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Prescription Charges 
 

It’s the 1st April, so prescription charges 
are on the rise across England to £8.05p 
an item. Patients requiring more than 13 
prescriptions a year will benefit from a 
Prepayment Certificate. Applications can 

be made online via the NHS Choices web-site or ask 
at a Community Pharmacy. 
 

More bleeding required 
 

The near patient testing warfarin \ anticoagulation 
scheme operated by practices has proved to be very 
popular and successful, with 30 
practices across Rotherham now 
offering this service. However, 
there are still 950 patients 
having their warfarin monitored 
at TRFT. Over the next 3-6 
months TRFT will be 
encouraging many of these 
patients that are considered to be stable to transfer 
to their GP practice for their ongoing warfarin 

monitoring. 
 

TRFT are also going to stop issuing 
the familiar “yellow anticoagulation” 
book in the near future. Instead 
patients will be notified of their 
warfarin dose by letter. The letter will 
contain a tear-off strip on which will 

be the patient’s warfarin dosage instructions. 
 

Dapoxetine; a new drug for premature 
ejaculation. 
 

Dapoxetine is a short acting SSRI recently launched 
with a licensed indication for the treatment of 
premature ejaculation (PE). Previously fluoxetine 
was used off-license for this indication. 
 

The company is planning a public awareness 
campaign and this may encourage more men to 
seek advice. 
 

There is no agreed definition of premature 
ejaculation and the prevalence, varies between 4-
39% depending on which definition you use,  
 

Local consultants define PE as an intravaginal 
ejaculation time (IELT) of less than a minute and this 
causes distress. Using this definition 1-3% of men 
are affected. The pooled data from four trials 

demonstrated an increase in IELT from 0.8 minutes 
to 1.3 minutes with placebo, 2.0 minutes with 
dapoxetine 30mg and 2.3 minutes with dapoxetine 
60mg. In otherwords placebo treatment causes a 1.6 
fold increase in IELT and dapoxetine a 2-3 fold 
increase. 
 

The Area Prescribing Committee has classified 
dapoxetine as an “Amber drug” It should be 
initiated by secondary care (urology) and prescribing 
can be continued in primary care.   
 

Dapoxetine is a typical SSRI with regard to side 
effects and contra-indications, so there is no 
requirement for a shared care protocol. DTB Vol 52 March 

2014 

 

Memantine for dementia treatment 
 

From 1st April 2014 it has been agreed that patients 
residing in the community that are receiving 
prescriptions for memantine from RDASH will be 
transferred over to Shared Care and practices will 
take over the memantine prescribing. 
 

Money has been transferred from the RDASH 
contract into the NHS Rotherham CCG practice 
prescribing budget to cover the additional 
expenditure. 
 

All requests to prescribe memantine should be in 
accordance with its licensed indications; the shared 
care protocol also gives guidance on stooping 
memantine 
 

The memantine Shared Care Protocol can be found 
on the NHS Rotherham CCG web-site 
http://www.rotherhamccg.nhs.uk/Downloads/Memant
ine%20SCP%20March%202014.pdf 
 

 NICE post MI guidance 
 

NICE has updated its guidance on 
the Secondary prevention in primary 
and secondary care for patients 
following a myocardial infarction  
(Issued: November 2013 NICE clinical guideline 
172) 
All 40 pages have been condensed onto one page 
(see insert). 61.5% of Rotherham patients already 
comply with this guidance however, the rate of 
compliance ranges from 20 to 100% across 
practices. 
 

http://www.google.com/url?q=http://en.wikipedia.org/wiki/Pharmacy&sa=U&ei=LpI5U8LhLMP17Ab454CwBw&ved=0CDoQ9QEwBg&usg=AFQjCNFlBy3EdzBGQeHe6-BRuc6HvSReYQ
http://www.google.com/url?q=http://www.how-to-draw-cartoons-online.com/vampire-drawings.html&sa=U&ei=dZQ5U7m9MOqu7Ab1m4GAAw&ved=0CEgQ9QEwDQ&usg=AFQjCNH7CS8_2J9VjaI7eFF_aZZRuLoUTw
http://www.google.com/url?q=http://www.blogs.va.gov/VAntage/10553/healthy-heart-healthy-you/&sa=U&ei=rqs6U6XsJeTE7AbxyIHQCA&ved=0CDYQ9QEwBA&usg=AFQjCNFax5AL4Mx3-_xcOTQDnWzOA02A_w
http://www.rotherhamccg.nhs.uk/Downloads/Memantine%20SCP%20March%202014.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Memantine%20SCP%20March%202014.pdf


 

Ezetimibe prescribing is it in line with the evidence 
base? 

 

 Ezetimibe selectively inhibits transport of cholesterol across the wall of the small intestine.  It is licensed for 
primary hypercholesterolaemia.  It is not licensed for the prevention of cardiovascular mortality and morbidity  

 Ezetimibe was approved for use because it lowered LDL-C levels, this is a surrogate marker for the 

prevention of cardiovascular disease. 

 The Ezetimbe and Simvastatin in Hypercholesterolemia Enhances Atherosclerosis Regression (ENHANCE) trial 

found that the addition of ezetimbe failed to reduce atherosclerosis progression compared with simvastatin alone 

despite lowering LDL-C levels.(N Engl J Med 2008;358 (14) 1431-1443 

 Following the publication of the ENHANCE trail ezetimbe prescriptions in the USA decreased from 1082/ 100,000 

population (Jan 2008) to 572/100,000 population (Dec 2009) a decrease of 47.1%.(JAMA on-line 14/03/14)  

 
 
Rotherham’s prescribing of ezetimibe had always been below the national average for  
England until 12 months ago. 
 

 

 Ezetimibe has no proven beneficial effect on cardiovascular morbidity or mortality.  It is not licensed 
for the primary or secondary prevention of cardiovascular events. 

 Every effort should be made to reduce LDL-cholesterol with a statin alone rather than using ezetimibe 

A recent review on the tolerability of statins concluded that a minority of the side effects reported are genuinely 
due to statins and the majority occur just as frequently with the placebo treatment. In the 14 primary prevention 
statin trials (46,262 participants) statin therapy increased the diabetes risk by 0.5% (NNH 200) whilst reducing 
death by 0.5% (NNT = 200) In the 15 secondary prevention trials (37,618 participants) statins decreased death 
by 1.4%, and there were no statin attributable symptoms, apart from asymptomatic liver transaminase 
elevation (0.4%participants) which was, more frequent with statins than placebo. Studies  have demonstrated 
that up to 92% of patients that had failed to tolerate a statin were able to tolerate statins when reintroduced, 
with 41% of patients re-challenged on the original statin (Euro J Cardio 14

th
 March 2014) + (AmJ Med 125; 882-7) 

In conclusion keep pushing statins instead of continuing ezetimibe 

Remember 
The much publicised 
NICE guidance that 
advocates giving 
statins to patients with 
a 10% 5 yearCVS risk is 
only DRAFT.  
No changes in practice 
are required at this 

time. 


