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The provisions surrounding the Electronic
Transmission of Prescriptions Allowances,
published in Part VIA paragraph 5 of the Drug
Tariff were amended in April 2009, in the main
to clarify and take account of new pharmacies
that have opened since the Release 1
allowances were paid, LPS pharmacies and the
Release 2 allowance payment.

Release 1 allowances
The majority of NHS pharmacy contractors who are
entitled to allowances for deploying release 1 of the
electronic prescription service (EPS) have made their
claims.  However, if you initiated a new pharmacy contract
after 1 November 2005 and you are in a position to
operate EPS release 1 but haven’t claimed your EPS
allowance you have until 31 July 2009 to claim.

This only applies to pharmacists who have set up brand
new contracts with a PCT when there wasn’t a pharmacy
contract in place previously.  The amount you can claim
will depend on when you initiated your contract:

• After 1 November 2005 and before 1 January 2006,
you can claim the first ETP release 1 payment of £1,300.

• After 1 January 2006 you can claim for the both the
first and second ETP release 1 payments of £1,300
each (£2,600 in total).

Each NHS dispensing pharmacy contractor may claim 
the ETP Release 1 allowances once only. One payment 
will be made regardless of any later merger or sale; 
or where there has been relocation. There is no right 

to claim further ETP release 1 allowances for new
relocated premises. 

If you are entitled to an ETP release 1 allowance you
should submit an ETP R1 Allowance Claim Form to your
PCT. This form is available on our website
www.nhsbsa.nhs.uk/PrescriptionServices/1102.aspx

Any claims that PCTs receive after 31 July 2009 will not 
be processed.

Is your system deployed?
If you have received both of the ETP release 1 payments
but have not yet deployed a pharmacy system that is
capable of delivering EPS release 1, you will be expected
to do this by 31 July 2009. If there are mitigating
circumstances preventing the deployment of ETP Release
1 by this date then you must discuss these with your PCT. 

EPS monthly allowance
An EPS monthly allowance of £200 per calendar month
will be paid to each pharmacy contractor following
submission of an ETP Monthly Allowance Claim Form
(previously known as form PPAETP1) available at
www.nhsbsa.nhs.uk/PrescriptionServices/1102.aspx
to your PCT. 

This form should be submitted to the PCT before the end
of the first month that you are able to operate the service. 

If, at a later date you are unable to operate the service
you must let the PCT know in writing immediately. The
PCT will then decide whether to stop the EPS monthly
payment permanently or suspend it for a period as
specified by the PCT. When EPS is resumed a completed
ETP Monthly Allowance Claim Form will need to be
resubmitted to your PCT.

Electronic Transmission of
Prescriptions Allowances
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available to general
practitioners in
February 2009, is
reproduced here 
for readers with 
an interest in
patterns and trends
of prescribing
Atopic eczema is a chronic, relapsing,
itchy skin condition caused by a
reduction in the lipid barrier of the skin
which leads to an increase in water loss
and a tendency towards dry skin.1 It
accounts for approximately one third of
all dermatological consultations in
general practice.2 Eczema has a strong
familial component and it is also
strongly associated with other atopic
diseases such as asthma and hayfever.3,4

Environmental factors such as inhalants
(e.g. pollen) and contact allergens (e.g.
pet hair) may also act as trigger factors;
health professionals should help
patients identify these, including
irritants (e.g. soap and detergents), skin
infections and food allergens.1

Complications associated with eczema
include infection (Staphylococcus
aureus, herpes simplex, fungal
infections) and psychosocial problems
(behavioural problems, impaired
performance due to lack of sleep, poor
self confidence). This review focuses on
the recommendations made in the
National Institute for Health and Clinical
Excellence (NICE) Atopic Eczema in
children (birth to 12 years) clinical
guideline 2007.1 Although most of the
research into eczema has been carried
out in children, in the absence of any
authoritative UK guidelines, it is
thought that this can be extrapolated 
to adults.5

Emollients and 
barrier creams
NICE recommends a holistic approach
when assessing atopic eczema. A
stepped approach is recommended for
the management of atopic eczema in
children – emollients are the mainstay at
every step. There is a lack of high quality
evidence from large well conducted
randomised controlled trials for the
efficacy of emollients but their use is

well established. NICE recommends that
a choice of unperfumed emollients,
based on patient preference, are
offered for use every day for
moisturising, washing and bathing and
their use should be liberal (250-500g per
week). This may include a combination
of products or one product for all
purposes, and they should be used even
when the eczema has cleared.1 The
value of bath additives has been
questioned.6 Chart 1 shows lower

The Prescribing Review report
on Drugs used for Eczema, 

Trends in Prescribing of Drugs for Eczema in General Practice in England (Chart 1)

Trends in Spending on Drugs for Eczema in General Practice in England (Chart 2)

Emollients

Topical corticosteroids

Topical calcineurin inhibitors

Emollient bath additives

Topical corticosteroids with antimicrobials

Emollients

Topical corticosteroids

Topical calcineurin inhibitors

Emollient bath additives

Topical corticosteroids with antimicrobials

S
ep-08

Jun-08

M
ar-08

D
ec-07

S
ep-07

Jun-07

M
ar-07

D
ec-06

S
ep-06

Jun-06

M
ar-06

D
ec-05

S
ep-05

Jun-05

M
ar-05

D
ec-04

S
ep-04

S
ep-08

Jun-08

M
ar-08

D
ec-07

S
ep-07

Jun-07

M
ar-07

D
ec-06

S
ep-06

Jun-06

M
ar-06

D
ec-05

S
ep-05

Jun-05

M
ar-05

D
ec-04

S
ep-04



prescribing for emollients compared
with topical corticosteroids. This could
be due to a number of reasons e.g.
purchase of emollients over-the-counter
or poor compliance. Following the
reclassification of some medicinal
products that are considered to have no
systemic effect on the body, many
emollients and barrier creams are now
medical devices and must be listed in
Drug Tariff Part IX for prescribing on
FP10 forms.

Topical corticosteroids

Topical corticosteroids have an anti-
inflammatory and immunosuppressant
action and thus have an important role
in managing eczema flare-ups.1 In the
UK topical corticosteroids are divided
into four categories: mild, moderate,
potent and very potent. In mild atopic
eczema, the use of topical
corticosteroids should be introduced,
beginning with the mild potency
corticosteroids initially. Potent and very
potent corticosteroids should not be
used where the skin is particularly thin
i.e. on the face or neck, or in children
aged under 12 months without
specialist supervision and should not be
prescribed to any child without
specialist dermatological advice.1 The
potency of a corticosteroid is not
necessarily related to its concentration;
it also depends on the esterification of
the steroid molecule e.g. hydrocortisone
butyrate 0.1% is more potent than
hydrocortisone acetate 1%. The clinical
effect depends on the potency of the
corticosteroid, its concentration and the

formulation.1 Local adverse effects such
as skin atrophy, telangiectasia and skin
infection may also occur but are usually
reversible.5 Again, there is a lack of
large, high quality clinical trials that have
evaluated the use of topical
corticosteroids in a way that reflects
their use in the UK.1 Because the risk of
adrenal suppression increases with
cumulative use, NICE recommends that
the face and neck should only be 
treated with mild potency topical
corticosteroids. Severe flares can be
treated with a moderate potency
product for up to 5 days. Once an
eczema flare-up has been controlled,
prescribers should consider maintenance
treatment for 2 consecutive days per
week to prevent flare-up recurring.
Where there is more than one suitable
corticosteroid (taking into account
convenience of use) within the
appropriate potency class, the one 
with the lowest acquisition cost should
be chosen.

Topical corticosteroids combined with
antimicrobials appear to be no more
effective than topical corticosteroid
alone.5 NICE recommends that oral
flucloxacillin or erythromycin are used
first-line for the treatment of moderate-
to-severe S. aureus and streptococcal
infections, and topical corticosteroid/
antimicrobial combination is reserved
for infection in localised areas and used
for a maximum of 2 weeks.1 Although
these products are prescribed for
conditions other than atopic eczema,
chart 1 suggests that this message is still
to impact upon prescribing habits

where the proportion of topical
corticosteroid/antimicrobials, compared
with topical corticosteroids alone is
high. Prescribing data for the quarter to
September 2008 show that 40% of all
topical corticosteroid prescribing are for
products containing an antimicrobial.
The most commonly prescribed being
miconazole 2% / hydrocortisone 1%
cream (266,000 items) and clotrimazole
1% / hydrocortisone 1% cream (218,000
items) followed by fusidic acid 2% /
betamethasone valerate 0.1% cream
(203,000 items).

Topical calcineurin inhibitors
The topical calcineurin inhibitors,
pimecrolimus and tacrolimus, have an
immunosuppressant and anti-
inflammatory action. They can only be
prescribed by a hospital specialist or GP
with a special interest in dermatology
and should not be used first-line for
atopic eczema of any severity.7 Both
tacrolimus and pimecrolimus can be
used to treat atopic eczema in all skin
areas including the head, face and 
neck (but not mucous membranes) in
adults and children over 2 years old.
Tacrolimus is licensed to treat moderate
to severe atopic eczema, and
pimecrolimus for mild to moderate
atopic eczema. They should only be
used when eczema has not been
controlled by topical corticosteroids or
where there is a serious risk of
important adverse effects from
continuing corticosteroid use.1

Although prescribing is low, cost is high
at £692,000 for nearly 21,000 items
(chart 2).

The evidence for effect of topical
calcineurins has been reviewed by NICE
and was found to be lacking in some
areas, notably the lack of appropriate
comparators i.e. moderately potent
topical corticosteroids, and head-to-
head comparisons with tacrolimus and
pimecrolimus.7 In March 2006, the
results of a Europe–wide review of the
risks and benefits of these products was
published which linked their use to
increased reports of skin cancers,
lymphomas and other cancers. The
Medicines and Healthcare products
Regulatory Agency (MHRA) reported
this review in May 2006 which resulted
in a drop in prescribing of these

Trends in Prescribing of Tacrolimus and Pimecrolimus in General Practice in England (Chart 3)
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Key Messages

Atopic eczema has a strong
familial component and is
closely associated with
other atopic diseases and
environmental factors in
susceptible individuals.

Emollients and barrier
creams are the mainstay 
of management and should 
be used even when no
eczema is present.

Topical corticosteroids 
should be used sparingly 
and for as short a time as
possible. Once the flare has
been controlled maintenance
treatment can be instigated
using the corticosteroid for 
2 consecutive days per week.

Topical corticosteroids
combined with antimicrobials
are no more effective 
than topical corticosteroids
alone and are not
recommended for first-line
use in infected eczema.

Topical calcineurins –
tacrolimus and pimecrolimus
– should not be used first-
line but may be useful for
moderate to severe eczema
unresponsive to topical
corticosteroids in children
aged over 2 years, and 
in adults.
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products of 36% for pimecrolimus
(quarter to March 2006 compared to
quarter to Sept 2006) and 17% for
tacrolimus (chart 3). However a full
causative effect was not proven and the
MHRA concluded that the balance of
benefits and risks remains favourable.8

Dry bandages, medicated
dressings and garments
Either dry bandaging or wet wrap
therapy is used to provide occlusion and
increase the absorption of emollients
and/or topical corticosteroids. However,
the evidence to support their use is
poor. NICE recommends that localised
medicated dressings or dry bandages
can be used for the short-term (7–14
days) treatment of flare-up with topical
corticosteroids, but should never be
used when infection is present.1 Whole
body wrapping should not be used first-
line and should only be initiated by a
healthcare professional with expertise in
its use. 

Silk garments have recently been added
to Part IX of the Drug Tariff. These
products are made from medical grade
silk and claim to absorb more moisture
than cotton, helping to break the itch-
scratch cycle.

Whatever the prescribed treatment
regimen, NICE recommends that
healthcare professionals educate
children and their carers about their
eczema, including how often and how
much of the treatment should be used,
when and how to step treatments up
and down, and how to treat infected
eczema. NICE has set out referral
criteria for severe eczema which should
be followed when eczema cannot be
controlled in primary care or if there
are complications.

Prescribing data 
(Reporting quarter July-September
08, Index quarter July-September 04)

Prescribing of emollients has increased
by 38% to 2.6 million items and costs by
62% to £14.1 million.  Aqueous cream is
most often prescribed with an increase
in items of 3% (493,000) whereas its cost
has risen 49% to £755,000.  Diprobase®
cream accounts for 351,000 items and
£2.5 million (24% and 34% increases,
respectively) whilst there are 341,000
items for E45® cream (1% decrease) but
an increase in cost of 9% to £1.9 million.
Use of Doublebase® gel has almost
trebled to 304,000 items and £1.9
million. Prescribing of emollient bath
additives decreased by 5% to 588,000
items and costs fell by 8% to £3.6
million.  The most frequently prescribed
brand is Oilatum® Emollient, 171,000
items, £825,000.

Prescribing of all topical corticosteroids
has increased by 4% to 3.1 million items
and cost by 37% to £16 million.
Prescribing of a topical corticosteroid
alone increased by 6% to 1.8 million
items, whilst cost increased by 70% to
£10.8 million. Prescribing of topical
corticosteroids with an antimicrobial has
varied by less than 2% (1.2 million items
and £5.3 million). At 298,000 items and
£1.9 million, hydrocortisone 1% cream is
the most commonly prescribed with a
3% increase in items and an eight fold
increase in spend. Items and cost of
betamethasone valerate 0.1% cream
rose by 9% to 216,000 items and by 11%
to £559,000.

There are 15,000 items for tacrolimus,
costing £526,000, and 5,500 items for
pimecrolimus, costing £167,000.



Since last year we have been running monthly open days
so that dispensing contractors can see for themselves how
we process prescriptions.  Last year 95% of people who
came to an open day reported that they were either
satisfied or very satisfied with the day*.  The two areas
where people learnt the most were around our prescription
processing system and submitting prescriptions to us.

If you would like to come to a NHS Prescription Services
open day, you have the choice of either a morning or
afternoon session.  Each session lasts about three hours.

Spaces are limited at each venue to 15 people per session,
apart from Middlebrook which is 12 people per session.

*from 170 visitors who filled in a survey on the day of the visit.

If you cannot make it to the open day then 
why not take a look at our processes on our
downloadable video available on our website

www.nhsbsa.nhs.uk/2025.aspx

Do your customers know about
prescription prepayment certificates?
Prescription prepayment certificates (PPCs) save money
for patients who have to pay for more than 3 prescription
items in 3 months, or 14 items in a year.

A recent survey showed that PPC holders get an average
of 4.4 items each month on prescription, saving them on
average £276.00 a year!

The new PPC rates
from 1 April 2009 are:

3 months - £28.25
12 months - £104.00

Patients buying the 12 month certificate have the option
to pay by direct debit, spreading the cost evenly over 10
monthly instalments.  

Once the direct debit is set up, payments are collected
each month without patients needing to do a thing.
Patients will usually receive the PPC within 7 days of the
date on which the first instalment is collected.  

Register to sell PPCs
Most people find out about PPCs from their GP 
or local pharmacy.  Pharmacies can register to sell PPCs.
To find out more visit our website
www.nhsbsa.nhs.uk/1127.aspx
or call 0191 203 4945.

Dates and venues for the rest of 2009
18 June Wakefield21 July Newcastle6 August Middlebrook (near Bolton)17 September Wakefield20 October Newcastle5 November Middlebrook8 December Wakefield

All dates and venues were correct at the time of going to press. We publish any changes on our website:www.nhsbsa.nhs.uk/PrescriptionServices/1984.aspxTo book your place: 
phone 0845 610 1171 or emailprescriptionpricinghelpdesk@ppa.nhs.uk

Book your space 
for an NHS Prescription Services open day
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The provisions surrounding the Electronic
Transmission of Prescriptions Allowances,
published in Part VIA paragraph 5 of the Drug
Tariff were amended in April 2009, in the main
to clarify and take account of new pharmacies
that have opened since the Release 1
allowances were paid, LPS pharmacies and the
Release 2 allowance payment.

Release 1 allowances
The majority of NHS pharmacy contractors who are
entitled to allowances for deploying release 1 of the
electronic prescription service (EPS) have made their
claims.  However, if you initiated a new pharmacy contract
after 1 November 2005 and you are in a position to
operate EPS release 1 but haven’t claimed your EPS
allowance you have until 31 July 2009 to claim.

This only applies to pharmacists who have set up brand
new contracts with a PCT when there wasn’t a pharmacy
contract in place previously.  The amount you can claim
will depend on when you initiated your contract:

• After 1 November 2005 and before 1 January 2006,
you can claim the first ETP release 1 payment of £1,300.

• After 1 January 2006 you can claim for the both the
first and second ETP release 1 payments of £1,300
each (£2,600 in total).

Each NHS dispensing pharmacy contractor may claim 
the ETP Release 1 allowances once only. One payment 
will be made regardless of any later merger or sale; 
or where there has been relocation. There is no right 

to claim further ETP release 1 allowances for new
relocated premises. 

If you are entitled to an ETP release 1 allowance you
should submit an ETP R1 Allowance Claim Form to your
PCT. This form is available on our website
www.nhsbsa.nhs.uk/PrescriptionServices/1102.aspx

Any claims that PCTs receive after 31 July 2009 will not 
be processed.

Is your system deployed?
If you have received both of the ETP release 1 payments
but have not yet deployed a pharmacy system that is
capable of delivering EPS release 1, you will be expected
to do this by 31 July 2009. If there are mitigating
circumstances preventing the deployment of ETP Release
1 by this date then you must discuss these with your PCT. 

EPS monthly allowance
An EPS monthly allowance of £200 per calendar month
will be paid to each pharmacy contractor following
submission of an ETP Monthly Allowance Claim Form
(previously known as form PPAETP1) available at
www.nhsbsa.nhs.uk/PrescriptionServices/1102.aspx
to your PCT. 

This form should be submitted to the PCT before the end
of the first month that you are able to operate the service. 

If, at a later date you are unable to operate the service
you must let the PCT know in writing immediately. The
PCT will then decide whether to stop the EPS monthly
payment permanently or suspend it for a period as
specified by the PCT. When EPS is resumed a completed
ETP Monthly Allowance Claim Form will need to be
resubmitted to your PCT.
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