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The PPA has been involved in ETP in its various
forms for at least the past 10 years. ETP is defined
as a mechanism which enables prescription
information to be generated by a prescriber, read
by any dispenser, and successfully transferred to
the PPA, all by electronic means. Examples of
means of information transfer are smart card,
magnetic stripe, bar code and electronic
messages. Each of these have different technical
and practical advantages and disadvantages. The
most important element is to ensure that any
failure of technology does not prevent the patient
receiving their medicines at the right time. 

The latest ETP strategy was announced by
Lord Hunt on 12 September 2000, and interested
parties were invited to register their interest
by 12 October. There have been over 70
expressions of interest and all parties were invited
to a meeting by the Department of Health (DoH)
where information about the pilot was presented
and they were given the opportunity to ask
questions of the DoH and the PPA to enable
them to finalise their proposals by 9 November.
By the end of November, following a formal

evaluation process, the number will be reduced
to a maximum of ten. From these ten, following
detailed discussions, up to three proposals will
be selected to carry out ETP pilots. 

The PPA has set up a separately funded IT
group dedicated to this project, to ensure that it
does not detract from the activities involved in
the Category D recovery programme. The plan
is to develop the necessary systems in conjunction
with the organisations who are carrying out the
pilots. The PPA intends to create a system which
will interface with the proposed business models
and which will be separate to its existing
prescription processing, pricing and payment
systems. At the same time it is giving consid-
eration to how it will re-engineer its systems to
realise the benefits from receiving prescription
data electronically. The PPA re-engineered
systems will enable prescription information to
be input in three forms:

i) direct input by keying in the data manually
from paper

ii) scanning and interpreting a paper document
iii) electronic transmission of data

Electronic 
Transmission of
Prescriptions
The recent announcement giving the go ahead to Electronic
Transmission of Prescriptions (ETP) Pilots has excited a great deal
of interest. This article is the first of a series of articles we will publish
on a regular basis to keep everyone informed of developments. The
articles are intended to be overviews and not intended to provide
a detailed explanation of the process.
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ELECTRONIC TRANSMISSION OF PRESCRIPTIONS cont…

ePACT.net

“A product which makes prescription data immediately
accessible using a combination of internet technology
and the NHS Prescribing Database held by the
Prescription Pricing Authority.” 

This is the NHS net version of Electronic PACT which allows users
real time on-line access to two years prescribing data held on the
NHS, Prescribing Database. This system is available to Primary Care
Trusts (PCTs), Primary Care Groups (PCGs) and Community Units

Data can be selected according to:
• reporting period (i.e. month, quarter, year)
• prescribing organisation (e.g. practice, PCG, PCT)
• BNF classification (chapter to presentation level).
The system allows users to easily create their own graphs and

reports from an extensive range of data and also provides a set of
nationally agreed pre-defined graphs and reports. A ‘tagging’ facility
for specific requests is available. The selection of data can be grouped
by specific practices (e.g. rural, dispensing) or specific groups of drugs
(e.g. practice formulary, specialist drugs). This data can also be
displayed in tabular and graphical format. Query results can be

exported using the Windows cut and paste facility. Information is
reported at practice, PCT and PCG level.

The November release of ePACT.net delivers a national and NHS
Regional Office System.

For the pilots the PPA will need to be in a
position to accept data electronically by April
2001 and to carry out testing of proposed pilot
systems between April to December 2001. All
pilots will be required to transfer prescriptions
electronically to an acceptable standard by
December 2001 at the latest. The PPA, in
conjunction with the DoH, will determine the
prescription message, encryption and
authenticity standards. The PPA will need to
specify the quality criteria all systems will be
required to meet and will test all pilot systems
to ensure they meet the required standards.
Once a system has met the required standards
the PPA will use the electronic prescription
message in the calculation of the dispensing
remuneration and reimbursement. There will
then be two streams of prescription data that
the PPA will need to amalgamate before making
any payments ie, those received on paper
(which will have to be processed through the
existing systems) and those prescriptions
received electronically.

The pilots will run until June 2002 and the
formal evaluation of the pilots will be completed
by December 2002.

At the moment it is expected that each 
pilot will consist of up to 50 General
Practioners (GPs) and the principal pharmacies
in the locations which reflect the dispensing 
of the GP prescriptions. The expected flow 

of prescription information is shown in the
chart above.

There are two basic prescription message
flows to reflect the current process. Firstly the
GP to patient to dispenser which can take a
variety of forms depending upon the technology
used in the pilot system. The second flow is an

electronic message from the prescriber directly
to the PPA. This is referred to as the ‘golden’
record and will be used by the PPA to validate
all dispensing messages received at the PPA.

The next article will discuss in detail the
various message flows and address some of the
issues that arise from these message flows.

Prescription Data Flow chart
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ISO 9000 TO ISO 9001:2000

Standards for quality assurance systems have
been around for some time, originating in the
defence and munitions sectors. The first
British national standard was BS5750,
published in 1979. This standard quickly
became a major requirement for contracts
with suppliers in manufacturing.

During the 1980s and early 1990s it
became clear that many service organisations
were adopting quality assurance principles.
ISO9000 was used as the basis for these
systems. In 1994, the standard was clarified
and now it is used in over 100 countries. It is
the most extensively used quality standard
in the world.

As stated above, the standard achieved 
by most of the organisation is the version
produced in 1994. Recently the ISO 
standard has undergone a comprehensive
overhaul, based on consultations with 35,000
users. The main findings from the research
found that:
• ISO9000 is being increasingly used in the

service sector; 
• The existing standard was not particularly

“user friendly;”
• It was not compatible with another set of

standards.
The previous standard was procedure

based; the new standard will be process

based. This enables organisations to link
business objectives with business effec-
tiveness more directly. The revitalised
standard focuses not only on the older clauses
but extends them to view the organisation
as a series of interacting processes. In
addition, the standard is much more focussed
upon the need to satisfy customers and to
achieving this through commitment from
senior managers within the organisation as
well as controlled systems.

In summary, the revised ISO9001: 2000
standard:
• Is a flexible management system;
• Is process, not procedures based;
• Encourages continual improvement;
• Views customer satisfaction as a system

performance measure;
• Motivates everyone towards common

goals, ensuring participation;
• Involves top management extensively –

business excellence is paramount and
cannot be delegated;

• Relates to statutory and regulatory
requirements;

• Requires the establishment of measurable
objectives at different levels of the
organisational hierarchy;

• Emphasises effective internal communications

• Emphasises availability of resources;
• Evaluates the effectiveness of training and

quality management.
Almost all organisations who have been

approved for ISO9000: 1994 will need to
update their quality systems in order to meet
the new requirements. Some organisations
may well find there is little needed to be
done. However, others may take the
opportunity to overhaul their system, in
which case they may need the three years
allowed for the change-over. As the PPA has
as yet, no corporate quality policy, each part
of the PPA will make their own arrangements
and timescale for the transfers. We will
obviously advise you should this change.

Quality standards represent an indis-
pensable level of know how in any given area.
It is a clear commitment on the part of the
organisation to delivering a quality service in
all areas. The benefits to customers include
cost and time effectiveness, better manage-
ment, legal effectiveness and increased
confidence in the organisation. Furthermore,
little is more certain than an organisation will
need to continually change and evolve to
meet the challenges of tomorrow. ISO
9001:2000 provides the opportunity for
organisations to realise significant internal and
external benefits through the development
and implementation of an enhanced quality
system. The PPA will strive to build a
proactive customer focused quality system
which we believe is widely considered a
necessity in today’s competitive environment.

Some of you may be aware that the PPA has been working towards quality
standard ISO9000: 1994 approval. Some of our divisions have enjoyed this
status for a number of years, others such as the Compliance Unit have only
recently received approval. 

The operation of the recently introduced scheme for the
maximum supply price of generic medicines was discussed
at the Prescription Pricing Authority meeting held in
October. Members felt that our customers would find a
summary of the scheme helpful. Consequently the following
is provided for your information.

The Statutory Supply Price Scheme for Generic Medicines: 
• was announced in July 2000, effective from 3 August 2000, through

the Health Service Medicines (Control of Prices of Specified Generic
Medicines) Regulations 2000; 

• sets maximum supply prices for specified generic medicines;
• is effective for reimbursement purposes for prescriptions dispensed

from 1 Sept 2000;

• abolishes Drug Tariff Part VIII Category D and introduces a concession
for products that are genuinely in short supply;

• provides for the supply of a generic medicine to a community pharmacy
or dispensing doctor at more than the maximum price and the failure
to supply information required by the scheme to be treated as
contraventions of the scheme subject to penalty;

• does not detract from the Fundamental Review of the Generics market;
• will begin to be reviewed within twelve months of its effective date

and will be completed within fifteen months (by November 2001).
The list of medicines to which the scheme is applicable can be found

at www.doh.gov.uk/generics and the Regulations giving legal force to the
maximum price scheme at www.legislation.hmso.gov.uk (Statutory
Instrument 2000 No. 1763 The Health Services Medicines (Control of
Prices of Specified Generic Medicines) Regulations 2000).
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The PACT Centre Pages report provided
to General Practitioners is reproduced
here for readers with an interest in
patterns and trends of prescribing.

Charts 1 and 2 illustrate National trends in the
prescribing of drugs used to treat asthma and
chronic obstructive pulmonary disease (COPD).
In terms of both usage and costs respiratory
prescribing is one of the top 4 BNF chapters.
There is a seasonal trend, with the quarter to
December always having the greatest usage.

Treatment of asthma often receives more
media attention than treatment of COPD
however COPD is a major cause of morbidity.
Patients with COPD make greater use of both
GP and hospital services than patients with
asthma. In 1992 6.4% of all male and 3.9% of
all female deaths in England and Wales were
attributed to COPD, chronic bronchitis or
emphysema, 26,033 deaths in total compared
to 1,791 asthma deaths. 1

Cigarette smoking is the single most
important cause of COPD: the greater the
consumption of cigarettes the higher the risk
of developing COPD.1 About 15% of people
smoking cigarettes at the rate of one pack per
day and 25% of those smoking two packs per
day go on to develop COPD if they continue
their habit.2 COPD is rare in lifetime non-
smokers and some of the possible explanations
for the occurrence of COPD in non-smokers
are: exposure to environmental tobacco smoke
(passive smoking), airway hyperresponsiveness,
ambient air pollution and allergy.1

The diagnosis of COPD is usually suggested
by the presenting symptoms but it can only be
established by objective measurements.1

Spirometry is the investigation of choice for
assessing severity, reversibility and the effects
of treatment.2

Only two interventions have been found to
alter the long term course of COPD – smoking
cessation and long term oxygen therapy (LTOT)
in severe hypoxaemia. Stopping smoking is the
single most important way of affecting outcome
in patients at all stages of COPD.1 It cannot
restore the loss of lung function but can prevent
the accelerated decline seen in many COPD
patients.1 The use of nicotine replacement
therapy along with smoking cessation advice
doubles the success rate of a quit attempt.
Bupropion is now available on FP10 and there
is some evidence to suggest it is highly effective
for smoking cessation.

LTOT improves survival in selected patients
with severe COPD and chronic hypoxaemia.
Continuous treatment is more effective than
nocturnal treatment. It is recommended that a

respiratory physician assesses all patients
considered for LTOT and arterial blood gas
tensions should be measured.1 LTOT involves
a minimum of 15 hours oxygen per day and
whenever possible this should be provided by
means of an oxygen concentrator.1

Drug therapy does not alter the long term
course of COPD. Inhaled beta-agonists or
antimuscarinic drugs can offer short term
benefit and the combined use of these agents
has been found to be more effective than using
either alone.3 There have been several studies
looking at the place of inhaled corticosteroids
in COPD. The findings from these studies are
rather contradictory and generally do not
support the use of inhaled steroids, although
there is some suggestion from a recent trial that
they may improve quality of life and reduce
exacerbation in those with more severe
COPD.3

The British Thoracic Society (BTS) guidelines
recommend the use of antibiotics in acute
exacerbations of COPD if at least two of the
following are present: increased breathlessness,
increased sputum volume, development of
purulent sputum.1 The choice of antibiotic will
depend on local microbiological guidelines.1

Trials of short term treatment with theo-
phyllines have shown varying effects on forced
expiratory volume (FEV1), exercise capacity
and symptoms. Theophyllines frequently
produce adverse effects within the therapeutic
range.3

Vaccination against influenza is recommended
for patients with moderate to severe COPD.2

On 23 May 2000 the Health Secretary
announced that influenza vaccine would now
be offered to all people aged 65 years and over. 

Unless otherwise stated the following pre-
scribing data compare the quarter to December
1994 with the quarter to December 1999.

Beta-agonists
The use of beta-agonists has increased by 14%
over the last 5 years to 200 million DDDs,
whilst costs have risen by 43% to £48 million.
The use of salbutamol has increased and it
remains the most frequently used beta-agonist
at 159 million DDDs. The use of salmeterol has
more than doubled over the last 5 years and is
now 11% of beta-agonist use, 21 million DDDs.
Although the use of salmeterol is low compared
to salbutamol, costs are very similar, 46% or
£22 million for salbutamol and 43% or £20
million for salmeterol. The use of terbutaline
has started to decline and is now 9% of 
beta-agonist use. 

Beta-agonists are given by a variety of
different means. Plain metered dose inhalers
(MDI) are the most popular (72% of use and
54% of costs). Breath actuated MDIs constitute
7% of the use and 8% of costs, with dry
powder devices 17% of use and 27% of costs
and nebuliser solutions 3% of use and 8% of
costs. Administration of bronchodilators by
MDI plus spacer relieves acute asthma at least 
as effectively as administration from a 
nebuliser. Nebulisers should only be supplied
for patients who have been assessed fully by a
respiratory physician.

PACT CENTRE PAGES – RESPIRATORY

Trends in the Usage of Asthma and COPD Drugs in England  (Chart 1)
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SUMMARY

Cigarette smoking is the single most important cause of COPD and support 
for stopping smoking should be given to all patients

Long term oxygen therapy improves survival in selected patients with 
severe COPD and chronic hypoxaemia

Inhaled beta-agonists or antimuscarinic drugs can offer short term benefit 
in COPD and their combined use is more effective than either drug alone

Spirometry should be used to assess severity of COPD and response to drug therapy

Remember influenza vaccination for moderate to severe COPD as well 
as for all patients over 65 years

Antimuscarinic bronchodilators
Use of antimuscarinic bronchodilators has
increased by 16% and is now just over 32
million DDDs. Ipratropium accounts for 96%
of this usage with 55% prescribed as MDIs,
40% as nebuliser solution and less than 1%
as dry powder devices. The use of oxitropium
has fallen to 1.4 million DDDs. The cost of
antimuscarinic bronchodilators has risen by 6%
to £6 million, 56% of these costs are
ipratropium nebuliser solution (£3.4 million).

Compound 
bronchodilator preparations
The use of compound combined preparations
of fenoterol with ipratropium has fallen over
the last 5 years by 34% to under 3 million
DDDs, costing £700,000. By contrast the use
of combined preparations of salbutamol with
ipratropium has risen dramatically since their
introduction early in 1994, their use is now 8
million DDDs and they cost £5 million.

Overall there is a 7-fold variation across the
English health authorities in the prescribing of
antimuscarinic bronchodilators, both single
(ipratropium or oxitropium alone) and
compound (ipratropium plus salbutamol or
fenoterol) with higher prescribing in the North
and lower prescribing mainly in the London
area. Breaking this down the prescribing of
single antimuscarinics shows a 6-fold variation
whilst the prescribing of the compound
bronchodilators shows a 54-fold variation. In
one health authority just 7% of prescribing is
for compound preparations whilst at the other

extreme in another health authority it is 72%. 

Theophylline
Overall use of theophylline and aminophylline
has fallen by around 29% to 12 million DDDs,
at a cost of £1.7 million. There is slightly more
use of theophylline at 7 million DDDs compared
to aminophylline at 5 million DDDs.

Inhaled corticosteroids
Inhaled corticosteroids should be mainly used
in asthma. A corticosteroid trial could be
considered in patients presenting with
moderate or severe COPD. Use of inhaled
corticosteroids has increased by 37% over the
last 5 years to 147 million DDDs at a cost of
£74 million. Beclomethasone usage is greatest
(105 million DDDs, 71%), at a cost of £38
million (52%). Use of fluticasone (23 million
DDDs, 16%) and budesonide (19 million

DDDs, 13%) are lower, with a cost of £21
million (28%) and £15 million (20%)
respectively.

Again plain MDIs are the most popular at
73% of use, 59% of costs. Breath actuated
MDIs have a usage of 8%, 6% costs. Dry
powder devices are 18% of the usage and 29%
of costs. Only 1% of the usage is for nebuliser
solutions but this is 6% of costs.

Cromoglycate, related therapy and
leukotriene receptor antagonists
These are normally used in asthma.
Cromoglycate, nedocromil and ketotifen use
has fallen from 5 million DDDs to 1.3 million
DDDs, at a cost of £1.4 million. Sodium
cromoglycate remains the most frequently
prescribed. 

Leukotriene receptor antagonists were
introduced early in 1998 and their usage is now
2.5 million DDDs at £2.4 million. Montelukast
is the most frequently prescribed.

Oxygen cylinders
Prescribing of oxygen cylinders has increased
over the last 5 years from 108,000 prescriptions
to 139,000 prescriptions costing £2 million per
quarter. Smaller, portable 300L cylinders have
shown the largest increase in prescribing from
2% of all cylinders prescribed to 13%. It is cost
effective to prescribe an oxygen concentrator
for patients who require 21 cylinders or more
per month.2

References and further reading:
1 BTS guidelines for the management of COPD, Thorax

1997; 52 (Suppl 5): S1-S28
2 PRODIGY COPD guidelines – www.prodigy.nhs.uk
3 Kerstjens, Postma. COPD. Clinical Evidence Issue 3, BMJ

Publishing Group, June 2000
4 Britton J, Jarvis MJ. Bupropion: a new treatment for

smokers. BMJ 200; 321: 65-66

The Management of COPD, MeReC Bulletin Volume 9,
Number 10, 1998

Trends in Spending on Asthma and COPD Drugs in England  (Chart 2)
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HOW THE NEW PRICING FUNCTION WORKS

The parcel of prescriptions is then passed
through a high speed numbering machine. This
process, called registration, confirms that the
number of prescriptions declared by the
contractor is correct. Any discrepancies will be
annotated onto the batch header. The batch
header also informs the data processing clerks
of the following information; pharmacist
account details, dispensing month and volume.
To complete registration this information is also
recorded onto a database. One of the vital
messages to pharmacists from Support Services,
who complete registration, is “Please make
sure your prescriptions are packed properly”.
This is to ensure that prescriptions arrive safely
and are not lost during transit to the PPA.

Registration is the only part of the pricing
process that has been unaffected by Category
D. All other processes have been re-engineered
to assist with the recovery plan. Data entry, for
example, was originally a one-stage process
which has been sub divided into three. The
development of these new processes was
brought about internally through discussion
with existing data entry staff. The result is a

streamlined system that allows people to be
recruited and trained at a much-improved lead
in time.

Process 1 is the first stage of the new
processing system. At this stage a batch
preparation officer collates basic information
about the prescriptions. Doctor / Nurse
identification numbers are keyed onto a
database, trainee doctors information will also
be keyed in at this time. Each form is checked
to see if it is in the correct prescription group.
It is worth noting that from June dispensed
prescriptions information will be collected on
forms that are transferred between prescription
groups. This information will appear on
pharmacists schedules. Finally, as a double
check, the batch preparation officer will rekey
every twentieth form. When this is compared
by the system with the original information this
will show whether all collated data has been
correctly entered. Quality is always high on the
agenda at the Prescription Pricing Authority.
Every batch preparation officer has random
batches checked on a weekly basis. If errors
are found, the person who incorrectly keyed

the information rectifies them. The batch is
now ready for the next process.

Appropriately called Process 2, it is the
second stage in the new processing system.
This is the point when the processing of
prescribed items begins. Process 2 was
developed to deal with items that need less
complex rules applied to them. A data
preparation officer will complete approximately
80% of the batch. If the officer is not able to
process an item, this will be highlighted on the
database and passed over for a more
experienced officer to deal with. Data
preparation officers are assigned to teams, and
each of these teams have an allocation of
contractors. A quality sampling team is
constantly checking the work of the data
preparation officers to ensure that it reaches
clearly defined standards. Each prescription
month 3 random samples are taken from work
produced by every data preparation officer.

A bonus system is in place to promote
productivity and quality, if an officer fails to meet
these stringent standards his or her bonus will
be detrimentally affected. Any errors found
at the sampling stage are correctly rekeyed.
Every division in the Prescription Pricing
Authority has an objective concerning quality
standards, which must be met.

The next new process is called Process 4,
here the items which require more complex
rules will be handled. The most experienced
officers undertake this process as the rules and
regulations that need to be applied are many
and complex. The same quality sampling applies
to these officers as it does to Process 2 officers.
The aim of this process is to deal with as much
of the batch as possible. 

Any remaining items not yet processed in the
batch will be passed onto a team leader or a
nominated team member for query pricing.
Each team leader has an allocation of
pharmacists; over time relationships have
developed between the two. For example if a
team leader from Liverpool has any problems
with prescriptions dispensed from a pharmacy
in the Chester area, he will contact the
dispenser. The dispenser will attempt to ensure
that future errors are prevented by holding
briefing sessions with dispensing staff or issuing
memos. Their help, along with that of many
other pharmacists, is invaluable. 

The final stage of processing is called
“expensives”. Every item that costs over £100
will be checked to ensure that it has been
entered correctly. The batch is now fully priced
and the information needed to produce a
schedule for the pharmacist is available.

Each month over 44 million prescriptions arrive at one of ten Prescription
Processing Divisions spread around the country. Each parcel is appropriately
sorted by the pharmacist and despatched no later than the fifth day of the month.
Upon arrival at the PPA, the details from the yellow invoice, (FP34C), are
transferred on to a batch header that is placed on the top of each parcel of
prescriptions,  the batch header will stay with the parcel throughout processing. 

Prescription Pricing Function
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EXHIBITIONS / CONFERENCESRECOVERY STRATEGY UPDATE

As part of our aim to improve awareness of the PPA
and its business functions we regularly attend
exhibitions to enable our stakeholders to visit the stand
and discuss any queries they may have.

During 2000 we have exhibited at the following events:

Health Care 2000, National Association of Primary Care (NAPC),

Primary Care 2000, NHS Confederation, Drug Information

Conference, National Prescribing Centre, Chemex, HSC 2000,

British Pharmaceutical Conference and NHS Alliance.

Visitors to the stand include representatives from Health
Authorities, Primary Care Trusts, Primary Care Groups, Dispensing
Contractors, General Practitioners, Nurses and Practice Managers.

The most frequently asked questions include queries on the PPA’s
Category D Recovery Strategy and specific queries on the use of
the PPA’s prescribing information systems ePACT.net and
Prescribing Toolkit. Answers to these queries can be found on the
PPA website www.ppa.nhs.uk or www.ppa.org.uk

We have many questions asked regarding Nurse Prescribing and
how this is monitored. The following may give some guidance:

Two groups of nurses may prescribe for their own patients from
the Nurse Prescribers’ Formulary: practice nurses employed by a
GP practice and community nurses who may be employed by
Community Unit Trusts or by Primary Care Trusts. The Prescription
Pricing Authority produces both paper reports and electronic
information systems for monitoring nurse prescribing. GP practices
should use the PACT Standard Reports and PACT Catalogues whilst
Community Unit Trusts and PCTs can access ePACT.net for
information. If you require more details telephone our Help Desk
on 0191 203 5050.

In the September edition of imPACT we outlined the
recovery strategy that is underway to clear the backlog
of unprocessed prescriptions by September 2001. 

The backlog represents three months prescriptions, around 150
million, and the foremost element of the recovery strategy is to
ensure that sufficient staff are recruited, trained and developed
in order to reduce and then eliminate the backlog. We are therefore
continuing to recruit new trainees across all processing divisions
and most of those additional trainees commenced in
September/October 2000. Our revised training methods mean
that within three months trainees will reach the high standards of
accuracy that the task of prescription processing demands. As
Pharmacists and Dispensing Doctors are aware, the PPA is
responsible for the processing and payment of prescriptions with
an annual value in excess of £5 billion and, irrespective of the
difficulties that Category D has brought, the PPA has ensured that
its very high accuracy standards have not been compromised. As
the new trainees gain more experience their levels of productivity
will increase. Those recruited in September/October 2000 will
reach the accuracy standards by January 2001 and from that time,
productivity levels will increase on an on-going basis.

At the same time, the performance of experienced staff is
returning to normal, now that Category D has effectively
disappeared. Our evening shift staff, who enter the non- technical
prescription data (prescriber details and necessary information
from the reverse of the prescription form) are contributing to the
overall task to reduce and eliminate the backlog.

No one underestimates the scale of the task ahead, but we are
still confident that the three month backlog of unprocessed
prescriptions will be cleared by the end of September 2001. 
We will continue to keep our readers updated in future editions
of imPACT.

The BACS payment dates for 2001 will be:

1 February 2001 1 June 2001 1 October 2001

1 March 2001 29 June 2001 1 November 2001

2 April 2001* 1 August 2001 30 November 2001

1 May 2001 31 August 2001 31 December 2001

*The April payment cannot be made prior to the new financial year
starting on 1 April. Therefore, as in previous years, it will be made
on the first available bank transaction day i.e. 2 April 2001.

Any changes of bank/correspondence details MUST be notified
at least 8 working days before the BACS payment date by
completing the form PPA304 issued each month –  this should be
forwarded direct to the Contractor Payments Section at the address
specified on the form or by fax to 0191 2035252 – forms must
be correctly authorised and stamped with the pharmacy stamp.

The PPA will be attending several conferences from
December onwards, do take the opportunity to visit our
stand. We look forward to meeting you. 

NPC Conference

4th – 5th December 2000  •  Palace Hotel – Manchester 

This is the annual HA advisors conference. The PPA will be 
exhibiting and it is likely that the PPA will be participating in satellite

sessions on ePACT.net and Prescribing Toolkit.

Health Care Computing 2001

19th – 21st March 2001  •  Harrogate International Centre 

Primary Care 2001

11th – 12th May 2001  •  National Exhibition Centre – Birmingham
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HINTS AND TIPS

Dispensing & Reimbursement

• The replacement mechanism for
Category D was introduced in
September 2000. The authority for
granting a concession lies with the
Department of Health to which the
PPA provide information on the
availability of products. We continue to
liaise closely with PSNC on this matter,
you can find information about granted
concessions in the Pharmaceutical
Journal.

• Remember for prescr ipt ions
dispensed in October, submitted to the
PPA in November dispensing doctors
practices should sort prescriptions into
exempt and chargeable groups.

• Remember the Prescription Switching
article in the September edition of
imPACT? Don’t forget that for a 12
month period, prescriptions which have
been sorted into the exempt group and
have a computer-recorded age or date
of birth printed on the front of the form
(and the age or date of birth clearly
indicates that the patient is entitled to
free prescriptions) will be treated as
exempt, even though there is no
patient/patient’s representative
declaration.

• Don’t lose money – If you change
your banking arrangements for your
business the PPA must receive the new
details at least 8 working days prior to
the payment date.

• Be careful – Glucotrend will be
deleted from Part IXR of the Drug Tariff
from 1st January 2001. You can not
dispense Glucotrend Plus against a
prescription for Glucotrend. This would
be considered a substitution which is
not permitted in the UK.

• The PPA can provide you with
reproduction copies of your ‘old’
s c h e d u l e s . T h e r e i s a s m a l l
administrative charge for this service,
please contact Contractor Payments
on 0191 203 5256.

Bridge House, 152 Pilgrim Street, 
Newcastle upon Tyne NE1 6SN

“The Prescribing Toolkit enables
users to compare prescribing per-
formance against other prescribing
organisations using predefined drug
lists and indicators.”  

The Prescribing Toolkit is an ‘on-line’
system which provides three years of
standard prescribing data, electronically, 
to the Department of Health, NHS
Executive, Health Authorities and Primary
Care Groups/Trusts for performance
management purposes.

The comparative data is updated twice a
year, for the financial year (April to March)
and for twelve months data (October to
September). Data is reported at, and can 
be selected at, Practice, Primary Care
Group, Primary Care Trust, Health Authority
and National level. Data is presented in 
both tabular and graphical formats to provide
the following:

Potential Generic Savings – Generated
if GPs prescribe generic products rather than
proprietary products.

Specialist Drugs – This shows the costs

for a defined list of drugs. The list of drugs
is provided by the Prescribing Support 
Unit (PSU) and is currently updated on an
annual basis.

Prescribing Indicators – This shows
performance according to a number of pre-
defined indicators. 

Cost Comparator – This compares the
cost of drugs prescribed according to a
number of pre-defined comparators.

Volume Comparator – This compares
the volume of drugs prescribed according
to a number of pre-defined comparators.

Nurse Prescribing Comparator – This
provides information on the cost of
prescribing from the Nurse Prescribers
Formulary, according to a number of pre-
defined comparators. 

For each of the above a user can also view,
the applicable drug list, at individual
presentation level and the applicable
prescribing measures weightings, e.g.
Prescribing Units (PUs) or Age, Sex and
Temporary Resident Originated Prescribing
Units (ASTRO-PUs).

CHRISTMAS OPENING HOURS

Christmas and New Year 2000: the PPA will operate normal working hours
during the Christmas and New Year period apart from the days specified below.

If you wish to contact us on Christmas Day, Boxing Day, 27 December (designated at the
PPA as an NHS Statutory day) or New Year’s Day please utilise our telephone messaging service.

Wishing all our readers a happy Christmas and prosperous New Year.


