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1st to the 8th of September 2013
Under the ongoing overall theme of “Towards
quality care together” it has been decided that
the particular sub-theme for Pharmacy Week this
year is “Understanding Generic Medicines”.

telephone or i-pad. Once the application has been downloaded to your cell phone or i
-pad you will be in a position to scan any 2D
barcode images.

Although generics have been around for many
years there is still a lack of understanding
amongst members of the public as to exactly
what constitutes a generic medicine, are they
safe, are they effective and are they always
cheaper than other medicines? For this reason
the Department of Health is anxious that the public becomes better informed on these matters,
hence the sub-theme “Understanding Generic Medicine”.

Each of the Pharmacy Week promotional elements
will have its own Tag (code) and these will be
communicated to members in due course. These
elements will include a Pharmacy Week poster
and brochure made available by the Department
of Health as well as two specific information brochures compiled by the Society.
…/continued on page 2

INDEX

Our new approach to Pharmacy Week was alluded
to in the last edition of this newsletter where we
indicated that we intended to make use of 2D
barcoding to communicate the elements of the
Pharmacy Week promotion to members. These
barcodes can then be made available to your
patients in various ways which will then provide
them with ready access to the relevant information.

PHARMACY WEEK

We explained in the last Golden Mortar that in
order to access the repository of information that
we will be providing, one needed to download the
free TrustaTag application from the website
http://trustattag.mobi to a WAP enabled cellular
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…/Pharmacy Week continued

How best to make use of these elements to
maximise the benefit is really up to the individual’s own imagination, but could include downloading and printing the elements as posters to
be placed strategically in your pharmacy or dispensary, or brochure handouts, or printing the
2D barcodes on stationery, price stickers, till
slips etc. thereby making the barcodes available
to the public for their own access to the information, - the whole idea being to promote pharmaceutical care to the consumer.

quality will be far superior.
The possibilities for communication using 2D barcoding are almost endless and we will be promoting various, appropriate Health Days in this
fashion in the future so we encourage you to
download the application, acquaint yourself with
the functionality and please participate - in your
own way - in Pharmacy Week 2013.
Test Tag

In the event that members may wish to print any
of the material themselves we strongly suggest
that you make a request via e-mail to
pssa@pssasg.co.za for a PDF format of the element/s concerned to be sent to you as the print

INTERN INFORMATION SESSION
ARRANGED BY SAAHIP (SG BRANCH)
A SHORT REPORT

A successful Information session for intern pharmacists in the Johannesburg area was held on the
26th of June 2013 at the Glen Hove conference
centre. The purpose of this session was to provide
the Interns with information on the community service year. Approximately 35 interns attended the
session.
Pieter van der Merwe (Chairman, SAAHIP SG)
opened the meeting and welcomed the Interns. He
made a short presentation on SAAHIP, highlighting
how SAAHIP forms part of the PSSA, who the EXCO
of SAAHIP is, what the membership benefits are for
a PSSA member, including professional indemnity
insurance, purchasing of reference books, legal advice, etc. He also explained how SAAHIP is divided
into different regions, and shared some photos and
feedback from the SAAHIP conference held at
Champagne Sports Resort during March 2013.
Mr. November Nkambule (GDoH) gave a very informative presentation on community service for
2014, what the Interns can expect, how the whole
application process is handled by the Departments
of Health, national and provincial. He also gave
advice as to how and where they should apply for
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their community service year. Mrs Zuleika Ramtula
(GDoH) was also present at this session, and her
input as a senior representative from the Department of Health (Gauteng) was very helpful for the
interns present.
Mr. James Meakings titled his presentation Pharmacy Tomorrow and showed a short video clip to the
interns describing hospital pharmacy. He also gave
feedback on the Pharmacy Council Conference held
during June 2013. His words of inspiration towards
the pharmacy profession were the right medicine to
fire up passion for pharmacy in the interns!
The session was rounded off with questions and
answers from the floor, and with the help of the
SAAHIP branch committee members and the representatives from the Gauteng Department of Health,
the interns' questions and concerns were answered
and addressed.
Pieter concluded the evening by thanking the Interns for attending the meeting, the speakers for
their presentations and PPS for sponsoring the
event.

The Codeine Care
Initiative Launch
SA Pharmacy Council Conference held at Sun City
The newest innovation in pharmaceutical care is
the launch of the Codeine Care Initiative – a
very simple process that aims to help consumers
understand and responsibly manage their purchase of medicines that contain codeine; and to
assist pharmacists in offering their customers/
patients an informed service when dispensing
and selling codeine containing medicines.
This initiative is the brain child of the Community Pharmacy Sector of the Pharmaceutical Society of SA (CPS) and the Pharmaceutical Society
of South Africa (PSSA) and is widely supported
by many stakeholders within the South African
healthcare arena. The very successful launch of
the Codeine Care Initiative took place at the first
SA Pharmacy Council National Pharmacy Conference which was held at Sun City from 23 – 26
June 2013. The various stakeholders are delighted how the industry has come together in this
self – regulating process and has embraced the
task of implementing the project.
Whilst the launch took place in June, the actual
go live date is only on 2 January 2014. A great
deal of work still needs to take place between
now and January in order to ensure a seamless
implementation process.
Pharmacists are seen as the custodians of medicine and it is their responsibility to apply thorough knowledge when advising patients or consumers of the risks and benefits of medicines
and the use thereof. With this in mind the pharmacy industry has embraced the Codeine Care
Initiative and has committed to ensuring a successful roll-out.

When a healthcare professional dispenses potentially addictive or harmful medication such as
medicines that contain codeine, the responsibility
he or she carries increases dramatically. As
many products containing codeine are currently
available in South Africa in pharmacies as overthe-counter (OTC) medicines, it is difficult to
regulate their use as no national database exists
and as such this can lead to the abuse and
misuse of codeine-containing medicines. This is
where the Codeine Care Initiative will play a key
role in helping to regulate the distribution and
sale of medicines that contain codeine. At the
same time it will help to address, curb and ultimately prevent codeine medication misuse
through the provision of information as a key to
better self-care and self-medication.
The initiative will use a 2D barcode printed on
the packs of all codeine containing medicines
and a central national database to monitor the
sale, purchase and use of these medicines. The
barcode is embedded in a TrustaTAG, which
holds information such as dosage, drug interactions that the patient / consumer and the
healthcare professional can access with their
smart phone.
Drugwise will make available training opportunities to pharmacists

to better equip them to

handle customers who are potentially misusing
codeine containing medicines and how to handle
an instance where the sale of these medicines is
declined by the pharmacist due to potential misuse occurring.

REMINDER - PHARMACY COUNCIL ELECTIONS
We would like to urge all our members to exercise their right to vote in the Pharmacy Council elections that are currently taking place. Your completed ballot paper must reach the Returning Officer no
later than close of business on the 15th August 2013.
If, for any reason, you have not received your ballot pack from the Council please contact them at:
elections@sapc.za.org as a matter of urgency.
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VITAMIN D SUPPLEMENTATION IN ADULTS

Souter J BPharm - Amayeza Info Centre
Vitamin D has an important role in the absorption of calcium and in bone metabolism.


The full extent of the actions of vitamin D has
not been determined and it is thought that vitamin D may regulate many other cellular functions. Approximately 80% of vitamin D is synthesized in the skin by sunlight or ultraviolet light.
The remainder is obtained in the diet from eating vitamin D rich food such as oily fish, egg
yolks, and vitamin D fortified foodstuffs.








Vitamin D deficiency



In the USA, there has been an increase in the
prevalence of vitamin D deficiency, where 2530% of the population has been shown to be
deficient. Factors associated with vitamin D deficiency in the US include a decrease in the intake of milk products, sun avoidance and use of
sunscreens, and an increasing prevalence of
obesity. Subsequently, the need for vitamin D
supplementation has been discussed extensively
in the medical literature.

Those with osteoporosis, chronic kidney disease
or liver disease

Vitamin D deficiency is caused by:

Reduced availability: Either from inadequate
dietary intake or malabsoption disorders or a
decrease in vitamin D synthesis in the skin.

Impaired metabolism: Impairment in vitamin D
metabolism in the liver or kidney to the active metabolites.

End-organ insensitivity to vitamin D metabolites: Such as hereditary vitamin D resistant
rickets.
Individuals at increased risk of vitamin D deficiency include:

Elderly: Dietary intake is often lower in the
elderly and the ability of the skin to synthesize vitamin D decreases with age

Dark skinned individuals: Longer sun exposure is required to synthesize sufficient vita4

min D owing to the protective pigmentation
in the skin
Individuals with limited effective sun exposure
due to protective clothing or sunscreens
Those with malabsorption syndromes such as
cystic fibrosis, inflammatory bowel disease,
bariatric surgery and coeliac disease
Obese individuals
Individuals on medications that decrease vitamin D levels such as glucocorticoids, anticonvulsants and cholestyramine
Pregnant and lactating women
Hospitalised or institutionalised individuals
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Low concentrations of vitamin D are associated
with impaired calcium absorption, a negative calcium balance, and a compensatory rise in parathyroid hormone, which results in excessive bone
resorption. Prolonged low concentrations of vitamin D may lead to rickets in children and osteomalacia in adults. Vitamin D fortification of
foods has reduced the occurrence of these
complications. Subclinical vitamin D deficiency is,
however, common and is a lower than normal
concentration of vitamin D that has no visible
signs or symptoms.
Subclinical vitamin D deficiency

Skeletal effects:
Osteoporosis, increased falls in the elderly and
possibly fractures have been associated with vitamin D deficiency. Adequate calcium and vitamin
D intake can result in a positive calcium balance
and reduce the rate of bone loss. It appears as
though there may be a reduction in the risk of
falls following vitamin D supplementation, particularly when the vitamin D status was previously
poor.
…/continued on page 5

…/Vitamin D continued

Extraskeletal effects:

Practice Guidelines recommend 30 ng/ml.

A deficiency of vitamin D may be linked to a
number of diseases or chronic conditions. These
include muscle weakness, cardiovascular disease
and hypertension, diabetes mellitus and metabolic syndrome, immune system disorders, infections and cancer. However, a causal relationship
between poor vitamin D status and these diseases has not yet been established. Further studies
are needed to determine whether vitamin D supplementation will improve or prevent these conditions.

Supplementation

Optimal vitamin D levels
When determining the vitamin D level, the 25hydroxyvitamin D (25OHD) concentration should
be measured. The 25OHD level reflects the dietary intake and sunlight exposure as well as
converted vitamin D previously stored in fat.
However, 25OHD assays are not standardised.
Therefore, the doctor should use the method
specific reference range and carry out patient
follow-up at the same laboratory. The optimal
vitamin D level for extraskeletal health is not yet
known and there is no consensus on the optimal vitamin D level for skeletal health. In the
USA, the Institute of Medicine (IOM) recommends
a level of 20 ng/ml as adequate, whereas the
task force that compiled the Endocrine Society

Routine vitamin D supplementation is not recommended. However, it is important to ensure that
the recommended daily allowances (RDA) of vitamin D are met. The RDA of vitamin D in the
USA as well as in the RSA for children from one
year to 18 years and adults through 70 years of
age is 600 IU. The RDA for those over 70 years
of age is 800 IU. Individuals who are at risk of
vitamin D deficiency should have their 25OHD
levels determined. If they are found to be deficient then vitamin D supplementation is recommended. The dose should be individualised.
Conclusion
The consequences of long-term low levels of
vitamin D have not been fully established. Further studies are needed to better understand
the relationship between vitamin D and extraskeletal health and to determine the optimal dose
of vitamin D for individuals based on age, underlying health conditions and other factors.
Currently, routine vitamin D supplementation is
not recommended. Individuals at risk of vitamin
D deficiency should be screened and treated
accordingly.

References: Available on request
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By Hester Coetzee
Patient misuse of medications comes with a
huge price tag as adverse medicine interactions
can cause harm to patients and very often lead
to visits to the doctor, to hospital admissions
and may even result in deaths. In addition, the
patient taking a whole variety of medications,
which, are in the end ineffective due to misuse
places the patient at risk.
It is estimated that in the USA 30% to 55% of
patients fail to comply with their prescription
medicine instructions. One report found that the
misuse of prescription medicine resulted in approximately 125,000 patient deaths every year
in the USA alone. Medicine misuse has been
shown to result in over $4.5 billion in additional
hospital costs.
In a perfect world there is a unique relationship
between a patient and his/her doctor, but perhaps a 5 to 15 minute appointment is not
enough to build a close relationship. Perhaps
part of the problem is that 68% of doctors decide against full disclosure of hazards to their
patients. Perhaps there is a misplaced assumption regarding the flow of information in the
doctor / patient relationship, but clearly, this
perfect world does not exist.
The public is not made sufficiently aware of
medicine hazards. PILS are considered to be a
possible solution to misuse of medication, but
we know that lengthy warnings in small print
are likely to go unread by the patient. This obviously reduces the effectiveness of PILS. Some
authorities are of the opinion that the costs of
a PPI regulatory scheme may well outweigh any
benefits.
Some Courts of Law have said that the doctor
is responsible to warn the patient. Others have
found the pharmacist is responsible. A Court
found a pharmacist negligent who had correctly
filled a prescription for a psychotropic medicine,
but had dispensed it to an alcoholic patient.
This case seems to suggest a ‘duty to warn
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principle’ on the part of the pharmacist. Depending on the pharmacist, the pharmacy or the
area, it might be rare for a pharmacist to have
such clear and personal knowledge concerning
a customer. But a duty to warn the patient
seems to be a well-founded moral obligation if
not a personal one.
In another case the court held a pharmacist
liable for his failure to correct the obvious error
in the prescription. The script instructed the patient to administer one suppository every four
hours to ease a headache. The pharmacist did
not warn the patient that no more than two
suppositories should be used per headache and
no more than five used in a single week. The
patient misused the medicine and sustained
permanent nerve damage.
Legal regimes have been in place to protect
and inform the public against the hazards of
prescription medicines – think of the rules and
regulations provided in “Good Pharmacy Practice’. Persistent medicine misuse and avoidable
injury, however, remain evidence of the regime's
insufficiency.
So what should we do? The question we have
to ask ourselves is, is there a role the pharmacist can play in preventing these costly mistakes? The public needs help and I believe that
an enhanced role for the pharmacist as a member of the healthcare team may provide the
additional security and, I think that pharmacists
themselves want to play a more active role.
Maybe we should simply do our best - share
our knowledge, question the patient when appropriate, provide our clients with the information they need, provide them with good explanatory label directions. Sometimes a simple
‘Take 1 a day’ is not enough. Perhaps a better
explanation would be “Swallow 1 tablet, every
morning of the month. Swallow whole, with water, on an empty stomach”.
…/continued on page 7

…/your duty to warn continued

Let us use atorvastatin as an example. I could
imagine the standard label direction to be
“Take 1 daily”. In some cases this may be
where all “counselling” ends. Consider an alternative - something like this: “Take 1 tablet, any
time of the day, but at the same time each
day. Swallow whole with water. Take regularly.” I
think we have a moral obligation to warn our
patients. Maybe you need not ask the patient
if he is an alcoholic, but rather just advise him,
alcoholic or not, to avoid heavy alcohol use
because atorvastatin potentiates the risk of developing liver toxicity, especially more than 2
drinks a day. You must remind him or her that
liver function tests must be done from time to
time for his/her own safety (at baseline, 6
weeks and 12 weeks after start of treatment or
when there is an increase in dosage, and then
every 6 months.) You could go so far as to
explain what the symptoms of jaundice are and
that if he/she ever experiences any of these
symptoms, he/she should contact the doctor
immediately! Tell them what to do if they ever
miss a dose.
Supply the patient with information about foods
that should best be avoided while taking this
medication e.g. grapefruit and bitter lemon as
these fruits could cause the medicine to become toxic and cause him/her harm. Explain
that he/she should take Co-enzyme Q10 when
taking a statin and not forget sunblock when
spending time out of doors, as statins cause
sun sensitivity.
If it is a female patient you
should warn her that women of childbearing
age must use suitable contraception and that a
pregnant woman may never take this medication
as it could harm the unborn baby.
Advise the patient that other medications can
have an influence on his/her atorvastatin and
whenever he/she takes e.g. antacids, it should
be taken two hours after the cholesterol lowering medication. Perhaps you should warn him/
her that this medicine has been shown to interact with a number of other medicines and you
should be kept informed should he/she ever
buy medicine from another pharmacy as you

keep a record of all his/her medication.
The patient most definitely should be advised to
report any signs of muscle weakness, pain and
body aches after starting this medication. You
could inform the patient that even though he/
she thinks “natural medicine” is harmless, he/
she should not take “red yeast rice” while taking this medication or any other cholesterol
lowering medication for that matter.
Patients
should drink more than six glasses of liquid per
day as a preventative measure against developing kidney damage.
Quite a mouthful, but I think this is all helpful/
useful advice for the patient. Do you think that
information such as this could empower the
patient? If so, you can ease your task by using
available software and print such information to
hand to the patient.
The wide communication gap that has long existed between the healthcare providers and patients is said to probably be the cause of patient misuse of medication and the role of the
pharmacist is often overlooked. The pharmacists’
unique position in the chain of healthcare provision enables them to reach out to patients for
safer, more effective prescription medicine treatment. Pharmacists are part of a "safety net of
overlapping responsibilities" where each member
of the health care team is, in part, "his brother's keeper “.
Harit U Trivedi authored a whole paper on the
pharmacist’s duty to warn. His opinion is that
“A duty to warn will strengthen the pharmacists”
link in the communication chain leading to the
patient. The logic is straightforward: safer use
of prescription medicines results in fewer injuries from misuse, leading to reduced hospital
costs, and ultimately returning savings to society. Put simply, when patients are more informed
of the potential hazards of prescription medicine use, they are able to avoid injury and minimize medical costs for society. Let us practice
what we as pharmacists know best: medicine.
Let us practice it well.
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SOUTH AFRICA JOINS THE EUROPEAN PHARMACOPOEIA
By Miranda Viljoen, FPS
The 37 signatory states of the European Pharmacopoeia Commission and the Commission of
the European Union have unanimously decided
to grant The Medicines Control Council of South
Africa Observer Status to the European Pharmacopoeia. This brings the number of observers to
twenty-five, including the World Health Organization (WHO).
As an observer, the Republic of South Africa
can participate in the scientific work of the European Pharmacopoeia Commission and its expert meetings. It can now also attend the Commission sessions and become involved in other
European Directorate for the Quality of Medicines (EDQM) activities such as in the field of
official medicines and cosmetic control laborato-

ries, blood transfusion and organ transplantation, and combating counterfeiting. The Observer
Status also facilitates development of a mutually
-beneficial relationship and sharing of expertise
on issues pertinent to the pharmaceutical and
healthcare sector.
In March 2013 Ms Helene Bruguera, from the
EDQM, was invited to attend the SAAPI Conference on “Science Revisited” and to give the
keynote address. She gave an excellent review
of recent advances in the Certificate of Suitability for Active Pharmaceutical Ingredients (API) in
pharmaceutical products, as well as the EDQM’s
activities in combating counterfeiting of medicines.

Reply to Mr Warris’ letter to the Editor which appeared in
the Golden Mortar Edition 4

Dear Roelof,
Re: ID Numbers for dispensing records.
We are not sure which type of records you are concerned about. When it comes to dispensing prescriptions the pharmacy is obliged to follow rules of the
patient’s medical scheme which has its own set of
numbers, codes etc. This allows the scheme to link
the number to the main member and his/her dependants.
The Medicine Control Act and the GPP rules of the
Pharmacy Council also specify the mandatory details
for the dispensing of medicines in the various schedules.
The scheme rules and the mandatory requirements
relate to the personal details that can be used to
identify and contact a patient if this should become
necessary. There is no way that one can do this by
recording the ID number only.
If on the other hand your suggestion is that the basis
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for all the different elements of information required
should be a person’s ID number then this is possible.
A system could be designed around the patient’s ID
number being the basis for the system and everything
else could be linked to and feed off that single,
unique number. It would make life simple for patients
in the future, but it would be a huge task to change
existing systems and, we imagine, it would cost millions and probably take years – even if one were to
get agreement from all the parties concerned that was
the way to go.
By the way, the Community Pharmacy Sector of the
PSSA is launching a Codeine Care Project which will
record the details of patients who abuse Codeine. This
will entail the creation of a national data base and
will require the ID numbers to be recorded and accessed by pharmacies if the project is to be successful.

The Editor

The Macaura Blood Circulator
By Ray Pogir, FPS
Curator of the National Pharmacy Museum
The accompanying photograph of the Macaura
Blood Circulator is from the collection in the
National Pharmacy Museum.
It was manufactured in the mid 1800’s in England under a patent of a Doctor Macaura,
patent number 13932.
The device in the museum is functional. The
vibrating plate has a number of attachments
for use on various parts of the body. The
handle can be turned at different speeds and,
when placed on the affected body part, produces an intense vibration which is supposed
to increase the blood circulation and thus
alleviate the condition.

It is interesting that there appears to be no
record of a Dr.J.Macaura in the records of
the medical registers of that time. There are
records of a J. Macaura who came to England from America in the mid-1800’s and was
reputed to be a mercurial character with a
few and often changed addresses and no record of his professional status.
Thousands of Macaura vibrators were sold.

Relief is promised from deafness, polio, writers
cramp, constipation, nervousness, heart disease, ‘diseases of women’, and impotence and
a host of other conditions.
It also states that it is useless in cancer and
has been tried with little success for baldness,
and has no effect on abating the ravages of
consumption.

PROBIOTICS
On 27th June 2013, Ms Jessica Steffens, a Registered Dietician, gave an illustrated presentation on the
topic "The Science and Technology of Probiotic Applications" to a large audience of pharmacists from all
sectors of the profession.
She outlined the physiological origin, developmental
phases and classification of the three main categories
of the intestinal microbiota, existing in a balanced
ecosystem.
Their effects on gut barrier function and immunity
were discussed, and their historical use in common
fermented foods, dating back many thousands of
years, was shown.

The beginnings of the concept of administration of
probiotics for conferring of health benefits was discussed, as well as the numerous research trials performed, and the process of selection of products for
safety, stability and efficacy, production processes,
and storage were elaborated.
The interaction with the host and inhibition of pathogenic bacteria by competitive displacement, and their
protective effect in the gut was demonstrated. Ms
Steffens answered questions from the floor to round
off the evening, which was kindly sponsored by Nestle
Nutrition.
Dave Sieff
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(A brief report by Lee Baker)

SOUTH AFRICAN PHARMACY COUNCIL CONFERENCE
SUN CITY JUNE 2013

It was heartening to see how many A full copy of this report is available
65 pharmacists servicing every 100
pharmacists from all different sec000 of population and here we
from the Golden Mortar on request.
tors of pharmacy are passionate
only have 11. He focused on two
about the future of Pharmacy in
issues of education – firstly that
South Africa. Between 500 and 600 people attended
the course needed to be altered to meet the needs
the conference.
and secondly on innovative CPD programmes.
Dr. Aaron Motsoaledi, the Minister of Health, gave the
opening address and highlighted the role that he sees
for pharmacists in the future. He believes that they
should play a very important role in health and is
particularly concerned about the lack of human resources and “stock-outs”.
MONDAY:
Ms. Precious Matsoso, Director General, NDoH opened
the session with a talk entitled “Ensuring quality services = the role of pharmacy”. She emphasised that
access to medicine does not only encompass physical, affordable and therapeutic access, but it is also
about quality and that the key problem in the public
sector is lack of quality. Stock-outs are a big problem
and delays in service delivery at the pharmacies are a
concern.
A quality audit of the health facilities in
South Africa was carried out and the majority of the
facilities were dirty, the security was bad and the staff
attitude was unprofessional. She believes that each
profession must take responsibility and if pharmacists
work and take pride in their facilities, essential medicines will always be available and stock-outs will be
minimal.
Mr. Bada Pharasi, President of the S.A. Pharmacy
Council, discussed what needed to be achieved by the
end of the conference and highlighted that the biggest challenge to improving quality of health services
is human resources. Training in particular must be
geared towards meeting the needs.
He also discussed the fact that pharmacists don’t “sell” themselves adequately. Promoting a service can be as important as providing the service and pharmacists
should all work together to change the perception
that the public has of pharmacy.
PHARMACY EDUCATION
Mr. Warren Meek, from Canada, compared the situation in Canada to the position in R.S.S. Canada has
three times more community pharmacies and three
times as many licensed pharmacists. They also have
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Dr. Andries Gouws addressed us regarding speciality in
pharmacy from the national perspective. There are
currently only two specialities in South Africa – Radiopharmacist and clinical pharmacokineticist. Other proposed specialities included clinical pharmacy, public
health management pharmacy and industrial pharmacy, but the creation of these must b needs driven.
Dr. Johann Kruger, President of the PSSA, spoke from
the pharmacy practice perspective. He felt that pharmacists are currently trained to be generalist pharmacists, and the need demands specialities.
Ms. Loots, Director of Health Innovation at the Dept of
Science and Technology gave an interesting talk on
looking at new ways of developing APIs from biological sources. These included new and improved therapeutics and drug delivery systems, as well as new
vaccines and other biologicals. One example is the
new malaria drug that is being developed at UCT. The
Dept. also does work on indigenous medicine.
Ms. Sue Putter discussed the current internship which
is inadequate, as CSPs do not enter an ideal world
after their CSP year!
Prof. Rod Walker initiated a debate with regard to a
Pharm D. qualification.
Mr. Joe Samuels from SAQA spoke about moving from
the SAQA Act to the NQF Act.
Dr. Vassie Naidoo gave an overview of the CPD programme. CPD is linked to continuing competence as a
professional throughout his/her career.
TUESDAY:
Mduduzi Manana, Deputy Minister of Higher Education
and Training, said that his department had met with
the SAPC to discuss various issues. There is a massive shortage of pharmacists, particularly black pharmacists – 1200 new pharmacists are required annually,
and we currently produce only 430.
…/continued on page 11

…/Pharmacy Council Conference continued

Role of pharmacists in improving health outcomes –
millennium development goals.
Dr. Humphrey Zokufa addressed the role that
macists should play in the management of
communicable diseases, which are emerging as
killers throughout the world. These diseases
be cured, but need to be managed lifelong.

pharnonmajor
won’t

Prof. Shabir Banoo spoke about communicable diseases and gave a lot of detail on the actual diseases themselves but not too much on the role that
pharmacists should play. The importance of these
diseases should not be underestimated as the top
five causes of mortality in Africa are communicable
diseases.
Mr. Keith Johnson looked at the role of the pharmacist in primary health care, - the authorised prescriber. The proposed scope of practice has been drawn
up – STDs and HIV will be a separate course.
Dr. Anthony Guarascio gave an interesting overview
of the role of the pharmacist in hospitals in the USA.
He has specialised in infectious diseases. They have
had a paradigm shift from distributive staff to clinical
staff to clinical specialists. They have direct patient
care activities in pharmacotherapy management and
formal consultations and collaborative practice agreements. All this has been cost-saving as the patient is
released from hospital as soon as possible.
Dr. Patrick Dheyongera presented on traditional medicine. He highlighted their advantages – cheap, easily
accessible, and traditionally acceptable. Criticism included the lack of scientific proof of efficacy, lack of
standardisation, no regulation, methods are not hygienic and can be associated with evil practice.
Prof. Sietske Rubow gave an interesting talk on radiopharmaceuticals. These are medicinal products containing radionuclides used for diagnosis and treatment of diseases. The way they are produced and
used and the doses required are very different to
conventional medicines.

lance and its importance.
WEDNESDAY:
Mr. Sham Moodley gave a passionate and inspiring
talk on the evolving role of pharmacy. He discussed
the history of pharmacy from the traditional era in
the 1800s to the clinical era in the late 1900s. He
discussed the pharmaceutical care era as being patient-centred. We now needed a distribution system
that actually works, and a new model of care at
patient level that meets the local needs, - and for
this we need appropriate pharmacy training. We also
need to create a model that will enable legislative
changes, will be supportive of government and regulatory authorities and for this to succeed we also
need to have a reimbursement model that will work.
There are a number of activities that a pharmacist
can perform, which had already been discussed, such
as performing medicine reviews to identify problems
and formulate and implement medicine treatment
plans. Sham has already piloted some of these and
stated that they are very effective.
Ms. Sue Putter provided a long-awaited vision for
pharmacy. “QUALITY PHARMACY SERVICES FOR IM-

PROVED HEALTH
WHERE, FOR ALL”

OUTCOMES

–

ALWAYS,

EVERY-

Mr. Bada Pharasi summed up the conference and
declared that it was a “Transformational Conference”
He highlighted some of the recommendations:









Investigate how scope of practice can be expanded without having specialities.
Create posts for specialisation.
Consider a five year degree where internship is
included in the last year and there is exposure
to all sectors of the profession.
National care standards – markers for monitoring
quality of care.
Promote the profession at school level.
Pharmacy to engage with NHI in all NHI processes, e.g. accreditation of sites and policy making.
Review lay ownership of pharmacies and answer
the question of whether it actually does improve
access to health care as was intended.

Dr. Tienie Stander discussed pharmacoeconomics and
the various factors that play important roles. The
most fundamental is that health care needs exceed
the resources available. Health systems need
strengthening and there is a shift in public health
priorities such as an increase in non- communicable
diseases.

A strategic document on the recommendations must
be drawn up and a steering committee must include
the NDOH.

Prof. Ilse Truter gave a presentation on pharmacoepidemiology, and spoke mostly on pharmacovigi-

What remains to be seen now is whether these recommendations are carried out.

There should be another similar conference in three
to five years time.
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It is just unthinkable
that in today’s soElectronic
phisticated world of
Communication
electronic communication
that
vital
messages are not
getting to an essential member of the healthcare team.
Communications from pharmaceutical manufacturers regarding “out of stocks”, “changes in package inserts”, “withdrawals from the market” and
others are simply not reaching the Community
Pharmacists in time or, in some cases, ever!

weeks. New products are launched and prescribed, but the pharmacist only hears about
them in the next month’s journal or when they
receive a script for such items.
Is this a world wide problem or is it peculiar to
South Africa? It is not just one or two companies, nor is it isolated to certain provinces or
geographic areas. Whatever the cause, it is simply unacceptable.
Perhaps this is this opportunity for our Society
to set up an infrastructure that would get these
essential messages to its members if nobody
else is capable of doing so.

No doubt the doctors are being kept up to date
by the sales reps, but Pharmacy seems to be
left out of the loop. The distributors don’t seem
to be adequately informed either.
Imagine if some of the players in a team were
not included in a change in the game plan at
any stage of the game. Almost certainly, they
would not be on the winning side.
Frustrated pharmacists tell me that they spend
ages on the telephone trying to determine
whether a product still exists, is temporarily out
of stock, discontinued etc., while they’re trying to
dispense for a sick and understandably impatient
client. Some have even reported that companies
have given them completely incorrect information
regarding their products.
Why is it that manufacturers seem to believe
they need only communicate with the prescribers
of their products and not the dispensers of their
products?
Oddly enough, the problem appears to be most
prevalent when dealing with chronic medicines. A
patient requires a repeat of a generic (possibly
as specified by the medical scheme) and it is
the responsibility of the pharmacist to find the
product that has been “O/S” for the past few
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Your SG Branch Chairman

Lynette Terblanche

Your PSSA Southern Gauteng Branch Sector representatives are:
Community Pharmacy:
Hospital Pharmacy:

Pep Manolas & Monique Cronje
Liezl Fourie & Bronwyn Lotz

Industrial Pharmacy:

Lynette Terblanche & Walter Mbatha
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Paul Danckwerts & Deanne Johnston

Contact them through the Branch Office: Tel: 011 442 3601
The Editorial Board acknowledges, with thanks, the contributions made
by the CPS Southern Gauteng Branch to the production of this newsletter.
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