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 Product Information Alternatives 

 Dosulepin 
25mg caps / 
75mg tabs 

NOT recommended 
for use 

Review patient 

Gastrocote 
Liq / Tabs 

DISCONTINUED 
Peptac liquid is 
still the antacid 
of choice. 

 

Glaxo-Smith-Kline (GSK) dermatology products:  
Up-to-date info on GSK website; http://hcp.gsk.co.uk/supply.html 
 

Bactroban®  
Cream 
 
 
 
Betnovate® 
 
 
 
Betnovate 
0.025% RD 

 
Eumovate® 
 
 
 

 
Trimovate 
 
 

Cutivate® 
 

Dermovate® 
 

Duac® 
(benzoyl 
peroxide 
/clindamycin) 

 
 
 
 
 
 

 
 
 
 
 

UNAVAILABLE 
 
 

INTERMITENT 
AVAILABILITY 

 

 
 
 
 

 
AVAILABLE 

 

AVAILABLE 
 

AVAILABLE 

 
Use in MRSA only 
seek advice from 
microbiology OR 
infection control 
team at RFT 
 

Prescribe 
generic 
betamethasone 
0.1% cream 
 
Prescribe 
hydrocortisone 1% 
cream 
 
Use steroid of 
equivalent potency 
that is tolerable for 
patients. See BNF 

for alternatives. 
 
Prescribe 
individually 

 

Questran/ 
Colestyramine 
sachets 

Product recalled due 
to contamination 

Prescribe 
generic 

colestyramine 
S/F 

Lymecycline  
Capsule/ 
Tetrasyl® 

AVAILABLE 
Prescribe 

generically 

Nitrofurantion 
capsules 

AVAILABLE 
UNICHEM sole 

stockist 

Metformin 
M/R tabs 

AVAILABLE  

Tegretol PR 
200/400mg 

AVAILABLE  

Unavailable 
due to 

on-going 
manufacturing 
issues with no 

date for 
resolution. 

 

Pharmacists  
Instead of referring a patient back to the prescriber when a 
product is unavailable please contact the GP practice and 

recommend an in-stock alternative.  

New and updated shared care protocols 
 

A new Shared Care Protocol for the low molecular 
weight heparin “tinzaparin” has been produced and 
uploaded onto the CCG intranet and webpage. The 
shared care protocol for lithium has been also 
updated. 
 

Drugs that cause significant weight gain or loss. 

 

A review of 257 RCTs (n=84,696; 54 drugs)  found 

that several drugs are linked to weight change of 

varying magnitude, this study provides data to guide 

the choice of drug when several options exist, 

enabling preventive weight loss strategies to be 

considered when obesogenic drugs are prescribed 

 

 Weight gain was associated with the use of 

amitriptyline (1.8 kg), mirtazapine (1.5 kg), 

olanzapine (2.4 kg), quetiapine (1.1 kg), risperidone 

(0.8 kg), gabapentin ( 2.2 kg), tolbutamide (2.8 kg), 

pioglitazone (2.6 kg), glimepiride (2.1 kg), gliclazide 

(1.8 kg), glyburide (2.6 kg), glipizide (2.2 kg), 

sitagliptin (0.55 kg), and nateglinide (0.3 kg).  

 

Weight loss was associated with the use of 

metformin (1.1 kg), acarbose (0.4 kg), liraglutide 

(1.7 kg), exenatide (1.2 kg), zonisamide (7.7 kg), 

topiramate (3.8 kg), bupropion (1.3 kg), and 

fluoxetine (1.3 kg). For many other remaining drugs 

(including antihypertensives and antihistamines), the 

weight change was either statistically nonsignificant 

or supported by very low-quality evidence. 

Journal of Clinical Endocrinology and Metabolism Published 
Online: January 15, 2015  
 

Moderate Alcohol consumptiom protects 
men against Heart Failure 
 

24- year follow up of a US cohort without heart 

failure at baseline (n=14,629; mean 54 years, 55% 

women), found that alcohol consumption In the 

community, of up to 7 drinks/week (12 UK 

units\week) at early-middle age is associated with 

lower risk for future HF, with a similar but less 

definite association in women than in men. These 

findings suggest that despite the dangers of heavy 

drinking, modest alcohol consumption in early-

middle age may be associated with a lower risk for 
HF. European Heart Journal online 20 January 2015  
 
 



NHS Rotherham CCG Diabetes Guideline Changes 
 

1) Cholesterol management choice of statin? 
 

All type two diabetic’s should be offered 
 

Atorvastatin 20mg daily 
 

The previous guideline recommends simvastatin 40mg daily. The recommended statin is changing to 
comply with NICE guidance (Lipid modification: cardiovascular risk assessment and the modification of 
blood lipids for the primary and secondary prevention of cardiovascular disease). CG 181 July 2014. There 
is no cholesterol target but the 2014/15 QOF assessed practices performance at achieving a cholesterol 
level ≤5mmol\l. There is no need to switch patients to atorvastatin, this can be done opportunistically. 
 
Type 1 diabetic patients should have their CVS risk assessed, remember QRISK2 will underestimate the true 
risk in these patients. 
 

2) Step 2 in diabetes control Sulfonylurea or dipeptidyl peptidase-4 inhibitors (Gliptin) 
 

The revised guidelines give these drugs equal status with regard to step two. The gliptins have to date, been 
shown to be CVS neutral in that they do not increase the risk of a CVS event. There is some evidence linking 
gliptins with an increase in heart failure admissions but not in the risk of developing heart failure or heart failure 
mortality, whether this is a class effect or only found with certain gliptins is unclear. Interestingly recent meta-
analysis have demonstrated that sulfonylureas do increase CVS risk however; gliclazide appears to cause the 
least increase in CVS risk. 
 

DP4-inhibitors have the advantage of being weight neutral  
 

3) Which DP4-inhibitor? there are 5 of them 
 

Linagliptin 5mg daily 
 

Why that one? 
 All gliptins are equally efficacious and weight neutral 

 There is no significant cost different, except for alogliptin which is cheaper 
 

However; 
 

 Linagliptin has a novel mechanism of metabolism which allows it to be prescribed without a reduction 
in dosage in severe renal and hepatic impairment.  

 Linagliptin is eliminated via the faeces/enteroheptic system (80%) and urine (5%). This is unlike other 
DPP-4 inhibitors which are primarily eliminated by the renal system. 

 Between 85-95% of Linagliptin is excreted unchanged via the biliary system. 

 It as simple dosage regimen adults 5mg daily. 

 No requirement to reduce dose in the elderly. 
 

4) Sodium-glucose co-transporter 2 (SGLT2) (Flozins) 
 

These agents reduce the reabsorption of glucose in the renal proximal convoluted tubule to reduce glucose 
reabsorption. They therefore increase the amount of glucose excreted in the urine. As a consequence they 
significantly increase the incidences of UTIs and genital infections, this limits their role in therapy.  

 
They are a possible option for the diabetic patient who is reluctant to consider injectable therapy. 
 
So which of the three do I prescribe? 
 

    Empagliflozin 10mg daily (maximum dose 25mg/day) 
 

Empagliflozin can be combined with all other oral diabetes drugs and insulin. 
Empagliflozin should not be initiated in patients with an eGFR <60 ml/min/1.73 m2 or CrCl <60 ml/min. In 
patients tolerating empagliflozin whose eGFR falls persistently below 60 ml/min/1.73 m2 or CrCl below 60 
ml/min, the dose of empagliflozin should be adjusted to or maintained at 10 mg once daily. Empagliflozin 
should be discontinued when eGFR is persistently below 45 ml/min/1.73 m2 or CrCl persistently below 45 
ml/min 

Updated diabetes prescribing 
guidelines have been uploaded 
onto the NHS Rotherham CCG 

intranet/web-page 

Remember there is no 
need for routine self-

blood glucose 
monitoring if using 

metformin & linagliptin. 


