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Introduction

South Africa’s healthcare system faces significant challenges as it 
contends with an overburdened, underfunded and understaffed 
public sector that serves over 80% of the population.1 This strain 
is particularly evident in South Africa’s struggle to meet the 
UNAIDS 95-95-95 HIV targets. The UNAIDS 95-95-95 target is a 
goal set by the United Nations Programme on HIV/AIDS to achieve 
significant milestones in the management and control of the HIV 
epidemic. The targets provide a roadmap for healthcare systems 
to effectively address the HIV epidemic by focusing on key pillars 
of prevention, treatment, and care. These targets aim for:

1.	95% of people living with HIV to know their HIV status. 
This target focuses on increasing the rate of HIV testing and 
diagnosis by implementing widespread HIV testing strategies, 
such as routine testing in healthcare settings, community-based 
testing programmes, and self-testing initiatives. It also requires 
addressing barriers to testing, such as stigma, discrimination, 
and lack of access to testing services, to reach marginalised and 
high-risk populations.

2.	95% of people who know their status have access to 
antiretroviral therapy (ART). This target links a positive 

HIV diagnosis to retention on treatment. Treatment not only 

improves the health outcomes and quality of life for people 

living with HIV but also plays a crucial role in preventing 

the transmission of the virus to others. By aiming for 95% of 

diagnosed individuals to be on ART, healthcare systems prioritise 

early initiation of treatment and ensure that medications are 

accessible, affordable, and appropriate. This target highlights 

the importance of strengthening healthcare infrastructure, 

including expanding healthcare coverage, training healthcare 

providers, and ensuring a consistent supply of medications.

3.	95% of people on ART to have viral suppression. Achieving 

viral suppression not only benefits individual health but 

significantly reduces the risk of HIV transmission to others. This 

target emphasises the importance of adherence to treatment 

and regular monitoring to ensure that ART effectively supresses 

the virus. Healthcare systems play a critical role in supporting 

individuals on treatment by providing comprehensive care, 

including adherence support, regular viral load monitoring, 

and addressing barriers to medication adherence such as side-

effects, mental health issues, and socioeconomic challenges.
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The analysis investigates the impact of the pharmacist initiated management of antiretroviral therapy (PIMART) programme on South Africa's 
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Achieving these targets would significantly reduce the impact of 
HIV/AIDS by ensuring that a vast majority of those infected are 
aware of their status, have access to treatment, and are able to 
suppress the virus to prevent further transmission.

South Africa has 7.2 million people living with a known HIV status 
while only 75% of those diagnosed receive ART,2,3 highlighting 
challenges in medication access and healthcare delivery. Following 
which, there is a reported 68% of people with a suppressed viral 
load,2 highlighting the need for improvement in achieving the 
third component of the UNAIDS target. 

In 2018, the South African Pharmacy Council (SAPC) and South 
African HIV Clinicians Society (SAHIVCS) recognised the role of 
community pharmacists as a potential solution in addressing these 
challenges through task sharing and introduced the pharmacist 
initiated management of antiretroviral therapy (PIMART) 
programme. This aligns with the World Health Organization’s 
(WHO) Decision Framework for ART delivery by addressing the 
concept of differentiated service delivery as it allows pharmacists 
to prescribe and initiate ART and tuberculosis (TB) prophylaxis, 
a role primarily carried out by doctors and specialised nurses in 
primary care.4,5

In this analysis, the Donabedian three-dimensional model 
for assessing healthcare quality will be used to evaluate the 
impact of the PIMART programme in contributing to a more 
efficient and accessible healthcare system, aiding South Africa in 
overcoming its challenges and advancing towards the UNAIDS 
targets. The Donabedian Model, developed in the 1960s, is an 
influential framework used in health care for quality assessment 
and focuses on evaluating the inputs (structure and resources), 
outputs (activities), and outcomes together with the interplay 
between these dimensions. It is commonly used in healthcare 
settings for quality improvement, performance measurement and 
benchmarking as well as policy development and regulation. 

Inputs

There is a skewed distribution of healthcare professionals across 
the South African health system which results in workforce 
shortages, hindering the health sectors’ capacity to provide 
quality of care. The density of pharmacists in South Africa was 
reported as 2.7 per 10 000 in 2016, compared to 8.1 doctors per 
10 000 in 2021.6 This is below the WHO recommendation of five 
pharmacists per 10 000 and 10 doctors per 10 000, highlighting 
the need to optimise the healthcare workforce and healthcare 
delivery model in order to strengthen the health system in its aim 
to achieve universal healthcare.7

Community pharmacies offer extended operating hours, are 
open at more convenient times and over weekends, while also 
providing shorter waiting times compared to primary care 
clinics, which benefit the working class who work long hours and 
cannot miss a day of work to attend monthly clinic visits. Hard-
to-reach populations, particularly young women, and those 
already seeking sexual and reproductive care in the forms of 

emergency contraception, pregnancy tests and contraception 
from pharmacies can be reached through providing care at the 
pharmacy level.8 While the geographical distribution of South 
African communities remains unequal, there is a potential to 
increase the accessibility of HIV care in underserved communities 
by involving pharmacists in the management of HIV, particularly as 
40% of independently owned pharmacies are distributed in rural 
communities within the poorest provinces.8 As a consequence, 
the pressure on clinics can be relieved such that they can focus on 
other health needs of the community, particularly as the burden 
of non-communicable diseases in South Africa rises. 

The period from completing an undergraduate degree in 
pharmacy to complete registration is six years, which is a notably 
shorter period than the nine-year trajectory experienced by 
doctors. The quicker professional path for pharmacists, together 
with the reduced fees and waiting time required to access 
pharmacy services makes task sharing from doctors to pharmacist 
evident. The regulatory framework set out by the SAPC defines the 
scope of practice of a pharmacist who is PIMART-ready.9 It outlines 
a clear distribution of responsibilities which include testing, 
prevention of HIV through PrEP (pre-exposure prophylaxis), PEP 
(post-exposure prophylaxis), treatment and management of TB/
HIV co-infections. To support pharmacists in building capacity 
and ensuring patient safety, pharmacists are required to undergo 
an additional training course set out by specialists at SAHIVCS, 
together with obtaining a licensing permit from the National 
Department of Health to allow the prescribing of ART.10 This is in 
line with South Africa’s National Drug Policy of 1996 and the ideals 
of task shifting, which states that “At primary level, prescribing 
will be competency, not occupational based”.10 Limitations to the 
scope of practice and referral system to a clinic or doctor are also 
clearly defined in this framework. While additional training and 
licensure may be considered as barriers of entry to the programme, 
these prerequisites are essential elements to ensure a high quality 
of care is provided and ensures that patient safety remains at the 
core of the service. 

Processes

PIMART is widely accepted by HIV advocacy groups, specialist 
groups and the Department of Health but lacks widespread 
approval from doctors, which has led to a legal dispute.11 An 
association of private doctors contested the implementation of 
PIMART, arguing that the services provided by the programme 
encroach on their domain and questioned the competency of 
pharmacists.11 Despite this, a court ruling in August 2023 favoured 
PIMART and emphasised the need for a collaborative approach 
to task-sharing. The legal dispute resulted in a two-year delay in 
the implementation of PIMART and highlights that, while tensions 
between healthcare professionals are common, key stakeholder 
engagement is pivotal in the restructuring and transformation 
of roles, to encourage collaborations and avoid delays in the 
progression of the health system. Care that falls outside of first-
line treatment requires professional judgement of the pharmacist 
and a referral system to a doctor, highlighting that the success of 
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the programme relies on efficient and effective communication 
and collaboration between disciplines. Furthermore, the success 
of the programme relies on the trust of the public which can be 
influenced by other healthcare professionals. 

Community pharmacists have transitioned to a more patient-
centred care role as they serve as the first point of contact for 
health care by offering routine services, advice and over-the-
counter medications which is crucial when analysing the staff-
user interaction in HIV management. Pharmacies are a common 
place to seek sexual and reproductive health advice, particularly 
when accessing emergency contraception, a signal of HIV risk, and 
the need for PEP or PrEP can be assessed at the point of contact, 
further bridging the gap between the need felt by patients when 
seeking health advice, and a normative need.8 Streamlining care 
at the point of contact can result in early intervention and ensure 
that patients are not lost to follow-up. 

The ability for pharmacists to monitor adherence is enhanced 
through mechanisms already in place such as prescription 
reminders and faster medication collection processes which can 
improve the staff-user interaction as patients are supported with 
their treatment plans and are encouraged to retain in HIV care 
which will ultimately improve viral suppression, a key UNAID 
target.12,13

When analysing the financial implications of the PIMART 
programme, there is a notable cost saving to patients as the cost 
of visiting a pharmacy is significantly less than a consultation with 
a doctor. However, HIV care in the public sector is free, therefore 
a clear and robust referral system is essential for those unable to 
afford treatment. To address the inequality faced by this payment 
mechanism, government may need to introduce a reimbursement 
model to compensate pharmacists and alleviate patient costs. 
Private insurance must be encouraged to include pharmacists 
as designated providers for HIV care and reduce co-payments 
to further encourage accessibility of treatment. Granting early 
and improved access to treatment is cost-effective for the health 
system resulting in increased efficiency of healthcare resources 
and a reduced overall cost of healthcare despite the initial increase 
in cost as accessibility is expanded. 

Outcomes and evaluating quality of care

Task-sharing to pharmacists can improve the accessibility of HIV 
treatment and relieve the burden of disease placed on the health 
system whilst addressing the shortage of medical professionals. 
Reducing the delays in treatment through task shifting is in line 
with the test-and-treat approach which is critical in reducing 
the progression of HIV and improving the overall health of the 
population. 

Outcome measures such as changes in HIV infection rates, 
treatment rates (particularly pharmacist managed ART) and viral 
suppression rates are distinct measures to analyse the success of 
the PIMART programme. Additionally, measuring reductions in 
mortality and morbidity related to HIV are important in assessing 
the strength of the programme. 

To evaluate the quality of care provided through task-sharing, 
patient safety, efficiency and acceptability within the community 
must be measured. Pharmacist prescribing patterns will be 
governed by evidence-based approaches outlined by the SAHIVCS 
in the form of standard treatment guidelines.9 The adherence to 
guidelines will be reinforced through continuous professional 
development and site visits, which, while inconvenient, fosters 
a close alliance with infectious disease specialists and ensures 
pharmacists remain up to date with advancements in care. It would 
be valuable to assess the geographical distribution of pharmacist-
managed ART to determine changes in healthcare utilisation 
rates and assess the effectiveness of encouraging pharmacies to 
operate in hard-to-reach areas. 

While safety outcomes such as improved adherence and 
management of side-effects are anticipated through the 
programme, the potential for medication errors requires vigilant 
monitoring and minimisation efforts by pharmacists to maintain 
high standards of care. Monitoring medication supply will also 
indicate the sustainability of the PIMART programme. 

Efficiency of the referrals system needs to be closely monitored to 
ensure timely and effective referrals. Patient satisfaction surveys 
need to be conducted to gauge patient acceptance of pharmacists 
in the provision of ART and ensuring sufficient support and 
empathy is provided.

Limitations and the future

Pharmacist-initiated care has a rich history, with established 
programmes like the primary care drug therapy (PCDT) paving 
the way for innovative approaches to enhancing access to 
essential medications. The PIMART programme can be seen as 
a natural extension of the PCDT, aimed at broadening access to 
essential medications, including ART. While similar initiatives are 
being implemented globally, most studies have focused on ART 
refills at the community pharmacy level or on PrEP initiation.14-17 
Acceptability studies conducted in South Africa and Botswana 
shed light on ART patients’ receptiveness to pharmacy-delivered 
ART refills, highlighting the convenience and efficiency of such 
services compared to clinic-based alternatives.16 Economic 
evaluations, such as those carried out in Canada on pharmacist 
prescribing programmes, emphasise the potential for cost savings 
within healthcare delivery systems, presenting an area for further 
research.18 As these models progress, the establishment of robust 
frameworks for sustainable public-private partnerships will be 
paramount in effectively navigating the complexities inherent in 
pharmacy-based ART services, ensuring their long-term viability 
and efficacy in meeting the needs of patients.

Conclusion 

The PIMART programme represents a multifaceted approach to 
addressing the UNAIDS targets in South Africa. By harnessing the 
expertise of community pharmacists in patient care management 
and expanding the provision of ART, the programme has the 
potential to significantly improve accessibility to HIV treatment, 
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alleviate the burden on the healthcare system, and enhance 
patient outcomes.

Regarding the first target, achieving 95% of people living with 
HIV knowing their status, the PIMART programme plays a pivotal 
role in increasing the rate of testing. By addressing barriers such 
as stigma, discrimination, and limited access to testing services, 
particularly among marginalised and high-risk populations, 
the programme can contribute to a more comprehensive and 
inclusive approach to HIV testing.

For the second target, ensuring that 95% of individuals who know 
their HIV status have access to ART, the PIMART programme’s 
efforts to strengthen the healthcare system are crucial. Through 
expanding healthcare coverage, providing training to healthcare 
providers, and ensuring a consistent supply of medications, the 
programme can help ensure that patients are effectively linked to 
care and retained in treatment programmes.

Finally, the third target, achieving viral suppression in 95% of 
people on ART, emphasises the importance of adherence to 
treatment and regular monitoring. Here, the PIMART programme 
provides essential support to individuals on treatment, including 
adherence counselling, viral load monitoring, and addressing 
barriers to medication adherence. By prioritising comprehensive 
care and addressing the broader socio-economic challenges faced 
by patients, the programme can contribute to improving viral 
suppression rates and overall health outcomes.

In conclusion, the PIMART programme offers a nuanced and 
comprehensive approach to addressing the UNAIDS targets in 
South Africa. By leveraging community pharmacists’ expertise, 
expanding access to ART, and strengthening healthcare systems, 
the programme has the potential to drive significant progress 
towards ending the HIV/AIDS epidemic in the region.

Conflict of interest
The author declares no conflict of interest.

Funding sources
No funding source to be declared.

ORCID
NM Amod  https://orcid.org/0009-0002-9824-7839

References
1.	 Mhlanga D, Garidzirai R. The influence of racial differences in the demand for healthcare 

in South Africa: A Case of Public Healthcare. Int J Environ Res Public Health. 2020;17(14). 
https://doi.org/10.3390/ijerph17145043.

2.	 UNAIDS. HIV testing and treatment cascade. Country Factsheets. 2022. Available from: 
https://www.unaids.org/en/regionscountries/countries/southafrica.

3.	 UNAIDS. Understanding Fast-Track Targets. Accelerating action to end the AIDS epidemic 
by 2030. UNAIDS. 2015.

4.	 World Health Organisation. Updated recommendations on service delivery for the treat-
ment and care of people living with HIV. Geneva: World Health Organization (2021).

5.	 International AIDS Society. Differentiated care for HIV: it’s time to deliver differently. Frame-
work for antiretroviral therapy delivery. 2016.

6.	 The World Health Organization. Health Worker Density, by country [02 March 2024].
7.	 The World Health Organization, Global strategy on human resources for health: workforce 

2030. [02 March 2024].
8.	 Nyamuzihwa T, Tembo A, Martyn N, et al. The South African community pharmacy sector 

- an untapped reservoir for delivering HIV services. Front Reprod Health. 2023;5:1173576. 
https://doi.org/10.3389/frph.2023.1173576.

9.	 South African Pharmacy Council. A pharmacist who provides pharmacist-initiated man-
agement of antiretroviral therapy (PIMART) services in South Africa: scope of practice, 
competency standards and the criteria for accreditation of a pharmacist initiated manage-
ment of antiretroviral therapy (PIMART) course board notice 101 of 2021. South Africa. 
2021.

10.	 National Department of Health, South Africa. National Drug Policy for South Africa. 
Pretoria: NdoH. 1996. Availabe from: https://www.gov.za/sites/default/files/gcis_docu-
ment/201409/drugpol0.pdf. Accessed 22 November 2023.

11.	 Tomlinson C. In-depth: The court ruling that gives qualifying pharmacists the green light to 
provide HIV and TB meds without a script. Spotlight. 18 August 2023.

12.	 Muhula S, Gachohi J, Kombe Y, Karanja S. Interventions to improve early retention of pa-
tients in antiretroviral therapy programmes in sub-Saharan Africa: A systematic review. 
PLoS One. 2022;17(2):e0263663. https://doi.org/10.1371/journal.pone.0263663.

13.	 Milosavljevic A, Aspden T, Harrison J. Community pharmacist-led interventions and their 
impact on patients’ medication adherence and other health outcomes: a systematic re-
view. Int J Pharm Pract. (2018) 26(5):387-97. https://doi.org/10.1111/ijpp.12462.

14.	 Miller TA, Halza K, Hovis Z. Implementation of pharmacist‐led HIV pre‐exposure 
prophylaxis management to increase access to care at an academic internal medi-
cine practice. Journal of the American College of Clinical Pharmacy. 2022;5(9):988-94. 
https://doi.org/10.1002/jac5.1667.

15.	 Bessong PO, Matume ND, Tebit DM. Potential challenges to sustained viral load suppres-
sion in the HIV treatment programme in South Africa: a narrative overview. AIDS Res Ther. 
2021;18(1):1. https://doi.org/10.1186/s12981-020-00324-w.

16.	 Kuo AP, Roche SD, Mugambi ML, et al. The effectiveness, feasibility and acceptability of HIV 
service delivery at private pharmacies in sub-Saharan Africa: a scoping review. J Int AIDS 
Soc. 2022;25(10):e26027. https://doi.org/10.1002/jia2.26027.

17.	 Asieba IO, Oqua DA, Wutoh AA, et al. Antiretroviral therapy in community pharma-
cies - Implementation and outcomes of a differentiated drug delivery model in Ni-
geria. Research in social & administrative pharmacy: RSAP. 2021;17(5):842-849. 
https://doi.org/10.1016/j.sapharm.2020.06.025.

18.	 Rafferty E, Yaghoubi M, Taylor J, et al. Costs and savings associated with a pharmacist pre-
scribing for minor ailments program in Saskatchewan. Cost Eff Resour Alloc. 2017;15:3. 
https://doi.org/10.1186/s12962-017-0066-7.

https://orcid.org/0009-0002-9824-7839
https://doi.org/10.3390/ijerph17145043
https://doi.org/10.3389/frph.2023.1173576
https://doi.org/10.1371/journal.pone.0263663
https://doi.org/10.1111/ijpp.12462
https://doi.org/10.1002/jac5.1667
https://doi.org/10.1186/s12981-020-00324-w
https://doi.org/10.1002/jia2.26027
https://doi.org/10.1016/j.sapharm.2020.06.025
https://doi.org/10.1186/s12962-017-0066-7

