
         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

 
 
 
 

 
 
Minutes of MKPAG and CCG Prescribing Group meetings can be found on the formulary website: 

http://www.formularymk.nhs.uk/Minutes/ 
 

MHRA Update 
1. HRT  
There has been wide publicity about the increased risk of breast cancer with HRT and its persistence after stopping. A 
new meta-analysis of more than 100,000 women with breast cancer has shown that some excess risk of breast cancer 
with systemic HRT persists for more than 10 years after stopping; the total increased risk of breast cancer associated with 
HRT is therefore higher than previous estimates. Prescribers are advised to discuss the updated information on risks with 
women at their next routine appointment. 
For more details, please see https://www.gov.uk/drug-safety-update/hormone-replacement-therapy-hrt-further-
information-on-the-known-increased-risk-of-breast-cancer-with-hrt-and-its-persistence-after-stopping 
 
2. GLP-1 receptor antagonists  
Serious and life-threatening cases of diabetic ketoacidosis have been reported in association with exenatide, liraglutide, 
and dulaglutide, particularly after discontinuation or reduction of concomitant insulin. Blood glucose self-monitoring is 
necessary when adjusting the dose of insulin, particularly when GLP-1 receptor agonist therapy is initiated and insulin is 
reduced. If the insulin dose is to be reduced, a stepwise approach is recommended. Patients should understand the risk 
factors and signs and symptoms of diabetic ketoacidosis and be advised to seek immediate medical advice if these 
develop. 
For more details, please see https://www.gov.uk/drug-safety-update/glp-1-receptor-agonists-reports-of-diabetic-
ketoacidosis-when-concomitant-insulin-was-rapidly-reduced-or-discontinued 
 
Recording medicines prescribed elsewhere 
 

It is good practice to record any medicines prescribed or supplied elsewhere. This may include antiretrovirals, renal 
medicines, depot injections or medications obtained elsewhere such as issued privately by online clinics e.g. 
antimalarials, erectile dysfunction medicines or an out of hours/emergency supply. This can be done within SystmOne. 
  
On the Clinical Tree, select Medication, right click and select Record Other Medication. Add the medication and select 
the Hospital Medication choice. There is an option to add in doses. Press OK. This is now in the patient record in the 
Other Medication section, showing as a hospital medication. Potential interactions with the patient’s regular medicines will 
now be highlighted. 
. 
Drug Tariff guidance on sun screens 
 

This has recently been updated. The old criteria stated that sunscreens could be prescribed on FP10 for “Protection from 
UV radiation in abnormal cutaneous photosensitivity”. The new criteria states that it may be prescribed on FP10 “for skin 
protection against ultraviolet radiation and/or visible light in abnormal cutaneous photosensitivity causing severe 
cutaneous reactions in genetic disorders (including xeroderma pigmentosum and porphyrias), severe photodermatoses 
(both idiopathic and acquired) and in those with increased risk of ultraviolet radiation causing severe adverse effects due 
to chronic disease (such as haematological malignancies), medical therapies and/or procedures. 
This new criteria means that more patients will have to be advised to self-care as prescribers would be breaching their 
terms of service if they prescribed for patients not considered ‘severe’. 
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 An update to the Lithium shared care protocol was 
approved.  

 Fluticasone nasules were added to the formulary 
as Amber 1(specialist recommendation) for nasal 
polyps only.  

 Accrete D3 chewable was added as a once a day 
product for patients with compliance issues on BD 
dosing (NB Adcal D3 remains as preferred choice) 

 The latest NHSE Low Value guidance was noted 
and is being taken to hospital clinicians for 
discussion and information so that they do not ask 
GPs to prescribe these items. 
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 We welcomed Dr Margaret Field to the group. 

 CNWL representatives came to discuss shared care for 
long acting atypical depot injections. It was agreed to go 
ahead with a pilot in one PCN and feedback outcomes. 

 We discussed the availability of Gluten Free foods on 
NHS prescription at the request of HealthWatch. We 
agreed to strengthen the information on the CCG 
website to aid patients and circulate posters again. The 
current guidance on IFR applications remains. 

 The latest version of SMBG guidance and guidance on 
use of safety needles was approved and will be 
circulated to practices. 

 The group approved an updated version of the 
azithromycin PIL for patients with bronchiectasis. 

 Practice Opioid Review – please see below. 
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DOAC Updates 
1. Rivaroxaban  
The MHRA has received a small number of reports suggesting lack of efficacy (thromboembolic events) in patients taking 
15 mg or 20 mg rivaroxaban on an empty stomach. Please remind patients to take 15 mg or 20 mg rivaroxaban tablets 
with food. 
 
The CCG first choice DOAC is edoxaban. It is a once a day dose and does not have to be taken on an empty stomach. 
 
2. DOACs in renal impairment 
It is important to consider renal function when selecting the dose of any DOAC for each individual patient as they are 
dependent on kidney function for excretion. The usual measure of renal function, eGFR, is not generally recommended 
for DOAC dosing decisions. In the major clinical trials of patients with non-valvular Atrial Fibrillation (AF) dosage was 
based on estimates of renal clearance based on the Cockcroft and Gault (CG) equation. This is particularly important 
when prescribing high risk drugs, or for the elderly, or for patients at extremes of muscle mass where the calculation of 
creatinine clearance (CrCl) is recommended to support dosing decisions. 
 
The BNF currently advises that dosage adjustments for DOACs should be based on CrCl. The licensed doses for all 
DOACs also currently use CrCl to estimate renal function. 
 
The current Prescribing Incentive Scheme DOAC review is designed to encourage practices to make sure patients are 
being prescribed the correct dose in order to avoid the risk of bleeds or thrombotic events. 
 
Further guidance can be found at https://www.sps.nhs.uk/wp-content/uploads/2019/07/DOAC-dosing-in-renal-impairment-
vs2-July-2019-AW.pdf 
 
3. DOACs and increased risk of recurrent thrombotic events in patients with antiphospholipid syndrome  

An EU review has concluded that the use of DOACs in patients with antiphospholipid syndrome could be associated with 
increased rates of recurrent thrombotic events compared with therapy with a vitamin K antagonist. Therefore DOACs are 
not recommended in patients with antiphospholipid syndrome, particularly high-risk patients (those who test positive for all 
3 antiphospholipid tests — lupus anticoagulant, anticardiolipin antibodies, and anti-beta 2 glycoprotein I antibodies).  

Prescribers are advised to review whether continued treatment with a DOAC is appropriate for patients diagnosed with 
antiphospholipid syndrome, particularly high-risk patients, and consider switching to a vitamin K antagonist such as 
warfarin.  

For more information, please see https://www.gov.uk/drug-safety-update/direct-acting-oral-anticoagulants-doacs-
increased-risk-of-recurrent-thrombotic-events-in-patients-with-antiphospholipid-syndrome 

Enalapril and trimethoprim interaction 
The Summary of Product Characteristics for enalapril has been updated to warn of the risk of hypokalaemia when co-
administered with trimethoprim or co-trimoxazole. Elevations in serum potassium have been observed in some patients 
treated with ACE inhibitors and this may be exacerbated when taken with trimethoprim. If concomitant use of enalapril 
and these agents is deemed appropriate, they should be used with caution and with frequent monitoring of serum 
potassium. 
 
Sending prescriptions for injections via EPS 
These 2 screen shots are to remind prescribers to remove the tick from the personally admin box on right hand side for injections 
including heparin, adrenaline auto injectors etc. in order to allow the prescription to go electronically. 
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Opioid prescribing 
 

Thank you to practices for undertaking a review of high dose opioid prescribing as part of the Prescribing Incentive 
Scheme. The review was part quantitative and part qualitative. It was also designed to elicit information on training 
needs and ideas for service improvement to be shared with CCG commissioners. The results have been collated and a 
report submitted to NHS England Accountable Officer and the CCG’s planned care commissioner so that your thoughts 
on how patients can be better supported are built into service development planning. It has also been discussed at the 
CCG Prescribing Group. Please see the accompanying supplement for more details. 

 
Safe Prescribing of Safety Needles 
 

Safety needles which incorporate automatic safety locks are available but should not normally be prescribed by GPs. 
These are for the benefit of healthcare workers to avoid needle stick injury and therefore they should not be prescribed 
on FP10s. Employers have a duty of care to ensure their staff are kept safe so community services and care homes 
should provide these themselves if they feel it is necessary to use safety needles. Therefore please bounce requests for 
prescriptions from these services back. 
 
Prescriptions may be provided in the following situations:  

 patients whose insulin is administered by a non-professional healthcare worker, e.g. carer or relative AND   
where the patient is known to have a blood born virus e.g. HIV, hepatitis 

 OR who is known to be aggressive 

The following safety needles are available (Prices are for pack of 100):- 
 
GlucoRx Safety Pen Needles 5mm/30g and 8mm/30g £12.95 
Microdot Verifine safety pen needle 5mm/30g £14.89  
Mylife Clickfine Autoprotect 5mm/31g, 8mm/29g £19.00  
Novofine Autocover 8mm/30g £22.28  
BD Autoshield Duo 5mm/29g £30.08  
 
The MKCCG recommended choice of safety needles if patient meets the above criteria is GlucoRx Safety Pen 
Needles 5mm/30g and 8mm/30g  
 
Time to review use of fibrates? 
 

An article in the Drugs and Therapeutics Bulletin describes the evidence for prescribing fibrates and whether they have 
a role in managing dyslipidaemia. It concludes evidence for fibrate use is limited, and should only be initiated by 
specialists in management of familial hypercholesterolaemia or hypertriglyceridaemia. 
 
There is an OptimiseRx message that fires when fibrates are prescribed without the relevant READ codes.  

Hyaluronic acid joint injections 
 

Please be aware that hyaluronic acid joint injections are not on the formulary. Requests from NHS or private providers 
should therefore be declined. 
 

LUTS Pathway 
 

It is timely to revisit the LUTS pathway as there has been a large increase in the number of prescriptions for mirabegron. 
 

The pathway is shown overleaf. In addition, please be mindful of the MHRA advice to monitor blood pressure before and 
during mirabegron treatment especially in patients with hypertension.  
 

Mirabegron is contraindicated in patients with severe uncontrolled hypertension (systolic blood pressure ≥180 mm Hg or 
diastolic blood pressure ≥110 mm Hg, or both). 
 

Please also be mindful of the anticholinergic burden of the medicines within the LUTS pathway and minimise this where 
possible. 

 

 Consider anticholinergic burden scale when prescribing anticholinergic combinations. Avoid prescribing anticholinergics 

with acetylcholinesterase inhibitors e.g. donepezil, rivastigmine (can worsen cognitive impairment).  

 Proactively monitor at regular intervals for efficacy and tolerance e.g. annually (or 6 monthly in patients over 75 years) 

once clinically stable.  

 If suspicion of anticholinergic induced impaired cognition, carry out a mini mental state examination (or equivalent) and 

consider switching or stopping if confirmed and clinically appropriate.  

 Refer patients suffering from significant anticholinergic side effects due to psychotropic medication to an appropriate 

specialist. 

 
  



 

LUTS Pathway 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Conservative Management 
 All patients should have conservative treatment prior to commencement of medical therapy or referral to 
secondary care. This should include patient education, lifestyle advice, bladder training and pelvic floor exercises 

 Post –menopausal women 

 Intra-vaginal cream containing 0.01% estriol - use daily for 2 weeks, then twice weekly for 3 months. Intra-
vaginal oestrogens are recommended for women with vaginal atrophy and OAB symptoms e.g.  Gynest/Ovestin 

 Males with Benign Prostatic Hyperplasia (BPH) 

 Following conservative management, α -blocker therapy as per the MK formulary should be initiated for males 
with BPH 

 Consider adding an antimuscarinic (see below) for males with residual storage symptoms following α-blocker 
mono-therapy 

Review at 3 months 

First line medication – choose one of the following generic antimuscarinic agents 
• Generic oxybutynin* (immediate release) – 2.5mg bd – 5mg tds as tolerated  (£2.18 - £4.78 / 28d) OR 
• Generic tolterodine (immediate release) 2mg bd (£2.14 / 28d) 

*Do not offer immediate release oxybutynin to frail, older patients.  
Counsel patients on likelihood of success and possible side effects (dry mouth / constipation). These may be 
indicators of efficacy. 
If patient is contraindicated to an antimuscarinic agent, or has narrow angle glaucoma, initiate third line therapy 

Lack of efficacy or side effects 

improved 

Review at 4 weeks Continue and review every 6-12 months 

Second line medication – choose one of the following antimuscarinic agents 
• Trospium 20mg bd (£5.71 / 28d) – non selective antimuscarinic  
• Darifenacin 7.5mg od (£25.48 / 28d) – selective, targets the M3 muscarinic receptor 
• Tolterodine MR (as Neditol XL) 2 x 2mg od (£23.20 / 28d) – non selective antimuscarinic 

Counsel patients on likelihood of success and possible side effects (dry mouth / constipation). These may be 
indicators of efficacy. 

Third line medication – β3–Adrenoceptor agonist following 2 antimuscarinic agents prior to referral to secondary 
care. Mirabegron 50mg od (25mg od for special populations – see SPC)   (£29.00 / 28d) 
Mirabegron should be used first line in patients contraindicated to an antimuscarinic or suffering from narrow angle 
glaucoma 

Consider referral  

Continue as per BNF recommendations 
and review every 6-12 months 

Lack of efficacy or side effects 

 

improved 
Review at 4 weeks 

Continue and review every 6-12 months 

Lack of efficacy or side effects 

 

improved 

Review at 4 weeks Continue review every 6-12 months 

Pharmacotherapy for the Management of LUTS in Males and Females 
Pathway adapted from NICE CG171, CG97 and TA290 and updated April 2019 

The Pharmaceutical Advisers can be contacted on 01908 278744 or 278713 or speak to your neighbourhood pharmacist 
     Disclaimer: Information in this newsletter is believed to be accurate and true. NHS Milton Keynes CCG 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 

 

Prices based on Drug Tariff September 2019 

http://www.formularymk.nhs.uk/741-Drugs-for-urinary-retention/
http://guidance.nice.org.uk/CG171
http://guidance.nice.org.uk/CG97
http://guidance.nice.org.uk/TA290

