only at certain
times of year: June and November are
good times to buy, but avoid August and
April. Could this be connected with periods
of staff annual leave, wonders Wavedata?

GPs advised to make hay while
June PI prices shine

E!

Wavedata price trend analysis

LU V
(below £5)
SI
to dispensing
surgeries were from
Beta, AAH, Forte Direct, Lexon and
Mawdsleys. The best offers being made
to pharmacies were from Beta,
Edinpharm, AAH, Numark, Trident,
Waymade, Chemilines, Sigma, Zecare
and Lexon.
Ferrous sulphate tabs 200mg x100 rose
on average by 81% as a number of low
priced offers vanished for dispensing GPs
vanished. They were still able to access
deals below £3.00 from Mawdsleys, Lexon,
AAH and Actavis.
Brought to you exclusively by the
Dispensing Doctors’ Association

Be the first to see it! Full analysis of pricing trends during July will be available to DDA members in the first week of August – but only on DDA
Online. The full June 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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New models of care

The Five Year Forward View what does this mean for dispensing practices in England?

of care is evolving – as GP practices
increasingly employ salaried and sessional
doctors, and as women make up an
increasing share of the GP workforce. It is
also worth reiterating that new GP income
streams are increasingly targeting scaled-up
projects, particularly those that improve
access outside traditional opening hours.
A prediction is that MCPs will be the
preferred model where general practice is
strong and community services are well
developed such as in rural areas with
community hospitals. Dispensing practices
should, therefore, start having discussions
with neighbouring practices about the
possibility of forming a MCP locally, its
functions and income streams.

Dispensing GPs such as Bere Regis provide a unique service for NHS patients

In October 2014 NHS chief executive
Simon Stevens published his Five Year
Forward View (5YFV), which identifies the
need for change and describes a small
number of new models of care.
Thankfully, Stevens recognises that
different situations will require different
solutions/new models of care and, for
dispensing practices, there is an
acknowledgment in his plan that “smaller
independent GP practices will continue in
their current form where patients and GPs
want that.”
Stevens is also careful to warn against
actions that encourage the bloom of
“a thousand flowers”.

Implications for dispensing practices
Mark Twain once said: “Reports of my death
have been greatly exaggerated” and the 5YFV
is very clear that the future for primary care
(but note: not general practice) is not dead
or anywhere near dead.
However, the proposed new models
of care each come with the following
implications for dispensing practice:
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Other models include:
• Primary and community care systems
(PACS)
• Urgent and emergency care networks
• Viable smaller hospitals
• Specialised services
• Modern maternity services
• Enhanced health in care homes

Multispecialty Community Providers
The Multispecialty Community Provider
vision is a horizontal integration of primary
and community.
The MCP model is described as:
• a focal point for a far wider range of
care needed by registered patients.
Larger group practices could employ
or partner with consultants to work
alongside community staff
• an expansion of primary care leadership:
community based professionals in time
take on delegated responsibility for
managing the health service budget for
registered patients. Where funding is
pooled with local authorities, the MCP
could manage the combined health and
social care budget
• having the potential to take over the
running of the local main district
general hospital.
Dispensing practices still operating in
traditional models may wish to note the
RCGP’s belief that the traditional model

Whatever your view on the future of
general practice, or whether reorganisation
of this tried and tested model of healthcare
service is needed at all, the ‘now’ of general
practice remains as important as ever.
The challenge facing dispensing practice is
to make and keep your practice attractive
to new recruits. A specific attraction of
dispensing practice is its dispensing rights,
and these must be protected above all else.
Dispensing rights are time-, location- and
organisation-specific; they cannot be held by
a company and they are directly linked to
doctors in partnerships. Dispensing
practices should ensure that whatever new
model of care is adopted locally, the decision
does not adversely impact dispensing rights.

For the full version of this feature,
including advice on maintaining
dispensing rights, please visit the
DDA website:
http://www.dispensingdoctor.org/
resources/dispensary-managementzone/clinical-news-featuresdispensary-management-zone/
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Mental health

Module 3

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 Adherence in mental health in the DEM library, located on
the DDA Website at: http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/
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Dispenser Education
Module 3:

are considered at increased risk of nonadherence. In the following section this
module will look at the reasons why people
with mental health problems may have
specific difficulties with adherence – both
from the start of problems occurring, and
following diagnosis.

Non-starters
Mental health conditions can often result in
a patient not even starting their medicine.
The following gives some clues as to the
reasons why:
•Patients with a mental health problem
may lack the motivation to go and see
a doctor for an initial or review
consultation. They may also lack the
motivation to monitor other chronic
conditions requiring proactive care,
eg diabetes.

Mental Health
Mental health problems can significantly affect medicine adherence

Mental health issues can have a significant
impact on the ability of a patient to manage
their medication, which – given the
widespread prevalence of non-adherence
with prescribed treatment in the UK across
all conditions – is cause for concern:
valuable NHS resources are being wasted
by people who obtain dispensed medication
and then choose to either not take it or take
it in a different way to how it has been
prescribed; patients do not gain the full
benefits. In turn, this can lead to more
problems.

Aims

Adherence: a recap
Medication adherence (sometimes referred
to as compliance) is defined as the extent to
which a patient’s actions matches the
recommendations made about medicines
they have been prescribed.
Non-adherence is a significant issue and
can have far reaching consequences,
including continuing or increased ill-health,
which in turn can lead to further prescribing,
increased side effects and drug interactions,
and more hospital admissions. None of this
helps the individual, or the NHS’s finances.

By the end of this article, you will:
•understand some of the issues specific
to depression, bipolar disorder and
schizophrenia that can impact upon
medication adherence
•know some of the steps you can take to
help improve adherence to medicines
prescribed to people with mental health
conditions.
•Be able to advise on self help measures
that can complement treatment with
medication
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In our previous module we looked at
how non-adherence can be intentional or
non-intentional. In this module, we will look
at non-adherence from the point of view of
patients with a mental health problem who:
•don’t start medication in the first place
•take their medication, but do not take it
as directed or for long as they have been
advised.
Patients with mental health disorders

•Patients with mental health problems
may have problems developing a
meaningful doctor-patient relationship;
they may suffer from (to you) irrational
fears about the health ‘dangers’
associated with a physical visit to a GP
surgery; they may lack trust in health
professionals (either across the board
or following a previous poor experience)
and they may fear how a certain
condition may be viewed by health
professionals or others, particularly, if a
diagnosis may limit their ability to work.
•Mental health treatments can be (rightly
or wrongly) associated with unwanted
side effects or may be seen as creating
problems with medications for existing
health conditions.
•Patients with mental health problems
may perceive their condition as
something they should be able to ‘shake
off’, and so are reluctant to admit that
treatment is necessary.
•People may not realise that they have a
mental health issue and so will neither
seek the GP’s help nor use the
medication that is prescribed.

Wagon fallers
The reasons why someone with a mental
health condition may start to take a
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Module 3

•The dosing regimen may be too
complicated for someone with a mental
health condition to cope with.
•No perceived benefit is a real issue
for drugs that work on altering brain
chemical levels and which may make
someone actually feel worse before
feeling better.
•Side effects such as weight gain and
sexual dysfunction can be off-putting.
Support groups and online forums can
be rife with horror stories of people who
have experienced nasty side effects, and
can have a considerable impact on
reducing adherence.
•There is lack of understanding of
instructions, maybe, because they
haven’t been sufficiently well explained,
or because assumptions have been
made about the amount of information
provided by another health professional
(for example, a dispenser assuming that
the prescriber has described in detail
what the patient needs to do, but the
prescriber has intended for this
knowledge to be passed on at the point
of dispensing).
•Fear of addiction can be a potent
deterrent to taking medication,
especially with drugs that alter mood or
brain chemistry.
•Feeling better is a compelling reason
for many stopping medication, and
markedly so for mental health
conditions for which drug treatment
usually needs to be continued for
months or even years after presenting
symptoms alleviate.
•Lack of follow up and therefore an
absence of ongoing medication supplies
can happen.
•Cost can be a deterrent for some,
particularly if employment has recently
been affected by the condition.
•Stigma is particularly prevalent with
mental health disorders, and it is not
uncommon for this to affect a patient’s
willingness to seek ongoing medical
support, even if they felt able to start it.
Stigma, particularly among work
colleagues, can also prevent a person
from following a medication regime that
requires daytime dosing.
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Disease specific factors
Depression, and in particular antidepressant
therapy, is associated with poor adherence
rates. This is partly because of the stigma
attached to the condition and its treatment,
which results in some patients not even
taking their first prescription for dispensing.
People taking antidepressants can often
have concerns about adverse effects and
may find it hard to be adherent once they
start to feel better. Studies show that
providing more information – such as that
published by health charities or available on
the NHS Choices and other reputable
websites – and involving patients who have
diagnosed with depression in clinical
decision making can make a significant
difference to adherence levels.
Mania and bipolar disorder patients may
not be adherent because they lack insight
into their condition. Mental state at diagnosis
clearly influences how much information
can be provided and how much is absorbed
by the patient. Letting such patients know
that your door is ‘always open’ so that they
feel able to come back to discuss any
questions that arise can go a long way to
helping them catch up when they are
feeling better. Side effects can be a real
problem in patients on medication for these
conditions, so encourage attendance at
regular monitoring appointments and
encourage patients to write down concerns,
as they occur, so that these can be
discussed with a healthcare professional.
Clearly if the patient feels very unwell or
suspects they may be having a serious
adverse reaction to medication they have
been prescribed (which will be detailed in
the patient information leaflet, and
hopefully have been explained during their
consultation), they should seek urgent
medical help rather than waiting for their
next routine appointment.

Exercising is well established as a
cost-effective way of boosting health.
As well as reducing the risk of conditions
such as heart disease, diabetes and some
cancers, there is evidence that physical
activity can improve self-esteem, mood,
sleep quality and energy levels, and reduce
the risk of developing depression and
stress. With many psychiatric drugs causing
weight gain as a side effect – and a key
reason that some people don’t take their
medication as prescribed – exercise is one
remedy that can pretty much always be
recommended.
Learning a new skill – or picking up an old
one – can have a significant impact on
mental wellbeing, boosting self-confidence
and self-esteem and combating the low
mood and motivation that can plague those
with mental health conditions like
depression. Signposting someone to an
adult education course, mentioning that
there is a new exhibition on at the local
gallery or museum, or simply encouraging
someone to try something new – even just
cooking a new dish – can spark their
interest and start to lift them out of the fog
they feel they are in. This renewed sense
of purpose can filter through to their
health, increasing their level of interest
and engagement, and reducing their
non-adherence.
Combating loneliness is one of the hardest
things for someone to do on their own.
Once a sense of isolation has set in it can
be difficult to reach out, yet spending time
with like-minded people – whether friends,
family or others with whom a connection
can be forged – can have a huge impact on
mental wellbeing. As well as being a
friendly face, dispensary staff can help
people identify suitable groups and
activities, whether support organisations
or volunteering opportunities, that may be
the gentle push someone needs.

Schizophrenia is associated with very high
rates of treatment discontinuation, due to
what are seen by patients as ‘nasty’ side
effects, drugs’ real or perceived lack of
effectiveness and a lack of involvement in
diagnosis or treatment decisions. A positive
relationship with health professionals
including counsellors and family members
has been shown to encourage adherence
with antipsychotic treatment.
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medicine as prescribed, but then fail to
be adherent, are equally complex and
multifactorial:

Mental health

Self help
One of the ways in which dispensary staff
can make an impact on adherence is
advising patients on self-help measures.
These will differ widely, depending on the
individual and the issue, but some
examples include:

Stigma can prevent a sufferer from following
a daytime medication regime
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Osteoporosis

Module 4

Dispenser Education Modules: Test your knowledge

Dispenser Education Module 4:
An estimated three million people in the
UK have osteoporosis, according to the
National Osteoporosis Society. The
condition can lead to bones becoming
fragile, which means they are much more
likely to break and cause pain and
sometimes disability.

Aims
By the end of this article, you will:
• know what osteoporosis is and the risk
factors for its development
• understand how the condition is
diagnosed and screened for
• be able to explain to people what they
can do to keep their bones healthy
• know the aims of OP management, and
be aware of the medication options.

What is osteoporosis?
Osteoporosis (OP) is a condition in which
the bones become less dense. Although
bones look solid, they are comprised of
two elements: an outer shell and an
inner network that resembles honeycomb.
As a living tissue, bone is constantly
being renewed, with the older, worn out
tissue being broken down by cells called
osteoclasts and replaced by new bone
made by cells called osteoblasts. In
children, osteoblasts work at a quicker
rate than osteoclasts, so the skeleton can
increase in size, strength and density,
but in a person’s late 20s the speed of
bone breakdown and formation becomes
about equal.
By a person’s mid-30s, the balance
swings in favour of osteoclast activity,
meaning that bone density is gradually lost.
In addition to age, there are many factors
that can influence the development of OP,
including:
• Gender: Women are more likely to
develop OP than men, mainly because
of the drop in oestrogen – essential
for maintaining bone density – that
happens around the time of the
menopause. However, anything
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Osteoporosis
Healthy bones feature an inner network that resembles honeycomb

affecting levels of this hormone can have
an impact, from undergoing an early
hysterectomy (particularly if the ovaries
are removed) to the disappearance of
periods as a result of over-zealous
exercising or dieting. In men, OP risk is
increased if testosterone levels are low,
for example, because of steroid use.
• Hormonal conditions: Endocrine
problems can affect bone turnover,
particularly disorders of the adrenal
glands such as Cushing’s syndrome,
diabetes, pituitary disorders,
hyperthyroidism and hyperparathyroidism.
• Genetics certainly play a part, with
individuals related to OP or hip fracture
sufferers more likely to suffer from
OP themselves.
• Malabsorption disorders that affect
vitamin D and calcium levels, for
xample Crohn’s disease, coeliac disease
and ulcerative colitis.
• Certain long term illnesses, such as
chronic renal, liver or obstructive
pulmonary disease.
• Immobility, for example as a result of
prolonged bed rest.

• Heavy drinking and smoking.
• Rheumatological conditions such as
rheumatoid arthritis and previous
broken bones.
• Some drugs are known to affect bone
strength, notably excessive alcohol and
smoking, and anti-epilepsy medication,
proton pump inhibitors and selective
serotonin reuptake inhibitors.
(It is also worth mentioning here the other
risk factors for a fracture. These
include: cognitive impairment, impaired
vision and lack of coordination – whether
from a neuromuscular weakness or use
of alcohol or drugs that cause drowsiness –
which all increase the risk of falls, and in
turn, a fracture.)

Diagnosis
In itself, OP doesn’t have symptoms, but
any ensuing fractures will cause pain and
mobility problems. Almost any bone of
the body can be affected, but the most
common sites are the wrist, hip and spinal
vertebrae. Around half of people who
suffer a hip fracture as a result of OP find
they are unable to continue living
independently, and severe vertebral

www.dispensingdoctor.org

Photodisc

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 and questions relating to this DEM on Osteoporosis can be found on the DDA Website, DDA Online at:
http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/

Module 4

Because OP is asymptomatic, the first
sign that anything is awry is often a broken
bone from an incident that would not
normally result in such an outcome, for
example a fall from standing height or less.
These are known as fragility fractures.
An x-ray is normally conducted to
confirm a broken bone, but in someone
who is suspected to have OP, a dual energy
x-ray absorptiometry (DEXA or DXA) scan
is also carried out to establish bone
mineral density. The result is expressed as
the difference between the bone density of
the patient and that of a healthy adult of
the same sex and gender, and is known as
a T-score:
• Above -1 standard deviation (SD) is
considered normal.
• Between -1 and -2.5 SD indicates that
the density of the bone is decreased
compared to the bone mass.
• Below -2.5 is defined as OP.
The National Institute for Health and
Care Excellence (Nice) recommends
assessing fracture risk – the 10 year
likelihood of someone experiencing a major
broken bone – in certain patient groups:
• all women aged 65 years and over and
all men aged 75 years and over.
• women and men under these ages if
they have other risk factors such as
being a heavy smoker or drinker,
having a body mass index under
18.5kg/m2, having a history of falls
or family history of hip fracture, or
current or frequent and recent use
of systemic steroids such as
prednisolone.
People under 50 years are not routinely
assessed for fracture risk unless they
have major risk factors for OP such as
premature menopause.

Preventing and managing
osteoporosis
Once OP has been diagnosed, the aim of
management – other than the short-term
treatment of any broken bones – is to
prevent further fractures by strengthening
the bones.
There are certain steps that everyone
can take to keep the bones healthy, and
these apply equally to those not already at
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risk of, or diagnosed with osteoporosis:
Photodisc

fractures can lead to breathing and
gastrointestinal difficulties. A substantial
proportion of deaths following hip or
vertebral fractures are related to the break
itself, rather than any health conditions the
individual may have.

Osteoporosis

• Exercise, ideally at least five half hour
sessions a week, is essential. Weight bearing and resistance exercise is particularly
good at improving bone density, but muscle strengthening and aerobic activities are
also important.
• A healthy diet can prevent many
illnesses, not just OP, but the
elements that are most important for
bone health are calcium and vitamin D.
Calcium is well known for being in
dairy products such as milk, yogurt
and cheese, but other sources include
leafy green vegetables, tofu and dried
fruit. Some vitamin D is present in the
diet, but the body gets most of what it
needs from exposing the skin to
sunlight. Ten minutes a couple of
times a day throughout the summer
months usually provides enough
vitamin D for the whole year, but some
people struggle to get enough,
articularly those who are housebound
or habitually cover their skin with
clothing or sunblock, and could
benefit from taking a supplement.
• Quitting smoking reduces the risk of
osteoporosis, because smoking slows
the bone building work of osteoblasts.
• Keeping alcohol intake within
recommended limits reduces the risk
of osteoporosis, and also cuts the risk
of falling while inebriated.

Preventing falls
Preventing falls is also important. Many
of the measures already described will
help with this, but there are many other
things that can be done, from thinking
about the clothes that are worn (for example, avoiding trailing hems and walking on
slippery floors in socks) to having regular
eye tests and medication reviews (to assess whether someone is experiencing
drowsiness or confusion as a side effect or
interaction).
For some people, it may be considered
necessary to take medication to strengthen
the bones and prevent an osteoporotic
fracture. In patients who haven’t suffered a
broken bone, this is known as primary prevention, and in those who have experienced
a fracture, it is referred to as secondary
prevention. There are several drug classes
that may be used:
• Hormone replacement therapy may
be offered to women who have
experienced premature menopause,
because of the protective effect
oestrogen has on bones. It can be

Illustration of an osteoporotic bone structure
continued for up to five years, but
bone loss will resume when it is
stopped, and it is not recommended
for women over 50 years of age
because the risk of conditions such as
breast, endometrial and ovarian
cancer and stroke outweigh the
benefits that HRT has on bones.
• Bisphosphonates, eg. alendronate,
risedronate, can be used for the
treatment and prevention of OP, and
maintain bone density by slowing
down the rate of bone breakdown in
the body. It takes several months
before any benefit can be seen, and
these drugs need to be taken for many
years. The main side effects of
bisphosphonates are irritation of the
oesophagus, swallowing problems
and stomach ache, but these can be
minimised by taking the tablets on an
empty stomach with a full glass of
water, and sitting or standing for half
an hour or so afterwards. Food and
other fluids should be avoided for half
an hour or longer after taking a
bisphosphonate.
• Strontium ranelate may be used if
bisphosphonates are unsuitable.
Nausea and diarrhoea are the most
commonly experienced adverse
effects.
• Raloxifene is a selective oestrogen
receptor modulator and reduces
fracture risk by maintaining bone
density in a similar way to oestrogen.
Although it is licensed for the
prophylaxis and treatment of vertebral
fractures in postmenopausal women,
Nice does not recommend that it is
used for primary prevention in this
patient group.
• Parathyroid hormone treatments,
eg. teriparatide, can actually increase
bone density, but should only be
prescribed by specialists to people with
very low bone density and for whom
other treatments have not worked.
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Political Update

Election - results spotlight
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Retaining his Cabinet seat of health
secretary in the recent governmental
reshuffle, Jeremy Hunt has unveiled a new
health team including health department
newcomer Alistair Burt.

Mr Burt, MP for north east Bedfordshire,
takes responsibility for pharmacy (which
also includes dispensing practice), as
well as GP contract reform, out of hours
reform and commissioning policy. Other
responsibilities include: adult social care
and older people.
He is joined on the health team by
Ben Gummer (Ipswich), who takes
responsibility for care quality, with
responsibilities including patient experience
and patient safety, and David Prior (a former
north Norfolk MP) who leaves his post as
chair of the Care Quality Commission to
take ministerial responsibility for NHS
productivity (NHS England and efficiency
in the healthcare system).

NHS policy inheritance
In an early briefing, health ministers have
been encouraged to support the legacy
policy of NHS England’s Five Year Forward
View, as an example of NHS integration
being achieved by “change from within”,
rather than centrally-directed structural
reorganisation of the NHS, which would
probably be unpopular with NHS providers.
However, ministers have also been urged
to rethink elements of the recent NHS
reorganisation in light of the remaining
barriers to the integration of care services
namely:
• Progress in changing the incentives in
the system of ‘Payment by Results’ is
described as “painfully slow”.
• The inspection and performance
framework, which focusses on the
quality of care provided by individual
organisations, rather than the patient’s
experience of the system as a whole.
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The Conservative health team has a strong mandate to
push ahead with reform

• The objective of increasing choice and
competition in the NHS calls for a
greater range of providers, operating
in competition with each other. This
may be at odds with the collaborative
approach required to provide wellintegrated care.
• The unpalatable prospect of upfront
investment for uncertain future
savings: according to the Nuffield
Trust, the evidence that integration
saves money is “ambivalent”, and may
spending on primary and community
services. In addition, many of the
expected benefits to arise out of the
new models of care are predicated on
achieving efficiencies in the
management of chronic conditions.

Implications for
dispensing practice

DDA briefing papers
In briefing papers sent to MPs and regional
parliamentary representatives in the
immediate aftermath of the general
election, politicians have been told of the
vital role of dispensing practice in the
development and fulfilment of NHS policy in
rural areas.
MPs in England and Wales, and Assembly
Members have been invited to work with the
DDA to improve general
practice by focusing on three areas:
1. Improve GP funding
2. Engage rural patients
3. Eliminate rural inequalities.
Scottish MPs and MSPs have been told
that good access to high quality general
practice – particularly in rural areas - is
key to the future of the NHS in Scotland as
it looks to achieve the challenging agenda
set out by the Scottish Government’s
2020 vision.

By combining pharmacy with GP contract reform and adult social care,
Mr Burt’s portfolio appears to underpin the Government’s commitment
to integrating primary care, while also reinforcing links between primary
and social care.
The team also includes a number of ministers with rural and GP
experience. The DDA believes this could enhance the position of dispensing
practices in NHS primary care policy as it develops. However, as the briefing
papers issued by the DDA make clear, the implications for dispensing
practice must be considered at all levels before policy decisions are made.
Actavis provides funding for the origination and distribution of this educational
supplement/newsletter. Actavis has no involvement in the writing of the content
and the views expressed are solely those of the DDA.
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