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A welcome from the DDA
Chief Executive Matthew Isom

The dispensing fee scale for England and
Wales will rise from October 1, 2018, by an
average of 14.8p per item (6.9 per cent).

The basis for dispensing fee calculations 
is the dispensing envelope for 2018-19,
which is valued at £180.98 million. This is
calculated by taking the 2017-18 envelope
(3178.61 million) and adjusting this figure
for any over/underspend in 2017/18 and 
uplifting the cost element and profit element.

Compared to 2016-17, in 2017-18 there
was a reduction in the number of fees (an
underspend) of £410,242. The proposed
feescale for 2018-19 takes into account this
underspend, as well as other calculations.

To view the full feescale, visit DDA Online
at: https://tinyurl.com/y7qu6g7f

For those of you old enough to be watching
American serial dramas in the 1980s you will
remember the famous Hill Street Blues
catchphrase ‘Let’s be careful out there!’ And,
for dispensing GPs attempting to navigate the
choppy waters of NHS reimbursement amid
the storm of the Falsified Medicines Directive
(FMD) and aggressive NHS digital marketing
by online pharmacies, how apt this call to 
action remains today. 

There is no doubt that these are very 
challenging times. At this year’s DDA annual
conference, delegates heard at first hand the
Department of Health’s commitment to 
implementing the FMD from February 9, 2019,
despite the concerns evident in the room. As
time ticks away, dispensers are rightly asking:
“Where is the software?”, “Who do I go to for
training?”, and “Will patients understand why
these additional checks are suddenly now
necessary?” And, it almost goes without 
saying that GP partners definitely want to
know “Who’s going to pay for this?” 

In his address to this year’s DDA conference,
DDA chairman Dr Richard West called on the
NHS and politicians to “look after what you
have”. He said: “Once lost, rural GP practice
is very difficult to replace.” I would urge 
dispensing GPs to do the same. 

The DDA conference is always a great 
opportunity for dispensing GPs and their
teams to hear about the pressing issues of
the day, ask questions of their peers, and 
improve their understanding of the dispensing
GP world as it stands today. Most importantly
of all, it’s a chance to take some time out
from the daily turn of GP practice to think
about where your practice needs to be this
time next year.

Dispensing fees in England and Wales
rise by 14.8p from October

The Dispensing Doctors’ Association (DDA)
has once again held a successful annual
conference in partnership with Best 
Practice GP conference and exhibition.

Taking place at the NEC Birmingham, 
between October 17-18, the conference 
explored some key challenges facing 
dispensing practice including the Electronic
Prescription Service and the Falsified 
Medicines Directive, which becomes law 
in February, 2019.

Three GP representative chairs also gave
presentations to conference delegates, 
including Dr Richard West, chairman of the
DDA, Dr Richard Vautrey, chairman of the
GPC and Dr Rob Lambourn, chairman of the
RCGP rural forum.

In his presentation to the conference, 
DDA chairman Dr Richard West called on
the NHS and politicians to get to grips with
the full range of benefits offered by rural

GPs. He says: “NHS funding continues to 
fail to recognise the additional costs of 
providing low volume services over a wide
geography and this needs to change.” 
Dispensing GP practice is the most efficient
way of providing services in hard-to-cover
areas, the conference heard. “Look after
what you have. Once lost, rural GP practice
is very difficult to replace. New systems will
be more expensive.”

To read more coverage from the 2018
DDA annual conference, see page eight.

The DDA 2019 annual conference takes
place at the NEC, Birmingham, on October
9-10, 2019, alongside Best Practice. 

DDA conference urges politicians to
“look after what you have”
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Pack size Oct 18 (£) Nov 18 (£) Changes (£) Changes (%)
Top 10 highest impact

price reductions

According to Accord’s analysis, following 
the November adjustment:

• The new month sees a new Category M 
tariff with a negative reimbursement 
adjustment of 9.3 per cent across all 
products in Category M (an 8.1 per cent 
decrease across the ‘core range’ of 
products) versus the October outcome 

• Overall, an estimated annualised figure 
of £179.6 million has been removed from 
Category M to date, which equates to 
£44.9 million per quarter

• For the average dispensary the November 
Category M reimbursement brings a 
decrease of £3,375 per quarter or £1,125 
per month

• There has been one deletion to the category 
this month (Emulsifying Ointment 500g) 
and zero products have been added

• There are now 624 products in Category M, 
of which only one has stayed at the same 
reimbursement level as October 2018

• There have been a total of zero 
reimbursement increases and 623 
decreases in this month.

that the average reimbursement price for 2018
so far is at £2.44 (YTD Sept).

In its new White Paper, Accord says that
market factors have compounded the impact 
of reimbursement price changes, notably, 
post-Brexit referendum currency changes  -
which have negatively impacted the cost of 
acquiring finished goods, API (Active 
Pharmaceutical Ingredients) as well as other
product components – and the withdrawal of
various GMP (Good Manufacturing Practice)
certifications. This had the impact of creating
some supply issues as well as widespread
stock speculation in the market.

November adjustment reduces prices by 9.3 per cent

Accord’s  guide to help dispensers maximise profits

Since 2015, the average reimbursement price
per pack has come down 22 per cent, amid
consistent growth in the number of generic
medicines covered by Category M.

Reductions in the average reimbursement
price per item increase the risk of product 
becoming unavailable at or below the given 
reimbursement price. For example, in April
2018 there were 47 generic medicines with a
reimbursement price of 50p or less, with the
lowest being 28p. These 47 generic medicines
have an annual combined volume of over 200
million packs.

Writing in a new White Paper, UK generic
medicine price flux, Accord says: “Clearly, at
this level, prices don’t need to change much 
to create a squeeze between the market and 
reimbursement prices.”

Concessionary pricing

During 2017 there has been a clear increase 
in the numbers of generic medicines (both 
number and value) granted a concessionary
price versus the previous year.  Analysis by 

The overall squeeze on reimbursement pricing

Carbimazole 20mg tabs 100 £132.25 £115.32 -£16.93 -12.8%

Trazodone 50mg/5ml OS SF 120 £86.45 £75.40 -£11.05 -12.8%

Propylthiouracil 50mg tablets 56 £45.63 £39.83 -£5.80 -12.7%

Chlorpromazine 100mg tablets 28 £40.62 £35.46 -£5.16  -12.7%

Chlorpromazine 50mg tablets 28 £40.55   £35.40 -£5.15 -12.7%

Chlorpromazine 25mg tablets 28 £40.33 £35.21 -£5.12 -12.7%

Carbimazole 5mg tabs 100 £37.98 £33.16 -£4.82 -12.7%

Dapsone 50mg tabs 28 £36.58 £31.94 -£4.64 -12.7%

Hydrocortisone 10mg tabs 30 £31.24 £27.28 -£3.96 -12.7%

Flucloxacillin 250mg/5ml OS SF 100 £30.71 £26.82 -£3.89 -12.7%

Accord reveals that the total value of generic
medicines reimbursed as a price concession
was approximately £75 million in 2016 rising 
to approximately £340 million in 2017.

To explore the wider context, it is important
to look at the value of generic medicines 
reimbursed in Category M and Category A of
the drug tariff combined (the vast majority of
generics). Analysis shows that between 2016
and 2017 the number of packs in these 
categories of the drug tariff grew to over 
1.1 billion packs.

Excluding the concession pricing element 
in 2017, total reimbursement is estimated to
have fallen by over £340 million from £2.94 
billion in 2016 to £2.6 billion in 2017. In 2017
the average price for a pack of generic 
medicine was £2.46, which despite the market
volatility is actually a decline in real terms 
versus 2016 - when we estimate the average
price per pack was £2.80. 

To add further context to this number the
trend is continued when looking at 2018 YTD 
up to September. Accord’s calculations show
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Autumn Party
Conferences
Autumn is a time for the major political parties to call their members to come together at the party conferences 

DDA chair takes to the podium to 
explain the digital deficit

"There is a digital deficit in the NHS for
rural patients, which is a source of great
frustration for many rural GPs.  We need
to level the playing field with our urban
colleagues, so that we can bring traditional
general practice into the modern world,"
DDA chairman Dr Richard West told the
Conservative party conference.

He said: "NHS Digital is changing our
experience and expectations of how we
access and use healthcare. It will bring
some real benefits, but there will also 
be a cost - and I want it to work for the 
benefit of all of my patients."

In his speech, he said that slow 
broadband, poor mobile phone 
connectivity and the lack of commissioning
strategy excluded rural patients from 
digital healthcare services.

Conference also heard that digital
health could shift resources from 
treating the unwell to the worried well,
leading to increased expenditure for
worse outcomes.  "We need to try to 
encourage those with minor, self-limiting
conditions to care for themselves, so 
that we can effectively use the limited 
resources to treat those with serious 
illness," he said.

Rural communities are suffering too

Speaking at a Labour fringe event at
conference last week, Plymouth MP 
and shadow minister for flooding and
coastal communities Luke Pollard
warned against urbanising the 
austerity agenda. 

He said: “Rural communities have
been hit just as hard – they’ve lost their
pubs, their GP surgeries, their post 
office and councils can’t afford basic
services.  Rural communities need their
public services protected just as much,
if not more so, than big cities.”

Two motions dominated the health
agenda at the Lib Dems’ autumn 
conference: mental health and self-harm.

Among the calls for improvement are:

Mental health:
1. Replace the 'mental disorder' test 

for involuntary detention and 
treatment with a 'mental capacity' 
test, as defined in the Mental 
Capacity Act

2. Allow advance decisions, as defined 
in the Mental Capacity Act. 

Self-harm:
1. Access to a counsellor in schools 

and monitored mental health 
support

2. Access for up to 25-year-olds to 
Children and Young People’s 
Mental Health Services

Conservative Autumn Conference
The ICC · Birmingham · September 30-October 3

Labour Autumn conference
The ACC · Liverpool · September 23-26

Lib Dem Autumn conference
The Brighton Centre · Brighton · September 15-18

Rural patients are being left behind in the rush to 
develop health technologies

www.conservatives.com

www.labour.org.uk

www.libdems.org.uk

For further information visit:
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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 infertility can be found on the DDA website at: 
http://www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules/dispenser-education-modules

In the UK an estimated one in seven 
heterosexual couples are affected by 
infertility, and more than ever are seeking
help. The cause may be on the female or
male side, or sometimes both, though in a
large proportion of cases, no underlying
reason is found. In some couples, medical
or surgical treatment can restore fertility,
whereas for others, assisted conception is
the only route available.

Aims of this article

By the end of this article, you will:

• know how infertility is defined medically
• appreciate the factors that influence 

natural conception
• understand the main causes of infertility
• be aware of the main medicine types 

used to manage infertility
• be familiar with assisted reproductive 

techniques.

What is infertility?

Infertility is widely defined as failing to 
conceive after one year of frequent 
unprotected sexual intercourse. In one year,
around 84 per cent will conceive naturally,
rising to 92 per cent after two years and 

Infertility may be classified as primary or
secondary: primary infertility refers to couples
which have never conceived successfully 
and secondary to those who have.

Causes of infertility

When a couple seeks medical help for 
infertility, both partners should be assessed,
first for any obvious causes or modifiable
factors, and then for any underlying issues.
In around 40 per cent of couples, contributing
problems are found in both the man and the
woman, but in approximately a quarter of
couples, no cause at all is identified. This
can be incredibly frustrating, but does not,
in any way, mean it is the end of their quest
to have a baby (see Management).

In the UK, the main causes of infertility
are as follows:

• Male infertility is identified in around 
30 per cent of cases. This may be due 
to abnormal sperm production, perhaps 
because of testicular torsion, trauma or 
tumour, a systemic disease such as 
renal failure or liver cirrhosis, or a 
genetic issue. There may be an 
obstruction of the seminal ducts, for 
example as the result of an infection, 
hernia, cyst or after surgery. Varicocele 
– enlargement of the veins within the 
scrotum – is a relatively common 
abnormality in men who are 
experiencing infertility. Other possible 
issues include ejaculation disorders, 
erectile dysfunction, hypogonadism 
which impairs the normal functioning of 
the testes, undescended testes, and the 
use of certain medicines, particularly 
 sulfasalazine, androgens, anabolic 
steroids and chemotherapy.

• Ovulatory disorders affect around a 
quarter of all couples. Group I ovulation 
disorders result from failure of the 

93 per cent after three. Couples who fail to
conceive within this timeframe have a less
than a 25 per cent chance of becoming
pregnant during the following 12 months.

The biggest factor influencing fertility 
is the woman’s age. A study found that of
women who are regarded to have normal
menstrual cycles and regular unprotected
sex, 92 per cent of 19- to 26-year-olds
would fall pregnant within one year, and 
98 per cent within two years. These figures 
decrease to 87 and 95 per cent in women
aged between 27 and 29 years old, and to 
86 and 94 per cent in women aged 30 to 34
years, Between the ages of 35 and 39 years,
the likelihood of pregnancy occurring falls
to 82 and 90 per cent. The impact of the
man’s age is not clear.

Lifestyle factors also play a part, with
smoking, obesity, excessive alcohol 
consumption, substance misuse and stress
all linked to reduced fertility. There are
many medicines that can negatively impact
fertility, from obvious culprits such as 
contraceptives and chemotherapy agents,
to more surprising treatments such as
NSAIDs, asthma and thyroid medication,
antidepressants, and the diuretic 
spironolactone.
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of ART employed and a cycle costs 
an average of £3,000 to 5,000. There 
is a 29 per cent success rate in 
women aged under 35 years, 
dropping to 2 per cent in those aged 
over 44 years.

• Intracytoplasmic sperm injection 
(ICSI) involves injecting sperm 
directly into an egg to fertilise it, and 
then inserting the resulting embryo 
into the woman’s womb. This may be 
used in men with a very low sperm 
count, and couples who either have a 
risk of passing on a genetic condition 
to their child or for whom IVF has 
previously failed. ICSI adds 
approximately £500-1,000 to the cost 
of an IVF cycle, and while there is a 
90 per cent chance of the egg be
coming fertilised, the large number 
of factors that affect pregnancy 
lower success rates to those of IVF.

• Surrogacy may be an option for 
same sex male couples, or if the 
woman has experienced several IVF 
failures or miscarriages, or has a 
condition that makes it impossible 
for her to conceive and carry a baby 
to term. In full (also known as host 
or gestational) surrogacy, the 
mother’s eggs and sperm from the 
father or a donor are used, meaning 
that the surrogate – a woman who 
carries and gives birth to the baby – 
has no genetic relation to the baby 
at all. In partial (also known as 
traditional or straight) surrogacy, the 
pregnancy is the result of one of the 
surrogate’s eggs becoming fertilised.
Surrogacy is complicated, legally 
and emotionally, and in the UK only 
the expenses of the surrogate, 
estimated at between £7,000-15,000, 
can be paid. 

pituitary gland to produce enough 
oestrogen, perhaps because of a genetic 
problem but sometimes as a result of 
low body weight or excessive exercise.
An absence of periods may be noticed 
in 10 per cent of women with ovulatory 
disorders in this category. Some 85 per 
cent of women have Group II ovulation 
disorders, which result from problems 
with the relationship between the brain 
and the ovaries to produce hormones in 
the correct quantities. Polycystic ovarian 
syndrome (PCOS) is the most common 
condition in this group. Group III 
ovulation disorders are relatively 
unusual, and are caused by ovarian 
failure leading to high gonadotrophin 
but low oestrogen levels. Other problems
that can lead to ovulatory disorders 
include thyroid conditions, adrenal 
abnormalities, and chronic disease such 
as uncontrolled diabetes, end stage 
kidney failure, cancer and AIDS.

• Damage to the fallopian tubes is present 
in around one fifth of couples who seek 
help for infertility. This may stem from a 
sexually transmitted infection or pelvic 
inflammatory disease, endometriosis 
deposits or previous surgery that have 
caused the tubes to become distorted

• Problems with the womb or peritoneum 
are found in around one in 10 couples, 
and can include fibroids, scarring or 
shortening of the cervix or a defect in 
the cervical mucus

• Other issues including defects in the 
embryo or gametes which mean a 
successful pregnancy is unlikely, and 
pelvic conditions such as endometriosis. 

Managing infertility

Once a diagnosis for a couple’s failure to
conceive has been reached – including for
“unexplained infertility” – and any lifestyle
factors have been addressed, there are
three management paths:

• Medical treatment to restore fertility. 
In men, this may involve the use of a 
phosphodiesterase-5 inhibitor to 
manage erectile dysfunction or 
gonadotrophins to improve sperm 
quantity or quality. In women, clomifene 
or metformin can help with Group II 
ovulatory disorders. Dopamine agonists 
such as bromocriptine are occasionally 
used, and gonadotrophins to 
stimulate ovulation.

• Surgical treatment to restore fertility. 
In men, this can mean resolving a 
blockage in the reproductive tract or 

Photodisc

For some couples trying for a baby, assisted reproductive techniques (ART) are the last resort

extracting sperm, whereas for women it 
may involve removing endometrial 
deposits, or sorting out blockages or 
scar tissue

• Assisted reproductive techniques (ART):

• Intrauterine insemination (IUI) 
involves inserting high quality sperm 
(including from a donor) directly into 
the uterus. It is an option for women 
without significant fertility issues – 
though she may be taking 
medication to stimulate ovulation – 
but with complications affecting 
normal conception, for example, 
a physical disability or HIV infection. 
According to the Human Fertility and 
Embryology Authority (HFEA), one 
cycle of IUI costs £350-1,000 and the 
success rate varies from 14 per cent 
for women under 35 years to 6 per 
cent for women over 42 years.

• In vitro fertilisation (IVF) creates 
embryos in a laboratory and then 
reintroduces them – usually one at a 
time – to the woman’s uterus for 
implantation. Donated sperm, eggs 
and/or embryos can be used, or the 
woman undergoes ovulation 
stimulation and the man is required 
to produce a sperm sample. This 
technique is the most common form 

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

This year marks the 100th anniversary of
one of the biggest public health crises of
modern times: the 1918 Spanish flu pan-
demic that infected one third of the Earth’s
population and killed tens of millions in the
two years it took to subside. While global
efforts are made to try and predict and
combat the many forms of the constantly-
changing virus via vaccination programmes,
other advancements such as global trade
and travel, migration and overcrowding
mean that an outbreak could easily 
spread, exerting pressure on already
stretched healthcare services, and 
putting lives at risk.

This training, available free and 
exclusively to DDA members, is designed
to provide practice dispensary staff with
background information on flu so you can
help your patients better manage the 
infection if they contract it, and make 
informed choices re prevention strategies.
Throughout this training you will find 
various activities to help reinforce your
learning. Ten, multiple choice questions 
at the end will help you identify any areas
needing a quick recap.

Aims of this article 

By the end of this article, you will:

• understand what causes flu and why it 
is regarded as such a public health risk

• know the symptoms of flu
• have a firm grasp on how flu can be 

managed
• appreciate the importance of 

vaccination programmes and who should
be inoculated

• be aware of post-exposure prophylaxis 
measures.

What is flu?

Influenza, often abbreviated to flu, is an
acute infection of the respiratory tract
caused by a virus. There are three types of
influenza virus:

• Influenza A occurs more frequently 
and is often more severe than other 
forms. It is also the form that mutates 
abruptly, which can lead to epidemics 
and pandemics 

• Influenza B can be responsible for out
breaks, but usually causes less severe 
illness. However, it is more common 
in children who tend to suffer worse 
symptoms than an adult with the 
same infection.

• Influenza C causes mild or sometimes 
even symptomless infections, similar to 
a cold.

Flu is most common in the winter
months (November to April), although it
does occur outside these months. The
global outbreak of 2009 – also known as a
pandemic – started in spring due to a new
strain of influenza A called H1N1 and
widely known as “swine flu”, because the
virus was similar to those that sometimes
affect pigs.
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Flu is droplet-spread. This means that
when infected people sneeze, cough or
talk, the virus is transmitted into the air –
or sometimes onto surfaces – and inhaled
by others. It is contagious for a day or so
before symptoms start and for about a
week afterwards – and it takes a few days
to cause symptoms in those who have
caught it. This means that people can
spread flu before they get unwell.

How is flu diagnosed? 

Flu is diagnosed according to its symptoms,
which usually appear suddenly and include
sore throat, headache, tiredness, aching
muscles, appetite loss, disturbed sleep,
fever and a dry cough. Other symptoms
that may be present include sensitivity to
light (photophobia), sore eyes, a runny
nose and sneezing. The worst of it is 
usually over within a week, but individuals
may feel weak and have some symptoms
that continue for several days or weeks 
afterwards, such as a cough.

Dispenser
Education

Module 6

Understanding... flu
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One of the big problems with flu is that 
it can cause complications, and these are
more common in those who are more 
vulnerable health-wise. Children, for 
example, tend to have relatively mild
symptoms and not for very long – though
problems outside the respiratory tract are
more frequent in this age group, for 
instance, febrile convulsions, vomiting, 
diarrhoea, abdominal pain. However, flu 
in children can also lead to problems such 
as croup, pneumonia and middle ear 
infections. 

In adults, complications tend to affect
the respiratory tract: acute bronchitis 
impacts some 20 per cent of flu sufferers,
for example. Other respiratory problems
include: pneumonia; exacerbations of
asthma and chronic obstructive pulmonary
disease (COPD) and sinusitis. 
Non-respiratory complications can include
heart problems, encephalitis and toxic
shock syndrome. Pregnant woman who
contract flu may go into labour early and
have a baby that is smaller or lighter than
usual, or unwell after birth.

Diagnostic tests are not usually 
conducted as they are expensive and it
takes time for the results to come back.
More importantly, perhaps, the results
don’t usually dictate how the condition is
managed. Flu is not a notifiable disease,
but there is a surveillance programme in
place in the UK to allow health departments
to keep track of how many people are 
affected, and whether measures need to 
be put in place to pre-empt or tackle 
an epidemic. 

How is flu managed?
Self-care measures are the bedrock of flu
management. Steps that sufferers should
take include the following:

• Drinking plenty of fluids to replace 
those lost through sweating due to 
raised body temperature, and sneezing 
and coughing

At a wider level, vaccination is crucial.
Available since the 1960s, widespread 
administration of seasonal flu jabs has
been strongly promoted in the past decade
or so as the UK government progresses
plans to vaccinate all children aged between
two and 18 years, plus anyone else at 
increased risk of flu and its complications.
Many people outside these groups choose
to pay to have a flu jab on a private basis.

Unlike most other immunisations, the flu
jab has to be administered annually. The
World Health Organization (WHO) monitors
the virus on an ongoing basis and each
year states which strains should be included
in vaccines. This is usually in summer, 
giving pharmaceutical companies only a
few weeks to manufacture the appropriate
vaccines in time for the start of the flu 
vaccination programme in September.

The flu jab comes in several forms, and
regional health policies vary, but broadly,
children are given the intranasal flu vaccine
which protects against four flu strains, at
risk individuals also receive a four-strain
(quadrivalent) product, albeit in injectable
form. For the 2018-19 season, for the first
time, over-65s (75s in Scotland) have an 
injection that protects against three virus
strains but includes an ‘adjuvant’ 
(a modifying agent) designed to improve
the body’s immune response to the vaccine
(The missing strain tends to be the one
that is significantly less common in 
the elderly). 

The effectiveness of the flu jab is often
called into question, but the Joint Committee
for Vaccination and Immunisation (JCVI),
which advises the UK government on such
matters, states that in most recent years
the vaccines have closely matched the 
Influenza A strains circulating in the UK,
and the overall impact of the vaccination
programme, particularly in children (even
those who have not been vaccinated) has
been good. 
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• Resting, which includes staying off 
work or school to reduce cross infection
and to allow recovery – usually a week

• Taking ibuprofen or paracetamol to 
relieve fever, achiness and headache.

Situations in which medical help should
be sought include the following:

• Symptoms that have not improved or 
have worsened a week after onset

• Signs that the patient has pneumonia, 
for example, coughing up blood or 
struggling to breathe

• Patients who are at higher risk of the 
complications of flu, such as babies, 
people aged over 65 years, anyone 
with a compromised immune system 
or condition that is likely to worsen 
because of the infection, and 
pregnant women.

Antivirals are sometimes used, but only
if the number of people suffering from flu
reaches a certain level. This drug class
works by stopping the flu virus replicating
in the body, which can reduce the severity
and duration of symptoms. It is important
to note that they are not cures for flu. 
The most common medicine used is 
oseltamivir (Tamiflu), but zanamivir 
(Relenza) is also licensed for this purpose.
The reason oseltamivir is used more often
is because it can be started within 48 hours
of exposure to flu, whereas zanamivir has
to be initiated within 36 hours in children,
and this limits its usefulness.

The use of these drugs is a little 
contentious as they can cause side effects
and are not always terribly effective. 
However, there is evidence that they can
reduce the number of deaths in people who
are hospitalised due to flu, so they continue
to be an option for prescribers in the 
circumstances described above. At-risk
people include those with chronic heart,
kidney or liver disease, a chronic 
neurological or respiratory condition 
(including asthma or COPD), or diabetes. 

Oseltamivir and zanamivir may also be
offered to at risk individuals if there is a 
localised outbreak of flu, for example in a
care home.

Flu is highly contagious, so prevention is
very important. Everyone can be encouraged
to adopt high standards of personal 
hygiene, ie, washing hands with soap and
warm water as needed (and more often if
there are cold and flu bugs circulating),
and using tissues rather than handkerchiefs
for coughing into and nose blowing, and
then discarding them quickly.
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Flu in children can also lead to complications such 
as pneumonia 

November often marks the start of the flu season 



What you missed: The DDA
2018 annual conference
The DDA 2018 annual conference was a great success attracting over 200 dispensing GPs 
and their teams over the two days of the event. Here, the DDA reviews some of the
presentations from the conference

DDA 2018 annual conference review
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Progress update
on the GP
forward view

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.
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NHS ambitions to have 5,000 more GPs 
in practice look to be falling very short, 
Dr Richard Vautrey, chairman, BMA GP 
committee has warned. Between December
2017 and March 2018, there was a reduction
of 157 FTE GPs (0.5 per cent), DDA 
conference delegates heard in a 
presentation entitled:  General Practice:
The foundation of the NHS Long Term Plan.

Dr Vautrey told delegates that 
establishing more GPs, nurses, clinicians
and support staff are a key action point in
the NHS Five Year Forward View (5YFV) as
the NHS grapples with significant increases
in NHS activity. The 5YFV also recommends
“sustained and significant funding 
investment” that aims to address years 
of under-investment in primary care.

Under the spotlight:
the life of a rural GP

When there’s no 
hospital nearby, and
only one paramedic,
providing emergency
care becomes the job of
the rural GP.  
“Minor surgery and
emergency care… 
suturing are part of my
day”, says Dr Rob 

Lambourn, chairman of the RCGP rural
forum, who works in one of England’s most
remote practices. “As a GP, we have to 
be skilled in all areas, including some 
intermediate care. We really do become
‘jack-of-all-trades’.”

Speaking to the 2018 DDA annual 
conference on the subject of ‘The future of
rural general practice’, Dr Rob Lambourn
highlighted the challenges of rural general
practice and called on the GP contract 
architects to come up with a funding 
model that recognises the challenges.

Reserved locations:

“don’t assume
you are safe”

“Don’t assume you are safe just because
there are less than 2,750 residents in a 
village, Charlotte Goodson, adviser to 
Primary Care Commissioning warned 
delegates in her presentation entitled:
Mergers, dispensing and appeal decisions –
things to be aware of.

She said that in November 2016 NHS
Resolution changed its approach to 
considering reserved locations: it now takes
into  account  the total number of patients
using the GP dispensary in the village –
which was higher that the threshold figure
of 2,750 for granting a reserved location.

Previously, the consideration was the
number of people living within 1.6km of the
proposed pharmacy who are registered with
a GP.

In addition, NHS Resolution has 
demonstrated that it will take into account 
a practice’s level of prescribing and 
dispensing, and facilities which may draw
other people in, for example, schools and
shops when deciding a reserved location.

Ms Goodson’s presentation also looked at
pharmacy applications based on unforeseen
benefits and mergers.

View all the presentations on
DDA Online, at

www.dispensingdoctor.org/conference

The DDA 2019 annual conference takes place on 
October 9-10 at the NEC, Birmingham. Free registration
places will be available for dispensing GPs and their
teams. To find out more bookmark DDA Online at:
https://www.dispensingdoctor.org/conference/

9-10 October 2019
Birmingham NEC

Dr Richard Vautrey, chairman, BMA GP Committee


