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Appendix 4: DEX Report Nol

Developing roles and competencies of district pharmacists: a case study from
Cape Town

(Hazel Bradley, School of Public Health, University of the Western Cape)

An interim report for Dr lvan Bromfield, Executive Director: City Health 26 November 2008
This report serves to provide preliminary information on the above project and highlights specifically
information relevant on City of Cape Town Sub-district Pharmacists. A full status report of the project
will be presented to a DEXCO meeting in early 2009.

Background and significance of the project

Since 1994, health care delivery in South Africa has moved to a primary health care approach based on
the district health system. This shift has implications for human resource development, including district
pharmacists who are usually tasked with managing pharmaceuticals in the district. It is hoped that this
research will provide valuable new information for pharmacists and managers in Cape Town about
district and sub-district pharmacists - relatively new positions in the South African public sector health
system. As districts in South Africa ar — _ e usually accepted size, it was
decided to include both district and sul

Aim and Objectives

The aims of this project are to define I l I I I of pharmacists providing primary level
services at district and sub-district leveeEee=—=——————=—=2p a competency framework for these
pharmacists; and to develop and pilot {1\ T VERSITY o f spe1ance these competencies.

The study is divided into three phases_ oroximately one year. Phase 1
commenced in 2008 and Phases 2 ands ¥i & Bra@c JE%E X409 and 201 0, respectively.

Phase 1: Identifying roles, competencies and developing the competency framework
1 Toidentify the current and future roles and responsibilities of pharmacists providing primary
level pharmaceutical services at district and sub-district level.
2 Toidentify competencies of pharmacists providing primary level pharmaceutical services at
district and sub-district level.
3 Todevelop and validate a competency framework for pharmacists working at district and sub-
district levels.

Phase 2: Developing and piloting Training Programme
4 To establish the learning needs to develop required competencies
5 To develop and pilot an appropriate continuing education training programme for pharmacists
providing primary level services based on key gaps in competencies
6 To evaluate the success of the training programme in providing new competencies for
pharmacists providing primary level services at district and sub-district levels.
7 To evaluate the appropriateness of the training intervention.

Phase 3: Evaluating intervention
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8 To evaluate the success of the training programme in translating new skills and competencies
into practice

Research methodology

A participatory action research (PAR) approach is being utilised to partner with relevant stakeholders,
including selected pharmacists and health managers with responsibility for district and sub-district
primary level pharmaceutical services in Cape Town from Metro District Health Services and City of
Cape Town.

During 2008 a series of three half-day Workshops took place attended by pharmacists and health
managers from both services (Table 1) and these were supplemented with meetings and email
communication. In addition 16 key informant interviews were carried out with pharmacists and health
managers in Cape Town, and with pharmacists working at district level in the West Coast, KwaZulu
Natal and Tshwane. Regular meetings took place with the main liaison persons in City Health (Margaret
von Zeil) and MDHS (Stefan Venter) to discussion the planning and implementation the project.

Table 1: District Pharmacist Project Workshops

Workshop/Date Attendance Main purpose
Workshop 1 MDHS: 5 pharmacists; 4 managers Introduce project, establish
18 April 2008 City: 3 pharmacists; 1 manager participants & objectives
Others: 2
Workshop 2 MDHS: 6 pharmacists; 2 managers  To identify ROLES of district & sub-
19 September 2008 City: 4 pharmacists; 1 manager district pharmacists
Others: 4
Workshop 3 MDHS: 3 pharmacists To identify COMPETENCIES of district
20 November 2008 City: 3 pharmacists; 1 manager & sub-district pharmacists
Others; 4

A preliminary document on Roles of District and Sub-District Pharmacists is attached (Appendix 1). The
competencies identified for District and Sub-District Pharmacists during Workshop 3 are still being
analysed and further work will take place in early 2009 on the competencies and competency
framework to complete these areas of work. It is pertinent to note, however, that most of the
competencies highlighted included strong management, communication and interpersonal skills, with
professional pharmacy skills being taken as a given for pharmacists working at sub-district and district
levels.

Key information on the roles of sub-district pharmacists in City Health
Four sub-district pharmacists and two sub-district managers and two programme managers from three

sub-districts were purposively selected and interviewed on the roles of sub-district pharmacists in City
Health - additional input was provided by the Senior pharmacist
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There was a high degree of congruence from pharmacists and managers on most areas explored
during the interviews. Health managers interviewed said that sub-district pharmacists have an important
role to play in managing pharmaceuticals within the sub-district. Managers and pharmacists identified
key roles they felt should be performed by sub-district pharmacists and both groups agreed that sub-
district pharmacists were currently not functioning optimally in all areas. Particular constraints and
facilitators to optimal functioning were identified.

Recommended roles of sub-district pharmacists

The main role of the sub-district pharmacist was to support the sub-district manager in managing
pharmaceuticals in the sub-district. In order to do this it was stated that the sub-district pharmacist
needs to be considered part of the sub-district management team and attend the regular sub-district
clinic managers meetings.

A key task identified was monitoring the use of pharmaceuticals within the sub-district and this included
all aspects of drug supply management (ordering, stock control and storage) and rational drug use, as
well as monitoring the drug budgets. This includes monitoring of expired and returned medicines.

It was strongly felt that the sub-district pharmacist should play a pro-active role in ensuring continuity of
supplies and make contingency plans when problems are encountered.

Most respondents felt it was important that sub-district pharmacists should make regular visits to clinics
to support the clinic staff in DSM - some saw this as an "auditing” function whereas others saw it as an
opportunity to provide on-site training. However, there was also the view expressed that most of the
support should be performed from a central location.

Providing sub-district staff with up-to-date information on pharmaceuticals & related matters was
identified as one of the critical tasks pharmacists should play, and this included both a pro-active
educational role, as well as responding the queries from sub-district staff. An aspect mentioned by
some was that pharmacists should play a more active role in patient education, particularly around
ARVs and TB medication.

Additional areas mentioned were pharmacists’ role in implementation of new policies and in the
planning of new services, particularly with respect to legal requirements of facilities and staffing, and
the development of SOPs. In future some thought that sub-district pharmacists would have a role in
being the responsible pharmacist for a number of post-basic pharmacist assistants working under
indirect supervision.

Current situation of sub-district pharmacists

It appears that one of the main impetuses for the introduction of sub-district pharmacists at the end of
2005 was the closing down of the sub-depots and centralising of the main drug ordering to the Cape
Medical Depot. Pharmacists employed in three sub-depots were appointed as sub-district pharmacists
and an additional pharmacist working in a clinic pharmacy was appointed as the fourth sub-district
pharmacist. At the time of their appointment, sub-district pharmacists were given a job description
outlining a few basic tasks including authorising clinic orders for medicines and vaccines; dispensing
MDR TB drugs; supervising pharmacists assistants, advising sub-district manager on quality issues..
Recently discussions have taken place between the pharmacists & the senior pharmacist to develop
the job description further.
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Each sub-district pharmacist is currently allocated two sub-districts. It appears that the sub-district
pharmacists were mandated to be responsible for two sub-districts each without much negotiation and
this seems to have resulted in uneven service provision to the two sub-districts. Pharmacists reported
that the main reason for this was the lack of time to provide all services to two sub-districts.

Two sub-district pharmacists that do not have direct responsibility for dispensing medicines indicated
that they currently carry out the majority of the functions listed under the “ideal”, detailed above, albeit
not to the same extent in both sub-districts. The main area in which they felt constrained was making
regular clinic visits and time limitations was the main problem here, together with lack of available
transport on occasions. (It should be noted that these two sub-district pharmacists are employed 5/8ths
capacity)

Two sub-district pharmacists currently have responsibility for dispensing medication in clinic
pharmacies and the senior pharmacist, sub-district pharmacists and managers reported that this
situation seriously compromises pharmacists’ ability to effectively function as a sub-district pharmacist.
The two reasons identified were time constraints (a full day dispensing in the clinic pharmacy does not
leave time to attend to sub-district responsibilities); and their inability to leave the clinic and attend
meetings and visit other clinics (due to legal requirements).

Managers indicated that in order to function optimally, sub-district pharmacists need to be pro-active in
problem solving and have good networking and communication skills. It seems that not all sub-district
pharmacists currently have these skills.

Conclusion

Health managers indicated that they would value the input of a competent sub-district pharmacist in
managing pharmaceuticals in their sub-district. This would assist them by addressing an important area
of service delivery. A key point made was that in order to perform their duties, the sub-district
pharmacists must not have responsibly for dispensing in a clinic pharmacy. Additionally, the pharmacist
must have, or be willing to acquire, the competencies required to perform the job optimally.

Equally, pharmacists felt that sub-district pharmacists can play a significant role in supporting the
supply and use of pharmaceuticals in the sub-districts. However, whilst some were enthusiastic about
their contribution, others were frustrated by current constraints.

Additional roles of sub-district pharmacists were identified during the broader process of the project and

these are detailed in Appendix 1 and work on the development of competency and a competency
framework will be completed in early 2009.
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Appendix 5: DEX Report No2
Progress report for DEX Meeting 4 June 2009

Developing roles and competencies of district pharmacists: a case study from
Cape Town

Hazel Bradley, Senior Lecturer, School of Public Health, University of the Western Cape
Stefan Venter, Deputy Director, Pharmaceutical Services, Metro District Health Services
Margaret von Zeil, Senior Pharmacist, City Health, Cape Town

Background and significance of the project

Since 1994, health care delivery in South Africa has moved to a primary health care approach based on
the district health system. This shift has implications for human resource development, including district
pharmacists who are usually tasked with managing pharmaceuticals in the district. It is hoped that this
research will provide valuable new information for pharmacists and managers in Cape Town about
district and sub-district pharmacists - relatively new positions in the South African public sector health
system. As districts in South Africa are considerably larger than the usually accepted size, it was
decided to include both district and sub-district levels.

Aim and Objectives
The aims of this project are to define the roles and competencies of pharmacists providing primary level
services at district and sub-district levels in Cape Town; to develop a competency framework for these
pharmacists; and to develop and pilot a training programme to enhance these competencies.
The study is divided into three phases and it is envisaged that each phase will take approximately one
year.
Phase 1: Identifying roles, competencies and developing the competency framework
2 Toidentify the current and future roles and responsibilities of pharmacists providing primary
level pharmaceutical services at district and sub-district level.
3 To identify competencies of pharmacists providing primary level pharmaceutical services at
district and sub-district level.
9 To develop and validate a competency framework for pharmacists working at district and sub-
district levels.
Phase 2: Developing and piloting Training Programme

Phase 3: Evaluating intervention

Research methodology and progress to date

Phase 1 commenced in 2008 and is being completed during 2009.

A participatory action research (PAR) approach is being utilised to partner with relevant stakeholders,
including selected pharmacists and health managers with responsibility for district and sub-district
primary level pharmaceutical services in Cape Town from Metro District Health Services and City of
Cape Town.
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During 2008 regular meetings took place with the main liaison persons in MDHS (Stefan Venter) and
City Health (Margaret von Zeil) to discussion the planning and implementation the project. A series of
three half-day Workshops took place, attended by pharmacists and health managers from both services
(Table 1), and these were supplemented with meetings and email communication. In addition 16 key
informant interviews were carried out with pharmacists and health managers in Cape Town, and with
pharmacists working at district level in the West Coast, KwaZulu Natal and Tshwane. The information
from the interviews and workshops was then triangulated with published and grey literature.

Table 1: District Pharmacist Project Workshops

Workshop/Date Attendance Main purpose
Workshop 1 MDHS: 5 pharmacists; 4 managers Introduce project, establish participants &
18 April 2008 City: 3 pharmacists; 1 manager objectives
Others: 2
Workshop 2 MDHS: 6 pharmacists; 2 managers To identify ROLES of district & sub-district
19 September 2008 City: 4 pharmacists; 1 manager pharmacists
Others: 4
Workshop 3 MDHS: 3 pharmacists To identify COMPETENCIES of district & sub-
20 November 2008 City: 3 pharmacists; 1 manager district pharmacists
Others: 4

The overall function of the district pharmacist was identified as: Planning, management, co-
ordination and monitoring of pharmaceutical services in the health district in line with provincial and
national policies. Key roles included:

¢ Planning, management, co-ordination and monitoring of:
o Medicines (selection; supply, distribution & storage (procurement & supply chain);
rational prescribing & use)
o Pharmacy human resources (management & development {training})
o Pharmaceutical budget
o Health care facilities (audit of current facilities; planning of new facilities; advise on
legislative compliance)

e Advice and support on professional, legal and technical aspects of pharmaceuticals to:
o Health management

Health workers

Health programmes (EPI, TB, ARV, ST, Nutrition, Mental Health, HBC etc)

NGOs and private providers

Consumers

o O O O

o Participate in quality assurance and clinical governance of pharmaceutical services

e Participate in research activities related to medicines and pharmaceuticals services
The workshops and interviews indicated that the roles required of district and sub-district pharmacists
are fairly similar, with the major difference being that at the district level the pharmacist is involved in

the strategic planning and management of district pharmaceutical services, whereas at sub-district level
there is a far greater involvement with operational issues. Co-ordination and monitoring of
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pharmaceutical services were highlighted as key roles of sub-district pharmacists, as well as a
greater “hands-on” involvement in providing advice and support to health providers in clinics or facilities.

The competencies identified to perform these roles were identified and classified into four competency
clusters.

Personal and interpersonal competencies
Management competencies

Health system/Public health competencies
Professional pharmacy competencies

Work is currently ongoing to triangulate the competencies identified in the workshops and interviews
with the current literature and develop a competency framework. Validation of the roles and
competencies of district and sub-district pharmacists is being undertaken with input from other
provinces and Metros in South Africa. A questionnaire is being used to collect this information through
the Heads of Pharmaceutical Services (HOPS) committee.

The process so far has been valuable in defining more clearly the roles and competencies of
pharmacists working at district and sub-district levels and to clarify some of the differences between
them. The project has benefited from the input of a wide range of stakeholders involved in primary level
health services, from facility level to district managers. This has brought a welcome broad perspective
to the issue of managing pharmaceuticals within the district or sub-district.

The first phase of this project has taken longer than planned for a number of reasons. One of these is
that there has been considerable interest in the topic from pharmacists in other provinces and Metros
which has provided the opportunity to collect information from a wider range of stakeholders, which will
in turn provide a more robust basis to the research. In addition, recent developments from the national
Department of Health have pointed to the co-ordination of health human resources across provinces
and so it seems prudent to take the opportunity to obtain national input into the project at this time.

This research has only been possible with the commitment of pharmacists, managers and other health
workers from Metro District Health Services, City Health and the Provincial Government of the Western
Cape. We appreciate the time and interest of those who have been involved so far and look forward to
their ongoing involvement in this project.
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Appendix 6: DEX Report No3
Progress report for DEX Meeting 2 September 2010

Developing roles and competencies of district pharmacists: a case study from
Cape Town

Hazel Bradley, Senior Lecturer, School of Public Health, University of the Western Cape
Stefan Venter, Deputy Director, Pharmaceutical Services, Metro District Health Services
Margaret von Zeil, Senior Pharmacist, City Health, Cape Town

Background and significance of the project

Since 1994, health care delivery in South Africa has moved to a primary health care approach based on
the district health system. This shift has implications for human resource development, including district
pharmacists who are usually tasked with managing pharmaceuticals in the district. It is hoped that this
research will provide valuable new information for pharmacists and managers in Cape Town about
district and sub-district pharmacists - relatively new positions in the South African public sector health
system. Districts in South Africa are considerably larger than the usually accepted size, and for the
purposes of this project the Senior Pharmacist, City Health and each of the Deputy Director
Pharmaceutical Services of the four Sub-Structures of MDHS were classified as "district pharmacists”.

Aim and Objectives

The aims of this project are to define the roles and competencies of pharmacists providing primary level
services at district and sub-district levels in Cape Town; to develop a competency framework for these
pharmacists; and to develop and pilot a training programme to enhance these competencies. The study
is divided into three phases.

Phase 1: Identifying roles, competencies and developing the competency framework

Phase 2: Developing and piloting Training Programme

Phase 3: Evaluating intervention

Research methodology and progress to date

A participatory action research (PAR) approach is being used to partner with relevant stakeholders,
including selected pharmacists and health managers with responsibility for district and sub-district
primary level pharmaceutical services in Cape Town from Metro District Health Services and City of
Cape Town.

During 2008 and 2009 four half-day workshops and 14 key informant interviews were conducted with
pharmacists (9) and managers (6) in Cape Town. A number of additional meetings took place between
the key stakeholders. At the first workshop the objectives and participation of stakeholders in the
research was established. During the second workshop participants identified the roles of district
pharmacists, with the author contributing additional information from documentary reviews and
published literature. The third and fourth workshops identified competencies of district pharmacists. The
roles and preliminary competencies of district pharmacists identified during the workshops were
presented to the Cape Town District Executive meeting in June 2009. In mid 2010, approximately nine
months after the Deputy Directors; Pharmaceutical Services of the four Sub-structures took up their
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positions, additional interviews were conducted with them and the Senior pharmacist of City Health to
provide further input into their roles as “district pharmacists” and to refine the competency framework.

Roles of district pharmacists

The overall function of the district pharmacist was identified as: Planning, co-ordination and
monitoring of pharmaceutical services in the health district in line with provincial and national policies.
Key roles are shown in Table 1 below.

Table 1: Roles of district pharmacists

Roles of district pharmacists

Planning, co-ordination and monitoring of:
Pharmaceuticals
Pharmacy human resources
Pharmaceutical budget
Pharmaceutical facilities
Provide information and advice on professional, legal clinical and technical aspects to:
Health managers
Health workers
Health programmes
NGOs and private providers
Consumers
Participate in quality assurance and clinical governance of pharmaceutical services

Participate in research activities related to medicines and pharmaceutical services

The workshops and interviews indicated that the roles required of district and sub-district pharmacists
were fairly similar, with the major difference being that at the district level the pharmacist was involved
in the strategic planning and management of district pharmaceutical services, whereas at sub-district

level there was a far greater involvement with operational issues.

Follow-up interviews conducted with the four Sub-Structure Deputy Directors: Pharmaceutical Service
and the Senior Pharmacist City Health in mid-2010 confirmed the roles identified for district
pharmacists. All pharmacists, however, reported that there were currently “micro-managing” rather than
strategically planning and monitoring pharmaceutical services. They highlighted the need to build skills
and capacity in pharmacists, pharmacist’s assistants and other health workers involved in drug
management working at facility and community levels. The development of innovative service delivery
models and working closely with health programmes, including planning and implementing national and
local campaigns, emerged as important roles over the previous 9 months. Pharmacists mentioned that
one of the key facilitators in fulfilling their roles was good working relationships with members of the
Sub- Structure management team.

Competencies of district pharmacists

The competencies identified to perform these roles were identified and classified into five competency
clusters (see Appendix 1 for details)
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Management competencies

Leadership competencies

Health system/Public health competencies
Professional pharmacy practice competencies
Personal and interpersonal competencies

Discussion

Over the past few years the pivotal role of health managers in delivering district health services has
been highlighted. Egger and Olliers (2007) proposed the following definition of the roles of managers of
health services and similarities can be seen with the roles of district pharmacists identified by this
project.

e “Plan, support implementation and evaluate health activities (volume and coverage of
services within catchment areas)

e Manage resources (e.g. staff, budgets, drugs, equipment, buildings, information)

e Manage external relations and partners, including service users.” (Egger and Ollier,
2007)

The competency framework for district pharmacists was developed with reference to other relevant
frameworks, including the South African Public Service and Administration Middle Management
Competency Framework (RSA, ?); Managerial competencies of hospital managers in South Africa
(Pillay, 2008); Generic framework for medical professionals (City Health, 2008); Sustainable
Management Development Program (CDC); WHO Global Competency Model and recent work on
District Management by the Dept of Health/HST. Pharmacy managers’ competencies from the United
Kingdom (Advanced and Consultant-Level Framework, 2008) and United States (Educational outcomes
- Developing Pharmacy Practice, 2006) were also consulted.

The first phase of this project has taken longer than planned for a number of reasons and an ongoing
challenge for participatory research is balancing health department priorities and those of the
researcher to produce maximal gain to stakeholders.

Next phase of project
The next phase will use the competency framework to identify competency gaps of district pharmacists
and then will develop an appropriate intervention to enhance competencies.

|dentification of competency gaps — development of tool, involvement line-managers & peers?

Intervention: We propose to develop an intervention with a focus on drug utilisation — reviews and
monitoring, possibly on chronic medicines using an “action learning” approach.

Finally, this research has only been possible with the commitment of pharmacists, managers and other
health workers from Metro District Health Services, City Health and the Provincial Government of the
Western Cape. We appreciate the time and interest of those who have been involved so far and look
forward to their ongoing involvement in this project.
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Appendix 7: Pharmacy Profile template

District Pharmacist Project
Pharmacy Profile

Data collection template (v2)

Name of facility or sub-district................coooiiiiiiiiiiin .. Name of Sub-structure..............ccooeviiiiiiiiiiiiaee,

Name of pharmacist.........oovevrirriiritirtrr i iaeaenans Date. ..o

Step 1: Community Profile (demographic, socio-economic and disease burden)

Item Amount Area (state facility Data source
catchment area, sub-district,
sub-structure etc)

Year (if
known)

Disease burden (inc alcohol)




Sources of information

As per PGWC DOH Circular H13 (from Heli attached)

Sub-councils, wards & suburbs profiles http://www.capetown.gov.za/en/stats/2001census/Pages/Profiles.aspx

Burden of disease data
Western Cape Burden of Disease Reduction Project http://www.capegateway.gov.za/eng/pubs/reports_research/W/157844.

Groenewald P, Bradshaw D, Daniels J, Matzopoulos R, Bourne D, Blease D, Zinyakatira N, Naledi NT. Cause of death and premature mortality in Cape
Town, 2001-2006. Cape Town: South African Medical Research Council, 2008.
http://www.capetown.gov.za/en/CityHealth/Healthinformation/Documents/Key%20Findings%20Cause%200f%20death%20and%20premature%20mortality
%20in%20Cape%20Town%202001%20-%202006.pdf
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Step 2: Health services provided

Facility opening hours: (days & times).......cccceveiieieinninnnn

2.1 Facility-based health services

Type of health service

Provided by whom (list all apply —
Dr, Nurse, CHWs....etc)

Frequency

[0 Every day [ Every week
00 Every monthd Every qtr

L1 When asked I Occasionally

Ave per month (over past 12
months)

General consultations
(Headcount) (all)

General >5 years

General <5years

Child Health

Child Health Curative

Antenatal

Midwife Obstetric Unit

Woman’s Health

Reproductive Health

TB Detection

HIV

ART

CDL (Chronic care)

Mental

X-Rays

Rehabilitation

Dental

24 hour trauma/emergency

Extended Hours
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2.2 Community-based health services

Type of health service

Provided by whom
NGOs OA Homes etc)

(List

Frequency

[0 Every day [ Every week
[0 Every month[d Every qgtr

L1 When asked I Occasionally

Ave per month (over past 12
months)

Home-based carer

Community DOTS supporters

Mental health Licensed Homes

Mental Health Group Homes

Mental Health Day Care Centres

Sub-acute provincially aided Hosp

Inpatient palliative care institutions

Chronic care institutions

Chronic care clubs

Support groups

School health

Factory visits

Nutrition outreach

Old Age Homes

Private GPs

Private Pharmacies

NGOs

Sources

RMR from Health Information officer at facility or sub-district

Community Based Services (CBS)
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Step 3: Pharmaceutical services provided

Pharmacy staff (FTE):

Pharmacist.........

Pharmacy hours of opening (Days & times)......c.ccceeeveenennnnn.

3.1 Facility-based

Type of
services

pharmaceutical

Provided by whom (pharmacist,
PA, PBPA, PBPA under indirect
supervision. etc)

Frequency

O Every day [ Every week
0 Every month[d Every qgtr

[0 When asked [0 Occasionally

Ave per month (over past 12
months)

General dispensing

CDU dispensing

ARVs dispensing

Old Age Homes dispensing

Add any other dispensing

TB medication

Supplies to facility

Chronic Care Club health
education in facility

Other Health education for
patients in facility (not above)

Provide health information to
staff

Training in facility on DSM
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3.2 Community-based services

Type of pharmaceutical
services

Provided by whom (pharmacist, PA,
PBPA, PBPA under indirect super.
etc)

Frequency

[0 Every day [ Every week
00 Every monthd Every qtr

L1 When asked I Occasionally

Ave per month (over past 12
months)

Home Based Carers supplies

TB DOTSs supplies for CHWs

Health education for Chronic
Care Clubs (outside facility)

Campaigns

Sources

Compile as completely as possible from pharmacy data available
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Appendix 8: Sample Pharmacy Profile (8 hour CHC)

Name of facility or sub-district: Grassy Park CHC

Name of pharmacist: Ebrahim Wajoodien

District Pharmacist Project
Pharmacy Profile

Data collection template (v2 revised)

Name of Sub-structure: Southern

Date: 07 June 2011

Step 1: Community Profile (demographic, socio-economic and disease burden)

6-12yrs 2378
13-17yrs 1898
18-34yrs 5844
35-54yrs 5328
55-64yrs 1599
65+ 1258

Item Amount Area (state facility catchment Data source Year (if
area, sub-district, sub-structure known)
etc)

Total Population 568175 Grassy Park, Zeekoevlei, | PGWC DOH Circular
Parkwood

Males 284836 City of Cape Town Census 2001-2006

Females 283339

Ages x-y Information Management based

0-5yrs 1852 at Sub-structure office

Males:4212 (46.87%)

Females:3624 (40.33%)
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Grassy Park

INCOME OF EARNERS (PER MONTH)
0-R1600

R1 601 - R6 400

R6 401 - R25 600
R25 601 - R102 400
R102 401 or more
Total

Male
961
2,598
605
42

4,212

%
12.26
33.15

7.72
0.54
0.08
53.75

Female
1,211
2,092

288
27

3,624

%
15.45
26.70

3.68
0.34
0.08
46.25

Total
2,173
4,690
892
69

12
7,836

%
27.73
59.85
11.38

0.88
0.15
100.00

Disease burden (inc alcohol)

Have not sourced any

info yet
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Sources of information

As per PGWC DOH Circular H13 (from Heli attached)

Sub-councils, wards & suburbs profiles http://www.capetown.gov.za/en/stats/2001census/Pages/Profiles.aspx

Burden of disease data
Western Cape Burden of Disease Reduction Project http://www.capegateway.gov.za/eng/pubs/reports_research/W/157844.

Groenewald P, Bradshaw D, Daniels J, Matzopoulos R, Bourne D, Blease D, Zinyakatira N, Naledi NT. Cause of death and premature mortality in Cape Town, 2001-2006.
Cape Town: South African Medical Research Council, 2008.
http://www.capetown.gov.za/en/CityHealth/HealthInformation/Documents/Key%20Findings%20Cause%200f%20death%20and%20premature%20 mortality%20in%20Cape
%20Town%202001%20-%202006.pdf

288


http://www.capetown.gov.za/en/stats/2001census/Pages/Profiles.aspx
http://www.capegateway.gov.za/eng/pubs/reports_research/W/157844
http://www.capetown.gov.za/en/CityHealth/HealthInformation/Documents/Key%20Findings%20Cause%20of%20death%20and%20premature%20mortality%20in%20Cape%20Town%202001%20-%202006.pdf
http://www.capetown.gov.za/en/CityHealth/HealthInformation/Documents/Key%20Findings%20Cause%20of%20death%20and%20premature%20mortality%20in%20Cape%20Town%202001%20-%202006.pdf

Step 2: Health services provided

Facility opening hours: (days & times): 07h00-16h00, Mondays to Fridays

2.1 Facility-based health services

Type of health service

Provided by whom (list all apply — Dr,
Nurse, CHWs....etc)

Frequency

O Everyday O Every week
O Every month Every qgtr

[0 When asked [0 Occasionally

Ave per month (over past 12
months)

General consultations Dr, CNP Everyday 4363
(Headcount) (all)
General >5 years Dr, CNP Everyday 4361
General <5years Dr, CNP Occasionally 3
Child Health Dr, CNP Not really seen at Grassy Park
Child Health Curative Dr, CNP CHC. Done at Civic Centre Clinic
Antenatal Retreat MOU Everyday
Midwife Obstetric Unit Retreat MOU
Woman’s Health Dr, CNP Everyday
Reproductive Health Civic Centre Clinic Everyday 15 (Cervical smears)
TB Detection Dr, Klip Road TB Clinic Everyday 20
HIV HIV testing only. Full HIV services at Everyday at Retreat and Lady M,

Retreat and Lady Michaelis HIV testing at Grassy Park CHC

only on a Monday Wednesday and
Friday

ART Retreat and Lady Michaelis Everyday
CDL (Chronic care) Everybody, Dr; CNP, Nurses, Everyday 3499

Pharmacy
Mental Psych Sister and Dr Tuesdays and Thursdays 208
X-Rays None, only at Lotus River CHC and Everyday

Retreat CHC
Rehabilitation Lotus River and Retreat CHC’s Everyday
Dental Retreat and Lotus River CHC Everyday
24 hour trauma/emergency Retreat CHC Everyday
Extended Hours Retreat CHC Everyday
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2.2 Community-based health services

Type of health service

Provided by whom (List NGOs
OA Homes etc)

Frequency

[0 Every day [ Every week
O Every month Every qgtr

[0 When asked 1 Occasionally

Ave per month (over past 12
months)

Home-based carer 4 funded NPO’s Daily
Community DOTS supporters
Mental health Licensed Homes 0

Mental Health Group Homes

2 —Com Care 2 Cape Mental
Health

Mental Health Day Care Centres

3 Day care Centres

During school terms

Sub-acute provincially aided Hosp

Nil in Southern both are situated
in  Western ( Booth and
Conradie Care)

Inpatient palliative care institutions

Living Hope — Kommetjie

Chronic care institutions

Chronic care clubs

All the HBC orgs run Chronic
Care clubs in Southern except in
Hout Bay

Support groups

All HAST NPO’s run support
groups and 2 of the 4 HBC orgs
run support groups

School health

School Health attached to facility
based at Retreat

Factory visits

Nutrition outreach

Old Age Homes

22 — Communicare and CPOA
plus some private Homes

Private GPs

Private Pharmacies

NGOs
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Sources

RMR from Health Information officer at facility or sub-district

Community Based Services (CBS)

Step 3: Pharmaceutical services provided

Pharmacy staff (FTE):

Pharmacy hours of opening (Days & times): 07h30-16h00 Mondays to Fridays

Pharmacist: 1

3.1 Facility-based

Pharmacist’s assistant: 2 Post Basics

Others (specify)............

Type of pharmaceutical services

Provided by whom (pharmacist, PA,
PBPA, PBPA under indirect
supervision. etc)

Frequency

[0 Every day [ Every week
[0 Every month[d Every qtr

[0 When asked [ Occasionally

Ave per month (over past 12
months)

General dispensing Pharmacist, PA Everyday 1500-1700
CDU dispensing Pharmacist, PA Everyday 1500-2000
ARVs dispensing None yet
Old Age Homes dispensing Pharmacist, PA, Collectors 200
Add any other dispensing Dispensing to Care Givers, Everyday
Collectors
TB medication None yet
Supplies to facility Dressing Department and Once a week
Psychiatric Sister
Chronic Care Club health education None Yet
in facility
Other Health education for patients Patient education talks, Tuesdays Twice weekly
in facility (not above) and Thursdays by Chronic
condition organisations
Provide health information to staff Medical Reps Occasionally

Training in facility on DSM

Pharmacist: w.r.t. Influenza
Campaign and Cold chain

Campaign time
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3.2 Community-based services

Type of pharmaceutical
services

Provided by whom (pharmacist, PA,
PBPA, PBPA under indirect super. etc)

Frequency

O Everyday O Every week
O Every month Every qgtr

[0 When asked [0 Occasionally

Ave per month (over past 12
months)

Home Based Carers supplies

CBS coordinators liase with facilities to
access required stock

Monthly

TB DOTSs supplies for CHWSs

Health education for Chronic
Care Clubs (outside facility)

Health Promoters and CCW’s

Daily during the week

Campaigns

Sources

Compile as completely as possible from pharmacy data available
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City of Cape Town - Census 2001 - Grassy Park

Demographic Profile, Employment Profile, Housing Profile, Service Profile

Compiled by Strategic Development Information and GIS from 2001 Census data supplied by Statistics South Africa
DEMOGRAPHIC PROFILE BY GENDER

Ethnic Group, Age, Education, Language

Grassy Park

ETHNIC GROUP Male % | Female % | Total %
Black African 246 | 1.22 311 | 154 557 276
Coloured 8,925 | 44.28 | 10,029 | 49.75 | 18954 | 94.03
Indian/Asian 229 | 1.4 254 | 1.26 483 2.40
White 69 | 0.34 93 | 0.46 162 0.80

Total 9,469 | 46.98 | 10,687 | 53.02 | 20,157 | 100.00
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| Grassy Park

| AGE | Male | % | Female | % | Total | %
10-5 | 863 | 428 | 989 | 491 | 1852 | 919
| 6-12 | 1,180 | 585 | 1,198 | 594 | 2,378 | 11.80
| 13- 17 | 954 | 473 | 944 | 468 | 1898 | 942
| 18- 34 | 2,840 | 14.09 | 3,004 @ 14.90 | 5844 | 28.99
| 35-54 | 2,449 | 12115 | 2,879 | 1428 | 5328 | 26.43
| 55 - 64 | 719 | 357 | 880 | 437 | 1599 | 793
| 65+ | 463 | 2.30 | 794 | 3.94 | 1258 | 6.24

| Total

1 9,469 | 46.98 | 10,687 | 53.02 | 20,157 | 100.00
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Grassy Park

EDUCATION LEVEL OF
ADULTS (20+)

No schooling
Grade 1- 6
Grade 7
Grade 8 - 11

Grade 12

Certificate with less than
grade 12

Cert/dip with grade 12
Bachelor’s degree

Bachelor’s degree and
diploma

Honour’s degree

Higher degree (master’s or
doctorate)

Total

Male
84
371
272
2,773
1,938

51

362
103

62
42

27
6,086

%
0.64
2.80
2.06

20.96
14.65

0.39

2.74
0.78

0.47
0.32

0.20
46.01

Female
112
496
515

3,300
2,026

78

436
108

33
27

7,141

%
0.85
3.75
3.89

24.95
15.32

0.59

3.30
0.82

0.25
0.20

0.07
53.99
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Total
197
867
787

6,073

3,964

129

798
211

96
69

36
13,227

%
1.49
6.55
5.95

45.91
29.97

0.98

6.03
1.60

0.73
0.52

0.27
100.00



Appendix 9: City Health Report

Report for City Health
Sub-district pharmacists in City Health

Summary

This report focuses on whether the current ‘sub-district pharmacist model’ in City Health is optimal in
providing support to sub-districts. Interviews conducted with seven sub-district managers, three
programme managers and five sub-district pharmacists in 2008 and 2011 found that the situation
across City Health was variable. In 2011, good pharmaceutical support by sub-district pharmacists
was reported in six sub-districts (Northern, Eastern, Southern, Tygerberg, Khayelitsha and
Klipfontein) and two sub-districts reported minimal support from sub-district pharmacists (Western
and Mitchells Plain).

The main facilitators to optimal performance of sub-district pharmacists included active involvement
in sub-district management team; applying technical pharmaceutical skills; possessing appropriate
personal and interpersonal qualities; and having reliable communication systems. The main
constraints mentioned were sub-district pharmacists being tied to dispensing responsibilities in clinics
and time constraints in supporting two sub-districts. The original ‘sub-district pharmacist model” was
not considered suitable to permit sub-district pharmacists to provide good support to sub-districts.

It is recommended that:

e  Sub-district pharmacist job-descriptions be updated, including taking away routine responsibilities
for dispensing medicines and supervising PBPAs and replace with indirect supervision of PBPAs
and emergency cover for pharmacists (cf TASK process);

e Share lessons of good practice and support provided by sub-district pharmacists across the City;

e Consider specific remedial action where sub-district pharmacist support is not functioning well ,
including creation of additional posts and appointment of facility-based pharmacists, and
provision of appropriate training and in-service support for sub-district pharmacists;

o In future it may be necessary that a sub-district pharmacist be appointed per sub-district to
accommodate the expansion of ARV services (requiring supervision of PBPAs working under in-
direct supervision); and increased involvement in audit teams, in line current government
initiatives of ‘Re-engineering of primary health care’ and improving the quality of services.

1. Introduction

Since 1994, health care delivery in South Africa has moved to a primary health care approach based
on the district health system. This shift has implications for human resource development, including
pharmacists working in primary level services. In 2008, a participatory research project commenced
with City Health and Metro District Health Services (MDHS) (the two primary healthcare
organisations in Cape Town) and a researcher from the School of Public Health (SOPH), University
of the Western Cape to identify the roles and competencies of district and sub-district pharmacists,
relatively new positions in the South African health system. City Health had appointed sub-district
pharmacists in 2005 but City Health management were uncertain about the effectiveness of the sub-



district pharmacists and the Executive Director of City Health requested that, in addition to the main
research aims, the group explore the whether current ‘sub-district pharmacist model’ in City Health

was optimal in providing support for pharmaceutical services to sub-districts. This report will focus

on this latter objective and details of the main project will be provided in separate report.

2. Background to sub-district pharmacists in City Health

In 2000 six municipalities namely, Cape Town/Central, Tygerberg, South Peninsula, Blaauwberg,
Oostenberg and Helderberg, together with the Metropolitan Administration were merged to form a
single metropolitan municipality, initially known as the Unicity and later the City of Cape Town.
During the transformation of local government services the city was re-organised, first into 11 and
subsequently into the current eight health sub-districts. During this time, medical supplies were
distributed to the municipal clinics via the municipal medical stores at Oostenberg, Ndabeni, South
Peninsula, & Tygerberg with pharmacists in charge of each medical store.

During 2004 and 2005 decisions were made to streamline the ordering processes directly from the
clinics to the Cape Medical Depot and two other provincial stores (Vaccines Store and Family
Planning Store) and this resulted in the closure of three municipal medical stores (Oostenberg, South
Peninsula and Tygerberg) and the retention of one central municipal medical store for City Health at
Ndabeni. Pharmacists employed in the three medical stores, Oostenberg, Ndabeni and South
Peninsula, were appointed at sub-district pharmacists and the pharmacist from Tygerberg moved to
the Ndabeni Store and played a co-ordinating role between pharmaceutical services and specialised
health services until he retired. A facility-based pharmacist was appointed as the fourth sub-district
pharmacist and each sub-district pharmacist was assigned to support two sub-districts.

In February 2007, subsequent to meetings with pharmacists and decisions taken at a HMT meeting in
August 2006, the Executive Director of City Health sent out a memorandum detailing pharmacist
support for sub-districts, including where pharmacists would be based, the sub-districts they would
support and their support roles. This formed the basis of the City Health sub-district pharmacist model
and key details are shown in Box 1. A significant feature was that the four sub-district pharmacists
would to be based in clinics and provide dispensing services to the clinics as well as provide
pharmaceutical support to two sub-districts. Over time some of the details of sub-district pharmacists’
bases and roles have changed from the original memorandum. Another point to note is that the pairing
of the sub-districts differs from that of MDHS sub-structures making liaison with MDHS sub-
structure deputy directors: pharmacy services and ISMT more challenging.

Box 1: Support role of sub-district pharmacists (as detailed in Memorandum from Executive
Director: City Health 28.02.2007)

The support district pharmacist is expected to deal with dispensing at the facility where they are based as well as:

Authorising the edge cards submitted for the relevant sub-districts
Authorising the vaccine order forms from the relevant clinics

MDR TB drug dispensing in respective sub-districts

Advising the relevant Sub-district Managers on quality control issues
Supervise Pharmacist’s Assistants

Attend monthly sub-district meeting with all clinic managers

A Senior Pharmacist for City Health was appointed in November 2007, the post having been
previously advertised but not filled, and this new post included responsibilities to provide information
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and support to the Executive Director: City Health and Manager Specialised Health Services. Recent
developments include the appointment an of additional sub-district pharmacist to support Khayelitsha
sub-district in mid-2010 and the conversion of one of the 5/8" sub-district pharmacist posts to a full-
time position in September 2011.

3. Methodology

During 2008 all four sub-district pharmacists, two sub-district managers and two programme
managers were interviewed to obtain their views on the functioning of sub-district pharmacists in
supporting sub-districts. The sub-district managers and programme managers were purposively
selected to include three sub-districts which had reported lack of support from sub-district pharmacists
(Tygerberg, Mitchells Plain and Khayelitsha). A written report on the findings was presented at the
DEX meeting in November 2008.

Between August and October 2011 additional semi-structured interviews were conducted with seven
sub-district managers, one programme manager (in place of one sub-district manager that was
unavailable) and the new sub-district pharmacist in Khayelitsha to explore the current situation with
respect to the performance of sub-district pharmacists. All interviews were carried out by the
researcher from SOPH and the interviews were audiotaped, transcribed and analysed using thematic
analysis (with the exception of one telephonic interview). The findings of the interviews are presented
below. In the discussion section which follows these findings have been interpreted and discussed
with the findings of 2008, with the assistance of the Senior Pharmacist.

4. Findings

The situation with respect to sub-district pharmacist support in City Health is variable. Five sub-
district pharmacists are currently employed across the eight sub-districts, with three sub-district
pharmacists covering two sub-districts each and two sub-district pharmacists covering one sub-district
each. Four sub-district pharmacists work fulltime whilst one works 5/8ths (One pharmacist was
appointed to a fulltime position on 1 September 2011 after working 5/8"™ for 6 years). The
pharmacists have varying dispensing responsibilities in their clinics and the current situation of sub-
district pharmacists is summarized in table 1 below.

Table 1: City Health sub-district pharmacists — current responsibilities

Sub- district No. of Sub-district Sub-district Sub-district pharmacist dispensing
Clinics* pharmacist pharmacist base responsibilities
Northern 9 Full-time Wallacedene Clinic Some support & supervision of PBPAs at
(5/8" priorto | (ARV clinic) Wallacedene & SD clinics
Eastern 11 1.9.2011) Some support & supervision of PBPAs in SD
clinics
Southern 19 Klip Clinic No dispensing responsibilities or supervision of
5/8™" post PBPAS
Klipfontein 9 No dispensing responsibilities or supervision of
PBPAs
Tygerberg 12 Delft South Clinic Regular dispensing, support & supervision of
Full-time (ARV Clinic) PBPAs at Delft South
Western 10 No dispensing responsibilities or supervision of
PBPAs
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Mitchells 10 Full-time Tafelsig Clinic Full-time dispensing services in pharmacy at

Plain (Pharmacy) Tafelsig Clinic (Responsible Pharmacist)

Khayelitsha 10 Full-time Town Two Clinic Regular support & supervision of PBPAs & some
(Pharmacy) cover for pharmacists in SD clinics

*excluding satellites and mobiles
4.1 Roles performed by sub-district pharmacists

Most sub-district managers stated that the overall role of sub-district pharmacists was to provide
support to the sub-district management team and clinics on all matters related to pharmaceutical
services. Information from the interviews and observations was used to compile a table of the roles
currently being performed by sub-district pharmacists in each of the sub-districts and this is shown
graphically as a chart in Appendix 1. The list of roles was derived from job-descriptions and
interviews. (Note that a green block indicates that the sub-district pharmacist is performing the role
regularly, yellow indicates sometimes and red indicates hardly ever.) Viewing the table, it is evident
that there are wide disparities between the services sub-district pharmacists are providing in the
various sub-districts. In some sub-districts, notably Northern, Eastern, Southern, Tygerberg and
Khayelitsha most of the roles listed were reportedly being performed regularly, whilst a few less were
being performed at Klipfontein. In Western and Mitchells Plain, however, few of the sub-district
functions were being performed regularly.

4.2 Satisfaction with performance

The sub-district managers’ perceptions of sub-district pharmacists performance was reflective of their
involvement in the various identified roles and the ways in which they carried them out. In sub-
districts where sub-pharmacists were regularly carrying out most of the sub-district functions,
managers were generally satisfied with the level of support they were receiving from the sub-district
pharmacist.

“For me things are working quite well.” ““(the sub-district pharmacist) is very proactive, very, | would
never say that she’s working 5/8"............” (Sub-district manager 3)

“She’s doing well in terms of my expectations work wise. I cannot fault her in terms of rendering
services in the clinics.” (Sub-district manager 1)

“Great having her around. ............Pharmacy services have improved, in terms of quality, managing
expenditure... ..... " (Sub-district manager 7)

Sub-district pharmacists’ involvement as members of sub-district management teams and attendance
at the sub-district management team meetings was perceived as critical to carrying out sub-district
pharmacist functions. The meeting provided the opportunity to exchange information on
pharmaceutical matters and to build up relationships with sub-district management and the clinics
which facilitated on-site clinic visits and support by the sub-district pharmacist. An area of growth
mentioned was the involvement of sub-district pharmacists in clinic audits with sub-district teams.

An area where sub-district pharmacists’ contribution was valued was management of ordering, stock
control and storage conditions (including cold chain management) of medicines and vaccines, as this
input was seen as the means to control expenditure and minimize wastage. The specific legal and
professional expertise of sub-district pharmacists, particularly with respect to planning and
implementing new ARV and CDU services, was noted as being an important contribution to sub-
district management in recent years.

4.3 Dissatisfaction with performance
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In sub-districts where sub-district pharmacists’ functions were not being performed regularly,
managers were unhappy with the sub-district support they were receiving.

“*...I mean we haven’t had a real sub-district pharmacist here, but I think that there’s a lot of value
for that post....not linked to the way we have done it in the City, linked to a busy pharmacy where a
person don’t have the time to come out......”" (Sub-district manager 6)

“ 50 the only contact (we) have with (sub-district pharmacist) at the moment is telephonically..... you
know it’s one thing to say she can monitor from afar but it’s that active supervision and going in,
making record and saying, “look you have...got all this stock sitting here”...you know?” (PHC
programme manager 1)

4.4 Further areas of involvement

Even in sub-districts where sub-district pharmacists were performing most of roles expected of them,
sub-district managers still wanted greater involvement in clinic audit teams, more on-site support at
clinics (e.g. assist with putting learning from drug supply management (DSM) courses into practice),
conduct rational medicines use reviews and provide more support to post-basic pharmacist’s assistants
(PBPASs) working under in-direct supervision and other pharmacists in clinics.

4.5 Disparity between two sub-districts

Where two sub-districts shared a sub-district pharmacist, there was a perception among sub-district
managers that having the sub-district pharmacist based in your sub-district was advantageous as they
felt their services were prioritised, and likewise those managers who shared a sub-district pharmacist
based in the neighbouring sub-district said they felt disadvantaged. This was borne out in two cases
where substantial differences in support provided by the sub-district pharmacists to two sub-districts
was reported (Southern and Klipfontein; Tygerberg and Western) and illustrated in the chart in
Appendix 1.

4.6 Facilitators to optimal performance

Several factors were mentioned as facilitators to enable sub-district pharmacists to perform their roles
optimally. These included sub-district pharmacists:

e Being considered as members of the sub-district management team and regularly attending and
contributing at sub-district management meetings on pharmaceutical issues;

e Being able to apply technical pharmaceutical skills appropriately;

e Possessing good personal and interpersonal qualities, those mentioned included good
communication skills, being proactive, innovative, organized, assertive, a good team player and
networker;

e Having reliable communication systems in place e.g. telephone, fax and e-mail (personal work
address with own networked PC).

4.7 Constraints to optimal performance

300



The main constraints to performing optimal sub-district pharmacist roles that were identified were
having responsibilities of dispensing medicines in a clinic; large number of clinics and distances
across two sub-districts; and lack of suitable personal and interpersonal competencies.

¢ Dispensing responsibilities. It was the opinion of sub-district managers, from both good and
sub-optimally supported sub-districts, that sub-district pharmacists with dispensing
responsibilities were not able to either focus attention on sub-district functions, or to physically
leave the pharmacy to attend meetings or visit clinics as they were occupied most of day. This
was the case for Mitchells Plain sub-district pharmacist, who is the responsible pharmacist for at a
busy clinic pharmacy. The Tygerberg and Western sub-district pharmacist also provides regular
dispensing services and supports post-basic pharmacist’s assistants at a clinic. The Khayelitsha
sub-district pharmacist mentioned that she is currently able to fulfill her sub-district pharmacist
functions but perceives the situation as fragile, as she has previously spent large proportions of
her time either providing or supporting dispensing services due to shortages of pharmaceutical
staff.

“What I don’t think they should not be doing is sitting in pharmacies. If we were to be honest,
and as the service is growing, I don’t think there is a role for a sub-district pharmacist to be
actually apportioning time (dispensing medicines) ................. because then how will she react to
problems that are outside (of the dispensary) ”. (Sub-district manager 2)

“(SD pharmacist) should be fully available to support sub-districts.... (and) sub-district manager
. (Sub-district manager 2)

“(SD pharmacist job should)...... not (be) linked to the way we have done it in the City, linked to
a busy pharmacy where a person doesn’t have the time to come out...... “ (Sub-district manager 6)

“And maybe just to say it’s (sub-district pharmacist role) a full time job”. (Sub-district manager
6)

e The large numbers of clinics and distances across two sub-districts was mentioned by most
sub-district managers as a constraint to sub-district pharmacists providing optimal support to two
sub-districts. This was felt particularly by those sub-districts which share one pharmacist working
5/8"™. Sub-district pharmacists working in two sub-districts provide services to up to 28 clinics
and distances across two sub-districts are great e.g. Wallacedene to Sir Lowry’s Pass is 46 km.

“...it’s too much you know for one person to manage, for example 28 clinics....” (Sub-district
manager 3)

“I think this is a, a fulltime job for her. I think our districts are big!” (Sub- district manager 1)

o Lack of personal and interpersonal competencies, such as poor organizational, time-
management and communication skills were mentioned by some managers as constraints.

4.8 Future considerations

Several sub-district managers mentioned the importance of considering future implications that will
impact on sub-district pharmacists’ work. This included the implications of additional supervision of
PBPAs working under indirect supervision as more clinics expand services to include dispensing of
ARVs. The responsible pharmacist is legally only allowed to supervise five PBPAs and needs to visit
each site monthly, although current experience and practice in City Health sites functioning in this
manner in Khaylelitsha sub-district and those supported by NGO Kheth’Impilo find that at least a
weekly supervisory visit is necessary, which sometimes includes dispensing and checking paediatric
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ARV scripts. A couple mentioned that as the number of ARV sites increase, it may be necessary to
have a sub-district pharmacist for each sub-district (as is the case in Khayelitsha already where the
sub-district pharmacist supervises two PBPA under in-direct supervision and is responsible for three
ARV sites. Another issue mentioned was to consider changing the pairing of sub-districts to match
the MDHS sub-structures, in view of increasing integration of services and enabling the sub-district
pharmacist to work more easily with one sub-structure pharmacist.

5. Discussion

The current situation across City Health is variable with good support by sub-district pharmacists
being reported in six sub-districts (Northern, Eastern, Southern, Tygerberg, Khayelitsha and
Klipfontein), whilst two sub-districts reported minimal support from sub-district pharmacists
(Western and Mitchells Plain). This finding is similar to that of 2008, with the exception of
Khayelitsha and Tygerberg sub-districts which now report good sub-district pharmacist support.
Khayelitsha sub-district appointed its own sub-district pharmacist in 2010 and Tygerberg reported
considerable change in the situation and now enjoy good sub-district pharmacist support. In the case
of Tygerberg it is pertinent to note that the sub-district pharmacist that covers Tygerberg and Western
sub-districts moved from having considerable facility-based responsibilities at Langa Clinic in
Western sub-district to being based at Delft Clinic, with less direct dispensing responsibilities, in
Tygerberg sub-district.

One of the initial challenges to the performance of sub-district pharmacists appears to be the transfer
of pharmacists originally employed by the local authority as pharmacists in charge of Medical Stores
to another role, that of sub-district pharmacist. The job function and competencies required for these
two jobs are different, even though both require a registered pharmacist. Considerable adaption was
required to move into the new sub-district pharmacist role, and some pharmacists have found it easier
to take on the new role than others. Additionally, when they were first appointed there may have been
lack of clarity of what was expected of sub-district pharmacists, but this gradually became clearer
with a memorandum from the Executive Director in 2007. More recently a draft job description for
sub-district pharmacists was developed in 2010 as part of the TASK process, but this is still awaiting
evaluation and finalization.

The major constraints to optimal performance of sub-district pharmacists identified during interviews
in 2008 and 2011 were the inability to leave dispensing responsibilities and time constraints. One sub-
district pharmacist has full-time facility-based dispensing responsibilities as the responsible
pharmacist. The facility pharmacist position is vacant and difficulties are being experienced in
attracting and retaining pharmacists within City Health, which has been impacted on by the relative
scarcity of pharmacists and the implementation of the occupational specific dispensation (OSD) at
provincial sites. Another sub-district pharmacist spends a significant portion of her time dispensing
and supervising PBPAs at a busy clinic and this appears to limit her ability to provide services at sub-
district level. Time constraints to provide services to the large numbers of clinics and distances across
twothsub—districts were also challenging, particularly for the two sub-district pharmacists working
5/8".

Since 2008 some of the challenges identified have been addressed by the appointment of a fulltime
sub-district pharmacist for Khayelitsha sub-district in 2010 and the recent conversion of one 5/8" sub-
district pharmacist post to a full time position. The sub-district pharmacist that was dispensing and
supervising PBPAs at a clinic pharmacy is now reportedly providing good support to one of the sub-
districts for which she is responsible but little support to the other. The Senior Pharmacist, appointed
at the end of 2007, now performs a greater co-ordination and supporting role across the City and
networking function with MDHS, NGOs and other key stakeholders. The Senior Pharmacist has also
filled in some of the sub-district support role in some sub-districts. Whilst these initiatives have had a
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positive impact on the sub-district pharmacist’s supportive function, the situation remains largely
unchanged and unsatisfactory in Mitchells Plain and Western sub-districts.

An important difference between 2008 and 2011 interviews was the emphasis of sub-district managers
in 2011 on the critical involvement of sub-district pharmacists in on-site clinic support, both as part of
the sub-district clinic audit team and in conducting follow-up visits with in-depth medicines focus. In
2008 the prevalent view was that sub-district pharmacists would provide most of their support from a
central location. This role will probably become more important with the implementation of the
National Core Standards initiative, particularly as availability of medicines is one of the six priority
areas identified for measurement of quality of care at health facilities.

In conclusion, three sub-district pharmacists were performing most of their sub-district pharmacist
functions regularly and there was a high degree satisfaction with the support they are providing for
sub-district management of the five sub-districts (Northern, Eastern, Southern, Klipfontein and
Khayelitsha). In addition, one sub-district pharmacist was providing good support to one sub-district
(Tygerberg) but minimal support to the other (Western). One sub-district pharmacist, performing a
full-time dispensing role was reportedly providing minimal support to the sub-district (Mitchell’s
Plain). This seems to indicate that the original ‘sub-district pharmacist model’ of sub-district
pharmacists performing significant dispensing roles in their base clinic and sub-district pharmacist
functions in addition, does not work, as the pharmacist is not able to devote adequate time to sub-
district duties, or leave the facility to attend meetings and make clinic visits. This finding is supported
by comments from sub-district managers who said that sub-district pharmacists need to be free to
perform sub-district functions and not be tied to dispensing services in clinics.

6. Recommendations

e Update sub-district pharmacist job-description to take away routine responsibility for dispensing
medicines and replace with indirect supervision of PBPAs (as per legal regulations) and
occasional emergency cover for pharmacists.

e Share lessons of good practice and support provided by sub-district pharmacists with all sub-
district managers and sub-district management, including PHC programme and clinic mangers,
across City.

e Where sub-district pharmacist support not functioning well, consider specific remedial action
including appointment of facility-based pharmacists and provision of appropriate training and in-
service support for sub-district pharmacist.

o In future it may be necessary that a sub-district pharmacist be appointed per sub-district to
accommodate the expansion of ARV services (and the additional support and supervision of
PBPAs working under indirect required at new ARV sites); and increased involvement in audit
teams, in line with current government initiatives of ‘Re-engineering of primary health care’ and
improving the quality of services (National Core Standards).

Hazel Bradley, Senior Lecturer, School of Public Health, University of the Western Cape
Margaret von Zeil, Senior Pharmacist, City Health

10 November 2011
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Appendix 1: Sub-district pharmacist roles currently being performed (based on interviews with SD
managers, SD pharmacists and observations of Senior Pharmacist)

Northern

Eastern Southern

Attend SD management meeting

Authorise medicines & vaccines orders

Klipfontein

Tygerberg

Monitor pharmaceutical expenditure eg
meds & vaccines

Actively manage stock shortages

Monitor medicines & vaccines stocks at
facilities (storage, cold chain, stock
levels, expired stock)

Provide on-site support to clinic staff eg
DSM, staff training etc

Provide medicines & vaccines
information - proactive (eg at meetings
or electronicly)

Electronic
only

Western

Mitchells
Plain

Khayelitsh
a

Provide medicines & vaccines
information - reactive (eg respond to
queries)

Co-ordinate pharmacy services across
SD (reports)

Assist with planning new services &
sites eg ARV & CDU; infrastructure

Participate in clinic audits with SD team

Schedule visits to clinics

Visit clinics on ad hoc basis ie response
to problems

Perform rational medicines use reviews
within/for sub district facilities

Support & indirectly supervise PBPAs

Identify training needs of PBPAs & clinic
staff related to pharmaceutical matters

Assist with recruitment processes for
pharmaceutical staff

Assist with co-ordination of leave &
locum cover for pharmaceutical staff

Support for and professional liaison
with facility based pharmacy staff

Dispensing responsibilities in clinic

KEY to frequency of roles performed

SD Pharmacist regularly

SD Pharmacist sometimes

_ SD Pharmacist hardly ever

Senior Pharmacist

[ ) Senior Pharmacist contributes
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Appendix 10: Developments in job descriptions

Comparisons of job descriptions of sub-district pharmacists in City Health over time

Source City Health Sub-district City Health - Khayelitsha Sub-district pharmacist JD
pharmacist Memo (accessed November 2010)
(dated 28-02-2007)
Overall job Pharmacist support to sub- To ensure comprehensive, effective and cost-efficient
purpose districts pharmaceutical service for the designated SD(s) by co-

ordinating pharmaceutical & related supplies for clinics
within the SD and by supervision of PBPAs working under
indirect supervision of the pharmacist at specified sites in
order to ensure compliance with legislation and ensure an
adequate and reliable supply of safe and cost effective
pharmaceuticals.

KPAs Dispensing at facility where To co-ordinate pharmaceutical services within the SD in
based order to ensure compliance with legislation and ensure an
adequate & reliable supply of safe & cost effective
pharmaceuticals & related products

Authorise edge cards To interface internally and externally as the SD pharmacist
representative in order to provide an effective pharmacy
service and comply with relevant legislation and policy

standards.
Authorise vaccine order forms To participate in SD forum, assist with interviews and to
from relevant clinics monitor PBPA in order to ensure the legal compliance of

service delivery at clinic sites where dispensing service is
provided by PBPA working under indirect supervision

MDR-TB drug dispensing in To dispense patient medication at SD clinics sites in order to
sub-districts support a dispensing service at SD clinics

Advising SD manager on quality
control issues

Supervise PAs

Attend monthly SD meeting with
all clinic managers
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Sub-structure pharmacists in MDHS

Project Manager:
Pharmaceutical Services

MDHS — Sub-structure
(proposed)

MDHS — Sub-structure

MDHS — Sub-structure

2006

2008

2010

2013

DD: Pharmacy Services
(12)

DD: Pharmacy Services
(12) -proposed

DD: Pharmacy Services

Pharmacy Services
Manager

To ensure a comprehensive,
efficient and cost effective
pharmacy service in the
MDHS in line with
statutory requirements, as
well as the NDP and GPP.

1.Strategic planning &
implementation

2. Tech support to
pharmacy staff &
pharmacy QA

3. Overall leadership &
co-ordination of pharmacy
services.

The incumbent will not
only ensure that good
pharmacy practices are
institutionalised in the SS
but will also be part of the
SS and DMT that is tasked
with driving the Depts

policy.

To plan, lead,
operationalise and co-
ordinate pharmacy
services within the
substructure

1. Facilitate improved
access and quality of
pharmaceutical care at all
MDHS pharmacies.

2. Provide a cost effective
pharmaceutical service to
the patients of MDHS.

3. Pharmacy human
resource management and
development.

4. Ensure safe, clean work
environment at all MDHS
pharmacies.

1. Manage & ensure
provision of an accessible,
cost efficient & quality
pharmacy service.

2. Implement and maintain
efficient and reliable drug
supply management
system.

3. Monitoring and
evaluating the pharmacy
service.

4. Facilitate the execution
of statutory requirements
and inspections.

5. Optimal management of
budget and physical
resources.

6. Human Resources

1. Strategic planning
and implementation of
pharmacy services
within the SS.

2. Implement &
maintain efficient drug
supply management
system.

3. Monitoring and
evaluation of pharmacy
services.

4. Budgeting &
expenditure control.

5. Human resources
management (training,
planning, support to
line manager).

6. Line manage SS
pharmacist's assistant.
7. Provision of quality
of care/clinical
governance

Service provision (40%b)
Planning
M&E

Corporate Governance
(40%)

Drug Supply Management
Finance & Supply Chain
Capacitated workforce
Legislative compliance

Quality of care (20%6)
Pharmacy Therapeutics
Committee

Quality of Care
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