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…/ continued on page 2 

A  busy Saturday morning at our pharmacy had ended, but the afternoon took a challenging twist. As I made my way 

to my vehicle, I was stopped by a member of staff: “Mam, a young family member is in labour!” He’d already called 

the ambulance but was still waiting for them to arrive. 

 

On a normal working day we would have a trained sister in the pharmacy clinic, a nearby doctor’s rooms at hand, and 

more than just me on my way home. What was I to do? I entered the room to find a mom crouched on all fours, on 

the floor with a newborn baby lying wrapped in a blanket; the room had no windows, and a single candle burned in 

the corner. The floor was cold, Mom and baby were cold. 

 

I have never been faced with this situation before. I got them onto a bed, wrapped baby on Mom’s chest, and called a 

local midwife for advice. She spoke me through tying and cutting the cord, and explained how to help expel the pla-

centa. Her instructions made sense - I knew the theory, but here I was alone with two people depending on me for my 

help. 

 

After tying off the cord and cutting it (with hastily sterilised artery pliers and scissors), the next task was to massage 

the mom’s lower abdomen to help  expel the placenta, and this took about half an hour. 

 

Finally the local ambulance servicemen arrived, they quickly assessed the situation, and asked me about baby’s AP-

GAR Score (Activity, Pulse, Grimace, Appearance, Respiration), and untrained as I am in these matters, I gave a report 

about respiratory effort , skin tone and muscle tone; I also noted that baby had two teeth! Challenging in a scantily lit 

room with a large, soft bed. The ambulance men were pleased with mom and baby, and handed me a few cord 

clamps “for next time” -  Right!? 

  

CHRISTINE’S STORY 

Christine Landman 
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…/ Christine’s Story continued 

On the Monday morning Mo, baby and gran came to the pharmacy to thank me for my help. They were very con-

cerned about the baby’s teeth, so I reassured them that whilst this is rare, it’s not uncommon. I went so far as to 

say that he is a very special boy to surprise us all and have teeth, as I wanted them to embrace the newborn and 

not see him as “other worldly”. 

 

Whilst all is well with mother and baby, I feel compelled to be better equipped next time around,  who knows 

when and what the nature of the next situation will hold. 

 

I’ve been confronted with a number of situations in the past that lead me to believe that people with a healthcare 

crisis see “clinic” advertised in your pharmacy, and gain the impression that ALL matters medical can be attend-

ed to.  

 

At the moment we have two ladies in our employ who are studying through Sefako Makgatho University (Pretoria) 

for their Basic Pharmacist’s Assistant qualification. I note that “assisting with child birth” is covered in their First 

Aid Module - perhaps a training point worthy of our consideration as pharmacists.  

“It was on Friday the 28th of June in the evening, I started having a stomach ache. I thought it was just the usual 

aching, but little did I know that it was the beginning of labour. I spent the whole night running to the toilet, be-

cause my stomach was now running. The following morning I just continued with my chores as usual. I would 

feel the pain for a little time, then it would just vanish. 

 

As afternoon approached, that’s when I started feeling the real pain. 

I did not inform anybody because I thought the pain would increase, 

as I had only heard people talking about it, but I had never experi-

enced it, and it’s my first pregnancy.  

 

Around 2.30pm, that’s when I informed my sister-in-law that I was 

not feeling well. Immediately she tried to call the ambulance. Within 

minutes I could not stand straight, and I started crawling around my 

room. 

 

My sister-in-law was trying to reach the ambulance, but to no avail, 

and I was now in real pain, so she then ran to the neighbours to see 

if they could assist with transport, and as she was waiting for the 

wife to bring the keys, my water broke. I gathered all the strength I 

had left, and managed to remove my panties because I knew that 

the baby was coming any minute. 

 

I was still alone in my room, and within a few minutes I felt the baby coming, so I just pulled a fleece throw from 

my bed and put it on the floor. In the wink of an eye the baby was out and crying - I didn’t even know how I 

pushed or what exactly happened.  

 

As soon as I saw the baby I was delighted, and scared at the same time. I covered him with the fleece and knelt 

beside him, since the cord was still attached to us. My aunt then came and found us, but she did not know what 

to do or where to touch. She informed my father-in-law, who then called Mrs [Christine] Landman, since she was 

still around. 

 

She came running to help, and since she is a pharmacist, everyone thought that she knew what to do. She 

called her husband ‘Frans’ , who had left earlier and informed him about the situation, and he called their doctor 

friend, who then contacted Christine to inform her what to do.  

 

She told me to climb onto the bed, since the floor was now cold, and she started rubbing my tummy, so that the 

afterbirth (placenta) would come out. She ran to the pharmacy and brought some surgical stuff to use for cutting 

the cord. She measured the cord and tied both ends, and then cut it. She continued rubbing my stomach until 

the afterbirth came out. 

 

 

 

MOM ANNAH NDLOVU’S STORY 

…/ continued on page 3 

Baby Chris 
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…/ Mom Annah Ndlovu’s Story continued 

 

PSSA SG JUNE CPD 
 

NUTRITIONAL SOLUTIONS FOR  

DIFFERENT STAGES AND  

NUTRITONAL NEEDS IN INFANTS 
 

Kindly sponsored by Nestlé 

Joha De Mayer 

Joha De Maayer was awarded an MSc degree in Genetics at the University of 

Pretoria and published her research in four international journals. She joined 

Nestlé Nutrition in 2009 and is certified as a specialist in infant and child-

hood nutrition. She is part of the medical and scientific affairs team, and has 

a keen interest in nutrition, generics and nutritional genomics. She is a mom 

of two boys. 

Joha opened her presentation by discussing the importance of nutrition in the first 1,000 days in an infants life, not-

ing this to be 270 days of the pregnancy, 365 days of the first year and 365 days of the second year of the infants’ 

life. 

 

Joha then discussed the triple burden of malnutrition we are fac-

ing as a country, noting undernutrition, over nutrition (obesity) 

and micronutrient deficiencies (silent hunger). 

 

 

 

 

 

 

 

 

 

 

Joha emphasised that breast milk remains the best choice, then 

took the audience on the journey of considerations of what hap-

pens if breast milk is not available?  Focus commenced with 

Foods for Special Medical Purposes (FSMPs), noting that these 

are not intended for long term purposes unless otherwise indi-

cated. 

 

The first instance to consider is in the case of ALLERGIES.  

Joha unpacked the infant’s predisposition to allergies, noting that an infant has an allergy risk of 15% if neither par-

ent has an allergy; this increases to 20-40% if one parent has an allergy, and increases further to 60-80% if both 

parents have an allergy. When a mother cannot breast feed and an infant has a risk to allergies, Nestlé Nan Optipro 

HA reduces the risk of atopic dermatitis and allergic rhinitis from the start.  The clinical evidence shows a reduction 

in the risk of atopic dermatitis and is convincing with a 15 year follow up study. Joha also that highlighted the cost to 

prevent allergy is more manageable than the cost to treat an allergy. 
…/ continued on page 4 

After everything was done, that was when she managed to get hold of an ambulance, and when the paramedics 

arrived, everything was already finished, and we left for the hospital. 

 

Mrs Landman was of great help, and she also named the baby Chris, since he was born on her birthday!       

To everyone’s amazement he was born with two bottom teeth - a case which occurs in only 1 in 2000 babies.  

Judy Coates 
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…/ June CPD continued 

The second instance for FSMPs includes CONSTIPA-

TION - GASTROINTESTINAL IMMATURITY - COLIC  

In this case digestive discomfort is associated with an 

immature gastrointestinal system. Using the Vanden-

plas algorithm to rule out disorders and decide on the 

best nutritional solution when breastfeeding is not 

possible. Lactose feeds your good bacteria and 

breast milk contains 100% lactose. 

Nestlé Nan Sensitive supports in alleviating symp-

toms of gastrointestinal immaturity, containing Opti-

pro HA, Lactobacillus reuteri and lower lactose, whilst 

maintaining good bacteria in the gut and enzymatic 

activity. 

 

The third instance considers LACTOSE INTOLERANCE 

- DIARRHOREA 

Understanding the need for lactose-free formulas in 

diarrhoea, the Vandenplas algorithm is used to con-

firm this once again. Nestlé Nan Lactose Free for the 

infant with lactose intolerance and/or acute diar-

rhoea, with no lactose or sucrose and containing L. 

reuteri, nucleotides and zinc for faster gut regenera-

tion. 

 

The fourth condition is that of REGURGITATION - RE-

FLUX 

Remembering that the lower oesophageal sphincter 

(valve) is still immature and may be the course of 

both the regurgitation and/or reflux.  When the infant 

experiences reflux, Nestlé Nan AR is most suitable in 

the absence of breastmilk. The corn starch leads to 

increased viscosity in the stomach which assists to 

reduce the regurgitation and/or reflux.  Also includes 

Optipro, Lactobacillus reuteri - good bacteria. 

 

Having discussed the four instances above it remains 

important not to jump between the different milks.  

Before changing, one should take a record of the his-

tory and then make a right choice.  Always give the 

milk a chance to see how the child is tolerating the 

milk.  10 days is a good guide to use before changing. 

 

FSMPs are foods for special medical purposes and 

not for Healthy Full Term Infants. Breastmilk should 

always remain their first feeding choice. 

 

Additional Nestlé formulae for consideration include: 

Nestlé Nan Optipro for healthy baby with no feeding 

concerns - Powder and ready to drink (available only 

in hospitals). Optipro describes a unique process of 

removing the CGMP component from cows’ milk, re-

sulting in an essential amino acid composition closer 

to breast milk. 

 

Nestlé Nan Supreme - Routine formula, with human 

milk oligosaccharides (HMOs) - Feeding good  bacte-

ria. Partially hydrolysed through a unique 2-step pro-

cess, contains added essential fatty acids (as Long-

Chain Polyunsaturated Fatty Acids). 

 

Nestlé Nan Pelargon - Provides safety from the start; 

Acidified formula - Yoghurt taste - lower pH, where 

hygiene and safety are a concern. 

 

 

 

Before changing the milk it is important to discuss 

the use and preparation of the infant formula: Correct 

storage, handling and preparation of infant formula 

and feeding bottles is essential. Over-dilution can 

lead to infant being undernourished. Under-dilution 

can cause renal overload and/or constipation. Unhy-

gienic preparation can increase risk of infections. 

Frequent changing between different formulas not 

recommended - can cause unnecessary discomfort 

and GI disturbances. 

 

Reconstituted Feeds can only be stored in refrigerator 

for no longer than 4 hours.  Acidified formula may be 

kept for longer at room temperature, provided that it 

was prepared following safe & hygienic method. Pre-

boiled and cooled water is necessary. 

 

FSMPs Summary 

• Exclusive breastfeeding for the first 6 

months of life – continued until 2 years 

of age or beyond – together with appro-

priate complementary foods from 6 

months onwards, is the most appropri-

ate and best choice of nutrition for all 

infants. 

• Routine Formula should be used for 

Healthy Full term Infants. 

• Not all milks are not the same. 

• When the infant’s nutritional needs can-

not be met by Breastmilk or standard, IF 

due to an underlying medical condition 

Infant formula FSMPs can be recom-

mended for treatment.  

 

The PSSA SG would like to thank Nestlé for sponsor-

ing this most stimulating and knowledge empowering 

session. 

 

Thank you to Juta for the lucky draw prizes both at 

the morning and evening session. 

…/ continued on page 5 

Nestlé CPD Support team 
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…/ June CPD continued 

 

Juta’s Pharmapedia lucky draw and winners.  
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SAACP SG JULY CPD 
 

Asthma and the Changes in  

Management 

SAACP SG Chairman, Frans Landman, opened the evening welcoming all.  

Jacquie Fox (SAAHIP SG) introduced Dr Clifford Smith. 

 

Dr Smith opened by presenting some epidemiology of asthma, noting that 

7% of the world’s population has asthma, asthma can occur from infancy 

to old age, more males develop asthma before puberty and for females 

this is after puberty, there has been an increasing prevalence, but with 

fewer hospitalisations and asthma deaths. 
Dr Clifford Smith 

Dr Smith discussed the asthma inflammation process referring to the schematic diagram below. 

A question was then posed asking what are the problems we need to be aware of with asthma control?  Key prob-

lems cited include the use of short acting bronchodilators (SABAs); poor compliance; and poor inhaler techniques. 

 

Dr Smith then delved deeper into the problems with asthma control unpacking each in more detail. 

 

Short acting bronchodilator use is as a result of this being the most dispensed asthma drug, and Schedule 2 allows 

for this easier access, resulting in rapid relief but no management of the inflammation.  It was emphasised that this 

is an area for a major pharmacist driven intervention. 

 

When considering poor compliance and non-adherence, Dr Smith highlighted that when patients are feeling better 

they tend to stop taking their medication, i.e. regulated by perception of need.  Therefore, one needs to look at treat-

ment strategies that are better devised to fit normal behaviour.  These could include the SMART (Single Mainte-

nance and Reliever Therapy) approach, use of technology to improve adherence, and adapting treatment schedules 

to the individual.  Research from Dr E Bateman of Cape Town from 2014 (J Allergy Clin Immunol) was cited noting 

that we have the medicines that work and that it is the non-compliance that is the biggest problem. 

…/ continued on page 8 

Judy Coates 
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…/ SAACP July CPD continued 

Factors involved in non-adherence were shared.  See https://ginasthma.org/ for research and current insights. 

A question was raised relating to peak flow meters, where it was confirmed that they are under-utilised as diag-

nostic tools.  Further, peak flow meters should be considered as an empowering tool for the patient in that they 

give the patient the ability to self-manage and to assess their asthma (e,g. if they are wheezing, is it from an is-

sue with asthma or another cause, based on their peak flow meter reading, with a reference against their normal 

readings). 

 

The Pharmacist was encouraged to provide patients with options with respect to (wrt) devices to increase compli-

ance.  Dr Smith encouraged pharmacists to take the time to make the difference. 

 

Dr Smith then discussed adolescent asthma medication adherence noting this to be one of the most challenging 

groups.  The challenge was attributed to the fact that medication adherence declines significantly at <50%, the 

paradox of more knowledge = less compliance, and psychosocial issues that correlate with poor adherence. 

 

Dr Smith then moved to interventions, and focused on what are some of the practical adherence interventions in 

asthma? He encouraged the audience to look at how to use technology, find mechanisms that build peer sup-

port, uplift and input into school environment education, pharmacy driven education, using patient adjusted 

maintenance therapy (SMART), and simplify medication use (daily use is more common than we think).  

 

Dr Smith unpacked how technology could be used, noting the use of smart phone enabled sensors, which will 

become more common in South Africa in the future.  He shared research outcomes relating to Electronic Devices 

and Electronic Monitoring. 

 

Dr Smith then shared his own personal research outcomes, published in SARJ 2017; 23(1):5-7, looking at chal-

lenges wrt inhaler techniques.  PSSA SG and SAACP SG to look at hosting a workshop for members focussing on 

the correct use of inhalers. 

 

In bringing the discussion to a close, Dr Smith brought the 2019 changes in asthma treatment to the audience’s 

attention.  This includes the emphasis on less use of rapid onset bronchodilators, by means of inhaled steroid 

combined with a SABA or an inhaled steroid with a rapid onset LABA (Long Acting Bronchodilator Agent), such as 

formoterol. 

 

Reference was made to the GINA 2018 - main treatment guide, noting that this was current and relevant to the 

end of 2018.  As from 2019, reference should be made to the GINA 2019 which was informed by a landmark 

study undertaken in South Africa, informing landmark changes in asthma management. 
…/continued on page 9 

https://ginasthma.org/
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…/ SAACP July CPD continued 

 

The audience was left with a few key thoughts on How can you, as a pharmacist, personally improve patient out-

come? 

• Short acting bronchodilator alert 

 Advise patient about the dangers 

 Enquire as to whether a diagnosis has been made – COPD, asthma? 

 Suggest referral to general practitioner or specialist, as appropriate 

• Poor adherence 

 Gentle reminders about scripts not being filled and help if feasible. 

• Poor technique 

 MAJOR area for pharmacist intervention 

 

Frans then took a moment to thank everyone that had donated blankets toward the Trinity Pharmacy Blanket Drive. 

 

Adherence and control guide 
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Front row (L to R):  Gary Kohn, Tshifhiwa Rabali (Immediate Past Chairman), Frans Landman (Chairman),  

Winny Ndlovu (Vice-Chairman), Richard Barry (Hon Treasurer) 

Back row (L to R): John Makhlouf, Arthur Tannou, Pumza Hlekane, Ella Edelstein (Branch Office Administrator), 

David Sieff, Simon Mogafe 

SAACP SG BRANCH COMMITTEE 
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With Joy  Pogir 

Gems of Our  

Profession 

THE JOURNEY OF GODFREY KEELE 

Dr. Mothobi Godfrey Keele is the President of the South African Association of Pharmacists in Industry (SAAPI) and an 

Honorary lecturer in Pharmacy at the University of the Witwatersrand. He qualified as a B. Pharm in 2000 at the Uni-

versity of the North and went on to complete a Master of Pharmacy (M Pharm) in 2007 and a Doctorate in philosophy 

(Ph.D.) at Wits University in 2017. His ambition had always been to become an industrial pharmacist. Currently he is 

the Director of Corporate Affairs at Kiara Health after various roles at Aspen Pharmacare. He also served in the Unit-

ed Nations System as well as Academia. 

 

Q:  I asked him at what stage of his life did he decide to make Pharmacy his career.  

 

A: He was certain that he wanted to become a pharmacist from a young age and was very clear about his future. 

Academically his orientation was towards the sciences even during his school years. “I was always most interested in 

the sciences and was fascinated by Chemistry, Physics and Mathematics. I realized at an early age that a career in 

pharmacy would fulfill my interests and I became very clear about my academic future and knew that I wanted to 

become an industrial pharmacist. 

…/ continued on page 12 

Dr Godfrey Keele 
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…/ Q & A continued 

“I was always interested in health care and, as sciences were my forte, the subjects required for a degree in phar-

macy filled my needs.  

Q: Where did you study? 

 

A: I started at the University of the North but completed my qualifications and post graduate studies at three  

universities. My internship was at the Vrystaat Pharmacy and my Community service at the Elizabeth Ross Hospi-

tal. 

 

Q: When were you married and what careers are your children following?  

 

A: I married at an early age and have two children at primary school.  

 

Q: Once you were qualified were there some of the pharmaceutical industry norms - perceived or otherwise -   

that you felt needed to be challenged or updated when you took up your current position?  How did you go  

about facilitating change? 

 

A: When I qualified I joined the Pharmaceutical Society and was always very clear about my future. Being a 

member of a prestigious organisation gave me a feeling of ‘belonging’. I felt that the organisation was highly re-

garded by society in general and very much wanted to take an active role in it, I immersed myself in it -- in its tra-

ditions and what it represented.   

 

Q: What personality traits do you have that you believe are useful in tackling the various demands of your pro-

fessional life? And how do you manage those traits relative to those aspects of your character needed to engage 

with your customers, your peers, family and friends? 

 

A: I see myself as a ‘people’s person’, able to work together and support the key objectives of mutual inter-               

est. When I joined Aspen, they had a large and diversified business structure and I was exposed to diverse inter-

ests including attending professionals meetings that discussed issues of interests to pharmacists. 

 

Q: How do you deal with the constant stresses of serving customers with health problems? 

 

A: In my main area of contact, my focus has always been on the manufacture of medicines rather than on their    

distribution to patients. So my contacts are made directly with pharmacists.  

 

Q: What changes do you think need to be made in training future pharmacists ? Do you think the present train-

ing is keeping up with technology, innovations, politics and more? 

 

A: From the Industrial Pharmacists point of view I feel there is a mismatch between the demand of skills and 

the supply of skills. SAAPI intends to offer solutions to this situation  and have drawn up a comprehensive strate-

gy which addresses this problem.  

 

Q: How do you think the customer’s image of the pharmacist can be changed to enhance their professional 

standing ?    What do the public need to know? How would you change the current perception if you could? 

 

A: I have always been of a view that the community respects pharmacists for their contribution to society. 

 

 

 

 

 

…/ continued on page13 
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…/ Q & A continued 

 

Q: What particular aspect of your work drives your passion for what you do?   

 

A: I always wanted to make medicine and now have the satisfaction of seeing its benefits and availability to the  

entire population. 

 

Q: What would you like the role of the pharmacist to be in the future “ National Health  Insurance” program?  

 

A: Pharmacists at the helm still have room for lobbying for change in policy. We need to say who we are. Govern   

ment needs to be clear on our professional role. This role must be projected to the general public who are not entirely 

aware of the essential nature of our role in National Health. 

 

Q: Do you think that the laws that govern pharmacy in this country have to change?  

 

A: Yes. As pharmacists in leadership roles, we still have room for lobbying and demanding changes in policy. We 

need to say who we are and indicate our importance in the National Health plans, Government needs to be clear on 

our professional status while we must actively project ourselves.  
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           Home of the SA National  Pharmacy Museum 
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Museum Visit – Friday 5
th

 July 2019 

Described by curator Ray Pogir as a mixture of history, heritage and artefacts, the tour of the apothecary museum 

was an experience rich in memories and information. 

 

For many in the group, it was an opportunity to retreat to a bygone era and revisit childhood memories of standing at 

the dispensing counter in the neighbourhood pharmacy. Those were the days when the highly skilled chemist mixed 

the prescription individually for each patient and rolled the pills himself. They were craftsmen indeed.  

 

Ray shared details of making beautifully round pills, filling cachets, and folding powders into paper. All of this was 

done with precision and perfection. We discovered that using cocoa butter was the base of suppositories before glyc-

erine was the preferred medium, and saw the machine which sterilised ampules for injections. We learned from an 

ancient, typically badly written, prescription that Paul Kruger had been treated for malaria. 

 

We marvelled at the beautiful glass jars with cork stoppers and others topped with cut glass, dipped into natural 

ingredients used in Biblical times and followed the discovery of sulpha drugs and penicillin. 

 

Ray shared his wealth of knowledge with us and entertained us with anecdotes and experiences. There was too 

much to take in and everyone agreed another visit was essential. 

 

L to R: Kenneth Koshy (Media & Communications), Amukelani Valoyi (Academic Officer), Siviwe Ngalo (Treasurer), 

Nomsa Molefe (Vice-Chairman), Lebohang Mapiloko (Events Officer), Sithandekile Ncube (Chairman),  

Chigomezyo Kawonga (Secretary) and Lunga Gadala (Transformation & Community) 

…/ continued on page 16 

WITS PHARMACY STUDENT COUNCIL COMMITTEE 

Alison Blackhurst 

LETTERS TO THE EDITOR 
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…/ Museum Visit continued 

Visitors at the  

Pharmacy Museum 

with Mr Pogir - the 

Museum Curator 

A note of thanks for a most enjoyable visit to the Museum yesterday. 

 

It was exceptionally interesting and the displays are painstakingly organiSed with emphasis on detail and com-

pleteness. The evolution of medical thinking from ancient times: the apothecary, the druggist, the chemist and 

the pharmacist. Some very novel items are on display that stimulate one's thinking in surpriSing ways. 

 

No stone is left unturned and the visitor is not only educated but inspired to learn more. 

 

Perhaps Stephen Gray's "In praise of the pharmacist" encapsulates it best of all. 

 

I would love to wander around the collections again soon. 

 

Yesterday made my day. 

 

Yours sincerely, 

 

Chris Mercer 

The office would like to thank you to Alison Blackhurst for organising this and inviting us. It was a most memora-

ble morning which enriched us all. 
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STEPHEN GRAY…….”IN PRAISE OF THE PHARMACISTS” 
 

I know this man can look me straight in the eye. I know he knows if I’m going to live or die 

 

For what I and he are made out of are his care. And whatever tissue juice fibre we are his too 

 

And he knows when I buckle or burn or ache or crack. Those bucklings and burnings and the pain are his too 

 

Yet he knows by what calibrated magic such distress. And collapse and agony can be rubbed away when I don’t 

 

I am in his hands and I know that his hands can dispense ease vigour and in fact life 

 

For since the day I was launched out on a tightrope. From that containing cradle to the dried-out grave 

 

I’ve had to and I’ll have to keep balancing there. Every part of me in working order weighing out right 

 

Walking one step forward now over roaring chasms. Mostly at four in the morning when there’s no applause 

 

And I know that man is there and trained to be. Confident as a paddle in my grip keeping me steady 

 

For in his hands is my body and all that arises from it. And he knows that all human beings can be rallied this way 

 

Kept upright on target with a robust forward movement. Reassured cured and he knows we’re all the same. 

 

Stephen Gray 
 

THE  SA NATIONAL PHARMACY MUSEUM 
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Glucocorticoids (e.g. cortisol) and mineralocorticoids (e.g. aldosterone) are hormones secreted by the adrenal 

cortex. Glucocorticoids are involved in the control of the body’s metabolism, as well as the suppression of the 

body’s inflammatory response and immune system, whereas mineralocorticoids are involved with regulating 

electrolyte and water balance in the kidneys. 

Corticosteroids are synthetically made to resemble these hormones and as such may have glucocorticoid and/or 

mineralocorticoid properties. 

 

Our bodies produce approximately between 10 and 20 mg of cortisol (usually around 10 mg), naturally and un-

der normal, non-stressful conditions. Corticosteroids (such as hydrocortisone) are used at these physiological 

doses as replacement therapy in adrenal insufficiency.  

However, when corticosteroids are prescribed in doses that exceed the body’s natural production of cortisol, they 

suppress inflammation and reduce the activity of the immune system. It is for this reason that systemic cortico-

steroids play a pivotal role in managing many inflammatory and immunologic conditions. 

Prednisone has a high glucocorticoid activity as compared to mineralocorticoid activity, and is therefore the most 

commonly used corticosteroid for inflammation and immunosuppression. 

 

Benefits of glucocorticoids 

 

Glucocorticoids prescribed in doses exceeding the body’s natural cortisol production (supratherapeutic doses) 

are used to treat many inflammatory, allergic and immunological disorders. These diseases include, but are not 

limited to: 

• Respiratory disorders, such as asthma and Chronic Obstructive Pulmonary Disease (COPD) 

• Dermatological disorders, such as acute, severe contact dermatitis 

• Gastrointestinal disorders, such as ulcerative colitis and Crohn’s disease 

• Haematological disorders, such as lymphoma and haemolytic anaemia 

• Rheumatological and immunological disorders, such as rheumatoid arthritis and systemic lupus 

erythematosus 

• Ophthalmic disorders 

 

However, despite the many beneficial effects of corticosteroids, chronic use of systemic corticosteroids is associ-

ated with many adverse effects. 

 

The long and the short of it 

 

It may be difficult to predict which patients will develop side-effects as a result of corticosteroid use. Some pa-

tients taking corticosteroids for short-term use (few days to few weeks) may not experience any of the listed side-

effects. 

Many of the side-effects of corticosteroids are dependent on the dose, the pharmacological effects of the corti-

costeroid and the duration of therapy. 

 

Below are some of the most common side-effects associated with long-term use of corticosteroids, with sugges-

tions as to the appropriate management or prevention thereof:  

…/ continued on page 19 

Amayeza 
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            Common Side-Effects         Management and Prevention 

Hypothalamic-pituitary-adrenal (HPA) axis suppres-

sion 

Exposure of the HPA axis to exogenous glucocorti-

coids can lead to its suppression resulting in less 

than normal cortisol production (adrenal suppres-

sion) 

Adrenal suppression (AS) is more likely to occur 

after long-term, high-dose corticosteroid use (more 

than 20 mg of prednisone or equivalent for more 

than 3 weeks). 

However, it is difficult to predict which patients will 

be likely to develop adrenal suppression, as some-

times short courses of high dose glucocorticoid 

therapy have resulted in AS. 

AS is more likely to occur with longer acting gluco-

corticoids (e.g. dexamethasone). 

Patients taking low dose prednisone (5 mg) at night 

are more likely to develop AS. 

  

  

• Avoid abruptly stopping, or too rapidly with-

drawing glucocorticoids. Short-term (up to 3 

weeks) glucoorticoid therapy, even at fairly high 

doses, can be stopped without the need for 

tapering. 

• Patients should be informed of the risk of AS 

with glucocorticoid therapy and should be 

aware of the related symptoms. (see Symptoms 

of AS below) 

• Morning doses of corticosteroids are less sup-

pressive of the HPA axis than evening doses 

• High potency, long- acting corticosteroids, such 

as dexamethasone, should be reserved for 

short-term, severe, acute conditions. 

• The lowest effective dose should be used to 

treat the condition and the dose should be re-

evaluated periodically.  

Osteoporosis and fractures 

Doses equivalent to  5 mg of prednisone per day 

can lead to significant decreases in bone mineral 

density (BMD) 

• Bone density should be monitored, with the 

possibility of pharmacologic treatment and sup-

plements (such as calcium and vitamin D) be-

ing prescribed. 

Cushingoid appearance and weight gain 

A redistribution of adipose tissue results in typical 

truncal obesity and a “moon face” appearance. 

Development of these features is dose dependent 

and is more likely to appear within the first couple 

of months of glucocorticoid therapy. 

Increased appetite with corticosteroids can contrib-

ute to weight gain. 

• Any patient with a Cushingoid appearance is 

likely to have HPA suppression. 

• Patients who develop symptoms of AS should 

be referred for immediate medical attention. 

Hyperglycaemia and diabetes 

There is an increased risk of hyperglycaemia with 

corticosteroid use. 

High dose-dependent increased insulin resistance 

can occur in those patients who already have diabe-

tes or are newly diagnosed. 

  

• Reducing the dose of corticosteroid usually 

sees a reduction of hyperglycaemia, with a 

complete reversal once the therapy is stopped 

(some patients may, however, develop persis-

tent diabetes) 

• Patients should be made aware of the symp-

toms of diabetes and be screened for diabetes 

should any of the symptoms appear. 

 

Cataracts and glaucoma 

Risk of developing cataracts and glaucoma is dose-

dependent and this risk is increased in patients 

with risk factors, such as a personal or family histo-

ry of open-angle glaucoma, diabetes and rheuma-

toid arthritis. 

Damage to the ocular nerve due to increased ocu-

lar pressure is asymptomatic and often irreversible. 

Children are more susceptible to cataract formation 

than adults. 

  

• An annual examination by an ophthalmologist 

is recommended for all patients on long-term 

corticosteroids (more than 6-12 months) 

• Patients who have existing risk factors are rec-

ommended to be referred for ocular examina-

tions. 

Gastrointestinal  (GI) events 

Corticosteroids can irritate the lining of the stom-

ach. 

Corticosteroids taken in combination with non-

steroidal anti-inflammatories (NSAIDs) increase the 

risk of the patient developing peptic ulcers four-

fold. 

• Corticosteroids should always be taken with 

food or a meal. 

• Patients who have a history of GI events, such 

as GI bleeding, or who are taking NSAIDs con-

comitantly, should be prescribed a proton 

pump inhibitor (PPI). 

…/ continued on page 20 
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Psychiatric and sleep disturbances 

Corticosteroids have been associated with mood 

swings, a decline in working memory, behaviour 

changes and other psychological effects, such as 

delirium or confusion. 

Risk is increased in older patients and patients with 

a history of neuropsychiatric conditions. 

There is an increased risk of sleep disturbance if 

doses are taken in the evening, or if doses are split. 

Psychosis usually occurs with high doses of predni-

sone (>20 mg or equivalent) for a lengthy duration. 

• Dose reduction or discontinuation of therapy 

usually reverses psychiatric symptoms. 

• If dose reduction or discontinuation is not pos-

sible, patients may need to be referred for anti-

psychotic therapy. 

• Taking single morning doses may reduce risk of 

sleeplessness or insomnia. 

Immunosuppression 

Patients who are immunosuppressed are at risk of 

being predisposed to infection. 

Immunosuppression is dependent on the dose as 

well as duration of corticosteroid therapy. Patients 

taking doses of 20 mg/day or more of prednisone 

or its equivalent for 14 days or more are considered 

to be immunosuppressed. 

• Patients should receive appropriate immunisa-

tions before initiating extended glucocorticoid 

therapy. 

• Live vaccines are contra-indicated in patients 

who are immunosuppressed. 

• Patients on high-dose, long-term corticosteroid 

therapy should be monitored for infections. 

Other side-effects associated with long-term corticosteroid use, and which require monitoring of the patient, in-

clude: 

• Adverse cardiovascular effects (including fluid retention, premature atherosclerotic disease, and 

arrhythmias) 

• Dyslipidaemia 

• Hypertension 

• Myopathy 

• Dermatological effects (such as skin thinning and ecchymoses) 

Symptoms of AS  

These may be mistaken for the  underlying condition for which the patient is being treated. 

Signs and symptoms may include: 

• Severe weakness/fatigue 

• Myalgia 

• Nausea, vomiting, diarrhoea 

• Insomnia 

• Arthralgia 

• Fever 

• Headache (typically in the morning) 

In severe cases, AS can lead to adrenal crisis, symptoms of which include hypotension, hypoglycaemia, 

seizures and coma. 

In conclusion: 

Corticosteroid side-effects may be minimised by monitoring for the signs and symptoms of adverse effects, only 

using systemic steroids when necessary, using the smallest possible dose needed to control the disease and 

ensuring that long-term corticosteroid use is gradually reduced in patients once the disease is under control. 
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PSSA SG JULY CPD  

 

The Deadliest “Beast” in Africa 

Gina Partridge, SAAPI’s Sector repre-

sentative on the PSSA SG Branch Com-

mittee, opened the CPD for July by wel-

coming and thanking the sponsor for 

the evening - Clarivate Analytics.  Ran-

dall Crisp from Clarivate shared an in-

spiring video clip on “The Lifecycle of 

Innovation”. Please visit the Clarivate 

website for further interesting outputs 

produced by Clarivate. https://

clarivate.com/ 

Gina then introduced Lee Baker from 

Amayeza, noting the prestigious posi-

tions held by Lee. 

 

Lee Baker qualified as a phar-

macist at Witwatersrand Col-

lege for Advanced Technical 

Education in 1975 and has 

worked as a medicine infor-

mation pharmacist for the 

past 34 years, and has owned 

Amayeza Info Centre for the 

past 19 years.  She consults to  

Lee Baker 

several medical schemes, pharmaceutical companies and legal firms and runs a vaccine and medicine 

advisory service.  

 

She is a member of the South African Malaria Elimination Committee (SAMEC) that is working towards 

eliminating malaria in South Africa. She has been involved in compiling  the current malaria guidelines 

on treatment and prevention and is on the committee finalising the Rabies Guidelines. She is the South 

African representative and past chairperson for the Pharmacy Professional Group of ISTM (International 

Society of Travel Medicine), and is the first female and first Pharmacist to be President of the SASTM. 

She is the editor of two books, Beyond Childhood Vaccination, and Guide to the Practice of Travel Medi-

cine in South Africa, and co-editor of The Older Traveller. She has been a member of a number of Scien-

tific Programme Committees for both local and international conferences. She lectures extensively to 

the medical and pharmaceutical professions, does vaccine training and writes several articles for both 

national and international journals.  

Lee opened with a powerful statement regarding the down-scheduling of two anti-malaria drugs, empowering the 

pharmacist to now counsel and prescribe patients in this important arena of malaria. 

 

Lee delved into noting why we need to know more about malaria – highlighting that even though it is a preventa-

ble infection, morbidity and mortality remain high. 

 

The role of the pharmacist in identifying the symptoms remains key. 

 

Malaria is contracted by a malaria infected Anopheles mosquito.  Lee shared the life cycle of the malaria parasite 

demonstrating the progression from the liver to the red blood cells.  Lee then looked at the mosquito vector in 

South Africa, with a focus on the six species of the anopheline family.  Elimination has been possible in some 

areas as some of the species rest only indoors and therefore are killed by indoor spraying.  Plasmodium species 

that cause malaria include - .P vivax, P. ovale, P. malariae, P. falciparum and P. knowlesi. 

Judy Coates 

https://clarivate.com/
https://clarivate.com/
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The situation worldwide was presented (WHO World Malaria 2018) detailing statistics that highlighted how the situa-

tion has deteriorated.  219 million malaria cases in 2017, 92% in the Africa region; Increase compared to 2016; 

99.7% in Africa caused by P. falciparum, but in American region 74% are Vivax; and 435 000 deaths in 2017 – 93% 

in African region.  The statistics also showed that focus in South Africa is on P. falciparum.  A series of statistics for 

Sub Saharan Africa was shared confirming South Africa does not have a high incidence.  Lee shared a comparison of 

South Africa and Mozambique and it was astounding to note the difference of 6,000 cases in South Africa in 2016 

compared to almost 8,000,000 cases in Mozambique in 2016. 

 

SA data was shared about the year 2000 outbreak, noting that this was as a result of preventive treatment that was not working 

optimally.  A further outbreak was noted in 2017 but decreased to half in 2018 and less for 2019 (cases down by 46%).  The SA 

Malaria Risk Map was updated in December 2018 and is worth viewing before travelling.. 

 

Lee emphasised again - Personal protection measures are the most important aspect of malaria prevention!  Physical measures 

include avoid visiting a high risk malaria area during high risk periods, especially if pregnant, elderly, a young child or immuno-

compromised; wear long sleeves and trousers at night; apply an insect repellent containing Diethyl-meta toluamide (DEET) to 

exposed skin from dusk to dawn. (20% and up to 50% concentration); an insecticide containing permethrin can be applied to 

clothing: burn coils or use vape mats in the room at night; preferably stay indoors from dusk to dawn as this is when the mosqui-

toes are most active; use mosquito nets, preferably impregnated with an insecticide; and screens on the windows and doors, air 

conditioners and fans.   Lee then shared details on Tabard® and Peaceful Sleep®, noting both to be good choices.  Lee noted that 

in studying mosquito behaviours it was demonstrated that they are most active in the early hours of the morning.  Therefore in-

secticide treated bed nets remain popular throughout the night. 

 

Since we no longer have chloroquine, which could be given safely to most people, we now have to weigh the risk of contracting 

malaria against the risk of the adverse effects of antimalarials;  there are two types:  Suppressive prophylactics - Agents that act 

on the erythrocytic stages, (i.e. once the parasite has invaded the red blood cells - theses are blood schizonticides; or  Causal 

prophylactics – Agents that destroy the exo-erythrocytic forms of the parasite - these are tissue schizonticides. 

 

Current regimes include: Atovaquone/proguanil (Malanil®, Malateq®, Mozitec®); Mefloquine  

(e.g. Lariam® or Mefliam®); and Doxycycline (e.g. Cyclidox®, Doxcyl®).  In considering these regimes the following similarities 

can be noted: >90% Protective efficacy; Adverse reactions occur most often after the first few doses; and the limit on long-term 

use is due to lack of data and not evidence of new toxicity problems.   

 

Problems with chemoprophylaxis include Adverse effects; Biggest myth is that antimalarials mask the symptoms - This is not true; 

Incorrect agents / regimes; Non-adherence and Counterfeits. 

 

 

 

 

Malaria Myths were shared: 

“Its better not to take any prophylaxis, as it masks the symptoms and makes 

diagnosis difficult” 

“There’s this new deadly strain of malaria” 

“Prophylaxis need only be taken while in a malaria area” 

“I wasn’t bitten, can I stop taking my prophylaxis?” 

Lee encouraged the pharmacist to be ready to counsel and prescribe.  Ask where are they going and what is their 

risk? Area and accommodation to be considered. When are they going? Season; Day or night.  For how long? Longer 

stay - greater risk; fewer side effects of antimalarials. 

 

In providing counselling it is important to also know when to refer the traveller to a medical practitioner:  pregnant or 

breastfeeding; taking anticoagulants; taking anti-tuberculosis medicines; has renal or liver disease; or has had an 

allergic reaction to any previous dose of an antimalarial. 



The Golden Mortar 5/2019 24 

…/ PSSA SG July CPD continued 

 …/ continued on page 25 

The profile of Atovaquone / proguanil, advantages and disadvantages were shared. 

In November 2017, the Medicines Control Council down-scheduled atovaquone-proguanil to S2 when co-

formulated and intended and labelled for the chemoprophylaxis of malaria in those weighing 11 kilograms or 

more.  

 

Advantages: Good option for last minute traveler as they need to start taking it only the day before they leave; 

Only for seven days after you leave malaria area, good option for short term travel; Best tolerated; Few contraindi-

cations; and no known resistance. 

 

Disadvantages: has to be taken daily; Headache, mouth ulcers, abdominal pain; Not for pregnant or lactating 

women  due to lack of data; Not for children weighing less than 11kg; May interact with antiretrovirals; and con-

traindicated for travellers with severe renal failure. 

 

Patient Counselling should cover the following points: 

• Take the first dose at least one day before entering the malaria area and take it daily while in the 

area and for seven days after leaving the area. It is important to complete the course. 

• Take it in the morning, at the same time, with food or a milky drink. This is important, as it helps with 

the absorption of the active ingredients. 

• If you miss a dose, take it as soon as possible and carry on as before. 

• Avoid pregnancy during and for two to three weeks after taking the last dose. 

• Take measures to prevent being bitten by mosquitoes. 

• If vomiting occurs within one hour of taking the dose, repeat it.  

• Report any adverse effects that occur. 

 

Lee emphasised the need to be a part of Pharmacovigilance and to assist in gathering information and reporting 

any side effects brought to your attention as the pharmacist. 

The profile of Doxycycline, advantages and disadvantages were shared: 
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Government Gazette 15th March 2016  - S2 - Doxycycline when intended and labelled for the chemoprophylaxis of 

malaria in those 8 years and older, for periods not exceeding 4 months of continuous use; 

 

Advantages: Doxycycline is very effective as prophylactic treatment; No documented resistance; Can be used for two 

or more years; Can be started the day before entering a malaria risk area. Option for last minute traveller; Best op-

tion for travellers who are HIV+ve and on antiretrovirals; Best option for travellers taking rifampicin. 

 

Disadvantages: Needs to be taken four weeks after leaving the area. It is important to complete the course; It must 

be taken daily. It is very unforgiving, and if a dose or two is missed, prophylactic failure may occur; Contraindicated 

in pregnant women and in children less than eight years of age; Should only be used while breastfeeding if no other 

option; Use with caution in travelers who have myasthenia gravis; Take note of normal drug interactions, especially 

anticonvulsants phenytoin, phenobarbitone and carbamazepine; Side effects experienced include photosensitivity, 

vaginal candidiasis and gastrointestinal effects, particularly oesophagitis, if not taken correctly; and Oral Contracep-

tive failure may occur if the traveler has diarrhoea or vomiting. 

 

Patient Counselling 

• Take after a meal, with a full glass of water and do not lie down for an hour after a dose. 

• Start the day before and take daily while in the area and for four weeks after leaving the malaria area. 

• Do not miss any doses – doxycycline is unforgiving - miss a dose and prophylactic failure may occur. 

• Use an effective sunscreen and wear a hat when going into the sun, as photosensitivity may occur. 

• Report any adverse effects that may be experienced 

The profile of Mefloquine, advantages and disadvantages were shared, along with the various side effects: 

Travelers need to start it a week before they leave to bring concentrations to the needed levels.  

 

Advantages: weekly regimes - better compliance – good option for long-term travel; Can be safely used for 3 years; 

Well tolerated in children over 5kgs; and Only option for pregnant women. 

 

Disadvantages: Suppressive prophylactic; Must start at least one week before entering malaria area; several contra-

indications – epilepsy, psychiatric illness, depression; and severe neurological side effects – rare but have received 

much publicity. 

However currently not available in SA.  Therefore, there is currently nothing for pregnant women and children 

<11kgs.   

 

Individual recommendations should always be considered.  This includes Age and weight; Other medical conditions 

such as Porphyria, Epilepsy; Pregnant or breastfeeding; Concurrent medication; and Activities – scuba diving, flying. 
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Considerations for Swapping from one regime to another 

Chemoprophylaxis regimes that are not recommended include Complementary preparations – no proven effica-

cy; Dapsone-pyrimethamine – widespread resistance, adverse effects; Chloroquine plus proguanil – widespread 

resistance, poor compliance; and Artemisinin derivatives – use for therapy only and in combination – to preserve 

sensitivity. 

Signs and Symptoms of 

Uncomplicated Malaria 

Why Coartem for these 
treatment situations? 
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Signs and Symptoms of  

Severe Malaria 

Amayeza was kind enough to provide two tables for easy reference. (See page 30 & 31).  

Malaria Posters (A3 and A4) and information leaflets were distributed to all.  Should you still want a copy please con-

tact the office on 0114423615 or ceciler@pssasg.co.za.   

The session closed with a lucky draw from Juta. 

PSSA SG Branch would like to thank Clarivate for sponsoring the event and Juta for their support and providing lucky 

draw prizes.  

 

Why Garsun for  

these situations? 

L to R: Lesley Van Buuren (Book winner), 

Lee Baker, Gina Partridge, Karen Camberg 

(Juta) & Kankolongo Ntumba (Juta subscrip-

tion winner) 
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Option Mefloquine Doxycycline Atovaquone-proguanil 

Trade names Lariam® tablets 

Mefliam tablets 

Various products available e.g. Doxitab® 

tablets; Cyclidox® capsules 

Malanil® Tablets  

Malanil® paediatric tablets  

Malateq® tablet  

Mozitec® tablets 

Schedule S4 S2 for travellers over the  age of 8 years 

for a maximum of 4 months continuous 

use 

S2 for travellers weighing more than 11kg 

Mode of action It is a suppressive prophylactic. 

It has a long half-life (21 days) 

It is a suppressive prophylactic. 

It has a half-life of 15-24 hours 

It is a casual prophylactic. The half-life of 

atovaquone is 32-84 hours and of 

proguanil is 12-21 hours. They work syner-

gistically. 

Regimen Start at least one week before entering the 

Malaria area, take weekly while in the area 

and weekly for FOUR WEEKS after leaving 

the area. 

Take dose on the same day each week. 

Start one day before entering the area, 

take daily while in the area and daily for 

FOUR WEEKS after leaving the area. 

Take dose at the same time each day. 

Start one to two days before entering the 

area, take daily while the area, and daily 

for SEVEN DAYS after leaving the area. 

Take dose at the same time each day 

Place in therapy Active against human malaria parasites, 

but not against dormant stages of P. vivax 

and P. ovale 

• Best suited for long-term use 

• May be used in adults and children 

• Weekly dosing encourages adher-

ence 

• Resistance seen in S.E. Asia 

Active against human malaria parasites, 

but not against dormant stages of P. vivax 

and P. ovale 

• Recommended for prophylaxis in 

areas with mefloquine resistant 

falciparum malaria 

• An alternate for travellers unable to 

take mefloquine 

• May be used in adults and children 

over the age of 8 years 

• Regimen negatively affects adher-

ence 

• No known resistance 

Active against human malaria parasites, 

but not against dormant stages of P. vivax 

and P. ovale 

• Recommended for short-term travel-

lers to malaria areas 

• May be used in adults and children 

over 11kgs in weight. (Paediatric 

tablets available) 

• Short duration of therapy after 

leaving the malaria area encourages 

adherence. 

• No known resistance 

Special  

precautions 

Travellers requiring fine motor coordina-

tion 

Avoid excessive exposure to sun  

Contraindications • Current or history of epilepsy or 

psychiatric illness, including depres-

sion. 

• Past severe reactions to mefloquine 

• Underlying cardiac conduction 

disturbance or arrhythmia 

• Concurrent use of halofantrine (and 

other cardiotoxic drugs) 

• Infants <5kg. 

Pregnancy. 

Children under 8 years of age. 

Severe renal impairment (Creatinine 

clearance of >30ml/min) 

Most common side 

effects 

Nausea, strange dreams, dizziness, mood 

changes, insomnia, headache and diar-

rhoea. 

Skin photosensitivity (3% in one study), 

oesophageal ulceration, gastrointestinal 

symptoms, candida superinfection of the 

gut and vagina. 

Well tolerated. Headache and abdominal 

pain most frequent adverse effects. 

Rare severe adverse 

effects 

Neuropsychiatric effects Neurological 

(dizziness, loss of hearing or ringing in the 

ears), Increased risk of eye disorders—

cataracts, retinal disorders and optic 

neuropathy. Can persist after discontinua-

tion or become permanent. 

Increased intracranial pressure.  

Adult dose 250 mg (1 tablet) once weekly) 100 mg once daily 250 mg atovaquone/100 mg proguanil (1 

tablet) once daily 

Paediatric dose 

 

Infants over 3 months of age or weighing 

more than 5 kg: 

 
 

 

 

Weight(kg)  

5-20  

21-30  

31-45  

> 45  

Weekly Dose  

¼ tablet  

½ tablet  

¾ tablet  

Adult dose  

Contraindicated in children under 8 years 

of age 

 

Children over 8 years of age: 2 mg/kg 

Paediatric formulation (62.5 mg ato-

vaquone and 25 mg proguanil) for children 

weighing more than 11 kg 

 

 

Weight (kg)  

 

11-20  

21-30  

31-40  

> 40 kg  

Daily dose (paed 

tablet)  

1 tablet  

2 tablets  

3 tablets  

Adult dose  

Administration in rela-

tion to meals 

Best taken with food and adequate fluid Take after a meal with a full glass of wa-

ter. 

Do not lie down for at least one hour after 

dosing 

Take with food and with adequate fluid 

Table: Profile of Recommended Antimalarials 

…/ continued on page 29 
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Condition/Situation Mefloquine Doxycycline Atovaquone-proguanil 

Pregnancy - Avoid travelling to a 

malaria area 

Drug of choice if pregnant women is at 

risk of malaria 

Not recommended, but there are some 

data to supports its use within the first 

15 weeks of pregnancy if the risk of 

malaria is high 

Not recommended due to lack of infor-

mation 

Women of child-bearing potential or 

on oral contraceptives 

Ideally use reliable contraception during 

and for three months after taking last 

dose. Will not compromise contracep-

tive efficiency. 

Avoid pregnancy during and for one 

week after taking last dose. Contracep-

tive failure may occur if the traveller 

presents with vomiting or diarrhoea. 

Avoid pregnancy during and for three 

weeks after taking last dose. Will not 

compromise contraceptive efficacy. 

Breastfeeding - Baby must be given 

its own prophylaxis 

Insufficient data, but WHO states that it 

is safe to use. 

Only use if there is no other option.  

(ACIP* says it can be used) 

Avoid use, as data are lacking 

Young children - Avoid taking children 

under the age of 5 years to a high risk 

area 

Can be used in children over 3 months 

of age or >5 kg. Generally well tolerated 

by children. 

Only use in children >8 years of age. Paediatric tablets can be given to 

children weighing more than 11kgs. 

Diabetics. Insufficient data - monitor blood glu-

cose levels. 

May increase hypoglycaemic effect of 

insulins - monitor blood glucose levels. 

No known problems. Monitor blood 

glucose levels. 

Epilepsy Contraindicated. May also interact with 

valproic acid. 

May interact with phenytoin, phenobar-

bitone and carbamazepine, reducing 

the half-life of doxycycline & possibly 

resulting in prophylaxis failure. 

Can be used. 

Hepatic impairment Contraindicated in severe impairment Administer with caution to hepatically 

impaired patients or those receiving 

hepatotoxic drugs. 

Safe to use in mild to moderate hepatic 

impairment, but no data on use in 

severe hepatic impairment 

Individuals requiring fine motor coor-

dination and spatial discrimination 

e.g. pilots. 

Do not use. Safe to use. Safe to use. 

Persons on oral anticoagulants.  

Caution: Changes in INR can be very 

dangerous, resulting in bleeding or 

clotting. Preferably avoid high risk 

malaria areas. 

Insufficient data - monitor INR. Start 

therapy in advance to monitor possibil-

ity of interaction. 

May potentiate anticoagulant effect. 

Monitor INR. 

Proguanil may potentiate the effect of 

oral anticoagulants. Monitor INR. 

Persons requiring long-term therapy. Cab be used for up to 3 years and even 

longer if justified by risk of exposure.  

Can be used for 2 years and even 

longer if justified by risk of exposure 

Can be used for up to 1 year and even 

longer if justified by risk of exposure 

Persons using cardiac medicines for 

certain conditions. 

May cause conduction abnormalities. 

Use with caution in people taking beta-

blockers, calcium, antagonists, and 

quinidine for cardiac conduction abnor-

malities (e.g. arrythmias) 

Safe to use. Safe to use. 

Persons with G6PD deficiency. No problems documented - safe to use. Safe to use. Safe to use. 

Porphyria Appears to be well tolerated. Likely to be safe Likely to be safe. 

Psoriasis No documented problems - can be 

used. 

Can be used. No documented problems - can be 

used 

Psychiatric conditions Contraindicated, even if there is only a 

history of depression. 

Can be used. Can be used. 

Renal impairment Use with caution - lack of safety data. Safe to use. Contraindicated in severe renal failure 

(creatinine clearance <30ml/min). 

‘Sulpha’ allergy Contains no ‘sulpha’ moiety - safe to 

use. 

Contains no ‘sulpha’ moiety - safe to 

use. 

Contains no ‘sulpha’ moiety - safe to 

use 

Travellers on antiretrovirals Neuropsychiatric effects may be poten-

tiated for HIV patients on efavirenz. 

Drug of choice as there are no known 

adverse effects or drug interactions. 

May increase zidovudine levels. Ato-

vaquone levels may be reduced by 

protease inhibitors 

Travellers with Myasthenia gravis. Insufficient data - stop therapy if mus-

cle weakness occurs. 

May aggravate symptoms of myasthe-

nia gravis. 

No data available. 

Developed by Amayeza Info Services  

Table: Drug of choice according to Traveller’s conditions/situation 
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PRESS RELEASE     

Aspen’s Mobile Library Donation Contributes to Education 

Rabie Ridge, Johannesburg - JSE Limited listed As-

pen Pharmacare Holdings Limited (APN), a global 

multinational specialty pharmaceutical company, is 

again reaching out to less fortunate citizens through 

more than 120 Mandela Day projects being hosted 

in 40 countries across 6 continents.  

 

It’s been reported that 58% of South Africans live in 

houses with no books, meaning the reading culture 

in our country, especially among children, remains 

weak*. In his State of the Nation Address earlier this 

year, President Cyril Ramaphosa laid out in his 

‘Vision 2030’ that ‘schools will have better educa-

tional outcomes, and every 10-year-old child will be 

able to read for meaning within the next five years.’ 

This vision can only be realised if all South African 

citizens do their part in ensuring that our children 

are well equipped.  

 

Stavros Nicolaou, Aspen Strategic Trade Develop-

ment Senior Executive said, “Aspen is actioning 

President Ramaphosa’s call to action and we have 

handed over a mobile library to Dulcie September 

Primary school as part of our Mandela Day initiative. 

Our employees believe in the cause of empowering 

youth through education and they generously donat-

ed books to the library through an internal book 

drive.” 

 

The Honourable Deputy Minister of Women, Youth 

and Persons with Disabilities, Professor Hlengiwe 

Mkhize, said, “With South Africa’s education land-

scape changing and evolving, it is important that we 

all contribute the best way we possibly can. Aspen’s 

contribution to changing the narrative and being 

part of the solution cannot be taken for granted at 

all. We are truly thankful for this selfless initiative 

and the direct impact it has on the future of our gen-

eration”.  

 

Attiene Williams, Principal of Dulcie September Pri-

mary School, said, “We are very grateful to Aspen for 

their generous donation of the mobile library as it is 

a great addition to our school and a step in the right 

direction for our learners.” 

 

Dulcie September Primary school is based in the 

resource-constrained and underprivileged communi-

ty of Rabie Ridge, located on the outskirts of Mid-

rand. It is a no-fee school and the reading culture is 

non-existent due to a lack of motivation to read 

among students.   

 

  

…/ continued on page 31 
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…/ Aspen’s Mobile Library continued 

 

The Rabie Ridge Library also partnered with Aspen and the school to assist with administration of the library and to 

flight their e-learning program to learners at the school. 

 

Aspen’s Mandela Day projects cover a broad spectrum of initiatives that include healthcare, nutrition, education, 

social enhancement and development, infrastructural improvements, animal wellbeing and preserving the environ-

ment. There is no discrimination in beneficiary selection with kindness shown to citizens of all ages from all walks of 

life. 

   

*Source: Africa Check (https://africacheck.org/reports/14-south-africans-read-books/) 

Issued by:  Sanele Khoza, Aspen Pharmacare 

   Tel: +27 (011) 239-3098: Cell: +27 79 547 3924 

 

On Behalf Of:  Stavros Nicolaou, Senior Executive - Strategic Trade Development 

   Cell: 082 458 3135  

 

 

About Aspen Mandela Day Activities 

Aspen first participated in Mandela Day in South Africa in 2011 and has since embraced this annual event through 

its Business Units across 6 continents. Over the past eight years, the Group has participated in more than 456 pro-

jects in 39 countries, which have impacted the lives of nearly 470 000 beneficiaries. Details about our participation 

in this initiative over the years can be reviewed on our dedicated Mandela Day website page. 

 

About Aspen  

Aspen is a leading global player in specialty, branded and generic pharmaceuticals with an extensive basket of prod-

ucts that provide treatment for a broad spectrum of acute and chronic conditions experienced through all stages of 

life.  

 

With an acknowledged presence of nearly 2 decades in the pharmaceutical sector, Aspen remains committed to its 

core values of providing quality and effective healthcare solutions to millions of patients in more than 150 countries. 

It’s commercial pharmaceutical focus is in the Regional Brands, Anaesthetics, Thrombosis, High Potency & Cytotoxic 

categories.  

 

Aspen employs approximately 10 000 people and has a strong presence in both emerging and developed countries, 

with 70 established business operations in 56 countries. The Group operates 23 manufacturing facilities across 15 

sites and holds international manufacturing approvals from some of the most stringent global regulatory agencies. 

Aspen’s manufacturing capabilities are scalable to demand and cover a wide variety of product types including in-

jectables, oral solid doses, liquids, semi-solids, steriles, biologicals and active pharmaceutical ingredients. 

 

Aspen is the largest pharmaceutical company listed on the JSE Limited (share code: APN) and ranks among the top 

40 listed companies on this exchange.  For more information visit http://www.aspenpharma.com/. 

https://africacheck.org/reports/14-south-africans-read-books/
http://www.aspenmandeladay.com/
http://www.aspenpharma.com/
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PSSA SG, GEH and SAAPI 

Celebrated Mandela Day 

Serving Our Local Trinity 

Community 

The Pharmaceutical Society of South Africa Southern Gauteng Branch Office, Glenhove Events Hub and the SAAPI 

Executive Office celebrated Mandela Day by participating in the Soup Kitchen at Trinity Pharmacy serving the 

homeless of the Braamfontein area.    

 

The Soup Kitchen runs every second Monday evening.  Donations of soup, sandwiches, crisps and fruit are al-

ways welcome.  Please contact deanne.johnston@wits.ac.za for more details.   

 

In close to 67 minutes nearly 100 homeless people flocked through the entrance of the Holy Trinity Catholic 

Church, eager to receive a warm meal for the day.  The queue of people filtered through, receiving delicious warm 

soup, bread, fruit, crisps and juice.  Those volunteering chatted and blessed the homeless as they moved down 

the queue.  A special surprise was included in the day as one of the volunteers was celebrating a birthday,  and 

brought cake for all to enjoy.  This brought great joy to all. 

 

The PSSA SG Office would like to extend a word of thanks to Paul of Table of Honour for the kind donation of the 

soup for the day, in joining in the spirit of Mandela Day. 

 

I know that for myself personally, this was a blessing in my own life.  We go through day after day of being incredi-

bly busy, trying to add value, and it is only when one stops to impact the lives of others in a real way that one real-

ly feels the sense of what adding value is all about. 

 

PSSA SG and SAAPI will continue with the Trinity Blanket drive through July and August so your opportunity to 

make a difference has not been missed.  [SEE PAGE 6] 

 

 …/ continued on page 33 

Judy Coates 
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…/ PSSA, GEH and SAAPI Mandela Day continued 

 

A few words from the Team that served on the day 

Godfrey, President SAAPI: A soul cleansing experience and a reminder to appreciate the opportunities and privileges 

that one has in life. 

 

Tammy, Executive Director, SAAPI: A very special opportunity to give back and make a small difference. A reminder of 

what is truly important and how blessed we are. Uplifting and heart-warming to see such gratitude, the happy faces 

of the people a staunch reminder that we take so many simple things for granted. Truly humbling and good for the 

soul! 

 

Alison, Executive Assistant, SAAPI: For me it was a humbling experience. There but for the grace of God go I! 

 

Matthew, GEH: What an incredible and humbling experience to be able to provide something so simple as a lunch to 

people in need. The joy and gratification on everyone’s faces will resonate with me forever. Thank you to all involved  

for providing an avenue for this initiative and helping us make a difference on Mandela day. 
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 EARLY BIRD REGISTRATION EXTENDED TO 31 AUGUST 



 

 

 

The Chairman of the Editorial Board is David Sieff and the mem-

bers are Judy Coates, Ray Pogir, Gary Köhn, Tammy Maitland-

Stuart, Tabassum Chicktay, Stephanie De Rapper and Deanne 

Johnston. All articles and information contained in The Golden 

Mortar of whatsoever nature do not necessarily reflect the views or 

imply endorsement of the Editorial Board, the Branch Committee, 

the PSSA, its Branches or Sectors. The Editorial Board and the 

afore said cannot therefore be held liable. Every effort is made to 

ensure accurate reproduction and The Golden Mortar is not respon-

sible for any errors, omissions or inaccuracies which may occur in 

the production process.  

The Editor reserves the right to amend punctuation or text for cor-

rectness, and to summarise where necessary. 

 

We welcome all contributions and as space permits, these will be 

published. 

 
The Golden Mortar 

P O Box 2467, Houghton, 2041 

Tel: 011 442 3615, Fax: 011 442 3661 

pssa@pssasg.co.za 
 
Your PSSA SG Branch Chairman:                    Lynette Terblanche 

 
Your PSSA Southern Gauteng Branch Sector representatives are: 

 

Community Pharmacy:  Tshifhiwa Rabali & Winny Ndlovu 
Hospital Pharmacy:         Tabassum Chicktay & Thanushya Pillaye 

Industrial:         Gina Partridge & Tammy Maitland-Stuart 

Academy:           Prof. Yahya Choonara & Stephanie de Rapper 
            

 

Contact them through the Branch Office: Tel: 011 442 3615 

 

The Editorial Board acknowledges, with thanks, the contributions 

made by the SAACP Southern Gauteng Branch to the production of 

this newsletter 
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