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Happy New Year and welcome to the first
supplement in association with Accord
of 2019.
As per the best part of 2018, the main
issue affecting dispensing practice is the
ongoing Brexit negotiation and the UK’s
implementation of the EU Falsified
Medicines Directive (FMD) on Saturday
9 February.
I am aware that there is much
misinformation doing the rounds. Firstly,
the DDA and the BMA have demanded full
funding for the hard- and software necessary
for implementation. This is part of the
negotiations on the GP contract (the FMD
will apply to all practices).
GP IT is paid for by the NHS under the GP
Systems of Choice Initiative, shortly to become
GP IT Futures. NHS Digital intends that FMD
IT should be ‘interoperable’, ie, can ‘talk’ to
GP systems. Therefore, it is vital that practices
know what the NHS intends to do and when.
NHS England does not appear to be in any
hurry to tell practices, or CCGs. The DDA has
been sent communications from CCGs in
different parts of the country with different
messages, none of them correct.
While the funding negotiations continue,
the DDA's advice is that practices should not
part with any money. However, to show a
willingness to comply with the FMD, practices
may begin the end-user registration process
that is free and online at:
www.securmed.org.uk/register/
end-user-registration/
Please keep an eye on the DDA website
www.dispensingdoctor.org for the latest
information.
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Reimbursement in the frame to

fund clinical pharmacy drive
Substantial increases in the number of
clinical pharmacists in GP practices as
well as other new pharmacist roles will be
funded by an efficiency drive in NHS
reimbursement and wider supply
arrangements, the NHS in England has
pledged in the NHS Long Term Plan
published yesterday.
Among the new pharmacy roles, from
2019, NHS 111 will refer to community
pharmacies which support urgent care and
promote patient self-care and selfmanagement, as well as start direct
booking into GP practices across the
country.
Elsewhere in the plan, the NHS pledges
direct funding for GP practices typically
covering 30-50,000 people. The funding
will cover the development of integrated
teams of GPs, community health and social
care staff.
The plan also outlines significant changes
to the GP Quality and Outcomes Framework
(QOF) to include a new Quality Improvement
(QI) QOF to support more personalised care.
Before the end of this year, there will also
be a fundamental review of GP vaccinations
and immunisation standards, funding, and
procurement. This will support the goal of
improving immunisation coverage, using
local coordinators to target variation and
improve groups and areas with low
vaccines uptake.
Among the other measures to affect
GPs, patients will be given access to online

‘digital’ GP consultations, promoting
‘digital-first’ care options, and by 2024,
all service providers will be expected to
implement electronic prescribing systems.
There are also various recruitment
and retention initiatives including
inter-disciplinary credentialing programmes
to enable more workforce flexibility across
an individual’s NHS career and between
individual staff groups.
The NHS Long Term Plan provides no
other details on the reimbursement
proposals, but the DDA has already opened
discussions with the Department of Health
on reimbursement, and has signed a joint
position paper with pharmacy GP
representatives seeking fair reimbursement.
DDA chief executive Matthew Isom said:
“We share PSNC's ambitions to see a
system of reimbursement in England that
rewards dispensing practices fairly for the
valuable dispensing service they provide."
The reforms are backed by a new guarantee
that over the next five years, investment in
primary medical and community services
will grow faster than the overall NHS
budget. This commitment – an NHS ‘first’ creates a ring-fenced local fund worth at
least an extra £4.5 billion a year in real
terms by 2023/24.
For more information, see the analysis on
page three of this supplement, or go online at:
https://www.dispensingdoctor.org/news/
clinical-pharmacist-expansion-planslinked-to-reimbursement-efficiencies/
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Finance update

Accord’s guide to help dispensers maximise profits
January adjustment brings average Category M reimbursement price to £1.53
According to Accord’s analysis, following the
January Category M adjustment:

• There were a total of 252 reimbursement
increases and 341 decreases this month

erythromycin ethyl succinate OS SF 125mg/5ml
and 250mg/5ml and ibuprofen 600mg tablets

• There are now 621 products in Category M,
of which 28 have stayed at the same
reimbursement level as November 2018

• Six products have been deleted from
Category M: Buprenorphine sublingual tablets
SF 2mg and 8mg; cephalexin 250mg capsules;

• Three products have been added:
liothyronine 20mcg tablets; prochlorperazine
3mg buccal and tibolone 2.5mg tablets.

Pack size

Nov 18 (£)

Jan 19 (£)

Changes (£)

Risperidone 4mg tablets

60

£1.76

£13.86

£12.10

Latanoprost 50micrograms/ml eye drops

2.5

£1.53

£5.89

£4.36

285.0%

Ramipril 5mg tablets

28

£0.78

£2.92

£2.14

274.4%

687.5%

Ramipril 10mg tablets

28

£0.95

£2.63

£1.68

176.8%

Amisulpride 50mg tablets

60

£2.46

£6.56

£4.10

166.7%

Propranolol 10mg tablets

28

£0.82

£1.92

£1.10

134.1%

Amisulpride 100mg tablets

60

£4.31

£10.01

£5.70

132.3%

Allopurinol 300mg tablets

28

£1.00

£2.31

£1.31

131.0%

Ramipril 2.5mg tablets

28

£1.17

£2.63

£1.46

124.8%

Lamotrigine 50mg tablets

56

£4.77

£10.24

£5.47

114.7%

Top 10 price decreases

Pack size

Nov 18 (£)

Jan 19 (£)

Changes (£)

(£) Changes (%)

Losartan 100mg / Hydrochlorothiazide
25mg tablets

28

£1.67

£0.53

-£1.14

-68.3%

Pioglitazone 30mg tablets

28

£7.63

£2.52

-£5.11

-67.0%

Terbinafine 250mg tablets

14

£3.39

£1.24

-£2.15

-63.4%

Pioglitazone 15mg tablets

28

£4.68

£1.84

-£2.84

-60.7%

Olanzapine 20mg tablets

28

£5.69

£2.31

-£3.38

-59.4%

Olanzapine 7.5mg tablets

28

£3.49

£1.55

-£1.94

-55.6%

Olanzapine 10mg tablets

28

£3.13

£1.45

-£1.68

-53.7%

Quetiapine 300mg tablets

60

£13.48

£6.39

-£7.09

-52.6%

Irbesartan 75mg tablets

28

£2.36

£1.13

-£1.23

-52.1%

Pioglitazone 45mg tablets

28

£6.55

£3.14

-£3.41

-52.1%

Money Matters
October 2017 saw pharmacists and GPs
unite to sign a single position paper on
reimbursement in a proactive movement
initiated by the Dispensing Doctors’
Association. Signatories to the paper
include the DDA, the BMA and pharmacy
representatives the Pharmaceutical
Services Negotiating Committee.

Despite the publication of the 2018/19
GP contract agreement for England in
March, the problems of dispensing doctor
pay (remuneration) and reimbursement
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(£) Changes (%)

remain unresolved, perpetuating a
system that fails to serve the collective
best interests of patients, the NHS
or contractors.
The DDA is lobbying for a fairer system of
reimbursement that eliminates loss-making
dispensing, and which includes the voice
of dispensing practice in drug tariff
negotiations. On behalf of members, the
DDA will also call for remuneration that
more adequately reflects the increased
costs of providing rural services.
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Top 10 price increases

NHS Long Term Plan

NHS Long
Term Plan

implications for

dispensing GPs
By DDA Board member Dr David Jenner
The much-vaunted NHS Long Term Plan
(LTP) has been published and with this
has promised big changes to the way the
NHS is run in future, including for GPs in
England. In summary, these are:
• New money but with new
expectations for GPs and an
emphasis - almost obsession – on
doing this at-scale through structures
that may not easily work in rural
areas
• No new workforce plan and no
immediate answers to the GP
recruitment shortage but a hope
that digital will reduce demand and
other professionals will continue
to help
• No specific changes for dispensing,
but some potential risks to
dispensing profitability and rights
• Separate planning guidance for
CCGs details a cost of £1.50 per
patient a year to support the
development of support primary
care networks (PCNs)
• Further CCG rationalisation,
potentially from 195 to 44,
mapping to Sustainability and
Transformation Partnership
(STP) footprints.

Although the LTP sets out a direction of travel
for GPs, of course, it must be stated that plans
do not always turn into reality, as a review of
the Five Year Forward View quickly reveals.
Equally, plans do not necessarily survive a
change in government. Publication of the GMS
contract review (probably towards the end of
January) will set out the mandatory actions
for GPs.

www.dispensingdoctor.org

The key points for dispensing GPs are
as follows:
Reimbursement: No specific mention of
dispensing, which can be interpreted as good
news: no immediate changes although the
threat to “explore further efficiencies” in
community pharmacy reimbursement
(which is partly shared by dispensing GPs)
is ominous.
Primary care networks (PCN): The increase
of £4.5 billion - of which £3.5bn has previously
been announced – is welcome, although it is
not clear how much of this will be applied to
core GMS contracts and how much through
the new PCNs.
These new organisations are not defined in
form or legal structure but are envisaged to
operate as an “extension to the GMS contract”
and the vehicle through which GP and
community services will integrate to form a
multi-professional team. The LTP pledges to
fund GP practices typically covering 30-50,000
people (patients) to work together in a PCN.
Dispensing doctors considering a merger or
change of legal status from a partnership to
any form of company should take advice
as this normally results in a loss of
dispensing rights.
Vaccinations: The LTP promises a
fundamental review of GP vaccinations and
immunisations to target variation and
improve uptake. This could be threatening to
underperforming providers.
Digital and online consultations:
Every patient will have a right to an online
consultation and “digital first” will become
the norm. Reassuringly, the LTP generally
expects patients to remain with their own
practice, but watch the contract for details
of digital-first funding and the consultation
media (video/online) to be used.

Ambitions to introduce primary care networks in England may
not sit easily with the current model of rural GP practice
Dispensing practices with “historic rights”
rather than “outline consent” should also be
aware that if a dispensing patient registers
with an online provider but decides to return
to your practice, they will lose their dispensing
status with your practice unless they change
address.
Other provisions:
• The Electronic Prescription Service is
expected to become compulsory once a
dispensing GP solution becomes available
• The NHS App will become an increasingly
important way of patients accessing
services so check they can clearly request
repeat medications form your dispensaries
when this goes live (very soon).
• 111 booking direct into practices from 2019:
This is already part of the Improved Access
to GP scheme, so may be extended to cover
core services. The new GP contract,
expected by the end of January, will clarify
this, but be aware that indemnity providers
often decline to cover 111-booked
appointments in improved access schemes.
Indemnity: The government has committed
to a new state-backed GP indemnity scheme
from April 2019, as part of a five-year,
cost-neutral reform package. The words
“cost-neutral" are interesting, suggesting
costs will be funded by a deduction from core
contract funding.
Integrated care trusts: New legislation will
allow GP practices to merge with community
services to create a new organisation. The
LTP states its expectation that these will be
held by a “public statutory body’ rather than
a private provider. Dispensing practices
should be aware that dispensing rights will
fall in such an organisation.

Further reading:
Department of Health and Social Care.
NHS Long Term Plan [online[ at:
https://www.gov.uk/government/news/
nhs-long-term-plan-launched
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Understanding dispensary quality

Module 7

Dispenser Education Modules: Test your knowledge
DDA Dispensary Business Training is designed to provide practice dispensary staff with information to improve the profitability of the
dispensary. Available free and exclusively to DDA members, each DDA dispensary business training module has 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.
Questions and a certificate of completion relating to this dispensary business training module can be found on the DDA website at:
https://www.dispensingdoctor.org/resources/dispensary-management-zone/dispensing-business-training/

Dispenser Education Module 7
Photodisc

•

•

•

•

a written risk management policy is in
place and other governance issues, such
as clinical audit of patient counselling and
of significant events
specific information is provided to
patients, and locally, regarding hours
of availability
10 per cent of patients on a practice
dispensing list receive a READ-coded
review of their medicine use: a Dispensary
Review of Use of Medication (DRUM)
the practice has a named and
accountable GP.

Workforce stipulations

Understanding dispensary quality
Dispensing GP practices offer a valuable
additional service to patients but, frequently,
they find themselves subject to criticism.
Having good quality staff who are
supported by good quality training and
governance enables practices to demonstrate
the quality of their service offer, comply
with regulatory standards for safety, and,
of course, offer patients and other
stakeholders in the rural healthcare
economy an 'added value' service.
Safe and effective dispensaries are seen
by GP regulators as having a vital role to
play in the delivery of quality NHS dispensing
GP services.

It is good practice to ensure that staff are
involved in CPD and keep up to date.
In England and Wales, a payment of £2.58
per dispensing patient (as of January 1) is
available under the terms of the Dispensary
Services Quality Scheme (DSQS).
The DSQS is a voluntary scheme but
compliance demonstrates that the practice
can achieve minimum standards of quality.
Various criteria need to be met (on an ‘all or
nothing’ basis) and these include:
•
•

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

•
•
•
•

the regulatory, commercial and political
reasons for supporting dispensing
quality
the role of DSQS and how to implement it
the different dispensary workforce
competences
how to decide dispensary staffing levels
where to find guidance on competitive pay

Although there are no compulsory
qualifications for GP dispensary staff,
dispensing practices are required to ensure
that staff are adequately trained to deliver the
required tasks of their individual role.
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•

•
•

•

a plan as to how the work for the DSQS
will be undertaken
an audit which is pertinent to the
dispensary, demonstrating improved care
for patients
practice dispensers have, or are
working towards, a minimum standard
equivalent to the Pharmacy Services
S/NVQ Level 2 and have 1,000 hours
of work experience in the previous
five years
all dispensers have a signed certificate
of competency
the practice meets a minimum Ievel of
staffing hours depending on the volume
of dispensing
Standard Operating Procedure (SOPs)
are in place for all core dispensing
activities with proof of review and updates

The DSQS does not stipulate set workforce
levels for dispensing. However, pharmacy
workforce contractual arrangements may
provide some guidance. Part VIA of the Drug
Tariff for England and Wales states, for
example, that in a pharmacy dispensing
between 2,000-3,499 scripts a month, there
should be a minimum of 40 dispensing staff
hours, rising to 150 hours for a pharmacy
dispensing 11,000 scripts a month.
According to the DSQS, the dispensing
workforce must reflect the practice’s
dispensary configuration and hours of
opening, as agreed with the CCG or health
board. There is no equivalent to the DSQS
in Scotland, although the activities assessed
by the DSQS are transferable to Scottish
dispensing practices.

Training
Training courses that meet the required
standards are offered by various accredited
training providers including City & Guilds
and Buttercups.
The NVQ Level 2 'equivalent' courses do
not require the trainee to be supervised by
a pharmacist but they provide the necessary
skills and knowledge to work competently
in the dispensary.
Buttercups provides a BTEC Level 3
Diploma in Pharmaceutical Science course
which will enable dispensers to competently
answer routine clinical queries, make more
effective contribution to the DRUM and
engage in clinical discussions with other
healthcare professionals from the wider team.

www.dispensingdoctor.org

Some dispensaries may have a business
case for deciding to register their Level 3
dispensers as a pharmacy technician or
they may see it as making a statement
about their commitment to service quality.
Staff may apply to register as a pharmacy
technician if they have:
• Approved qualifications (competency
and knowledge qualifications) and meet
the work experience requirements
• They are an EEA national with an EEA
pharmacy technician qualification.
From September 2018, the qualifying
period of work experience comprises two
years’ relevant work-based experience in
the UK under the supervision, direction or
guidance of a pharmacist or experienced
technician to whom the technician
pre-registrant has been directly accountable
for not less than 14 hours per week.
During these two years, the technician
pre-registrant must have completed at least
1,260 hours of work experience (excluding
sickness absence, maternity leave and
holidays) and at least 315 hours of work
experience in each year.
It is a mandatory requirement for pharmacy
technicians to register with the General
Pharmaceutical Council (GPhC) to practise
in England, Scotland and Wales. Employers
of pharmacy technicians must satisfy
themselves that those working within
their organisation are appropriately trained,
registered, and from April 2018, revalidated.
Only those on the GPhC’s register
can work as, or call themselves,
a pharmacy technician.
In addition to demonstrating the delivery
of core training, dispensaries should also
be able to provide evidence of annual
appraisals and ongoing professional
training. The Dispensing Doctors'
Association offers a variety of training
modules, as do Buttercups, and training is

Understanding dispensary quality
available from other companies such as
Accord and PSUK, some of which are free
of charge. Delivery may be online, in
workshops or as seminars.
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Maximising the apprentice
opportunity
Funded apprenticeships are available
across Great Britain to support the
training and development of dispensers
and technicians.
For more information on the opportunities:
England:
Education and Skills Funding Agency
website guidance available [online] from:
https://www.gov.uk/
working-with-us-as-a-provider
Wales:
Business Wales Skills Gateway
website information available [online]
from: https://businesswales.gov.wales/
skillsgateway/apprenticeships
Scotland:
Skills Development Scotland website
information available [online] at:
https://www.ourskillsforce.co.uk/
modern-apprenticeships/
Tel:0800 783 6000

Sticking to the SOP
Standard operating procedures (SOPs) are
defined as ‘detailed written instructions to
achieve uniformity of the performance of a
specific function’ and should be produced
for each dispensing activity in the
dispensary. They form part of the DSQS
and they contribute to patient safety.
SOPs should be specific to the practice
and should set out in writing what should
be done, when, where and by whom. Staff
should be able to demonstrate they have
read the SOP, and show that they use them
in practice.

that pay and professional development are
crucial to staff retention, and that staff
retention is always more cost effective than
continual recruitment cycles.
In addition, competent and long-serving
staff are crucial to maximising dispensary
efficiencies and they will be instrumental
in achieving excellence in patient care.
There is no set wage for dispensary staff,
and salary costs will depend on the local
labour market (availability and mobility),
practice opening hours and additional areas
of job responsibility. Pay tends to be higher
in the north of England than in the more
populous South.
Pharmacy staff salaries are surveyed
annually by pharmacy magazine C&D.
In 2018, this shows the average salary for a
pharmacy dispenser with between one and
10 years’ experience, and working between
31-40 hours a week as £16,500.
Trade press pharmacy recruitment ads
and staffing agencies can often provide
other useful guidance to dispenser salary
levels in your local area.
Photodisc

SOPs must be reviewed and updated at
least once every 12 months, and whenever
dispensing procedures are amended.
A written audit trail of amendments should
be maintained.

Budgeting for staff costs

Photodisc

Staff training and any pay increments
offered as a result of successfully
implemented training should always be
seen as an investment rather than a cost.
While staff will represent your biggest
cost area, practices should bear in mind

www.dispensingdoctor.org
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Understanding coeliac disease

Module 8

Dispenser Education Modules: Test your knowledge

Dispenser Module 8
Education
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According to the charity Coeliac UK,
around one in every hundred people in the
UK has coeliac disease. However, only 30
per cent of people with coeliac disease are
currently diagnosed: leaving around half
a million people undiagnosed.
By the end of this article, dispensary
staff will:
•
•
•
•

know what coeliac disease is and the
symptoms it can cause
appreciate risk factors for the
development of the condition
be aware of how coeliac disease is
diagnosed
understand how it is managed.

What is coeliac disease?
Coeliac disease is an autoimmune
condition in which proteins in the diet
cause antibodies to be made by mistake,
which then attack the tiny finger-like
villi that line the small intestine. This
causes the organ to become inflamed
and damaged.
The dietary protein that triggers this
immune response is gluten, which is found
in wheat, barley and rye; some people are
also sensitive to the slightly different
protein that is present in oats. However, it
is important to note that gluten sensitivity
is not the same as coeliac disease: while
the symptoms are similar, in gluten
sensitivity there is no damage to the
lining of the gut.

Understanding...

CO

ELIA

C DISE A

SE

coeliac disease
flatten, which causes fewer nutrients to be
absorbed from the diet. This can lead to a
whole new set of problems, for example,
mouth ulcers, weight loss, tiredness,
anaemia, fertility issues, impaired growth,
delayed puberty, peripheral neuropathy,
osteoporosis, and skin rashes. Other
complications listed by Nice include:
ulcerative jejunitis, malignancy (intestinal
lymphoma), functional hyposplenism,
vitamin D deficiency and iron deficiency.

Who gets it?
It isn’t really properly understood why
some people experience the strong
immune response to gluten that leads to
the development of coeliac disease, but
there is certainly a strong genetic link:
Nice recommends that first-degree
relatives of someone diagnosed with
coeliac disease are offered testing for
the condition.

Non-tropical sprue, coeliac sprue, and
gluten-sensitive enteropathy are other
terms sometimes used for coeliac disease.

What are the symptoms?
Because the small intestine is under
attack in coeliac disease, it is unsurprising
that symptoms such as diarrhoea,
indigestion, bloating, pain and
constipation occur. However, as the villi
become more damaged, they start to
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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 coeliac disease in the DEM library, located on the DDA Website at:
www.dispensingdoctor.org/resources/clinical-zone/dispenser-education-modules

How is coeliac disease
diagnosed?

www.coeliac.org.uk

The National Institute for Health and Care
Excellence (Nice) recommends that coeliac
disease testing should be offered to anyone
who has unexplained abdominal or
gastrointestinal symptoms, prolonged
tiredness, unexpected weight loss, irritable
bowel syndrome, faltering growth, severe
mouth ulcers, a first degree relative with
the condition, or low levels of iron, vitamin
B12 or folic acid for no apparent reason.
Nice also advises testing patients who have
just been diagnosed with type 1 diabetes
or autoimmune thyroid disease, and states
that it should be considered an option for
individuals with bone disorders such as
osteopenia, defects in dental enamel,
unexplained fertility issues or recurrent
miscarriage, neurological symptoms such
as peripheral neuropathy, unusual liver
test results and certain genetic syndromes.

Coeliac UK’s Crossed Grain Trademark is recognised
internationally as a sign of safety and integrity for gluten
free products. Products have to meet a range of criteria
focused on production and ingredients to use this
trademark offering extra assurance as to the gluten free
status of products.

For further information contact

0333 332 2033
www.coeliac.org.uk
www.dispensingdoctor.org

The tests involve measuring the levels
of certain immunoglobulins and enzymes
in the blood. Patients should be advised to
remain on a gluten-containing diet until
both the blood test and endoscopy with
biopsy have been completed. Diagnosis
based on blood test results alone are not
recommended for adults, and children
with a positive blood test should still be
referred to a paediatrician/paediatric
gastroenterologist for further tests (which
may include genetic tests/additional
antibody blood tests).
A gluten-free diet should not be started
while waiting for endoscopy as this can
result in false negative results.

Rice is a good alternative to pasta for people
looking to avoid gluten
Naturally gluten-free food swaps are
a good way to avoid seemingly endless
scrutiny of food packaging, and can avoid
often premium-priced gluten-free
alternatives for example:

How is coeliac disease
managed?
Getting the symptoms of coeliac disease
under control and then kept in check
hinges on one thing: avoiding gluten for
life. Information and support are vital if
people are to understand which foods
contain the protein and how to avoid it
when eating inside and outside the home while still getting all the nutrition required
to stay healthy. Coeliac UK has a range of
helpful services and resources - see
www.coeliac.org.uk.

•
•
•

The availability of gluten-free products
on prescription differs according to where
you are in the country. NHS England, for
example, only allows certain bread/flour
mixes to be prescribed, with other products
such as pasta, breakfast cereals and
biscuits no longer allowed, and even within
this, CCGs vary in terms of what they will
and will not fund. In Scotland, Wales and
Northern Ireland, there are fewer restrictions.

Foods that cannot be eaten include
anything that contains wheat, rye, barley
or oats: bread, flour, cakes, pastries and
biscuits; wheat varieties such as spelt,
semolina and kamut, plus other
gluten-based cereals that contain barley
and rye. This will include ingredients used
as fillers, flavouring or thickeners, for
example, sausages, sauces, soups and
ready meals. As beer is made from glutencontaining grains it is also unsuitable,
although gluten-free beers are available.
Coeliacs also need to be aware of the risk
of food cross-contamination, for example,
chips cooked in the same oil used for
battered fish.
Only oats labelled as gluten-free are
suitable for people with coeliac disease as
other oats can be contaminated with
gluten-containing grains. A small
percentage of people with coeliac disease
are sensitive to avenin, a protein similar to
gluten which is found in all oats, including
gluten-free oats.

rice rather than pasta
jacket potato rather than sandwich
cheese salad rather than cheese
and crackers.

Nice recommends that all patients with
coeliac disease are monitored annually
once stabilised and more frequently before
reaching this point. Appointments can take
place at the GP surgery, and should include
a measurement of weight and height, plus
a discussion of symptoms and adherence
to a gluten-free way of life. This also
provides an opportunity to identify anyone
who may need referring, perhaps, because
of concerns about persistent or recurrent
symptoms, or other associated health
problems such as bone disease.
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Other factors that appear to increase
the risk of coeliac disease include having
another autoimmune condition such as
thyroid disease or type 1 diabetes, having
a neurological condition such as peripheral
neuropathy or ataxia, and certain genetic
syndromes such as Turner’s or Down's.

Understanding coeliac disease
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Fortunately, in the UK packaged foods
are required to state all deliberate
ingredients on the packaging. Gluten
containing cereals must be emphasised in
the ingredients list, for example in bold
lettering. The Crossed Grain trademark
and/or the wording ‘gluten-free’ identify
products that are gluten-free.
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DDA 2018 review

DDA: serving dispensing GPs

year in, year out

How the DDA worked
for you during 2018
• Keeping an eye on
regulations
During the year, the DDA secured pledges
from the Department of Health to review
two aspects of the dispensing GP
regulations, the NHS (Pharmaceutical &
Local Pharmaceutical) Regulations 2013
in England:
•

Five-year rule: A controlled locality
determination will now be repeatable
within a five-year period in certain
circumstances including Machiavellian
or erroneous applications, and where
there has been substantial changes
within an area

Further reading:
DDA website article. Scots dispensing
GPs call for 2172K in development
funding [online] via the link:
https://tinyurl.com/yaschmv9
Health and Social Care Alliance
Scotland report: Your GP and You –
Ensuring access to the right person, in
the right place, at the right time [online]
via the link:
https://tinyurl.com/ybwojag3
Scottish Parliament business report:
Portfolio question time [online] via
the link: https://tinyurl.com/ycugqgaj

• Here when you need us
The DDA has a key role to play supporting
its membership to deliver best practice.
As well as playing a national representative
role, the DDA Board and administrative
team are here to help you resolve your
practice-level queries and problems, and
keep you informed of the things that affect
you in your neighbourhood. During 2018,
the DDA:
•

Hosted a free annual conference

•

Answered over 650 written and tele
phone enquiries from members –
on a wide range of issues relating to
dispensing and including the DSQS,
FMD and GDPR

• Sharing dispensing
expertise

•

Sent out 70 email broadcasts with each
one going to over 900 organisations and
1000 people

•

• Scottish contract
development

Health board-run practices in Wales are
receiving DDA advice on dispensary
profitability after some Welsh health
boards overspent by more than £1m to
operate directly managed GP practices.

Added 156 dispensers to the DDA
Register of Dispensers and sent
personalised certificates to them all

•

Joined 20 new members during 2018

Figures obtained by BMA Cymru Wales
have revealed that in 2017/18 Betsi
Cadwaladr University Health Board, the
largest operator of managed practices,
overspent by more than £1.3m – increasing
its 2016-17 deficit of £0.24m.

•

DDA input in Scotland has resulted in a
recommendation that Scottish dispensing
practices should each receive £2,686 to
support dispensing staff training and new
dispensing quality initiatives.

Posted daily updates on its website,
www.dispensingdoctor.org, including
free training and resources such as
SOPs for members.

The bid to tackle rural recruitment and
retention problems in rural Scottish general
practice was made in the first meeting of
the dispensing short life working group
formed to develop a new GP contract for
dispensing practice.

Hywel Dda University Health Board, the
second largest operator, also overspent
significantly in 2017/18 – by £1.1m. A
spokesman said the Board was reviewing
all locum costs and is considering a cap.

•

Reserved locations: Strict use of the
agreed determination parameter based
on the 2,750 limit of people living within
1.6km of the proposed pharmacy and
who are registered with a GP.

Scottish GPs started 2018 with a yes vote
to the new GP contract, but the prospect of
several years’ delay before receiving
specific provisions for rural and dispensing
practices. In March, Scottish Liberal
Democrats told the Scottish Government
that some NHS posts have been vacant
for two years and others advertised eight
times without success.

DDA website article:
Rural Scottish GPs are on ‘life-support’
after Scottish contract vote [online] via
the link: https://tinyurl.com/y9qj6hum

The DDA website goes from strength to
strength, attracting 5.5 per cent more page
views during 2018 compared to 2017, and
7.5 per cent more new visitors. During the
final quarter of 2018 the website saw a
12.45 per cent increase in page views,
compared to the same quarter in 2017,
with 14.8 per cent more new visitors.

Further reading:
DDA website article: Handed back
practices force Welsh boards £1m in
the red [online] via the link:
https://tinyurl.com/y9cn687w
DDA 2018 conference reports [online] at:
www.dispensingdoctor.org/conference
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