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A welcome from the DDA
Chief Executive Matthew Isom

MPs and Lords have been told of the 
dispensing doctor difference in strategic
messaging to parliamentarians.
In a special issue of ‘The House’ magazine,
MPs have been challenged to take five 
simple actions to secure equitable rural
health services that safeguard the health 
of rural constituents:

• Will you do all you can to protect the 
unique rural GP one-stop-shop service 
that improves people’s access to scarce 
healthcare resources?

• Will you recognise that rural medical 
practices are the hub of their local 
communities, offering traditional family 
doctor GP services, creating skilled 
jobs for local people, and reducing 
social isolation?

• Will you join in the lobby for urgent 
improvements to the rural infrastructure, 
particularly, public transport and 
broadband?

• Will you support the call for an updated 
rural NHS funding formula that 

recognises the increased costs of 
delivering a robust and resilient health 
service in rural areas?

• Will you recognise that dispensing 
income is vital for the sustainability of 
high quality rural general practices?

The full issue of ‘The House’ can be 
viewed online via the link:

https://tinyurl.com/ybmssj52

Welcome to the latest supplement in 
association with Accord.

IT disasters seem to be occurring thick and
fast across all sectors.  A few weeks ago,
roughly half of the dispensing practices in the
country were affected by a problem arising
from an update to the software powering
their patient app.

The first I knew anything about it was when
I received a frantic telephone call from a
practice manager.  Quite apart from the 
obvious inconvenience and stress that these
problems cause practices and their patients,
they demonstrate the absolute requirement
for careful planning, consultation and 
communication with those affected by the 
potential changes before they are initiated. 
It was only after disaster struck, that I had
any communication with the IT supplier 
responsible, and it was initiated by me.  
The company responded in a timely and 
responsible fashion and worked closely with
an affected practice to ensure that its fix
worked.  It is just a terribly pity that things
have been done in this topsy turvy way!

This episode also demonstrates, yet again,
that the Department of Health & Social Care,
NHS England, NHS Digital and their suppliers,
do not have the needs of rural dispensing
practices anywhere on their lists of priorities.
Despite the DDA’s best endeavours, it feels
like we are pushing water up a hill.   

Please help us by writing to your MP about
this and your concerns about the future of
rural general practice. There is a toolkit on
our website:
https://www.dispensingdoctor.org/
about-the-dda/dda-political-lobby-documents/ 

Parliament hears of the dispensing
doctor difference

The DDA has announced that the theme of
its 2018 conference is ‘Dispensing - staying
ahead of the curve’.

As well as receiving the bespoke conference
programme of dispensing practice content,
DDA members attending the conference will
be able to take away free copies of the new
2019 DDA Dispensing Guidance. This is
being updated to include key information on
the following aspects of dispensing practice:

• General Data Protection Regulation (2018)
• The Falsified Medicines Directive (2019)
• Changes to pharmaceutical services 

legislation (control of entry)

The two days of the 2018 annual conference
are a great opportunity to network with 

colleagues and pick up tips and hints to 
improve all aspects of your dispensing
practice. Registration is free to dispensing
practices, so don’t delay – register for your
free place now.

The draft conference programme includes
sessions from Dr Rob Lambourn, chair,
RCGP Rural Forum, and Dr Richard Vautrey
speaking on the topic of rural general 
practice. and an update on the Falsified
Medicines Directive, which comes into 
law in February 2019. 

For news and information on registering
for the 2018 DDA annual conference visit:
https://www.dispensingdoctor.org/
conference/
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Pack size July 18 (£) August 18 (£) Changes (£) Changes (%)Top 10 price increases

According to Accord’s analysis, following the
August adjustment: 
• 622 products are in Category M – 

no change on July adjustment
• All 622 products increased in price
• positive reimbursement adjustment of 

15.8% across all products, equating to an 

average increase in reimbursement of 
£5,133 per quarter  

The August adjustment follows the more
routine July adjustment, which saw:
• 267 reimbursement prices increased
• 345 prices decreased

• Six deletions to the category this month: 
aciclovir 200mg dispersible tablets 25s, 
lisinopril 20mg/hydrochlorothiazide 12.5mg 
tablets 28s, quinapril 20mg tablets 28s, 
sotalol 40mg tablets 28s, terazosin 5mg 
tablets 28s, trimethoprim 50mg/5ml OS 
SF 100ml

• Four products added: dutasteride 0.5mg
capsules 30s, gliclazide 40mg tablets 28s, 
methadone 1mg/ml OS SF 100ml and 500ml.

• However, underlying Category M prices 
will continue to be based on manufacturers’ 
data so prices will still reflect the lower 
purchase prices that led to the additional 
reduction in prices seen in the July Tariff.

PSNC director of pharmacy funding Mike Dent
said:

“The decision to cease margin recovery in the
short-term in light of PSNC’s representations
about contractors’ cash flow is very positive
and reflective of the collaborative relationship
that we are trying to rebuild with the DHSC.

“Further excess margin earned by pharmacies
in 2016/17 will need to be recovered at a later
date, and before the October drug tariff 
is published. 

“PSNC will work with the Department, to get
the best possible deal for contractors and to
ensure that any future mechanisms to correct
margin delivery are as manageable as possible
in terms of cash flow.”

All prices increased in surprise August Cat M adjustment:

Propylthiouracil 50mg tablets 56 £21.03 £39.04 £18.01 85.6

Pravastatin 10mg tablets 28 £0.42 £0.50 £0.08 19.0

Furosemide 20mg tablets 28 £0.48 £0.57 £0.09 18.8

Amoxicillin 250mg capsules 21 £0.70 £0.83 £0.13 18.6

Atenolol 25mg tablets 28 £0.44 £0.52 £0.08 18.2

Amoxicillin 250mg capsules 15 £0.50 £0.59 £0.09 18.0

Bisoprolol 2.5mg tablets 28 £0.50 £0.59 £0.09 18.0

Candesartan 4mg tablets 7 £0.39 £0.46 £0.07 17.9

Bendroflumethiazide 2.5mg tabs 28 £0.39 £0.46 £0.07 17.9

Oxytetracycline 250mg tablets 28 £0.56 £0.66 £0.10 17.9

Accord’s  guide to help dispensers maximise profits

According to English pharmacy contract 
negotiator the Pharmaceutical Services 
Negotiating Committee (PSNC):  

• The increase is because DHSC has agreed 
to cease the £15 million per month 
reduction in prices that had been in place 
to recover estimated excess margin 
delivered to pharmacies in 2015/16 and 
2016/17.

• The decision to cease the Category M price 
reductions to recover margin now was a 
result of negotiations with PSNC in which 
we raised concerns about the impact of 
price reductions on contractors’ cash flow.

PSNC statement on August Category M changes

Pack size April 18 DT (£) July 18 DT (£) Changes (£) Changes (%)Top 10 July price decreases

Olanzapine 7.5mg tablets  28 £29.71   £7.48 -£22.23 -74.8

Olanzapine 20mg tablets 28 £36.83 £11.60 -£25.23 -68.5

Dutasteride 500microgram capsules 30 £12.73 £4.14 -£8.59 -67.5

Sumatriptan 50mg tablets 6 £6.94 £2.43 -£4.51 -65.0

Methadone 1mg/ml oral solution sugar free 100 £2.08   £0.74 -£1.34 -64.4

Levetiracetam 1g tablets 60 £54.76  £19.80 -£34.96 -63.8

Olanzapine 15mg tablets 28 £24.58  £8.90 -£15.68 -63.8

Propylthiouracil 50mg tablets 56 £55.21 £21.03 -£34.18 -61.9

Quetiapine 100mg tablets 60 £43.54 £17.01 -£26.53 -60.9

Quetiapine 300mg tablets 60 £72.57 £28.56 -£44.01 -60.6
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Dispensary profitability

Price scrutiny

The regulations, which were first mooted in
August 2017, aim to improve transparency in
the generics market and reduce the exposure
of the NHS to price shocks. The legislation 
follows a report by the National Audit Office
into generics price increases.

MPs have also spent time looking at recent 
increases in generic prices increases and the
Public Accounts Committee has conducted an
inquiry. In this, the pharmacy negotiator for
England, the Pharmaceutical Services 
Negotiating Committee made a number of
recommendations to improve the generics
supply system in the future, including a new
price concessions system.

The response also details the added 
pressures faced by dispensers, including
those based in GP practices.  In summary, 
the PSNC response is as follows:
• The Department of Health and Social Care 

(DHSC) has struggled to determine the 
reasons behind generics price increases. 
This is a complex market, and many factors 
are likely to have contributed to the problems

• One underlying problem may be the sheer 
efficiency of the generics purchasing market 
in the UK. The UK now has some of the 
lowest generics prices in the world. While 
this has a clear advantage for the NHS, it 
also means that there is little scope to 
absorb any short-term problems that 
escalate costs in the market  

• The new regulations on information disclosure
on healthcare products will greatly increase 
the transparency of the marketplace (for 
DHSC) and thus improve its ability to manage
supply effectively. It will also allow it to get 
data from the supply chain very quickly, 
which should improve its ability to set 
reimbursement prices for shortage lines

• Contractors should not be the victims of 
adverse events or activity further up the 
supply chain

• Any pricing system must balance fairly 
contractors’ duty to supply with a reasonable
purchase risk

• Any data used to set prices must relate to 
the period for which a concession is given

• Fair distribution of margin is required for 
contractors' funding to work properly. 
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What’s happening to
dispensary profitability

At the DDA, we have been receiving increasing
queries about dispensing profitability – normally
following the accountant’s meeting with the
partners to discuss end-of-year accounts.
Anecdotally, for the most recent accounting
year quite a number of practices are reporting
a drop in dispensing profits.

There is a set accounting standard for 
reporting dispensing profits and this only
takes into account the NHS Prescription 
Services returns minus all drug costs excluding
VAT. The resultant figures of total dispensing
and percentage dispensing profits allow 
comparisons between dispensing practices.

In an ever-changing marketplace it is hard
to draw conclusions about profitability: a 
number of years ago some practices were
achieving a minimum of 40 per cent gross
profit. Today, the average figure is more likely
to be between 30-35 per cent. It is important
to remember that gross profit is highly 
dependent on an individual practice’s 
prescribing mix.

Gross profit per patient

Practices may find it helpful to look at gross
profit per dispensing patient per annum and
consider that most practices should achieve 
at least £50 gross profit per dispensing patient
per annum. Of course, gross profit does not
take into account staff, premises and service
costs, and to assess true profitability these 
additional costs should be taken into account.
This is a very simplistic statement as some
staff working in dispensaries also fulfil 

non-dispensing tasks, such as putting 
repeats through for non-dispensing patients.

To assess whether profitability is falling, 
you can compare percentage gross profit 
year-on-year.  This figure will be affected by a
myriad of factors, including the patent expiry
of high-cost brands and the competitiveness
of generics (which usually offer a much higher
profit percentage). These days very few
branded products give a discount over and
above the discount abatement (usually 11.18
per cent) – or even at all. It is worth identifying
and supporting those companies that do still
provide a decent discount, provided patient 
interests and those of the NHS are always 
put first.

Other factors affecting profitability include
the drastic reductions in Category M prices,
when not accompanied by similar reductions
in purchase prices, leading to significant
losses. The expansion of the electronic 
prescription service has seen many 
dispensing patients poached by pharmacy.
This is an area that needs vigilance and 
practices may need to step up their game to
provide the same level of service as the chains
or the internet pharmacies. We have all seen
the growth of on-line shopping thanks to the
convenience it offers, service problems
notwithstanding.

Information transparency

So-called ‘Big brother’ dispensary margins
regulations, which came into force in England
from Sunday 1 July, require dispensing 
practices in England only to keep invoices or
supporting information related to medicines
for NHS dispensing for four years, for 
presentation on request. The information, 
required by the new Health Service Products
(Provision and Disclosure of Information) 
Regulations 2018, should state:
• discounts, payments or payments or 

benefits in kind received
• the name of the supplier
• the quantity, by pack size, purchased
• the net purchase amount, or a reasonable 

estimate of the net purchase amount, paid 
for the purchase

• the terms on which any discounts, payments,
or payments or benefits in kind were given.

These requirements also apply to dispensing
doctor practices in England with a wholesale
dealer’s licence, where the net income from
wholesaling is less than £5 million.
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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 problem drinking can be found on the DDA website at:
http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/dispenser-education-modules

Many people enjoy a glass of wine with a
meal, or, perhaps, a G&T or beer when
meeting friends in a bar or pub after work.
But for some, drinking is a health problem:
in 2015/16 in England, 7 per cent of all 
hospital admissions – well over one 
million – were related to alcohol 
consumption, and in 2015, over 1 per cent 
of all death certificates cited alcohol as a 
contributory factor.

This training, available free and exclusively
to DDA members, is designed to provide
practice dispensary staff with background
information on problem drinking so you can
better support your patients who are affected.

Aims of this article

By the end of this article, you will:
• know the UK guidelines on alcohol 

consumption
• understand the risks posed by drinking, 

including bingeing
• be aware of some of the tools available 

to assess problematic alcohol 
consumption

• grasp the terminology used to classify 
problem drinking

• appreciate the ways in which the various 
levels of severity are managed.

The CMO document also strongly advises
against bingeing – drinking a lot over a
short period of time, or drinking to get
drunk – due to the increased risk of putting
alcohol into the body more quickly than it
can process it.

Effects on body and mind

The short-term effects of alcohol are
widely-known, for example, impaired 
balance and coordination, which increases
the risk of accidents and falls, and memory
loss, which can lead to uncharacteristic 
behaviours like unprotected sex. Alcohol is
dehydrating – which gives rise to the classic
headache associated with a hangover – and
also makes the stomach produce more acid
than usual, which can trigger indigestion
and vomiting. Some people also become 
aggressive, which can be dangerous both
for the drinker and those around them, or
lose consciousness, which in turn can 
compromise breathing and circulation. 

The long-term risks of alcohol are well
documented, and include an increased
chance of developing many cancers (most
notably of the mouth, throat, bowel, 
stomach, liver and breast), cardiovascular
disease including arrhythmias and 
hypertension, liver disease and pancreatitis.
There is also an increased risk of mental
health problems, including depression, 
anxiety, misuse of other substances, 
self-harm and suicide, and social problems
such as relationship breakdown, domestic
violence and child abuse.

A woman who drinks during pregnancy
additionally puts the health of her baby at
risk. Miscarriage and stillbirth rates are
higher among expectant mothers who
drink, and heavy drinking – more than five
units per day on a regular basis – can cause

Units and limits

While the popular media loves a “red wine
is good for you” headline, this is at odds
with guidance on drinking that was 
published by the Chief Medical Officers 
for all four UK countries in 2016. This stated
that any level of alcohol consumption poses
a risk, and there is no justification for 
drinking for health reasons. Men and
women are now advised to drink no more
than 14 units of alcohol per week, spread
evenly over three or more days, and to try
and have several alcohol-free days each
week. This is known as the “lower risk
limit”. Expectant mothers are recommended
to give up alcohol altogether, as no level 
of drinking is considered safe during 
pregnancy.
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referred to as alcoholism – is when an 
individual craves, is preoccupied with, 
and has a tolerance to alcohol, and 
continues to drink even though their 
quality of life is being compromised.

Many people engage in hazardous drinking
at some point, but will not seek or even 
require help, as they change their behaviour
voluntarily. Harmful drinking may be picked
up by health or social care services, and the
patient supported to make a change as part
of a raft of lifestyle measures.

Alcohol dependence, however, is a 
different beast entirely, and may plague an
individual for many years, if not their entire
adult life. Much of this stems from the 
withdrawal symptoms that hit when the
patient tries to reduce or stop their drinking,
which can include tremor, sweating, feeling
sick, a raised heart rate, anxiety, confusion
and sleeping difficulties, and, even, 
hallucinations and seizures.

The management of problem drinking is
dictated by its severity:

• Brief advice can be all that is needed for 
hazardous and harmful drinking. It 
should cover the possible harm that is 
being caused by the drinking, and the 
potential benefits of changing the 
behaviour. Practical advice includes: 
recognising triggers and high risk 
situations; finding ways of avoiding or 
dealing with them, eg, alternative 
activities such as sport or reading;  
keeping a diary; asking family and 
friends for support. Follow-up is 
essential to see how the person is 
getting on with attaining their goal.

• Extended interventions are necessary 
for those who do not respond to the 
above or who have more problems, but 
are reluctant to seek help from specialist
services. Up to five sessions, usually 
lasting 20-30 minutes, may be provided 
by someone who has undertaken 
training in this discipline

• Psychological interventions, for example
a 12-week course of focused cognitive 
behavioural therapy, is a good add-on 
for harmful drinkers who have mild 
alcohol dependence

• Specialist alcohol treatment services 
are a good option for people who have 
not responded to other measures, 
who have moderate to severe alcohol 
dependence, or whose health is being 
significantly harmed as a result of their 
drinking. Withdrawal programmes, 
involving both medication and 
psychosocial support (the latter as 
already described), can be delivered 
through:

• hospital outpatient departments for 
those with mild to moderate alcohol 
dependence (two to four meetings per 
week for the first week)

• community clinics for individuals with 
mild to moderate dependence and 
complex needs, or severe alcohol 
dependence (requiring attendance 
during the day on four to seven days per 
week for three weeks)

• in-patient settings for higher risk or 
more severe cases.

• Immediate medically-assisted alcohol 
withdrawal – through accident and 
emergency departments – is indicated 
for those in, or at risk of acute alcohol 
withdrawal, particularly if they are frail, 
have other health problems or learning 
disabilities, or have no social support.

The medication used for assisted 
withdrawal is diazepam or chlordiazepoxide,
started at a dose that is matched to the
severity of the dependence and/or regular
daily alcohol consumption, and reduced
over seven to 10 days (or longer if needed).
Acamprosate, naltrexone or disulfiram may
be offered after successful withdrawal.

foetal alcohol spectrum disorders, such as
malformations of bones, organs and facial
features, problems with eyesight and 
hearing, poor growth during pregnancy and
throughout life, and developmental issues.
These may not be obvious at birth and only
become apparent later on, for example,
when the child is at school.

Assessing the issue

Over recent years all staff working in 
primary care have been encouraged to 
incorporate screening for problem drinking
into their everyday practice. How this is
done varies hugely: as part of new patient
registration, medication review or 
monitoring for other conditions to more 
focused efforts including screening of high
risk individuals, for example, those who
regularly seek emergency contraception 
or who have relevant physical or mental
health conditions.

Some organisations also encourage 
people to self-identify that they may have an
issue with alcohol. CMO guidelines describe
lower-risk, increasing risk and higher risk
levels of drinking.

The sense that a person’s drinking is not
properly controlled may also come up in
general conversation. People can express
feeling guilty about the amount they drink,
how they want to cut down, are being 
criticised for their intake, have had memory
loss or had to cancel an appointment or
work as a result of drinking. Someone may
also let slip that they have reached for 
alcohol first thing in the morning, maybe as
a hangover cure or just to deal with the day
ahead of them.

A brief evaluation tool for use by 
dispensary staff is the Fast Alcohol 
Screening Test (FAST), which involves just
four questions and identifies over half of
those who have an issue with alcohol after
the first. There are also self-assessment
quizzes available online.

Addressing problem drinking

There are three classifications for individuals
who have an issue with alcohol:

• Hazardous drinking describes someone 
who is drinking at levels above that 
deemed “lower risk”, but who isn’t 
experiencing significant problems  

• Harmful drinking may be at similar 
levels to the above, but is associated 
with problems: frequent accidents, a 
physical or mental health problem, or 
personal difficulties

• Alcohol dependence – sometimes 
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Cognitive therapy may be appropriate for those people with a mild alcohol dependency
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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 endometriosis in the DEM library, located on the DDA
Website at: www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules 

According to the charity Endometriosis UK,
around 1.5 million women in this country
live with this gynaecological condition –
which is similar to the number of women
living with diabetes.  In view of the 
debilitation it can cause, and the 
potentially profound complications of 
infertility and incontinence, endometriosis
is rightly considered a condition worthy of
dispensers’ attention.

Aims of this article 

By the end of this article, dispensers will:

• know what endometriosis is and the 
symptoms it can cause

• understand how the condition is 
diagnosed

• be aware of how endometriosis is 
managed, including pharmacological 
and surgical options

• appreciate some of the issues faced by 
women who have the disease, and the 
impact it can have on them and 
their families.

What is endometriosis? 

The condition endometriosis occurs when
the cells that line the inside of the womb
(known as the endometrium) are found
elsewhere in the body.  These locations
usually include the exterior wall of the
womb, the Fallopian tubes or other areas
of the pelvic region. Occasionally, deposits
are also found in the bowel or chest. 
Because this endometrial tissue is in a
place where it shouldn’t be, an 
inflammatory reaction is triggered.

The symptoms of endometriosis can be 
period-like in their nature, with irregular
and/or heavy bleeding and lower abdominal
pain. Other symptoms may include 
discomfort during sexual intercourse, 
rectal bleeding, bowel problems such as
constipation or diarrhoea, feeling sick,
blood in the urine, pain in the tops of the
legs, and tiredness. Endometrial tissue 

responds to the hormonal changes of the
menstrual cycle, so symptoms often vary in
timing and nature throughout the month,
though they are sometimes continuous.

The cause of endometriosis is unknown,
but hormones, the immune system, and
genetics all play a part. What is much 
better understood is the impact of the 
condition: the charity Endometriosis UK
has estimated the cost to the country’s
economy at £8.2 billion a year, a figure that
takes into account the price of healthcare
and treatments as well as lost working
days. However, it is worth bearing in mind
that endometriosis isn’t just a condition
that affects women of working age,
teenage girls may also be sufferers, and it
can have a real impact on their education.

Complications are common and can be
devastating, both physically and 
emotionally: between a quarter and half of
women who experience fertility problems
are believed to have endometriosis. 
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Conception problems can relate to the 
formation of cysts and adhesions, which
can distort the normal anatomy of the
woman’s reproductive system, and due 
to sub-optimal processes which influence 
the chances of a successful pregnancy,
such as egg quality and number, and 
implantation in the wall of the womb 
after fertilisation.

Diagnosing endometriosis 
Coping strategies employed by women 
with this condition include not going 
far from home and frequent use of 
over-the-counter painkillers. The erratic
nature of the symptoms of endometriosis
often mean that other conditions may be
suspected, for example, irritable bowel
syndrome or pelvic inflammatory disease.

The only test that can confirm 
endometriosis is a laparoscopic 
examination, ie, keyhole surgery to closely
examine the inner state of the reproductive

Dispenser
Education

Understanding... endometriosis
Module 4
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system. However, this procedure is 
invasive so is usually only carried out after
a woman has undergone a pelvic and 
abdominal examination, an ultrasound
scan and, perhaps, a blood test for
anaemia if there has been heavy bleeding.

Managing endometriosis 
A non-steroidal anti-inflammatory drug
(NSAID) such as ibuprofen is the usual first
step in the management of endometriosis,
assuming there are no reasons why the
woman shouldn’t take it and she is 
prepared to use it according to guidelines.
Paracetamol is an alternative or can be
added to the NSAID, and has a more
favourable side effect profile. Opioids are
often necessary because of the high levels
of pain many women experience, but
alongside the usual cautions, it is worth
bearing in mind that a common side effect
is constipation which can aggravate 
symptoms already affecting that area of
the body.

To reduce symptoms, hormonal medicines
that suppress ovulation are used. The 
intervention with the most supporting 
evidence is a progestogen-releasing 
intrauterine system, but injectable or 
subdermal contraceptives, or a 
progesterone-only pill (POP) containing
desogestrel are also options. Other 
alternatives include combined oral 
contraceptives containing ethinylestradiol
as the oestrogen component plus 
norethisterone, norgestimate or 
levonorgestrel as the progestogen.
Some women may prefer to take a 
hormonal medicine that isn’t a 

Surgery is sometimes needed. The most
common procedure for women looking to
improve their chances of falling pregnant
is to remove endometriosis deposits, and
this often takes place at the same time as
the laparoscopy that confirms the 
diagnosis. Women who have completed
their families, or don’t want children, and
for whom other treatments have failed,
may opt for more radical surgery: the 
removal of their womb, ovaries and 
associated structures.

Support 
The impact of endometriosis can be 
significant, not just in terms of symptoms,
but also on economic productivity and
quality of life. Women can benefit from 
the help and support from charities such
as Endometriosis UK.
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contraceptive, in which case the oral
progestogens norethisterone or 
medroxyprogesterone may be prescribed.
Pain relief can be taken alongside all of 
the above if needed alongside general 
self-help measures such as taking a 
warm bath, using a hot water bottle, 
eating healthily and keeping hydrated, 
and sleeping well. 

There isn’t any compelling evidence 
supporting use of complementary or 
alternative therapies such as reflexology,
acupuncture or vitamin and mineral 
supplements, though some women 
report finding them very helpful.

If these options prove ineffective, the
woman will be referred to a specialist. 
Options at this level include:

• Gonadotrophin-releasing hormone 
(GnRH) analogues, which act on the 
pituitary gland to reduce oestrogen 
concentrations in the body. Symptoms 
can get worse before they get better, 
and if used long-term, hormone 
replacement therapy is also required to 
reduce the risks associated with low 
oestrogen levels, such as a reduction in 
bone density. This, in turn, brings with 
it the chance that the endometriosis 
flares back up again.

• Danazol is an androgen that is effective 
at reducing oestrogen levels via its 
action on the pituitary gland, but is only 
occasionally used because there is a 
high risk of severe side effects such as 
hot flushes, depression, abnormal body 
hair growth, muscle cramps, weight 
gain, low sex drive and oily skin.

For further information contact 
Endometriosis UK or visit:
www.endometriosis-uk.org

0808 808 2227
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Endometriosis can severely impact on women lives, keeping them close to home

Danazol is only occasionally used because there is a high
risk of severe side effects such as depression



Dispensing practice in Parliament

8 www.dispensingdoctor.org

MPs examine the knock-on effect of

health service underfunding

Pharma Brexit concerns highlighted
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A House of Commons debate has 
highlighted the knock-on effects on police
services of under-provisioned rural 
health services.

In a debate on rural crime and public
services,  MPs heard that the sparsity of 
social, mental health and more general

Parliament’s Business, Energy and 
Industrial Strategy Committee has warned
that leaving the EU without a deal for 
pharmaceuticals “would risk a hugely 
damaging effect on the sector in the UK”.

In a new report, MPs say: “We sought 
out any potential benefits to the UK 
pharmaceutical sector from Brexit, but

health services in
rural areas forces
rural police to take
an increased role as 
an auxiliary social and emergency service.

Louise Haigh (Sheffield, Heeley, Lab)
said: “This is not only wrong for the police…

found that any small gains would be 
hugely outweighed.”
Explaining their concerns, MPs say:
• The potential for speedier approval of 

medicines is outweighed by the risk of 
no access at all to other products

• The potential for weaker intellectual 
property regulation is outweighed by a 
potential loss of investment in the UK

• The potential for stronger intellectual 
property protection is outweighed by the 
potentially huge costs for the NHS and 
harm to the generic pharmaceuticals
sector

• The potential for change to how we 
conduct clinical trials is outweighed by 
the loss of access to huge number of 
participants across Europe

• The potential for new, untapped markets 
simply does not exist in an already global 
sector in which the UK is highly engaged.

The report also quantifies the cost of Brexit
for patients. It states: “With 73 per cent of
pharmaceutical imports coming from the
EU, access to pharmaceutical products
could be reduced. The UK, with only 2.3 per

but, most importantly, wrong for the people
struggling with their health needs, who are
met with a criminal justice response 
rather than a health one because the
proper provision simply is not available.”

Launching the debate, Ms Haigh 
highlighted the increased costs and 
challenges of delivering public services
across large, sparsely populated 
geographical areas.

She has called on Government to 
ensure that rural communities are not 
disadvantaged in the delivery or quality of
public services. She said: “In the public
imagination… rural Britain is a place of near
meadows, still streams and sleepy villages,
but the challenges facing it … are significant
and unique.”

The debate noted that rural crime cost
the UK economy £42.5 million in 2015, 
“One of the greatest challenges our policing
model faces is its ability to provide a 
consistent service to every victim, and 
indeed offender, regardless of where they
live,” she said.

Read the debate online at:
https://tinyurl.com/y883f8va

cent of the global market compared to the
EU27’s more than 22 per cent, may become
a less attractive location to launch new
medicines.”

For the pharmaceutical sector, it warns
that £11.9 billion of exports and more 
than 446 million potential patients and 
consumers in the EU are now at risk.

Other issues include concerns that many
new medicines and ingredients will still be
subject to tariffs, which might be funded by
the taxpayer having to underwrite extra
costs to the NHS. A divergent regulatory
regime could see extra costs of £45,000 for
each new medicine released in the UK,
making the UK an unattractive small 
market for specialised medicines, and 
risking the loss of access entirely to 
some products.

Non-tariff barriers could risk delays to
time- or temperature-sensitive products at
the border, rendering them unusable.

Read the report online at:
https://tinyurl.com/y7m55cdj
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Louise Haigh, MP
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