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The DDA will lobby NHS England and 
ministers to allow GPs to sell OTC medicines
after NHS England issued guidance 
recommending an end to the routine 
prescribing of these items.

NHS England has said that only medical,
mental health or significant social 
vulnerability should be considered reasons
for prescribing to take place.  CCGs have
also been told to take account of the local
Pharmaceutical Needs Assessment (PNA)
and consider the impact of this guidance 
on rural areas and dispensing doctors 
in particular.

In its response to the consultation on the
prescribing of over the counter (OTC) 
medicines, the DDA pointed out the social 
inequity of the policy, the lack of rural
proofing, as well as the contractual 

restrictions that prevent GPs providing any
medicines to NHS patients other than via an
NHS prescription.

Read more on DDA Online at:
https://tinyurl.com/y82ol3bu

Have you have been following the 
machinations about Facebook and the 
privacy of the public’s information held in its
databases?  If so, you may also know about
the new General Data Protection Regulation
(GPDR), which comes into force in the UK
from 25 May. 

For GPs, the key changes under GDPR are
that compliance with data protection must 
be actively demonstrated, and there are 
significantly increased financial penalties 
for breaches. Important changes to be 
implemented by the GDPR include the need
to document the legal basis for data flows 
out of the practice and to appoint a data 
protection officer.

The DDA understands that compliance 
with the GDPR is at practice-level, and that
dispensing GPs do not have to make special
provisions for the dispensary.  The DDA has,
therefore, endorsed the BMA’s interim 
guidance to help practices comply; this is
available [online] via the link:
https://tinyurl.com/y8tlhpn8

Other resources which dispensaries may find
helpful  include:

• PSNC guidance documents to assist 
community pharmacy contractors in 
GDPR compliance via the link: 
https://tinyurl.com/yck8lrgr

• NHS Business Services Authority patient 
data privacy information poster via the 
link: https://tinyurl.com/ycqvnced

DDA to pursue NHS England
over OTC prescribing rules

A review of the NHS (Pharmaceutical and
Local Pharmaceutical Services) Regulations
2013 has uncovered disincentives for 
dispensing practices to engage in 
collaborative working/practice
amalgamations. It has also agreed that 
legislation surrounding dispensing rights 
is overly complicated, resulting in confusion
for contractors and patients.

Following consultation with organisations
including the DDA, the Department of Health

and Social Care will review and consider
whether the regulations’ provisions for 
dispensing rights should be redrafted for
simplicity. It has also pledged to monitor 
the situation regarding amalgamations 
involving dispensing practices, and make a
further assessment by the end of 2018-19
financial year.

Other concerns raised by the review 
include the revelation of “strong evidence 
of prescription direction to some distance 
selling pharmacies”. A recommendation
has been made to the DHSC to consult on
the introduction of a new requirement for
distance-selling pharmacies to declare any
vested or significant interests. Regulations
relating to the five-year ban on pharmacy
applications will also be reviewed.

A further review of the regulations will be
published by 31 March 2023.

Read more on DDA Online at:
https://tinyurl.com/ycho9ze5
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2 www.dispensingdoctor.org

Pack size January 18 DT (£) April 18 DT £ Changes Changes (%)Top 10 Category M Winners

There has been one deletion to the category
this month (ketoconazole 2% shampoo) and
12 products have been added: etoricoxib
60mg & 90mg tablets, ibuprofen 5% gel, 
rosuvastatin 5mg, 10mg, 20mg & 40mg
tablets, tadalafil 5mg, 10mg & 20mg tablets, 

and travoprost 40mg/ml eye drops.

There are now 624 products in category M, 
of which seven have stayed at the same 
reimbursement level as January 2018. There
have been a total of 283 reimbursement 
increases and 334 decreases in this month.

Other summary points:

• An annualised figure of £51.8 million has 
been removed from category M

• A 2.5 per cent decrease in reimbursement

• Average reimbursement price per pack 
of £1.70

• Almost 1.2 billion packs of medicine in 
category M

Department of Health and Social Care (DHSC)
by February and used to set prices for April 
to June. A lot can happen in that time.

Changes made by manufacturers 
mid-quarter will take even longer to have 
their full effect.

This is one of a number of issues about the
workings of category M which representatives
of pharmacy and dispensing GPs are working
with DHSC to try and resolve.

First quarter 2018-19 Cat M ushers in 12 products: 

Glimepiride 4mg tablets 30 £0.90 £4.74 £3.84 426.7

Olanzapine 15 mg tablets 30 £0.88 £3.65 £2.77 314.8

Olanzapine 10mg tablets 28 £7.38 £28.09 £20.71 280.6

Sumatriptan 50mg tablets 30 £0.69 £2.54 £1.85 268.1

Olanzapine 5mg tablets 28 £10.20 £37.51 £27.31 267.7

Olanzapine 7.5mg tablets 30 £0.84 £3.08 £2.24 266.7

Olanzapine 2.5mg tablets 30 £1.11 £3.82 £2.71 244.1

Betahistine 16mg tablets 28 £4.51 £14.52 £10.01 222.0

Rizatriptan 10mg tablets 28 £3.73 £11.57 £7.84 210.2

Sumatriptan 100mg tablets 60 £1.73 £5.13 £3.40 220.5

Accord’s  guide to help dispensers maximise profits

According to pharmacy negotiators, category M
is a key reason why, in recent years, there
have been a number of cases where contractors
have earned a pre-discount deduction loss on
the purchase of a product.

This is usually driven by the time lag between
price setting and current spot-market
conditions. Category M is based on actual 
data from generic manufacturers. This is 
provided quarterly, for example data for 
October to December will be supplied to the

Analysis provided by the Dispensing Doctors' Association

Statement on generics

Pack size Jan 18 DT (£) April 18 DT (£) Changes Changes (%)Top 10 Losers

Tadalafil 10mg tablets  4 £28.88  £2.13 -£26.75 -92.6

Tadalafil 20mg tablets  28 £28.88  £3.17 -£25.71 -89

Etoricoxib 60mg tablets  28 £20.11   £3.01 -£17.10 -85

Tadalafil 5mg tablets   28 £54.99 £8.55 -£46.44 -84.5

Etoricoxib 90mg tablets   28 £22.96   £3.64 -£19.32 -84.1

Rosuvastatin 10mg tablets   28 £18.03   £2.92 -£15.11 -83.8

Rosuvastatin 5mg tablets   28 £18.03   £2.92 -£15.11 -83.8

Rosuvastatin 20mg tablets     28 £26.02 £4.48 -£21.54 -82.8

Rosuvastatin 40mg tablets   28 £29.69 £5.97 -£23.72 -79.9

Ibuprofen 5% gel 50g  50g £2.31 £0.87 -£1.44 -62.3
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Understanding the GDPR
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Under the GDPR, the data controller is the
organisation or person that has overall 
control of the data being used and decides
how, what, when and where and for how
long data are to be processed. 

GP practices are data controllers for the
data they hold about their patients. This 
includes any information processed on 
their behalf by a third party.

Practices retain responsibility for 
ensuring that access to confidential data in
the practice is subject to appropriate 
controls so it can be accessed only by staff
who are providing direct patient care.

Other healthcare professionals who are
not employed by the practice, for example,
nurses or physiotherapists, can legitimately
access or enter information into patients’
medical records for direct patient 
care purposes.

For GPs, the lawful bases for processing
individual’s health data is that it is: 

• “necessary… in the exercise of official 
authority vested in the controller”

• “necessary for the purposes of 
preventative or occupational medicine… 
assessment.. medical diagnosis… the 
provision of health or social care, or 
treatment or the management of health 
or of social care systems and services.”

These legal bases enable GP practices to
rely on implied (rather than explicit) consent
when sharing data for the provision of direct
care. The common law duty of confidentiality
still applies.

For purposes other than direct care, 
consent must be freely given, specific, 
informed and an unambiguous indication 
of the data subject’s agreement.

The BMA blog by GPC IT lead Dr Paul Robert
Cundy offers some very helpful answers:

Q: Why do we need the GDPR?

The GDPR represents a refresh of the Data
Protection Act (DPA), first published in 1998
and now being updated. The ethos of the 
GDPR is simple: to provide for EU residents, 
“respect (for) their fundamental rights and
freedoms, in particular their right to the 
protection of personal data”. 

Q: What does the GDPR change?

Basically, GDPR tightens up on many of the 
elements of the 1998 DPA, enhances the 
existing rights of individuals (also known as
data subjects) and creates new rights that 
were not anticipated in the legislation.  GPs 
as data controllers (DCs) get stronger support 
for declining data extracts as well as new 
responsibilities.

Q: Is the GDPR a one-size-fits-all law for 
Europe?

GDPR allows individual countries some
flexibility (derogations) in some aspects of the
law and these will be made law in the Data
Protection Act currently going through 
parliament as the Data Protection Bill (House
of Commons). GDPR will stand alone but will
be supplemented in the UK by the new act
which will repeal the 1998 and 2003 Data 
Protection Acts. 

Q: Is the May 25 deadline absolute?

Technically yes because it will be the law of the
land but in reality unlikely. The Information
Commissioner’s Office (ICO) has stated “GDPR 
compliance will be an on-going journey”; and
that they will be “proactive and pragmatic”
about the “real world” practices find themselves
in. If you are already following good practice
under the DPA 98 and are taking reasonable
steps to implement GDPR using guidance,
such as the BMA’s or this blog it’s unlikely the
ICO will be on your doorstep on 26 May – if for
no other reason than they don’t have the 
requisite 10,000 inspectors. You will, however,
need to have at least started a plan.
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Understanding the GDPR
What is a data
controller?

The BMA  has published interim guidance to
help GPs comply with the new General Data
Protection Regulation (GDPR) which come into
force in the UK from 25 May 2018.

The BMA guidance explains GP data 
controllers' responsibilities under the GDPR,
and sets out the main themes of the legislation,
including what needs to be done to ensure 
compliance.  The Dispensing Doctors’ 
Association also understands that compliance
with the GDPR is at practice-level, and that
dispensing GPs do not have to make special
provisions for the dispensary.

However, practices should note that this 
interim guidance is subject to change when
the Data Protection Act 2018 comes into force
and may be updated.

For GPs, the key changes GDPR are that
compliance must be actively demonstrated,
and there are significantly increased financial
penalties for breaches. Under the new 
legislation it will be necessary to:
• keep and maintain up-to-date records of the 

data flows from the practice and the legal 
basis for these flows

• have data protection policies and procedures
in place

• improve information in 'privacy notices' 
for patients

• report certain data breaches
• remove charges for patients for access to 

medical records (save in exceptional 
circumstances)

• put in place a designated data protection 
officer.

Helpful GDPR resources

Frequently asked
GDPR questions

• BMA GDPR guidance and blog, available [online] at:
https://www.bma.org.uk/advice/employment/
ethics/confidentiality-and-health-records/
gps-as-data-controllers

• NHS Business Services Authority patient data 
privacy information poster. [online] at: 
https://www.nhsbsa.nhs.uk/help-your-patients-

understand-how-their-prescription-information-
used-and-protected

• Data Protection Bill (House of Commons) [online] at: 
https://www.parliament.uk/business/news/2018/
march/have-your-say-on-the-data-protection-bill/

• PSNC GDPR guidance documents for community 
pharmacy contractors [online] at: 
http://psnc.org.uk/our-news/psnc-publishes-gdpr-
guidance-for-community-pharmacies/



Multiple sclerosis diagnosis Module 1
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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 multiple sclerosis (MS) can be found on the DDA website at:
http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/dispenser-education-modules

Multiple sclerosis (MS) is a chronic 
inflammatory condition of the central 
nervous system that can affect the brain
and spinal cord, bringing with it a wide
range of symptoms. Around 110,000 people
in the UK have MS, and while the disease is
rarely fatal in itself, life expectancy is lower
than average and quality of life – in some,
but not all cases – can be severely impacted.

Aims of this article

By the end of this article, you will:

• Know the three main forms of MS, and 
tests that may be conducted to help 
diagnose the condition

• Understand what happens in the body to 
cause MS symptoms

• Appreciate the wide range of symptoms 
of the condition and the impact they can 
have

Multiple sclerosis is a chronic inflammatory
condition of the central nervous system 
that can affect the brain and spinal cord, 
bringing with it a wide range of symptoms.

Around 110,000 people in the UK have
MS, and while the disease is rarely fatal in

In early MS, recovery is often complete,
but after several relapses it is usually only
partial because the damage to the myelin is
more severe or has compounded the harm
done during a previous attack. Stable 
periods punctuate the exacerbations. 
Some 85 per cent of MS patients have
RRMS in the early stages of the disease.

• Secondary progressive MS (SPMS) is 
the disease stage that generally follows 
RRMS and is characterised by a gradual 
worsening in neurological function, 
sometimes with relapses but without 
recovery periods. Around a quarter of 
those who initially present with RRMS 
progress to SPMS within six years and 
approximately half do so within 15 years 
of onset.

• Primary progressive MS (PPMS) features
gradual worsening of symptoms from 
the outset, without any sudden relapses 
or remissions. The development of the 
disease differs from person to person: 
some may feel they are stable for quite 
a while, but then the symptoms worsen 
quite a bit, whereas others consider 
their decline is steadier.

A very few individuals are diagnosed with
benign MS, which means MRI scans show
that there is damage to the brain and spinal
cord, yet there are no symptoms. This is
often considered RRMS, but with remission
periods that last years.

The majority of people with MS are 
diagnosed during their 20s and 30s – 
indeed, it is the most common non-trauma
induced cause of significant neurological
disability among the under-40s in the UK –
though PPMS is usually diagnosed in
slightly older individuals. Women are two to
three times more likely to develop the 
condition than men, though again this is not
the case with PPMS.

Causes

The cause of MS isn’t clear but there is 
certainly a genetic link, and an autoimmune
element – the immune system mistakenly
identifies the myelin sheath at certain
points around the nerves as something that
shouldn’t be there and so attacks it, which
results in damaged areas known as lesions
or plaques. Other factors may be lack of

itself, life expectancy is lower than average
and quality of life – in some, but not all
cases – can be severely impacted.

Multiple sclerosis is a chronic condition
affecting tiny sections of the myelin that
forms a protective covering around the
nerves in the brain and spinal cord. The 
illness is so named because more than one
site of the central nervous system (CNS)
(hence “multiple”) becomes hardened and
scarred (known as “sclerosis”).

This damage means that messages don’t
pass along the nerves as quickly or 
effectively as they would do otherwise – or,
in some cases, not at all – and the symptoms
an MS sufferer experiences are related to
the areas of the brain and spinal cord that
are affected.

There are three main forms of MS:

• Relapsing-remitting MS (RRMS), in 
which symptoms flare up for a certain 
period of time followed by recovery. 
These exacerbations may involve new 
symptoms or a recurrence of old ones, 
and may last from a few days to 
several months.
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Module 1 Multiple sclerosis diagnosis
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it is particularly warm. The severity of MS-
related fatigue does not necessarily 
correlate to how severe someone’s MS is
considered to be.

• Muscle stiffness and spasms, affecting 
over half of MS patients, are sometimes 
grouped together under the term 
“spasticity”, and this can significantly 
impact movement and activities that 
involve the hands. Many become aware 
of triggers that exacerbate the issue, for 
example, sitting or moving in a certain 
way, infections, constipation, pain and 
even, skin irritation.

• Movement disorder (ataxia) and tremor 
is thought to affect just under half of all 
MS patients, and can be very debilitating 
if severe.

• Visual problems are common, notably 
optic neuritis (ON), is often an early 
reason why people seek medical 
attention as it causes loss of vision in 
one eye. ON usually resolves after a few 
days or weeks but can recur.

Other issues include double vision
(diplopia), involuntary eye movements 
(nystagmus or oscillopsia), which can make
reading and watching television difficult, or
may even cause balance problems, colour
blindness and pain when moving the eyes.

• Pain affects nearly 90 per cent of MS 
patients at some stage. It may be 
musculoskeletal in nature, due to poor 
mobility and posture, or nerve-related 
due to damage to the CNS.

• Bladder dysfunction is often one of the 
most distressing problems experienced 
by MS sufferers, with urinary urgency, 
frequency, incontinence and nocturia

.
• Sexual dysfunction can be significant – 

up to 90 per cent of men experience 
problems such as erectile or ejaculation 
dysfunction and up to 80 per cent of 
women have issues such as reduced 
libido, lubrication and arousal – but few 
bring it to the attention of their health
care team.

• Mental health problems are more 
common in MS patients, including 
depression, anxiety, bipolar disorder, 
psychosis and suicide.

Over half of people with MS develop 
cognitive impairment such as memory
problems, and emotional lability – laughing
or crying without any apparent trigger –
may also occur.

• Bowel problems, particularly 
constipation, are relatively common.

• Speech and swallowing difficulties 
(dysarthria and dysphagia) are 
experienced by many MS sufferers as 
their disease progresses.

• Foot drop resulting from a weakness in 
the ankle can make individuals feel they 
are dragging their foot along the floor 
when walking, and puts them at 
increased risk of tripping.

• Heat sensitivity is more than just feeling 
hot in warmer environments: for MS 
sufferers, it can make people feel more 
tired, experience more pain or a 
worsening of vision problems, or find it 
difficult to concentrate

• Impairment of sensory perception can 
range from the loss of sensation in parts 
of the body to abnormal sensations such 
as numbness, tingling or banding – the 
feeling that there is a tight bank around 
one or both sides of the torso, some
times called “the MS hug”.

• Cognitive problems, for example, 
difficulty remembering things or con
centrating, are usually mild but can be 
a real impediment to everyday life.

One way in which all these disparate
symptoms are assessed is through use of
the Expanded Disability Status Scale. 
The higher the EDSS score, the greater the
level of disability.

sunlight and low vitamin D status, smoking
and viral infections.

Diagnosing MS is somewhat complicated as
there is no one definitive test. Instead, there
will be a series of assessments to exclude
other health issues, and a firm diagnosis
will not be made unless there have been
two separate attacks.

The most commonly performed tests are:

• Blood tests to rule out other causes, 
for example a vitamin deficiency or 
hormone imbalance.

• Neurological examination to check 
for nerve damage. This usually involves 
assessing whether vision, eye 
movements, limb strength, balance, 
coordination, speech and reflexes are 
abnormal and consistent with MS.

• Magnetic resonance imaging (MRI) scan 
to see if there is any damage to the 
myelin sheath surrounding the nerves in 
the brain or spinal cord.

• Evoked potentials test which involves 
monitoring brain activity while the 
patient looks at patterns on a screen or 
is given tiny electric shocks to an arm or 
leg to see if processing is any slower 
than normal.

• Lumbar puncture to see if the 
spinal fluid contains any cells that 
indicate the immune system is trying to 
combat a neurological problem.

Symptoms

Because MS is a condition that affects the
central nervous system, any part of the
body may be affected, meaning that the
symptoms are unpredictable and varied.
However, some that are more common than
others:
• Fatigue is reported by over three quarters

of MS sufferers and is often considered 
the most debilitating symptom.

The tiredness experienced by an MS 
patient tends to be more severe than most
people would describe as “normal”, and it is
often daily – making life quite difficult. This
can often worsen as the day progresses or if
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Blood tests are used to rule out alternative diagnoses

Pain is a known trigger for spasticity in MS
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Fatigue is a common symptom in MS
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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 managing MS in the DEM library, located on the DDA Website at:
www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules

The wide range of symptoms and 
unpredictable nature of the progression 
of multiple sclerosis means that the way 
in which the disease is managed can differ
hugely between patients.

Aims of this article 

By the end of the article, dispensers
will know:

• know some of the measures people with 
MS can take to try and stay well

• appreciate the role of medication in 
this area

• understand how relapses are treated
• be aware of the management options 

for the major symptoms of MS.

A diagnosis of MS is usually a shock to
the patient and their family and friends, but
with the right care and support, there is no
reason why the majority of sufferers can’t
go on to live long, productive and active
lives. The management of MS is broadly 
divided into three categories:

• staying well
• treating relapses
• keeping complications in check.

Staying well

Self-care is incredibly important when it
comes to MS patients staying well as much
as possible: it not only fosters independence,
but also improves quality of life and can
even mean a longer life expectancy.
Relatively simple adjustments such as 
eating a healthy, balanced diet, taking 
regular exercise and staying active, 
stopping smoking and taking advantage of
vaccinations on offer – though live vaccines
may not always be suitable – can make a
big difference.

Another crucial element of MS 
management is the care of a consultant
neurologist and multidisciplinary MS team,
which usually includes a specialist nurse,
physio and speech and language therapists,

plus any other relevant healthcare 
professionals. Regular check-ups should
take place, including a comprehensive 
review at least once a year.

Empowering patients so they feel
equipped to deal with their illness is vital.
While the patient’s healthcare team are the
obvious source of advice, dispensary staff
can make a valuable contribution by being
able to signpost reliable sources of 
information. These include: NHS Choices
and the National Institute for Health and
Care Excellence (Nice), and patient 
organisations such as the MS Trust, MS
Society, MS UK, MS Research, the MS 
National Therapy Centres, and Shift. 
MS, which is particularly popular with
younger people.

Other useful organisations include 
Citizens Advice Bureau, the advocacy 
charities seAP and VoiceAbility, 
Neurological Alliance, and the Drivers 
and Vehicle Licensing Agency.
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Drug therapies

Some patients are prescribed disease-
modifying therapies (DMTs) which can 
help to reduce the frequency and severity
of relapses, and therefore slow the 
progression of the disease.

There are two categories of drugs:
those considered highly effective 
(daclizumab, alemtuzumab and natalizumab)
and a group deemed moderately effective,
which includes the beta-interferons. While
it might seem obvious for all MS patients
to be on one of these drugs – and ideally
one that is highly effective – the situation 
is complicated by the fact that research
has shown that not everyone benefits. 
In addition, potential side effects range
from relatively minor to severe and, even,
potentially fatal, and some formulations
are not suitable for self-administration
(many are injections). Costs can also 
be prohibitive.

Dispenser
Education

Module 2

Managing MSManaging MS
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For these reasons, only patients with 
active MS – defined as two or more 
relapses in the previous two years – are
prescribed these drugs.

As with many chronic conditions, many
patients with MS will at some point wonder
if complementary and alternative medicines
(CAM) may be of benefit. In its guideline,
the National Institute for Care and Clinical
Excellence (Nice) states that certain forms
– for example, reflexology and massage –
may be helpful to give a sense of wellbeing.
However, the organisation is clear in stating
that there simply isn’t enough evidence to
make any firm recommendations.

Relapses – other than those that are 
mild – are usually treated with high dose
corticosteroids – tablets or injections.
These generally reduce both the severity
and duration of the episode.

As well as having to cope with the side
effects of the treatment, patients may find
that their cognitive function declines 
temporarily. While the worst of the attack
will be over within two or three months,
there may continue to be an improvement
for up to a year, and between a third and a
half of all relapses result in some residual
disability.

Because the symptoms of MS vary
widely, generally, each symptom is treated
individually.

In each case, any underlying causes
should be assessed for and resolved if
needed, for example, anaemia resulting 
in fatigue.

In the absence of any identifiable 
underlying cause:

Fatigue is best tackled by minimising any
precipitating factors, such as heat and
stress, taking regular exercise and pacing
activities, so energy can be reserved for
the most pressing needs, and rests
planned as needed. Therapies such as 
cognitive behaviour therapy, mindfulness
training, or supervised exercise programmes
can be helpful, and sometimes drug 
therapy with amantadine is offered.

antimuscarinic agent such as oxybutynin,
tolterodine or darifenacin, whereas 
bladder exercises under a continence 
advisor may help those who don’t feel they
empty themselves fully when they go to 
the toilet. Occasionally catheterisation 
is needed.

Sexual dysfunction may improve if the 
individual and their partner have 
relationship counselling or see a sex 
therapist. Men who experience erectile
dysfunction may be prescribed a medicine
that increases blood flow to the penis, 
such as sildenafil.

Mental health problems are addressed 
according to the main issue. For example,
depression or emotional lability usually 
responds to an antidepressant. Sometimes
talking therapies such as cognitive 
behavioural therapy are appropriate.
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Spasticity often responds well to 
physiotherapy, but muscle relaxants such
as baclofen have a place if spasms are very
painful. Tizanadine or dantrolene may be
tried if first line measures don’t help, with
benzodiazepines reserved as third line.

Ataxia and tremor are difficult to tackle as
the available evidence doesn’t support any
specific treatment. Physiotherapy or 
occupational therapy may help at a 
practical level.

Pain that is musculoskeletal in origin 
usually improves if the mobility or posture
problem is addressed. Neuropathic pain
can be managed using the antidepressant
amitriptyline or the anti-epilepsy 
medicines gabapentin or carbamazepine.

Bladder dysfunction is managed according
to the major issue that needs addressing;
for example, an overactive bladder or 
disturbed sleep because of night time 
toilet visits may be treated with an 
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For further information contact 
MS Society or visit:
www.mssociety.org.uk

0808 800 8000
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GPs’ contract changes dominate the start of 2018-19
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Scottish rural GPs warned of years
to come on income support

BMA vows to fight on for English and Welsh GPs 

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 Rural GP Association of Scotland
(RGPAS) believes the vote to accept the
Scottish GP contract will place rural 
practices on ‘income support’ and will force
rural GPs to operate amid great uncertainty
for at least three to five years.

In a statement issued after the vote in
January, RGPAS chair Dr David Hogg said:
“The concerns raised by RGPAS about

The BMA has vowed to continue to fight for
improvements to general practice after 
securing £256m investment for GP 
contracts, including for pay, expenses 
and indemnity cover for GPs in England.

BMA GP committee chair Richard Vautrey
has described the increases to GP pay as
“long-overdue”, and a start to rectify “a
decade of pay cuts”.

The organisation has called for future
contract negotiations that centre on 
achieving a pay increase for doctors of the
retail price index (RPI) plus 2 per cent and
to bring in a state-backed indemnity
scheme for GPs from next April. The BMA
also wants to see a review into GP premises 
beginning as early as this summer, 
increased social prescribing and local pilot

maintaining rural health services appear to
have been ignored, and look set to remain
so until they can be addressed in phase two
of the contract.”

This phase is not expected to take place
until at least 2020-21 and will depend on a

schemes as part of the electronic 
prescription service roll-out.

The contract for England came 
into effect on 1 April.

The contract also includes a commitment
to end advertising of private services by GP
practices which should be provided free of
charge by the NHS.

short-life working group on rural practice,
which is yet to be established.

Dr Alan McDevitt, BMA’s Scottish GP
committee chair has reassured rural GPs
that this group would find solutions “that
work well for rural areas”. He said that
SPGC had “heard the concerns… around
how additional services and health 
professionals will be provided in rural 
areas and their concerns about the income
and expenses guarantee”. 

• Dispensing GPs in England and Wales 
are also reminded of the average 4.15 
per cent rise in the dispensing fee from 
April 1. DDA members can read the 
updated SFEs and get more information 
from DDA online at:

https://www.dispensingdoctor.org/
news/dispensing-fees-rise-april-2018/

The new Scottish contract in
a nutshell...
Announcing the 2018 Scottish GP contract,
the Scottish Government has pledged to
consider the current dispensing 
arrangements and look for “mutually
beneficial improvements”. The BMA 
and the DDA will work together in a
short-life working group to define what 
improvements should be made to 
dispensing practices in Scotland.

The new Scottish contract aims to 
re-focus the role of GPs as expert 
medical generalists by introducing other
healthcare professionals in expanded
multi-disciplinary teams.

A new funding formula for general 
practice, an end to the Quality Outcomes
Framework and new quality clusters 
aim to better reflect current workload,
according to the BMA.

Read more about the Scottish contract from the BMA at https://tinyurl.com/y8p4gya7

The numbers: England and Wales
Agreement reached with NHS England
over the terms of the 2018/19 contract
will see the following changes:
• Initial 1 per cent increase in pay and 

3 per cent uplift to expenses, ahead of 
any future announcement on pay by the 
DDRB (Review Body on Doctors’ and 
Dentists’ Remuneration)

• Some £60m to support GPs with 
medical indemnity costs, and £10m to 
support the roll out of e-referrals

• Increases to reimbursements for 
locum cover resulting from staff 
sickness and parental leave

• Uplift to vaccination and immunisation 
payments.

For Wales, the key points are an uplift of
£11.67m to cover:

• 1 per cent for pay and a 1.4 per cent 
increase for general expenses

• Additional £2.7m towards the rising 
costs of professional indemnity 
(interim solution)

Read more on the contract deal for
England from the BMA online at:
https://tinyurl.com/y8q4nf5z

Read more on the deal for Wales from
the DDA online at:
https://tinyurl.com/yaofl8ba
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