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SUMMARY REPORT
EXECUTIVE OVERVIEW
PHARMACY imprinted on the coastal city of Durban for the 2nd National Pharmacy Conference which took place between 21 and 24 October 2016. The event
was open to all in the pharmacy industry and was hosted by the South African Pharmacy Council (SAPC) at the Durban International Conference Centre (ICC).
The conference was well publicised in the national media and attracted 1 040 registrations. The final attendance was 920 delegates, including national and
international speakers. The conference teed off with the 2nd National Pharmacy Conference Golf Day at the Durban Country Club on Thursday 20 October 2016.
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South African Minister of Health Dr Aaron Motsoaledi, Minister of Finance Pravin Gordhan, and Deputy Mayor eThekwini Metro Fawzia Peer delivered keynote
addresses.
The Fun Run, held at the Blue Lagoon early in the morning of Saturday 22 October 2016, was well represented and enjoyed by participants. Health screening
tests were also performed.
The ‘Evening with the Stars’ gala dinner at the Durban ICC on Saturday 22 October 2016 was a grand occasion and a splendid opportunity for everyone to
celebrate the achievements of the public and private industry professionals who were awarded certificates for excellence in pharmacy.
On Sunday evening 23 October 2016, exhausted delegates had a chance to renew their energy at a relaxing beach party in a marquee set up at the Durban
Promenade (Amphitheatre).
The photos published on the National Pharmacy Conference Facebook page @2NPCSAPC show how thoroughly the delegates enjoyed and appreciated the
national pharmacy event.

RECOMMENDATIONS
The following recommendations arose from the topics under discussion:
Education
 Register as a professional body with the South African Qualifications Authority (SAQA)
 Promote interprofessional collaboration in education (IPCE)
 Admission requirements for pharmacy students to be reviewed to include a commitment to care and to self-directed problem solving
 Training and career pathing of pharmacists and pharmacy technicians must include supply chain management (SCM) to resolve stock shortages.
The Workforce
 Continue with the development of qualifications for midlevel workers in pharmacy and finalise the Quality Council for Trades and Occupations (QCTO) and
the Council on Higher Education (CHE) Pharmacy Technician Diploma
 Engage with the South African Nursing Council (SANC) and the Health Professions Council of South Africa (HPCSA) on task shifting and group practice
 There is an urgent need for the publication of regulations that support new specialisations and advanced practice competencies.
National Health Insurance (NHI)
 Community pharmacy to offer full, comprehensive services:
o screening, for example HIV
o chronic disease management
o direct patient-care interventions
o immunisations
o treatment of minor illnesses
 Remuneration needs to be reviewed
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Explore collaborative practice initiatives to improve access to quality care
Participate in Universal Test and Treat (UTT) for HIV to limit Aids-related morbidity and mortality.

Continuing Professional Development (CPD)

CPD regulations should be published

Pharmacists need to familiarise themselves with the SAPC CPD requirements to ensure they remain relevant

SAPC must finalise the competency standards and publish them for comments

Assessment criteria must be broadened.
Leadership and Coaching

Coach and mentor new pharmacists to be better than you are

Become the ambassador and advocate the pharmacy profession

Change the mental formula to achieve Vision 2030.

COMMENTS FROM COUNCILLORS AND DELEGATES
Highlighted below are a number of comments underlining the overall feeling of excellence and satisfaction arising from the 2nd National Pharmacy
Conference:
Reiterate it was a fantastic conference from beginning to end. It did end with bang-bang fireworks. The office of the registrar you really pulled it off –
minister of finance Voster you can relax the numbers have been met. Councillors have been great and I want to thank all councillors who voted and
supported that we have a second national conference event; the Minister endorsed it. CONGRATS ONCE AGAIN ON AN EXCELLENT PROGRAMME and
off course GOOD QUALITY SPEAKERS, PROGRAMME COORDINATORS AND SESSION CHAIRS, Viva SAPC Viva. Vassie Naidoo.
Congratulations team SAPC. You deserve a beeeeeg hug. Nocawe Thipa.
Thank you to the office staff and council members for a memorable conference. I received no negative feedback and delegates were appreciative. I
realise a lot of hard work went into the organising prior to and during conference. Well done!! Douglas Defty.
To the Registrar and all Staff, a heartfelt thank you for organising an event of this nature; which undoubtedly requires an enormous measure of acumen,
stamina and patience. Debbie, Michelle, Anelda – I am especially grateful to you. Nazreen.
Thanks to all for a good meeting. Rod Walker.
Thanks office and SAPC for great event – the Western Cape delegates agreed it was spectacular! Helen Hayes.
A huge thank you from me too. Claudette Jasson.
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My personal vote of thanks to the council staff and organisers of the congress. A lot of work lies ahead for council with regard to the future of our
profession. Johan Raats.
Thanks to the SAPC council, Registrar and team for an awesome conference. The colleagues made me so proud. I am inspired and chuffed. As Mario
said “our profession is in good hands” well done! Josephine Herbert.
Thank you guys for making it a success. It is not easy to organise a big event like this, I know the office worked very hard, Thank you so much. Letty
Mahlangu.
Dear Elmari - Thank you for all your effort in hosting me at the awards evening. Thank you for the special treatment and even taking me back to the hotel.
Truly appreciated. It was a memorable evening for me. Best wishes, Praneet Valodia.
Dear Amos and Team - Well done on pulling off this conference against the odds, it was really a very insightful and well executed conference. Best
Regards, Stavros Nicolaou.
Congratulations to the SAPC Team on staging a successful event. Noel Guliwe, CEO South Africa, Executive Management, Aspen Pharmacare.
Dear Amos and Team - This message is to express my immense gratitude for all your time, dedication and endless efforts that resulted in a successful and
exciting conference. The feedback from attendees involved nothing but satisfaction and praise. Well done! THANK YOU. Regards, Mano.
Dear Amos and team – Thank you for believing in Aspen. Thanks for the level of engagement; particularly when we requested the hosting of the webinar.
The success of the webinar was apparent and we look forward to seeing the Q&A; outstanding being published on SAPC website. Regards, Deon.
Dear Amos - Sometime has now elapsed since the curtain came down on the 2nd National Council Conference held in Durban and I would like to extend
a heartfelt congratulation to you and the staff for the enormous effort put in by all for the most pleasant and informative conference. I truly found it most
enjoyable. Like all good things unfortunately a few little logistical hiccups crept into the organisational side of the conference, but I believe the staff under
the guidance of Anelda and Elmari were able to deal with these smartly and efficiently.
Some constructive criticism if I may be allowed. Whilst I really enjoyed the conference I found it a little long. Perhaps it was because an additional day
was set aside for the golf, which I recall at the 1st National Council Conference was played in the morning of the first day. Also there were so many good
speakers, both local and International, speaking on really topical issues, I found it somewhat difficult to choose between the sessions, often having to
leave half way through one session to join another. To many this may be considered a good thing but perhaps the 4 parallel sessions each day allowed
you as organisers to truly cram in a large array of topics and speakers which was great but unfortunately many delegates were unable to appreciate.
Once again congratulations to you and staff on a job well done. Kind regards – Charlie.
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SPONSORSHIP AND EXHIBITIONS
The sale of 42 exhibition stands at the conference raised an amount of R885 965, and more than R2.8 million was secured from primary sponsorships. This
enabled the SAPC to cut the registration fee for the conference by one-third. The early-bird registration fee was R3 450 and the standard registration fee was
R4 450. Without the sponsorship, the registration fee would have been R7 000.
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Thank you to our Sponsors
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Thank you to our Exhibitors
Adcock Ingram Consumer
Adcock Ingram OTC
Adcock Ingram Prescription
Aspen Pharmacare
A-Thermal Retort Technologies (Pty) Ltd
BGM Pharmaceuticals
Cipla
CJ Distribution
Clicks Group
Alpha Pharm
Health and Welfare Sector Education and Training Authority
(HWSETA)
Health Professions Council of South Africa (HPCSA)
Health Staff (Pty) Ltd
Health-Soft
ICPA (Independent Community Pharmacy Association)
Inkunzi Wealth Group
Johnson & Johnson (Pty) Ltd
Juta Law
Logan Medical & Surgical (Pty) Ltd
mdBriefCase Group Inc.
Mediclinic Southern Africa
Medipost Pharmacy
MediRite Pharmacy

Merck (Pty) Ltd
Mylan Pharmaceutical SA
North-West University
Omron Healthcare
Pfizer South Africa
Pharma Dynamics (Pty) Ltd
Pharmacy at SPAR
PharmaScout
Pharmed Pharmaceuticals (Pty) Ltd
Pick n Pay Pharmacy
Professional Provident Society Insurance Company Ltd (PPS)
RESAF SA (Pty) Ltd
Right to Care
Roche Products (Pty) Ltd
SA Locums
Sandoz South Africa (Pty) Ltd
South African Pharmacy Council (SAPC)
Specpharm Holdings (Pty) Ltd
Thermologix (Pty) Ltd
UCS Technology Services (Pty) Ltd
Vodacom
MM African Technology
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DETAILED CONFERENCE SESSION REPORT
DAY 1 – FRIDAY 21 OCTOBER 2016
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Programme Director, Bada Pharasi: Country Representative for South Africa, Management Sciences for Health
The 2nd National Pharmacy Conference (NPC) opened to delegates at the Durban International Conference Centre at 13:30 on Friday 21 October 2016.
Programme Director Bada Pharasi welcomed the 912 attendees and pointed out how seriously the South Africa government considered the conference, its
deliberations and conclusions. The meeting was graced by no less than three Cabinet members: Minister of Health Dr Aaron Motsoaledi; Minister of Education
Blade Nzimande; and Finance Minister Pravin Gordhan, who is also a pharmacist.
Pharasi added that in any health facility the biggest expenditure item after human resources is medicine, which is why it is fitting that government places a high
premium on matters pertaining to pharmacy.

Deputy Mayor of eThekwini-Durban, Cllr Fawzia Peer
The Deputy Mayor of eThekwini-Durban, Cllr Fawzia Peer, welcomed delegates to ‘the warmest city in the world’ and thanked the SAPC (Council) for the
excellent work they are doing in South Africa’s democracy to uphold the rights of people to acceptable standards of pharmacy practice, education and
professional conduct.
She highlighted the contribution the SAPC had made to a number of policy issues, including the role of pharmacy in the National Health Insurance (NHI),
professional development, education and training, and the innovative ways of delivering medicines. She reiterated the importance of the conference in helping
to shape the future of pharmacy and improving healthcare services in South Africa. Cllr Peer recognised the critical role played by pharmacists, and praised
delegates for the caring role they adopted, something that she said was dear to the heart of the eThekiwini Municipality in their determination to become the
most caring city in Africa by 2030.
The pharmaceutical industry plays a vital role in government’s aim to increase life expectancy to 70 years by 2030 through the development of new medicines
and ensuring that medicines reach patients more efficiently. Cllr Peer called for mutual cooperation to provide equitable, efficient, effective, quality healthcare,
and to radically improve health outcomes. She suggested increased knowledge sharing, especially around supply chain management, logistics and inventory
control to help strengthen the South African healthcare delivery system. She expressed her concern for the people who live in rural areas and have limited access
to medication. Healthcare for all is a laudable aim, but South Africa faces many challenges associated with realising this dream, for its rural population in
particular.
She called for partnerships between government and the private sector to find ways to convince pharmacists and other healthcare professionals to make the
big shift in lifestyle needed to move to the rural areas. She also called on the conference to come up with ways to deal with the shortage of community and
hospital pharmacists in the rural areas. Cllr Peer expressed the need to collaborate in awareness programmes, as well as stepping up the search for new antibiotics
and more cost-effective medicines.
In the current economic climate, a key focus is job creation, and the pharmacy industry has a role to play in that. The healthier the people are, the healthier the
economy will be. Public health needs to be every pharmacists’ business, even those in private practice.
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South African Pharmacy Council President, Professor Mano Chetty
Professor Mano Chetty celebrated the wide range of delegates from all pharmacy-related professions and invited delegates to use the four days of the
conference to reflect on the many achievements of the profession. She said that delegates should use their collective experiential and intellectual assets as a
platform for further growth.
Pharmacists have played a role in each of the stages of the life cycle of a myriad of products upon which society depends, she said. The pharmacy profession
has remained stable and committed to its mandate and she called on delegates to leverage the rich mix of experience and knowledge as well as our uniquely
South African blend of opportunities to shape the industry’s future. Professor Chetty paid tribute to her postgraduate supervisor, Professor Ben Potgieter, and
reminisced how he had described his career as a pharmacist as ‘most exciting’. He saw the introduction of antibiotics, corticosteroids, a range of antiinflammatories and other treatment protocols that ushered in a revolution in therapeutics.
Today, she said, we are at the beginning of another pharmaceutical revolution and we need to be prepared for the challenges and opportunities. One is the
global medicine shortage. Economics plays a role, with pharmaceutical companies concentrating on the manufacture of the most profitable medicines. Another
opportunity or challenge is the dominance of biologicals in research and therapeutics. There has been an exponential increase in the number of large-molecule
biological medicines that have been registered. This differs markedly to the small-molecule treatments that pharmacists’ training has included and poses the
challenge for pharmacists to update their knowledge to ensure that they remain the custodians of drugs.
A third challenge is antibiotic resistance, where compounds which previously saved lives are now becoming a threat. In the past five years, less than three new
antibiotics have been developed. This is particularly pertinent when you consider the fourth challenge, the emergence of new infections and epidemics like
Ebola and Zika. How can we, as pharmacists, prepare ourselves to act effectively during epidemics? Recognising the absence of vaccines for tuberculosis (TB)
and malaria, Professor Chetty called on pharmacists to take action to ensure that they reduce the burden of these diseases for the population. Professor Chetty
also commented that large numbers of South Africans do not have adequate access to medicines. “Can pharmacists identify options and solutions to this
problem?” she asked.
Importance of robust quality systems due to increased globalisation in pharmaceuticals
Professor Chetty said we face a situation where the place and many of our medicines are dictated to by the economics of the company. This results in
discrepancies in good manufacturing practice (GMP) and good laboratory practice (GLP) standards adopted by potential manufacturing sites. She questioned
if this called for a new focus in our training in order to ensure that the medicines we are dispensing are of the highest quality. The rise of personalised medicine
also offers unique challenges and opportunities for pharmacists, she said, but are we adequately equipped to adopt these new approaches to medicine? It is
hoped that at this conference we will hear and adopt fresh, innovative ideas as pharmacy moves into the future.

Selected recommendations from the 1st National Pharmacy Conference (2013)
The inaugural National Pharmacy Conference in 2013 had identified 25 key recommendations across five platforms as the direction the industry wanted to take
when interacting with government.
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The commissions were:

Education

Pharmacy Practice

Human Resources

Leadership and Corporate Governance

Role of the Pharmacist in Improving Health Outcomes
Professor Chetty discussed some of the recommendations and reminded delegates that details of all five commissions are available on the website.

Commission 1: Pharmacy education
1. Task: Investigate if the scope of practice of a pharmacist can be extended without having a speciality
Action: Regulations for authorised pharmacist prescriber submitted to the National Department of Health (NDoH)
2. Task: Experiential component should be more prominent when training pharmacists
Action: Implemented

Commission 2: Pharmacy practice
1. Task: Professional services must align with national core standards, focus on safe waste disposal practices and ensure that antimicrobial stewardship takes
centre stage
Action: Minimum standards for disposal of medicines published for implementation, and Council is participating in antimicrobial stewardship
2. Task: Identify legislative amendments necessary to enable the multidisciplinary approach to healthcare and facilitate the involvement of the pharmacy
professional in the NHI initiatives
Action: Standards in place for group practices

Commission 3: Human resources for pharmacy
1. Task: Promote the profession at school level so that learners identify with and join the profession
Action: Eight schools are participating in the Adopt a School programme
2. Task: Strategic partnerships between the pharmacy schools and workplaces to enable experiential learning and financial support for students
Action: Ongoing

Commission 4: Leadership, corporate governance, policy and legislation
1. Task: Pharmacy to engage NDoH in all NHI processes, for example accreditation of sites, policymaking
Action: Ongoing
2. Task: Fast track implementation of additional pharmacy schools in order to increase capacity for NHI
Action: One new school has been established

Commission 5: Role of the pharmacist in improving health outcomes
1. Task: Ensure that indigenous/local companies are involved in research and development (R&D) initiatives
Action: Manufacturing component included in undergraduate and specialist qualifications
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2. Task: Exploit use of available technology and empower midlevel workers to free the pharmacist from routine dispensing processes for them to focus on
pharmaceutical care
Action: Pharmacy technicians made available (but not always used optimally) and minimum standards for automatic dispensing units established
Professor Chetty indicated the #FeesMustFall crisis would have dire consequences for the profession if students were unable to complete the 2016 educational
year. In an industry already suffering significant shortages, not having the current year able to graduate or have new students enter the system in 2017 would
have a knock-on effect throughout the profession and South Africa’s ability to deliver on its healthcare commitments.

KwaZulu-Natal MEC for Health, Dr Sibongiseni Maxwell Dhlomo
Dr Dhlomo commended Council for hosting the conference and commented it was important in terms of raising the profile of Council and the voices of
pharmacists. He asked Minister of Health Dr Aaron Motsoaledi to speed up the provision of palliative care in South Africa, saying that the palliative care advocates
in Uganda far surpass the situation in South Africa. Dhlomo praised the Minister for his astute leadership which has continued throughout his life and pointed out
how the NHI would turn potentially catastrophic health expenditures for ordinary families into times for hope.

South African Minister of Health, Dr Aaron Motsoaledi
Opening the 2nd National Pharmacy Conference on Friday 21 October 2016, Health Minister
Dr Aaron Motsoaledi commenced his address by thanking Council for their support for the NHI
and congratulating them on being the only one of South Africa’s three major statutory bodies
for health that held conferences. Saying that each topic on the agenda deserved a
conference of its own, Motsoaledi went on to discuss new policy imperatives, including NHI,
the Office of Health Standards Compliance (OHSC), antimicrobial resistance (AMR), and
innovative ways to deliver medicines. Motsoaledi said that the whole world stands on the brink
of change, as indicated by the United Nations (UN) Sustainable Development Goals. The first
major transition in health, he said, had been in the 18th Century when clean running water and
sanitation systems were introduced and life expectancy was changed. The second, in the 20th
Century, had been the epidemiological transition when vaccination was introduced to the
world. The third transition, he said, is about to dawn, and that transition will be the way in which
healthcare is financed to cover all citizens of the world. No one will be left behind, regardless
of their status in life. This will change the course of healthcare around the world in a way that
has never been imagined before, he said.
Universal healthcare financing, the pooling of funds, would ensure every citizen has access to
equitable healthcare based on their health requirement and not their socioeconomic status, said Motsoaledi. He urged delegates to read the White Paper to
fully understand the meaning of NHI. While the concept of pooling funds and resources is no different from that currently employed by medical aids in South
Africa, he pointed out the major difference was in the word ‘all’. This is the first time in the history of humanity that we are recognising ‘all’ he said.
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South Africa does not have a debate about the quality of healthcare since the reality is the depth of the pocket determines the level of care. We need to serve
citizens in line with international conventions, he said. Globally, issues like Brexit and the United States (US) presidential race have highlighted the extent to which
the worlds poor are demanding their time under the sun and the rich are resisting the change. Motsoaledi said the NHI is not calling for private healthcare to be
closed down to introduce a ‘poor public healthcare system that is corrupt, inefficient and unable to deliver’, but South Africa must recognise the current private
healthcare system is expensive in global terms. Currently, while 16% of the population belong to medical aid schemes, Motsoaledi said a Competition Commission
enquiry into the private healthcare system had identified only 10% of citizens can afford to use it. Last year was the first time the World Economic Forum (WEF),
which convened in Davos, Switzerland, invited health ministers to the annual discussions, recognising the link between economic growth and health. We now
know you cannot have sound economic growth without a good healthcare system. That means you cannot end poverty, unemployment and inequality with
poor healthcare systems – and the recent Ebola scare demonstrated how if one country has poor healthcare, the whole world could be affected and die, he
said.
Motsoaledi stated government has concluded an investigation into the amount required to upgrade the clinics into facilities capable of delivering services to
their communities. The figure unveiled was insufficient for high-level services, but would hopefully provide key medications and the infrastructure that medical
staff demanded. In addition, Motsoaledi said, the Department of Health will invest R17 billion over the next three years into upgrading the country’s public clinics
to ‘workable’ levels in line with a broader preparation for introducing the NHI. In a wide-ranging, hard-hitting delivery, Motsoaledi declared the NHI and the
#FeesMustFall campaigns as being two sides of the same coin rather than diametrically opposed initiatives. While the world economic systems are divided into
communism or socialism and capitalism, education and healthcare are the two indisputable issues where the state has to provide the resources. Many people
currently criticising the NHI were the same people wholeheartedly supporting the #FeesMustFall campaign without recognising the link between the two.
Education ministries provide bursaries for the poor who cannot afford the fees to further their studies, but the healthcare system only helps the rich.
“If there is to be equity, specifically free education for the poor at tertiary level, there must be free medical assistance for the poor as well. Medical aids are
nothing more than prepayments for future medical demands because nothing in life is free – someone always has to pay for it,” Motsoaledi said. While South
Africa called the policy NHI, universal health coverage (UHC) was an issue incorporated in the United Nations Sustainable Development Goals. Motsoaledi said
the myths purported about the NHI ignored it was a system that pools capital to allow every citizen access to good quality healthcare – a concept medical aids
already employ. He added that government has invested R4.5 billion in developing a health information system that ensures patient records are universally
accessible. Essentially this means that changing clinics or hospitals does not require reconfiguring the patient’s medical records. While the system was not yet
functional, he said the state has been working with the Council for Scientific and Industrial Research (CSIR) for the past five years and was confident of an
outcome in the near future. This is according to the Review on Antimicrobial Resistance, a study commissioned by the United Kingdom (UK) in 2014, which focused
on understanding and proposing solutions to AMR in a global social and economic context.

Leadership and Mentoring in Pharmacy, Dr David Molapo
Dr Molapo concluded the opening session with an inspirational talk on leadership, addressing the main characteristics of a leader. He cited the characteristics
as courage, honesty, risk taking and criticism, among others. He further emphasised the different levels of leadership, namely position leadership, permissioned
leadership, production leadership, people development leadership and panicle leadership. He concluded his presentation with the three developmental stages
of mentoring and the four key mentor attributes.
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Official opening of the Exhibition Hall
Professor Chetty and Mr Pharasi officially opened the Exhibition Hall with a red ribbon cutting ceremony. Thereafter delegates were treated to a Welcome
Cocktail Party.
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DAY 2 – SATURDAY 22 OCTOBER 2016 (FUN RUN)

Saturday commenced bright and early at 05:30 with a sponsored fun run/walk at the Blue Lagoon Park, Stiebel Place, Durban.
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DAY 2 – SATURDAY 22 OCTOBER 2016 (PROGRAMME HIGHLIGHTS)
Programme Director, Mr Douglas Defty: Vice President, South African Pharmacy Council
Programme Director Mr Douglas Defty opened the morning session of the conference at 08:30.
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Department of Health Chief Operating Officer, Dr Gail Andrews — on behalf of Director-General of Health Ms P
Matsoso
Medicine and staff shortages, lengthy queues and drug stockouts have long plagued the South African healthcare system. But it is not a phenomenon unique
to South Africa; it is a worldwide occurrence. Delegates at the 2 nd National Pharmacy Conference were intrigued to hear of the innovative solutions the
Department of Health (DoH) is introducing to improve the country’s medicine supply chain. The solutions include overcoming the country's medicine and staff
shortage crises and improving services to frustrated patients who have to stand in long queues to collect drugs at clinics and hospitals.
Computer software systems, with dashboard alerts warning of imminent drug shortages, and alternative pick-up points that include mobile electronic dispensing
units where pharmacists can remotely prescribe drugs to patients are just some of the solutions. Department of Health Chief Operating Officer Dr Gail Andrews,
addressing delegates on Saturday 22 October, said the World Health Organisation (WHO) had highlighted the need for countries to strengthen the resilience of
medicine supply chains. “There have been numerous reports in the media about medicine stockouts which have been framed as a crisis, and indeed, it has
been a crisis,” she said. “What we need to understand is that challenges relating to medicine availability are experienced across the world, including in many
high-income countries and it is not only a public sector challenge but impacts the private sector as well.”
Andrews reported that Minister of Health Dr Aaron Motsoaledi had appointed an advisory team on pharmaceuticals and related commodities security to
understand the factors contributing to medicine availability challenges. The team comprised local and international experts, including WHO members, and was
appointed following the Auditor General’s recommendations arising from the audit of the performance of the management of pharmaceuticals over the years
2011/12 to 2014/15. “We know the current medicine supply chain is characterised by outdated, duplicative processes and infrastructure ill-equipped to service
the growing disease burden and programme requirements. Health facilities are often overcrowded and the supply chain is fragmented at provincial and even
district levels,” said Andrews.
The situation was exacerbated by staff shortages in health facilities as only a third of the country’s 13 500 registered pharmacists worked in the public sector. But,
announced Andrews, the DoH had started to attract more pharmacists since the introduction of the Occupational Specific Dispensation (OSD) as a result of
improved working conditions. And it had introduced interventions to improve medicine availability and access to bring the medicine value chain ‘into a modern
state of preparedness’. Andrews said the department had set up a National Surveillance Centre with dashboards showing current medicine stock levels at
primary healthcare facilities, hospitals and suppliers countrywide. “This system uses mobile applications or electronic systems to gather information and generate
warnings where shortages are likely to occur. This means that in future we can look forward to preventing problems, rather than fighting fires,” she said.
“We need to use our scarce human resource capacity more smartly by leveraging technology to produce efficiencies. Technology plays an important role in
reducing wastage and allowing us to work smart and efficiently,” said Andrews. Innovative technology to disseminate standard treatment guidelines and to
allow healthcare workers to report stockouts directly had also been introduced. “With these systems we hope to empower healthcare workers and patients to
support us in improving service quality.”
According to Andrews, another intervention that would improve access was the department’s central chronic distribution programme. This allows a patient’s
medicine to be centrally dispensed and distributed to a local pharmacy pick-up point convenient for the patient. “Many chronic, stable patients are currently
required to travel on a monthly or bi-monthly basis to a health facility to collect chronic medication. Due to the high volume of patients requiring services, health
facilities are currently overburdened and congested. Patients travel for hours and wait in long queues before receiving services,” she said. “The current situation
frustrates patients and healthcare providers, often resulting in poor medicine availability and poor access to medicines even when they are available.”
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“A large number of our patients access healthcare services for a myriad of diseases and conditions, such as diabetes, hypertension, pain management and
substance abuse. This situation is likely to worsen, placing additional strain on our already constrained resources.” Implementing external pick-up points would
reduce the number of patients visiting health facilities just to collect medication, Andrews concluded.

Pharmacy responding to global health challenges – FIP
Mr Andy Gray, Vice President, International Pharmaceutical Federation (FIP)

Mr Andy Gray reported a WHO study had revealed there was an 80% increase in per capita consumption of antibiotics in South Africa between 2000 and 2010.
However, he said it was unclear what the figure was based on and if it was correct. “It’s possible, because if we go back to 2003, the last time we did a survey
in the public sector, we showed that in some clinics in Johannesburg 70% of the patients who come to clinics leave with an antibiotic regardless of why they
came to the clinic. We want that to be closer to 25%,” he said. Gray said patients who did not take antibiotics unnecessarily saved financially, avoided side
effects and did not contribute to increasing resistance. “There is an individual benefit as well as a societal benefit and the next time they are ill, antibiotics will
work.” Gray stated the highly toxic antibiotic Colistin, which is used in agriculture, had to be restricted and pointed out that the MRC1 plasma range of AMR
bacteria discovered in China two years ago had been detected in Johannesburg.
“We are really getting to a position where we have untreatable infections again so the most extreme antibiotic, the one we keep as a last resort – it is so toxic
we stopped using it in the 1950s – now has resistance to it,” concluded Gray.

Antimocrobial stewardship: how far have we come and where are we going? — a South African perspective
Professor Sabiha Essack, Professor Pharmaceutical Sciences and SA Research Chair in Antibiotic Resistance and One Health, University of KwaZulu-Natal, South Africa

Professor Sabiha Essack said children, the elderly and people with pre-existing diseases such as HIV and Aids would be most vulnerable to antimicrobial resistant
infections. According to the report, inaction could lead to 4.1 million deaths in Africa and an estimated 4.7 million deaths in Asia, costing the global economy
up to US$100 trillion. “Lower- and middle-income countries are going to have a particularly difficult time with antibiotic resistance going forward. The golden era
of antimicrobial therapy was between the 1940s and the 1980s and thereafter we have seen an increase in deaths because of communicable diseases as a
result of antimicrobial resistance,” said Essack.
“Infectious diseases still remain the leading cause of death globally, particularly in lower- and middle-income countries, increasingly as a result of antibiotic
resistance. This develops when bacteria no longer respond to the antibiotics that previously killed the bacteria and the infection,” she stated. AMR is only the
fourth health challenge after HIV and Aids, noncommunicable diseases and Ebola, to be raised to the United Nations (UN) General Assembly. In September
2016, the Assembly signed a political declaration on AMR committing heads of state to address the challenge in their countries. AMR has also been placed on
the political agendas of the G7, G20 and G77 countries as well as on the Global Health Security Agenda.
South Africa was the first country in the WHO African region to endorse its National Strategic Framework on AMRs, which aims to enhance surveillance and
reporting systems, ensure the appropriate use and stewardship of antibiotics and raise public education and awareness. According to a study in The Lancet,
South Africa was among countries – mainly BRICS nations (Brazil, Russia, India, China and South Africa) – that were largely responsible for the huge increase in
antimicrobial use globally between 2000 and 2010.
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Essack said the WHO had highlighted the causes of AMR as: over prescription; patients not completing courses of medicine; overuse in livestock and fish farming;
poor infection control in hospitals; poor hygiene and sanitation in communities; and a lack of new antibiotic developments. There have been no new antibiotics
developed in the past 20 to 30 years as the research is not as lucrative as developing chronic medication that would need to be consumed over a lifetime.
In addition, said Essack, patients who had infections went to hospital and became a source of infection to other patients and, similarly, antibiotics were given to
food-producing animals that developed drug resistance that was in turn passed down the food chain to humans. “Infections caused by resistant bacteria are
difficult to treat and there is increased risk of spreading the infection from one person to another in healthcare facilities. There is longer hospitalisation, longer
duration of illness, higher mortality rates and increased costs of alternative treatments,” she said.
Essack stated that developing countries had not yet quantified the nature and extent of resistance, which was seen as a ‘very silent disease’. “We sit with a
situation with HIV and Aids as well as the poverty indicators in our country that engender large amounts of antibiotic use and therefore antibiotic resistance. The
picture in agriculture is also quite serious.” According to Essack, around two-thirds of the 1.5 million kg of antibiotics sold in the country between 2002 and 2004
were used in animals and included WHO banned substances. She said the AMR framework required a review of the Medicines and Related Substances Control
Act, particularly regarding who in the different sectors could prescribe antibiotics.
“There is a move to decrease and perhaps eliminate the use of antimicrobials as growth promoters and also to start curbing the metaphylaxis and prophylaxis
within the animal sector. Antimicrobials are used to prevent diseases in large flocks of poultry and large herds of cattle and pigs and, if you are going to stop
antimicrobial use, you have to improve animal husbandry and biosecurity measures,” said Essack. “We have to balance food security and the need for animal
protein with food safety and the removal of antimicrobials in therapy. It can’t be done overnight because it will greatly affect the economics of the individual
and country,” she said.

Advocacy for the profession – finding the pharmacy voice within a healthcare structure
Mr Solly Suleman, Director Sparkport Pharmacy, Durban, South Africa

A lack of commonality among members of the pharmaceutical industry has left pharmacists powerless to influence or participate in policymaking decisions that
are detrimental to their trade. Competitiveness within the profession is regarded as one of the stumbling blocks preventing the profession from uniting to
campaign for appropriate legislation. A call for better advocacy within and among the profession was made at the 2 nd National Pharmacy Conference. Treating
fellow pharmacists as competitors rather than operating as a united front has been the distinguishing factor to poor advocacy within the profession and a key
contributor to the industry getting the short shrift in the formulation of policies, Mr Solly Suleman stated on Saturday 22 October 2016.
Suleman blamed the industry’s lack of cohesion and the inherent competitive spirit between individuals for enabling government to institute professionally
detrimental legislation, specifically for community pharmacies. He cited the 1997 pharmacy ownership legislation, introduced by former Health Minister (now
African Union chair) Dr Nkosazana Dlamini-Zuma, and the dispensing fee debacle, which left pharmacists without negotiation room and at the mercy of the low
fees paid by medical aid schemes, as two examples of how poor advocacy had affected the industry.
The ownership legislation was intended to open up pharmacies in the rural areas but, Suleman said, government had not thought through its implications and
impact for the established community pharmacies in urban areas. However, as pharmacists had no voice, that impact could not be expressed or appreciated
by legislators and the industry had consequently suffered.
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“As a profession, we do not understand the importance of advocacy, specifically the activity by which an individual or group can influence decisions within the
political, economic and social systems or institutions. Advocacy demands a united front to achieve its goals,” he said. Suleman believes successful advocacy
could open new doors for pharmacists to use their extensive knowledge, but it required changing the mindset and instilling an understanding that advocacy
participation is not a part-time occupation. Consequently, pharmacists, regardless of where they worked in the industry – be it government, research, community
pharmacies or pharmaceutical companies – have to acknowledge they are a single profession.
He called on pharmacists to look for opportunities within their communities in which they could get involved. Options included outreach programmes, career
guidance and discussions with local schools and getting involved with nongovernmental organisations (NGOs). Pharmacists also have to portray images beyond
the stereotypical pestle and mortar in hand to educate stakeholders on their vast roles, particularly clinical involvement. If the only image involves pharmacists
dispensing medicines, they only have themselves to blame for that being the role the public believes they fulfil.
Suleman said pharmacists could partner with colleagues to leverage volume-based discounts from suppliers and service providers, but that meant putting aside
perceptions of competition. “A divided profession lacks the harmony and consistency to change practices,” he said. He added that government was the most
important stakeholder with whom to interact via advocacy. The proposed NHI initiative that will see medicines dispensed via churches and community centres
potentially opens the way for untrained individuals dispensing medication. This, Suleman said, was what happened when the industry had no voice to raise those
concerns. “The profession is in dire straits and we need to work together for transparency … if every pharmacist is trained in advocacy, the industry will have the
voice to influence decisions and decision-makers,” he concluded.

COMMISSION HIGHLIGHTS
COMMISSION 1: Evolving Roles of the Pharmacy Profession
The pharmacy students of today are going to be the ones taking the profession into the future, and there was consensus at the 2nd National Pharmacy
Conference that there has to be an innovative change in the teaching methods needed to meet the profession’s future requirements. This article highlights the
views expressed during a panel discussion on today’s youth, their expectations and how the profession’s educational institutions will have to adapt to meet the
demands of efficient pharmacy healthcare delivery. Shifting the pharmaceutical pedagogy in higher education to adapt to the thinking and behavioural
patterns among the millennial generation is critical to developing a sustainable patient-based healthcare system.
This was the nub that emerged during discussions on the evolving roles of the pharmacy profession on Saturday 22 October 2016. The panellists considered: the
changing profile of pharmacy students; the benefits and challenges of interprofessional education; the importance of producing well-rounded healthcare
professionals by integrating science and practice; and how understanding learning styles and adapting teaching methods could meet the profession’s future
requirements.
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Evolution of pharmacy education
Programme Director: Professor Rod Walker
Secretariat: Ms Hlone Masiza
(a)

The changing profile of pharmacy students
Dr Lalitha Raman-Wilms, Associate Dean, Education and Associate Professor, Leslie Dan Faculty of Pharmacy, University of Toronto, Canada

Opening her presentation, Dr Lalitha Raman-Wilms said the profession had evolved significantly in the past decade with a shift to pharmacists’ direct
involvement in patient care. Professionally there are pockets where healthcare professionals work collaboratively for an effective, efficient outcome,
meaning the essence of pharmaceutical education has substantially changed from 20 years ago. Raman-Wilms said this collaboration would continue
evolving as pharmacists played an increasing role in healthcare delivery.
The Lancet Commission research released in 2010 showed health professional education would transform to strengthen the healthcare system for an
interdependent world. Specifically, healthcare professionals were being taught to mobilise their knowledge and critical reasoning for patient-centred
healthcare. Raman-Wilms said into that environment educators must recognise that today’s students, typically millennials born between 1980 and 2000,
are first-generation digital natives with significantly different priorities and expectations who question why issues are being taught.
“They want meaning and purpose to their learning, while those already working have an increased focus on the work–life balance that differs from the
‘hard work ethic’ of previous generations,” she said. “We need to consider [students’] learning practices and preferences to best teach them, as they
will be the ones taking the profession into the future,” Raman-Wilms concluded.

Recommendation to the Education Committee:
The pharmacy schools that do not consider the abovementioned matter are seriously advised to review their admission criteria.

(b)

Interprofessional education: benefits and challenges
Mr Michael Rouse, Director, Accredited Council for Pharmacy Education International Services, Chicago, US

Mr Michael Rouse said the escalating costs of healthcare and increased focus on patient safety were driving the global shift towards interprofessional
education. While it was an issue initially mooted by the US Institute of Medicine in 1972, there had been substantial barriers to its implementation,
specifically from medical arenas unwilling to change the status quo. Those barriers included arguments on crowded curriculum schedules, increased
costs with few incentives, a separation of professional programmes within university campuses and across universities, and a lack of leadership support
for collaborating with different medical fields.
“The reality is when the healthcare system operates on a fee-for-service model and not payment for a collaborated team, there will never be change
towards a collaborative approach to healthcare. In teams people have to work together in pooling their skills and spending the dollars holistically rather
than in silos,” he said.
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Rouse recognised the US still has pockets of excellence in its collaborative approach, but there has been change. Courses on ethics, finance and the US
healthcare system were incorporated into the curricula for students across the medical fields of study.

Recommendation to the Education Committee:
The statutory health professional councils should drive interprofessional education and have core standards across the health professionals.

(c)

Producing well-rounded healthcare professionals through integrating science and practice
Professor Iqbal Ramzan, Dean, Faculty of Pharmacy, University of Sydney, Australia

Professor Iqbal Ramzan said the current healthcare approach demanded a pharmacy curriculum that balanced science and practice. That required
delivering an education encapsulating current and future innovations and recalibrating the curriculum to accommodate the changing professional
practices and healthcare needs. He said surveys showed that pharmacists are ranked second only to nurses in the community’s eyes in terms of
trustworthiness, ethics and professionalism, but Professor Ramzan questioned whether it was a genuine belief that they provide the best knowledge on
drugs, or if it was due to their approachability, free service and availability. He warned the profession faces digital disruptions including mobile internet
use, automated robotic systems, the internet of things, geonomics, medical advances and 3D printing that will change the way in which pharmacists
deliver their services and interact with patients.
Ramzan said there were megatrends in pharmacy that will affect emerging therapies and services. He cited these as:

automation (less hands-on dispensing)

greater role for pharmacy technicians and wider scope of practice for pharmacists

collaborative practice (GPs, specialists, pharmacists, allied health practitioners)

more drugs will be complex biologic molecules with the need to understand their basic physicochemical properties and mechanism(s) of action
and toxicity

more drugs will be complex biologic molecules with the need to understand their basic physicochemical properties and mechanism(s) of action
and toxicity

which health practitioner is the most soundly trained in the basic biomedical sciences underpinning the discovery, delivery, pharmacokinetics,
pharmacodynamics and pharmacogenomics of these new therapies?

pharmacists and pharmacy students/graduates have the greatest understanding of the science that underpins current and future pharmacy
practice or clinical pharmacy or healthcare more generally (doctors diagnose and then a health/ disease management plan will be developed in
a collaborative manner)

this will be the expectation from patients as well as from governments.
Ramzan said the new and emerging pharmacy services would include a greater participation in preventive care services and medicine management.
This would entail revising the balance of science and practice in pharmacy degree programmes to match emerging drug complexity.
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He said science is critical to the new roles pharmacists will have to play as they embrace technology-enhanced but pedagogically sound professional
education underpinned by relevant science that evolves as professional roles evolve. Prepare for a different pharmacy and healthcare workforce, he
concluded.

Recommendation to the Education Committee:
Pharmacy schools need to consider new learning practices and preferences to optimally teach the students.

(d)

Understanding learning styles and adapting teaching to meet the needs of the profession
Professor Gill Enslin, Head of Pharmaceutical Sciences, Tshwane University of Technology, South Africa

Echoing those sentiments, Professor Gill Enslin said ensuring students reach their potential efficiently, effectively and optimally demands understanding
the different learning styles – visual, auditory and kinaesthetic – that drives them. Learning has to be linked to meaning as students are unwilling to accept
the curriculum without knowing the context and reasoning. This requires educators to use appropriate teaching and learning methods that include
traditional lectures, blended approaches, technology and project-based learning. From the student perspective, assessments, while necessary, need to
be relevant; educators must accept mentorship roles; the education must integrate practical work experience; and students need to take responsibility
for their own learning.

Recommendation to the Education Committee:
Pharmacy schools need to consider different learning styles in order to improve student potential.

Roles of different cadres in the profession
Programme Director: Douglas Defty
Secretariat: Ms Mojo Mokoena
(a)

Changing role of tutors/preceptors
Dr Owain George, Registrar, Pharmacy Council of New Zealand

Dr Owain George opened his presentation with the question – Does the intern-preceptor model of pharmacy training have a future? The answer, he said,
lay with an integrated programme, a preferential learning style that leads to increased student motivation. The model is used for most other health
practitioners. Competency-gap themes identified in young pharmacists could be addressed more efficiently. The preceptor role is too conflicted, and
the employment drivers are problematic, for example:

good preceptors get good interns and vice versa

fixed-term arrangements influence final competency assessment outcome.
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George mentioned that pharmacy practice is still going through a significant change and there are barriers:

for patients – dispensing service comes with a value-add – but how variable is the quality of this?

availability of funding streams for new services

quality of delivery is variable

professional practice versus the financial bottom line

certain personality types incompatible with new roles?

can gaps be addressed by training?

new services not yet well established = lack of consistent experience in training sites for new services.

The roles of preceptors discussed during the session were:







multiple roles for an individual
mentor, coach, assessor and sometimes employer
internal and external conflicts
professional expectations
role model: exemplary conduct and competence
for these reasons there is a need for standards and training to address challenges for the preceptor role.

George concluded his presentation by stating that New Zealand’s Pharmacy Council and the Pharmaceutical Society are coming to terms with a new
paradigm. As with all changes, there have been ups and downs, it is a maturing relationship. The Pharmaceutical Society has recently published Quality
Standards for Intern Training (Preceptors and Pharmacy Sites) and these are available on http://www.psnz.org.nz. Set standards for preceptor as leader,
teacher, communicator, carer and decision-maker. (Standards available on http://www.psnz.org.nz. Search for ‘Intern Training’ Getting it right = Success).

(b)

Who is accountable for what? The role of the pharmacy owner and the responsible pharmacist in RSA
Mr Jan du Toit, Executive Director, South African Association of Community Pharmacists (SAACP) and member of the South African Pharmacy Council

Mr Jan du Toit, in opening his address, indicated that there are many definitions for accountability. For the purpose of this presentation, accountability is
defined as follows: “The obligation imposed by law or lawful order or regulation on a person (natural or otherwise) to accept the responsibility to have
one’s actions, judgments, and failures to act to be questioned by responsible others; to explain why deviations from the reasonable expectations of
responsible others may have occurred; and to respond responsibly when errors in behaviour or judgment have been detected. Accountability, a critical
component of professionalism, is closely related to the principles of morality, ethics, and legal obligations.” The accountability of the pharmacy owner
and responsible pharmacist is prescribed in law (a legal obligation – refer to the Pharmacy Act 53 of 1974 and Regulations relating to the practice of
pharmacy), mostly for purposes of assisting Council ‘to uphold and safeguard the rights of the general public to universally acceptable standards of
pharmacy practice in both the public and private sectors’. Du Toit discussed the enforceability of accountability from the perspective of the Pharmacy
Act and the conditions and demands of accountability. He focused on the accountability of the pharmacy owner and the responsible pharmacist. The
duties and responsibilities (‘obligations imposed by law’) of responsible pharmacists are (mostly) prescribed in Regulation 28 of the practice regulations
read with Good Pharmacy Practice (GPP) standards relating to responsible pharmacists as published by Council in rules. NB: “The responsible pharmacist
shall be responsible to Council for any act performed by or on behalf of the pharmacy owner, including an omission to perform an act required to be
performed by or on behalf of the pharmacy owner, which may involve disciplinary action by the Council, unless the responsible pharmacist could satisfy
the Council that the responsibility (‘obligation in law’) for such act rests upon a pharmacist other than the responsible pharmacist employed by the
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pharmacy owner.” Du Toit concluded his presentation with the statement: “Quality service will be best achieved if all pharmacy staff are aware of the
total commitment of the pharmacy owner and the responsible pharmacist to quality improvement” (GPP standards).

(c)

Unpacking the role of the pharmacy owner and superintendent pharmacist
Ms Jackie Maimin, Chairperson of the Practice Committee, South African Pharmacy Council

Ms Jackie Maimin highlighted the objectives of Council and its regulatory environment, saying the rapidly evolving pharmaceutical environment presents
unique challenges to Council. Some of the challenges arise from:

the opening of pharmacy ownership to lay owners

juristic persons as pharmacy owners

formation of large pharmacy groups

phases of dispensing happening at multiple locations by different pharmacists and pharmacy support personnel.
She explained the role of the General Pharmaceutical Council in England, Scotland and Wales as regulator, where part of their responsibility is to set the
standards which govern the practice of pharmacists and pharmacy technicians. In the UK, owners and superintendent pharmacists have overall
responsibility for setting out the standards and policies for the provision of pharmacy services by their organisations. Where a body corporate owns a
pharmacy business, a superintendent pharmacist must be appointed to manage the pharmaceutical aspects of the business. Superintendent
pharmacists and responsible pharmacists have legal obligations under the UK Medicines Act 1968, with the superintendent pharmacist carrying full-time
responsibility and accountability.
Management and leadership responsibilities
A member of a board of a body corporate must:
 Consider and act on the advice of the superintendent pharmacist when dealing with the requirements of the pharmaceutical aspects of the business.
 Provide the superintendent pharmacist with the necessary support and resources to carry out their legal and professional obligations.
 Notify the General Pharmaceutical Council, in writing, of any changes of superintendent pharmacist or to the address or ownership of a registered
pharmacy premises.
Responsibilities of an owner or a superintendent pharmacist in the UK
 Identify and manage risks to patients, the public and those they employ.
 Set the overarching standards and policies for the pharmaceutical aspects of the business.
 Manage the keeping, preparing, dispensing and sale or supply of medicinal products by a registered retail pharmacy business.
 Ensure that all legal and professional requirements are adhered to.
 Respond appropriately to any system failures or concerns that may arise.
 Make sure that the responsible pharmacist is supported to fulfil their legal and professional responsibilities and appropriate systems are in place to
deal with concerns they raise.
 Make sure clear lines of accountability exist and that a retrievable audit trail of the health professional taking responsibility for the provision of each
pharmacy service is maintained.
 Be satisfied there are appropriate policies setting out the number of staff and their required experience.
 Make sure all professional activities undertaken by or under their control are covered by adequate professional indemnity cover.

33 | P a g e








Declare to the relevant person or authority any interests that could be perceived to influence their judgement in financial or commercial dealings
which impact on patient care or public safety.
Be satisfied that any advertising and promotional activity for professional services or medicines is legal, decent and truthful and complies with
appropriate advertising codes of practice.
Make sure products that may be injurious to a person’s health, for example tobacco products, alcoholic beverages and products intended to mask
the signs of alcohol or drug consumption, are not sold or supplied from registered pharmacy premises.
Be satisfied that they have sufficient resources, authority and influence within their organisation to comply with their legal and professional
responsibilities.
Make sure their responsibilities are known and understood by the members of the board of the body corporate.
Retain overall professional accountability for the pharmaceutical aspects of the business even if they are employed for fewer hours than the
pharmacy business operates.

Responsibilities of a responsible pharmacist in the UK
 Establish the scope of the role and responsibilities you will have as the responsible pharmacist and take all reasonable steps to clarify any
ambiguities or uncertainties with the pharmacy owner, superintendent pharmacist or other delegated person.
 Only take on the role of the responsible pharmacist if this is within your professional competence.
 Only be the responsible pharmacist in charge of one registered pharmacy at any given time.
 Secure the safe and effective running of the of the pharmacy business at the registered pharmacy in question before the pharmacy can undertake
operational activities.
 Only after you are personally satisfied that you have secured the safe and effective running of the pharmacy can any operational activities begin
to take place.
 Conspicuously display a notice in the registered pharmacy – this allows patients and the public to identify the pharmacist who is responsible for the
safe and effective running of the registered pharmacy.
 Keep pharmacy records – ensure the pharmacy record is accurate and reflects who the responsible pharmacist is, and was, at any given date and
time (including whether or not the responsible pharmacist is, or was, absent from the registered pharmacy).
 Main pharmacy procedures – establish, maintain and review pharmacy procedures.
Proposed nominee pharmacist in South Africa
The draft practice regulations in South Africa define nominee pharmacist as “a natural person registered as a pharmacist in terms of the Act, employed
and registered as a nominee pharmacist by the owner of a pharmacy and who shall be responsible for performing the duties as prescribed in regulations
24 and 25 of these regulations.”
Proposed regulations – appointment of a nominee pharmacist
A natural person who is not registered as a pharmacist and who owns a pharmacy or multiple pharmacies shall employ a nominee pharmacist who shall
have the duties and responsibilities as set out in regulation 24 of these regulations relating to his or her pharmacy business. In the event of a pharmacy
owner being a juristic person, such owner shall appoint and register a person as a nominee pharmacist. In the case of pharmacies owned by the state
or an organ of the state, such nominee pharmacists shall be the most senior person in respect of pharmaceutical services employed by each provincial
department of health. Maimin included in her presentation the proposed responsibilities of the nominee pharmacist and the responsible pharmacist in
South Africa.
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Proposed authority, duties and responsibilities of the SA nominee pharmacist

Complete and submit the licence and recording application forms provided by Council in respect of the registration of the owner of the pharmacy

Ensure payments of the applicable fees as determined by Council in respect of the pharmacy

Furnish the information as required by the Registrar from time to time

Ensure that there is compliance at all relevant times with the requirements which entitled such owner to own a pharmacy and the conditions of
registration of the pharmacy.
Responsibilities of the responsible pharmacist in South Africa

Ensure that they continuously supervise the pharmacy in which they have been appointed.

Have appropriate qualifications and experience in the services being rendered by such pharmacy.

Ensure that persons employed in such pharmacy and who provide services forming part of the scope of practice of a pharmacist are appropriately
registered with Council.

Notify Council immediately upon receiving knowledge that their services as responsible pharmacist have been or will be terminated.

Take corrective measures in respect of deficiencies with regard to inspection reports of Council or in terms of the Medicines Act.
In addition to the general responsibilities, the responsible pharmacist must:

Ensure that unauthorised persons do not obtain access to medicines or scheduled substances or the pharmacy premises outside of normal trading
hours.

Establish policies and procedures for the employees of the pharmacy with regard to the acts performed and services provided by the pharmacy.

Ensure the safe and effective storage and keeping of medicine or scheduled substances in the pharmacy under his or her direct personal
supervision.

Ensure correct and effective record keeping of the purchase, sale, possession, storage, safekeeping and return of medicines or scheduled
substances.

COMMISSION 2: Developing and Enhancing Models of Care
Improve patient outcomes
Programme Director: Mr Vusi Dlamini
Secretariat: Ms Mojo Mokoena
(a)

Potential contributions and challenges of clinical pharmacy in the private and public sectors
Professor Andries Gous, Head, Department of Pharmacy, Sefako Makgatho Health Sciences University, South Africa

Professor Andries Gous, in providing a background on clinical pharmacy, reported that currently there are 137 clinical pharmacy graduates and 63
pharmacists enrolled for the course at four universities, and all schools of pharmacy have graduates with clinical pharmacy research projects.
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Gous stated a total of 84 pharmacists are conducting clinical work at public and private hospitals in various provinces. He indicated that four pharmacists
with postgraduate qualifications in clinical pharmacy are supporting the National Department of Health’s National Essential Medicines Programme with
the development of policies for the Essential Medicines List (EML), the Standard Treatment Guidelines (STGs), Pharmacy and Therapeutic Committees (in
pharmacovigilance), the Antimicrobial Resistance Programme framework and the Rational Medicine Unit.
Contributions of clinical pharmacy in research and practice reportedly include, among others, antimicrobial resistance and stewardship, medicine
information, pharmacist-mediated medication reconciliation, pharmacovigilance and rational medicine use.
Gous said there are challenges with filling the available posts in practice as the regulations have not been published. He reported that even though
pharmacists expressed a demand for the Professional MPharm (Clinical Pharmacy), there are no universities accredited to offer the new approved
curriculum.
Gous added that the South African Society of Clinical Pharmacy (SASOCP) uses social media platforms such as Twitter for teaching and interacting with
clinical pharmacists.
In conclusion, Professor Gous reported that the procrastination with the implementation of specialisation has a negative impact on training institutions,
specifically in the creation of posts and the development of practice models and patient care.

(b)

Ensuring integration of pharmacy to patient care
Mr Sham Moodley, Director, Care Group of Pharmacies, South Africa

Mr Sham Moodley presented on ‘The Picture – Pharmacy 2030’. He indicated that the vision for pharmacy 2030 is:

highly functioning, person-centred, fully integrated healthcare system with easy access

collaborative approach (healthcare team and social partners)

high-quality and cost-effective pharmaceutical care

optimal use of pharmacy workforce

responsive practice setting, clinical services, and models of care to meet changing health needs

improved patient mortality and morbidity.
Moodley said there are severe shortages of pharmaceutical services and of pharmacists throughout the Third World and many developing countries
(including South Africa) depend on manpower substitution. This involves relying on non-pharmacist health personnel such as medical, nursing or
community health workers.
He stated that by increasing the availability of pharmaceutical care and services, pharmacies can be used as points of care. This would meet the needs
of the population and alleviate the burden on other healthcare professionals. The picture of pharmacy within the framework of Universal Health Coverage
(UHC) through NHI is for pharmacists to:

develop the pharmacy workforce – invest in training and research

integrate the pharmacist within multidisciplinary teams – greater collaboration between doctors, healthcare teams and pharmacists

develop the pharmacy profession – form strategic partnerships and strengthen organised pharmacy
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raise awareness of pharmacy roles and services
have access to patients’ health records
have services that meet the population’s needs
enhance person-centred care
optimise the role of technologies for improved service delivery.

In concluding, Moodley said to achieve ‘The Picture – Pharmacy 2030’ pharmacists need to change the way they are doing things. This they can do by
‘developing and enhancing models of care to improve patient outcomes’. Examples of medicine optimisation models include:

medicine therapy management

new medicine service

transition of care

medicine error reduction

chronic disease monitoring via a pharmacy clinic

antimicrobial stewardship
In concluding, Moodley said to achieve this would require ‘commitment, innovation and teamwork’.

(c)

Enhancing TB/HIV patient outcomes – new drugs, new strategies
Dr Kogie Naidoo, Head: TB and HIV Treatment Research, CAPRISA, South Africa

Dr Kogie Naidoo spoke on the global epidemiology of HIV in top ten African countries, with South Africa being the highest at 18% and Malawi the lowest
at 3%. She reported that in South Africa, HIV and TB contribute to a large proportion of the deaths in KwaZulu-Natal. Naidoo said that the world has made
impressive progress in the HIV response, but the spread of HIV has yet to be controlled. In 2015, worldwide there were 37 million people living with HIV, 2.1
million new infections and 1.1 million HIV deaths. What is new since the 1 st National Pharmacy Conference in 2013?

evidence for early antiretroviral therapy (ART)

evidence for pre-exposure prophylaxis (PrEP)

increase in acquired and transmitted drug resistance

research of Tenofovir Alafenamide versus Tenofovir Disoprocil Fumarate.
What is new in the October 2015 WHO HIV treatment guidelines?

treat all HIV+ across all ages

prioritise the sickest – low CD4 counts

PrEP – antiretroviral prophylaxis for prevention

new age band for adolescents (age 10–19 years)

option B+ as the new standard for pregnant women

strong focus on viral load monitoring.
Naidoo presented new evidence to support the Universal Test and Treat for HIV (UTT) strategy, evidence from various articles supporting early ART initiation
and the 2014 UNAIDS 90-90-90 treatment targets. She explained the algorithm for the diagnosis of second line ART failure and the choice of third line
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agents, and presented the statistics relating to the management of drug-resistant TB (DR-TB) and the current DR-TB therapy of medicines, duration and
outcomes, and common toxicities. In conclusion, Naidoo emphasised that:
 There is a disproportionate burden of HIV and TB in SA.
 UTT for HIV offers a unique opportunity to limit Aids-related morbidity and mortality.
 Use of ART in HIV negative individuals is a giant step forward in reducing onward transmission of HIV.
 UNAIDS 90-90-90 treatment targets are within every country’s reach.
 New drugs and regimen for managing DR-TB and ART failure offers hope for those failing therapy.

(d)

Medicines optimisation through medicine use reviews
Professor Ilse Truter, Department of Pharmacy and Leader of the Drug Utilisation Research Unit (DURU), Nelson Mandela Metropolitan University, South Africa

Professor Ilse Truter reported that medicines optimisation is about ensuring the right patient gets the right diagnosis, the right medicine, the right dose and
the right information. This equates to rational drug therapy. Medicines optimisation focuses on actions taken by all healthcare and social care practitioners
and requires greater patient engagement and professional collaboration across health and social care settings. The four guiding principles to medicines
optimisation are:

aim to understand the patient’s experience

evidence-based choice of medicines

ensure medicine use is as safe as possible

make medicines optimisation part of routine practice.
Medicines optimisation involves pharmacists focusing on their patients with the goal of helping them to: improve their outcomes, take their medicines
correctly, avoid taking unnecessary medicines, reduce wastage of medicines and improve medicines safely. Pharmacists ultimately need to encourage
patients to take ownership of their treatment. In concluding, Truter said that pharmacists are the custodians of medicine and emphasised that as a
profession:

Pharmacists need to change the way in which they support patients to take their medicines correctly.

Medicines optimisation offers the opportunity to collaborate with patients, the public and industry to achieve better outcomes.

Pharmacists need to move the focus from cost to value.

Pharmacists need to embrace innovations and new technologies.

Medicine optimisation goes hand-in-hand with medicine use reviews.
Truter quoted from the 2015 guidelines released by the UK National Institute for Health and Care Excellence (NICE) which states that medicine use review
is ‘a structured, critical examination of a person’s medicines with the objective of reaching an agreement with the person about treatment, opt imising
the impact of medicines, minimising the number of medication-related problems and reducing waste’. She referenced the FIP 2015 article on Medicine
optimisation: CPS vision 2020 (Part 2) and various guiding documents.

Recommendations after morning session (Commission 2):
1.
2.

Practice Committee: expedite the publication of the regulations relating to specialisation, for example the Professional MPharm (Clinical Pharmacy).
Education Committee: approve and accredit universities that need to offer the new approved curriculum for the Professional MPharm (Clinical
Pharmacy).
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3.
4.

National Department of Health: create clinical pharmacist posts, especially in the public sectors.
The Profession:

Develop and enhance models of care to improve patient outcomes.

Pharmacists role in NHI:
o increase the availability of pharmaceutical care and services
o develop the pharmacy workforce
o integrate the pharmacist within multidisciplinary teams
o raise awareness of pharmacy role and services
o have access to patients’ health records
o offer services that meet the population’s needs
o enhance person-centred care
o optimise the role of technologies for improved service delivery

Pharmacists to better support patients to use their medicines optimally.

Impact of legislation and policy on the profession
The single exit price and dispensing fee appear to be contentious issues among a broad sector of the pharmacy profession. The matter came under scrutiny
during the 2nd National Pharmacy Conference, and presenters were not shy in expressing their sentiments over the matter.

Programme Director: Mr Sham Moodley
Secretariat: Ms Debbie Hoffmann
(a)

Impact of pricing regulations on the viability of community, hospital and manufacturing pharmacy
Professor Sarel Malan, Director, School of Pharmacy, University of the Western Cape, South Africa

“As pharmacists, our personal success is connected with healthy communities and making a difference.” This was the opinion of Professor Sarel Malan as
he presented his perspective on the impact of pricing regulations on the viability of community, hospital and manufacturing pharmacy. He provided
background information on the introduction of the pricing committee that had tabled an appropriate single exit price (SEP) and dispensing fee for the
Medicines Amendment Act in 1997. He explained that the ‘maximum’ dispensing fee applied via the legislation on medicines sold by pharmacists affects
the income potential of pharmacists.
Any number of pharmacists providing the same service and selling the same drug could all earn varying incomes due to the wording provided in the Act,
which is not stipulated as ‘fixed’ pricing but as a ‘maximum’ pricing. The dispensing fee was introduced in November 2010, with various adjustments since
then and 2015. In July 2015, many industry members submitted requests for proposals for a methodology on a systematic review of a dispensing fee.
Malan commented on the possible knock-on effects of two annual adjustments to the dispensing fee in five years. “Price control distorts the allocation of
resources. Price ceilings cause shortages while price floors cause surpluses, at least for a time. Incentives to evade controls are ever present. Sixty-eight
percent of pharmacists are in larger cities, 27% are in towns, and rural areas are severely underserviced,” he said.
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Malan also drew parallels with a number of pharmacy closures during 2008 and a marked decrease in the first year intake between 2005 and 2008 that
happened along with the price regulations in 2008. “We have lost pharmacies in places where they cannot be replaced,” he said. Using findings from a
Helen Suzman Foundation Report on Pharmaceuticals in South Africa – An Enquiry, Malan spoke about the disadvantages for individually owned
pharmacies, possibly rising as a result of the ‘maximum’ price on medicines, including the SEP. “According to the report, the three factors impacting
individually owned pharmacies are: licensing – process and application of regulations; horizontal collusion – lease agreement in malls; and exclusion of
individually owned pharmacies from access – promoted by vertical integration,” he said.
Malan also expressed concern over the impact on the pharmacy workforce, particularly on locum fees. He was very vocal in his call to his pharmaceutical
colleagues saying that “pharmacists should still be the decision-makers in legislation affecting pricing” and should not allow other sectors of the supply
chain to take over.

(b)

Does the current pricing structure encourage the rational use of medicines?
Mr Mogologolo Phasha, Chief Executive Officer, Black IQ Pharma, South Africa

Continuing the debate on pricing structures, Mr Mogologolo Phasha lambasted legislative powers on placing rulings on dispensing fees and not on other
medical-related costs in the healthcare chain. “Hospital costs and specialist costs are escalated. These are the interventions that are not regulated and
this is where the cost lies. We’re grappling with regulation of healthcare interventions versus the regulation of medicine. The victims here then are
pharmaceutical professionals.” Phasha provided insight into the concept of the rational use of medicines. Rational use requires that ‘patients receive
medications appropriate to their clinical needs, in doses that meet their own individual requirements, for an adequate period of time and at the lowest
cost to them and their community.’ Phasha quoted a WHO study which estimates that ‘more than half of all medicines are prescribed, dispensed and
sold inappropriately.’ According to IMS Dataview’s 2015 South African Pharmaceutical Market Breakdown, this means that of the 53.2 billion counter units
of medical products sold nationally, half was sold inappropriately.

(c)

Designated service providers: What is the advantage?
Dr Humphrey Zokufa, Chief Executive Officer, Board of Healthcare Funders and Specialist in Clinical Pharmacokinetics

Opening the interactive debate on the topic of designated service providers, Dr Humphrey Zokufa jumped straight into the contention around pricing.
“As a member of the original pricing committee, we started off and didn’t complete full policy regulation on pricing. How do I feel right now? Rotten!
Launching of a dispensing fee is not a static process. It’s a dynamic process that requires input from external parties and from the pricing committee.”
“The capacity for monitoring sections 18A (bonusing), B (sample), C (marketing) of the Medicines and Related Substances Act 101 of 1965 is not there.
This is an entry point which must be implemented by the state,” he said.
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COMMISSION 3: Innovation in Pharmacy
Social media platforms have everybody communicating with all and sundry, and during the 2 nd National Pharmacy Conference pharmacists were urged to use
the explosion in technology to their best advantage. As people are active participants on social media, pharmacists have the opportunity to explore the use of
apps to engage their consumers and disseminate information that improves personal and community health practices.

Use of technology in pharmacy
Programme Director: Dr Panjasaram (Vassie) Naidoo
Secretariat: Mr Vincent Tlala
(a)

Identifying the technology gaps in the practice of pharmacy
Dr Joey Chifamba, Director, Cornelder Industries and the Applied Dermal-technology Research and Innovation Centre (ADRIC), Zimbabwe

Embarking on the theme of innovation in pharmacy, nanopharmaceutics expert Dr Joey Chifamba emphasised the need for pharmacists to embrace
technology as ‘emerging technologies have created a technological mudslide for the industry’. “Knowledge no longer resides in a brilliant mind,
systematic studying or books, but resides in a complex relational pattern of networks brought forth to coordinate human action by emerging technologies
which have a capacity to revolutionise the traditional pharmaceutical industry systems,” said Chifamba. “Technology is going to advance and there is
no stopping it … you either get on board or get left behind,” he said.
His advice to the profession was that pharmacists should change their thinking and look beyond the conventional ways of delivering a service. They
should embrace and use new technology creatively to their advantage. It was up to the profession to adapt and come up with new and innovative
ways to achieve better service and healthcare delivery. He concluded his presentation with the phrase “Adapt or Die”, being a reference to Charles
Darwin who is purported to have said, “It is not the strongest species that survive, nor the most intelligent, but the ones most responsive to change.”

(b)

E-prescribing and when it is to be implemented in SA
Mr Griffith Molewa, Deputy Director Law Enforcement, Department of Health, South Africa

Mr Griffith Molewa outlined the proposed amendment to the Medicines and Related Substance Act, 1965. The Act stipulates that ‘every prescription for
a medicine must be issued by an authorised prescriber and should be written in legible print, typewritten or prepared with an electronic agent as defined
by and in compliance with the Electronic Communications and Transactions Act (ECT), 2002 (Act 25 of 2002)’. The intention of the proposed amendment
is to allow for the digital age and computer generated prescriptions. This implies that a computer generated prescription will be regarded as a ‘data
message’, and if there is no mention of the type of signature required, it will mean an advanced electronic signature (AES) is needed. The AES is an
electronic signature resulting from a process accredited by the authority as provided for in Section 37 of the ECT Act.
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The legal and operational obstacles for pharmacists on the AES include the need to sign an advanced electronic certificate and the need for
authentication methodology, both of which are being investigated. There is no final date on the publication of the e-prescribing amendment into law.

(c)

Empowering patients through technology
Dr Lynn Weekes, Chief Executive Officer, NPS MedicineWise, Australia

“Consumer engagement at every level must be nurtured, authenticated and encouraged as people are now active participants and use multiple online
platforms to find out what other people are talking about with drug trends.” These were the words of Dr Lynn Weekes in her presentation on ‘Empowering
Patients through Technology’ during a panel discussion at the 2 nd National Pharmacy Conference. She said the ‘disruption of health services could come
from other areas like gamification which is social and thus attractive to consumers’. She cited as an example Pokémon Go, a mobile game that has
captured the imagination of people worldwide. The game gets people outside and exercising and socialising with other players and has resulted in 144
billion extra steps taken by users playing the game. Weekes called on pharmacists to understand that their role is to ‘discern quality apps’ from everything
available on mobile for health monitoring usage, and ‘practise humility’ as health professionals in order to ‘respect and respond to consumer
engagement’. She also recommended that pharmacists investigate the opportunities of drawing on big data collected from consumers using wearable
technology to track their fitness. The data could give pharmacists a better understanding of the health needs of their patients.

(d)

The potential role of social media as a patient education tool
Mr Mario Botha, Director MRA Regulatory Consultants (Pty) Ltd, South Africa

Mr Mario Botha spoke on the critical importance of pharmacists embracing social media to connect with consumers and discover better ways to educate
their patients. He cited recent coverage by The Huffington Post on the increased use of ‘social media and online discussions by medical professionals to
provide evidence-based perspectives on current public health challenges and the provision of continuing education on a global scale through online
learning communities’. The uptake of online technologies by healthcare professionals globally speaks to the ‘increased need for promotion of the spread
of information to improve both personal and community health practices’, he explained. Pharmacists are able to connect with their patients and have
a conversation with them – via social media platforms they can educate, and share health and prescription drug information. There are many ways they
can better meet the needs of their patients. Botha cautioned pharmacists and other healthcare professionals to be mindful of maintaining certain rules
and codes when engaging with patients online. Care must be taken to maintain professional boundaries, ensure the use of appropriate content (such
as images, quotes, statements), maintain confidentiality, understand privacy settings online, and be aware of their online image.

Use of technology in pharmacy (afternoon session)
Programme Director: Mr Tshepo Mphaka
Secretariat: Mr Vincent Tlala
(a)

The hospital pharmacist and the e-health revolution
Ms Vishala Gokool, Netcare Group Hospitals, South Africa

Ms Vishala Gokool provided feedback on the Netcare Hospital’s initiative to practise antibiotic stewardship in its hospitals.
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(b)

Automation in pharmacy together with remote automated dispensing units (RADU)
Mr Fanie Hendriksz, Managing Director, Right ePharmacy, subsidiary of Right to Care, South Africa

Mr Fanie Hendriksz provided information on the pharmacy dispensing units developed by Right to Care. The following patient challenges drive this
innovation:

access to medicines

economic impact, for example travel costs

patient experience

medicine availability – stockouts, supply chain

patient safety

impact on adherence

information technology

additional health risks for patients, coexposure to infectious diseases due to long waiting time.

(c)

Electronic health records: role, responsibility and accountability of healthcare practitioners
Ms Shirley Leadbeater, National Pharmacy Practice Manager, Life Healthcare, South Africa

Ms Shirley Leadbeater elaborated on the use of electronic health records (EHRs) which are digital versions of a patient’s medical history. EHRs are real
time, patient-centred records that make information available instantly and securely to authorised users. They typically consist of a patient’s diagnosis,
medications, treatment plans and care records, allergies, radiology images, and laboratory test results. “The dynamics of healthcare in South Africa
require innovative thinking to drive sustainable, cost effective, quality healthcare,” said Leadbeater. Life Healthcare has developed an electronic
intensive care unit (E-ICU) concept to move toward a paperless system to improve clinical outcomes, operational efficiencies and introduce predictive
analytics. The system automates the various aspects of delivering care in the ICU setting and impacts the doctor, nurse and patient experience.
Information is captured and available on a real-time basis, which allows an increased focus on patient care rather than manual administrative tasks,
thereby improving clinical outcomes and reducing inefficiencies. The ability of doctors to prescribe electronically is an essential part of this concept.
While there are many benefits arising from EHRs, there are three important concepts in law concerning the generation and subsequent use of electronic
records of patient care and professional activity, namely confidentiality, consent and liability. The system will involve input from a number of stakeholders
all of whom will ultimately share the responsibility of protecting personal information via secure access to patient data, ensuring the input of accurate,
quality information, timeous recording of vital signs and clinical interventions, and ensuring that the correct medication is dispensed and administered.
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COMMISSION 4: NHI, Primary Care and the Burden of Disease
Effective and efficient distribution of medicine
Programme Director: Mr Mogologolo Phasha
Secretariat: Ms Debbie Hoffmann
(a)

Innovative ways of delivery of medicines (interactive session)
Ms Jackie Maimin Chairperson of the Practice Committee, South African Pharmacy Council

In addressing innovative ways of delivering medicines, Ms Jackie Maimin said cognisance must be taken of the fact that there are more pharmacies in
the private sector than there are in the public sector. However, when it comes to thinking out of the box, there are certain key principles and
considerations that should be taken into consideration, such as patient safety, privacy and confidentiality, access [to medicine], accountability, control,
cost effectiveness, professional independence, patient’s right to choice, scalability and sustainability, ethical conduct and counselling.
Current innovative ways for the delivery of medicines in South Africa include the Centralised Chronic Medicines Dispensing and Distribution (CCMDD)
programme, pick-up points away from healthcare facilities, pharmacy-linked distribution points, the use of remote automated dispensing units, mobile
pharmaceutical services and the internet. Maimin stated another initiative which is trending globally is the extended services approach where patientcentric models of care offer assistance for minor ailments, medicine utilisation reviews, clinic services, primary care drug therapy (PCDT), immunisation,
and chronic medicine management, to name a few. Looking into the future, Maimin said the probability of 3D printers and drones coming to the fore
was highly likely. In response to the presentation, the following additional ideas were provided by the floor:

New WHO Guidelines that provide that a patient may be given six months’ supply of HIV medicines at a time. This has already been implemented in
Zambia, Congo and Mozambique.

The broadening of regulation 12 under the Regulations relating to pharmacy practice, allowing pharmacist’s assistants to work under indirect
supervision in facilities other than a primary health centre (PHC), as well as obtaining approval for other PHC facilities.

(b)

Drug supply management: what are the knowledge and training needs for the district/responsible pharmacist?
Mr Bada Pharasi, Country Representative for South Africa, Management Sciences for Health

In addressing the delegates, Mr Bada Pharasi said South Africa has a complex health system with a high and intricate burden of disease that includes HIV
and Aids, TB, non-communicable diseases and violence and injuries. Added to this are national policies that speak to the UNAID 90-90-90 strategy targets
by 2020 and the implementation of Universal Test and Treat. This takes place in an environment where there is an imbalance between the need for and
the availability of healthcare professionals, coupled with high turnover rates. Fragmented pharmaceutical management information also adds to the
complexity of the health system.
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Pharasi said that common factors which affect the distribution and availability of medicines include the failure of provinces to pay suppliers on time,
inaccurate forecasting and demand planning, inadequate application of management information systems, poor supervision and performance
management at PHCs (which includes the insufficient training of PHC staff in medicine management), and the burden of new targets which are not
accompanied by infrastructure and systems. With the common objective of improved medicine distribution, availability and use at primary healthcare
level, the question is, ‘who is responsible for medicine supply management at primary care level?’ In answer to this, the need arises to ask what knowledge
and training needs are required for there to be effective and efficient medicine management at primary care level. The relevant people need to be
equipped to make informed decisions pertaining to governance, information systems, financial management, leadership and quality improvement. In
practical terms, this means that the responsible pharmacist needs:




A practical knowledge and awareness of:
o the National Core Standards
o implementation plan for the Antimicrobial Resistance Strategy Framework
o Pharmacy and Therapeutic Committees (PTCs) Policy and implementation
o current national policies on medicines distribution and central dispensing
o information systems for decision-making and visibility
o the Provincial Policy on Supervision of Medicine Supply Management at primary care level
o the Batho Pele Principles.
Training requirements:
o a basic understanding of electronic stock management systems
o operational research at facility and district level
o financial management (budgeting, expenditure, accounting)
o leadership development.

Pharasi recommended extra-curriculum learning and research programmes for pharmacy staff, as well as uniform job descriptions and performance
norms for responsible pharmacists, across all provinces, pertaining to medicine management at primary care level. In response to the presentation, the
following additional ideas were provided by the floor:

the need to get pharmacy more involved at PHCs

the idea of centralised budgets that are ring-fenced for pharmaceutical services.

(c)

Will a state-owned pharmaceutical manufacturing company solve the shortage of medicines?
Mr Rajen Naidoo, President and Chief Executive Officer, Kiara Health

Mr Rajen Naidoo gave an overview of Ketlaphela, a state-owned active pharmaceutical ingredient (API) manufacturing plant with the aim of producing
antiretrovirals (ARVs), which are currently imported, for South Africa. Naidoo said that in South Africa, access to medicines is a constitutional right and
imposes an obligation on state to ensure security of supply. He mentioned the issue of stockouts and said factors limiting access to medicines were supply,
sociopolitical, economic and demand issues.
He cited manpower, money and materials (disruptions, breakdown in global supply chains, equipment breakdown), supply and demand, and
manufacturing difficulties as causes of medicine shortages. The Department of Science and Technology’s bioeconomy strategy places emphasis on
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developing improved vaccines, diagnostics and medical devices, strengthening research and development and establishing pharmaceutical
manufacturing, he said. Naidoo recounted the successes that the Indian Government achieved in the production of APIs by creating governmentowned bulk drug companies, commencing with the first in 1954. Naidoo stated a state-owned company could help solve the problem of medicine
shortages and could create a sustainable competitive industry.
Ketlaphela aims to work on the concept of ‘continuous flow chemistry’ as opposed to ‘batch chemistry’ in order to reduce the production times of APIs.
The aim of Ketlaphela is to partner with local manufacturers and not to compete with them. In response to the presentation, t he following additional
questions or ideas were provided by the floor:

How can South Africa compete with the prices of APIs from countries such as India and China?

Would it not be preferable if, as an API manufacturing plant, that Ketlaphela produces multi-products and not just one product?

National Health Insurance
Programme Director: Ms Nocawe Thipa
Secretariat: Ms Hlone Masiza
As the health department’s preparations for the introduction of the National Health Insurance intensify, Department of Health Deputy Director-General
Dr Anban Pillay has called on pharmacists to carefully think about the services they provide to their communities and the ways in which pharmacists
could be freed from dispensing duties to better interact with patients. He advised delegates at the 2 nd National Pharmacy Conference that pharmacists
needed to broaden their outlook on the services they provided.

(a)

National Health Insurance – the road travelled and future direction for pharmacy
Dr Anban Pillay, Deputy Director-General, Health Regulation and Compliance Management, National Department of Health, South Africa

Dr Anban Pillay informed conference goers that the National Health Insurance (NHI) would fundamentally shift the delivery of healthcare services in South
Africa as it tackled inequality issues. Consequently, pharmacists should broaden their outlook on the services they provided in their businesses. Beyond
traditional dispensing services, additional services include screening, clinic facilities, medical devices, beauty products, chronic disease management,
direct patient interventions, immunisations and the ability to promote healthy lifestyles. Pillay believes pharmacists should also be encouraged to treat
minor illnesses including upper respiratory infections and allergies as South Africa continues rolling out the first phase of the NHI initiative aimed at providing
primary healthcare. This element of the NHI implementation aims for early identification or prevention of diseases; integrated school health services,
including dental and eye checks and psychological analysis; and initiating district clinical specialist support teams. His comments followed those delivered
by Health Minister Dr Aaron Motsoaledi during the conference’s opening ceremony where he highlighted the concept of universal healthcare financing
aimed to ensure every citizen globally has access to equitable healthcare based on their health requirements and not their socioeconomic status.
“South Africa does not have a debate about the quality of healthcare since the reality is the depth of the pocket determines the level of care. We need
to serve citizens in line with international conventions,” said Motsoaledi. The NHI was not calling for private healthcare to be closed down to introduce a
‘poor public healthcare system that is corrupt, inefficient and unable to deliver’, but South Africa must recognise the current private healthcare system
was expensive in global terms. Currently, while 16% of the population belong to medical aid schemes, Motsoaledi said a Competition Commission enquiry
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into the private healthcare system had identified only 10% of citizens can afford to use it. Pillay said in a country suffering the world’s highest Gini
coefficient, specifically the measure of income distribution within a nation and commonly used to measure inequality, the NHI aimed to level the disparity
between South Africans. This was particularly relevant knowing the country deals with ‘the cocktail of four colliding epidemics’, namely maternal and
new-born health, HIV, Aids and tuberculosis (TB), non-communicable diseases and violence.
“The reality is the poorest South Africans have the highest healthcare needs and lowest access … when (the private sector) can pay more, it attracts
services away from the poorer areas,” Pillay said. While the country’s healthcare expenditure as a percentage of gross domestic product (GDP) was
better than Russia, India and China – three of its partners in the BRICS (Brazil, Russia, India, China and South Africa) trading bloc – there was an indisputable
disparity within that spending. This underpinned government’s thinking towards ‘social solidarity’ in healthcare provision where taxes funded everyone’s
healthcare requirements – in times of health, an individual funded the health requirements of an ill South African, and during their times of need, funding
was provided by another individual. Pillay said the key areas in which pharmacists would play a role in the NHI was in location and reimbursement for
their services, specifically as an accredited service provider. Retail pharmacies concentrated in urban areas would need incentives to encourage them
into rural neighbourhoods. Pillay also believed the current fee for service reimbursement method could be revised as there was a potential incentive to
dispense all the medicines available or push more expensive products.

(b)

Accreditation of health facilities for NHI
Dr Anban Pillay, Deputy Director-General, Health Regulation and Compliance Management, National Department of Health, South Africa

Dr Pillay’s presentation covered the accreditation of health facilities for the NHI and the provider payment mechanisms, the main mechanism being a
risk-adjusted capitation system. The implications for pharmacy will be on:
 location – geographic distribution and physical location of practice
 reimbursement will favour:
o
remote dispensing services
o
rational drug use
o
generic substitution
o
the use of evidence-based formularies.
 procurement and distribution:
o
there will be central negotiations on prices
o
all accredited services will benefit from state negotiated prices
o
there will be copayment in cases where nonformulary medicines are used
o
chronic and acute medicine supply.
 additional services:
o
screening
o
chronic disease management
o
treatment of minor illnesses
o
direct patient-care interventions
o
promotion of healthy lifestyles
o
immunisations.
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Recommendation to the Practice Committee:
Council should be in discussion with the Department of Health on matters relating to distribution so that GPP is not contravened.

(c)

Reducing health inequity – distribution of pharmacies in RSA
Professor Martie Lubbe, Lead Researcher of Medicine Usage in South Africa (MUSA), North-West University School of Pharmacy, South Africa

Professor Martie Lubbe opened her presentation with a quotation from WHO: “A well-functioning health system should have enough trained and
motivated health workers, a well-maintained infrastructure, and a reliable supply of medicines and technologies supported by adequate funding, strong
health plans and evidence-based policies.”
She said differences in the access to healthcare was a real concern for health policy decision-makers. The proposed NHI aims to ensure that all South
Africans have access to comprehensive quality healthcare services, and the White Paper of the NHI has identified community pharmacies as potential
access points for medicines, in combination with public clinics. Inequities in the delivery of health services are well documented in South Africa, and until
1994 pharmaceutical services had been concentrated in urban metropolitan areas where the majority of the country’s middle- and upper-income
citizens lived.
Lubbe said her unit had examined changes in the geographical distribution of pharmacies between 2004 and 2016 at national, provincial, district and
local municipality levels. Her presentation included graphs depicting the disparities within the country. Lubbe said to improve the geographical distribution
of pharmacies it will be necessary to review licensing criteria and other interventions imposed by government to improve the availability, affordability
and access to pharmaceutical structures.

Recommendation to the Practice Committee:
Council should persistently discuss the distribution of pharmacies with the National Department of Health for the department to reconsider the licensing
criteria.
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National Pioneer (Professional and Facility) Gala Awards Dinner

The ‘Evening with the Stars’ gala dinner was held at the Durban ICC on Saturday 22 October 2016 where industry professionals from both private and public
sectors were awarded for excellence in pharmacy.
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Finance Minister Pravin Gordhan’s recorded address to recipients and guests at the 2016 SAPC National Pioneer Pharmacy Awards dealt with corruption,
social justice and the continuing professional development of members of the profession. Woven through his speech was a message emphasising the
essential role health and the delivery of quality healthcare played in meeting the values and rights contained in South Africa’s Constitution.
Minister Gordhan, a qualified pharmacist by profession, shared his vision for better service delivery in the healthcare sector and enthused positively on the
future role of the profession in the country’s healthcare system. He expressed his delight at the positive increase of 147% more pharmacists entering the
public health sector. “Health is central to meeting the values and rights contained in our Constitution. Each day we care for a South African better than
we’ve done before, each day we are building the human rights of citizens in South Africa.” “We have to find new ways of ensuring not only better access
to medicines, but more effective ways of people accessing medicines, including chronic medicines, without going through burdensome queues. There is
much to be done to ensure that civil servants become real public servants,” said Gordhan.
Issues of corruption in the healthcare system, achievement of social justice for South Africans and the continued skills development of pharmacists formed
the core message of Gordhan’s address. “How do we ensure that the public finances are spent in the right way and not pocketed in the wrong part of
the value chain? We need to be vocal about the corruption in the health system. Public servants and business people ‘swapping brown envelopes’ must
be called out. Fiscal revenue can be increased if social justice is achieved. South Africans should be able to say we have a dignified existence,” he said.
For continued innovation within the sector, Gordhan said that questions on how to increase the skills level of pharmacists and young people and increase
the levels of innovation, and the way in which the import/export ratio is changed, must be investigated through continued collaboration and
communication within the health sector.
Gordhan also highlighted the need for the industry to start anticipating the eventual introduction and roll out of the National Health Insurance (NHI). He
encouraged health practitioners to view the NHI vision and the health industry in terms of the National Development Plan 2030. He was positive that ‘over
time, as mature South Africans, we will find a way to resolve these issues.’ Funds have already been allocated for the NHI vision and citizen engagement
will happen on the financing model when it is released for public comment. No date has been confirmed for the release. Gordhan started his career as a
pharmacist at King Edward Hospital in Durban before changing direction and embarking on his political career. Representing award sponsor Aspen
Pharmacare, Stavaros Nicolau continued with the message of positivity and hope in building better healthcare for all South Africans and transforming the
spirit of entrepreneurship in the country. He praised the efforts of all award recipients who had demonstrated excellence in the pharmacy fraternity.
SAPC Registrar Amos Masango, in his opening address, said that Council selected recipients in the categories of ‘Pioneer Pharmacy Professional’ and
‘Pioneer Pharmacy Facility’ for their commitment to ensuring sustainable pharmaceutical services for all South Africans. The awards initially took root in
government’s National Health Recognition Awards and over the past six years have branched out to successfully build a national network of pharmacy
professional across various industries.
Professor Praneet Valodia from the Western Cape was the overall winner in the Professional Award category. He was recognised for his contribution and
strong track record in healthcare innovation. Other Pharmacy Professional awardees included: Lorinda Cloete – Private Institutional Pharmacist Award;
Caroline de Beer – Public Institutional Pharmacist Award; Maria Zulu – Post Basic Pharmacist’s Assistant Award; Blenerhassit Eager - Community Pharmacist
Award.
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The RK Khan Hospital based in Chatsworth, Durban, took top honours in the Pioneer Pharmacy Facility category for their unique Decongestion Project
which enables patients to collect chronic medicines from alternative pick-up points in the community. Other Pharmacy Facility awardees included: Clicks
Pharmacy Key-West – Community Pharmacy Award, and Life Fourways Hospital – Private Institutional Pharmacy Award.

From left to right: Amos Masango, Registrar/CEO; Professor Praneet Valodia (overall winner in the Professional Pioneer Award category); Professor Manoranjenni Chetty,
SAPC President

From left to right: Amos Masango, SAPC Registrar/CEO; Brian Pillay, Responsible Pharmacist, RK Khan Hospital Pharmacy; Professor Manoranjenni Chetty, SAPC President.
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From left to right: Professor Praneet Valodia (overall winner in the Professional Pioneer Award category); Maria Zulu – Post Basic Pharmacist’s Assistant Award; Blenerhassit
Eager - Community Pharmacist Award; Amos Masango, SAPC Registrar/CEO; Lorinda Cloete – Private Institutional Pharmacist Award; Caroline de Beer – Public Institutional
Pharmacist Award; Professor Manoranjenni Chetty, SAPC President
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DAY 3 – SUNDAY 23 OCTOBER 2016
Programme Director, Dr Humphrey Zokufa: Chief Executive Officer, Board of Healthcare Funders
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COMMISSION 5: Improved Patient Care through Research
Competency-based framework (morning session)
Programme Director: Prof Shirley-Ann Boschmans
Secretariat: Ms Mojo Mokoena
(a)

Competence standards for midlevel workers
Ms Teri-Lynne Fogarty, Registered Pharmacist and Assessor with the South African Pharmacy Council

Ms Teri-Lynne Fogarty informed the delegates of Council’s latest resolutions on midlevel workers, which are to retain the two present cadres, namely the
basic and the post basic pharmacist’s assistants (PAs), and to introduce the pharmacy technician (PT). Council is also reviewing the current qualifications
to ‘correct the incongruences between the scopes of practice and the competencies’. Although the cadres are to be retained, the proposed training
and duration of training will differ from the current practice.
The basic PA course will take six months to complete, the post basic PA course 12 months, and the pharmacy technician course 18 months. The three
courses will fall under the Quality Council for Trades and Occupations (QCTO) sub-framework. Under the Council on Higher Education’s (CHE’s) subframework, the qualification for the pharmacy technician may lead to a higher certificate followed by an advanced certificate or a two-year diploma.
These qualifications will be related to competency standards developed from requirements required in the workplace. Fogarty described the knowledge
required to gain the practical skills that can be applied in the work environment to ultimately gain work experience for each of the levels of the midlevel
worker. She also drew attention to the soft skills that are required. Fogarty closed the session by highlighting the increasing levels of responsibility that
came with each higher category of midlevel worker, allowing the pharmacist to focus on more cognitive tasks.

(b)

Competence standards for pharmacists
Professor Shirley-Ann Boschmans, Head of Department, Pharmacy Department, Nelson Mandela Metropolitan University, South Africa

Professor Shirley-Ann Boschmans covered the following topics in her presentation:

the current (2006) competence standards

the difference between ‘competence’ and ‘competency’

how Council will design the new competency standards

the connection between competency standards and education

the way forward.
The 2006 competence standards were based on unit standards approved for the BPharm qualification. There were initially nine competence standards,
but these standards no longer address the developing and evolving role of the pharmacist in the workplace and Council resolved to review them.
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A task team is considering replacing the term ‘competence’ with ‘competency’, which is considered to denote a broader ability that encompasses
attitudes and values together with knowledge and skills. The following principles will underpin the competency standards:

should inform the BPharm curriculum that is to be reviewed in 2018

must be aligned with professional practice, be relevant and applicable to the evolving role of the pharmacist

must be in the interest of public safety

must encompass the changes and developments in all sectors of pharmacy.
The process of reviewing the standards and their final implementation were discussed. Boschmans provided insight into the proposed domains the
Council’s task team was discussing. The connection between competency standards and pharmacy education is informed by the tripartite WHOUNESCO-FIP Global Pharmacy Education Taskforce, which is a needs-based educational development system.

(c)

Advanced competencies for pharmacists
Dr Hazel Bradley, Senior Lecturer, School of Public Health, University of the Western Cape, South Africa

Dr Hazel Bradley covered the following topics in her presentation:

competency-based approaches in healthcare

competence and performance

advanced practice and specialisations in pharmacy

the global situation

the South African situation.
Bradley expounded the differences between competence and competencies and the criticism levelled at competency-based approaches. Different
countries have different competency frameworks, with many using the FIP 2012 Global Competency framework as a basis to develop a system that is
specific to the needs of their country. The UK and Australia use the term advanced practice and the US and South Africa refer to advanced practice as
specialisations. The differences between advanced practice and specialisation were defined and discussed. The benefits of an advanced practice
include:

improving and safeguarding patient safety

acceptance by other healthcare professionals

provision of role models and sources of mentorship for less experienced pharmacists

employers have evidence of capability

progression of the pharmacy workforce.
Challenges for advanced practice include the lack of global recognition as consensus on
what constitutes advanced practice has not been reached. Other barriers are:

differences in the structures of health systems

differences in the initial education of the pharmacists

differences in scopes of practice

inadequate compensation.
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The US, Europe and Australia recognise specialisations formally by accrediting them against nationally endorsed frameworks. The Council recognises two
specialist qualifications in South Africa, in the fields of radiopharmacy and pharmacokinetics. Three new specialisations, in industry, clinical pharmacy
and public health pharmacy and management, are awaiting approval from the Minister of Health. Bradley concluded that in light of the increasing
burden of disease and the changing model of health service delivery that the NHI will usher in, there are opportunities opening up for pharmacists who
have specialist qualifications.

Innovation and legislation in pharmacy education and training
Programme Director: Mr Jan du Toit
Secretariat: Ms Hlone Masiza
(a)

Council on Higher Education
Professor Narend Baijnath, Chief Executive Officer, Council on Higher Education

According to Professor Narend Baijnath, the Council on Higher Education (CHE) is reviewing the performance of comprehensive educational systems in
terms of quality assurance, including the aspects of:

managing equity and development

participation and throughput rates

graduate attributes

clarification of the roles of the professional councils

empowering higher education institutions towards a system of self-accreditation.
Challenges include:

the decline in funding (#FeesMustFall protest)

ageing academic population

calls by students to decolonise education as the curricula do not resonate with the current environment

pressure to introduce a postgraduate entrance test to enhance further growth.

Recommendation to the Education Committee:
Council should continue discussions with CHE on the role Council should play in terms of quality assurance.

(b)

Quality Council for Trades and Occupations
Ms Joyce Mashabela, 1st Chief Executive Officer, Quality Council for Trades and Occupations

Ms Joyce Mashabela, said the role of the Quality Council for Trades and Occupations (QCTO) in terms of its mandate as stipulated in the Skills
Development Act, 97 of 1998 and the National Qualifications Framework Act, 67 of 2008, includes:
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quality assurance (accreditation of providers and programmes)
qualification management (develop, maintain and improve).

Recommendation to the Education Committee:
Council should continue to collaborate with the QCTO.

(c)

Health and Welfare Sector Education Training Authority
Mr Patrick Samuels, Health and Welfare Sector Education Training Authority

According to Mr Patrick Samuels, the Health and Welfare Sector Education Training Authority (HWSETA) is to introduce a change in the funding model
where the focus will shift from the provider to the tutor. The approach in issuing funds through the discretionary grant (developed according to selected
criteria and paid out at the discretion of the Seta management and board) includes:

facilitating the articulation across education and training systems, including with other qualification frameworks

community engagement

focusing on the tutor rather than the provider.

Recommendation to the Education Committee:
Council should: facilitate collaboration with the HWSETA, especially in terms of funding the learners, as the occupational certificate for pharmacy
technicians is in line with the new model; also fund the internship (using the discretionary grant).

(d)

South African Qualifications Authority
Mr Joe Samuels, Chief Executive Officer, South African Qualifications Authority

Mr Joe Samuels said the role of the South African Qualifications Authority (SAQA) includes:
 creating a single integrated national framework
 facilitating access, mobility and progression of learners
 enhancing quality of education and training
 accelerating the redress of past unfair discrimination.
SAQA is still waiting for SAPC to approve its application for recognition as a professional body.

Recommendation to the Education Committee:
The Office of the Registrar should follow up on SAQA’s application for recognition as a professional body. The application was submitted in December
2015.
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Future of pharmacy education and training: roles and responsibilities
Programme Director: Professor Thiri Govender
Secretariat: Ms Hlone Masiza
Higher education is under threat as academics consider departing the tumultuous environment, characterised by the #FeesMustFall movement and violence
that has strangled South Africa’s universities in recent months, for a less complicated career in industry or business. National and international university professors
shared their views on the future of pharmacy education and training.

(a)

Pharmacy education in Australia
Professor Iqbal Ramzan, Dean and Professor of Pharmacy, Faculty of Pharmacy, University of Sydney, Australia

Professor Iqbal Ramzan said Australia has 43 universities, predominantly publicly funded. Undergraduate tertiary education attracts no fees from
Australians, but government subsidies only cover around 45% of the expenditure. Pharmacy education is now a four-year Bachelor of Pharmacy degree
with a fifth-year of practical work required before the board examination and registration. In 2004 the Master of Pharmacy was introduced as a full, feepaying two-year degree and the initiative has expanded the number of Australian pharmacy schools from 10 to 18. Ramzan said, as with the profession
internationally, the responsibilities of Australian pharmacists now embraces disease prevention and management, vaccinations, the medical cannabis
programme and collaboration with other healthcare professions. “Healthcare needs are changing and pharmacists must be sufficiently agile and adapt
to evolving societal health needs. These include an ageing population and the emergence of the non-communicable diseases epidemic,” Ramzan said.

Recommendation to the Education Committee:
Council should consider investigating the solution Australia implemented in addressing the shortage of pharmacists.

(b)

Pharmacy education in Canada
Dr Lalitha Raman-Wilms, Associate Professor and Associate Dean, Education, at the Leslie Dan Faculty of Pharmacy, University of Toronto, Canada

Dr Lalitha Raman-Wilms presented on the pharmacy education in Canada.have a four-year degree which they want to retain

PharmD is a post bachelor degree

all 10 pharmacy schools are publicly funded and two use French as a medium of instruction

curricula are more clinical with a foundation in science subjects (chemistry, calculus, biology, etc.)
Raman-Wilms, in summary, said the Canadian socialised health insurance system provided free universal coverage, but not for medication until over the
age of 65 years. Currently 40% of drugs prescribed are to the elderly but, by 2035, a quarter of the population would be over 65 years.
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(c)

Pharmacy Education in the Republic of South Africa
Professor Rod Walker, Chairperson Education Committee, South African Pharmacy Council

“The #FeesMustFall issue is a real crisis for South African education as it plays out as a microcosm of South African society reflecting government’s inability
to have stepped in more swiftly and resolved the tensions,” said former Rhodes University Faculty of Pharmacy Dean Professor Roderick Walker on Sunday,
23 October 2016.
Walker rhetorically asked why senior university staff and academics would continue working under the current conditions, including the violence that has
characterised the #FeesMustFall debacle, when they could have relatively safe 8-5 jobs outside academia. Adding to that push was the reality that
highly qualified academics earned ‘the same or sometimes less’ than interns.
Walker’s comments were made during a broader session on the future of pharmacy education and training, specifically the roles and responsibilities
inherent in that environment, and included input from the University of Sydney Faculty of Pharmacy Dean and Professor of Pharmacy Prof Iqbal Ramzan,
and University of Toronto Leslie Dan Faculty of Pharmacy Associate Professor and Associate Dean of Education Dr Lalitha Raman-Wilms.
“The profession must be aware that if the (2016) academic year is not completed – and that is looking like a major reality in many South African universities
– there will be a knock-on for the profession. There will be a lack of interns entering the system next year and a consequent lack of community health
workers (in 2018),” Walker said.
The global shortage of pharmacists, coupled with the attraction of international work opportunities and the poor salaries paid in academia, was draining
the South African pharmacist pool.
Walker said the pharmacist’s role has significantly changed to now incorporate community health counselling, business, financial and cultural acumen,
and the link between doctors, patients and the community. However, universities faced numerous hoops in changing academic programmes, from the
university committee needing to ensure the new programme was financially beneficial to the departments of health and higher education and training,
the SAQA and the SAPC, to name a few. Adding to the complication was the subsidy-driven nature of the funding model.
However, changes to South Africa’s pharmacy courses have introduced elements of cognitive skills development rather than being wholly science based.
There is a focus on primary healthcare, financial and people skills and some limited opportunities for specialisations.
“South Africa’s needs currently are for a generalised level, particularly at the undergraduate pharmacy level, but what cannot be forgotten nor quantified
is the amount of informal learning students absorb via their discussions with students in other faculties,” he said.
Walker believes the postgraduate arena is the appropriate one for South Africa to offer specialisations as this also created the next generation of
academics. This is particularly relevant considering the country struggles to attract qualified people to teach and research.
He argued there is a place for pharmacy interns to undertake their community service year within the university structures as that would provide the
platform from which to teach.
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COMMISSION 6: Clinical Practice and Science
Group practice and patient-centred care (morning session)
Programme Director: Ms Lorraine Osman
Secretariat: Mr Vincent Tlala
Collaboration among different sectors of healthcare professionals was a pertinent topic of discussion at the 2 nd National Pharmacy Conference. In this session
the views of a community pharmacy director, a traditional health practitioner and a government health official were explored. Their perspectives bolster the
belief that collaborative engagements have the potential to provide a comprehensive pharmaceutical service that is beneficial and focused on preventative
healthcare, an ambition shared by both government and private medical funders.

(a)

Nurses in pharmacy: best practices in interprofessional collaboration
Mr Niall Hegarty, Director, Dis-Chem Pharmacies, Wellbeing and Baby Clinics, South Africa

In addressing delegates, Niall Hegarty used the Dis-Chem model of community pharmacy to showcase successful collaboration – the group’s clinics are
supported by onsite clinic sisters. “Clinic sisters were brought in to professionalise the service offered by the pharmacy,” said Hegarty. “They are far better
trained to give the patient the service they require. There is an emphasis on mother and child ailments and preventative healthcare.” He explained how
the clinic acts as a central point and becomes the focus of health in the community.
“The burden of disease – non-communicable diseases like diabetes, hypertension, cardio vascular conditions – an ageing population, and growing
wealth and urbanisation are just some traits characterising the current state of our health in South Africa,” commented Hegarty.
The Dis-Chem model, he elaborated, fosters a synergistic relationship between pharmacists and clinic sisters. This, he says, ‘ties in closely with government
and medical funders’ approach to preventative healthcare’. Clinic sisters and pharmacists working side by side are able to provide the patient with
balanced advice on how to maintain a healthy lifestyle.

(b)

Pharmacy collaborating with complementary and alternative health professions including traditional healers: challenges and
opportunities
Professor Nceba Gqaleni, Adjunct Professor, Durban University of Technology, Visiting Professor at Vaal University of Technology, member of the Interim Traditional Health
Practitioners Council of South Africa

Professor Nceba Gqaleni expounded the theme of collaboration by exploring the challenges and opportunities posed by pharmacy collaboration with
complementary and alternative health professions, including traditional healers.
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He commented that the National Development Plan (NDP) 2030 is vague on a way forward for traditional/complementary medicine. “The NDP 2030 says
that the Traditional Health Practitioners Act, 22 of 2007 provides for a national policy on traditional medicine, but actual integration of traditional medicine
into the national healthcare system and structured relationships with the pharmaceutical industry have been limited.”
Gqaleni said the Traditional Health Practitioners Council is hopeful that ‘although there is no yet defined action plan on what the NDP vision will translate
to, there is a conversation involving the pharmacy council to take it forward’. He said “if we want to find ways to collaborate between pharmacists and
traditional healers, then we need to appreciate that it’s more than products but about varying methods of treatment.”
He stated a glaring issue is the lack of dialogue between pharmacists, healthcare professionals and traditional healers, despite their serving the same
consumer. Gqaleni stated healthcare professionals generally focus on the physical self or what the ‘Bantu realms of existence’ call ‘uMhlabathi’, meaning
the ‘manifested world where the modes of material nature, time-space, and the various kingdoms of existence interact and evolve’.
He explained that traditional healers focus on all seven spheres within the realms of existence which go beyond the physical self to the spiritual self.
Gqaleni asked, “What does that mean for collaboration? Healthcare practitioners have to understand what levels you’re dealing with and how patients
see this.”

(c)

The role of pharmacist in advancing primary healthcare services in the implementation of universal health coverage or national health
insurance
Ms Omphemetse Mokgatle, National Department of Health, South Africa

Ms Omphemetse Mokgatle, representing the National Department of Health, spoke of the department’s goal to ensure an adequate and reliable supply
of safe, cost-effective medicine of acceptable quality and the rational use of prescribers, dispensers and consumers to all South Africans.
She explored the role of the pharmacist in primary healthcare services and said this type of collaboration ties in with the ‘success of the National Health
Insurance (NHI) and will depend on a well-functioning primary healthcare system’.
A challenge for the department is ensuring there are adequate personnel and providers in the system. This is characterised by the current situation where
nurses in the public sector are working as pharmacists but lack the knowledge of a trained pharmacist. Further challenges include long waiting times,
sporadic medicine stockouts and limited availability of full-time multidisciplinary health team members, including pharmacists and support personnel.
Mokgatle reported that the department is aiming to achieve ‘ideal clinic status’ for 3 477 clinics to address these challenges by 2019. This will effectively
mean a ‘clinic with good infrastructure, adequate staff, adequate medicine and supplies and good administrative processes’. She said these measures
would directly impact the successful roll out of the NHI, of which there are currently 11 pilots nationally.
The role of pharmacists within PHC will help “promote good pharmacy practice standards in the multidisciplinary structures, promote good working
relationships with the facility managers and increase participation in the health programme meetings to promote rational medicine use,” concluded
Mokgatle.
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Enhancing practice through continuing professional development (mid-morning session)
Programme Director: Mr Johan Raats
Secretariat: Ms Mojo Mokoena

(a)

Importance of CPD, the activities that define it and barriers
Dr Vassie Naidoo, Senior Lecturer, University of KwaZulu-Natal, Durban, South Africa

Dr Vassie Naidoo shared a topical presentation addressing the following main areas pertaining to CPD: definitions, purpose of CPD, importance of CPD,
barriers and activities relating to CPD.
The various definitions of CPD
 SAPC: Ongoing learning – the means by which a person maintains, broadens and improves their professional competence throughout their working
life.
 FIP: The responsibility of individual pharmacists for systematic maintenance, development and broadening of knowledge, skills and attitudes to ensure
continuing competence as a professional throughout their careers.
 CPD: Conscious updating of professional knowledge and the improvement of professional competence … a commitment to being professional,
keeping up-to-date and constantly seeking to improve. Commitment to CPD is central to demonstrating professionalism.
Purpose
 Keeping up-to-date. Broadening and maintaining knowledge and skills – ensuring safe practices and remaining competent.
 Support future professional development potential to expand one’s scope of practice.
 Develop personal qualities – execute professional and technical duties. Personal qualities are needed to achieve the former two purposes.
Importance
 part of good professional practice
 consumer benefits: the professional has the latest knowledge and improves performance in their current role
 less litigation
 regulatory and professional bodies safeguard the standards of competence
 enhanced status of the profession with other healthcare professionals and enhanced career prospects.
Activities must be:
 personalised – not a one-size-fits-all approach
 relevant – subject speciality or practice must be based on the needs of your learners or clients
 sustained – new skills and ideas need time
 supported – coaching or mentoring colleagues
 collaborative – collaboration with colleagues.
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Barriers:
 accessibility (location/distance) of group learning activities
 lack of time
 cost of participation
 lack of relevant learning opportunities
 uninteresting subjects or topics
 lack of quality learning activities
 lack of learning opportunities to match the learning style
 family constraints (e.g. spouse, children)
 professional burnout
 subjects/topics too specialized
 low personal priority of learning in relation to other activities.
Naidoo concluded with ‘training or education is something that can be presented by others, whereas professional development is something that can
be done only by and for oneself’.
Further discussions: delegates were informed that with the current model of CPD submissions to the SAPC, there is no need to pay sums of money to gain
CPD. It is most important that you identify your gap in knowledge and then source an appropriate path to gain that knowledge.

(b)

CPD implementation – successes and pitfalls
Ms Nadia Bukhari, Head of Alumni Relations, UCL School of Pharmacy, London, UK

Ms Nadia Bukhari discussed the successes and pitfalls of implementing continuing professional development as follows:

The current UK model – the General Pharmaceutical Council oversees the CPD for pharmacists and sets the standards and rules. CPD submissions
became mandatory on 1st March 2009 and pharmacists must submit nine entries per year.

Review of CPD activities is undertaken by the General Pharmaceutical Council.
In 2015 the General Pharmaceutical Council published the Review of Continuing Professional Development Report. Some of the findings in this report are:

Most individual registrants say that their completion of CPD records can be erratic because of their varying workloads. Due to this, some feel it can
be difficult to find time to complete CPD records. Some who tend to complete their records in one sitting cite workload as the reason for doing so.
As a result of other priorities, some only record their CPD activities when they are called to review.

A few registrants were particularly negative about the fact that registrants are only called to review every five years. They feel that it undermines a
process that is designed to support continual development.

The CPD record review demonstrates that the amount of detail documented for each record varies considerably from registrant to registrant, and
individual registrant’s records can also vary considerably. This supports the finding that the time it takes to review a record can vary considerably.

Some respondents think that the CPD process as a whole does support them to make improvements to their knowledge and professional practice.
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Most, however, think the CPD requirements do not support them in this respect – many feel that they are doing CPD activities regardless and that the
development of knowledge is not reflected in the CPD process itself.
A number of registrants think the ‘tick-box’ nature of the ‘plan and record’ process and the requirements needed to pass the ‘call and review’ are
removed from professional practice.

In 2018, the General Pharmaceutical Council plans to introduce new arrangements to further assure that pharmacists and pharmacy technicians meet
standards for safe and effective practice throughout their careers.
Why the changes are made
Research has shown that members of the public would like to have further assurance that health professionals (including pharmacy professionals) are
safe and effective beyond initial registration.
Pilot
The General Pharmaceutical Council conducted research and tested various options. They found that more can be done to encourage reflection on
learning and practice in different innovative ways. These are now being piloted with a wider group of volunteer pharmacy professionals:

record four CPD entries in a new, simplified recording format

carry out and document a peer discussion

produce a case study of a change to practice that has benefited patients or service users.

(c)

The value of measuring outcomes of CPD
Dr Owain George, Registrar, Pharmacy Council of New Zealand

In New Zealand, the competence standards for entry level pharmacists was introduced in 1997 and endorsed for all pharmacists in 1998. The competence
framework was subsequently developed.
The CPD programme called ENHANCE was piloted in 2001. The cycle includes the following steps: reflection, planning, action and results. The learning
goals arise from self-assessment and other sources such as dilemmas in practice. Most pharmacists found the ENHANCE programme useful in determining
their own CPD needs.
There was overwhelming support among participants for regular, mandatory ongoing professional development in order to ensure competence to
practise.
When responding to questions that George asked, most pharmacy delegates in the audience rated their challenges of work and the skill level required
for the work as high. The Pharmacy Council of New Zealand developed a framework as the basis for approving recertification programmes.
Programme providers must:
 Assist pharmacists to maintain their competence by engaging them in meaningful and relevant professional development.
 Develop a programme that is adaptable to the learning needs of pharmacists in their practice settings.
 Ensure that pharmacists’ learning is relevant, of high quality and results in a benefit to patients.
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Ensure that pharmacists see the relevance of CPD to their everyday practice to engage in effective learning.
Ensure the barriers for pharmacists engaging in CPD are identified and addressed.
Ensure pharmacists meet the recertification requirements by engaging in effective learning and not by aiming for the minimum requirements.

The Pharmacy Council of New Zealand accepts that it may take time for the above to be fully realised, and providers will need strategies and goals in
place to achieve the required results.

(d)

Building confidence and credibility in your practice: the Canadian experience
Dr Lalitha Raman-Wilms, Associate Dean of Education and Associate Professor, Leslie Dan Faculty of Pharmacy, University of Toronto, Canada

Dr Raman-Wilms expounded the relevance and purpose of CPD to practising pharmacists, namely to maintain competence so the care they provide is
the best for the patient. This can be done through self-reflection, self-assessment and peer assessment. She covered the following topics in her
presentation:
Dimensions of professional competence:

cognitive function: acquiring and using knowledge to solve real-life problems.

technical: physical assessment skills, injections administration.

context: clinical setting, time.

integrative function: biomedical and psychosocial information for clinical reasoning.

relational function: communicating effectively.

affective/moral function: willingness, patience, emotional awareness to use skills appropriately.

habits of mind: attentiveness, critical curiosity.
How to carry out professional development and ensure professional competence:

self-regulated health professions are mandated to ensure that licensed practitioners continue to provide safe and effective care to patients

ideal: assurance of practice competence (performance), guided by a set of standards

often proxy markers are used – effectiveness?

competence-based assessments: what one is able to do in a simulated situation (testing situation).

performance-based assessments: what health professionals do in daily practice, for example practice audits, onsite assessments.
The Ontario experience
The Regulated Health Professions Act governs all health professions.

define scope of practice – what does the profession do?

establish a health regulatory college to govern the profession to protect the public.

each college put in place three components to ensure competence.
The Ontario College of Pharmacists – provincial regulatory college

a peer review process must be in place.

practice assessments must be done.
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each pharmacist to do a self-assessment.

The National Association of Pharmacy Regulatory Authority has model standards of practice for Canadian pharmacists. The Quality Assurance
Programme consists of three programmes:

learning portfolio

self-assessment

peer review.
Support for effective CPD

list of continuing education providers is available on the college website (topics and courses are listed).

college’s continuing education coordinators – resource and support

professional advocacy associations.
 continuing education may be accredited through the Canadian Council on Continuing Education in Pharmacy.

special Interest Group lists.
Summary
 Goal: build the confidence of pharmacists while ensuring that they provide safe and effective care.
 Responsibility of each pharmacist to carry out continuing professional development to be in active practice.
 A regulatory body can facilitate this process for pharmacists.
 Peer supported, peer assessment – to empower pharmacists to enhance their practice.
 Demonstration that activities and learning enable competence in practice.
 Start with goals, apply learning in practice, document experiences and maintain a learning portfolio.
Questions and statements:
When will it be mandatory for pharmacists to submit CPDs?
The CPD submission is not user-friendly and is very time consuming.

Recommendations to Council:
Road shows should be held countrywide to inform the profession of the process of online CPDs via Council’s website.
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Adding value to the community (afternoon session)
Programme Director: Mr Charlie Cawood
Secretariat: Ms Mojo Mokoena

(a)

Adding value to health without monetary reward
Ms Deanne Johnston, Lecturer, Pharmacotherapy and Pharmacy Practice Division, Department of Pharmacy and Pharmacology, University of the Witwatersrand,
Johannesburg, South Africa

Ms Deanne Johnston presented on the topic adding value to health without monetary reward. She reminded pharmacists that, in one way or another,
they are involved in community projects and volunteering their time, knowingly or unknowingly, without expecting any monetary reward. Some
pharmacists want to volunteer but do not know where to start. Johnston stated the main reason pharmacists’ volunteer their time is to help those less
fortunate than they are or to benefit communities. She referred to a blog article Ten reasons pharmacists should volunteer their time and expertise (Kelly
Howard, 23 June 2014), and summarised the reasons as follows:

résumé building

expand your horizons

networking

warm fuzzies – receiving a heartfelt thank you from patients

pharmacy unleashed – talking face-to-face with physicians who respect your expertise

pass it on – instil the importance of volunteerism in the next generation

grateful patients

fill in the blanks – receive exposure to varied and different pharmaceutical care your practice setting might not offer you

what’s missing – experience pharmacy practice without having to contend with day-to-day routine tasks like administration and ringing phones

renew your spirit – the chance to help people.
Pharmacists should volunteer their time and expertise in a way to compel other pharmacists to discover opportunities to volunteer. She further reported
that others do it as an act of worship or a natural expression of their faith because of the satisfaction they get from helping others and working with
students (Kelly J Wrights).
Source of information
Pharmacists who volunteer their time are guided by:

local information

online, anonymous surveys

Facebook, etc.
Structure of Trinity Pharmacy
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Johnston summarised the structure of Trinity Pharmacy, its services, achievements and challenges.
Trinity Pharmacy is registered with Council as a community pharmacy. It forms part of Trinity Health Services, a student-led clinic providing free healthcare
to the homeless community of Braamfontein, secondary to their learning. The clinic has three consulting rooms and an interprofessional team of the
university and students volunteer their services on alternate Monday nights. They have adopted the ethos that ‘all patients must be shown respect and
dignity’. The team makes joint decisions and accepts responsibility, and does not volunteer to be thanked.
Services and achievements
About four months after the opening of the pharmacy, 216 prescriptions and 527 items had been processed. Some of those who participate in the project
feel:

it is a source of career guidance

it is a responsibility of healthcare workers

the joy and satisfaction of serving the community

that ‘the few hours at the clinic are therapeutic in a way, and humbling’

it is enjoyable, as so many professionals and students forget to reflect and appreciate what they have.
Patients commend students involved in the project for the time they take to listen and advise them. “They do not rush like staff at the mainstream clinics
and for that we would choose to come to the clinic ...”
Other related services and projects run by the pharmacy and clinic
Flu vaccination in 2016

flu vaccines were supplied by the Department of Health

the service ran from May 2016 to July 2016

52 vaccines were administered

an educational programme will start in April 2017.
Phelophepha Train – the Train of Hope
Students participating in this project are exposed to rural communities where they render pharmaceutical services from the train. They learn basic skills
and how to administer healthcare in different environments. A recent ride on the train was summarised as follows:

students spent 35 weeks on the train

the train travelled through eight provinces

51 292 prescriptions were dispensed

162 247 items

a total of 3 100 000 items were processed.
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Student experiences
Some of the students’ comments were they ‘enjoyed not only helping the community but being a part of the train service’, and that the ‘Phelophepha
healthcare train taught us to value people from all walks of life, especially the poorest of the poor’. Some students requested that they be hidden so that
they could spend an extra week on the train.
Nicotine addiction-free clinic
Johnston reported that the clinic offers services to help people stop smoking. Patients are screened and assessed and a treatment plan is developed.
The team provides over the counter prescription medication, and monitors and supports their patients on a continuous basis.
Refugee Children’s Educational project – age three to six years

250 children, grades zero to six

bridging education for refugee children

denied access to public schools

vaccination programme

once or twice a year

establish a team.
Training of pharmacy support personnel
In the process of establishing the clinic and pharmacy, other needs were identified.
Two employees were identified for training as pharmacist assistants.
Challenges

funding

personnel – pharmacists

pharmacy licensing

assistance from DoH.

(b)

Searching for the caring face of pharmacy
Professor Natalie Schellack, Associate Professor and Course Leader: MSc (Med) degree Programme in Clinical Pharmacy, Department of Pharmacy, Sefako Makgatho
Health Sciences University, South Africa

Professor Natalie Schellack, in providing a background to her presentation, quoted from a classic article History of the Notion of Care, which appeared
in the second (revised) edition of the Encyclopedia of Bioethics (1995):
“Prior to 1982 scarcely anyone spoke of an ‘ethic of care’. The word ‘care’ had never emerged as a major concept in the history of mainstream
Western ethics as compared, say, with the concepts of freedom, justice, and love. Yet, starting with the 1982 publication [Carol Gilligan’s 1982
book on a care perspective in women’s moral development] … one characteristic of the literature on an ethic of care is that it has paid virtually
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no attention to the history of the notion of care prior to 1982. Yet one finds in this history a broad range of meanings and models that both
illuminate and challenge the emerging ethic of care”.
Shellack cited Jay Asher, “No one knows for certain how much impact they have on the lives of other people. Oftentimes, we have no clue. Yet we push
it just the same.” She rhetorically asked ‘Why should pharmacists care?’
She included a 6 May 2015 statement from the Stop Stockouts Project which stated that drug shortages are mostly caused by managerial issues. The
Stockouts Project statement was in response to a welcomed public commitment by Health Minister Dr Aaron Motsolaedi to reduce stockouts of HIV, TB,
maternal health, vaccines, antibiotics and other essential medicines.
Schellack touched on the ‘cura’ tradition of care from Ancient Rome. The term cura (care) had two basic but conflicting meanings. One implied
burdened with care (worries, troubles, or anxieties), and the other implied providing for the welfare of another, a positive connotation of care as attentive
conscientiousness or devotion (Burdach, 1923).
Perceptions of pharmacists
Schellack asked two pertinent questions, ‘How do others see us?’ and ‘What about the patient? She listed some comments about how people see
pharmacists

They just count a few tablets

A bunch of shop keepers

Tell me how and when to use medicines

Not really health care practitioners – they’re businessmen

Do you need a degree to be a pharmacist?
How do we bridge the GAP?
Schellack bemoaned the fact there was no module on ‘care’ in the undergraduate syllabus which she should be included in curricula to create caring
professionals. Caring, would necessitate a mindset change, and it would be necessary to overcome the resistance that usually accompanies change.
Culture Care Theory
Schellack expounded on the Culture Care Theory, stating caring is essential for cure and healing – there is no curing without caring. She made reference
to South Africa, which has been dubbed the Rainbow Nation because its population is one of the most complex and diverse in the world. Culture care
values, beliefs and practices are influenced by and tend to be embedded by myriad concepts of cultures. This begs the question ‘Who is the friendly
face?’
An appropriate environment to promote caring among healthcare professional and the patient is lacking within the current educational framework. It
will take men and women of stature to plod along, gallop at times and sprint like a cheetah to fully have the courage of caring for each other and their
patients. The last ingredient, Shellack said, was passion, fun and commitment.
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(c)

Role of pharmacist in HIV adherence
Dr Norah Katende-Kyenda, Department of Medicine and Pharmacology, Walter Sisulu University, South Africa

Dr Norah Katende-Kyenda reported that sub-Saharan Africa has the highest HIV infection rate in the world. In 2015, Statistics South Africa estimated its
total population at 54.96 million, with an overall HIV prevalence rate of 11.2% of the total. The number of people living with HIV (PLHIV) was estimated at
6.19 million. According to the statistics, 80% of 20–24-year-old people with HIV were women, and 3.4 million HIV infected people were on ARVs – this
number will increase to 6.4 million when the Department of Health implements the new World Health Organization’s guidelines.
Antiretroviral drugs
Katende-Kyenda said highly active antiretroviral therapy (HAART) had been introduced because HIV and Aids are regarded as chronic diseases.
Adherence to Haart is a vital aspect of HIV care to prevent the development of HIV resistance and the progression of the disease to an Aids-defining
illness and HIV-related mortality.
Barriers that contribute to nonadherence
A study by Katende, Lubbe & Apalata, published in J Pharm & Pharmacology (2014), identified the factors that contributed to nonadherence as being:

low educational levels (p = 0.027)

CD4+ T cell count > 350 cells/mm3 (p = 0.048)

complexity of the ARV regimens (p = 0.04)

total number of other drugs (p = 0.048)
Katende-Kyenda said pharmacists need to assess ARV adherence in the outpatient setting using the following strategies:

self-reports

pill counts

electronic monitoring

pharmacy refill monitoring

therapeutic drug monitoring.
Role of a Pharmacist
Pharmacists are the custodians of medicines and therefore they have to be of value the community. Katende-Kyenda stated their contributions are
required and they need to:

act as essential members of the facility committees or be part of the multidisciplinary team

make decisions on programme management issues and clinical aspects of patient care

be involved in reviews of rational ARV use, including adherence

be recognized as full members of the healthcare team, therefore they need to increase their competency and adopt new attitudes

pharmacists to discuss strategies to improve adherence
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counsel patients on antiretroviral treatment (ART) and about the need for strict adherence
explain to patients the risks of viral resistance when adherence is compromised
assess patients adherence by using their self-report, for example inquiring about the doses taken and missed in the past day and week
educate patients about adherence tools: pillboxes, beepers, reminder phone calls
contact prescribers when they identify patients who are non-adherent to HAART
educate patients about adverse drug events (ADEs) from ARV drugs and others taken as prophylaxis of opportunistic infections and other
comorbidities
monitor the ADEs
address ADEs
engage in interprofessional collaboration
as a custodian of medicines, make recommendations regarding the management of ADEs.












Katende-Kyenda suggested that pharmacists should introduce interventions such as applying an information-motivation-behavioural (IMB) skills model of
adherence to ART to achieve a better therapeutic outcome for HIV/Aids patients. Pharmacists must inform patients about adherence requirements and
the possible adverse side effects of ART. Some patients are reluctant to take ARV drugs, and other drugs, because of the complexities of the drugs.
Patients need to be motivated to adhere to their drug regimen and social influences from partners, family members and daily reminders are important.
A change in behaviour can be achieved by advising an HIV-infected patient to think about their dosing schedule on a long-term basis and developing
a strategy based on their activities.

Recommendations to the Practice and Education Committees:
The committees must:
(a)
(b)
(c)
(d)

Ensure that integration of pharmacy into the multidisciplinary teams happens during training and in practice.
Acknowledge that an appropriate environment to promote caring for the healthcare professional and the patient is lacking within the current
educational framework.
Encourage institutions of learning, especially pharmacy schools, to teach caring, philosophy and psychology, and develop tools to encourage
pharmacy schools to include caring in curricula to create caring professionals.
Develop a model for cross-cultural teaching and learning for the pharmacy profession to practise pharmacy holistically and make an impact on
patients’ lives.
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COMMISSION 7: Workforce Development
Specialisations in pharmacy (morning session)
Programme Director: Prof Patrick Demana
Secretariat: Ms Hlone Masiza
A career in industrial pharmacy is not generally the first choice of study for pharmacy students, but better qualifications open the doors to widespread and
rewarding career opportunities in the industrial sector. The benefits arising from an advanced pharmacy qualification were deliberated at the 2nd National
Pharmacy Conference.

(a)

Expanding the delivery of public health through pharmacy
Professor Ntambwe Gustav Malangu, Head of Epidemiology and Biostatistics, Sefako Makgatho Health Sciences University, South Africa

Professor Gustav Malangu said the World Health Organisation (WHO) had identified nine star qualities for pharmacists, ranging from manager through to
leader, teacher and communicator. Among their vast responsibilities, public health pharmacists are expected to monitor health, diagnose and
investigate patient issues, explore and inform patients and mobilise community partnerships. Malangu believes there is a demand for public health
pharmacists to undertake further training and education as this provides the tools for finding additional information key to accurately diagnosing patient
problems. “There is little doubt pharmacy is part and parcel of the public health sector and it cannot be ignored,” Malangu concluded.

(b)

What is the value of the industrial pharmacist?
Dr Ralph Tettey-Amlalo, Sales and Marketing Manager HIV, MSD

There is a dire need to promote industrial pharmacy within the university curriculum as the value of that career path cannot be ignored in the development
of generic drugs and advanced patient care, Dr Ralph Tettey-Amlalo said on Sunday 23 October 2016. He said the value of industrial pharmacists cannot
be overstated with the career opportunities being widespread, challenging and rewarding. Options in the profession range from research and
development to clinical trials, manufacturing, regulatory affairs and sales and marketing.
However, industrial pharmacy is not the first consideration among pharmacy students when considering their future beyond graduation, typically as it is
not highlighted within the curriculum. Tettey-Amlalo said graduates also know entry-level remuneration for industry-based employment is substantially
lower than retail or public health employment, but the long-term benefits outweigh the initial disadvantages.
He encouraged every pharmacist to consider postgraduate studies, preferably a doctorate, but ‘at least a masters qualification’ in light of the country’s
requirements for qualified healthcare professionals. Currently eight South African universities offer postgraduate pharmacy degrees.
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(c)

Residency programmes: role in preregistration training in the US
Michael Rouse, Director, Accreditation Council for Pharmacy Education International Services, US

Mr Michael Rouse said accredited residencies were introduced in 1962 and originally all focused on management for pharmacy directors and were
hospital-based (the majority still are). Residencies were later added in community pharmacy and managed care, said Rouse. The number of accredited
residency programmes is growing but the demand for accredited residencies is now much greater than the supply. There also nonaccredited residencies.
Rouse said pharmacy residencies in the US were playing a major role in advancing the pharmacy field within that country. Currently there are 140
pharmacy schools across the country graduating 14 000 students annually.
The minimum qualification is the Doctor of Pharmacy (PharmD) which typically takes nearly eight years to achieve and includes two years pre-pharmacy
and four years for the PharmD degree with 30% of the curriculum, including the entire final year, being experiential.
There are also two postgraduate residency years open to pharmacy graduates aimed at achieving accelerated growth and boosted competency. The
first year residency covers broader patient and disease care, while the second year offers specialisation opportunities. Rouse said 25–30% of pharmacy
graduates enter residencies after qualifying.
Residency training programmes provide an environment and structure for accelerating growth and experience beyond entry-level professional
competence through supervised practise under the guidance of model practitioners (preceptors) in ‘real world’ settings, said Rouse.
In addition, residents are exposed to a wide range of patients with multiple disease states and work with a variety of health professionals, thereby
advancing their clinical, interpersonal, and leadership skills. Residencies have played a significant role in advancing clinical practice in the US.
Given their proximity in age and experience to pharmacy students, residents also build the competency of, and offer support to, pharmacy students in
their experiential year, concluded Rouse.

Midlevel workers in pharmacy (mid-morning session)
Programme Director: Ms Helen Hayes
Secretariat: Mr Vincent Tlala

(a)

Pharmacy technician – Zimbabwe experience
Ms Beatrice Gwata, Lecturer and Course Coordinator, Ministry of Health and Child Care, Pharmacy Technicians Training School, Zimbabwe

In discussing midlevel workers, Ms Beatrice Gwata said pharmacy technicians are regulated by the Health Professions Act (27:19) Pharmacy Technicians
(Training) Regulations, S.I. 141 of 1982. The entry requirements for the qualification are a General Certificate of Education (GCE) that includes a science
subject.
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Training was increased to three years in 1999 and 12 months of clinical training. Training is sponsored by the ministry and the student is expected to work
for the ministry for three years post qualification. The technician can work under the indirect supervision of a pharmacist. Gwata said Zimbabwe has had
an excellent experience with pharmacy technicians, and the pharmtechs are the main face of pharmacy in the public sector. Adequate training has
prepared them to work effectively in the public sector where they help make medicines available to the general population in a safe and cost-effective
manner. ‘Bonding’ after training has helped retain pharmtechs in the public sector. Pharmacy technicians may own and work in wholesale units but may
not own or work independently in a community pharmacy. The role of the pharmacy technician in Zimbabwe has expanded over the years and training
programmes are updated accordingly.

(b)

Pharmacy technician – Kenya experience
Dr Wilfred Ochieng Oguta, Director of Pharmacy Practice and Regulation of Training, Pharmacy and Poisons Board, Kenya

Dr Wilfred Oguta said that to practise as a pharmacy technician, students have to complete a diploma. The course is:

a three-year, full-time programme

academic years one and two are divided into two semesters consisting of 15 teaching weeks

the third year involves coursework where the students undertake a seven-month pre-service professional practice experience

The professional practice experience has three components:
o
hospital practice
o
community pharmacy practice
o
pharmaceutical industry practice.

(c)

Pharmacy technician – United States experience
Mr Michael Rouse, Director, Accreditation Council for Pharmacy Education International Services, US

In delivering his presentation on the US pharmacy technician, Mr Michael Rouse defined a pharmacy technician as an individual who, under the
supervision of a licensed pharmacist, assists in pharmacy activities that do not require the professional judgment of a pharmacist.
Some facts and figures

Pharmacy technicians’ roles are changing, expanding and advancing as pharmacists move to more direct patient care.

Pharmacy technicians are integral in supporting pharmacists in all practice settings.

Increased demand for prescription medications and interprofessional team-based care will lead to more demand for pharmacy services and
advanced roles for technicians.

Advanced roles require moving from unskilled labour to certification for the protection of patient safety.
Rouse said the realisation that the pharmacy technician could help alleviate the US pharmacist workforce shortage led to concerted efforts in 2015 to
gain consensus on the roles and responsibilities of the technicians. Most states have since introduced regulations to coordinate the education, training
and certification of the technician, while other states have pending legislation or regulations. A Stakeholder Consensus Conference to affirm or determine
the role and scope of practice of the pharmacy technician would be held in February 2017, concluded Rouse.
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(d)

Pharmacy technician – South African experience
Ms Jackie Maimin, Chairperson of the Practice Committee, South African Pharmacy Council

Ms Jackie Maimin was supported by Ms Claudette Jasson. The talk highlighted that the midlevel worker in pharmacy in South Africa was introduced in
2000 and is based on workplace-based training. The pharmacists in the workplace act as tutors and provide sector specific training. The strategic focus
of the new midlevel worker is that the qualification will be suitable for the National Health Insurance and the reengineering of primary healthcare services,
including the ideal clinic initiative. The qualification will address the current risks to patient safety as a result of dispensing errors or incorrect medicine
counselling, and will allow pharmacists to focus on patient care. A further contribution will be the filling of posts with skilled, committed and competent
individuals, in line with the 2030 goals of South Africa’s National Development Plan.
Maimin emphasised that the:
 Education Committee would discuss the diploma on 8 November 2016 and the Executive Committee (EXCO) would discuss it on 30 November 2016,
whereafter it would be published in the South African Government Gazette for comment.
 Occupational certificate will be published by the SAPC and the QCTO for comment.
 Accreditation process for providers of the occupational certificate is expected to be finalised in 2017.
 Process for the final assessments of learners for the occupational certificate is in progress.

Supplementary/advanced scope of practice for pharmacists (afternoon session)
Programme Director: Prof Sandra van Dyk
Secretariat: Mr Vincent Tlala

(a)

Independent pharmacist prescriber

Ms Nadia Bukhari, Senior Teaching Fellow in Pharmacy Practice and Preregistration Coordinator, School of Pharmacy, University of London, UK

The independent pharmacist prescriber course enables the prescriber to:

practise with great autonomy

practise above the scope of practice of a pharmacist

help develop the pharmacists into better healthcare professionals.
The course enables the student to specialise in certain diseases, for example diabetes.

(b)

Authorised pharmacist prescriber in South Africa
Mr Keith Johnson, Pharmacist and Pharmacy Owner, Cape Town, South Africa

Mr Keith Johnson referred to the authorised pharmacist prescriber as a hidden asset for South Africa’s proposed National Health Insurance.
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The qualification is a postgraduate diploma and is aimed at extending the core clinical and pharmaceutical knowledge and skills acquired during the
Bachelor of Pharmacy (BPharm) to include the diagnosis and treatment of common conditions in line with the primary healthcare Standard Treatment
Guidelines (STG) and Essential Medicines List (EML).
Extending prescribing to pharmacists offers patients an additional available resource in healthcare services, relieves the monitoring and treatment of
chronic disease burden, and contributes to a more flexible team (interprofessional partnerships) in primary healthcare settings.
Specific areas where skills could be applied are in chronic disease monitoring and treatment after diagnoses and initial treatment plan, and assessment,
diagnosis and prescribing of appropriate therapy as per EML.

(c)

Authorised nurse/midwife prescriber in South Africa
Ms I Kruger

In South Africa, nurse practitioners in the service of provincial and municipal departments of health are permitted to prescribe medication in terms of
section 56(6)(d) of the Nursing Act.
Kruger stated that The Nursing Act 33 of 2005 makes provision for nurses and midwives in a primary healthcare setting to prescribe medication. She said
the Act was, however, not intended for nurses or midwifery practitioners in the private sector. The authorised nurse prescriber is also governed by the
relevant legislation of the Medicines and Related Substances Act, Act 101 of 1965 (as amended); the Pharmacy Act, 1974 (Act 53 of 1974); the Health
Professions Act, 1974 (Act 56 of 19874); and the Consumer Protection Act 68 of 2008.
[According to the Nursing Act, nurses may only prescribe medicines if they have been granted authorisation to do so in terms of section 56(6)(d) of the
Nursing Act, by the head of the provincial department of health or the medical officer of the municipality (as applicable), or a person to whom this power
has been delegated by the head of department. Such nurses may prescribe medicines for adults and children in accordance with the Primary Healthcare
Essential Medicines List and Standard Treatment Guidelines.] [Pharmacy personnel may dispense a prescription from a nurse authorised to prescribe
medicines provided that there is reasonable and objective information available to the pharmacist/pharmacist’s assistant that the nurse has been duly
authorised in accordance with section 56(6).]

Recommendations
Initiate a meeting with the South African Nursing Council to discuss nurses and pharmacists’ group practices and the prescribing of nurses according to
section 56(6) of the Nursing Act 33 of 2005.
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COMMISSION 8: Leadership, Corporate Governance, Policy and Legislation (Ethics and Ethical
issues)
Increasing access and availability of medicines
Programme Director: Mr Solly Rasekele
Secretariat: Ms Debbie Hoffmann
Government has announced a plan is on the table to boost local pharmaceutical manufacturing. This move, which was announced at the 2 nd National
Pharmacy Conference on 23 October 2016, would make South Africa less dependent on medicine and medical device imports that force medicine prices up.
The plan, in addition, has the potential to grow the economy and eventually put money back in consumers’ pockets.

(a)

Role of the DTI in increasing access and availability of medicine
Ms Gillian Christians, Deputy Director, Pharmaceuticals and Medical Devices Directorate, Industrial Development Division, Department of Trade and Industry (DTI), South
Africa

Ms Gillian Christians said 70% of finished medicine products were imported, mainly from India and China, while 95% of medical devices were imported.
There is presently just one locally based active pharmaceutical ingredient (API) producer, Aspen, that makes ingredients for use in local medicine
production.
Christians highlighted the Department of Trade and Industry’s plans to research and boost local pharmaceutical manufacturing saying government was
considering additional incentives for businesses to manufacture medicines for local consumption and export to the Southern African Development
Community (SADC) region and the rest of the continent.
She said government had identified pharmaceutical manufacturing as an industrial development priority and was conducting a sector analysis to explore
ways of improving local manufacturing capacity to create jobs and enhance access to medicines.
“We have a huge burden of disease and we don’t want the current dependence on imports to compromise manufacture locally,” said Christians.
“One of our objectives for the year is to look at the manufacturing capacity of all local products in South Africa so that we have a better idea of what
we can implement. Procurement should be localised and the products procured should be locally manufactured. We hope to get an understanding of
all the local challenges and to assimilate these into a funding model. Hopefully, we can become a globally competitive industry,” she said.
Christians said if existing and new manufacturers could achieve economies of scale through regional exports it would increase access to affordable
medicines. She added that while a decision had not yet been formalised there was a drive across SADC to create a more transparent view of
procurement and to prefer regional manufacturers.
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She admitted that it would initially be a challenge to compete with India on price as that country had already achieved global competitiveness in terms
of bulk sales. But the government was exploring ways of making global competitiveness possible for manufacturers.
“There might be an exit price and a cost post selling to make it more affordable for the region and it will provide a competitive base from which companies
can compete. The procurement pool is looking at buying commodities that are relevant across the region. There is a drive by SADC for more regional
manufacturers, alongside a drive to counter the burden of counterfeit medications,” she said.
Christians was the only presenter in the session, and the chairperson was able to open the floor to a number of questions.

Ethics and ethical issues
Programme Director: Dr (Adv) Nazreen Shaikh-Permanov
Secretariat: Ms Debbie Hoffmann
A worrying issue that appears to be occurring more frequently in the health industry is the rise in legal action involving medical or dispensing errors. Medical errors
and accidents featured on the agenda at the 2nd National Pharmacy Conference, and presentations were delivered on the possible reasons for the increase in
costly legal malpractice suits.

(a)

Cost of malpractice to healthcare profession
Ms Lorraine Osman, Head: Public Affairs, Pharmaceutical Society of South Africa

Ms Lorraine Osman said Minister of Health Dr Aaron Motsoaledi had hosted a medico-legal summit to discuss patient safety, the management of claims,
the impact of litigation on the recruitment of specialists, and justice for patients after his department budgeted R24.9 billion for medical malpractice
claims across the public sector in 2015.
In 2013/14 the state paid out R498 million in legal costs for malpractice cases. Osman said more patients were suing health practitioners because people
were aware of their constitutional rights to healthcare and dignity and because lawyers were advertising their services to assist with claims.
She said hospital giant Life Healthcare had announced recently that it was closing down its Life Midmed Hospital’s neonatal and obstetrics ward in
Mpumalanga due to obstetricians resigning as a result of the rising costs of medical malpractice insurance. But, said Osman, many medico-legal litigation
cases could be avoided.
“One of the most important reasons that people gave (for litigating) was that the medical practitioner or the pharmacist did not communicate that they
cared for the patient – it was arrogance, and it was attitude, and it was ‘well it is not my problem you had an adverse reaction’.
Many of these cases could have been avoided if the health professional could have communicated not only competence but also caring for the
patient,” she said. She mentioned the cost in non-financial terms was greater than the price of indemnity insurance. Insurance cover costs ranged from
R450 to R2 160 a year for different categories of pharmacy assistants and pharmacists.
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“How would you feel if your healthcare environment should be subject to constant litigation? Why are universities saying they are not getting young
doctors coming and saying that they want to specialise in obstetrics? Because there is this feeling of helplessness that they cannot survive in this
environment and many people are just too darn scared to do something in case they make a mistake,” said Osman.
Osman said occupational stress was a major risk factor for potential claims. “Because we are understaffed and because there is a lack of resources you
work too quickly and you don’t check like you would like to check. It becomes very difficult and you end up feeling totally demoralised. And that can
be a major cause of the type of incident that might result in a claim instituted against you.”
Osman concluded that pharmacists felt that they were ‘over regulated and micro-managed’ by Council but regulations were in place to protect them
from potential claims.

(b)

Medication errors – a growing problem in community and hospital pharmacy
Mr Douglas Defty, Vice President, South African Pharmacy Council

The SAPC is witnessing a growing rise in the number of complaints of medicine dispensing errors being lodged against pharmacists. Addressing delegates
at the 2nd National Conference, Mr Douglas Defty said the increase in complaints could be due to patients being more aware or being encouraged to
lodge complaints against pharmacists.
He said medication dispensing errors occurred due to the wrong dose being dispensed (38%); the wrong technique of dispensing (14%); the wrong drug
being dispensed (12%); patients missing doses (8%); the wrong dose times (7%); and patients being given drugs when they have a known allergy (6%).
“Medical accidents are usually a result of complex system failures and systems that rely on error-free performance are doomed to failure. The more steps
in a system, the more probability of errors. Complex systems need to be redesigned,” said Defty.
“Most errors occur as a result of a chain of events set in motion by a faulty system design that either induces errors or makes them difficult to detect, rather
than a lack of care or concern on the part of the staff,” he said.
Defty said there was a need for nonpunitive measures to deal with mistakes due to system failures, but disciplinary action was needed for failure to report
incidents, gross incompetence, gross procedural violations, gross insubordination, illegal activity and practising under the influence.
He cited a case in which a community pharmacist on duty in a hospital had mistakenly dispensed a BCG culture used for the treatment of cancer of the
bladder instead of a BCG vaccine used for the prevention of TB in children. BCG culture is 50 times more potent than the vaccine which was packaged
in a similar vial. “The BCG culture was issued to the labour ward and the sister did not pick it up. Unfortunately, 23 children were administered with a BCG
culture. None of them died,” he said.
Defty advised that pharmacists should promote a culture of safety to ensure that everyone on their team was focused on patient safety, which included
reporting errors with new products and programmes, managing fatigue and developing staff to learn from mistakes.
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He concluded by saying the next steps that should be taken include reviewing the existing standard operating procedures, the information technology
systems and the clinical competence of staff.

(c)

Inspection of health facilities and outcomes to date
Dr Grace Labadarios, Director: Health Standards Research, Design and Development, Office of Health Standards Compliance (OHSC), South Africa

The Office of Health Standards Compliance (OHSC) is established in terms of the National Health Act, with the vision of ‘safe and quality healthcare for
all South Africans’. The OHSC conducted core standards mock inspections between 2012 and 2016. In terms of these inspections, Dr Grace Labadarios
presented the findings in respect of pharmacies, which findings were presented per province against a national average.
The following overall findings were noted:

national average for pharmacies in district hospitals – 66%

national average for pharmacies in regional hospitals – 70%

national average for pharmacies in tertiary hospitals – 78%

national performance per domain in community health centres (CHCs):
o
clinical support services – 52%
o
patient safety/clinical governance/clinical care – 62%
o
patients rights – 42%

national performance per domain in clinics:
o
clinical support services – 47%
o
patient safety/clinical governance/clinical care – 39%
o
patients rights – 86%.
Common deficiencies in hospitals
 Functional pharmaceutical and therapeutics committees (all)
 System for the management of adverse drug reactions (all)
 Designated supplier(s) and delivery systems for medicines adhere to contractual obligations for the supply and delivery of medicines (8 out of 9)
 Practices for dispensing medicines comply with the Pharmacy Act 53 of 1974 and the Medicines and Related Substances Act 101 of 1965 / relevant
regulations (8 out of 9).
Common deficiencies – community health centres and clinics
 Healthcare professionals do not have after hour access to medicines required urgently by patients.
 There is no clear system for the management of adverse drug reactions.
 There is no up-dated computerised or manual (stock cards) inventory management system for medicines in place.
In conclusion, Labadarios said a positive outcome has been the improvement over time of a majority of the reinspected facilities. However, the rate of
improvement could be better. Management of pharmaceutical waste still remains a major problem.
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(d)

Ethics and ethical behaviour – does it matter in pharmacy?
Professor Nadine Butler, Professor of Pharmacy Practice, University of the Western Cape, South Africa

Professor Nadine Butler stated professional ethics relate to ethics and ethical behaviours – inherently doing the right thing, and not merely doing the right
thing to avoid getting caught. The reality is that pharmacy is practised in a tough environment in terms of economics, completion and personnel shortage.
This results in balancing the bottom line targets and survival versus professional obligations. This leads to an environment that is rules-based versus valuesbased. Professional ethics matter to the self, others (patients, colleagues and employees), other healthcare professions, and to society as a whole.
Man looks in three different directions, being upward, outward and inward. The outward is the domain of ethical reasoning, which involves interpersonal
relationships within the context of upward and inward. In conclusion, ethics and ethical behaviour do matter in pharmacy.

Dispensing to ensure patient safety
Programme Director: Mr Ayanda Soka
Secretariat: Ms Debbie Hoffmann

(a)

The occurrence and importance of adverse effects of medicines are underestimated and underreported
Dr Moliehi Matlala, Senior Lecturer, Department of Pharmacy, Sefako Makgtho Health Sciences University, Pretoria, South Africa

“The risk of adverse medicine effects is necessarily an inherent risk for all drug therapy. It is modulated by several factors: the dose and frequency of
administration; genotype; pharmacokinetic characteristics of special populations, such as paediatric and geriatric patients; and those with hepatic or
renal impairment,” said Dr Moliehi Matlala in her opening paragraph.
An adverse drug reaction (ADR) is an undesirable and unintended effect of, or reaction to, a drug, including lack of efficacy. An adverse reaction can
occur with any dose, and can also result from overdose, misuse or abuse of medicine.
There are two common types of ADRs:
Type A: reactions are expected amplifications of a drug’s known pharmacological effect. They are usually dose-dependent, predictable and in most
cases preventable.
Type B: reactions are idiosyncratic and tend to be unrelated to the known pharmacological action of the drug. They are not dose related, unpredictable
and uncommon.
ADRs can be identified in premarketing clinical trials and postmarketing surveillance, but spontaneous reports from medical practitioners, pharmacists,
nurse and patients are the best method for detecting new ADRs.
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Matlala said the incidence of underreporting ADRs was problematic because many go undetected in premarketing or postmarketing studies. The reasons
for underreporting include ignorance, fear of appearing ridiculous for reporting a suspected ADR, lethargy, indifference and insecurity, complacency,
forgetting to report, or the ADR is already known.
Many studies show that the knowledge and attitudes of health professionals are strongly related to underreporting.
Studies conducted in developed countries have shown that adverse effects from medicines are a significant cause of hospital admissions, prolonged
hospital stay and, consequently, increased cost of disease management in patients. They may also trigger prescription cascades which can contribute
to the increase in costs of wages, disposable goods and medicines. Patients and caregivers could also incur additional costs due to missed work days,
morbidity and anxiety.
Actions taken for newly discovered ADRs include informing doctors, package insert revisions and medicine recalls.
Motlala stated that many adverse drug events are preventable:

Patients and caregivers can help reduce the risk of harm by learning about medication safety.

Patient management programmes and healthcare worker training programmes should include a section on the identification and management of
ADRs.

Healthcare professionals need to understand the important role they play in ADR reporting.
“The detection of ADRs in hospitals provides an important measure of the burden of drug-related morbidity on the healthcare system,” concluded
Motlala.

(b)

Best-practice strategies to improve medication safety
Dr Lynn Weekes, Chief Executive Officer, NPS MedicineWise, Australia

Dr Lynn Weekes commenced her presentation by saying their goal is to deliver care that is safe, effective, patient-centred, timely, efficient and equitable.
She cited these goals as important because medication is the most common medical intervention.
She cautioned, however, that medication tended to be subject to more medical errors and adverse events than any other aspect of care, despite the
fact that 50% of errors are preventable.
She said the problem is exacerbated by multiple medication use, which is common, and those at high risk include the elderly, oncology patients, and
patients on anticoagulants, nonsteroidal anti-inflammatory drugs, opiates, and antimicrobials.
Errors can be reduced by training healthcare practitioners, through regulatory agencies, and through the implementation of medications in healthcare
settings.
Prescribing errors can be reduced by standardised ordering, standard treatment guidelines and e-prescribing. Such interventions include drafting national
inpatient charts, standardising processes, robotic dispensing systems, tall-man lettering and improved labelling and packaging.
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Creating the right workforce and culture starts with understanding the patient, caregiver and family engagement, human factor, reporting errors and
acting on patterns and PDSA cycles (plan, do, study and act). Such interventions include orientation and induction programmes for healthcare
professionals, online learning, local committees and feedback and sharing experiences.
In conclusion, Weekes said that standardisation leads to improved safety and service excellence. Data and evaluation are critical for a learning system,
and sharing successes and failures assists all.

(c)

Community safety – green pharmacy environment

Mr Martin McClintock, Responsible Pharmacist, California Pharmaceuticals, South Africa

Mr Martin McClintock opened his presentation with a reference to climate change, saying global warming is a reality. He answered the question ‘what
does it mean to be green?’ by referring to the concept of reuse, reduce and recycle. But, he said, being green should also include reducing pollution,
conserving resources and energy, and reducing consumption and waste to protect the earth’s ecological balance. Areas where community, hospital,
industrial and academic pharmacies can go green include:






Reduce pollution through the delivery process and the correct use of fleet vehicles and the appropriate disposal of waste.
Conserve resources such as water and electricity consumption and use waste service providers.
Conserve energy by using solar power and LED lighting and use waste service providers.
Reduce consumption and waste by investigating alternatives and examining ways of planning and forecasting.
Protect the earth’s ecological balance correctly using drains, waste sites and CFCs.

He moved on to healthcare waste, which he described as the portion of waste that is hazardous. Hazardous waste substances are laboratory, anatomical,
genotoxic/cytotoxic, infectious, sharps, sanitary, nappy, low-level radioactive and pharmaceutical waste.
McClintock said that pharmacists are the custodians of medicine and it is their moral, ethical, professional and legal duty to ensure that medicines and
pharmaceuticals are destroyed (not merely disposed of) in a safe and environmentally sound manner.
The authorised pharmacy representative is answerable to the SAPC and the South African Health Products Regulatory Agency (SAHPRA) and is legally
responsible for everything pertaining to the ‘Business of Medication’ under the Pharmacy Act 53 of 1974 and the Medicines and Related Substances Act
101 of 1965.
He reminded delegates that the product to be disposed of must be irrecoverable. He discussed the differences between destroying and destruction of
waste, and recommended incineration, cement kiln co-processing, or thermal desorption (pyrolysis), despite the higher costs they would incur, as being
green methods. He added that autoclaving and electro-thermal deactivation are not suitable for pharmaceutical destruction.
McClintock concluded by advising that a proper service provider, one that adheres to legal requirements, be appointed.
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Delegates enjoy a sponsored Sunday evening beach party at the Amphitheatre on the beach front
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DAY 4 – MONDAY 24 OCTOBER 2016
Programme Director, Ms Nocawe Thipa: Treasurer, South African Pharmacy Council
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Timothy Maurice Webster, Life Coach, Author and Brand Researcher
A New Mental Formula for the Future: it cannot be business as usual for coaching and more.
Timothy Webster opened his address with the words, “At some point, all of us are life coaches.”
He admitted he had a deep interest in the science of the mind and what makes people work. In the pharmacy space, he said, the question that loomed at the
conference was South Africa + pharmacy = ?
According to Webster, everyone has a formula that defines them, dictates their behaviour and how they relate to each other. If you can understand those
formulas, you have a better chance of engaging well with other people.
Whenever we face stress we rely on mental shortcuts called heuristics, he said. The world is tense, it seems to be trying to define more formulas for leadership. This
tension puts the brain into overdrive – it becomes even more of an efficiency machine than normal. Even in normal circumstances, the brain burns 20% of the
body’s glucose even though it is only 3% of the body size.
He gave the example of the singer Adele who had the neuroplasticity to be able to take a bad experience and to create a new formula (a song) that turned
her into a star.
He cited the work of Nobel Prize winner Daniel Kahneman, who postulated that the brain has two systems, one fast and the other slow.
In system one, you have formulas for the normal, everyday actions that do not require the brain to expend energy. For example, when you see a chair, you know
what to do with it without thinking.
System two is for when we take on challenges and adapt (or fail to adapt) to change. We go through phases where we have to evolve and take on new
formulas in order to evolve and grow. The neuroplasticity of our brain allows us to do that.
The ability of the brain to shift naturally and automatically into new formulas comes when the message and vision are compelling enough. If people around you
are not adapting to change, it is because the vision is too low, he said.
Webster shared the concept of ‘alief’ which is the imagination’s belief. It is what gives us a fear of heights or makes us cry when a character dies in a movie. We
have the ability to imagine ourselves in different spaces.
In concluding, Webster said the best leaders inspire us to imagine ourselves in the future, and when we embrace these aliefs we are able to create a story that
links to our values and our vision for the future. In other words, the space becomes endowed, and people feel inspired to create a new future and to pioneer
new formulas.
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Advocate Phelelani Khumalo, Acting Chief Executive Officer and Registrar of the Health Professions
Council of South Africa
Advocate Phelelani Khumalo’s topic in the closing plenary was Group Practice in the National Health Insurance Environment: A time to review the ethical rules.
Acknowledging that the topic of group practice is not always popular, Khumalo reiterated the importance of ethical legal advice. Things go wrong in all
professions, that is why we have ethical rules. We also, however, guide and guard our professions very jealously and we don’t want anyone to creep into what
we see as our scope of practice.
This is the traditional way of doing things, but Khumalo called for a clear examination of the ways we do things so that we can develop new ways of working,
especially within the NHI.
Across all councils we have rules relating to partnerships or associations. The relevant Acts determine the scope of these associations, and only allow partnerships
within the same profession. This means, for example, that you can only share rooms with health professionals who are registered in terms of the relevant Act.
Khumalo posed the question: why do we have these rules that separate us? He placed some of the blame on the legal profession which, over time, became
elitist and exclusionary. That mentality has percolated into the way in which other professions have been organised, in spite of the fact that there is power in
working together.
If we work together we will be a formidable force. Together we will have more knowledge and be more effective in treating the patients. Working together
eliminates social distance, and the interests of the patients are best served.
Khumalo included an apt quote from Martin Luther King, Jr: “Whatever affects one directly, affects all indirectly. I can never be what I ought to until you are
what you ought to be. This is the interrelated structure of reality”.
He concluded by saying the NHI is the equaliser, the motivator that will bring all the health professions into a sphere of mutual understanding.

Professor Lucille Blumberg, Deputy Director, Head of Division, and Head of Travel Health, National
Institute for Communicable Diseases
Professor Lucille Blumberg drew on her vast knowledge and experience to talk about Outbreaks: the role of pharmacy, pharmacists and pharma.
Outbreaks are scary and induce panic and they impose the need for a rapid and effective response. They demand treatment and intervention to control the
outbreak and stop new cases from developing. Pharmacists and pharmacy play an essential role in the outbreak team, with the pharmacist often leading the
response.

89 | P a g e

What do we need when there is an outbreak? We need vaccines, and we need medications to treat patients and break the chain of transmission. We need
simple things like intravenous medication, disinfectants, ways to make water safe. Blumberg said pharmacists are absolutely essential in acquiring and regulating
stocks and in regulatory issues, as well as keeping track of adverse drug reactions. This is particularly important in the scale of use during an outbreak.
Blumberg gave some local examples that highlight the role of pharmacists during outbreaks. They inevitably start with one patient, on a Friday or a public holiday,
she quipped. By the end of the weekend, hospitals are overrun and staff are overwhelmed.
A cholera outbreak, as an example, requires intensive replacement of fluid, with the correct fluid in the correct constituents. Oral rehydration was invented for
cholera outbreaks.
Durban had an outbreak of diphtheria in 2016 – the first case in 26 years. The diphtheria toxin causes life-threatening cardiac damage. But there are only two
places worldwide that make the anti-toxin – one in Brazil, the other in India. The Japanese government was able to assist within a day, and the medical attaché
from the Japanese embassy spent the whole night translating the package insert so that the antitoxin could be used correctly.
Malaria is endemic in many parts of Africa, but in South Africa we have limited, seasonal malaria and are prone to outbreaks. The outbreak in northern KwaZuluNatal in 2000 was due to the cancelling of DDT spraying of houses and the change in the medication administered. In the past five years, more effective drugs
used on a large scale as part of a public health programme have seen the incidence of malaria dropping by 71%.
Blumberg is an expert on rabies, a disease which has no cure and where 100% of the victims are likely to die. The people who are most needed to prevent
outbreaks of rabies are the pharmacists. The biggest problem is ignorance – people are just not aware of the dangers of rabies, especially in an unvaccinated
population.
She also gave examples of Ebola, swine flu and yellow fever outbreaks, saying that the problem is not that the diseases are untreatable, but that they are
untreated because of a lack of suitably trained healthcare professionals, and pharmacists in particular.
The best response is prevention, Blumberg concluded. We need good public health programmes so that we can do what we should do before the outbreaks
occur.

Dr Skhumbuzo Ngozwana, Kiara Health President and CEO
Will a state-owned pharmaceutical manufacturing company solve the shortage of medicines?
Dr Skhumbuza Ngozwana believes it will, and he used his presentation in the closing plenary to call on government to establish a state-owned pharmaceutical
company as the foundation investment to attract private sector investment into the pharmaceutical industry.
Ngozwana reminded delegates of a statement, made by Executive Director of UNAIDS Michel Sidibé when addressing the African Heads of State and
Government in 2012, which he described as uncomfortably true: “In the future, regional and global power and national stability will be determined not by who
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controls arms but by who controls access to medicines”. If we do not have our own medicine supply in the future we will be in the control of others, said
Ngozwana.
In 1970 South Africa had produced more pharmaceuticals by volume than India. Now, the industry is worth R42.6 billion with only 35% of the demand volume
produced in South Africa, and 40 pharmaceutical companies have been forced to close in the past 15 years. This makes pharma the fifth leading driver of the
country’s trade deficit.
There are around 3.4-million people dependent on medicines for HIV/Aids, most of which are imported. In addition, the high incidence of medicine stockouts at
both public and private health facilities undermines Section 27 of our Constitution.
Government’s investment would create the facility to locally manufacture the drugs and spur on downstream and broader pharmaceutical production.
Ngozwana based his argument on the Indian experience where its government had taken deliberate corrective action by creating five government-owned
bulk drug manufacturing companies between 1952 and 1984. The private sector did not have the appetite for investments of this nature, but Ngozwana believed
the government’s bold decision is the reason for India’s global dominance, specifically in generic drug production, today.
He said, however, that India’s cost advantage is eroding quickly and that in the near future, Africa would have to procure drugs at the same price as the Western
world.
This will exacerbate the existing medicine shortages, which are caused by problems with manpower, financial distress and exchange rate fluctuations, and
disruptions in the supply of raw materials. There are about 10 companies globally that produce ARVs and as we move towards a regimen of test and treat, is
there going to be security of supply?
Ngozwana pointed out that government has a number of strategic plans which include an expectation that pharmaceuticals will be readily available.
He recognised his proposal for a state-owned pharmacy company was a controversial one, even asking delegates to ‘ignore SAA and the SABC’. He said in
light of the significant costs involved in the ARV programme and escalating costs in healthcare generally, its establishment may provide the solution for an industry
bearing the weight of that rising expenditure.
However, if government was to address the medicines shortage and ensure a security of supply, there had to be political alignment and commitment for
government to work as a unit and not in silos.
Ngozwana believes that government also has to recognise the strategically different roles played by the public and private sectors. Theoretically government,
via the National Development Plan 2030, identified the importance of investing in the 21st century technology revolution of which pharmaceuticals are a
significant player, but that has not been translated into practice.
Government must create an environment conducive to private sector investment – and this is our window of opportunity. A state-owned company can help
solve the medical shortage, he said.
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He believes that government should lead or catalyse the adoption of leapfrogging technologies, which would put us at an advantage when compared with
the existing drug companies that cannot change or adapt with speed.
In addition, he said government should create a conducive environment and a window of opportunity for local manufacturers that use public procurement as
a financial asset for local companies.
Most importantly, government needs to invest in education, research and development and create an enabling regulatory environment. If we want true security
of supply, we need to be investing in local manufacturers.
In conclusion, Ngozwana conceded that it would not be easy, but with resolve and passion, everything is possible. You do what you do with what you have, but
you keep your eye on the future, he said.

Mark Heywood, Treatment Action Campaign (TAC) Founder and Section 27 Executive Director
Mark Heywood commenced his presentation by pointing out that many healthcare users do not understand the role of the pharmacist. His impression is that
pharmacy is constantly squeezed by the rest of the medical professions despite the fact that it plays such a crucial part in the provision of healthcare services.
He challenged pharmacists to be stronger in advocating their own profession. “It is up to you to make sure that the users of your services understand your role,”
he said.
Dr Ngozwana’s proposal for government to consider investing R500 million to establish a state-owned pharmaceutical company to kick start South Africa’s local
manufacturing capacity is an excellent idea, said Heywood, but he dismissed it as unrealistic until the corruption rotting the healthcare system was resolved.
“Corruption is rotting our healthcare system and as long as the crooks view state-owned enterprises as fruits ripe for the plucking, the concept cannot come to
fruition,” he said.
Heywood said provincial health departments annually lose R7.5 billion in irregular expenditure, money that could be used to resolve healthcare issues. He called
on everyone to play their role in cleaning out corruption whenever it was witnessed, citing the recent R100 million contract cancelled by the Free State
Department of Health after a whistleblower had raised the alarm.
“That’s the power that you have,” he told delegates.
Heywood also urged “all patriots in South Africa to stand up and defend the Treasury and Minister of Finance Pravin Gordhan and this Constitution when Gordhan
was due to answer to alleged fraud charges in court.
Heywood said the South African Constitution – our supreme law – is important when it comes to healthcare. It governs the services that our people have the right
to expect. If we were serious about our Constitution then many of the problems in health that you witness on a day-to-day basis would not be as prevalent as
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they are, he said. The fact that we live in a country with a growing burden of disease shows that we do not take our Constitution seriously. The Constitution should
be taught in medical schools, he said. It is not a document just for lawyers.
What duties does the Constitution create around healthcare, and what power does it give to users and providers to improve healthcare? Everyone (not just
South Africans) must have access to health services. For some people, access means free access, because a lack of money cannot be allowed to be a barrier.
Others should pay a reasonable amount – not the exorbitant sums demanded by private healthcare providers.
He reminded delegates that health doesn’t only occur in Section 27. It also appears in Section 28, where it states that every child has a right to basic healthcare.
“That surely has a bearing on pharmacy. If children’s needs for pharmacy are not being met, then that is unlawful. If you challenged that in the Constitutional
Court you would probably get a ruling that the state must provide specialised training for pharmacists,” concluded Heywood.

Professor Mano Chetty, South African Pharmacy Council President
Professor Mano Chetty said the four-day conference had raised several practical recommendations from which the industry could move forward.
These included issues around the life-long education for pharmacists; the benefits of social media platforms to further the industry’s goals and attract younger
people into pharmacy as a career; opportunities to engage with other councils on healthcare issues; considering ways in which the industry can work with the
National Health Insurance programme; and opportunities for promoting a single voice as an industry when tackling issues affecting pharmacy.
The following recommendations arose from the topics under discussion:
Education:

Register as a professional body with the South African Qualifications Authority (SAQA)

Promotion of interprofessional collaboration in education (IPCE)

Admission requirements for pharmacy students to be reviewed to include a commitment to care and to self-directed problem solving

Training and career pathing of pharmacists and pharmacy technicians must include supply chain management (SCM) to resolve stock shortages.
Workforce:

Continue with the development of qualifications for midlevel workers in pharmacy as well as finalisation of the Quality Council for Trades and Occupations
(QCTO) and the Council on Higher Education (CHE) Pharmacy Technician Diploma

Engage with the South African Nursing Council (SANC) and the Health Professions Council of South Africa (HPCSA) on task shifting and group practice

The urgent need for publication of regulations that support new specialisations and advanced practice competencies.
National Health Insurance (NHI):

Community pharmacy to offer full, comprehensive services:
o
screening, for example HIV
o
chronic disease management
o
direct patient-care interventions
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o
immunisations
o
treatment of minor illnesses
Remuneration needs to be reviewed
Explore collaborative practice initiatives to improve access to quality care
Participate in Universal Test and Treat (UTT) for HIV to limit Aids-related morbidity and mortality.

Continuing Professional Development (CPD):

CPD regulations should be published

Pharmacists need to familiarise themselves with the SAPC CPD requirements to ensure they remain relevant

SAPC must finalise the competency standards and publish them for comments

Assessment criteria must be broadened.
Leadership and Coaching:

Coach and mentor new pharmacists to be better than you are

Become the ambassador and advocate the pharmacy profession

Change the mental formula to achieve Vision 2030.
Professor Chetty praised delegates for their active engagement in the conference and the issues under discussion.
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Glossary of Terminology
ADE
ADR
AES
Aids
AMR
API
ARV
BPharm
BRICS
CAPRISA
CCMDD
CEO
CHC
CHE
Cllr
CPD
CSIR
DoH
DR-TB
DST
DTI
ECT Act
EHR
E-ICU
EML
EXCO
FIP
GCE
GDP
GPhC
GLP
GMP

Adverse drug event
Adverse drug reaction
Advanced electronic signature
Acquired immune deficiency syndrome
Antimicrobial resistance
Active pharmaceutical ingredient
Antiretroviral
Bachelor of Pharmacy
Brazil, Russia, India, China, South Africa
Centre for the Aids Programme of Research in South Africa
Centralised Chronic Medicines Dispensing and Distribution
Chief Executive Officer
Community health centre
Council on Higher Education
Councillor
Continuing professional development
Council for Scientific and Industrial Research
Department of Health
Drug resistant tuberculosis
Department of Science and Technology
Department of Trade and Industry
Electronic Communications and Transactions Act
Electronic health record
Electronic intensive care unit
Essential Medicines List
Executive Committee
International Pharmacy Federation
General Certificate of Education (Zimbabwe)
Gross domestic product
General Pharmaceutical Council
Good laboratory practice
Good manufacturing practice

GPP
HAART
HIV
HPCSA
HWSETA

Good pharmacy practice
Highly active antiretroviral therapy
Human immunodeficiency virus
Health Professions Council of South Africa
Health and Welfare Sector Education Training Authority

ICPA
ICC
ICU
IPCE
MCC
MDR-TB
MEC
MPharm
MUSA
NAPRA
NDoH
NDP
NGO
NHI
NICD

Independent Community Pharmacy Association
International Convention Centre
Intensive care unit
Interprofessional collaboration in education
Medicines Control Council (now SAHPRA)
Multidrug resistant tuberculosis
Member of the Executive Council
Master of Pharmacy
Medicine Usage in South Africa
National Association of Pharmacy Regulatory Authority
National Department of Health
National Development Plan
Nongovernmental organisation
National Health Insurance
National Institute for Communicable Diseases

NICE

National Institute for Health and Care Excellence (UK)

NPC
OHSC
OSD
PA
PCDT
PDSA
PharmD
PHC
PrEP
PT
PTC

National Pharmacy Conference
Office of Health Standards Compliance
Occupation Specific Dispensation
Pharmacist’s assistant
Primary care drug therapy
Plan, do, study, act
Doctor of Pharmacy
Primary health centre
Pre-exposure prophylaxis
Pharmacy technician
Pharmacy and Therapeutics Committee
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QCTO
RADU
R&D
RP
RSA
SA
SAHPRA
SANC
SAPC
SAQA
SASOCP
SETA

Quality Council for Trades and Occupations
Remote automated dispensing unit
Research and development
Responsible pharmacist
Republic of South Africa
South Africa
South African Health Products Regulatory Agency (new upgraded
version of the MCC)
South African Nursing Council
South African Pharmacy Council
South African Qualifications Authority
South African Society of Clinical Pharmacy
Sector Education and Training Authority

WHO

World Health Organisation

SCM
SEP
STG
TAC
TB
UHC
UK
UN
UNAIDS

Supply chain management
Single exit price
Standard Treatment Guidelines
Treatment Action Campaign
Tuberculosis
Universal Health Coverage
United Kingdom
United Nations
United Nations Programme on HIV/AIDS

UNESCO

United Nations Educational, Scientific and Cultural Organisation

US
UTT
WEF

United States
Universal test and treat
World Economic Forum

96 | P a g e

