
 
 
 
 
 
 
 
 
 
 
 
 
 

Cost pressures – Playing your part 
The next financial year will be very challenging for the NHS. This means that expenditure will be closely scrutinised. 
The primary care prescribing spend is very “visible” as ePACT shows what has been supplied to local patients down 
to the last tablet. This means that, as custodians of the public purse, prescribers could be called on to explain their 
choice of medicine and be able to defend the use of, for example, more expensive “me too” drugs or those with 
limited clinical benefit. In some cases these will be the right choice for an individual patient but in others, a less 
expensive option may be just as good clinically. 
Please remember that NHS money spent in one part of the health service is not then available for use elsewhere. If 
money is wasted on medicines, community or hospital services may be cut. ScriptSwitch can help you with this. 
Please consider carefully before declining a switch. 
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Update from Prescribing Group, March 2010 
 The topics for next year’s Medicines Management 

QoF targets were discussed. Details will be circulated 
shortly. Please book your meeting with the team 
soon! 
 There was a discussion about the MHRA guidance 

on prescribing isotretinoin. This should only be 
prescribed within a consultant led team. 

PRESCRIBING NEWS 

 The GPs asked for clarification about prescribing for 
patients who had been seen privately. Please see 
page 4 for more information. 

Update from Medicines and Therapeutics 
Committee, February 2010 
 Clarithromycin should be reserved as a second 

line option after erythromycin 
 High dose calciferol was added to the formulary 

for secondary care use only. This is an interim 
step pending the production of shared care 
guidance. 

Non- Formulary 
Please note that febuxostat (Adenuric) is not on the 
local formulary and therefore should not be 
prescribed.

Prescribing Incentive Scheme 2010-2011 
The PCT continues to see merit in running a prescribing incentive scheme (PIS) despite the challenging financial 
climate. The targets have been reviewed in the light of national metrics and local performance against last year’s 
scheme. 
 
Financial Target 
Cost effectiveness cannot be ignored as funding is a limiting factor. It is recognised that any financial target set for 
the incentive scheme must be realistic and achievable. Continuing to use the proportion of simvastatin as the 
financial target is no longer deemed to be cost-effective as the percentage has reached a plateau.  However, if 
dropped completely, there would be a risk practices would revert back to old prescribing habits and this would 
potentially be a huge financial risk to the PCT.  The PCT is monitored on using the most cost effective statins and 
therefore it does need to remain as a target. Instead, a target linked to choice of triptans will be used as the financial 
target. 

The financial target is that 70% or more of all oral triptans should be prescribed as generic sumatriptan. 
 
Other targets 
 There continues to be a significant cost advantage from prescribing ACE Inhibitors instead of Angiotensin 2 

receptor blockers (A2RB). ACEIs should be used as first line therapy in patients requiring this type of therapeutic 
intervention and A2RBs should be reserved for those patients who develop an unacceptable cough with ACEI. 
The target is based on percentage of both these groups prescribed as ACEIs >78%.         

                                                                                              
 Although the rate of growth of PPIs has slowed significantly compared to the national average, the PCT 

prescribes significantly more treatment doses of PPIs than the national average. Furthermore, the target is moving 
in the wrong direction since being dropped from previous incentive schemes.  It is therefore appropriate to 
continue this target. The target is to reduce PPI % treatment doses to 32% or less without increasing Net 
Ingredient Cost.   Practices should also limit prescribing of esomeprazole to no more than 5% of all PPIs. 

 
 The excellent work done in practices has increased our prescribing rate of simvastatin.  It is important that this is 

maintained. Therefore the target remains as 75% statins prescribed as simvastatin. 
 
 Ezetimibe prescribing is high compared to the national average. The target is no more than 4% of all 

prescribing for statins and ezetimibe (including combination products) should be for ezetimibe. The PCT 
would advise that in the few instances where ezetimibe is required with simvastatin please prescribe separately as 
there is significant savings to be made. 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Prescriptions for Benzodiazepines 
A review of ePACT data shows that some large 
quantities of benzodiazepines (eg 392, 390, 360 
tablets) are being prescribed. We understand from 
colleagues at CDAC that diazepam and temazepam 
have high “street value” locally. 
 
Please consider carefully the quantity of 
benzodiazepines that you prescribe to minimise the 
risk of harm to the individual and to the community. 
 
It is indicated for short term use only. 

Update on PPIs and clopidogrel 
The EMEA has recommended an amendment to the 
existing warning over the concurrent use of clopidogrel 
and proton-pump inhibitors (PPIs).  This follows an 
analysis of data that has become available since the 
original recommendation in May 2009. 
  
Although some of the new studies raise questions 
regarding the clinical relevance of interactions between 
PPIs as a class and clopidogrel, two studies have 
confirmed that omeprazole can reduce the levels of the 
active form of clopidogrel in the blood and reduce its 
antiplatelet effects.  These support the conclusion that 
there is an interaction between clopidogrel and 
omeprazole and esomeprazole. 
  
Taking all of the currently available data into account, the 
CHMP and its Pharmacovigilance Working Party have 
concluded that there are no solid grounds to extend the 
warning to other PPIs. The class warning has therefore 
been replaced with a warning stating that only the 
concomitant use of clopidogrel and omeprazole or 
esomeprazole should be discouraged. Consider 
lansoprazole as a suitable alternative PPI. 

ScriptSwitch update! 
The savings from ScriptSwitch for the first 3 months of use stand at £84k out of a possible £385k. This helps towards 
the cost efficiencies discussed on the first page. A total of 7417 switches have been accepted. Of these, 5388 are 
for acute prescriptions and 2029 are for repeat medicines. 
 
The top four most frequently accepted changes are:- 

 Salbutamol inhaler to Ventolin inhaler 
 Ferrous sulphate 200mg tablets to ferrous fumarate 210mg tablets 
 Beclometasone nasal spray to Beconase nasal spray 
 Diclofenac 50mg to naproxen 500mg 

 
In addition, the Pharmaceutical Advisers have begun a systematic review by BNF chapter to make sure the 
database is kept up to date. We are happy to receive your comments and suggestions to refine the system further. 
You may be interested to note that the number of recommendations on the MK database is at the lower end 
compared to PCTs elsewhere.

Sildenafil and other drugs and devices for erectile 
dysfunction 
We still get questions about prescribing drugs and 
devices for erectile dysfunction, particularly in relation to 
severe stress as the cause of impotence. The NHS 
regulations state that treatment for erectile dysfunction 
for a man with severe distress cannot be issued by GPs. 
This means that it must be prescribed (long term – not 
just initiated) by a specialist. The PCT is aware of 
numerous incidents where the GP has been asked to 
prescribe for severe distress. In doing so, they are acting 
outside the NHS regulations. Our colleagues in the 
contracts team have reminded the hospital about their 
obligations to prescribe in this circumstance. Please let 
us know if this remains a problem. 

Cochrane review does not recommend inhaled 
corticosteroid (ICS) plus long acting beta2 
agonist (LABA) for steroid naïve asthmatics 
 
A Cochrane review (Cochrane Database of Systematic 
Reviews 2009, Issue 4. Art. No.: CD005307. 
DOI:10.1002/14651858 .CD005307. pub2) found that 
current evidence does not support the use of 
combination therapy with ICS plus LABA as first 
choice preventer therapy in adults and children 
with persistent asthma, without a prior trial of ICS 
alone. 
 
This means that health professionals should continue 
to follow the BTS/SIGN guideline on the 
management of asthma. For patients not adequately 
controlled on a short-acting beta2-agonist when 
required (step 1), inhaled corticosteroids (ICSs) are 
the first choice regular preventer therapy (step 2). 
Current evidence does not support using combination 
therapy with an ICS plus a long-acting beta2-agonist 
(LABA) as first choice preventer therapy, without a 
prior trial of ICSs alone. A LABA should be added as 
a separate inhaler at first to make sure the patient is 
gaining benefit from it. 

NICE Guidance on neuropathic pain 
Please note that although NICE has supported the 
use of pregabalin as an option in neuropathic pain it 
is very much more expensive than amitriptyline and 
therefore less affordable for the PCT. As discussed 
earlier, the financial pressures require us to think 
carefully about medicines which cost more but 
provide no clinical advantage. 

Monitoring patients’ adherence to medicines 
Both NICE and the Care Quality Commission stress the 
fact that healthcare professionals should assess levels of 
adherence to medicines to identify which patients need 
further support. The patients may then be referred to a 
community pharmacist for a Medicines Use Review to 
help them take their medicines more effectively. 

http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD005307/frame.html
http://www.sign.ac.uk/guidelines/fulltext/101/index.html
http://www.sign.ac.uk/guidelines/fulltext/101/index.html


 

The Pharmaceutical Advisers can be contacted on 01908 278713 / 278708 / 278744 / 278702.  
Disclaimer: Information in this newsletter is believed to be accurate and true. NHS Milton Keynes and its employees 
accept no liability for loss of any nature, to persons, organisations or institutions that may arise as a result of any errors 
or omissions. 

Did you know? …… 
Approximately 14,500 doses of antivirals were 
issued to patients in Milton Keynes during the 
swine flu pandemic, up to the end of March 2010.  
 
Please note that from 1st April 2010, antiviral 
prescribing regulations revert to NICE Guidance.  
 
This states that oseltamivir and zanamivir are 
recommended, within their marketing 
authorisations, for the post-exposure prophylaxis 
of influenza if all of the following circumstances 
apply:- 
 National surveillance schemes have indicated 

that influenza virus is circulating. 
 The person is in an at-risk group  
 The person has been exposed to an influenza-

like illness and is able to begin prophylaxis 
within the timescale specified in the marketing 
authorisations of the individual drugs (within 
36 hours of contact with an index case for 
zanamivir and within 48 hours of contact with 
an index case for oseltamivir). 

 The person has not been effectively protected 
by vaccination  

Antiviral Authorisation Vouchers 
These should have been securely destroyed by now. If 
they have not, please do so at your earliest 
convenience. A record should be kept of name of 
person authorising destruction, quantity and serial 
numbers of vouchers destroyed (ignore the last digit in 
the long number to see the sequencing of numbers), 
names and signatures of the person destroying the 
vouchers and the witness, date of destruction and 
method of destruction. 

Cephalosporin prescribing 
Cefalexin prescribing had reduced substantially since 
2007. However it has recently increased. This 
threatens to affect the reduction achieved in C. 
difficile infection linked to cefalexin prescribing.  Its 
use should be avoided for any indication in patients 
over the age of 65 years unless there is no safer 
alternative.  
 
Please see the next quarterly report on C. difficile 
Risk Factors per surgery (April 2010) to assess 
individual practice prescribing levels. This is available 
from Naomi Fleming, Antibiotic Pharmacist with the 
Infection Control Team 01908 243082 

New Immunoglobulin Policy available 
A new policy for the ‘Use of Varicella Zoster 
Immunoglobin (VZIG), Hepatitis B Immunoglobin 
(HBIG), and Tetanus Immunoglobin (TIG) for 
Children and Adults’ has been ratified and placed 
on the Clinical Guidelines section of Milton Keynes 
Foundation Trust intranet site. 
 
The policy includes a form that has to be used to 
request doses of VZIG so you may wish to save 
the link for future reference. Alternatively, it may be 
accessed through the PCT intranet – click Clinical 
Services then Clinical Guidelines and Patient 
information. You will then find the policy by putting 
VZIG into the search engine. 
   
http://nww.mkhospital.nhs.uk/pathfinder/files/Pathol
ogy/Guidelines/VZIG%20HBIG%20.pdf 

NHS Prescriptions after private consultations 
The Pharmaceutical Advisers often get asked whether GPs can or should prescribe medicines on the NHS after a 
patient has had a private consultation. 
 
The responsibility for prescribing rests with the doctor who has clinical responsibility for a particular aspect of the 
patient’s care. Where, for instance, an NHS doctor refers a patient to a consultant for advice but, when 
appropriate, retains clinical responsibility, he/she should issue the necessary prescriptions and at NHS expense.  
 
Prescribing at NHS expense may only be undertaken for NHS patients for NHS consultations. People who opt to 
be referred privately (i.e. outside of the NHS arrangements) are expected to pay the full cost of any treatment they 
receive in relation to the care provided privately.  
 
Following a private consultation, there is no obligation for the GP to prescribe the recommended treatment if it is 
contrary to local agreement or his/her normal clinical practice.  
 
Patients may commence care privately, but then request that further treatment be provided within the NHS. In this 
case, the patient may be transferred to the NHS and should be re-assessed for NHS treatment within the same 
regime of priorities applicable to NHS patients.  
 
Reference  
The British Medical Association Interface between NHS and private treatment - Guidance from the Ethics Department February 2004  
 

http://nww.mkhospital.nhs.uk/pathfinder/files/Pathology/Guidelines/VZIG%20HBIG%20.pdf
http://nww.mkhospital.nhs.uk/pathfinder/files/Pathology/Guidelines/VZIG%20HBIG%20.pdf
http://nww.mkhospital.nhs.uk/pathfinder/files/Pathology/Guidelines/VZIG%20HBIG%20.pdf


Inhaler Technique Audit of Health Care Professionals on the Correct Use of Metered Dose Inhalers (MDIs)  

Nikki Woodhall, Senior Medicines Management Technician, Pharmaceutical Advisers NHS Milton Keynes &  
Mark Baverstock, Advanced Nurse Practitioner Respiratory Medicine, Milton Keynes Hospital Foundation Trust    

 
Introduction 

 

A key component of treating patients with asthma or 
other respiratory disease is medication supplied by the 
inhaled route.  However, a well known problem with 
this is patients’ ability to use their given inhaled 
devices effectively, and therefore not maximising the 
benefits from prescribed medicines. 
 

There are many devices currently available.  These 
are broadly of two types – pMDI’s (pressurised 
Metered Dose Inhaler) and DPI’s (Dry Powder 
Inhalers).  Each type has advantages and 
disadvantages.  

                                       
 
 
 
 
 
 
 
 
 

 
 

MDI’s are the most commonly used inhaler in Milton 
Keynes. 
The inhalation should be timed with actuation of the 
device and should be slow and steady. Inhaling too 
fast may cause a greater proportion of the aerosol to 
impact at the back of the throat or on the tongue, thus 
reducing the beneficial clinical effect and increasing 
the potential for local and systemic side effects. 
 
 

In December 2008, it was reported that 84 patients 
were audited by the respiratory team at MKHFT on the 
use of their inhaler devices. 81% of patients were 
unable to use all their inhalers effectively. 
 
 

In November 2008, Health Care Professionals (HCPs) 
made up of doctors, nurses and pharmacy staff 
undertook inhaler technique training, from an 
outsourced provider, for a pilot project to provide 
intense inhaler technique training to new patients.  
Over 60% of the HCPs were unable to demonstrate 
correct use of an MDI.  One piece of research 
suggests that when using an MDI more than 94% of 
HCPs inhaled too fast.  This was shown to be the case 
during the training sessions.  
 
  

Aim 
 

The findings from the patient audit and training of HCPs 
led us to hypothesise that HCPs were not teaching 
patients correctly. However, before putting in extra 
resources for training it was agreed that this hypothesis 
should be tested.  It was agreed to do a joint trusts audit of 
healthcare professionals on the use of MDI’s. 
 

Method 
 

A joint audit form was devised and included a section for 
the HCP to demonstrate the correct technique and correct 
inspiratory flow rate of an MDI.  If the optimum flow is 
achieved it will increase the amount of medication 
reaching the lungs. 
 

The In-Check Dial is a pulmonary airflow meter which 
shows optimum flow rate for several devices including 
MDI’s. The In-Check Dial was used to help identify 
whether HCPs were using the MDI device correctly by 
measuring the inspiratory flow rate.  
 

                   
The assessment of inhaler technique was standardised by 
breaking down the process into seven steps based on 
information from drug company information and good 
practice guides from Education for Health.  
 

The HCPs were asked to demonstrate how they thought 
the MDI should be used / how they would train patients 
using a placebo.  The technique was observed without 
interruption and was marked accordingly on the audit 
sheet.  They were then asked to use the in-check device 
and replicate the action of breathing in at the same rate as 
with the MDI placebo.  
 

Results 
 74 completed forms from NHS MK 
 76 completed forms from MKHFT 
 150 completed forms in total  

46 HCPs (31%) could perform all 7 steps correctly  
 
 

 
 

28 HCPs (19%) were able to demonstrate correct inspiratory 
flow using the In-Check dial 
Of the 46 HCPs who managed all 7 steps, only 11 were also 
able to demonstrate correct inspiratory flow using the      
In-Check dial 

   

All 7 steps & In-Check completed correctly 
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Discussion 
 

Although the results are somewhat concerning, they are not 
altogether surprising. 
 

The main issues to note from the audit are: 
 
 

 The main area for incorrect technique from HCPs was 
not breathing in at the correct speed (inspiratory flow 
rate).  Most breathed in much too fast for an MDI.  

 Breathing out before inspiration was sometimes 
forgotten or not done sufficiently.   

 Sometimes forming a seal around the inhaler device was 
not done.  This was demonstrated by seeing ‘mist’ 
escaping from mouth / device. 

 There were some timing and co-ordination issues. 
 
 
 

HCPs need adequate time to teach patients the correct 
technique when starting a new inhaler device and dedicated 
time to review patient’s technique on an on-going basis.   
 

To ensure patients receive accurate and up-to-date 
information on how to use their inhaler devices effectively, 
Health Care Professionals themselves need to be trained to 
a high standard with regular updates. A train–the–trainer 
scheme is being set up locally to address this need.  
 
 

 Patients should have their ability to use an inhaler device assessed by a competent health care professional! 
British Guideline on the Management of Asthma - BTS/SIGN –May 2008, revised June 2009 
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