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ERRATA 

COMMUNITY, DISTRIBUTION, INSTITUTIONAL & MANUFACTURING PHARMACY CATEGORIES 

BASIC LEARNER GUIDE UPDATE (Pre 2021 1ST Edition) 
 

 

Dear Learner and Tutor,  

 

Please note that the S Buys Academy embarked on a review of all the study material for the current basic and post-basic courses. This 
document represents all changes made to the current basic pharmacist’s assistant learner guide material. 

 

Please take note of the following GENERAL CHANGES: 

• All references made to MCC must be replaced with SAHPRA 

• All references made to Medicines Control Council must be replaced with South African Health Products Regulatory Authority 
(www.sahpra.org.za) 

• All references made to the GPP/Good Pharmacy Practise refer to the latest Good Pharmacy Practice Manual and Associated SAPC Rules 

• All references made to cheques payments were removed as it is no longer relevant to the South African environment. 

 

SECTION SPECIFIC CHANGES are listed in module order starting on the next page. 

Please note: 

• Module amendments for all sectors are included in the document.  

• Only focus on the modules that form part of the specific sector the learner is enrolled for.  

• Please replace the entire Module 10 in your study guide, with the Errata Module 10. 

 

IMPLEMENTATION AND IMPORTANT INFORMATION: 

The Academy will only start implementing question papers relevant to the amended study material for learners who have been Confirmed with a 
Summative Assessment date from 1 April 2021. 

Modules for which you have already been found competent does not have to be re-done. 

 

If you have any questions, please do not hesitate to contact us. 

 

 

Thank you, 

S Buys Academy 
 

http://www.sahpra.org.za/
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SESSION 2 
MODULE 6: INVESTIGATE LIFE AND WORKING PROBLEMS USING 
DATA AND PROBABILITIES 
 
Please replace the Assignment instructions (found after Learning Activity 13), with: 
 

Please note:  
 

Your assignment should be e-mailed / faxed to S Buys Academy before booking for the summative 
assessment for session 2 (at least 2 weeks before the summative assessment date).  
 

Add a completed Submission Form to the front of your assignment when sending it to S Buys Academy, this 
document can be found in your Study Letter.  Please provide a fax number or email address on the Submission Form 
to receive the assignment feedback. 
 

This Assignment should be: 

• Authentic (it should be your own study and data that you collected) 

• Valid (relevant to your work in the pharmacy) 

• Sufficient (provide enough detail about your study and show all calculation steps) 

• Current (the assignment should be done within your training period) 

 

This assignment should be done individually.  If your assignment is a copy of a previously submitted assignment then 
all learners involved will be suspended (see Fraud Policy for further details). 

 

In this module you have become more accustomed with the process of statistics.  

By making use of the steps in the process of statistics, use a daily activity from your own work in the pharmacy to 
generate an original study and data for this assignment.   

Example: Do a study about the quantity of a specific product (provide the name of the product) that you have sold, 
produced or packed each day over a period of time of your choice. 
 

1. What was your study about? 

2. How or where did you gather the data? 

3. Arrange your data according to an Order Array. 

4. Make use of a graph to represent your data. 

5. Determine the: 

a. Mean; 

b. Median; 

c. Mode; 

d. Range; and 

e. Inter-quartile range. 

6. Comment on the values of the mean, mode and range and explain what it means with regards to your study. 

7. Identify questions about your study, after the statistical evaluation was done. 
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SESSION 3 

MODULE 9: APPLY SAFETY, HEALTH & ENVIRONMENTAL 
PRINCIPLES AND PROCEDURES IN THE WORK PLACE 
 

Please replace section 2.1 Premises, facilities and equipment, with: 

2.1 Premises, facilities and equipment 
 Good Pharmacy Practice  

 SA Guide to Good Manufacturing Practice for Medicines, Chapter 3; and 

 Guidelines for Good Wholesaling and Distribution Practices. 

 

Please replace section 2.2 Personnel, with: 

2.2 Personnel 
 Refer to: 

 Good Pharmacy Practice; 

 SA Guide to Good Manufacturing Practice for Medicines; and 

 Guidelines for Good Wholesaling and Distribution Practices (2016) Chapter 10) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please replace Learning Activity 13, with: 
 

Do Learning Activity 13. 

 
Learning Activity 13   

 

To determine how well your workplace is prepared for emergencies, answer the following questions.  Ask your 
health and safety representative to assist you if necessary. 

Question Yes No 

Have you identified the workplace hazards that your facility could be exposed to? List them.   

Have you identified the types of emergency situations that your facility could be exposed to? List 
them. 

  

Are there procedures to cover the safety of employees and visitors in the event of an emergency? 
(File them in your portfolio) 

  

Have those in charge of emergencies been appointed and trained? (Who are they?)   

Are evacuation plans and emergency phone numbers on display? (At which location?) i.  ii.  

Are exits well marked and clear at all times, and can doors be opened easily from the inside? iii.  iv.  

Have you held an emergency evacuation drill in the last six months and kept a record of this? vii.  viii.  

Is there a person that regularly checks and maintains emergency equipment? (e.g., smoke 
detectors, sprinkler systems, fire extinguisher, emergency lighting).  Who is this person? 

viii.  ix.  

List the problem areas on which you have answered NO and discuss the action you or your health and safety 
representative needs to take.  Make use of the following table: 

PROBLEM AREA IDENTIFIED ACTION TAKEN 

  

  

File the answers in your portfolio. 
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MODULE 10: HIV/AIDS IN A WORKPLACE 
 

Please replace the whole Module 10 and the Learning Activities, with: 

1  Introduction 
All of us are aware of the devastating effect of HIV/AIDS in our country (and globally). Pharmacist’s assistants are often 
perceived and seen as leaders in their communities and are therefore in an excellent position to assist in the fight against HIV 
and AIDS. It is of the utmost importance that you as a basic level pharmacist’s assistant are well informed regarding this 
condition. This module is to broaden your knowledge regarding HIV and AIDS so that you will be able to provide an informed 
opinion and assist in educating and supporting your colleagues; friends; family; and the community at large. 

 

Figures for 2019 include, according to UNAIDS Data 2020: 

7.5 million people living with HIV; 19% Adult HIV prevalence (ages 15-49); 200 000 new HIV infections; 72 000 AIDS-related 
deaths; 71% adults on antiretroviral treatment*; 47% children on antiretroviral; treatment* 

(*All adults/children living with HIV) 

  

There are many myths about who can get AIDS and who can’t.  In the early days of the disease, it was often said that only 
gay men, prostitutes and drug users could get it, and this was even used to stir up hatred against gay communities.  The truth 
is; anyone can get AIDS.  The virus does not discriminate.  This means that men, women, children, rich and poor, black and 
white, doctors, lawyers, factory workers, movie stars, mine workers, etc. can all become infected with HIV.  Let’s explain the 
difference between AIDS and HIV. 

2 HIV and AIDS 

2.1 Definition of HIV 
HIV stands for Human Immunodeficiency Virus.  It is a virus that gets into the body and flows through the bloodstream.  A 
virus is a tiny germ, which causes illness.  HIV is different from other germs in that there is no cure for it. 

 

Synonyms for Virus/Germ 

Zulu Igciwane 

Xhosa Intsholo-ngwane 

Sotho Kokwana-hloko 

Afrikaans Virus/kiem 

 

 

Once you are diagnosed as HIV positive, you do not automatically have AIDS. There is a possibility of being HIV positive, 
and not having AIDS.  Most people do not know it is the infection with the virus that breaks down the body's immune system 
rather than the AIDS that kills patients. 

 

Plain English 

Immune System:  

This is an important system in our bodies that protects the body against viruses, germs and diseases.  It also heals the 
body after sickness or injury. When the HI-virus gets into a person’s body, it slowly breaks down the immune system and 
the body cannot fight sicknesses such as TB and others. The body can also not heal itself.  The HI-Virus slowly gets 
stronger and stronger.  When the virus has weakened the person’s immune system, the person will start to get sick more 
often, resulting in AIDS.  It can take many years before a person, who is HIV positive, gets sick with AIDS.  However, a 
person who is HIV positive (without being sick yet) can infect others with the virus! 

 

2.2 Definition of Aids 
AIDS is short for “Acquired Immune Deficiency Syndrome”.  AIDS is the outcome, the disease that is caused by HIV.  
AIDS is the “sick” stage and people who have AIDS present with different sicknesses. 

 

It is important that you have a basic understanding of the effect of HIV on the immune system and the stages of HIV 
infection.  The ensuing sections will provide you with some basic information. 

 

Do Learning Activity 1 now. 

 
Learning Activity 1 

 

Describe the difference between HIV and AIDS 

File the answers in your portfolio. 

3 The Immune System versus HIV 
The immune system is made up of white blood cells.  There are three major types of white blood cells in the body and they 
are called: 

• B-cells 

• T-cells 

• Macrophages 

These cells are the “police” of the body since they protect us against intruders such as bacteria, parasites and viruses.  They 
protect us as follows: (Refer to figure 1: How the Immune System Fights Disease): 

 

3.1 B-Cells 
The B-cells fight with the Human Immunodeficiency Virus and produces antibodies.  Antibodies are proteins produced by 
B-cells that bind specifically onto the surface of the virus and cut holes into the infected cell.  The antibodies formed during 
the course of HIV infection are used to determine the presence of the virus. 

 

3.2 T-Cells 
The T-cells recognise the germ in the body and kills it.  They start producing antibodies of the infection by cutting holes in the 
outer layer of the infected cells.  However, a large number of the T-cells have a surface structure called CD4.  The HI-Virus 
has a much larger, knob-like structure on its surface like a lock.  The CD4 becomes a key to the lock.   
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This causes a very tight binding between the two and the virus never lets go.  This is how HIV infection begins.  HIV signals 
the cells to produce new viruses and multiplies rapidly.  This is one reason why HIV is deadly.  The virus kills more and more 
helper T cells.  The B cells that produce antibodies discover HIV and start producing antibodies, but without the helper T cells 
there is no one to direct them, and the virus isn’t killed.  As more and more helper T cells are killed, the immune system 
grows weak and AIDS is developed. 

 

3.3 Macrophages 
The macrophages eat and digest bacteria and other intruders.  These cells can provide a silent home for HIV where the virus 
is resting undetected. 

Figure 1:  How The Immune System Fights Disease 

 

Viruses are swallowed by the white blood cells. 

  

Blood cells break the viruses into pieces and the B cells are signalled. 

 

 

    

The protein made by the B cells surrounds the virus. 

   

The killer T cells are signalled by the protein to kill the virus.  

 

HIV attacks the CD4 cells. This is why people must measure (test) how many CD4 cells they have. The CD4 cell count is a 
very valuable and useful indicator of immune-capacity in people with HIV (Refer to Table 1 below: The presence of 
symptomatic disease and the CD4 count).  It is the most reliable predictor for the risk of developing opportunistic and 
symptomatic disease.  Various clinical management decisions, such as commencing prophylaxis (prevention) therapy or anti-
retroviral therapy, may be considered if the CD4 counts are known. 
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The benefits of earlier ART initiation in these guidelines include: ‘fewer events of severe HIV morbidity and disease 
progression, improved uptake and initial linkage to care, better immune recovery and decreased HIV transmission……  “ 

  

In the START study (Strategic Timing of Antiretroviral Treatment (START) it was found that “most events occurred when 
CD4 counts were higher than 500 cells/mm3. The study also showed that immediate ART reduced both AIDS-related and 
non-AIDS related events, but the benefit was greater for AIDS-related events. Tuberculosis (TB), Kaposi sarcoma and 
lymphoma ―the most common AIDS-related events ― all occurred less frequently in the immediate ART group. Cancer 
rates (combining AIDS and non-AIDS malignancies) were lower in the immediate ART group, but cardiovascular disease 
rates were similar between groups. These effects were consistent in countries of different income levels and across 
geographical regions”. 

 

“The HIV Prevention Trials Network (HPTN) 052 study showed that starting ART early reduced the overall risk of HIV sexual 
transmission to uninfected partners by 93%”. 

 

Comparing benefits and harm of ART, it was recognized more and more that where there is high burden of HIV and TB 
infections, an increase in ART coverage is linked to a decrease in TB case notifications. If ART is started earlier, this will 
probably improve further. 

 

The Minister of Health announced in his budget speech on 10 May 2016, that South Africa would implement the WHO 
strategy of Universal Test and Treat (UTT) by 1 September 2016 according to the WHO new guidelines on HIV treatment.   

 

In a circular regarding IMPLEMENTATION OF THE UNIVERSAL TEST AND TREAT STRATEGY FOR HIV POSITIVE 
PATIENTS AND DIFFERENTIATED CARE FOR STABLE PATIENTS disseminated by the National Department of Health to 
national, provincial and district managers, hospital CEOs, PHC managers, district clinical specialist teams, doctors, nurses 
and pharmacists, the Eligibility Criteria for UTT are as follows: 

As from 1st September 2016 the starting of patients on lifelong ART, the following criteria, as pasted below, shall apply: 

• All HIV positive children, adolescents and adults regardless of CD4 count will be offered ART 

• Patients in the Pre-ART and Wellness programme shall be considered for UTT. 

• Willingness and readiness to start ART shall be assessed and patients who are not ready after assessment shall be 
kept in the wellness programme and continuous counselling on the importance of early treatment and scheduled CD4 
as per SA clinical guidelines shall continue at every visit. 

• Baseline monitoring. of CD4 count will still be done as it is the key factor in determining the need to initiate 
Opportunistic Infection prophylaxis at CD4 <200 cells/mm3, identify eligibility for CrAg at CD4 <100 (i.e. screening for 
Serum Cryptococcal Antigen in patients with CD4 <100 cells /mm3), prioritisation at CD4 <350 cells/mm3 and fast 
tracking at CD4 <200 cells/mm3. 

 

Timing of ART initiation 

ART should be started as soon as the patient is ready and within 2 weeks of CD4 count being done 

 

Fast Track Initiation 

HIV stage 4 

Patients with CD4 < 20 cells/mm3 

 

Immediate priority: 

All HIV-positive pregnant or breastfeeding women, with no active TB or contraindication to first line ART, i.e. TDF/FTC/EFV 
(TEE FDC) 

 

In case of TB: 

• If diagnosed with TB, start TB treatment first, followed by ART as soon as possible and within 8 weeks. 

• If CD4 <50 cells/mm3 initiate ART within 2 weeks after starting TB treatment, when the patient's symptoms are 
improving and TB treatment is tolerated. 

• If CD4 >50 cells/mm3 initiate ART within 8 weeks after starting TB treatment. 

• In cases with Cryptococcal or TB meningitis defer ART initiation for 4-6 weeks. 

 

Clinical monitoring for all patients 

HIV testing services and clinical monitoring of patients will be done according to the SA clinical guidelines. 

An addendum will be included in the revised National Consolidated Adult ART guidelines for the Prevention of Mother-To-
Child Transmission of HIV (PMTCT) and the Management of HIV in Children, Adolescents and Adults. 

 

Differentiated Care for stable adult patients 

In order for South Africa to realize implementation of UTT, there will be a need for all high volume facilities to free up space 
and human resources at facilities through implementation of differentiated care facility decongestion strategies. 

Differentiated care facility decongestion strategies provides benefits to adherent and stable chronic patients with a faster 
service and flexibility to choose their preferred medication collection service (client-centered focus) through 3 options that are 
reflected in the adherence policy and service delivery guidelines, mainly: 

1. Spaced and Fast Lane Appointment system (also known as ICDM); 

2. Adherence Clubs (AC); and 

3 Central Chronic Medication Dispensing and Distribution (CCMDD). 

 

IMPORTANT: 

The full ART Guidelines for South Africa are under revision. Treatment regimens given in this module must still be 
followed until the finalized ART Guidelines become available, but, as from 1st September according to the criteria 
provided in the above paragraphs. 

 

All information in Paragraph 7.3 Anti-Retroviral Treatment is therefore left unchanged until the finalized ART 
Guidelines for South Africa are finalized. 

 

 

Table 1: The presence of the symptomatic disease and the CD4 count 

 

CLINICAL CONDITION CD4 CELL COUNT 

Well with no symptoms More than 500 – 600 cells/mm³ 

Minor symptoms 350 – 500 cells/mm³ 

Major symptoms and opportunistic diseases 200-350 cells/mm³ 

AIDS Less than 200 cells/mm³ 

 (Source: Evian, C. (2000): Primary Aids Care, Third Edition, Jacana Education) 
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Complete Learning Activity 2. 

 

 
Learning Activity 2 

 

Indicate whether the following statements are true or false.    

File the answers in your portfolio. 

Statement True / False 

1. When the HI-Virus gets into a person’s body, it slowly breaks down the immune system and 
the body cannot fight sicknesses such as TB and others. 

 

2. The B cells fight with the Human Immunodeficiency Virus and produce antibodies.  

3. The T cells prevent the spread of the infection by cutting holes in the outer layer of the 
infected cells. 

 

4. The B cells that produce antibodies discover HIV and start producing antibodies, but without 
the helper T cells there is no one to direct them, and the virus isn’t killed. 

 

5. The macrophages eat and digest bacteria and other intruders and they can provide a silent 
home for HIV where the virus is resting undetected. HIV attacks the CD4 cells. This is why 
people must measure (test) how many CD4 cells they have.  

 

 

3.4 Rapid Testing  
There are many types of test kits available to perform a rapid HIV test, e.g. Oroquick Tests, Abbott Determine Rapid Tests, 
Unigold Tests, etc. It is important that, whichever test is utilised, it must be performed accurately and that the correct quality 
controls are done. It is important to do a screening test as well as a confirmatory test. Tests with different compositions 
should be used to perform the screening test and the confirmatory test. The above three mentioned tests each have a 
different composition to the others. These Rapid tests may be performed in a pharmacy, as long as the correct counselling 
procedure is followed. Refer to paragraph 5. 

 

A preliminary positive result suggests that the antibodies to HIV may be present in the blood. The result will then be checked 
by doing another test. A negative result means that HIV antibodies were not detected in your blood at the time of testing. 
However, this does not completely rule out the possibility of being infected with HIV, because there is a period between 
infection and antibody response to the virus and it is called the “window period”.  It usually takes up to 12 weeks for 
the tests to be able to detect the presence of HIV antibodies. During this period a negative result means that as of less 
than 3 months ago, the patient was not infected with HIV, but it does not tell you about exposure that occurred most recently, 
e.g. 2 weeks ago or last night. False positive or negative results may thus occur during this window period.  

 

In the event of an indeterminate test (when the first test shows positive and the second negative), a confirmatory ELISA 
Test should be done. 

 

Read more about Rapid HIV testing and HIV prevention in Africa at:  

http://www.polity.org.za/article/rapid-hiv-testing-and-hiv-prevention-in-africa-a-handy-tool-2010-09-29 

 

3.5 The Elisa Test 
Enzyme-Linked ImmunoSorbent Assay, also called ELISA, Enzyme ImmunoAssay or EIA, is a biochemical technique used 
mainly in immunology (the study of immunity and the defence mechanisms in the  body) to detect the presence of an 
antibody or an antigen in a sample.  

 
Plain English 

Immunoassay: The technique to determine the level of antigen and antibody in the material (tissue) the body consists of. 

Biochemical technique: A technique that uses the chemical processes and substances in living things. 

Immunology:  The study of immunity and the defence mechanisms in the body. 

Antigen: A substance brought into the blood that stimulates the production of antibodies.  

Antibody: A special kind of blood protein that is produced by the body when a specific antigen is found to be present in 
the body. The antibody circulates in the blood and attacks the antigen and makes it harmless. 

 

The ELISA test, or the enzyme immunoassay (EIA), was the first screening test commonly used for HIV. It has a high 
sensitivity.  

In an ELISA test, a person's serum is diluted 400 times and then applied to a plate to which HIV antigens have been 
attached. If antibodies to HIV are present in the person’s serum, they may bind to these HIV antigens. The test consists of 
several steps that are performed, eventually resulting in a change in colour on the plate.  The density of this colour change is 
proportional to the number of antigens being bound or attacked by the antibodies and is a direct indication of the 
advancement of the disease, HIV. The Eliza test reports the result of this test as a number. The most disputable aspect of the 
test is the determination of the “cut-off” point between a positive and negative result.  

 

Because the ELISA test requires the taking of a tube of blood via venesection, it is rather performed in a clinic or hospital. 
The results are available within 48 hours. If the ELISA test is also positive, the patient will then be retested by western blotting 
analysis, a technique used to detect specific proteins. Unfortunately, CD4 cell counts are costly. In many health services, 
especially in rural and low socio-economic areas, CD4 cell counts may not be available or affordable.  In these situations, one 
needs to be guided by the patient’s clinical condition and by looking out for signs and symptoms of opportunistic infections.  

 

3.6 An HIV Vaccine 
An HIV vaccine is a hypothetical vaccine against HIV, the etiological agent of AIDS. As there is no known cure for AIDS, the 
search for a vaccine has become part of the struggle against the disease. 

The urgency of the search for a vaccine against HIV stems from the AIDS-related death toll of over 25 million people since 
1981. Indeed, in 2002, AIDS became the primary cause of mortality (death) due to an infectious agent in Africa (UNAIDS, 
2004). 

 

Alternative medical treatments to a vaccine do exist. Highly active antiretroviral therapy (HAART) has been highly 
beneficial to many HIV-infected individuals since its introduction in 1996 when the protease inhibitor-based HAART initially 
became available.  

HAART allows the stabilization of the patient’s symptoms and the presence of virus particles in the blood, but they do not 
cure the patient of HIV, nor of the symptoms of AIDS (Martinez-Picardo et al., 2000). And, importantly, HAART does 
nothing to prevent the spread of HIV through people with undiagnosed HIV infections. Safer sex measures have also 
proven insufficient to halt the spread of AIDS in the worst affected countries, despite some success in reducing infection 
rates. 

 

Therefore, an HIV vaccine is generally considered as the most likely, and perhaps the only way by which the AIDS pandemic 
can be halted. However, after over 20 years of research, HIV-1 remains a difficult target for a vaccine. 

http://www.polity.org.za/article/rapid-hiv-testing-and-hiv-prevention-in-africa-a-handy-tool-2010-09-29
http://www.answers.com/topic/biochemistry
http://www.answers.com/topic/immunology
http://www.answers.com/topic/antigen
http://www.answers.com/topic/biochemistry
http://www.answers.com/topic/immunology
http://www.answers.com/topic/vaccine
http://www.answers.com/topic/hiv
http://www.answers.com/topic/aids
http://www.answers.com/topic/hiv
http://www.answers.com/topic/aids
http://www.answers.com/topic/death
http://www.answers.com/topic/pathogen
http://www.answers.com/topic/africa
http://www.answers.com/topic/joint-united-nations-programme-on-hiv-aids
http://www.answers.com/topic/antiretroviral-drug
http://www.answers.com/topic/safe-sex
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3.6.1 Difficulties in developing HIV vaccine 

There are two reasons why vaccines have been ineffective against HIV: 

1. The HIV can mutate very easily. This means that the genetic material of the virus can change, making it possible for 
the virus to use new ways to attack the immune system in the body. 

2. Secondly, there are many different HIVs. They are categorized into clades (a clade is a group of HIV with a common 
ancestor and includes all its descendants) and subtypes. These clades and subtypes can genetically develop 
differently. This means that for a vaccine to be effective against all these different types of HIV, it will need to be 
broad enough to account for this variability. Any vaccine that lacks this breadth is unlikely to be effective.  

 

In the light of the above, one can understand why, according to Gary J. Nabel of the Vaccine Research Centre in Bethesda, 
Maryland, several hurdles need to be overcome before scientific research will culminate in a definitive AIDS vaccine  

 

You now have to complete Learning Activity 3 

 
Learning Activity 3 

 

Give a short description of how the ELISA test works. 

File the answers in your portfolio. 

4 HIV Infection in infants 
At present, the majority of children are diagnosed on the basis of symptomatic HIV disease and the positive HIV antibody test 
of the mother of the child.  

The child of an HIV infected mother acquires HIV antibodies from his/her mother during pregnancy. These may persist in 
the baby’s blood until 15 - 18 months of age, even if the child is not infected with HIV. Thus a child may test HIV positive 
without actually being infected. Therefore, when using the HIV antibody test, it is not possible to tell whether a new born 
infant has already been infected with HIV.  

 

Rapid HIV testing (Refer to paragraph 3.4) may be less reliable in children than in adults and should not routinely be 
performed in children. Routinely used HIV tests for infection in neonates, born to HIV-positive mothers, have no value 
because of the presence of maternal antibody to HIV in the child's blood. HIV infection can only be diagnosed by PCR 
(Polymerase Chain Reaction), testing for HIV pro-viral DNA in the children's lymphocytes. 

Therefore, for the first 18 months, babies are tested for HIV directly, and not by looking for antibodies to HIV. When babies 
are more than 18 months old, they no longer have their mother's antibodies and can be tested for HIV using the 
antibody test. 

 

All HIV-exposed neonates are seen as high-risk cases that need to be diagnosed urgently and should receive HIV PCR test 
as soon as possible after birth.  This test identifies intra-uterine infected infants who are in the health care system at time of 
birth.  

Intra-partum infections (occurring during labour or delivery/childbirth) are detected by the HIV PCR test done at 10 weeks of 
age.    

The advantage of birth testing is that more HIV-infected infants will access testing and this would make easy initiation of 
treatment possible, which will improve health outcomes and reduce infant mortality. 

 

So, which tests should be done in infants and children? 

Two tests are available, namely: 

• HIV antibody detection tests, e.g. HIV ELISA test and rapid tests 

• HIV viral detection tests, e.g. HIV PCR (polymerase chain reaction) 

The HIV PCR test is very accurate to determine the HIV infection status of an infant, provided that all infants that test PCR 
positive have a confirmatory second HIV PCR test, which is mandatory, on the day of initiation of ART. Initiation of ART must 
not be delayed while awaiting the confirmatory viral detection assay result. 

 

A negative antibody detection test at any age excludes HIV infection, provided the child was last breastfed 6 or more weeks 
before the test and has no clinical signs of HIV infection.  The antibody test done on children less than 18 months of age can 
therefore be used to determine if the infant is HIV-exposed or not if the mother is not available and her HIV status is not on 
record. If the rapid test is positive, an HIV PCR must be done immediately to determine if the infant is HIV-positive or HIV 
negative. 

 

The HIV PCR test detects HIV genes in human cells and is highly sensitive and specific from 6 weeks of age. It detects 
virtually all infections that have occurred in utero, during labour, delivery and breastfeeding in infants younger than 18 
months.  

An HIV-exposed but uninfected child will test HIV PCR negative and an HIV-exposed infected child will test HIV PCR positive. 

The National Consolidated Guidelines recommends that: 

‘HIV-exposed infants who are PCR negative 6 weeks after stopping breastfeeding should have a confirmatory rapid test at 18 
months of age. Infants of newly diagnosed HIV-positive breastfeeding mothers must receive an age appropriate HIV test; HIV 
PCR if <18 months and HIV rapid test if ≥18months, and start on NVP and AZT immediately. If the HIV test is negative, stop 
the AZT and continue daily NVP for 12 weeks. If the infant’s HIV test is positive, stop NVP and urgently initiate paediatric 
triple ART while retesting and confirming the HIV result.’ 

 

The HIV rapid antibody test is used for infants aged 18 months and older. 

The same test used for adults is used for children in this age group.  

If the result is negative, the child is not infected if there are no clinical characteristics of HIV and if breastfeeding is stopped 
more than 6 weeks prior to the HIV test.  

If the result is positive, another, different rapid test must be used for confirmation and if this test is positive, the child is 
infected (as per National HCT guidelines). If the result to this test is negative, an HIV ELISA test must be submitted to 
determine the child’s HIV status. 

 

Testing for HIV in children, should only be done after:  

Pre-test counselling has been provided to the parent(s) or legal guardian; 

Informed consent is obtained from the parent(s) or legal guardian; and 

Post-test counselling should be provided once results are available. 

 

Refer to paragraph 5 for the discussion on counselling. 

 

The correct term to use for a child if the mother is HIV positive; is HIV-EXPOSED; not HIV-positive.  

All HIV-exposed infants should receive regular check-ups for up to 18 months.  

Even if HIV is not passed to the baby before or during birth, there is a risk that the baby can become infected through 
breastfeeding if the child is not given / taking ARVs during the breastfeeding period. HIV positive women can safely 
breastfeed their children, provided the child is given / taking ARV’s during the breastfeeding period. 

 

VCT TESTING FOR INSURED & UN-INSURED 

CALL ONE OF THE FOLLOWING VISIT ONE OF THE FOLLOWING 

0860 HIV 911 OR 0860 448 911 Government VCT Sites 

http://en.wikipedia.org/wiki/Neonates
http://en.wikipedia.org/wiki/Lymphocyte
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Life Line: 0800 012 322 General Practitioners 

  Local Clinics 

  Any Pharmacy Equipped for VCT Testing 

5 What is Voluntary Counselling and Testing (VCT)? 
VCT is an HIV prevention intervention, which gives the client an opportunity to confidentially explore his or her HIV risk and to 
learn his or her test result. It provides the initial step to care and support. You, as a pharmacist’s assistant, are one of the 
healthcare workers who may perform this function with the correct training and knowledge. 

 

VCT is designed to be a brief and focused intervention. The VCT intervention is “client-focussed” to the extent that you focus 
on the client’s unique issues and circumstances related to HIV risk. It is designed to reduce, not necessarily eliminate, risk. 
The emphasis is on the initiation of small incremental behaviour change steps, to reduce risk and possible transmission. 

 

5.1 The importance of VCT 
VCT is done due to: 

• Legal and ethical aspects. 

• Voluntary nature of the test. 

• Pre- and Post-test counselling plays an extremely important role in helping the client to cope with their HIV 
status. 

VCT is an essential component of a comprehensive HIV/AIDS program. It is from the foundation of VCT that other 
prevention, care and support emerge. Providing support and care for people who are infected with HIV requires careful 
thought, planning and hard work. 

 

5.1.1 Legal and Ethical factors as reasons why we do VCT 

• A person over 12 can have an HIV test without parental consent. 

• For babies to be tested, the parents need to give informed consent. 

• A test can only be performed if the person asks for it out of their free will, or if a medical doctor asks it for medical 
reasons and the person consents. 

• An employer may never insist that an employee take an HIV test. 

• It is illegal to perform an HIV test without the following: 

o Pre-test counselling 

o Confidentiality of testing 

o Informed consent 

o Post-test counselling 

• Pre- and post-test counselling plays an extremely important role in helping the client cope with their HIV status. 

 

5.1.2 What could happen if these procedures are not followed? 

The individual can: 

• Lodge an assault charge at the police station; 

• Report you to the relevant governing body, in our case the Pharmacy Council, for misconduct and breach of 
confidentiality; 

• Seek free legal services through the AIDS Law Project. 

 

The rapid tests that we discussed in paragraph 3.4 do not require a prescription, but it is clear that you are not allowed to sell 
it to anybody, or perform the test in the pharmacy, without pre- and post-test counselling. With practise each of the two 
sessions, pre- and post-test counselling, can be accomplished in approximately 30 minutes for HIV negative clients. It should 
be remembered that it is an important session to help clients remain negative and may take longer. Sessions with HIV 
positive clients will take longer. 

As discussed in paragraph 3.5, the ELISA test requires the taking of a tube of blood via venesection. Pathology forms have to 
be completed and attached to the tube of blood. An appointment has to be scheduled by the client to receive the results of 
their ELISA test from the client’s nominated doctor, after 48 hours. 

 

Refer to the GPP; 2010 Ed. Chapter 2; Paragraph 2.13.5; for the Minimum Standards for the Performance of HIV Tests; and 
Paragraph 2.24; for the Minimum Standards for Aids Resource Centres in a Pharmacy.  

6 The Stages of HIV/AIDS 
A person who becomes infected with HIV will usually go through various clinical stages that occur over a period of time 
(usually 5-12 years). 

 

6.1 Stage I:  Primary stage 
This occurs 4-8 weeks after acquiring the HIV infection.  The HIV antibody test usually converts from being negative to 
positive. This illness is often mistaken for a “flu-like”, viral illness or glandular fever.  It often passes unnoticed by the patient.  

The following symptoms may show: 

• Fever     

• Tiredness 

• Rash 

• Sore throat 

• Muscle and joint pains 

• Some swelling of the lymph glands 

 

6.2 Stage II:  Clinical latent or ‘silent’ phase 
The HIV-infected person usually experiences a period of good health.  The infection is clinically silent; however, the virus is 
active and causes progressive damage to the immune system.  This phase may last between 3-7 years (even up to 10 
years).  Most people do not realize that they are HIV positive and might therefore infect others. 

 

6.3 Stage III:  Minor symptomatic phase: Minor HIV-related 
symptoms 

Some individuals may develop ‘minor’ symptoms and signs secondary to the HIV infection, between 3-7 years after the 
infection.   

The signs and symptoms may include the following: 

• Persistent generalised lymphadenopathy (swollen glands), i.e. chronic swelling of the lymph nodes (glands), 
which are commonly felt in the neck, axilla (under the arm) and below the jaw 

• Herpes zoster (“shingles”) 

• Occasional fevers 

• Skin rashes, such as chronic itchy skin 

• Fungal nail infection 

• Recurrent oral ulcerations (aphthous) (painful sores in the mouth) 
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• Recurrent upper respiratory tract infections, e.g. flu 

• Weight loss 

6.4 Stage IV:  Symptomatic phase:  HIV-related disease 
This stage occurs 5-8 years after HIV infection and the virus increases progressively in the body (viral load) due to 
multiplication.  The immune system continues to deteriorate and become immune deficient resulting in opportunistic 
infections.   The most common signs and symptoms are: 

• Oral/vaginal Candida infection (thrush).  This is usually persistent and recurrent 

• Hairy leucoplakia on the tongue (Leukoplakia is a thickened white patch on the tongue that cannot be rubbed off. 
In hairy leukoplakia the thickened white patch has a hairy or shaggy appearance and is often a marker of AIDS)  

• Recurrent herpes simplex infection, e.g. ‘cold sores’ (fever blisters) or genital herpes infection 

• Herpes zoster (shingles) 

• Acne-like bacterial skin infections 

• Persistent and unexplained fevers and night sweats 

• Skin rashes 

• Generalized lymphadenopathy (swollen glands) or shrinking of previously enlarged lymph nodes (glands) 

• Persistent diarrhoea 

• Weight loss 

• Reactivation of TB (tuberculosis), especially in people from low socio-economic communities where TB is 
common (endemic). 

 

The symptomatic phase usually progresses over the next year or 18 months into the fully developed AIDS phase of the 
disease. 

 

6.5 Stage V:  AIDS, the severe symptomatic phase:  Severe HIV-
related disease 

This stage is almost always associated with a high HIV viral load and severe immune-deficiency.  This allows for the 
development of severe opportunistic infections, some cancers and HIV-related organ damage.  Manifestations of AIDS may 
include any of the signs and symptoms mentioned in the minor symptomatic and symptomatic phase.  The following signs 
and symptoms may also show: 

• Skin rashes and skin conditions 

• Persistent cough, chest pain and fever. 

• Oral and or genital thrush 

• Nausea, vomiting and ongoing diarrhoea 

• Headache, fits, and other neurological conditions 

• Cancers such as Kaposi’s sarcoma (reddish, purple spots on the skin and the mucous membranes); Lymphomas 
(cancer of the lymph glands/nodes) 

• Tiredness/ weakness/ fatigue 

• Memory and concentration loss, severe mental deterioration and confusion 

• Meningitis and pneumonia 

 

The signs and symptoms of AIDS may differ from one patient to another and depends on which infection or cancer is 
affecting the person. 

 

 

 

 

 

 

Complete Learning Activity 4 before you continue with the next section. 

 
Learning Activity 4  

 

Indicate whether the following statements are true or false.                                                           

File the answers in your portfolio. 

Statement True/False 

1. The child of an HIV infected mother acquires HIV antibodies from his/her mother during 
pregnancy and these antibodies may be present in the baby’s blood until the baby is 15-18 
months old, even if the child is not infected with HIV. 

 

2. A Rapid HIV Test will show positive results, if you had unprotected sex 2 days ago.  

3. A person over 12 can have an HIV test without parental consent.  

4. You may perform a Rapid HIV test without Pre- and Post-test counselling; because you don’t 
need a prescription to sell the test. 

 

5. Stage 1 of HIV/AIDS occurs 4-8 weeks after acquiring the HIV infection.  

6. Stage 2 of HIV/Aids occurs 5-8 years after HIV infection; the virus increases progressively in 
the body (viral load) due to multiplication and the patient needs to take his/her medicine 
continuously. 

 

 

7 Treatment and survival rates 
The following paragraphs are sections copied from articles on the internet, with the links and dates of access included in the 
references. 

 

7.1 Epidemiology  
 

The most recent outputs of the Thembisa mathematical model (version 4.2/0 of HIV in South Africa not only allow us to 
see the burden of HIV at the country level, but also allow for provincial comparisons.  Through several tables, graphs, 
and maps are illustrated how the HIV epidemic differs in each of the country’s nine provinces. 

 

The table below shows which provinces have the largest number of people living with HIV.  The ongoing increases in these 
numbers are both positive and negative.  On the negative side, it reflects the fact that the rate of new infections remains high; 
on the opposite side, it reflects the reality that people with HIV are not dying at the rates they used to since antiretroviral 
therapy is keeping millions of people alive. 

 

Province Number of people living with HIV Prevalence 

KwaZulu-Natal 2029470 18.23% 

Gauteng 1912590 13.05% 

Eastern Cape 859329. 13.04% 
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Mpumalanga 705174 15.41% 

North West 524593 13.59% 

Limpopo 515091 8.99% 

Western Cape 452210 6.76% 

Free State 419631 14.62% 

Northern Cape  81778 7.13% 

 
Source: https://www.spotlightnsp.co.za/2019/08/05/graphs-that-tell-the-story-of-hiv-in-south-africas-provinces/  

 

KwaZulu Natal is clearly at the centre of South Africa’ HIV epidemic.  The province has more people living with HIV (over two 
million) than North West, Limpopo, Western Cape, Free State, and Northern Cape combined.  In interpreting these numbers 
one should of course keep in mind that KwaZulu-Natal is South Africa’s second most populous province behind Gauteng; this 
partly explains the high absolute numbers, but not entirely. 

 

To contextualise the number of people living with HIV in a province in terms of the size of provincial populations we can look 
at the percentage of a province’s population who are HIV positive (also known as prevalence).  In the same table above we 
can see that KwaZulu-Natal still tops the list with an incredible 18.23% of the population living with HIV.  While Free State 
ranked eighth for the absolute number of people living with HIV in the province, it ranks third in terms of prevalence at 
14.62%.  Despite the large absolute number of people living with HIV in Gauteng (nearly two million), the province ranks only 
fifth in terms of prevalence at 13.05%  

 

The 90-90-90 targets are a set of global goals established by the United Nations Programme on AIDS and HIV.  By 2020, the 
goal is that “90% of people living with HIV will know their HIV status, 90% of those who know their HIV-positive status will be 
accessing treatment, and 90% of people on treatment will have suppressed viral loads. 

 

These targets provide a good measure of how well different provinces are performing in key areas such as the provision and 
promotion of HIV testing and helping people who test positive to start treatment and to stay on treatment. 

 

The table below displays 90-90-90 targets for each province.  This allows us to examine how each province is either 
achieving or falling behind each target of 90%.  The fourth column is the product of the three target percentages; in other 
words, it is the percentage of all people living with HIV in the province who are both accessing antiretroviral treatment and 
have suppressed viral loads.  As this fourth column represents 90% of 90% of 90%, a province achieving all three targets 
would have at least 72% in the fourth column. In other words, at least 72.9% of people living with HIV in a province would be 
accessing ART and would have viral loads below 1000 if they are meeting all targets. 

 

Province % of HIV positive 
individuals 
diagnosed 

% of HIV diagnosed 
individuals on ART 

Fraction of ART 
patients 

virologically 
suppressed (RNA 

count < 1000 
copies/mL 

% of HIV positive 
individuals on ART 

with VL < 1000 

Eastern Cape  90.14% 61.60% 87.19% 48.41% 

Free State 89.24% 73.40% 91.48% 59.92% 

Gauteng 88.93% 60.89% 87.29% 47.27% 

KwaZulu-Natal 92.46% 72.41% 91.74% 61.43% 

Limpopo 91.66% 73.26% 85.23% 57.24% 

Mpumalanga 90.45% 73.53% 88.09% 58.60% 

Northern Cape 90.81% 83.02% 84.42% 63.66% 

North West 89.21% 57.65% 87.87% 45.20% 

Western Cape 88.73% 65.53% 89.79% 52.24% 

 

In the table above we can also see that the Northern Cape is closest to achieving this target percentage as 63.66% of people 
living with HIV are both accessing ART and have suppressed viral loads. 

 

It is clear from the table that the greatest barrier to achieving the 90-90-90 targets is ensuring that people with diagnosed HIV 
are taking antiretroviral treatment.  Only in the Northern Cape is the percentage of people with diagnosed HIV who are taking 
treatment over 80%.  While North West comes close to achieving the first and third targets, only 57% of people with 
diagnosed HIV in that province are on treatment. 

 

The dynamics between the three 90s can be interesting.  For example, when a province suddenly initiates a lot more people 
onto treatment, we may at first see a reduction in the percentage of those with suppressed viral loads since many of the new 
patients will still have unsuppressed viral loads.  Either way, ensuring that those who know their status receive the treatment 
and care they need is a priority in order for South Africa to achieve the 90-90-90 targets. 

 

7.2 Prognosis 
Current treatment for HIV infection consists of highly active antiretroviral therapy, or HAART. This has been highly beneficial 
to many HIV-infected individuals since its introduction in 1996 when the protease inhibitor-based HAART initially became 
available. Current optimal HAART options consist of combinations (or "cocktails") consisting of at least three drugs belonging 
to at least two types, or "classes," of antiretroviral agents. Typical regimens consist of two nucleoside analogue reverse 
transcriptase inhibitors (NARTIs or NRTIs) plus either a protease inhibitor or a non-nucleoside reverse transcriptase inhibitor 
(NNRTI).  

 

In areas where it is widely available, the development of HAART (highly active antiretroviral therapy) as effective therapy for 
HIV infection and AIDS reduced the death rate from this disease by 80%, and raised the life expectancy for a newly-
diagnosed HIV-infected person to about 20 years. As new treatments continue to be developed and because HIV continues 
to evolve resistance to treatments, estimates of survival time are likely to continue to change.  

 

HAART allows the stabilization of the patient’s symptoms and viraemia (presence of virus particles in the blood), but it neither 
cures the patient of HIV, nor alleviates the symptoms, and high levels of HIV-1, often HAART resistant, return once treatment 

https://www.spotlightnsp.co.za/2019/08/05/graphs-that-tell-the-story-of-hiv-in-south-africas-provinces/
http://en.wikipedia.org/wiki/Highly_active_antiretroviral_therapy
http://en.wikipedia.org/wiki/Antiretroviral
http://en.wikipedia.org/wiki/Nucleoside_analogue_reverse_transcriptase_inhibitor
http://en.wikipedia.org/wiki/Nucleoside_analogue_reverse_transcriptase_inhibitor
http://en.wikipedia.org/wiki/Non-nucleoside_reverse_transcriptase_inhibitor
http://en.wikipedia.org/wiki/HAART
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is stopped. Moreover, it would take more than the lifetime of an individual to be cleared of HIV infection using HAART. 
Despite this, many HIV-infected individuals have experienced remarkable improvements in their general health and quality of 
life, which has led to the plummeting of HIV-associated morbidity and mortality. 

 

In the absence of HAART, progression from HIV infection to AIDS occurs at a median of between nine to ten years and the 
median survival time after developing AIDS is only 9.2 months. Most patients die from opportunistic infections or 
malignancies associated with the progressive failure of the immune system. HAART is thought to increase survival time by 
between 4 and 12 years.  

 

Non-adherence and non-persistence with therapy are the major reasons why some people do not benefit from HAART. The 
reasons for non-adherence and non-persistence are varied. Major psychosocial issues include poor access to medical care, 
inadequate social supports, psychiatric disease and drug abuse. HAART regimens can also be complex and thus hard to 
follow, with large numbers of pills taken frequently. Side effects can also deter people from persisting with HAART, these 
include lipodystrophy, dyslipidaemia, diarrhoea, insulin resistance, an increase in cardiovascular risks and birth defects.  

 

Anti-retroviral drugs are expensive, and the majority of the world's infected individuals do not have access to medications and 
treatments for HIV and AIDS. In the following paragraph we are going to take a closer look at the treatment regimens and 
costs of HAARTs. 

 

7.3 Antiretroviral treatment (ART)  
The main goal of ART is to achieve and maintain virological suppression.  In July 2019, the WHO announced that the 
antiretroviral dolutegravir (an integrase strand inhibitor), in combination with an appropriate nucleoside reverse transcriptase 
inhibitor (NRTI) backbone, is now the preferred antiretroviral in first and second line regimens for infants and children, 
adolescents and adults.  Dolutegravir (DTG) has significant advantages, and has been associated with rapid viral 
suppression and a high genetic barrier to resistance. In addition, side effects are mild and uncommon.  The updated guideline 
includes recommendations for the introduction of DTG-containing regimens to eligible patients at all stages of the life course.  

 

Overview  

Treatment for HIV has come a long way.  In the 1980s, HIV was considered fatal.  Thanks to advances in treatment, HIV has 
become more of a chronic condition, much like heart disease or diabetes.  One of the biggest recent advances in HIV 
treatment has been the development of a single-dose medication, i.e. one pill that contains a combination of several 
different HIV drugs. 

A combination pill is a big step forward from the cumbersome, multi-pill drug regimens that used to be the only option for 
people with HIV.  Some combination pills still need to be taken with other antiretroviral drugs to be effective.  An example is 
emtricitabine and tenofovir disoproxil fumarate (Truvada) 

Other combination pills form a complete HIV regimen all on their own.  Examples include pills that combine three different 
drugs, such as efavirenz, emtricitabine, and tenofovir disoproxil fumarate (Atripla).  Some newer two-drug combinations, such 
as dolutegravir and rilpivirine (Juluca), also form a complete HIV regimen. 

One important difference between two-drug combinations such as Juluca and two-drug combinations such as Truvada, is that 
Juluca includes two drugs from different drug classes.  The two drugs in Truvada belong to the same drug class. 

When a person is prescribed a combination pill that can be used as a complete HIV regimen, it is known as a single-dose 
regimen 

7.3.1 Single dose ART 

As of April 2013, the majority of South Africans on state-sponsored ARV treatment for HIV, needed only one tablet instead of 
the then current three tablets to be taken per day.   

 

Some of the benefits of a fixed-dose combination drug (FDC) include:  

• Improved patient treatment adherence, which would improve treatment outcomes and reduce onward 
transmission of HIV; 

• Prescribing, dispensing and monitoring treatment will be easier for nurses and pharmacists; and  

• Will simplify procurement and supply chain management. 

 

The single-dose ARVs were launched on 8 April 2013.  The information given on this day was: 

• About 180 000 HIV positive South Africans will soon start taking the fixed-dose combination ARV medication. 

• Instead of taking three to five tablets per day, they only need to take one tablet per day 

• The fixed-dose combination (FDC) ARV will be given to newly diagnosed HIV positive people, HIV-positive 
pregnant women and breastfeeding mothers. 

• The guidelines for prevention of mother-to child transmission, paediatric and adult treatment have been revised 
due to changes in the treatment regime for FDC ARVs. 

• The fixed dose combination contains emtricitabine, efavirenz and tenofovir 

• All of these active substances are combined into a single dose, which makes it very easy to take. 

• The FDC ARV is as highly effective as taking three separate drugs. 

• People’s lives will improve as they will have access to these FDC ARV drugs. 

 

Benefits of single dose ART include taking a single pill each day, compared with two or more, can make it easier for a person 
to follow their treatment plan, making the antiretroviral therapy more effective.  Having more effective treatment and a 
streamlined medication routine can improve the person’s quality of life. 

 

A medical practitioner will perform a blood test to check for the hepatitis B virus before prescribing HIV medication.  Many of 
these drugs treat hepatitis B as well as HIV; if a person stops taking one of these drugs, their hepatitis B may also get worse. 

Some HIV drugs interact with other medications.  Any person who will be starting to use a single dose ART must tell their 
healthcare provider if they are taking any prescribed or over-the-counter medicines, herbal remedies, or supplements. 

 

7.3.2 Initiating Dolutegravir (DTG)-containing regimens 

• A DTG-containing regimen should be initiated in newly diagnosed HIV positive children ˃ 20 kg, adolescents and 
adults including women who are pregnant ˃ 6weeks gestation and breastfeeding women. 

• Adolescent girls & women of child-bearing potential: Screen for pregnancy and discuss fertility intentions.  
Counsel on the risks and benefits of EFV-containing ART versus DTG-containing ART.  If pregnancy is planned 
in the near future, advise to initiate TEE (Tenofovir + emtricitabine + efavirenz) and consider switching to TLD 
(tenofovir + lamivudine + dolutegravir) after 6weeks gestation.  If no pregnancy is planned, discuss options for 
contraception and recommend the use of dual contraception.  Initiate TLD and advise her to return for switch to 
TEE if fertility intentions change. 

 

7.3.3 Switching stable ART-experienced clients on 1st line regimens to DTG-containing regimens 

• HIV-positive children ˃ 20 kg, adolescents and adults including women who are pregnant ˃ 6weeks gestation 
and breastfeeding women who are on 1st line ART regimens, are eligible to be switched to a DTG-containing 
regimen if they have documented evidence of virological suppression (VL <50 c/mL) in the previous 6 months.  
Use result of routine VL for assessment.  No additional VL tests outside the routine schedule should be 
requested unless clinically indicated. 

• Eligible clients should be offered the choice of switching to a new DTG-based regimen or remaining on their 
current EFV-based regimen; discuss benefits and risks of both options with the client. 

• The new regimen must include at least one fully active NRTI-review ART history. 

• Patients with elevated viral loads must be assessed for the cause of an elevated VL and managed accordingly. 

 

http://en.wikipedia.org/wiki/Malignancies
http://en.wikipedia.org/wiki/Dyslipidaemia
http://en.wikipedia.org/wiki/Diarrhoea
http://en.wikipedia.org/wiki/Cardiovascular
http://en.wikipedia.org/wiki/Birth_defect
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Treatment regimens: 

Children <10 years and > 20 kg 

Adolescents > 10 years but < 35 kg 

ABC + 3TC + LPV/r → ABC + 3TC + DTG 

ABC + 3TC + EFV / NVP → ABC + 3TC + DTG 

 

Adolescents <10 years and >35 kg 

ABC + 3TC + EFV / NVP → TDF + 3TC + DTG 

(If eGFR >80mL/Min/1.73m2 

ABC + 3TC + EFV / NVP → ABC + 3TC + DTG 

(If TDF contraindicated) 

AZT + 3TC + EFV / NVP → AZT + 3TC +DTG 

 

Adolescents and Adults including Pregnant women > 6weeks gestation & Breastfeeding women 

TDF + FTC + EFV/NVP → TDF + 3TC + DTG 

ABC + 3TC + EFV/NVP → ABC + 3TC + DTG 

(If TDF contraindicated) 

AZT + 3TC + EFV/NVP → AZT + 3TC +DTG 

 

*Assess the reason for exclusion of TDF from the NRTI backbone. If TDF was excluded due to TDF-induced nephrotoxicity, continue using the same NRTI 

backbone.  If TDF was excluded due to non-TDF related renal failure that has since resolved, reconsider using TDF. 

 

7.3.4 Initiation of ART during Pregnancy and Breastfeeding 

All newly diagnosed HIV-positive pregnant or breastfeeding women must be initiated on ART on the same day (if ART service 
available, no suspicion of TB and patient readiness has been confirmed) in order to minimise the risk of transmission of HIV 
to their infants.  Known HIV-positive women who are not yet on ART must also be initiated at the first visit.  They must receive 
post-test counselling with support for disclosure to a supportive partner, family member or friend, followed by a session of 
pre-ART and adherence counselling. 

The management of pregnant or breastfeeding women eligible for ART is summarised in the next table.  Refer all un-booked 
pregnant clients for antenatal booking as soon as possible.  Infants of breastfeeding mothers must be clinically assessed for 
signs of HIV or HIV-related infection and referred for HIV testing and Post-Exposure Prophylaxis (PEP).  Clients must be 
seen 1 week after initiating ART in order to review blood results, enquire about side-effects and provide adherence support.  
Confirm that the pregnant client has booked for antenatal care and record starting date of ART and treatment regimen in 
antenatal booklet if possible and CBS (Community Based Services). 

All clients who have tested HIV-negative during pregnancy or are not known to be HIV-positive, must be tested for HIV during 
labour or at delivery, so that HIV prophylaxis can be given and lifelong ART initiated. 

 

Table: Management of pregnant or breastfeeding clients who are newly diagnosed HIV-positive or known HIV-
positive but not on ART 

On same day as HIV positive diagnosis At follow-up visit within 1 week 

TB symptom screening & enquire about TB contacts.  Send 
two sputum samples for TB GeneXpert Ultra test 
regardless of whether symptoms or TB are present 

If symptomatic or history of close TB contact, delay 
initiation of ART and follow up for TB GeneXpert Ultra 
result after 2 days. 

Review results of sputum TB GeneXpert test. 

It TB GeneXpert positive, initiate TB treatment. 

Start ART after 2 weeks, when TB symptoms improving 
and client is tolerating TB treatment.  If ART already 
started, continue with regimen.  If on DTG-containing 
regimen, give additional dose of DTG 50mg 12 hours after 
daily dose of ART if on Rifampicin. 

If TB GeneXpert is negative but TB symptoms present, 
refer to medical officer for assessment and decision on 
whether to start TB treatment.  Follow up for culture result 
after 1 month. 

If TB GeneXpert is negative and diagnosis of TB excluded, 
initiate ART. 

TPT (TB Preventive Treatment):  If pregnant and no clinical 
suspicion of TB, defer TPT until CD4 result available. 

If breastfeeding and not clinical suspicion of TB, start TPT if 
no contraindications (no need to give TPT if patient recently 
completed TB treatment or full course of TPT) 

TPT: If pregnant and CD4 <350 cells/µL, CrAg neg. Xpert 
negative and no clinical suspicion of TB, start TPT if no 
indications (no need to give TPT if patient recently 
completed TB treatment or full course of TPT) 

If pregnant and CD4>350 cells/µL and no clinical suspicion 
of TB, defer TPT until 6 weeks after delivery. 

If no TB symptoms, initiate or restart ART on same day. 

Art-naïve clients: 

If no history of renal impairment AND > 6 weeks pregnant: 

Initiate ART with Tenofovir + Lamivudine + Dolutegravir 
(TLD) as fixed dose combination. 

If history of renal impairment AND > 6 weeks pregnant: 

Initiate ART with Abacavir + Lamivudine + Dolutegravir 

ART-experienced clients currently not on ART +> 6 weeks 
pregnant: 

If previously on 1st regimen (TEE) with VL<50c/mL, restart 
ART with TLD if client chooses to restart TEE, do baseline 
VL. 

If previously on 1st regimen TEE with VL> 50c/mL 

or unknown VL restart with Zidovudine + Lamivudine + 
Dolutegravir (ZLD). 

If Hb < 8g/dL, avoid Zidovudine -  restart ART with 

Tenofovir + Lamivudine + Lopinavir/r 

If previously on 2nd or 3rd line regimen, restart the same 
regimen.. 

If Serum Creatinine >85mmol/L (if pregnant) or CrCl 
<60mL/min (if breastfeeding): 

Avoid Tenofovir, substitute with Abacavir. 

Monitor for side-effects and provide reassurance, 
adherence support and advice. 

If no ART service available, start Zidovudine 300 mg every 
12 hours in pregnant women if Hb>8g/dl and refer to ART 
site urgently.  If breastfeeding, do not give Zidovudine and 
refer to ART site urgently 

 

Give cotrimoxazole prophylaxis (CTP).  
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If breastfeeding, provide instant post-exposure prophylaxis. 
Refer to CBS (Community Based Services). 

 

Complete Learning Activity 5. 

 

Learning Activity 5 

Indicate whether the following statements are true or false.    

File the answers in your portfolio. 

Statement True  False 

1. A mother who is diagnosed with HIV within 1 year post-partum, or if she is 
breastfeeding beyond 1 year, must be started on lifelong 3TC immediately, 
regardless of feeding choice or CD4 count 

  

2. Babies born to HIV positive mothers must be breastfed exclusively for the first 6 
months 

  

3. During the first antenatal care visit, all pregnant women not on ART yet, must be 
given the FDC 

  

4. A pregnant woman on FDC treatment, with a creatinine level <85µmol/l and CD4 
cell count of 350 cells/µl, must continue with her ART treatment 

  

5. A breastfeeding woman who has failed the first-line regimen and has diarrhoea 
associated with LPV/r must be switched to AZT 

  

 

7.3.5 Post-Exposure Prophylaxis (PEP) in HIV-Exposed Infants 

All HIV-exposed infants should receive post-exposure prophylaxis with Nevirapine (NVP) + zidovudine (AZT) post-delivery.  
The risk of HIV transmission from HIV positive mother to infant should be classified as high or low according to the result of 
the VL done at delivery.  This result will most likely not be available when the mother and infant are discharged, therefore 
must be reviewed at the routine post-natal visit (day 3-6).  Parents and primary caregivers of infants must be counselled 
about the role of ARVs in preventing transmission of HIV.  Administration of medication to infants should be demonstrated, 
and the importance of giving it every day for the duration specified, should be emphasized.  They should be encouraged to 
return for assistance if any side effects or problems administering medication are experienced.  All HIV-exposed infants 
should be issued with a minimum of 6 weeks PEP supply of NVP + AZT, which they must bring to the post-natal visit.  Once 
the delivery VL has been reviewed, continue PEP according to the risk classification in the table below.  If the risk is low (VL < 
1000), stop the AZT and return unused AZT to the pharmacy to discard. 

 

Sub-group of HIV-exposed infant ARVs for Post-exposure Prophylaxis (PEP) 

1.  Low risk of HIV transmission at birth: 
Mother on ART with documented VL<1000 copies/mL at 
delivery 

Nevirapine daily for 6 weeks 
(regardless of feeding choice) 

Do HIV PCR at birth or at first presentation to facility. 
If positive, do confirmatory PCR (Polymerase chain 

reaction test for HIV) and transition to ART. 
If negative, repeat PCR at 10 weeks and 6 weeks after final 

breastfeed, 6 months and 18 months 

2. High risk of HIV transmission at birth: 
Mother on ART with VL>1000 copies/mL at delivery 
OR 
Unknown maternal HIV status or abandoned/orphaned 
infant (exposure confirmed with rapid HIV antibody test) 

If breastfeeding: 
Nevirapine daily for a least 12 weeks 

+ 
Zidovudine twice daily for 6 weeks 

(Only stop NVP once maternal VL<1000 copies/mL) 
 

If formula feeding: 
Nevirapine daily for 6 weeks 

+ 
Zidovudine twice daily for 6 weeks 

Do HIV PCR* at birth or at first presentation to facility. 
If positive, do confirmatory PCR and transition to ART. 

If negative, repeat HIV testing at 10 weeks, 6 weeks after 
final breastfeed, 6 months & 18 months 

3. Increased risk of HIV transmission during 
breastfeeding 
Mother on ART with most recent VL>1000 copies/mL 
OR 
Mother HIV positive but not on ART: 

o Newly diagnosed HIV-positive while 
breastfeeding 

o Previously diagnosed HIV-positive but not 
initiated on ART or discontinued ART  

Nevirapine daily for at least 12 weeks 
+ 

Zidovudine twice daily for 6 weeks 
(Only stop NVP once maternal VL < 1000copies/mL 

Assess and manage causes of unsuppressed VL 
If failing 1st line ART, repeat VL after 3 months.   

Switch to 2nd line ART if VL still >1000c/mL 
If failing 2nd line ART, consider genotyping. 

Counsel client on risk of HIV transmission to infant and 
discuss feeding options with expert for tailored approach. 

Infant is eligible for provision of formula feeds. 
 

Start cotrimoxazole prophylaxis if infant >4 weeks old. 
Do HIV PCR.  If positive, do confirmatory PCR and 

transition to ART.  If negative, repeat HIV testing at 6 
weeks after final breastfeed, 6 months & 18 months 

 

• Administer the first dose of oral PEP to the new born as soon as possible after birth (preferably within 1 hour of 
birth)  

• Neonates who are nil per mouth (NPO) e.g. Necrotizing enterocolitis (NEC), intestinal anomaly/obstruction 
should receive intravenous Zidovudine (AZT) until oral feeding and PEP is tolerated. 

• At discharge, provide PEP for the first 6 weeks and advise mothers that they will receive more nevirapine (NVP) 
at the next visit. 

• Infants who have suspected AZT-related anaemia / neutropenia from prolonged foetal (in utero) exposure to 
AZT, should be referred for investigation and further management. 

• Infants who do not tolerate NVP or develop NVP toxicity should be switched to oral AZT for 4 weeks.  Additional 
measures (optimised maternal ART / heat treatment of breast milk) may be required for prophylaxis during 
breastfeeding - consult an expert. 

• Certain babies are at higher risk of developing anaemia on zidovudine e.g. premature and malnourished infants.  
Close monitoring is recommended and if in doubt, discuss with an expert and refer as needed. 

• Transition infants who test HIV positive at birth from PEP to ART. 

• Fast track infants who test HIV positive at a later stage for ART. 
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Oral dosing of Zidovudine for PEP in HIV-exposed infants 

Zidovudine (AZT syrup (10mg/mL) 

Age Current weight Twice daily dose 

Premature infants <35 weeks of 
gestational age birth 

Birth  to 2 weeks of age 2 mg/kg/dose (0.2 mL/kg/dose)  

12-hourly 

2 weeks to 6 weeks of age 3 mg/kg/dose (0.3 mL/kg/dose)  

12-hourly 

 

 

Birth to 6 weeks (infants > 35 
weeks of gestation 

<2kg, <35 weeks gestation 4 mg/kg/dose 12-hourly 

2.0 to 2.49 kg 1 mL (10mg) 12-hourly 

< 2.5 kg 1.5 mL (15mg) 12-hourly 

 

 

 

>6 weeks (doses according to ART 
Dosing Chart for Children) 

<3 kg 4 mg/kg/dose 12-hourly 

(0.4 mL/kg/dose 12-hourly) 

3.0 to 5.9 kg 6 mL (60mg) 12-hourly 

6 to 7.9 kg 9 mL 12-hourly 

8 to 13.9 kg 12 mL 12-hourly 

 

Oral dosing of Nevirapine for PEP in HIV-exposed infants 

Nevirapine (NVP) syrup (10mg/mL) 

Age Current weight Once daily dose 

 

 

Birth to 6 weeks 

 

 

<2.0 kg 

 

Birth to 2 weeks 2 mg/kg/dose 

(0.2 mL/kg/dose) 

daily 

 

2 – 6 weeks 4 mg/kg/dose 

(0.4 mL/kg/dose) 

daily 

2.0 to 2.49 kg 1 mL (10mg) daily 

>2.5 kg 1.5mL (15mg) daily 

6 weeks to  

6 months 

Any 2 mL (20mg) daily 

6 to 9 months Any 3 mL (30mg) daily 

9 months until 4 weeks 
after all breastfeeding 

has stopped 

Any 4 mL (40mg) daily 

Premature infants < 35weeks gestational age should be dosed using expert guidance. It the infant weighs <2 kg and 6 weeks 
of age, continue with dosage of 4 mg/kg/dose (o.4 mL/kg/dose) once daily until 2 kg is reached. 

 

Oral dosing of cotrimoxazole for PEP in HIV-exposed infants 

Cotrimoxazole syrup (200/40mg/5mL) 

Current weight Once daily dose 

2.5 to < 5kg 2.5 mL 

5 to < 14 kg 5 mL 

Stop cotrimoxazole when PCR is negative > 6 weeks after full cessation of breastfeeding AND infant is clinically HIV 
negative 

  

 

7.3.6 Monitoring of Infants and Children on ART 

 Monitoring of infants, children and early adolescents on ART 

 

At initial diagnosis of HIV – baseline  

clinical evaluation 

Purpose 

Confirm HIV status Ensure that NDOH HIV testing algorithm has been  
followed 

Genotype resistance test:  Infants <2 years of age who are 
newly diagnosed as HIV positive if their mothers were 
exposed to PI-based ART during pregnancy or 

To screen for resistance to PI 
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breastfeeding 

Document weight, height, head circumference 

(< 2 year) and developments 

To monitor growth development and to identify moderate 
and Severe malnutrition; identify eligibility for ART 

Screen for TB symptoms or contacts To identify TB/HIV co-infection & eligibility for TPT 

TB GeneXpert Only for those with a positive TB symptom screen 

WHO Clinical Staging To determine urgency and timing of ART initiation 

 

CD4 count  / % 

Children < 5 years: DO NOT wait for CD4 count to start 
ART 

To determine eligibility for Cotrimoxazole Preventive 
Therapy (CPT) 

BC + differential WCC To detect anaemia; neutropenia; thrombocytopaenia 

Neurocognitive developmental assessments To identify children with neurodevelopmental delay. 

Use appropriate available tool. 

ALT (if jaundiced or on TB treatment) To assess for liver dysfunction 

ON ART Purpose 

Height, weight, head circumference (<2years) and 
development 

To monitor growth and developmental stages; adjust ARV 
dosages according to weight 

Clinical assessment and WHO staging To monitor response to ART and manage side effects and 
CPT eligibility 

CD4: All at month 12 

Then: 

Repeat CD4 every 6 months until meet criteria to 
discontinue CPT (Cotrimoxazole preventive therapy) 

If at any later stage VL > 1000 c/mL on 2 consecutive tests, 
repeat CD4 every 6 months to monitor for immunological 
failure 

Restart CPT if indicated. 

 

 

To monitor susceptibility to opportunistic infections and 
eligibility for Cotrimoxazole Preventive Therapy 

VL: All at month 4 and 12 To monitor virological response to ART 

Then: 

If VL < 50 copies /mL, repeat every 12 months. 

If VL > 50 copies /mL, address adherence, repeat after 3 
months. 

To identify treatment failure and problems with adherence 

Obtain expert advice if persistent viraemia of VL between 
50 and 999. 

HB and differential WCC at month 1, 3 and 6 months if on 
AZT 

To identify AZT-related anaemia and neutropenia 

Total Cholesterol + Triglycerides at month 3 (non-fasting) if 
on a PI 

To monitor for PI-related metabolic side-effects.  If above 
acceptable range, obtain expert advice.  Refer if TG > 10 

Consider switch to Atazanavir / r if > 6 years old and > 15 
kg 

Neurocognitive developmental assessments With appropriate available tool 

 

7.3.7 Standard ART regimens for Infants & Children 

 

1st Line Regimens 

Neonates (infants <4 weeks old) and >2.5kg Zidovudine + Lamivudine + Nevirapine 
Review at 1 month and if >3kg switch to Abacavir + 
Lamivudine + Lopinavir / ritonavir 
Initiation of ART in infants <4 weeks old.  Consult an expert 
for advice if necessary. 

All infants > 4 weeks old and > 42 weeks gestational age 
and children <20 kg 

Abacavir + Lamivudine + Lopinavir/Ritonavir 

Children 20 to 35 kg or <10 years old Abacavir + Lamivudine + Dolutegravir 

Adolescents >35 kg AND >10 years old Transition to adult & Adolescent regimens 
Tenofovir + Lamivudine + Dolutegravir 
Ensure adequate renal function 
If Tenofovir contraindicated: 
Abacavir + Lamivudine + Dolutegravir 

Adverse effects related to Lopinavir / ritonavir: 
Hyperlipidaemia 
Severe gastro-intestinal side effects > 6 weeks 
Simplification to a once daily regimen 

From 6 years and > 15 kg: 
Switch Lopinavir / ritonavir to Atazanavir / ritonavir 

2nd Line Regimen 

1st line NNRTI-based regimen: Recommended 2nd line regimen 
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Abacavir / Zidovudine + Lamivudine + Efavirenz or 
Nevirapine 

>20 kg: Abacavir / Zidovudine + Lamivudine + Lopinavir / 
ritonavir 
>20 kg: 2 NRTIs + Dolutegravir 
Ensure at least 1 active NRTI in consultation with an expert 

Adverse effects related to Lopinavir / ritonavir: 
Hyperlipidaemia 
Severe gastro-intestinal side effects > 6 weeks 
Simplification to a once daily regimen 

From 6 years old and >15 kg: Switch Lopinavir / ritonavir to 
Atazanavir / ritonavir. 

Failed Protease Inhibitor (PI) or Integrase Strand Inhibitor (InSTI) based regimen 

Abacavir / Zidovudine / Tenofovir + Lamivudine / FTC + 
Lopinavir / ritonavir or  Atazanavir / ritonavir 

Diagnose treatment failure if on a PI of DTG based regimen 
for at least 2 years with virological non-suppression defined 
as at least three viral load measurement of > 1000 
copies/mL (>log 3) OR 
VL>1000 with evidence of clinical or immunological failure. 
Do genotypic resistance test. 
If virological non-suppression present but on treatment <2 
years, consider doing genotypic resistance test if there is a 
history of intolerance or poor adherence, non-boosting of a 
PI-based regimen or no dose adjustment of dolutegravir to 
overcome a drug interaction. 
 
Refer results to the 3rd line ART committee 
Should be managed by a Paediatric Infectious Disease 
specialist on the basis of genotype resistance testing 
 

Un-boosted PI-based regimen 

Abacavir / Zidovudine / Tenofovir + Lamivudine / FTC + 
Dolutegravir 

 

 

Complete Learning Activity 6. 

 

 
Learning Activity 6 

 

Indicate whether the following statements are true or false.    

Statement True  False 

1. Administration of medication to infants should be demonstrated, and the 
importance of giving it every day for the duration specified, should be emphasized  

  

2. Premature infants <35 weeks of gestational age birth must be given Zidovudine 
(AZT syrup (10mg/mL) at a 2mg/kg/dose(0.2mL/kg/dose) 12-hourly 

  

3. All HIV-exposed infants should be issued with a minimum of 12 weeks PEP supply 
of NVP + AZT, which they must bring to the post-natal visit 

  

4. Certain babies are at higher risk of developing anaemia on zidovudine e.g. 
premature and malnourished infants.  Close monitoring is recommended and if in 
doubt, discuss with an expert and refer as needed. 

  

File the answers in your portfolio. 

5. Infants who have suspected AZT-related anaemia / neutropenia from prolonged 
foetal (in utero) exposure to AZT, should be given multivitamin syrup every day. 

  

 

 

7.3.8 ART in Adolescents (10 to 19 years old) and Adults 

Eligibility Criteria and Timing of Initiation of ART 

 

Eligibility criteria for ART and fast-tracking in late adolescents and adults 

Eligibility for starting ART 

• All newly-diagnosed HIV-positive adolescents and adults are eligible to start lifelong ART regardless of CD4 

• Initiate ART within 7 days of diagnosis or on the same day if there are no medical reasons to defer and if 
patient is ready, as early starting of ART is associated with better health outcomes. 

• Prioritise those with CD4 <350 cells /µL or advanced HIV disease 

• If the patient refuses to start ART, emphasise benefits of ART and review in 1 month 

Patient requiring prioritization 

HIV positive women who are pregnant/breastfeeding 
Patients with a CD4 < 200 cells/µL 
Patients with WHO stage 4 disease 

Initiate SAME day as eligibility established (if active TB 
infection and Cryptococcal meningitis excluded) 

Patients with TB/HIV co-morbidity with CD4 <50 cells/µL 
Patients with DR-TB 

Within 2 weeks of commencement of TB treatment 

 

Medical Indications to Defer Initiation of ART 

Indications Action 

TB symptoms 
(cough, night sweats, fever, recent weight loss) 

Investigate for TB before initiating ART.  If TB is excluded, 
proceed with ART initiation and TPT after excluding 
contraindications to TPT. 
If TB is diagnosed, initiate TB treatment and defer ART. 
The timing of ART initiation will be determined by the site of 
TB infection and the client’s CD4 cell count 

Diagnosis of Drug Sensitive (DS) TB at a non-neurological 
site (e.g. pulmonary TB, abdominal TB, TB lymphadenitis 

Defer ART initiation as follows: 

• If CD4<50 cells/µL, initiate ART within 2 weeks of 
starting TB treatment. When the client’s symptoms 
are improving, and TB is tolerated. 

• If CD4>50 cells/µL initiate ART 8 weeks after 
starting TB treatment 
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Drug Resistant (DR) TB at a non-neurological site (E.g. 
pulmonary TB, abdominal TB, TB lymphadenitis 

Initiate ART after 2 week of TB treatment, when the client’s 
symptoms are improving and TB treatment is tolerated. 

Diagnosis of DS-TB or DR-TB at a neurological site (e.g. 
TB meningitis, tuberculoma 

Defer ART until 4-8 weeks after start of TB treatment. 

Signs and symptoms of meningitis Refer for investigations for meningitis before initiating ART 

Cryptococcal antigen (CrAg) positive in the absence of 
symptoms or signs of meningitis 

Defer ART until 2 weeks of fluconazole prophylaxis has 
been completed 

Confirmed cryptococcal meningitis Defer ART until 4-6 weeks after start of antifungal 
treatment 

Other acute illnesses, e.g. Pneumocystis jirovecii 
pneumonia (P JP) or bacterial pneumonia 

Defer ART for 1-2 weeks after commencing treatment for 
the infection 

Clinical symptoms or signs of liver disease Confirm liver injury -  check ALT and total bilirubin.  ALT 
elevated >120 IU/L with symptoms of hepatitis, and/or total 
serum bilirubin concentration >40umol/L are significant.  
Investigate and manage possible causes including hepatitis 
B drug-induced liver injury ((DILI), or alcohol abuse. 

Note: Clients who are already on ART should NOT have their treatment interrupted upon diagnosis of any of the 
above conditions. 

 

 

7.3.9 Standard Regimens for ART in Adolescents & Adults 

7.3.9.1 Standard 1st Line Drug Regimens for ART in Adolescents & Adults 

1st Line Regimens 

Indications Regimen Comments 

Initiation of ART in adolescents & 
adults eligible for DTG 

Tenofovir + Lamivudine + Dolutegravir 

Provide as fixed dose combination 

Use TDF in adolescents only if > 10 

years old AND >35 kg AND 

eGFR > 80 mL/min/1.73m2. 

Use TDF in adults only if eGFR > 
50mL/min/1.73m2 or serum 
creatinine <85 µmol/L in pregnant 
women.  

Nevirapine is no longer 
recommended as part of an 
ART regimen as the toxicity 
associated with NVP is a 

Initiation of ART in patients not eligible 
for DTG-containing regimens 

Tenofovir + Emtricitabine + Efavirenz 

Provide as fixed dose combination 

concern. 

Contraindications to Tenofovir Abacavir  + Lamivudine + Dolutegravir Renal disease: (eGFR<50 mL/min in 
adults; 

eGFR < 80 mL/min/1.73m2 in 
adolescents; 

Creatinine > 85umol/L in pregnant 
women 

Contraindications for Tenofovir and 
Abacavir 

Zidovudine + Lamivudine + 
Dolutegravir 

Hypersensitivity to Abacavir 

Renal disease: (eGFI < 50 mL/min in 
adults 

(eGFR < 80 mL/min/1.73m2 in 
adolescents; Creatinine > 85 µmol/l in 
adolescents; 

Creatinine >85 µmol/l in pregnant 
women) 

Patients on NNRTI based regimens night be eligible to switch to a dolutegravir based regimen. 

Nevirapine is no longer recommended as part of an ART regimen as the toxicity associated with NVP is a concern 

 

7.3.9.2 Standard 2nd Line drug regimens for ART in Adolescents & Adults 

• Virological failure in a patient on a 1st line dolutegravir containing regimen is diagnosed when VL>1000c/mL on at 
least three occasions over the course of two years.  This is an indication to switch to a 2nd line regimen. 

• Virological failure in a patient on a 1st line NNRTI based regimen is diagnosed when VL > 1000 c/mL on two 
separate occasions 2-3 months apart. 

• If a patient is on a Tenofovir-based regimen, check Hepatitis B status (HBsAg) before switching regimes to 
establish if Tenofovir must be retained. 

• If a patient is pregnant or breastfeeding, switch regimens on same day, but retain Tenofovir in the new regimen 
until Hepatitis B status is known. 

• The choice of ARVs in the 2nd line regimen will depend on the composition of the 1st line regimen. 

 

2nd Line ART Regimens for Adolescents & Adults 

Indications Regimen Comments 

Failing on Tenofovir + Emtricitabine 
+ Efavirenz / Nevirapine with HBsAg 
positive 

Tenofovir + Zidovudine + 
Lamivudine / Emtricitabine + 
Dolutegravir 

If Dolutegravir is not suitable, 
tenofovir + lamivudine / 
emtricitabine + Lopinavir / r 

Failing on Tenofovir + Emtricitabine 
+ Efavirenz / Nevirapine with HBsAg 
negative 

Zidovudine + Lamivudine + 
Dolutegravir 

If HB <8, consult an expert. 
If dolutegravir not suitable, 
zidovudine + lamivudine + Lopinavir 
/ r 
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Failing on Abacavir + Lamivudine + 
Efavirenz / Nevirapine 

Zidovudine + Lamivudine + 
Dolutegravir 

 

Failing on Abacavir + Lamivudine = 
Efavirenz, Zidovudine and tenofovir 
are contraindicated 

Consult and expert Hb < 8 g/dl + renal impairment 

Failing on Zidovudine + Lamivudine 
+ Efavirenz 
Tenofovir contraindicated 

Consult an expert Renal impairment 

Adverse effects related to Lopinavir 
/ ritonavir: 

• Hyperlipidaemia: Total 
Cholesterol > 6mmol/l fasting 
triglycerides > 5 mmol/l 

• Cardiovascular event risk 
>20% 

• Established clinical 
cardiovascular disease 

• Severe gastrointestinal side 
effects > 6 weeks 

Switch Lopinavir / ritonavir to 
Atazanavir / ritonavir 

Advise dietary modifications and 
refer to medical officer. 

Failing Tenofovir + Lamivudine + 
Dolutegravir for > 2 years with 
HBsAg positive 

Tenofovir + emtricitabine + lopinavir 
/ r 

 

Failing Tenofovir + Lamivudine + 
Dolutegravir for > 2 years with 
HBsAg negative 

Tenofovir + lamivudine + lopinavir / r If Hb <8, consult an expert 

 

7.3.9.3 Third Line Drug regimens for ART in Adolescents & Adults 

If a patient has a virological failure on a 2nd line regimen containing a PI or InSTi, a decision to switch to a new regimen will 
be based on the results of genotype testing. 

 

Access to 3rd line ART will be managed centrally by the HAST Directorate at the Provincial Department of Health.  There is no 
empiric 3rd line regimen and consideration of an appropriate regimen will be individualised according to the results of the 
genotypic resistance test and a complete drug history. 

 

Resistance tests are costly and studies show that most patients failing ritonavir-boosted Protease Inhibitors (PIs) or DTG-
based regimens do not have resistance mutations.  Resistance testing will only be offered to patients with good adherence, 
assessed objectively by means of pharmacy dispensing refills and the completed adherence evaluation form, submitted along 
with the application. 

 

Indications for resistance testing in adults and adolescents: 

• Patients on a PI based regimen, or a 2nd line InSTi based regimen for > 2 years with virological non-suppression 
defined as at least three viral load measurements of > 1000 copies/mL OR viral load > 1000 with evidence of 
clinical and/or immunological failure. 

• Patients on a PI based regimen for < 2 years with virological non-suppression and a history of non-boosting of a 
PI-based regimen or no dose adjustment of dolutegravir to overcome a drug interaction. 

 

ARVs in 3rd line regimens may include boosted Darunavir or Etravirine according to genotype interpretation and patient 
history 

 

Complete Learning Activity 7 

 
Learning Activity 7 

 

Indicate whether the following statements are true or false.    

File the answers in your portfolio. 

Statement True False 

1. Adolescents (10 to 19 years old) and adults are eligible for starting ART when 
they have other acute illnesses, e.g. Pneumocystis jirovecii pneumonia (PJP) or 
bacterial pneumonia 

  

2. All newly-diagnosed HIV-positive adolescents and adults are eligible to start 
lifelong ART regardless of CD4 

  

3. Resistance testing will only be offered to patients with good adherence, 
assessed objectively by means of pharmacy dispensing refills and the 
completed adherence evaluation form, submitted along with the application 

  

4. Access to 3rd line ART will be managed centrally by the HAST Directorate at the 
Provincial Department of Health.  There is no empiric 3rd line regimen and 
consideration of an appropriate regimen will be individualised according to the 
results of the genotypic resistance test and a complete drug history. 

  

5. Virological failure in a patient on a 1st line dolutegravir containing regimen is 
diagnosed when VL>1000c/mL on at least two occasions over the course of 
three years.  This is an indication to switch to a 2nd line regimen. 

  

 

 
 

7.3.10 General information 

a) Patients with a CD4 count above 500 cells/µl are not eligible for ART yet. 

 These patients should not get ‘lost’, but: 

 They should be transferred to a wellness programme for regular follow-up and repeat CD4 testing 6-monthly 

 They should be advised on how to avoid HIV transmission to sexual partners and children 

 INH prophylaxis should be initiated if they are asymptomatic for TB  

 Counselling on nutrition and contraception must be provided and an annual pap smear must be done 
annually. 

 

People in South Africa obtain medicines either through the public health system or from private dispensing doctors and 
pharmacies.  Patients receive medicines for free from the public health system, but often have to put up with extraordinarily 
long queues and inconsistent service. Private sector patients are usually insured by a medical scheme to which they pay a 
monthly premium. 
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Pharmaceutical companies sell medicines at a single exit price to the private sector. The state buys medicines for the public 
sector, usually, but not always, via a tender process. 

 

 

 

Glossary 

3TC  lamivudine 

ABC  abacavir 

AIDS Acquired Immune Deficiency Syndrome 

ALT  Alanine Aminotransferase 

ANC  Antenatal care 

ART  Antiretroviral Treatment 

ARV  Antiretroviral 

ATV  atazanavir 

ATV/r atazanavir/ritonavir low dose 

AZT  zidovudine 

CD4  Cluster of Differentiation 4 

CPT  Cotrimoxazole preventive therapy 

C/S  Caesarean section 

d4T  stavudine 

DNA PCR DNA Polymerase Chain Reaction 

DTG  dolutegravir 

EFV  efavirenz 

FBC  Full Blood Count 

FDC  Fixed dose combination 

FTC  emtricitabine 

Hb  Haemoglobin 

HBV  Hepatitis B virus 

HCT  HIV counselling and testing 

HIV  Human immunodeficiency virus 

INH  isoniazid 

LPV  lopinavir 

LPV/r lopinavir/ritonavir, low dose 

MDR/XDR TB Multi-Drug Resistant / Extensively Drug Resistant Tuberculosis 

MTCT Mother-to-child transmission of HIV 

NNRTI Non-nucleoside reverse transcriptase inhibitor 

NVP  nevirapine 

Pap smear Papanicolaou test 

PCP  Refer PJP below 

PCR  Polymerase chain reaction (a laboratory nucleic acid detection test) 

PJP  Pneumocystis jirovecii pneumonia, formerly known as Pneumocystis carinii pneumonia (PCP) 

PHC  Primary Health Care 

PI  Protease inhibitor 

SdNVP Single-dose nevirapine 

SdTruvada Single-dose Truvada 

TB  Tuberculosis 

Truvada© Fixed dose combination of tenofovir + emtricitabine 

TDF  tenofovir 

UTT  Universal Test and Treat  

VL  Viral load (HIV) 

WHO World Health Organization 

7.4 The lifestyle of people living with HIV/AIDS  
At the core of ARV care are three basic steps: 

1. Clients presenting for care 

2. Appropriate care and prescribing 

3. Lifelong adherence to care 

 

All these steps have challenges and are interlinked. 

 

The third step, adherence, is particularly difficult. Adherence (or as it is sometimes called, compliance) refers to the client 
following the advice given / treatment regimen prescribed by the health service. Adherence poses real challenges for the 
client – whether they are rich or poor, literate or illiterate, as is evident from experience with adherence for other chronic 
diseases. In HIV there is the added risk of rapid emergence of drug resistant strains of HIV in the face of poor adherence. 
However, there is much that we as health care providers can do to improve patient adherence. 

 

People with HIV/AIDS need to change their lifestyles in order to cope and control the symptoms of the deadly disease. It is 
important for people with HIV/AIDS to support and help their bodies to stay well as long as possible. This means that they 
should try to live healthy lifestyles and prevent re-infection with HIV by following the advice that follows: 

• Have a healthy diet – eat lots of fresh foods with fruit and vegetables and a balanced diet 

• Consider nutritional supplements – these are useful if the person does not have a good balanced diet 

• Avoid smoking – stop or reduce the number of cigarettes per day since smoking increases the risk of lung 
infections, e.g. pneumonia 

• Avoid alcohol intoxication – many of the drugs used in HIV diseases are possibly harmful to the liver and 
alcohol consumption increases the risk of liver damage. 

• Keep fit and well exercised – this helps people to feel well and strong. However, do not over-stress the body 
when experiencing diarrhoea, cough, fever, etc. 

• Avoid taking unnecessary drugs – if the person is taking treatment for HIV/AIDS, the drugs may interact with 
each other and may be harmful. The side effects may become worse. 

• Have lots of rest and sleep – this will make people infected with HIV/AIDS to feel less tired and weak.  Avoid 
too much stress. 

• Have positive mental attitudes – this promotes health and wellbeing. 

• Alternative therapies – acupuncture, massage, homeopathy and traditional healing may be useful, but is not 
proven scientifically. Consult with your health professional before you use homeopathic or any other medicines – 
there might be drug interactions. 

• Safer sexual practices – use a condom or try sex without penetration; e.g. masturbation and body sex (thigh 
sex).  This prevents spreading the HIV infection to others.  It is also harmful to get repeated HIV infection from 
others. 

• Regular medical checks – It is important to go for all your scheduled medical checks, even when you feel well. 

• Trust someone – Your nurse, doctor, counsellor, pharmacist, and pharmacist’s assistant are your partners in 
caring for your health. It is important to disclose to at least one person you trust. This way you can have 
someone to support you. 

• Seek early treatment for medical problems – if illness is diagnosed early enough, they can be treated 
effectively. 
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• Take your medicines correctly at all times – it will reduce chances of the virus developing resistance to your 
medicines. Resistance will eventually develop. Don’t be alarmed, your health professional will change you to a 
different regimen.  

• A person with HIV and AIDS will stay healthier if there is someone to provide them with support.  Everyone 
can help to support and care for people with HIV and AIDS.  

 

A person that follows the above mentioned guidelines will be able to return to work and still contribute towards his/her family 
and life in general.  

 

7.5 New AIDS survival rates mean patients returning to work. 
ART medicines are expensive. Taking into account the treatment regimens and the vast number of HIV positive people in our 
country who need these medicines, one can imagine how big the financial burden is on Government for providing treatment, 
all the more reason for patients to stay compliant. 

 

Ten important things the patient must remember: 

1 With treatment, proper eating and taking care of yourself, HIV is a lifelong illness, not a death sentence. 
2 We must advocate for all who need treatment to have access to it. ARVs are a lifelong treatment, not a cure for AIDS. 

There is no known cure for AIDS. 
3 Those who claim to have a cure must submit it to the South African Health Products Regulatory Authority (SAHPRA) or 

the Medical Research Council (MRC) for proper scientific validation. 
4 ARVs, like all medicines, have side effects. These are manageable. It is important to make sure your doctor/ nurse 

monitors you properly. If you suspect side effects, report them to your doctor and make sure they are attended to. 
5 Your nurse, doctor, counsellor, pharmacist are your partners in caring for your health. It is important to disclose to at 

least one person you trust. This way you can have someone to support you. 
6 HIV can disturb the way your body normally processes food. Please make sure you take time to eat properly, as often 

as you feel like eating. Try to add vegetables and fruit to your meals and eat less fatty foods. 
7 It is important to go for all your scheduled medical checks, even when you feel well. 
8 Taking your medicines correctly all the time will reduce chances of the virus developing resistance to your medicines. 

Resistance will eventually develop, so do not be alarmed, your clinic / hospital will change you to a different regimen. 
9 TB is one of the most common OIs (Opportunistic Infections) experienced by people living with HIV. TB can be cured if 

treatment is taken properly. With time, better ways to test for TB quickly and medicines which work faster to cure TB 
will be found. 

10 Till then, we must do the best with the medications we have and advocate for the research to be done faster. 

 

Complete Learning Activity 8 now. 

 
Learning Activity 8 

 

Indicate whether the following statements are true or false.    

                                                         

Statement True / False 

1. The development of HAART (highly active antiretroviral therapy) as effective therapy for HIV 
infection and AIDS reduced the death rate from this disease by 80%, and raised the life 
expectancy for a newly-diagnosed HIV-infected person to about 20 years. 

 

2. The preferred first line therapy for new adult patients who are HIV positive, is FDC  

3. If patients take their medicines correctly at all times, it will reduce chances of the virus 
developing resistance to their medicines. 

 

File the answers in your portfolio. 

4. People on ART medicines are too sick to ever return to work and should stay in bed at all 
times. 

 

8 The spread of HIV/AIDS and precautions 

8.1 HIV/AIDS may be spread by: 

8.1.1 Blood to blood contact     

HIV lives in the blood of an infected person. If infected blood enters directly into your body through broken skin, cuts, wounds 
and open sores, you may become infected with HIV.  

 

The risk of transmitting HIV to blood transfusion recipients is extremely low in developed countries where improved donor 
selection and HIV screening is performed. However, according to the WHO (World Health Organization), the overwhelming 
majority of the world's population does not have access to safe blood and between 5% and 10% of the world's HIV infections 
come from transfusion of infected blood and blood products. 
 

In South Africa, any blood donated by a donor is tested for HIV, before it is released for use in blood transfusions by: 

8.1.1.1 Screening 

A donor of blood must give consent for this process and children may not donate blood without parental consent. 

Donors are screened for health risks that may make the blood unsafe for the recipient. They are examined for signs and 
symptoms of diseases that can be transmitted in a blood transfusion, e.g. HIV, malaria and viral hepatitis and are also asked 
questions about their medical history and risk factors for various diseases. 
 

8.1.1.2 Blood testing 

Donated blood is tested by many methods, but the core tests recommended by the World Health Organization are the 
following four: 

• Hepatitis B Surface Antigen  

• Antibody to Hepatitis C  

• Antibody to HIV, usually subtypes 1 and 2  

• Serologic test for Syphilis  

  

8.1.2 Sharing needles   

This transmission route is particularly relevant to intravenous drug users, haemophiliacs and recipients of blood transfusions 
and blood products. Sharing and reusing syringes contaminated with HIV-infected blood represents a major risk for infection 
with HIV.  

 

The risk of being infected with HIV from a single prick with a needle that has been used on an HIV-infected person is thought 
to be about 1 in 150. Post-exposure prophylaxis with anti-HIV drugs can further reduce this risk. This route can also affect 
people who give and receive tattoos and piercings.  

 

Universal precautions are often not followed in both sub-Saharan Africa and much of Asia because of both a shortage of 
supplies and inadequate training. The WHO estimates that approximately 2.5% of all HIV infections in sub-Saharan Africa are 
transmitted through unsafe healthcare injections. Because of this, the United Nations General Assembly has urged the 
nations of the world to implement precautions to prevent HIV transmission by health workers. 

 

  

http://en.wikipedia.org/wiki/HAART
http://www.answers.com/topic/hepatitis-c
http://www.answers.com/topic/hiv
http://www.answers.com/topic/subtypes-of-hiv
http://www.answers.com/topic/syphilis
http://en.wikipedia.org/wiki/Intravenous_drug_use_%28recreational%29
http://en.wikipedia.org/wiki/Haemophilia
http://en.wikipedia.org/wiki/Blood_transfusion
http://en.wikipedia.org/wiki/Syringe
http://en.wikipedia.org/wiki/Post-exposure_prophylaxis
http://en.wikipedia.org/wiki/Tattoo
http://en.wikipedia.org/wiki/Body_piercing
http://en.wikipedia.org/wiki/Universal_precautions
http://en.wikipedia.org/wiki/United_Nations_General_Assembly
http://en.wikipedia.org/wiki/Image:AIDS_Poster_If_You%27re_Dabbling_in_Drugs_1989.jpg
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CDC poster from 1989 highlighting the threat of AIDS associated with drug use 

 

8.1.3 A mother to her baby (Perinatal transmission) 

An infected pregnant mother has a 30% chance of passing HIV to her unborn baby.   

  
 

HIV is spread by an infected mother to her baby:       

• In “utero” (in the womb).                     

• During labour or delivery.  

• Post-partum (after birth), particularly through breastfeeding, i.e. if the child is not given / taking ARVs during the 
breastfeeding period.  

 

When is HIV not spread by an infected mother to her baby? 

• Not with sperm during conception. 

• Not with sperm during pregnancy. 

• There is no contact of the mother’s blood with the Foetus’/ Baby’s blood. Although the foetus in the womb gets its 
nutrition from the mother’s blood, its blood and the mother’s blood actually never mix. 

• HIV positive women can safely breastfeed their children, provided the child is taking ARV’s during the 
breastfeeding period.  (Refer to: the WHO Webpage at: 
https://www.who.int/elena/titles/hiv_infant_feeding/en/#:~:text=Mothers%20known%20to%20be%20HIV%2Dinfe
cted%20(and%20whose%20infants%20are,thereafter%2C%20and%20continue%20breast%20feeding. 
and read the article “Infant feeding for the prevention of mother-to-child transmission of HIV”. 

 

Only a small minority of children actually get HIV in the womb. The foetus is surrounded by an amniotic bag, which protects it 
against HIV. Only when this bag breaks during labour (the “water breaks”) or when the afterbirth starts tearing from the 
womb, is the baby at increased risk.  

The transmission of the virus from the mother to the child can occur in utero during the last weeks of pregnancy and at 
childbirth. In the absence of treatment, the transmission rate between a mother and her child during pregnancy, labour and 
delivery is 25%. However, when the mother takes antiretroviral therapy and gives birth by caesarean section, the rate of 
transmission is just 1%. The risk of infection is influenced by the viral load of the mother at birth, with the higher the viral 
load, the higher the risk. Breastfeeding also increases the risk of transmission by about 4 % if the child is not given/taking 
ARVs during the breastfeeding period  

 

 
 

Thus far, formula feed (used exclusively) has been shown to be the most effective way to reduce the risk of Mother-to-Child-
Transmission of HIV. In the event that formula feed is difficult, due to lack of resources such as formula feed or clean water, 
exclusive breastfeeding is recommended, so as not to introduce other hazards that may affect the child’s immune system and 
susceptibility to HIV. 

 

Much success has been reached using treatments that interrupt the transmission of HIV from mother to child. The following 
are proven interventions for MTCT of HIV: 

• Antiretroviral therapy taken by both the mother and the child 

• Universal precautions at delivery 

• Modified infant feeding e.g. pasteurised breast milk 

• Delay rupture of membranes 

 

The healthcare worker’s focus should not be on MTCT of HIV only, but rather on the woman as an individual who needs care. 

 

http://en.wikipedia.org/wiki/Image:AIDS_Poster_If_You%27re_Dabbling_in_Drugs_1989.jpg
https://www.who.int/elena/titles/hiv_infant_feeding/en/#:~:text=Mothers%20known%20to%20be%20HIV%2Dinfected%20(and%20whose%20infants%20are,thereafter%2C%20and%20continue%20breast%20feeding
https://www.who.int/elena/titles/hiv_infant_feeding/en/#:~:text=Mothers%20known%20to%20be%20HIV%2Dinfected%20(and%20whose%20infants%20are,thereafter%2C%20and%20continue%20breast%20feeding
http://en.wikipedia.org/wiki/In_utero
http://en.wikipedia.org/wiki/Caesarean_section
http://en.wikipedia.org/wiki/Breastfeeding
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Complete Learning Activity 9 

 
Learning Activity 9 

 

Design a poster to promote wellness about actions that an HIV positive mother can take to lower the risk of infection to 
her child and to prolong the onset of AIDS in herself.  

File the poster in your portfolio. 

Tip: Be creative; use words as well as pictures or drawings and signs in different colours that will draw the attention of 
the community. Also ensure you do not include too much information that will make it look cluttered. Remember, the 
person looking at it must be able to read it with ease and understand your message correctly. 

File the answers in your portfolio. 

 

8.1.4 Sexual interaction  

Sexual interaction is the most common way in which the HI-Virus is transmitted. 

HIV can be passed on in this way because the virus is present in the sexual fluids and blood of infected people. If infected 
blood or sexual fluid gets into your body, you can become infected, but it depends on the type of body fluid.  

Saliva and sweat contain the HI-Virus, but not in quantities sufficient for transmission.  

 

 

 

 

 

 

 

 

 

 

 

8.1.4.1 Vaginal sex:  

HIV is found in the sexual fluids of an infected person. For a man, this means in the fluids which come out of the penis before 
and during sex. For a woman, it means HIV is in the fluids produced by the vagina before and during sex to help make 
intercourse easier.  

If a man with HIV has vaginal intercourse without a condom, infected fluid can pass into the woman's blood stream through a 
tiny cut or sore inside her body. Such a cut or sore wouldn't always be visible, and could be so small that the woman wouldn't 
know about it.  

If a woman with HIV has sexual intercourse without a condom, HIV could get into the man's blood through a sore patch on his 
penis or by getting into the tube that runs down the penis.  

If there is any contact with blood during sex, the risk of infection increases. For example, there may be blood in the vagina if 
intercourse occurs during a woman's period.  

 

8.1.4.2 Oral sex:  

Oral sex with an infected partner does carry some risk of infection. If infected fluid gets into the mouth, the virus could get into 
the blood if the person has bleeding gums or tiny sores or ulcers somewhere in the mouth.  

Infection from oral sex alone seems to be very rare, and there are things you can do to protect yourself.  

 

8.1.4.3 Anal sex:  

If a couple has anal intercourse, the risk of infection is greater than with vaginal intercourse. The lining of the anus is more 
delicate than the lining of the vagina, so it's more likely to be damaged during intercourse, and any contact with blood during 
sex increases the risk of infection.  

 

8.2 Universal Precautions  
“Universal precautions” is a term usually used by health-care professionals working in hospital and clinic settings. It means 
that these precautions are applicable to all people and they should always protect themselves from diseases that are 
transmitted via blood and body fluids (such as HIV and hepatitis). Your decision, whether to use barriers for protection from 
infectious bodily fluids or not, should not be based on how sick a person may look or how at risk they appear to be. 

 

When handling blood, semen, vaginal secretions, or breast milk, you must create a barrier between the fluid and the portals 
of entry. When dealing with any of the above fluids: 

• Use latex gloves. If you are allergic to latex, use vinyl gloves.  

• Clean up blood spills immediately: wear latex gloves and wipe up spills with a bleach-and-water solution, then 
dispose of soiled items in plastic bags.  

• Put used injection needles in puncture-proof “sharps” containers. Do not recap needles, as this is the most 
common way that health-care workers have infected themselves.  

• If you are with a person who begins to bleed, hand him/her a cloth to stop the bleeding (if possible) until medical 
help arrives.  

• If working in a situation where blood could be splattered in your face, cover your eyes with glasses and your 
nose and mouth with a mask, if possible.  

• Wash your hands frequently.  

• At your school or worksite, keep a first-aid kit with gloves and bandages and antiseptic available.  

• If you do become exposed, contact a medical officer immediately for possible prophylactic treatment.  

• Proper disposal of the protective barrier, such as gloves, is also important, as is hand washing after the event. 
These precautions also protect you from hepatitis, which is much more infectious than HIV. 

 

Complete Learning Activity 10 

 
Learning Activity 10 

 

Indicate whether the following statements are true or false.    

File the answers in your portfolio. 

Statement True / False 

1. HIV lives in the blood of an infected person. If infected blood enters directly into your body 
through broken skin, cuts, wounds and open sores, you may become infected with HIV.  

 

2. In South Africa, any blood donated by a donor is tested for HIV before it is released for 
use in blood transfusions. 

 

3. Razor blades or skin piercing instruments used for traditional healing, ear-piercing and 
tattooing can also spread the virus. 

 

4. The quantity of HIV in saliva, urine and sweat is too low to get infected.  
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8.3 People at risk 
As we have discussed in the above sections, the three main transmission routes of HIV are:  

• Sexual contact;  

• Exposure to infected body fluids or tissues, including transmission in health care settings; and  

• From mother to foetus or child during perinatal period.  

 

HIV has been detected in saliva, tears and urine. However, HIV in these fluids is only found in extremely low concentrations. 
What's more, there hasn't been reported a single case of HIV transmission through these fluids. HIV cannot be transmitted 
through day-to-day activities such as shaking hands, hugging or casual kissing. You cannot become infected from a toilet 
seat, drinking fountain, or sharing food or eating utensils with someone who is HIV-positive. You also cannot get HIV from 
mosquitoes.   

The table below lists the risk of transmission per 10,000 exposures for various types of exposures. 

 Probability of Acquiring HIV from an Infected Source, by Exposure  

Type of Exposure 
Risk per 10,000 

Exposures 

Parenteral 

Blood Transfusion 9,250 

Needle-sharing during injection drug use 63 

Percutaneous (needle-stick) 23 

Sexual 

Receptive anal intercourse 138 

Insertive anal intercourse 11 

Receptive penile-vaginal intercourse 8 

Insertive penile-vaginal intercourse 4 

Receptive oral intercourse low 

Insertive oral intercourse low 

Other 

Biting negligible 

Spitting negligible 

Throwing body fluids (including semen or saliva) negligible 

Sharing sex toys negligible 

 

(Source: Centres for Disease Control and Prevention at http://www.cdc.gov/hiv/policies/law/risk.html “HIV Transmission 
Risk”) 

 

People are thus at highest risk for HIV/AIDS if they are: 

• A drug user who shares the same needles with others. 

• A homosexual (same sex), heterosexual (different sex) or bisexual (combination of heterosexual and 
homosexual) who has unprotected sex with more than one partner. 

• A haemophiliac (a person who bleeds) that receives infected blood. 

 

As a health worker you are at medium risk, but you can minimise the risk by following the “Universal Precautions”, that were 
discussed in Paragraph 8.2. 

 

You are at the lowest risk of contracting HIV/AIDS if you practise safe sex, with one partner, whose HIV status is known, 
stay away from drugs, alcohol, etc., and follow the universal precautions.  

 

HIV can be prevented in many ways, but they are not always followed. People die when they don’t play it safe. In the next 
sections, we are going to look at methods to protect yourself from HIV/AIDS. 

 

Complete Learning Activity 11 

 
Learning Activity 11 

When is a person at high risk of contracting HIV/AIDS? 

File the answers in your portfolio. 

 

8.4 How to protect yourself from HIV/AIDS 
• Don’t have sexual contact with many partners. Communication programs, peer education, voluntary 

counselling and testing (VCT) may be used to promote behaviour change. 

• Use condoms. The distribution and promotion of condoms may increase the use of condoms. 

• Don’t share needles with anyone. Injecting drug users should always use clean and sterile injecting 
equipment. 

• Don’t use drugs (they give you poor judgment). If you suspect you are dependent on drugs, go for counselling 
and drug abuse treatment. 

 

Poor judgment means you might make bad decisions about things like sexual contact and moreover, when you use drugs, 
your body cannot fight infections. It is true that a small percentage of people who use condoms still get HIV because: 

• They use condoms incorrectly; 

• They use drugs or alcohol which can impair their judgment or cause the incorrect use of condoms; or 

• The condom could be defect/faulty (always check first) 

 

The following question always comes up: 

  

“Do good sexual hygiene and/or circumcision make a man less susceptible to HIV infection?” 

http://en.wikipedia.org/wiki/Sexual_contact
http://en.wikipedia.org/wiki/Fetus
http://en.wikipedia.org/wiki/Perinatal
http://www.cdc.gov/hiv/policies/law/risk.html
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Probably yes, but none of these factors can, in any way, be considered a “protection”.  In no way can they be considered as 
“safe sex”.   The removal of the foreskin at infancy results in constant exposure of the tip of the penis, thus rendering this 
region usually dry.  Furthermore, the outer layer of the skin becomes tougher and less vulnerable to infections, even in case 
of poor genital hygiene.  A lower rate of the spread of HIV has also been associated with different customs, such as the 
practice of washing the genitals after sex.  It appears to be reasonable to assume that there is a significant correlation 
between good sexual hygiene and the reduced incidence of HIV infections in some countries.  The safest way to avoid 
getting the disease is still to abstain from sexual intercourse or to stick to one partner. 

 

Complete Learning Activity 12 
 

 
Learning Activity 12 

 

How can a person protect him/herself against HIV/AIDS? 

File the answers in your portfolio. 

 

8.5 HIV in the workplace. 
A health worker who is trained in performing the HIV-tests, may be at risk of a needle stick injury. By being a health worker 
who works with HIV-positive patients and follows the universal precautions, you can minimise the risk from medium to low 
risk. Universal precautions are intended to prevent parenteral, mucous membrane, and non-intact skin exposures of health-
care workers to blood borne pathogens. In addition, immunization with HBV vaccine is recommended as an important 
addition to universal precautions for health-care workers who are exposed to blood. Your company should have a policy in 
place, to assist any employee with the appropriate testing and treatment in the case of needle stick injuries. 

 

If you have friends or co-workers with HIV, do not be scared to be friends with them.  As you have seen in the above 
sections, the virus is only contracted by sharing body fluids like blood or semen. Sharing a computer, telephone, office 
equipment or pencils with someone who has HIV, cannot spread the disease.   

 

Universal precautions do not apply to faeces, nasal secretions, sputum, sweat, tears, urine, and vomit unless they contain 
visible blood. The risk of transmission of HIV and HBV from these fluids and materials is extremely low or non-existent. HIV 
has been isolated and HBsAg has been demonstrated in some of these fluids; however, epidemiologic studies in the health-
care and community setting have not implicated these fluids or materials in the transmission of HIV and HBV infections. You 
are therefore not at risk by working with a co-worker who is HIV-positive. 

 

Complete Learning Activity 13 

 
Learning Activity 13 

 

Why will you not contract HIV/AIDS at work, if you used the same cup as a co-worker who is HIV positive? 

File the answers in your portfolio. 

 

In Paragraph 10 we are going to discuss more wrong ideas about HIV and/or AIDS 

 

8.6 STIs (Sexually Transmitted Infections) vs. spread of HIV 
STIs are often also described as ‘vuilsiekte’, ‘drop’ or ‘VD’.  

 

They occur when germs are spread from one person to another.  People who get STIs are usually having unprotected sex 
with different partners, or their sexual partner is having unprotected sex with other sexual partners.   

People who have STIs will continue to infect their partners until they get medical treatment that cures the STI.  These are the 
same sexual practices that increase HIV infection and its spread.  Treating and preventing STIs will help to prevent the 
spread of HIV into the body and the spread of HIV to others. 

 

HIV/AIDS and STIs are often more common in lower socio-economic countries for the following reasons: 

• In many communities, women have a more inferior status than men.  This causes women to have very little 
control over their sexual lives and the ways to prevent STIs (Sexually Transmitted Infection). 

• Unemployment in certain areas promotes migrant work and family disruption.  Migrants often find themselves in 
lonely, unfavourable, and hostile environments.  They get involved in multiple-partner sexual relationships to fulfil 
their sex need. 

• Women are often forced to sell sex to earn a living. 

• People do not have easy access to health care services.  As a result, STIs are not treated and are spreading. 

• Poor education and low literacy levels cause people to be ignorant of the ways and means to avoid HIV/AIDS. 

• The abuse of alcohol and drugs by people to forget their problems results in people to become ‘loose’ and have 
sex with different people. 

• Crime and violence add stress to family and community life. 

• The breakdown of the usual traditions, customs, beliefs and cultural practices in community results in multiple 
sexual partners. 

 

Complete Learning Activity 14 

 

 
Learning Activity 14 

 

Why will treating and preventing STIs help to prevent the spread of HIV into the body and the spread of HIV to others? 

File the answers in your portfolio. 

 

How does one know that you are HIV positive? 

9 The HIV Test  
One cannot tell by looking at someone if they are HIV positive.  Most people who have the HI-Virus do not know that they 
have it (Remember the second clinical stage of HIV infection? “The silent or latent period”).  It takes many years for the signs 
of HIV to show up.  

  

Many can be infected with HIV without knowing it.  If a person is sexually active (even had sex only once), that person might 
be infected with HIV.  The only way to know if a person has the HI-Virus is to have a blood test.  Refer to paragraph 3.4: 
“Rapid Testing” and 3.5: “ELISA Testing”.  

 

9.1 What does it mean if the HIV test is positive? 
It means that: 

• The person is infected with the HI-Virus. 

• The person can spread the virus to sexual partners during unprotected sexual intercourse and via blood. 

• The HIV positive person should ALWAYS use a condom during sexual intercourse. 

• In fairness, the HIV infected person should tell his/her sexual partners about his/her HIV status. 

• HIV positive mothers may give birth to babies that will also get the virus and that HIV positive mothers can pass 
the virus on during breastfeeding if the child is not given / taking ARVs during the breastfeeding period. 
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• An HIV positive person should never donate blood. 

• An HIV positive person can still enjoy a healthy life for a long time and should take good care of him/her in terms 
of their lifestyle. 

• There are medicines that can prevent common sicknesses associated with HIV and AIDS. 

• There are anti-HIV medicines available but these medicines are not a cure. 

 

9.2 What if the HIV test is negative? 
A negative HIV test means that the HI-Virus is not detectable in the blood stream and therefore the person is not infected with 
HIV. However, if a person had sex without a condom, that person should wait three months (Refer to paragraph 3.4: “Window 
Period”) and then be tested again.   

 

A person that tested negative should plan to stay HIV negative by practicing safe sex (use condoms) and motivate sexual 
partners to also go for an HIV test. Whether or not a person is infected with the HI Virus, having an HIV test gives them the 
power to plan for a healthy future. 

 

Even if one is not infected with HIV, we are all living with HIV and AIDS. We can and should all support one another by 
helping to cope with the disease and to live positively.  Many people believe that only women can take care of sick people.  
This is not true.  Everyone can help to care for someone who is HIV positive.  Let’s investigate how. 

 

10 Equality and non-discrimination 
Section 9 of the Constitution, the Equality Clause, lists 17 grounds for non-discrimination: race, gender, sex, pregnancy, 
marital status, ethnic or social origin, colour, sexual orientation, age, disability, religion, conscience, belief, culture, language 
and birth. 

 

The Promotion of Equality and Prevention of Unfair Discrimination Act (referred to as the Equality Act) lists similar grounds 
and: 

“…Any other ground where discrimination on that other ground – 

i) Causes or perpetuates systemic disadvantage; 

ii) Undermines human dignity; or 

iii) Adversely affects the equal enjoyment of a person’s rights and freedoms in a serious manner that is comparable to 
discrimination on a ground listed in paragraph (a).” 

 

10.1 Right of access to health care 
Section 27(1)(a) of the Constitution states that everyone has the right of access to health care services, including 
reproductive health care. This does not mean that individuals have a right to health care; rather Government must create a 
conducive environment for people to be able to access health services. In addition, this right is not unlimited or immediate. It 
is subject to available resources and progressive realization. 

 

The National Patient’s Rights Charter lists the rights and duties of all people that use government health services. It is not 
binding law, but provides guidelines that health care workers and patients are supposed to follow. The Charter says that all 
health care workers must treat patients with respect, dignity, courtesy, patience and tolerance. 

 

In https://apps.who.int/iris/bitstream/handle/10665/325857/WHO-CDS-HIV-19.17-eng.pdf?ua=1   the World Health 
Organization defines quality health services as being: 

Quality health services must be:  

• effective: providing evidence-based health-care services to those who need them;  

• safe: avoiding harm to people for whom the care is intended; and  

• people-centred: providing care that responds to individual preferences, needs and values.  

 

In addition, to realize the benefits of quality health care, health services must be:  

• timely: reducing waiting times and sometimes harmful delays for both those who receive and give care;  

• equitable: providing care that does not vary in quality on account of age, sex, gender, race, ethnicity, 
geographical location, religion, socioeconomic status or linguistic or political affiliation;  

• integrated: providing care that is coordinated across levels and providers and makes available the full range of 
health services throughout the life-course; and  

• efficient: maximizing the benefit of available resources and avoiding waste. 

 

According to the above, it is not acceptable for a health care worker to treat a patient differently, or to refuse to treat a patient, 
due to his/her HIV/AIDS status. 

 

In terms of private health care, the Medical Schemes Act 131 of 1998 states that: 

• A scheme is not to exclude PLHAs (People living with HIV/AIDS) from its scheme. 

• Every scheme must provide prescribed minimum benefits, even to those living with HIV/AIDS. In January 2000, 
the Minister of Health introduced minimum prescribed benefits for PLHAs including treatment for opportunistic 
infections and costs of hospitalization. 

• There is generally no waiting period for benefits but if a member has HIV when he/she joins, he/she may have to 
wait 12 months to get access to HIV/AIDS benefits in the scheme. 

 

10.2 Rights at work 
The Constitution, Section 23, states that everyone has the right to fair labour practices. The Labour Relations Act (LRA) 
provides for basic rights of employees. It protects employees from unfair labour practices, and unfair dismissal. It outlines a 
process for dismissal, and deems certain dismissals as automatically unfair.  

 

The Labour Relations Act does not cover the South African National Defence Force (SANDF), employees of the Secret 
Services or the National Intelligence Agency (NIA). The Employment Equity Act (EEA) also does not cover the SANDF, 
employees of the Secret Services and NIA. The Act says that no one may discriminate against an employee or job applicant 
based on any employment policy or practice (unless it is an “inherent requirement of the job – but it is questionable in what 
circumstances this would be applicable) on the basis of 20 grounds: race, gender, sex, pregnancy, marital status, family 
responsibility, ethnic or social origin, colour, sexual orientation, age, disability, religion, HIV status, conscience, belief, 
political opinion, culture, language and birth.  

 

The Employment Equity Act was the first law to specifically state HIV status is a ground for non-discrimination. It means that 
a person cannot be denied promotions or be demoted, blocked from training and development or have unfair access to 
employee benefits. The Act also does not allow for HIV testing of job applicants, or existing employees, or before employees 
are offered a promotion or training. If the employer wants pre-employment testing or testing of employees, the employer must 
apply for an order from the labour court justifying why pre-employment testing is a requirement. Without the order, pre-
employment testing is illegal. 

 

The Code of Good Practice on HIV/AIDS and Employment has been added to both the LRA and EEA. The Basic Conditions 
of Employment Act (BCEA) outlines the minimum standards for employees such as working hours, leave, sick leave, etc. It 
also allows for renegotiation of sick days if it is required. A person is entitled to confidentiality about his/her status at work. 
This means that a health care worker cannot disclose the employee’s status to an employer without the employee’s consent, 

https://apps.who.int/iris/bitstream/handle/10665/325857/WHO-CDS-HIV-19.17-eng.pdf?ua=1
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and that human resources or any other department must keep the status confidential if they are aware of the status of an 
employee. 

 

10.3 The stigma surrounding HIV/AIDS 
AIDS is associated with attributes and behaviour that are seen by many people to be contrary to prevailing norms or 
accepted ways of behaving in society. AIDS gave renewed life to the concept of disease as punishment and other moral 
judgments. The association of AIDS with death and sex further stigmatized those infected by HIV; death and sex are taboo 
subjects in many societies. It is fuelled by ignorance or lack of understanding about the disease, and modes of transmission. 
Stigma creates barriers to HIV/AIDS prevention and care by creating an environment in which it is difficult to talk openly about 
the ways in which HIV is transmitted and how to stop it from being transmitted. It also creates the false impression that only 
certain people can become infected. 

 

Some of the common forms of discrimination/human rights abuses against PLHAs (People living with HIV/AIDS) include: 
being denied employment or membership to employee benefit schemes; denied insurance and home loans; a denial of 
proper medical care, or access to medical aid schemes; victimization of children and orphans if they or their parents are living 
with HIV/AIDS or have died; breaches of confidentiality i.e. telling someone’s status to another without consent; and being 
tested without giving informed consent.  

 

HIV/AIDS is a human rights issue. There are several interrelated aspects associated with this, including: 

(1) The human rights that are accorded to all people simply because of their humanity, including those living with HIV or 
AIDS, 

(2) The denial of rights, especially of those already the most vulnerable, including those with HIV/AIDS, and 

(3) The need to promote the rights of those with HIV/AIDS, in order to address the impact of the disease on individuals and 
the spread of the epidemic in society. 

 

Human rights are rights that belong to all people simply because they are human beings. They do not have to be given, 
bought, earned or inherited. They apply to everyone in the world and they cannot be taken away by others or given away by 
people. This applies equally to people living with HIV and AIDS. Their rights are not diminished because they have HIV/AIDS.  

 

People are still denied jobs, accommodation, access to facilities and basic equal rights every day on the grounds of their real 
or presumed HIV status. While this is illegal, it continues in practice because the conditions do not exist that would allow 
people to stand up and speak out. Few people have the support that is necessary to be able to expose the abuse, and they 
know that they will face intolerance and stigma if they do. 

 

Promoting human rights in the context of HIV/AIDS is an imperative of justice to overcome existing forms of discrimination 
and intolerance. It is also a tool to prevent the further spread of the epidemic. It is clear that HIV/AIDS impacts not only on the 
physical health of individuals, but also on their social identity and this is what makes HIV/AIDS different from other fatal 
diseases. The stigma and discrimination surrounding HIV/AIDS can be as destructive as the disease itself. 

 

Therefore, it is a golden opportunity for us working in a health care environment and understanding the disease to create a 
“stigma-free” working environment for co-workers who are living with HIV/AIDS. 

 

10.4 Care and support for HIV positive people 
What can we do to make our communities and workplaces more caring and to assist in fighting the disease?  Here are a few 
tips: 

Be a friend!  If you know someone who has HIV, give him/her your respect, love and support. 

Ensure that you are educated regarding HIV.  Share the truth when you are aware that people are not well informed or hear 
people talking about the myths regarding the condition. 

Be a role model to your colleagues, friends, family and the community. 

Fight discrimination.  Do not let anyone take away the human rights of those living with HIV and AIDS. 

• Helpful Contacts are: 

HELPFUL CONTACTS   

ORGANISATION CONTACT NUMBER E-MAIL / WEBSITE 

Southern African HIV Clinicians Society  sahivsoc@sahivsoc.org 
www.sahivsoc.org 

Department of Health 012 395 8000 www.health.gov.za 

A Guide for health Workers & HIV/AIDS Trainers www.tac.org.za 

AIDS Helpline 0800 012 322 www.aidshelpline.org.za 

HIV 911 (Mon - Fri; 07h30 -16h00) 0860 HIV 911 or 0860 448 911  

Aid for AIDS 0860 100 646 www.aidforaids.co.za 

 

You can’t get HIV from living or working with someone who is HIV positive unless you have unprotected sex with him/her 
(Refer to paragraph 8). You can only get AIDS if you have HIV.   

 

If you are a co-worker of someone with HIV/AIDS, or a caregiver of someone with HIV/AIDS: 

Encourage the person to stay at work for as long as possible; 

Explain to the person the dangers of unprotected sex and how to have protected sex; 

Help the person to go to the clinic or hospital for regular check-ups. Always encourage them to take their prescribed 
medicine; 

Make sure the person eats good food to stay as strong as possible; 

Start a support group at work and have weekly or monthly discussions about the sickness; 

Do not share razor blades or toothbrushes with the person who is HIV positive; and 

Be loving and caring; be a good listener. 

 

10.5 How to care for a person who is HIV positive and still healthy 
People who are HIV positive need support even if they are not sick.  It is important to realise that HIV positive people can live 
for a long time looking and feeling healthy, but they may keep worrying about being HIV positive.  

It takes time to deal with what it means to be HIV positive and most people worry about how others will treat them when they 
find out that they are HIV positive.  The following might be good advice to provide to a HIV positive person who is still healthy: 

Advise them to join a support group.  Government clinics and hospitals will be able to provide information on support groups 
in the region. You can even start a support group at work. 

Advise them to spend time with family and friends and to fill their life with people.  Most people will support rather than reject. 

Sexual touch can help a person to stay healthy longer, but it is important to realise that it should always involve protected sex 
even if the partner is also HIV positive.  Always use a condom. 

If you are a co-worker or caregiver caring for an HIV positive, but still healthy person, the following should be considered: 
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o Learn to listen.  People who are HIV positive need to talk about their experiences and fears. 

o If you know that a person is HIV positive, do not tell anyone else.  It is unethical and wrong to do so! 

o Encourage the person who is HIV positive to be active in his or her life. Do not stop them from doing 
the things they like to do. 

o Take care of your own needs.  Be honest about your feelings with the person who is HIV positive. 

o If you feel that you cannot cope, do not be afraid to say so. 

 

10.6 How to care for a person who is HIV positive and sick 
People who are HIV positive get sick very easily.  Most of these sicknesses can be cured.  Once they are cured the person 
will still be HIV positive, but will feel well again.  The following might be good advice to provide to an HIV positive person who 
is sick: 

• Continue to eat healthy food, even if you do not feel like eating. 

• Go to a clinic as soon as you feel sick. 

• If you are not getting better, go back to the clinic for more medicine. 

• If you are a caregiver of an HIV positive and sick person it is important to keep the sick person and the house or 
room they are in very clean.  It is not easy to get the HI-Virus when you take care of someone who is HIV 
positive, but it is important to protect yourself as much as possible: 

o Do not touch body fluids such as blood, stool and urine.  Wear plastic bags or plastic gloves on your 
hands when you clean a sick person. 

o Wash the gloves or plastic bags in hot water every time after you have used them. 

o Do not share needles, razors, or toothbrushes. 

o Keep all sores clean and covered and ensure that everyone in the home does this. 

• When handling the dirty washing of an HIV positive person the following should be kept in mind: 

o Keep clothes and bedding with blood, diarrhoea or body fluids away from other washing 

o Wear gloves or plastic bags over your hands when doing the washing 

o Wash the bedding and clothing in soapy water.  Hang them where there is a lot of sunshine and 
make sure the washing dries well. 

o Burn any bandages that cannot be rewashed. 

o It is as important to cook healthy food for yourself as well as for the person who is sick.  Encourage 
family and friends to spend time with the sick person, sharing positive stories.  Music and jokes will 
make the person feel loved. This will help them to recover quicker. 

 

10.7 How to care for a person who has AIDS and is near death 
When the immune system of an HIV positive person gets too weak, they may not get better.  It is very hard for the sick 
person as well as for his or her loved ones to cope when someone you love is near death.  The sick person may be in a lot of 
pain, may not be able to eat or talk, and may not be able to do anything for themselves.  As a caregiver it is important to: 

• Try to make the person as comfortable as possible. 

• Try to relieve any pain the person may be feeling. 

• Treat the person with respect and dignity. 

• Have respect for the dying person’s wishes. 

• Get him or her in touch with a religious leader like a minister if it is their wish. 

 

The AIDS virus can live for up to 24 hours in the body of a person who has died.  It means that you can still be infected during 
this period.  Protect yourself as described in the above sections. 

 

10.8 Recap on some WRONG ideas about HIV and AIDS 
People are misinformed and ignorant.  Here are some more wrong ideas about AIDS: It is of the utmost importance that 
wrong ideas about HIV and AIDS be eradicated.  You can assist in this.  One often hears people claiming that if you sleep 
with a virgin, it will cure you from AIDS!  This is so wrong!  There is NO cure for AIDS and moreover it is against the law to 
have sex with a child.  

This wrong perception has caused extreme trauma (and even death) to innocent children in South Africa, only because 

• Many people do not believe that AIDS is real.  They think it is a story to fool people, to make them use condoms 
or to stop having sex.  This is not true!  Millions of people have the HI-Virus and thousands have already died of 
AIDS. 

• Some people say that condoms do not give much protection against HIV and other sexually transmitted 
infections.  This is not true!  A condom gives a lot of protection if it is used correctly. 

• Some people shut HIV-positive people out of their lives and blame them for the spread of HIV.  This is not true!  
Discrimination is wrong and cuts people off from people they love!  HIV affects us all.  There is no one to blame 
for the spread of HIV. 

• In South Africa some people say that AIDS is only a disease of white people.  Others say it is only a disease of 
black people.  This is not true! We have seen that AIDS is a disease that affects all races, colours, faiths and 
nations. 

• Some people believe you can’t treat people with HIV or AIDS.  This is not true!  AIDS cannot be cured, but good 
medical care can keep people well for a long time.  Many illnesses a person contracts when he/she is HIV 
positive can be prevented or cured.  Anti-HIV medicines (anti-retrovirals or ARVs) can help slow down the 
disease for many years. 

• Some traditional healers like sangomas say they have a cure for AIDS. This is not true!  These people may be 
able to cure some of the infections that people get, but nobody has yet found a cure for AIDS. 

• Some people think that HIV and AIDS can be spread in food and water, from toilets, showers, baths and pools, 
or from mosquitoes.  They think that by touching a person who is HIV positive one can contract HIV and AIDS.  
This is not true!  HIV can only be spread through unprotected sex and through blood.  It can also spread from 
mother to child during pregnancy and breastfeeding (during breastfeeding only if the child is not given / taking 
ARVs during the breastfeeding period).  You can only get AIDS if you have HIV. 

 

10.9 Company policy 
Each company should develop a policy regarding HIV/AIDS. This policy should be available to all the employees, 
whether they have HIV/AIDS or not; to assist and support the employees. The policy should include the following guidelines: 

• A brief summary of what HIV/Aids is and the different stages of HIV/AIDS; 

• The support actions that are in place for workers with HIV/AIDS, to ensure that they work and function to their full 
ability and that they are supported by co-workers; 

• Contact details of the different HIV/AIDS prevention & wellness programs in the area; 

• Treatment options available; 

• The legal rights of all workers in respect of HIV/AIDS; 

• A drafted code of behaviour in the workplace for workers with HIV/AIDS to ensure co-workers are safe from 
infection; and 

• The importance of the pro-active role that all employees in a pharmacy can play in dealing with HIV/AIDS and 
removing the stigma surrounding it in the community. 
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Complete Learning Activities 15 & 16 

 
Learning Activity 15 

 

Indicate whether the following statements are true or false. 

Statement True/False 

1. A co-worker with HIV/AIDS should have a separate tea/coffee mug at work, which nobody 
else should use. 

 

2. An employee should tell the employer of his/her HIV/AIDS test results.  

3. It is a very good idea for each company to have discussions on the latest information 
available on HIV/AIDS as part of their monthly staff meetings. 

 

4. Each company should have a policy available that states: 

• Wellness programs in the area for PLHAs; 

• Treatment programs available for PLHAs; and  

• Legal rights of PLHAs.  

 

5. It is not necessary for a pharmacist’s assistant to know what the Universal Precautions are.  

File the answers in your portfolio. 

 
 

 
Learning Activity 16 

 

To answer this learning activity, you, the learner, may use a search engine to access any workplace related HIV/AIDS 
policies or programmes. Should your pharmacy have such a policy available, you may use it to complete the learning 
activity. 

With the help of this policy document and your study material, compile your own policy for the pharmacy you are 
working in regarding HIV/AIDS in the workplace and file it in your portfolio. Ensure the following are included:  

• The Universal Precautions;  

• A code of behaviour towards a co-worker who is HIV-Positive by creating a caring environment; and 

• Address the stigma surrounding HIV/AIDS 

File the answers in your portfolio. 

 

HIV/AIDS might have an enormous impact on the economic growth of a country.  Following is a description of the impact of 
the disease on government, the workplace and social structures. 

 

 

 

 

11 The impact of HIV/AIDS 
HIV/AIDS will affect the workplace, communities, social structures, business and government policies and budgets.  

The following section has been copied from an article on the internet, web-address: 
http://www.tac.org.za/rathmbewu/MbewuTheSocioeconomicImpactofHIVandAIDS16032005-1.doc. By Prof A.D. MBewu; 
Interim President; Medical Research Council. 

 

“The economic impact of HIV and AIDS in South Africa 

How is the economy affected? 

Markus Haacker in an IMF study from 2002 titled ‘The Economic Consequences of HIV/AIDS in South Africa’ states that 
‘HIV/AIDS may affect economic growth and income per capita through various channels.  

Disruption to the production process caused by sickness and death of employees have an adverse impact on 
productivity, and the decline in the rate of growth of the labour force results in a fall in the rate of growth of GDP. Also, 
HIV/AIDS affects the supply of human capital (relative to the size of the labour force) if the average level of experience in 
the workforce declines, if HIV prevalence rates differ across segments of the population, and if the quality of education varies 
from one group to another (Haacker 2002).  

 

Government incomes also may decline, as tax revenues fall and funds are diverted to dealing with the consequences of 
the HIV epidemic (Dixon 2002). Lower domestic productivity reduces exports, while imports of expensive healthcare 
goods may increase. The decline in export earnings could be severe if the workforce in strategic industries is affected such 
as mining or motor manufacturing; particularly if that workforce is highly skilled. 

    

Conclusion 

In conclusion, the socioeconomic impact of HIV and AIDS in South Africa is unknown though many have attempted to 
make estimates. It is likely to be considerable however and econometric models need to be refined in order to measure this. 

 

Government has taken steps to meet this challenge. With the implementation of the Comprehensive Prevention, Treatment 
and Care Plan for HIV and AIDS this amount is set to grow further. 

  

Despite this state of ignorance, however, interventions to mitigate the socioeconomic impact of HIV and AIDS can be made 
and, in the context of a syndrome that remains incurable, the most important of these interventions is prevention.” 

 

HIV and AIDS affect economic growth by reducing the availability of human capital. Without proper nutrition, health care 
and medicine that is available in developed countries, large numbers of people are falling victim to AIDS. They will not only 
be unable to work, but will also require significant medical care. The forecast is that this will likely cause a collapse of 
economies and societies in countries with a significant AIDS population. In some heavily infected areas, the epidemic has left 
behind many orphans cared for by elderly grandparents.  Statistics reveal that in 2007, there were already 11.4 million AIDS 
orphans living in the Sub-Saharan Africa. These are children under the age of 15 that have lost one or both parents.  South 
Africa’s number of orphans will keep on increasing. This will cause tremendous financial strain on the family, community, as 
well as the Government.  

 

The increased mortality in this region will result in a smaller skilled population and labour force. This smaller labour force 
will be predominantly young people, with reduced knowledge and work experience leading to reduced productivity. An 
increase in workers’ time off to look after sick family members or for sick leave will also lower productivity. Increased mortality 
will also weaken the mechanisms that generate human capital and investment in people, through loss of income and the 
death of parents.  

By killing off mainly young adults, AIDS seriously weakens the taxable population, reducing the resources available for public 
expenditures such as education and health services not related to AIDS, resulting in increasing pressure for the state's 
finances and slower growth of the economy. This results in a slower growth of the tax base, an effect that will be reinforced if 
there are growing expenditures on treating the sick, training (to replace sick workers), sick pay and caring for AIDS orphans. 

http://www.tac.org.za/rathmbewu/MbewuTheSocioeconomicImpactofHIVandAIDS16032005-1.doc
http://en.wikipedia.org/wiki/Economic_growth
http://en.wikipedia.org/wiki/Human_capital
http://en.wikipedia.org/wiki/Nutrition
http://en.wikipedia.org/wiki/Orphan
http://en.wikipedia.org/wiki/Grandparent
http://en.wikipedia.org/wiki/Population_decline
http://en.wikipedia.org/wiki/Labor_force
http://en.wikipedia.org/wiki/Labor_force
http://en.wikipedia.org/wiki/Work_experience
http://en.wikipedia.org/wiki/Sick_leave
http://en.wikipedia.org/wiki/Investment
http://en.wikipedia.org/wiki/Income
http://en.wikipedia.org/wiki/Tax
http://en.wikipedia.org/wiki/Public_expenditure
http://en.wikipedia.org/wiki/Public_expenditure
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This is especially true if the sharp increase in adult mortality shifts the responsibility and blame from the family to the 
government in caring for these orphans.  

 

On the level of the household, AIDS results in both the loss of income and increased spending on healthcare by the 
household. The income effects of this lead to spending reduction as well as a substitution effect away from education and 
towards healthcare and funeral spending. A study in Côte d'Ivoire showed that households with an HIV/AIDS patient spent 
twice as much on medical expenses as other households. 

 

Health care of HIV/AIDS patients places an enormous financial burden on the State. Adult antiretroviral treatment is 
considered to be the key driver of costs. The second-most expensive program is the support of AIDS orphans and vulnerable 
children, which emphasizes the importance that families are safeguarded through delaying maternal and paternal mortality. 

 

11.1 The effect of HIV/AIDS in the workplace 
HIV/AIDS has the following negative effects on the person’s work: 

Increase in absenteeism and leave applications:  Employees stay away from work due to ill health.  Family and friends have 
to take care of ill relatives (a burden likely to fall mainly on women), and to attend funerals.  

Workers whose health is failing will be less productive and unable to carry out physically or emotionally demanding jobs. 

Co-workers often have to stand in for absent employees or provide assistance if physically demanding tasks have to be 
performed by sick employees. This may lead to co-workers also not being able to perform as they should. 

 

11.2 Impact on individuals and communities 
HIV/AIDS is a sociological problem.  It affects mostly the active working population, parents and the succeeding 
population.   

The life expectancy (the period a person is expected to live, in years) of people with HIV/AIDS will decline (get less).  There 
will be a general trend and variations across countries (see figure below). 

 
On average, women live longer than men in every country of the world and in every WHO region. Overall, female life 
expectancy is 73.8 years and male life expectancy is 69.1 years. 

Life expectancy exceeds 82 years in 12 countries: Switzerland, Spain, Italy, Iceland, Israel, France and Sweden in the WHO 
European Region; Japan, Singapore, Australia, and the Republic of Korea in the WHO Western Pacific Region; and Canada 
in the WHO Region of the Americas. 

At the lower end of the range there are still 22 countries with a life expectancy of below 60 years – all of them in sub-Saharan 
Africa. 
Countries with the highest life expectancy 

Rank Country Age 

1 Japan 83.7 

2 Switzerland 83.4 

3 Singapore 83.1 

4 Australia 82.8 

4 Spain 82.8 

6 Italy 82.7 

6 Iceland 82.7 

8 Israel 82.5 

9 France 82.4 

9 Sweden 82.4 

10 Republic of Korea 62.3 

In Africa, the Maldives tops the list, followed by Algeria, several other North African countries, and a few Island countries. 

South Africa is a lowly 24th on the continent; however, an improvement in medical treatment for HIV has seen a 
dramatic increase in life expectancy over the past decade. 

Countries in Africa with the highest life expectancy 

Rank Country Age 

1 Maldives  78.5 

2 Algeria 75.6 

3 Tunisia 75.3 

4 Mauritius 74.6 

5 Morocco 74.3 

6 Cape Verde 73.3 

7 Seychelles 73.2 

8 Libya 72.7 

9 Egypt 70.9 

10 Sao Tome and Principe 67.5 

24 South Africa 62.9 

 
 

A person discovering that he/she is HIV positive is in shock and this leads to rejection, isolation and abuse.  Employers, 
insurance companies and others often discriminate against them.  Therefore, it is important that we create the positive 
environment in our workplace, to support and assist co-workers with HIV/AIDS. 

 

HIV/AIDS in a family creates financial problems since there is a loss of income because the breadwinner dies or is too 
sick to work.  A family member may decide to leave work to care for the sick relative.  More money and time is spent on the 
sick relative resulting in less money to pay for general living costs.   

http://en.wikipedia.org/wiki/C%C3%B4te_d%27Ivoire
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11.3 Impact on business 
Organisations may notice the impact of HIV/AIDS when an infected employee starts to contract opportunistic infections or 
AIDS related illnesses. This results in a rise in staff absenteeism and leave applications, thereby reducing productivity.  
Furthermore, a rise in staff turnover is experienced. This normally occurs 5-8 years after the infection with HIV.   

 

Companies may experience a decrease in profits because customers re-direct their spending to cope with the effects of 
HIV/AIDS in their families. 

 

HIV/AIDS increases the costs to companies. (See figure below: Company costs incurred by HIV/AIDS): 

Reasons for this are: 

Employees who die or retire on medical grounds need to be replaced and this increases the training costs of the company. 

Payroll costs increase because employers may increase the size of the workforce to cover for absent workers. 

Provision has to be made for the pay out of e.g. pension fund, provident fund, funeral expenses, etc. 

 

 

 

 
 

 

 

 

 

 

 

11.4 Impact on government 
Refer again to paragraph 11 above. 

HIV/AIDS will also have the following impact on government: 

• There will be a rise beyond the budgets and capacity of the social welfare and health services departments. 

• The loss of staff and skills within government will strain the capacity of government to deliver services. 

• The need may arise to make significant re-design in budget allocations, tax arrangements and terms of trade, 
notably in Africa to pursue debt relief as a means to relieve both poverty and the HIV/AIDS pandemic.     

There is no cure for AIDS, but there are many ways to live positively with the sickness. It is the responsibility of all South 
African citizens to assist in the fight against HIV and AIDS by providing care and support and by eradicating wrong and 
incorrect perceptions regarding the sickness.   

 

The National Strategic Plan (NSP) on HIV, STIs and TB 2012-2016 guides the national response to HIV, STIs and TB for the 
period 2012-2016. It aims to achieve its goals by building on the accomplishments of the previous NSP. 

The Vision and Goals stated in the NSP 2012-2016 are: 

 

“VISION AND GOALS 

The NSP 2017 – 2022 is driven by a long-term vision for the country with respect to the HIV and TB infections and STIs. 

 

In line with this vision, the NSP 2017-2022 has the following broad goals: 

• Goal 1: Accelerate prevention to reduce new HIV and TB infections and STIs; 

- “Breaking the cycle of transmission” 

Objective 1.1: Reduce new HIV infections to less than 100 000 by 2022 through combination prevention 
interventions 

Objective 1.2: Reduce TB incidence by at least 30%, from 834/100 000 population in 2015 to less than 
584/100 000 by 2022 

Objective 1.3: Significantly reduce T pallidum, gonorrhoea and chlamydia infection, to achieve the virtual 
elimination of congenital syphilis, and maintain high coverage of HPV vaccination 

 

• Goal 2: Reduce morbidity and mortality by providing HIV, TB and STI treatment, care and adherence support for 
all 

- “Reaching 90-90-90 in every district” 

Objective 2.1: Implement the 90-90-90 Strategy for HIV 

Objective 2.2: Implement the 90-90-90 Strategy for TB 

Objective 2.3: Improve STI detection, diagnosis and treatment 

 

• Goal 3: Reach all key and vulnerable populations with customised and targeted interventions 

- “Nobody left behind” 

Objective 3.1: Increase engagement, collaboration and advocacy of key and vulnerable populations in the 
development and implementation of social and health support activities 

Objective 3.2: To provide an enabling environment to increase access to health services by key and 
vulnerable populations 

- Inclusive package of services for all key and vulnerable populations that will be customised to age and 
population served 

- Population-specific additions to the inclusive package of services described above 

 

• Goal 4: Address the social and structural drivers of HIV, TB and STIs, and link these efforts to the NDP 

- “A multi-department, multi-sector approach” HIV and TB infections and STIs 

Objective 4.1: Implement social and behaviour change programmes to address key drivers of the epidemic 
and build social cohesion 

Objective 4.2: Increase access to and provision of services for all survivors of sexual and gender-based 
violence in the 27 priority districts by 2022 
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Objective 4.3: Scale up access to social protection for people at risk of and those living with HIV and TB in 
priority districts 

Objective 4.4: Implement and scale up a package of harm reduction interventions for harmful use of alcohol 
and drugs in all districts 

Objective 4.5: Implement economic strengthening programmes with a focus on youth in priority focus districts 

Objective 4.6: Address the physical building structural impediments for optimal prevention and treatment of 
HIV, TB and STIs  

 

• Goal 5: Ground the response to HIV, TB and STIs in human right principles and approaches. 

- “Equal treatment and social justice” 

Objective 5.1: Reduce stigma and discrimination among people living with HIV or TB by half by 2022 

Objective 5.2: Facilitate access to justice and redress for people living with and vulnerable to HIV and TB 

Objective 5.3: Promote an environment that enables and protects human and legal right and prevents stigma 
and discrimination 

 

• Goal 6: Promote leadership and shared accountability for a sustainable response to HIV, TB and STIs 

- “Mutual accountability” 

Objective 6.1: Strengthen AIDS Councils to provide effective co-ordination and leadership of all stakeholders 
for shared accountability in the implementation of the NSP 

Objective 6.2: Improve collaboration and co-operation between government, civil society, development 
partners and the private sector 

 

• Goal 7: Mobilise resources and maximise efficiencies to support the achievement of NSP goals and ensure a 
sustainable response. 

- “Spend now, to save later” 

Objective 7.1: Improve efficiency and mobilise sufficient resources to achieve the goals, objectives and targets 
of the NSP 

 

• Goal 8: Strengthen strategic information to drive progress towards achievement of NSP Goals 

- “Data-driven action” 

Objective 8.1: Optimise routinely collected strategic health information for data utilisation in decision making 

Objective 8.2: Rigorously monitor and evaluate implementation and outcomes of the NSP 

Objective 8.3: Further develop the national surveillance system to generate periodic estimates of HIV, TB and 
STI in the general population and in key and vulnerable populations 

Objective 8.4: Strengthen strategic research activities to create validated evidence for innovation, improved 
efficiency and enhanced impact 

 

We hope that this module has provided you with some insight regarding HIV and AIDS and empowered you to provide 
informed opinions and education to your co-workers, family, friends and the community at large.  If more information is 
required, call the organisations or visit the websites mentioned in paragraph 10.  

 

KHOMANANI 

CARING TOGETHER 

 

 
Learning Activity 17 

 

Indicate whether the following statements are true or false.    

Statement True/False 

1. HIV/AIDS has no significant impact on the workplace, communities, social structures, 
business and government policies and budgets of a country. 

 

2. Employees who die or retire on medical grounds due to HIV/AIDS don’t increase the 
training costs of the company 

 

3. Most contributable costs is envisaged to occur in the health sector according to the 
NSP2012-2016  

4. Survival has increased among people living with HIV/AIDS, due to the ART programme  

5. There is no cure for AIDS, but there are many ways to live positively with the sickness.  

6. Without proper nutrition, health care and medicine that is available in developed 
countries, large numbers of people are falling victim to AIDS. They will not only be 
unable to work, but will also require significant medical care. 

 

7. In some heavily infected areas, the epidemic has left behind many orphans cared for by 
elderly grandparents. 

 

8. By killing off mainly young adults, AIDS seriously weakens the taxable population, 
reducing the resources available for public expenditures such as education and health 
services not related to AIDS resulting in increasing pressure for the state's finances and 
slower growth of the economy. 

 

9. One of the NSP 2012-2016 goals is to reduce the number of new TB infections as well 
as deaths from TB by 50%;.  

10. To enhance efficiency of the NSP, attention must be given to strengthening the primary 
health care infrastructure so that the location of care can be shifted out of hospitals into 
quality primary health care services, especially at the community health centre level. 

 

File the answers in your portfolio. 

 

 

  

http://en.wikipedia.org/wiki/Nutrition
http://en.wikipedia.org/wiki/Public_expenditure
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SESSION 4 

MODULE 12: PHARMACEUTICAL CONCEPTS AND TERMS 
 

Please replace section 2 The Pharmaceutical Environment, with: 

2 The Pharmaceutical Environment  
South Africa has a well-developed pharmaceutical industry, existing of a complex network of pharmaceutical educators, 
manufacturers, distributors, dispensers & funders. 

 

Over the past few years, the South African health industry has undergone significant change. Given the challenges the 
country faces, change is likely to continue in the areas of the funding and structure of the industry with a view to providing 
increased access to healthcare to all of South Africa's people as efficiently and cost-effectively as possible. 

 

Changes, which have already occurred, are the introduction of amendments to the Pharmacy Act, 53 of 1974 and Medicines 
and Related Substances Act, 101 of 1965. 

 

Membership of medical schemes has been declining in recent years, largely because medical schemes rates have been 
increasing more rapidly than inflation. This as well as the huge burden placed on the public health sector has led to the 
National Health Insurance Bill, published in July 2019 (NHI Bill). The objective of the NHI Bill is to provide universal access to 
quality healthcare for all South Africans as enshrined in the Constitution.  

 

This will inevitable have a huge effect on the pharmaceutical environment as we currently know it. As most medical care goes 
hand in hand with pharmaceutical care. 

 

The NHI Bill places primary healthcare at the top of the healthcare process. This will result in an increase demand for trained 
personnel on primary healthcare level. Experience dictates that a well-trained pharmacist’s assistant is the preferred choice, 
rather than a nurse with a dispensing license. 

 

The effects of the NHI Bill once NHI is implemented will have a significant effect of the pharmaceutical wholesale- and 
distribution sector as well as the manufacturing sector. Only time will tell the exact effect. 

 

 

Please replace section 2.3.3 The Pharmaceutical Society of South Africa (PSSA), with: 
2.3.3 The Pharmaceutical Society of South Africa (PSSA) 

The PSSA is a voluntary organisation with the mission to support and promote the profession of pharmacy in improving 
medication use and advancing patient care. The objectives of the PSSA are to: 

• To promote the professional, educational and economic interests of the members of the Society and of the 
pharmaceutical profession; 

• To encourage professional integrity and improve standards of professional conduct of the members of the Society; 

• To promote and maintain the image of the pharmacy; 

• To uphold and assist in the promotion and maintenance of the health of the people of South Africa through the 
provision of a safe dependable pharmaceutical service and 

• In recognising the diversity of the population of South Africa, to promote the representation of all sectors of the South 
African community in its membership 

 

Members of the PSSA consist of Pharmacists, Community service pharmacists, Pharmacist Interns, Pharmacy students, and 
Pharmacist’s Assistants. 

 

Sectors of the PSSA include:  

Community Pharmacist Sector of the Pharmaceutical Society of South Africa (CPS), 

South African Association of Hospital & Institutional Pharmacists (SAAHIP) 

South African Association of Pharmacists in Industry (SAAPI) 

 

Naturally, the objectives or these sectors are in line with those of the PSSA, with each sector focusing on their own members 
more specifically. 

 

Please replace section 2.3.5 National Association of Pharmaceutical Manufacturers (NAPM), 
with: 
2.3.5 National Association of Pharmaceutical Manufacturers (NAPM) 

The NAPM is a voluntary non-profit organisation consisting of South African generic based pharmaceutical manufacturers 
and distributors. NAPM aim to champion affordable and accessible healthcare by promoting generic and biosimilar medicines 
and supporting the development of the South African pharmaceutical industry. They also aim to contribute to the efficiency of 
the regulatory system to help speed up the registration of drugs. 

 

Please replace section 2.3.8 Pharmaceutical Educators, with: 
2.3.8 Pharmaceutical Educators 

Pharmaceutical educators include all institutions that concern themselves with the training and education of persons who 
wish to function within the pharmaceutical environment, in other words, everybody that have through their daily work, direct 
access to medicine.  

 

These institutions include: 

Higher Education and Training institutions where Pharmacists are trained. Pharmacy schools at universities are:  

o Nelson Mandela Metropolitan University 

o North-West University (Potchefstroom Campus) 

o Rhodes University 

o Sefako Makgatho Health Sciences University 

o Tshwane University of Technology 

o University of Limpopo 

o University of KwaZulu-Natal (Westville Campus) 

o University of the Western Cape 

o University of the Witwatersrand  

 

Providers of Occupations Qualifications where pharmacist’s assistants are trained. Current institutions include: 

o Health Science Academy (Pty) Ltd 

o Pharmacy Healthcare Academy 

o Pharmacy Training and Development Project: Sefako Makgatho Health Sciences University 
(previously University of Limpopo (Medunsa Campus)) 

o S Buys Academy (Pty) Ltd 

 

Please replace section 3.1.9 Daily temperature record, with: 

3.1.9 Daily temperature record 

The Rules relating to Good Pharmacy Practice dictates that documented proof must be kept by each pharmacy facility of the 
recording of the following temperatures. 
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Please replace section 3.1.9.1 Pharmacy and storeroom, with: 

3.1.9.1 Pharmacy and storeroom 

In order to ensure that the temperature in the pharmacy and storerooms stays within the required limit of 15°C - 25°C, the 
temperature in these areas needs to be read and recorded at least twice a day; normally in the morning after starting work (at 
about 8h00) and again at about 14h00 (normally the hottest time of day). Electronic temperature monitoring systems are also 
available that monitor the ambient temperature in the pharmacy throughout the day. Only if these temperature readings are 
recorded regularly, will it be possible to identify any problems, which may lead to an increase in temperature, and to ensure 
that effective corrective action is taken immediately. 

 

Please replace section 3.1.9.2 Refrigerator and freezer, with: 
3.1.9.2 Refrigerator and freezer 

The importance of maintenance of the cold chain necessitates the proper control of the temperature within the refrigerator 
and freezer in which thermo-labile products are stored. In order to ensure that corrective action can be taken in time to 
prevent deterioration of these products as a result of an increase or decrease in temperature. It is a requirement of the Rules 
relating to Good Pharmacy Practice that each fridge/freezer be equipped with a monitoring device that monitors the 
temperature in the fridge/freezer 24 hours per day. This system must also be linked to a device that will alert the responsible 
pharmacist if the temperature in the fridge/freezer goes outside the set parameters. 

 

Should the temperature in the refrigerator rise above 8°C or drop below 2°C, the responsible pharmacist must take corrective 
action. The same applies if the temperature in the freezer drops below -20°C or rises above 0°C. 

 

Please replace section 3.1.17 Medicine / substance registers, with: 

3.1.17 Medicine / substance registers 

Schedule 1 to 5 medicine/substances sold/issued to a client or dispensed to a patient must be recorded in the register for that 
specific schedule of medicine.  

 

Specified Schedule 5 and Schedule 6 medicines must be recorded in a special register, which must be balanced every 
quarter to abide by the law. (i.e. end March, June, September and December): 

• For community and hospital pharmacy the specified Schedule 5 register only needs to reflect the receipts. 

• For wholesale/distribution and manufacturing the specified Schedule 5 register must reflect all receipts as well as 
issues. 

• This Schedule 6 register for all sectors must reflect all the receipts as well as all the issues. 

These registers can be compiled manually in a book, or electronically on the computer program. 

Refer to Session 4: Module 14: Supporting documents for more detail. 

 

Please replace section 3.2.2 Pharmaceutical Procedures, with: 
3.2.2 Pharmaceutical Procedures 

Pharmaceutical Procedures describe in a step-by-step way, how every process in the pharmaceutical environment should be 
performed, in order to accomplish a specific end result. Examples include Standard Operating Procedures (SOPs) that are 
compiled for each task performed in the pharmacy, such as an SOP for Receiving of incoming stock. The purpose of having 
such documents available for every process, is to ensure that all tasks are performed in exactly the same and correct manner 
each time, thereby excluding the possibility of leaving out, or forgetting certain important steps and at the same time ensuring 
that the quality of performance is always within the required standards.  

You are requested to refer to the Amendment document on the SAPC’s website that amended Chapter 4, Paragraph 4.2.3.3 
in the GPP, for a list of Standard Operating Procedures required by the SAPC to be compiled and used in a community, 
institutional (hospital) and wholesale/distribution pharmacy. 

 

Please replace section 3.2.2.3 Pharmaceutical Procedures, with: 
3.2.2.3 Pre-packing / re-packaging of medicine 

“Pre-packaging” is when medicine is taken from bulk containers and re-packaged into smaller containers for use by single 
patients. Certain requirements must be adhered to if re-packaging / pre-packing is performed in a facility. More detail can be 
found in the Rules relating to Good Pharmacy Practice, paragraph 2.19. 

 

 

 

 

 

 

 

 

  



35 

 

MODULE 13: HEALTH PROMOTION IN SOUTH AFRICA 
 

Please replace section 1 Introduction, with: 

1 Introduction 
The World Health Organisation (WHO) regards health as a fundamental human right. Health promotion is defined as “the 
process of enabling people to increase control over their health and its determinants, and thereby improve their health”.  

 

The Republic of South Africa presents with one of the most diverse medical fields in the world. Rich, urban areas retain most 
of the high-quality healthcare facilities. Rural areas and townships are only now starting to develop some kind of modernised 
health service. 

 

Since 1994, the government has been determined to improving the quality of life for all South Africans. The main focus is 
through the primary healthcare approach as outlined in the Declaration of Alma Ata, central to the promotion of health and 
well-being of all people. In 2014 the National Department of Health published The National Health Promotion Policy and 
Strategy (2015 – 2019) stipulating how health would be promoted in South Africa.  

 

The National Health Promotion Policy and Strategy outlined the quadruple burden of disease that South Africa is faced with: 

• Non-communicable diseases (NCDs);  

• Communicable diseases (especially HIV and TB); 

• Maternal, neonatal and child morbidity and mortality; and 

• Deaths due to injury and violence. 

 

By addressing the key social, behavioural and structural determinants of health, health promotion in South Africa plays a 
significant role in reducing the burden of disease to the health system. 

 

The next step towards health promotion in South Africa will be the establishment of a National Health Insurance Plan to 
ensure sufficient funding is available to promote health in South Africa is available. 

 

Please replace section 2.3.1 HIV/AIDS, with: 
2.3.1 HIV/AIDS 

HIV/AIDS is undoubtedly the most significant and devastating threat to the community of South Africa. It is a fact that South 
Africa presents with the largest number of people living with HIV in the world. According to UNAIDS, leading the global effort 
to end AIDS as a public health threat by 2030 as part of the Sustainable Development Goals of the United Nations, South 
Africa had 7.5 million people living with HIV/AIDS in 2019. 

 

There is still no known cure for AIDS. Antiretroviral medicine remains the only way to manage the disease. Around 5.2 
million people in South Africa were receiving antiretroviral treatment at the end of 2019. According to the UNAIDS report, 
South Africa has the highest number of people on Antiretroviral (ARV) treatment globally.  

 

HIV/AIDS is discussed in detail in Module 10 of this course. We will, however, briefly consider the most important facts. 

 

There are five stages through which a person, who is infected with the HI-Virus, will usually progress. These stages vary in 
length from patient to patient, but usually occur over a period of 5 to 12 years: 

• Phase 1 of the disease normally starts with symptoms which can easily be mistaken for flu, viral illness or fever in the 
glands and in some instances, these symptoms pass without being noticed by the patient. 

• After these symptoms have passed, the patient may feel healthy again, but during this phase, phase 2 of the disease, 
the virus actively breaks down the immune system. 

• Phase 3 of the disease generally occurs 3 to 7 years after infection with the HI-Virus. During this phase, the patient 
may develop symptoms such as swollen glands, fever, skin rashes, infection, ulcers in the mouth, flu and weight loss. 

• Phase 4 of the disease occurs 5 to 8 years after infection with the HI-Virus and patients enter this phase when the 
immune system is broken down to such an extent that infections occur more often than normal. Symptoms experienced 
during this phase include fever blisters, shingles, swollen glands, etc. The patient’s condition deteriorates over the next 
12 to 18 months and finally progresses into the AIDS phase of the disease. 

During the 5th and final phase of the disease, patients suffer severe infections, cancers and organ damage or failure. In 
addition to the signs and symptoms already mentioned, the patient may also develop meningitis, pneumonia, weakness, 
nausea, vomiting, ongoing diarrhoea and cancers such as Kaposi’s sarcoma and Lymphomas. 

 

Please replace section 2.3.3 HIV-TB co-epidemic, with: 
2.3.3 HIV-TB co-epidemic 

The combination of TB and HIV infection has been called “The scourge of Africa” and “Africa’s deadly combo”. These two 
infections have created a deadly co-epidemic which is rapidly spreading in sub-Saharan Africa, as TB is the most serious and 
most common opportunistic infection that attacks HIV-infected people. 2019 Statistics from UNAIDS show that 69% of HIV-
infected people in South Africa were co-infected with TB. Furthermore, it is the most common cause of death in AIDS 
patients, as the TB infection is reactivated by the failing immune system, and in turn, the HIV infection is accelerated by the 
TB virus. 

 

It is of great importance that people are well informed about TB. It is also important that an HIV-positive person keeps their 
immune system as healthy for as long as possible, by following a healthy lifestyle (rest, exercise), healthy balanced diet, use 
supplements and immune-boosters, avoid alcohol and smoking, and use antiretroviral drugs. 

 

Please replace section 2.3.8 Unavailability and/or inaccessibility of necessary services, with: 

2.3.8 Unavailability and/or inaccessibility of necessary services 

In terms of the National Health Act, 61 of 2003, local government is responsible for environmental health services. This 
means that, as from 1 July 2004, metropolitan and district councils became responsible for the rendering of environmental 
health services. South Africans have become more aware of these inadequacies, as more complaints have been lodged by 
the community. Complaints lodged address basic services, such as sanitation, clean/safe water and waste or refuse removal 
services that are inadequate or often non-existent. Threats due to the lack of these basic services affect people staying in the 
informal settlements most. 

 

Sanitation is the collecting and disposing of waste in a hygienic manner. In this context, the word ‘waste’ includes household 
waste, water, rubbish and human excreta. If sanitation is not conducted correctly and properly, neighbourhoods become dirty 
and people get sick. Sanitation must be accompanied by good hygienic behaviour practices by all people. 

 

According to the General Household Survey of 2018, nationally, the percentage of households with access to improved 
sanitation increased from 61,7% in 2002 to 83,0% in 2018 The higher percentages in the more urban provinces e.g. Gauteng 
and Western Cape hide the lower percentages of provinces like Limpopo. Many households still have to use a bucket system 
or pit toilet without ventilation pipes. The impact of inadequate sanitation systems on the general health of the community and 
on the environment could potentially be life threatening. One only has to consider the outbreak of cholera during the past few 
years and consider the annual 1.5 million cases of diarrhoea reported in children under the age of 5 years. 

 

The sanitation problem is caused by poor hygienic practices of people and the fact that functioning toilets and clean water for 
washing of the hands after use, are not available. The problem would only be resolved if municipalities as well as 
communities and households worked together. Municipalities are responsible for providing access to the basic services of 
sanitation, clean water and waste removal, whilst communities and households must take responsibility for their own health 
by following hygienic practices – washing hands before handling food and after using the toilet, making sure everybody is 
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informed of the importance of good hygiene and sanitation and reporting any faulty sanitation systems and risks to the 
environment to the local government. 

 

Diseases caused by poor sanitation include e.g. diarrhoea, dysentery, typhoid, cholera, malaria, bilharzia, worm infestations, 
eye infections, skin diseases and it also increases the infections in HIV-positive people 

 
The following diagram explains the transmission of sanitation related illnesses: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Access to safe water and sanitation is very important in the promotion of good health. Communities must be advised about 
hygiene and the problems that undermine their health. Many people rely on ground water and do not have proper sanitation. 
This does not only impact on the individual, their households and communities, but also on the country as a whole. 

 

Please replace section 2.3.12 Malaria, with: 
According to the World Health Organisation in 2019, nearly half the world’s population was at risk of malaria. Most malaria 
cases and deaths occur in sub-Saharan Africa (94%).  

 

Some population groups are at considerably higher risk of contracting malaria, and developing severe disease, than others. 
These include: 

• Infants and children under 5 years of age (most vulnerable group - in 2019 they accounted for 67% of 409 000 malaria 
deaths worldwide); 

• Pregnant women; 

• Patients with HIV/AIDS; 

• Non-immune migrants; 

• Mobile populations; and  

• Travellers. 

 

In South Africa, Malaria is mainly caused by the parasite Plasmodium falciparum. The parasite is transmitted to humans 
through the bite of infected mosquitoes, namely two female anopheles mosquito species – Anopheles arabiensis and 
Anopheles funestus. 

 

Malaria, in South Africa, is mainly transmitted along the border areas. Some parts of South Africa’s nine provinces (Limpopo, 
Mpumalanga and KwaZulu-Natal) are endemic for malaria, and 10% of the population (approximately 4.9 million persons) is 
at risk of contracting the disease. Malaria transmission in South Africa is seasonal, with malaria cases starting to rise in 
October, peaking in January and February, and waning towards May. 

 

Map of the Endemic malaria areas within South Africa as in December 2018  

 

 

Prevention and treatment 

South Africa has made significant progress in controlling malaria. The country is steadily progressing towards malaria 
elimination. “Malaria elimination” is defined by the World Health Organization (WHO) as “the interruption of indigenous 
transmission of a specified malaria parasite species in a defined geographic area.” 

 

This Malaria Elimination Strategic Plan (2019-2023) was developed in consultation with all concerned provinces stakeholders 
and partners to guide implementation of anti-malaria interventions as the country progresses to malaria elimination. The plan 
also provides direction to the non-malaria endemic provinces to address the growing problem of imported malaria cases and 
malaria-related deaths. The goal of this Malaria Elimination Strategic Plan is to achieve zero malaria transmission in South 
Africa by 2023.  

 

To achieve this goal, the plan identified the following key strategic objectives and targets: 
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1. Provide   effective   management, leadership and coordination for the optimal implementation of malaria elimination 
interventions at all levels by 2020. 

2. Strengthen and sustain the surveillance system so that 100% of malaria cases are reported into the malaria information 
system (MIS) within 24 hours by 2020. 

3. Ensure that 90% of the population affected by malaria receives information and education communication messaging 
by 2023. 

4. Protect all populations at risk to achieve at least 95% coverage with key vector suppression strategies and 
interventions for the period 2019-2023. 

5. Ensure universal access to diagnosis and treatment in endemic and non-endemic areas according to national 
guidelines for the period 2019-2023. 

 

Treatment is part of the 5th strategic objective: 

• Artemisinin-based combination therapies (ACT) are currently recommended by the WHO as first-line treatment for 
uncomplicated falciparum malaria. In an effort to halt progression to severe malaria and markedly decrease malaria 
mortality, South Africa continues to provide WHO-recommended first-line antimalarial treatment free of charge to all 
individuals diagnosed with malaria within its borders.  

• Intravenous artesunate, is currently recommended by the WHO as the first-line treatment for the treatment of severe 
malaria. South Africa’s Strategy plans to have it integrated by 2020 at hospital level. 

• In an effort to halt secondary transmission and accelerate towards to malaria elimination, South Africa will roll out the 
WHO-recommended single low-dose primaquine, within malaria endemic areas. Until it is registered in South Africa it 
will be used under Section 21 authorisation. 

• South Africa is committed to implement the optimal mechanism for the delivery of chemoprophylaxis. Doxycycline is 
available on the essential drugs list and should be given as an option for chemoprophylaxis for non-pregnant adults 
and children over the age of 8 years within the public health sector. Atovaquone-proguanil products are very costly and 
are not given as a free chemoprophylactic option. 

 

 

Please replace section 4 National Health promotion, with: 

4 National Health promotion 
Health is regarded by the World Health Organisation (WHO) as a fundamental human right, and health promotion is defined 
as “the process of enabling people to increase control over their health and its determinants, and thereby improve their 
health”. The foundations for health promotion are based upon the Alma Ata Declaration and subsequent charters as adopted 
by the WHO. 

 

The National Health Promotion Policy and Strategy of 2015-2019 (NHPPS) reaffirmed the commitment of the Department of 
Health to promote the health of all South Africans. The aim of the policy was to contribute towards achieving the national 
vision of a long and healthy life for all South Africans by clarifying the role of health promotion at national, provincial and 
district levels and service delivery relationships with other stakeholders. 

 

The NHPPS outlined the quadruple burden of disease that South Africa faces and highlighted the extent to which the health 
system struggles with the four major health issues: 

• non-communicable diseases (NCDs); 

• communicable diseases (especially HIV and TB); 

• maternal, neonatal and child morbidity and mortality; and 

• deaths due to injury and violence2. 

 

Health promotion has a significant role to play in reducing the burden of disease to the health system, by addressing the key 
social, behavioural and structural determinants of health. 

 

The NHPPS clarified the role of health promotion in the health sector and other non-heath sectors. The document also 
highlighted the need for collaborative efforts between the Department of Health and all other stakeholders. The policy and 
strategy identified key target audiences across the lifecycle for health promotion interventions namely: 

• children under five years, with a focus on promoting better health for children; 

• women of child bearing age, with a focus on creating awareness on services available to women of child bearing ages; 

• men, with the focus on promoting a change in gender norms and values by encouraging broader involvement in health 
issues;  

• youth, with a focus on addressing risky behaviour and promoting healthy lifestyle practices; 

• older people, with a focus on community-based programmes and support groups to promote regular health and self-
management of chronic health conditions; and 

• marginalised populations, with a focus on the specific health needs of this target audience. 

 

The goals of the National Health Promotion Policy are to: 

• Advocate for healthy public policies to achieve health outcomes; 

• Empower local communities on health promotion approaches that facilitate strengthened community action and 
ownership; 

• Create an enabling environment that promotes healthy behavioural practices; 

• Strengthen human resources capacity to deliver health promotion services; and 

• Strengthen systems to monitor and evaluate health promotion interventions. 

 

 

Learning Activity 3 

 

1. Explain, in your own words, what ‘health promotion’ means. 

2. List the goals of the National Health Promotion Policy. 

3. Give two examples of health promotion programs in your community. Describe the goal of each program and 
what they do to reach their goal. 

4. Are you involved in any health promotion program? If yes, write down how you are involved. If no, write down the 
reason for not being involved. 

5. Do you think that it is important that you as a member of your community and also as a pharmacist’s assistant 
should get involved in a health promotion program in your community? Motivate your answer. 

6. How does unemployment contribute to causing ill health? 

File the answers in your portfolio. 
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MODULE 14: ETHICAL AND LEGALLY COMPLIANT BEHAVIOUR IN A 
PHARMACEUTICAL AND HEALTH ENVIRONMENT 

 
Please remove the heading for 1 Purpose of the Unit Standard: 
This would lead to a difference in the numbering in this Module, between the newly updated Learner 
Guides compared to all Volume II Learner Guides that were printed before 2021.   

 

Please replace section 2 Introduction, with: 

 

1 Introduction 
Since 1976, an organisation named Gallup, has asked the general public their opinions regarding honesty and ethics of the 
professions they deal with in everyday life. There is a list of 22 professionals that include bankers, business executives, 
medical doctors, car salesmen and clergy to name a few. In January 2020, Gallup updated their honesty and ethical 
standards list. According to Americans Pharmacists coming in at fourth place with 64%.  

 

Pharmacists are thus considered to be one of the most trustworthy professions. Considering the competition, this poll must 
produce a sense of pride amongst pharmacy personnel.  

 

However proud we may feel of this accomplishment, our pride is somewhat tainted when medical aid schemes stated during 
July 2018 that fraudulent practices cost members somewhere between R22-billion and R28-billion a year. 

 

In most cases, pharmacists and pharmacist’s assistants are the frontline of healthcare. We have a sacred responsibility to our 
patients, which include providing them with honest and ethical advice and service. This module will focus on the ethical 
behaviour expected of you as a healthcare professional and the respective laws governing your actions and scope of 
practice. 

 

Please replace section 3.4.1 Rules relating to acts or omissions in respect of which the 
council may take disciplinary steps (SAPC Ethical Rules), with: 

 

2.4.1 Rules relating to acts or omissions in respect of which the council may take disciplinary steps (SAPC 
Ethical Rules) 

The ethical rules can be found on the website of the SAPC. It is a “Publication”, under “Legislation”, under “rules” and listed 
as “Ethical Rules: Acts or omissions which can lead to disciplinary action (1989)”. It is of great importance that you access 
this document and keep abreast of its amendments and updates as and when they occur to protect yourself and the 
pharmacy at which you work. Let us consider the more important points of this document: 

 

The document starts off by stating that any person who is registered with the SAPC is expected to act in the best interest of 
the patient and states that the acts or omissions contained in that document constitute unethical or unprofessional 
conduct and are therefore punishable by the SAPC through disciplinary action. 

 

The document also states that the acts or omission contained in the document are not the only ones the SAPC would 
consider as being unethical or unprofessional. It is therefore of great importance that you take care to follow the steps 
of ethical decision making whenever you are confronted with an ethical dilemma, you could otherwise expose yourself 
to punishment by the SAPC. 

 

The first section of unethical practices relates to the act of dispensing and if these actions or omissions are done, they 
constitute unethical behaviour: 

o Not providing your patient with the necessary information to counsel them regarding the safe and effective use of 
their dispensed medicine. 

o Not dispensing a medicine or part of a medicine that was prescribed without the approval of the prescriber unless 
the patient asks you to do so, and then only after you have written your actions on the prescription and the copy 
thereof. 

o Not signing in person the prescription you dispensed. 

o Not exercising reasonable care and control over: 

▪ Stock management of medicine or raw materials of medicine for human or veterinary use; 

▪ Chemical and hazardous substances; 

▪ Access of the public to scheduled substances; 

▪ Hygiene, cleanliness and neatness of a pharmacy; and 

▪ Professional appearance of the pharmacy. 

o Not exercising close supervision of activities performed by a non-pharmacist. 

o Defrauding a medical scheme for benefit of oneself or the patient. 

o Buying medicine from anybody or an organisation that is not registered and allowed to sell medicine. 

 

The next section addresses advertising and touting (meaning soliciting customers brazenly). It states that professional 
pharmacy services may not be advertised in such manner that it does not represent the truth and claims to be better 
than other similar products. One pharmacy may for example not advertise that it is less expensive, or offer a wider 
range of health services than its competitor pharmacy down the road.  In addition, no prescriptions or prescribers may 
be touted. A pharmacy may not advertise that it works in close partnership with a prescriber or a practice or specific 
type of prescription, e.g. “we specialise in HIV / AIDS related prescriptions”. 

 

The following section concerns relationships with colleagues and other healthcare professionals. If you fail to cooperate 
with other healthcare professionals to act in the best interest of the patient, you are unethical. The healthcare 
fraternity is a closely-knit community and must assist one another to provide the best possible healthcare to the 
community. It is only through collaboration that true healthcare is possible. Substance abuse is often noticed at 
pharmacy level and only once general practitioners and other pharmacies are notified about such circumstances, can 
the patient effectively be assisted with his/her addiction. Similarly, criticising colleagues or other members of the 
healthcare profession in an unprofessional manner, is also considered unethical. Bad mouthing professional 
colleagues not only shows poor character, but also exposes one to civil action. Unauthorised disclosure of personal 
medical information of a patient is considered unethical too. 

 

The last section of the document addresses general acts or omissions. These are: 

o Not participating in continued professional development, in other words, not staying abreast of the latest 
development in the field of pharmacy; 

o Harming the dignity of the profession, or acting in a manner that is untoward and unbecoming of a pharmacist; 

o Collusion (a secret agreement for fraudulent practices) with a person not permitted to own a pharmacy, for 
example having a secret business relationship with a prescriber; 

o Working for a person whose name has been removed from the register; 

o When a pharmacist acts as a tutor for a pharmacist intern or pharmacist’s assistant and fails to: 

▪ Carry out his / her duties; 

▪ Attend to his / her administrative duties in good time; and 

▪ Maintain his / her registration as a pharmacist for the duration of the training period. 

o Preventing the SAPC or any representative of the SAPC from carrying out their duties; 

o Not adhering to the stipulations of any law or act pertaining to him / her; 

o Bringing the SAPC or a member thereof into disrepute; 
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o Using a pharmacy name that has not been approved by the SAPC; 

o Connecting the pharmacy to a company or organisation, or using its name for marketing purposes, who is not 
registered with the SAPC; 

o Performing acts, unless in an emergency, which you are not adequately trained to do; 

o Selling or advertising medicine with the aim of the patient to misuse the medicine; 

o Accepting any professional appointment unless the contract of employment is in writing; 

o Communicating with someone that is involved in a disciplinary hearing; and 

o Permitting oneself to be exploited in a manner that is negative to the public or the profession. 

 

Throughout all the legal documentation we are addressing in this module, you may notice that pharmacists are often the only 
ones addressed directly whenever a statement is made. You should take heed that when you are performing the services of 
a pharmacist’s assistant, you are allowed within your scope of practice to perform a great many of the functions a pharmacist 
does as well. Through the performance of these functions, you expose yourself to the same scrutiny than a pharmacist and 
as such, would your actions be judged against these very same legal statements. 

 

The next logical step for us is to discuss the actions involved when unethical behaviour is addressed by the SAPC. 

 

 

Please replace section 3.4.2 Appropriate actions for dealing with unethical behaviour, with: 
 

2.4.2 Appropriate actions for dealing with unethical behaviour 

The SAPC acts as the custodian for the pharmacy profession and represents the Minister of Health in this regard. Through 
the Pharmacy Act, 53 of 1974, the SAPC is given the authority to publish ethical rules. By the same token, the Pharmacy act 
requires of the SAPC to maintain, and update these rules, but also enforce them and act against the persons registered with 
the SAPC, should they transgress these ethical rules. 

 

The Act therefore provides the SAPC with the authority to institute a disciplinary process against any person registered with 
the SAPC, who is charged with unethical behaviour. Such disciplinary process generally initiates with a formal complaint the 
SAPC receives against a specific person registered with them. It may also happen that during a pharmacy inspection, the 
inspector acting as a representative of the SAPC, may find unethical behaviour and institute disciplinary action. A specific 
pharmacy may sell scheduled medicine without a prescription to the public and promote medicine abuse.  A complaint hereof 
may then be received by the SAPC, or an inspector of the Council upon inspection of such a pharmacy may initiate 
disciplinary action. 

 

The Pharmacy Act is supported by regulations that explain a certain requirement of the Act in more detail. As such, the Act 
states that the SAPC shall follow a disciplinary process whenever the law, regulations or rules of the SAPC are transgressed 
(broken). Another document, a Regulation is then published that deals with this specific action, which is disciplinary action. 
The Regulation document that addresses disciplinary action can be found on the website of the SAPC. It is a “Publication”, 
under “Legislation”, under Regulations” listed as “Conduct of inquiries held in terms of Chapter V of the Act (2001)”. The 
process will be addressed in more detail later on in this document. 

 

 

 

 

Please replace Learning Activity 7, with: 

 
Learning Activity 7 

 

The Medicines and Related Substances Act, 101 of 1965, uses the term “pharmacist’s assistant” generically for both 
Basic and Post Basic pharmacist’s assistants; but it is very important to apply relevant legislation in line with your 
specific scope of practice. 
 

Please refer to the Rules relating to Good Pharmacy Practice (GPP) for the Scope of Practice of Pharmacy Personnel.  
Summarise the information to explain, for each schedule of medicine, the actions a pharmacist’s assistant (both Basic 
and Post-Basic pharmacist’s assistants) is allowed to perform, with respect to selling/dispensing and handling 
(distribution and control) of the scheduled medicine by creating a table similar to the one below: 
 

A Pharmacist’s assistant Basic may for: 

Schedule 0:  

Schedule 1:  

Schedule 2:  

Schedule 3:  

Schedule 4:  

Schedule 5:  

Schedule 6:  

 

 

A Pharmacist’s assistant Post-Basic may for: 

Schedule 0:  

Schedule 1:  

Schedule 2:  

Schedule 3:  

Schedule 4:  

Schedule 5:  

Schedule 6:  

 

File the answers in your portfolio. 
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Please replace section 4.4 Relevant legislation pertaining to the pharmacist’s assistant 
scope of practice, with: 
 

3.4 Relevant legislation pertaining to the pharmacist’s assistant 
scope of practice 

As we have already discussed, the South African Pharmacy Council (SAPC) is the custodian of the Pharmacy Act, 53 of 
1974. As a person registered with the SAPC, a pharmacist’s assistant should take special notice of this Act as it provides you 
with your scope of practice and how your profession is governed. 

 

Let us take a closer look at the Pharmacy Act, 1974 by considering the different sections of the Act as we had done with the 
Medicines and Related Substances Act, 1965. 

 

Section 1: Definitions 

This section defines commonly used terms within the Act, to avoid any misunderstanding or different interpretation thereof. 

 

Section 2: Establishment of the South African Pharmacy Council 

Chapter 1 allows for the establishment of the South African Pharmacy Council (SAPC) and gives the Registrar of the SAPC 
presiding authority over its meetings. 

 

Section 3: Objectives of the Council 

The objectives of the SAPC are: 

To assist in the promotion of the health of the population of the Republic; 

To advise the Minister or any other person on any matter relating to pharmacy; 

To promote the provision of pharmaceutical care which complies with universal norms and values, in both the public and 
private sector, with the goal of achieving definite therapeutic outcomes for the health and quality of life of a patient; 

To uphold and safeguard the rights of the general public to universally acceptable standards of pharmacy practice in both the 
public and private sector; 

To establish, develop, maintain, and control universally accepted standards- 

o in pharmaceutical education and training; 

o for the registration of a person in one or more or all of the services which form part of the scope of 
practice of the category in which such a person is registered; 

o of the practice of the various categories of persons required to be registered in terms of this act; 

o of professional conduct required of persons to be registered in terms of this act; and 

o of control over persons registered in terms of this Act by investigating in accordance with this act, 
complaints or accusations relating to the conduct of registered persons; 

to be transparent to the profession and the general public in achieving its objectives and in performing its functions and 
executing its powers; and 

to maintain and enhance the dignity of the pharmacy profession and the integrity of persons practising that profession. 

 

Section 4: General powers of council 

The main power of the SAPC is to keep the respective registers of persons required to register with the SAPC. This would 
include new registrations, suspensions and removal of names from the registers for whatever reason. The SAPC is 
furthermore allowed to charge annual registration fees. The SAPC sets the standards for the training of pharmacists. The 
SAPC represents the pharmacy profession in totality. This section also provides the SAPC with the authority to employ office 
bearers and co-opt committee members as they deem fit. Section 4 also describes the manner in which the SAPC should 
hold its meetings and direct its powers of office. Among many other functions, the SAPC prescribes the scope of practice of 
the various professions it is the custodian of. 

Section 5: Constitution of Council 

Section 5 describes the manner in which the respective members of the Council must be appointed and how they must hold 
office. 

 

Section 6 has been repealed 

 

Section 7: Vacation of office and the filling of vacancies 

Section 7 provides the respective reasons why a person cannot hold office as a member of the SAPC. It furthermore 
describes the manner in which a member must be removed and another be appointed in his / her stead for the remainder of 
the term. 

 

Section 8, 9, 10, and 11 have been repealed. 

 

Section 12: Fees of the Council 

Section 12 gives the SAPC authorisation to charge fees for the registration function it carries out. 

 

Section 13: Registration 

Section 13 effectively prohibits any person from performing the duties of a pharmacist or the assistance of a pharmacist, 
unless he / she is registered with the SAPC. The same holds for specialities within the pharmacy profession and such 
persons must register with the SAPC as such.  

 

Should a person’s name be removed from the register of the SAPC, he / she may no longer perform the functions and duties 
he / she had done when registered. The same holds true for persons suspended from the register. 

 

Section 14: Registration of persons, recording of licensed premises and maintenance of registers 

Section 14 authorises the SAPC to establish the parameters and standards for persons who wish to conduct certain actions 
and perform certain functions that fall within the jurisdiction of the SAPC, in order to register them in accordance with the 
parameters and standards they have set. It also gives them the authority to remove such registered persons according to 
criteria as set by them. 

 

Section 14A: Community Service 

Section 14A establishes the rule that each person registering as a pharmacist for the first time must perform community 
service for a period of one year, after which, he / she may then register as a pharmacist. This section also allows the Minister 
to publish regulations regarding community service. 

 

Section 15, 16, 17, 18, 19, 20 and 21 have been repealed 

 

Section 22: Licensing of pharmacies 

Section 22 provides the step by step process, for an entity allowed by Section 22A to own a pharmacy, to follow in order to 
apply for a license with the Direction General of Health and then to notify the pharmacy council. 

 

Section 22A: Ownership of pharmacies 

Section 22A states that the Minister of Health may prescribe, by means of regulations, who may own a pharmacy and the 
conditions under which a pharmacy may be owned. 

 

Section 23: Removal of name from, and restoration to register 
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Section 23 stipulates all circumstances within which a person registered with the SAPC is to be removed from the register. It 
also provides the process that must be followed to publish such removal from the register. Any person, for whatever reason, 
whose name is to be restored to the register, must be done according to the provision as set out in this section as well. 

 

Section 24: Appeal against refusal to register or against removal of name from register 

Section 24 provides persons registered, or wishing to be registered and denied by the SAPC, an opportunity to appeal to the 
Supreme Court of South Africa. The Court will then have the final rule. 

 

Section 25: Publication of registers 

Section 25 states that the SAPC must publish their registers from time to time.  

 

Section 26: Register as proof 

Section 26 makes the rule that the last published register shall be considered as prima facie (face value) evidence of 
registration by any court of law. For persons registered after the last publishing date of the register, a signed and certified 
copy by the Registrar shall prevail as evidence of registration. 

 

Section 27: Issue of duplicate registration certificate, extract from register or certificate by registrar 

Section 27 allows the Registrar to re-issue a registration certificate to a registered member, when he is convinced that the 
certificate has been stolen or has been lost. 

 

Section 28: Registration of additional qualifications and of specialities 

Section 28 provides the SAPC with the authority to publish from time to time certain additional qualifications, diplomas or 
certificates it deems fit to be registered as well. Only qualifications so recognised shall be deemed fit to be registrable. In the 
same manner, this section provides the Minister with the authority to specify certain specialities, which may be registered as 
such. Finally, this section provides the SAPC with the authority to examine and test persons claiming to be such specialists. 

 

Section 29: Penalties for professing to be or practicing as pharmacist while unregistered 

Section 29 states that any persons professing to be a pharmacist or carrying out the duties of a pharmacist, but not registered 
as such, is liable for prosecution and penalties that are decided on by the Minister, in consultation with the minister of justice. 
It is important to note for pharmacist’s assistants and other pharmacy support personnel that Section 29 3(b) excludes them 
from those considered illegally conducting the duties of a pharmacist. 

 

Section 30: Penalty for false representation including registration, for false entry in register and for impersonation 

This section provides the SAPC to act against anybody who would make false amendments to the register for whatever 
purpose and gives the SAPC the authority to penalise such person by giving him / her a fine, if found guilty.  

 

Section 31 has been repealed 

 

Section 32: Limitations in respect of unregistered persons and proof required for the issue of licenses 

This section states that a person performing any functions of a pharmacist, but is not registered as such, may not ask any 
money for such services. It also states that only persons who are in possession of a registration certificate may be appointed 
by organisations that require appointed persons to conduct the services and functions of a pharmacist. 

 

Section 33: Pharmacy education and training 

Section 33 allows the Minister to make regulations concerning the training and education within pharmacy. This section also 
stipulates the function of the SAPC in the training and education of pharmacists and persons who assist in the pharmacy. 

 

Section 34: Pharmacy education and training institutions 

Section 34 provides the SAPC the authority to approve any institution or person wishing to provide training in pharmacy, and 
only approved institutions or persons may in fact provide such training.   

 

Section 35: Authorisation for provision and levies for services 

Section 35 makes it illegal for a pharmacist or other person to remunerate a prescriber for prescriptions produced by him or 
her. 

Section 35A: Pharmacy practice 

Section 35A gives the SAPC the authority to publish the scope of practice of pharmacists and persons assisting them, to 
publish Rules relating to a Code of Conduct, Rules relating to Good Pharmacy Practice and to inspect the practice and 
conduct of a pharmacy whenever it so wishes. 

 

Section 36: Restriction in respect of business names 

Section 36 provides the criteria against which a name for a pharmacy is to be chosen, and if not adhered to, such person is 
guilty of an offense. 

 

Section 37: Continuation of pharmacy business of person registered in terms of this act by executor, trustee, 
liquidator, curator, or judgment creditor  

Section 37 provides the process which must be followed, when the estate is managed of a pharmacist who owns a pharmacy 
and is deceased. In similar fashion, when a pharmacist is declared insolvent, Section 37 stipulates the process a liquidator, 
curator, or judgment creditor must follow in managing the insolvent estate. 

 

Section 38: Restriction in, or suspension from, practice of registered person 

Section 38 gives the SAPC the authority to suspend or remove a person from the register, if the registered person has 
become mentally or physically unable to practice, has become unfit to manage medicine, or has become addicted to 
scheduled substances. 

 

Section 38A: Powers of officers and other persons 

Section 38A gives the SAPC the authorisation to appoint inspectors, and give them the authority as well, to fulfil their duties. 
This section requires them to provide proof of their inspector status and denying them entrance to a facility is considered an 
offense. 

 

Section 39: Inquiry by the council into charges of misconduct 

Section 39 provides the SAPC with the authority to investigate each complaint lodged against a person registered with them, 
charge them with the relevant transgression and follow a disciplinary process. 

 

Section 40: Procedure for the conduct of an inquiry 

Section 40 provides the criteria and specifies the process, which must be followed whenever an inquiry is to be held. If found 
guilty, the SAPC has the jurisdiction to impose a fine in accordance with the criteria set out by the Minister. 

 

Section 41: Council to make rules relating to offenses under this chapter 

Section 41 gives the SAPC the authority to establish, implement, maintain and amend ethical rules. Refer to the beginning of 
this module, when we discussed the Ethical rules of the SAPC. 

 

Section 42: Charges by pharmacists 

Section 42 prohibits a pharmacist to enter into agreement or plan to extort or charge excessive amounts for products or 
services to the public. 

 

Section 43: Commission on prescription 



42 

 

Section 43 prohibits a pharmacist from paying any fee or commission to any person for the generation of prescriptions for his 
gain. 

 

Section 44: Cognisance by council of conduct of registered persons under certain conditions 

Section 44 states that for any person registered with the SAPC, who is involved in court proceedings, disciplinary hearings or 
other matters that may be harmful to the profession, or has a possibility of misconduct, the SAPC will appoint a person to 
evaluate the circumstances so as to decide whether the SAPC should act against the person or not. 

 

Section 45: Penalties the council may impose 

Section 45 provides the SAPC with the authority to impose a sanction against any person registered with the SAPC, who has 
been found guilty of offensive or disgraceful misconduct, which may vary from a warning to suspension and a fine being 
imposed. By the same token, anybody who has been penalised by the SAPC may appeal such penalty with the regional 
Supreme Court. 

 

Section 45A: Postponement of imposition, a suspension of operation, or penalty 

Section 45A provides the SAPC with the authority to postpone any suspension or penalty it has imposed on a person 
registered with the SAPC to be started at any time the council so wishes. It may also end any such suspension or penalty at 
its own discretion. 

  

Section 45B: Recovery of fines and cost orders 

Section 45B compels any person who was fined by the SAPC to pay such fine within 14 days from the date the fine was 
imposed. In similar fashion, any costs incurred in the hearing or investigation ruled to be paid by the person fined, must also 
be paid to the SAPC within 14 days of such ruling. 

 

Section 46: Penalty for false evidence 

Section 46 states that anybody who provides false evidence under oath during an SAPC hearing, is also liable for disciplinary 
action and a penalty being imposed. 

 

Section 47: Effect of suspension or removal from register 

Section 47 states that anybody whose name has been removed from the register, effectively may not perform the actions and 
functions for which such a person needs to be registered. Only once such a person’s name has been re-entered into the 
register, may he / she resume such duties. 

 

Section 48: Limitation of liability 

Section 48 effectively provides immunity against any member or employee of the SAPC against civil action in the fulfilment of 
their duties provided that they have acted in good faith. 

 

Section 49: Regulations 

Section 49 authorises the Minister to publish regulations that are stated within this section, to clarify and elaborate on certain 
sections of the Act. 

 

Section 49A: Delegation of powers 

Section 49A gives the Minister and / or the Director-General authorisation to delegate any function or responsibility imposed 
on him / her by this Act. 

 

Section 50: Penalty where not expressly provided 

Section 50 states that, should a person registered with the SAPC contravene a certain part of the Act, for which such action is 
not expressly defined to impose a penalty, the SAPC may rule and impose any penalty or fine it deems fit, provided it is within 
the limits as set out by the Minister from time to time. 

 

Section 51: Abolition of Interim Pharmacy Council of South Africa, and transitional provisions 

Section 51 states that the interim pharmacy council of South Africa will cease to exist the day before the new council will have 
its first meeting, and that all interests will be transferred immediately to the new pharmacy council. 

 

Section 52: Savings 

Section 52 states that all rules and statements made by this Act will be considered as part of the Act and as such law. It also 
states that should a member of the SAPC vacate his / her office within his / her term of office, the SAPC will function as is, 
without appointing any new member. 

 

Section 52A: Act binding on State 

Section 52A states that the Pharmacy Act, 1974, is binding on the state. Meaning public sector pharmacies, related facilities 
and professional personnel must adhere to the Pharmacy Act, 1974, in the same manner as the private sector. 

 

Section 53: Short title and commencement 

Section 53 provides the short title of the Act being the “Pharmacy Act, 1974” 

 

The Act came into effect the day it was promulgated in the Gazette. 

 

This then concludes the section concerning the Pharmacy Act, 1974. Now that we have dealt with the respective laws that 
have special significance to the pharmacist’s assistant, let us consider a few regulations relating to the Pharmacy Act, which 
should be taken cognisance of, as well as the Code of conduct that was called for by the Act, developed by the SAPC and 
maintained and enforced by them as well. 

 

 

Learning Activity 9. 

 

1 Which section of the Act authorises the SAPC to publish Rules relating to a Code of Conduct and Good 
Pharmacy Practice? 

2 The pharmacist you have been working with for the past 20 years has suddenly passed away. His attorneys 
contact you and inform you that he has bequeathed the pharmacy in its entirety to you. According to the 
Pharmacy Act, is this legal? Please substantiate your answer. 

File the answers in your portfolio. 

 

Please add the following paragraph (4.1.6) directly below paragraph 5.1.5 Regulations 
relating to the conduct of inquiries held in terms of Chapter 5 of the Pharmacy Act 

 
4.1.6 Regulations relating to continued professional development 

This regulation prescribes the process and manner in which registered persons maintain and enhance their registration with 
the SAPC. The regulations can be found on the website of the SAPC. It is a “Publication”, under “Legislation”, under 
“Regulations” listed as “Continuing professional development (CPD) (2019)”. 

 

The regulation must be read with the CPD guidelines as can be found on the SAPC website. It is a “Publication”, under 
“Legislation”, under “Board Notices” listed as “BN82 of 2020: CPD Guidance Document”. 
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At present according to the Board Notice, pharmacy support personnel do not have to comply with the CPD regulations, but 
this might change as soon as a new board notice is published.
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SESSION 5 

MODULE 15: PHARMACEUTICAL CONCEPTS AND TERMS 
 

Please replace section 3.3 The housekeeping standards of your pharmacy, with: 

3.3 The housekeeping standards of your pharmacy 
Certain standards, which must be met, are set for pharmaceutical facilities. Failure to meet these standards could form the 
basis of a complaint of misconduct. Inspectors appointed by Council will from time to time (approximately every three years) 
perform routine inspections of pharmacies and pharmacy departments. 

 

Let us see what these standards are: 

• The standards for community and institutional pharmacies can be found in paragraph 1.2 “MINIMUM STANDARDS 
FOR PHARMACY PREMISES, FACILITIES AND EQUIPMENT” in the Rules relating to Good Pharmacy Practice 
(GPP). The document is available on the website of the South African Pharmacy Council (SAPC) on 
https://www.pharmcouncil.co.za. 

• Manufacturing pharmacies must comply with hygiene standards as prescribed in the SA Guide to Good Manufacturing 
Practice for Medicines (GMP). The most updated document is available on the website of the South African Health 
Product Regulatory Authority (SAHPRA) on https://www.sahpra.org.za. 

• Wholesale and distribution pharmacies must comply with housekeeping and sanitation standards as prescribed in the 
South African Good Wholesaling practice for Wholesalers (GMP). The most updated document is available on the 
website of the South African Health Product Regulatory Authority (SAHPRA) on https://www.sahpra.org.za. 

 

We all want to live in a clean, tidy house. We all want to work in a clean, tidy facility. All clients love to shop in a clean, tidy 
pharmacy. Therefore, our housekeeping is a very important part of our daily procedures. Please note that proper 
housekeeping is not intended for the cleaner, but for every employee.  

 

If we see something every day, it becomes part of our environment and after a few days, we won’t notice it any more. For 
example: if you walk into the facility and there is a broken floor tile, you will notice it on the first day, on the second and third 
day possibly as well. But after two weeks, you won’t even see it anymore – it is now part of the facility. Therefore, we need to 
have a daily check-list, to enable us to maintain proper housekeeping. 

Each facility should have their own “Housekeeping SOP”, which adheres to all the relevant standards document 
(GPP/GMP/GWDP), as well as addressing their individual needs and which all the employees have to adhere to.  

 

Depending on your sector, refer to the relevant document (GPP/GMP/GWDP) to complete learning activity 5. 

 

 

 

 

 

Please replace Learning Activity 5, with: 

 
Learning Activity 5  

 

Use the GPP/GMP/GWDP and compile an SOP for Housekeeping in your facility. 

If your pharmacy already has an SOP, compare it with requirements in the GPP/GMP/GWDP.  

Identify and list any shortcomings in your pharmacy’s SOP. 

File the answers in your portfolio. 

 

  

https://www.pharmcouncil.co.za/
https://www.sahpra.org.za/
https://www.sahpra.org.za/
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SESSION 5 

MODULE 17: SELL PRODUCTS OR SERVICES TO CLIENTS IN A 
PHARMACY 
 
Please note: cheque payments no longer exist in South Africa; therefore, 
Learning Activity 13 was removed.  All subsequent Learning Activities will 
therefore move one place forward. 

 
 

Please replace Learning Activity 13 (previously LA 14), with: 
 

 
Learning Activity 13 

 

 

Investigate how the COD delivery system in your pharmacy works and compile an SOP for your pharmacy for the COD 
delivery process. 

File the answers in your portfolio. 

 
Please replace Learning Activity 14 (previously LA 15), with: 
 

 
Learning Activity 14  

 

You processed a COD order for a customer who requested change for the nearest fifty Rand. 

The cost of the products he ordered totals R254.36. You charge a fee of R10.00 for delivery. 

1. How much change will you send with the parcel; and 

2. How much money must the delivery person collect from the customer? 

File the answers in your portfolio. 

 

Please replace Learning Activity 15 (previously LA 16), with: 
 

 
Learning Activity 15 

 

1. List the 6 methods of conducting the financial transaction in a pharmacy.  

2. Investigate how each of the transactions is conducted in your pharmacy and compile an SOP for each of the 
transactions. 

File the answers in your portfolio. 

 

 

Please replace Learning Activity 16 (previously LA 17), with: 
 

 
Learning Activity 16 

 

Explain the steps in the “To Follow” process in your pharmacy when the outstanding product arrives. 

File the answers in your portfolio. 

 

Please replace Learning Activity 17 (previously LA 18), with: 
 

 
Learning Activity 17 

 

Compile an SOP for the process of refunding in your pharmacy. 

File the answers in your portfolio. 

 

Please replace Learning Activity 18 (previously LA 19), with: 
 

 
Learning Activity 18 

 

Compile an SOP for the opening of a POS in your pharmacy. 

File the answers in your portfolio. 

 

Please replace Learning Activity 19 (previously LA 20), with: 
 

 
Learning Activity 19 

 

Compile an SOP for the Cash-up & Declaration process in your pharmacy. 

File the answers in your portfolio. 

 

 

 
  



46 

 

SESSION 8 

MODULE 29: USE ELECTRONIC MAIL TO SEND AND RECEIVE 
MESSAGES 
 

Please replace Learning Activity 2, with: 
 

 

Learning Activity 2 

 

Send an e-mail message to S Buys Academy (TDA) to enquire about a workshop; with the following subject: Module 44 
workshop.  

Remember to enquire about the date, time and place. Ask the TDA to reply to your message. Try to use as many 
smileys and acronyms as possible.  

Once you have sent the e-mail, you can print it out and include it in your portfolio. Also include the reply from the 
Academy in your portfolio. 

You can address your e-mail to: training@sbuys.co.za 

[Note: No, there is no module 44 for this course - it is just an exercise] 

 

 

 

 

 

 

 

 

 

 

 

  

mailto:training@sbuys.co.za
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SESSION 8 

MODULE 30: USE A GRAPHICAL USER INTERFACE (GUI)-BASED 
WEB-BROWSER TO SEARCH THE INTERNET 
 

Please replace Learning Activity 1, with: 

 

 
Learning Activity 1 

 

1. Explain in your own words what you understand under the term “URL”.  

2. Discuss the anatomy of the following URL:  https://www.sahpra.org.za/acts-and-regulations/  

a. https://www  

b sahpra   

c. org.za 

d. /acts-and-regulations/  

3. Use one South African search engine and one international search engines to find websites related to diabetes 
mellitus. Include the search results in your portfolio.  

4. Which of the following statements are true and which are false? 

 a. Cookies are large text files that are written to your hard drive from an e-mail address that want 
  to store information about you. 

 b. A cache is a temporary storage area where frequently accessed data can be stored for rapid 
  access. 

 c. One of the limitations of using the internet as a resource is that there is no quality control in 
  the data that students find and use. 

  d. An advantage of the internet is that students can "click and guess" and don’t need to think first 
   especially with statistics.  

File the answers in your portfolio. 

 

Please replace Learning Activity 4, with: 

 

 
Learning Activity 4 

 

By making use of the different tabs open up the following 3 websites: 

 www.pharmcouncil.co.za 

 www.pssa.org.za 

 www.sbuys.co.za/academy  

1. Once all 3 are open, do a screen print and put in your portfolio to show that you are able to use more than one 
tab at a time.  

2. Go to “Registered Persons” then “Learner” and then “Scope of Practice” on the www.pharmcouncil.co.za 

website. Make the necessary changes and print the page out in landscape.  

 

File the answers in your portfolio. 

Please replace Learning Activity 5, with: 
 

 

Learning Activity 5 

 

1. Open up Internet Explorer or Google Chrome (whichever one is on the computer). Immediately do a screen print, 
mark it BEFORE. Do some adjustments to the toolbar. Do another screen print and mark it AFTER.  

2. Go the web- site www.sahpra.org.za/ do a screen print and mark it BEFORE. Then hide the images and do 
another screen print and mark it AFTER. 

File the answers in your portfolio. 

 

Please replace Learning Activity 6, with: 
 

 
Learning Activity 6 

 

1. The web-site for the South African Pharmacy Council is always a handy site to have. Go and bookmark 
www.pharmcouncil.co.za. Do a screen print and show where and how you did it. Print it out and put in your 
portfolio. 

 

2. While on the SAPC website www.pharmcouncil.co.za click on the big blue Search (Search for a registered 
person or a registered organisation) button. In the Search for section choose: Registered person and then 
in the search text: type in your SAPC P number or your name and surname and then click on search.   

Copy your information and paste it in a word document. Print it out and put in your portfolio. 

 

File the answers in your portfolio. 

 

Please replace Learning Activity 8, with: 
 

 
Learning Activity 8 

 

1. Go to www.sbuys.co.za  and save the website as “Webpage, HTML only” on your hard drive or computer 
desktop. Open it on your hard drive, print it out and put in your portfolio.  

2. On the web-site: www.sbuys.co.za now go to the Wholesaler tab. Select the picture (wholesaler logo) and save 
it onto your computer.  Insert the picture into a Word document and print it out for your portfolio.  

 

 

https://www.sahpra.org.za/acts-and-regulations/
http://www.pharmcouncil.co.za/
http://www.sbuys.co.za/academy
http://www.pharmcouncil.co.za/
http://www.sahpra.org.za/
https://www.sbuys.co.za/
https://www.sbuys.co.za/
http://www.sbuys.co.za/
http://www.sbuys.co.za/

