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Known Stock Shortages
 

Community Pharmacies:  Please note, rather 
than referring a patient back to the prescriber 
when a prescribed product is unavailable; it is 
good practice to contact the GP practice with 

in-stock alternatives. 
 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

 

 

 
 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 
 

ACUPAN® / NEFOPAM 
 

Meda Pharmaceuticals, the manufacturer of 
Acupan®, have announced that the brand will be 
discontinued but replaced by a generic version of 
nefopam which was launched at the end of 
October. Generic stock is intermittently available & 
patients can be informed that other pharmacies, 
using a different wholesaler, may have stock. 

FOSFOMYCIN TO TREAT UTI’s NOW LICENSED 
 

Fosfomycin has been used for over 30 years to treat 
uncomplicated urinary tract infections (UTIs) and has 
now been granted a UK licence. It is recommended 
for prescribing in primary care where there is 
resistance to other antibiotics, on microbiologist 
advice or where sensitivities dictate. The usual dose 
is a single sachet, repeated after 3 days if 
necessary.  
 

It is worth noting that community pharmacies will 
very likely need to order this as it is rarely 
prescribed, however we have checked and it is 
readily available from the major wholesalers. 
 

Contact microbiology for advice or go to  
https://imedi.co.uk/fosfomycin-3g-granules-for-oral-
solution for product information. 

 
DUAL DEMENTIA PRESCRIBING 
 

Dual dementia prescribing of AcetylCholineEsterase 
Inhibitors (AChEi) & memantine is not licenced for 
use in the treatment of Alzheimer's disease. In 
addition NICE (TA217) pooled new trial data with the 
previous trials of memantine in combination with 
AChEi and this did not show any additional benefit 
from combination therapy on cognitive, functional, 
behavioural or global outcomes. 
 

As a result those patients who are currently 
prescribed an unlicensed combination of AChEi and 
memantine will need to have their dementia 
prescribing undertaken by secondary care (Memory 
Clinic) as this is not covered by shared care. 
 

The MMT have been working with the Memory Clinic 
(Howarth House) to develop a plan on the transfer of 
prescribing for these patients back to secondary 
care. Therefore, practices will start to receive letters, 
following a patient’s routine 6 month review at the 
memory clinic, stating that the Memory Clinic is 
taking over the dual prescribing and the practice 
should no longer issue any further prescriptions. 
 

If following this review, either AChEi or memantine is 
stopped (i.e. no longer dual prescribing) then single 
prescribing may be continued in primary care under 
the current shared care protocol’s. 
 

The shared care protocols are available on the CCG 
website: http://www.rotherhamccg.nhs.uk/shared-
care-protocols-and-patient-group-directions.htm

Product Information Alternatives 
 

Glaxo-Smith-Kline (GSK) dermatology products: 
Up-to-date info on GSK website; http://hcp.gsk.co.uk/supply.html 
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seek advice from 
microbiology OR 
infection control team 
at RFT 

 
Prescribe generic 
betamethasone 0.1% 
cream 
 
 

 
 
 

 
 
 
 
Prescribe individually 

Cimetidine (all) UNAVAILABLE 
Prescribe  
ranitidine 

Creon
®
 

40,000 
UNAVAILABLE 

Use 10,000 or 
25,000 strength 

Camcolit
®
 

250mg (lithium 
carbonate) 

RENAMED 
(product 

unchanged) 

Lithium 
Carbonate 
Essential Pharma 
250mg tablets 

Lumigan
®
 

0.03% drops 
DISCONTINUED Prescribe 0.01% 

Trimethoprim UNAVAILABLE 

Nitrofurantoin 
caps 1

st
 choice 

If contra-indicated use 
sensitivities to treat or 
seek advice from 
microbiology at RFT 

Lacri-Lube, 
Simple 
eye/Vita-Pos 
ointment/ 
Xailin Night 

INTERMITENT 
AVAILABILITY 

Prescribe 
generic 

carbomer 
0.2% gel 
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MIGRAINE PROPHYLAXIS 
 

Prophylaxis treatment is used to reduce the number of migraine attacks in circumstances when acute therapy, used 
appropriately, fails to provide adequate symptom control (two or more attacks per month that produce disability 
lasting for 3 days or more). Always discuss the benefits and risks of prophylactic treatment for migraine with the 
patient, taking into account the person's preference, co-morbidities, risk of adverse events and the impact of the 
headache on their quality of life. 
 

Effective prophylaxis has the potential to reduce the burden of disability caused by recurrent migraines. The British 
Association for the Study of Headaches (BASH) and NICE guidelines only recommend a few treatments (below) 
that have been proven to prevent recurrent migraines. Traditional options, such as pizotifen, have now been 
superseded. 
 

1st Line PROPRANOLOL TABs - 80–240 mg daily in divided doses. Modified-Release preps are more 

costly, intermittently unavailable and without any additional clinical benefit 
 

2nd Line TOPIRAMATE TABs - initially 25 mg at night for 1 week, then increased in steps of 25 mg at 

weekly intervals to usual dose 50–100 mg daily in 2 divided doses (max. 200 mg daily) 
 

If both propranolol and topiramate are unsuitable or ineffective, then consider 

3rd Line GABAPENTIN CAPs - initially 300 mg daily, increased according to response up to usual dose 

1.2g daily in divided doses (max 2.4 g daily in divided doses) 
 

For people who are already having treatment with another form of prophylaxis such as pizotifen or amitriptyline and 
whose migraines are well controlled, continue with the current treatment in the short-term; 
 

 Pizotifen (& clonidine): have been widely used for many years but with little clinical trials evidence of 
efficacy. Both BASH & NICE found inadequate evidence for the effectiveness of pizotifen, which also 
commonly causes weight gain, in the prophylaxis of migraine. Pizotifen and clonidine have both been 
superseded with the 3 treatment options mentioned above. 
 

 Amitriptyline: is widely used, off-label, to treat chronic painful disorders, including migraine. NICE states 
inadequate evidence was found for the effectiveness of amitriptyline in the prophylaxis of migraine. 
However, BASH states adequate efficacy for amitriptyline based on a single clinical study. 

 

 
 

TIME TO REVIEW ? 
 

BASH states that migraines should be considered as being cyclical and prophylaxis treatment is normally only 
required for short periods of exacerbation. Uninterrupted prophylaxis over long periods is rarely appropriate. This is 
further supported by NICE, which recommends patients need reviewing for continuing migraine prophylaxis 6 
months after the start of prophylactic treatment. Gradual withdrawal should be considered for these patients and 
this is best achieved by tapering the dose over 2-4 weeks. 
 

If prophylaxis is deemed to be necessary again following a successful period of abstinence, then regardless of 
which prophylaxis treatment the patient was originally prescribed, the evidence based treatment options should be 
used in preference to other agents. 
 

REFERENCES: 
1) BASH “Guidelines for All Healthcare Professionals in the Diagnosis and Management of Migraine” 2010 

2) NICE CG150 “Headaches in over 12s: diagnosis and Management” Sept 2012, Updated Oct 2014 
3) CKS “Migraines” accessed Nov 2015 
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