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Foreword

It gives me immense pleasure to present the 
research, findings and inevitable statistics contained 
in this, our 9th annual Mediscor Medicines Review 
(MMR) to you.

With a 20-year track record to its credit, Mediscor 
currently manages the medicine benefits of some 1.5 
million beneficiaries on behalf of 38 medical schemes 
and four capitation providers. All of South Africa’s 
pharmacies and 98% of all dispensing doctors are on 
the Mediscor service provider database. 

We carefully analysed the data that was submitted 
from pharmacies, doctors and patients to medical 
schemes via claims in order to provide you with the 
medicine utilisation trends and expenditure presented 
here. The analyses were based on the 2007 to 2009 
medicine claims database of Mediscor PBM. Only 
medical schemes, for which claims processing was 
conducted for three consecutive years, were included 
in the study.

Against the background of an aging population, the 
high prevalence of chronic and multiple diseases 
is an increasingly important driver of medicine 
expenditure.  As you would have noted in the 2008 
– 2009 Annual Report of the Council for Medical 
Schemes the expenditure on medicines dispensed 
by pharmacists and providers other than hospitals 
increased to R11.2 billion in 2008, an increase of 
18.2%. This is supported by the 2009 MMR, which 
clearly indicates that medicine cost is continuing 
to be a key contributor in rising medical scheme 
expenditure. However, unlike most other costs this 
is one of a few areas where cost savings are still 
attainable. A prime example of this is the encouraging 
growth in the use of generic medicine within our 
country.

The findings of the 2009 report reveal some interesting 
facts about medicine usage among the medically 
insured section of the South African population, 
which is why analysts, researchers and interested 
and affected parties within the sector have always 
eagerly awaited the release of this document. We 
trust that you, the reader, will once again find the 
insights provided both revealing and useful, and that 
it will assist you in your planning.

Key trends and executive summary

I wish to take this opportunity to bring a few 
noteworthy trends to your attention in order to 
provide you with an idea of the pertinent facts 
contained in the 2009 MMR.

• It is clear that medicines remain one of the most 
important factors influencing healthcare costs in 
the medical schemes environment. Expenditure 
increased by 17.6% from 2008 to 2009, compared 
to 14.4% between 2007 and 2008.

• An increase in item cost was the main driver for 
the increase in expenditure. Existing medicines 
experienced an 11.7% increase in item cost 
between 2008 and 2009. New chemical entities, 
or medicines introduced after 2004, contributed 
1.2% to the 12.9% increase in item cost over 
this time.

• The single exit price (SEP) continued to be an 
important driver of medicine costs. The SEP 
increased on average year-on-year by 10.2% 
from 2008 to 2009 compared to 2.6% from 2007 
to 2008.

• Many will be encouraged by the fact that the use 
of generics continues to climb year-on-year. The 
percentage of generic products used vis-à-vis 
non-generics increased to 48.8% from 48.1% 
in 2007. There are a number of reasons for this 
including the fact that more generic alternatives 
continue to be made available and their use is 
being encouraged by medical schemes and indeed 
by Government.

• The top 25 therapeutic groups for 2009 remained 
the same as in the previous years and represent 
73.1% of the overall expenditure and 67.2% of 
the total number of items paid in 2009. The top 
five therapeutic groups also remained the same, 
representing 31.1% of total expenditure. They are 
anti-hypertensives, cytostatics, hypolipidaemic 
agents, anti-depressants and gastric acid 
reducers. 

• The largest increase in expenditure was on 
the oncology benefit.  Oncology medicine was 
responsible for 8.7% of expenditure and 0.6% of 
item volume in 2009. The cost per beneficiary per 
annum spent on oncology medicine increased by 
95.5% from 2007 to 2009 (from R112 to R219).  
This increase is attributed to an increase in the 
percentage of beneficiaries claiming oncology 
medicine, as well as an increase in the average 
cost per item claimed.

• The top 50 products were responsible for 22.4% 
of the total expenditure and 14.1% of the total 
volume of items for 2009.

Mediscor Medicines Review 2009

In the words of Mark Twain, “I’ve come loaded with statistics, for I’ve 
noticed that a man can’t prove anything without statistics…”
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The information and opinions in this report is to the best of our knowledge accurate as at the date of this publication. This is 
public information and may be interpreted by organisations, agencies, units of government, or others based on needs. The user is 
however responsible for the appropriate application.
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• Not surprisingly the majority of medicine claims 
were submitted by retail pharmacies, which made 
up 79.7% of total item volume in 2009. This was 
an increase from 74.4% in 2007 to 77.4% in 
2008. Courier pharmacies were responsible for 
18% of expenditure, which is up from 16.2% in 
2007.  General practitioners submitted 11.4% of 
the total line items, and this follows the trend 
of decreasing claims received from dispending 
doctors from 16.7% in 2007 to 13.9% in 2008.  

The future

Without doubt the entry of new drugs into the market 
will continue unabated and this is most encouraging 
and appropriate as it offers hope to those who need 
it the most. However, there will unfortunately be 
instances where the benefits and outcomes will not 
justify the cost.

This is where tight management on the part of 
healthcare funders can bear considerable fruit whilst 
affording much needed protection for consumers. A 
Pharmaceutical and Therapeutics Committee will, for 
example, prove most effective in determining which 
drugs to reimburse and which drugs to include in 
formularies.

As elsewhere in the world South Africa’s healthcare 
funders will increasingly be faced with high-growth 

speciality drug classes of new, very expensive 
products for life threatening conditions such as 
cancer.

It is indeed possible to contain medicine costs whilst 
doing what is right for the patient, but this is not 
for the fainthearted.  It will require great wisdom, 
careful management and meticulous attention to 
detail.

We at Mediscor remain committed to tackling the 
challenges of keeping healthcare costs to a minimum, 
while never losing sight of the importance of medical 
scheme members and the fact that the industry exist 
because of them.

We sincerely hope to continue doing this by 
identifying cost drivers through research, such as 
that presented here, and through actively working 
with you, our clients, to stem the tide of runaway 
medicine costs in order to safeguard this industry 
and those that we serve.

Yours faithfully

Christo Rademan
Managing Director: Mediscor PBM 
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1. Expenditure comparison

Introduction

Expenditure on all medicines increased by 17.6% 
from 2008 to 2009, compared to a 14.4% increase 
between 2007 and 2008.

For a third consecutive year, the trend in expendi-
ture is driven by an increase in the average item 
cost of medicines, while changes in utilisation 
played a lesser role.

Annual medicine expenditure, calculated as the 
“rand per beneficiary per annum”, can be bro-

ken down into two components, namely cost and 
utilisation.

The changes in total expenditure, item cost and 
utilisation between 2007, 2008 and 2009 are sum-
marised in Table 1.

Table 1 Change in key expenditure 
indicators: 2007 - 2009 

Data sample

Analyses performed for this publication were done 
on the 2007 – 2009 medicine claims database of 
Mediscor PBM. Only fee-for-service schemes for 
which claims processing was performed for three 

consecutive years were included. 

Due to growth in our client base over the last few 
years, the data sample used in this publication is 

larger than it was in previous years.

Effect of scheme profile on trend

The inclusion of new data can have a significant 
effect on analytical results. This is particularly true 
when the data is sourced from schemes with rapid-
ly changing profiles. For example, the new medical 
schemes (see data sample) added to the data for 
2009, all experienced significant changes in mem-
bership profiles during the past three years.  This 
was mainly due to the loss and/or gain of large 
groups of members, thus affecting the overall pro-
file and expenditure trends of these schemes. 

The effect of this on performing analyses on the 
new data sample for the Mediscor Medicines Re-
view (MMR) 2009 is that certain empirical values 
differ from those published in MMR 2008. Despite 
this, item cost increases remain the main driver 
of medicine expenditure regardless of the sample 
used. However, in the new sample utilisation in-
creases played a more significant role. 

This illustrates the impact that a changing mem-
bership profile can have on the medicine expendi-
ture of a medical scheme. 

Differences in scheme profiles make it difficult 
for schemes to directly compare themselves with 
others. These differences can however be neutra-
lised by using Mediscor’s Benchmark Service.  The 
Benchmark model normalises the differences in 
scheme profiles, in order to highlight the medical 
scheme’s cost drivers.

Cost component
Average cost per item

Total expenditure
Average cost per beneficiary

Category
% change

2009
vs.

2008

% change
2008
vs.

2007

All medicines

Existing medicines

New chemical entities

17.6

15.7

1.8

14.4

12.5

1.9

Category
% change

2009
vs.

2008

% change
2008
vs.

2007

All medicines

Existing medicines

New chemical entities

12.9

11.7

1.2

10.2

8.8

1.4

% change
2008
vs.

2007

Utilisation component
Average number of items per beneficiary

All medicines

Existing medicines

New chemical entities

Category
% change

2009
vs.

2008

3.8

3.5

0.3

New chemical entities are novel entities that came to market 
during the previous five years (2005 to 2009).

Medicine expenditure trend  
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The cost reported on in this document is the amount charged for the medicine, irrespective of 
how the payment is divided between the medical scheme and the member.  It reflects the gross 

cost of medicines, which is equal to the amount paid if no levies were implemented by the 
medical scheme.

Gross cost includes the single exit price, the VAT component and dispensing fees normally 
payable.
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Measure 2007 2008 2009

1 862

2 117

107

17.5

88.0

19.8

2 130

2 365

118

18.1

90.1

20.1

2 504

2 779

133

18.9

90.1

20.9

Average cost per
beneficiary (R)

Average cost per utilising
beneficiary (R)

Average cost per 
item (R)

Average # items 
per beneficiary

Utilising beneficiaries as
% of total beneficiaries

Average # items per 
utilising beneficiary

Definitions

Prevalence is defined as the portion of 
beneficiaries that claimed or the number of 
utilising beneficiaries expressed as a percentage 
of the total number of beneficiaries in the 
population.

Intensity is defined as the number of items 
claimed per patient or utilising beneficiary.

Principal member is defined as the person 
under whose name all contributions are made to 
the medical scheme.

Beneficiaries include the principal members 
registered with a medical scheme and their 
dependants.

Utilising beneficiary is defined as a beneficiary 
of a medical scheme that accessed the medical 
scheme benefits, which in this case would be the 
medicine benefit.

Table 2 Annual Expenditure

Figure 1 Expenditure per beneficiary

Figure 2 Average item cost
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The role of item cost

For three consecutive years an increase in item cost 
was the main driver for the increase in expenditure. 

•   Existing medicines, or medicines that were 
on the market or registered with the Medicines 
Control Council before 2005, experienced an 
11.7% increase in item cost between 2008 and 
2009, compared to an 8.8% increase between 
2007 and 2008.

 
•   New chemical entities entering the South 

African healthcare market after 2004, 
contributed 1.2% to the 12.9% increase in 
item cost between 2008 and 2009 and 1.4% 
to the 10.2% increase in item cost between 
2007 and 2008.

 
Factors that contribute to changes in item 
cost are: 
• Changes in the price of existing medicines, or 

in other words the change in the single exit price 
(SEP) of medicines.

• Changes in pricing structure or dispensing 
fees.

• The number of units dispensed per item 
(e.g. amount of tablets, capsules, etc. per 
prescription).

• Changes in the mix of medicines used, or 
the ratio of relatively more expensive to less 
expensive products.

 
Single Exit Price (SEP) 
The changes in SEP for a basket of medicines, 
available on the market between January 2007 
and December 2009 and weighted according to the 
volume claimed, are illustrated in Figures 5 & 6.

Two SEP increases occurred during the period 
ranging from January 2007 to December 2009. A 
maximum increase in SEP of 6.5% was allowed to 
manufacturers for 2008 and was effective from 
May 2008.  The next increase was to a maximum 
of 13.2% and was effective from February 2009.

SEP increased as follows from January to December 
for each year:
• 2007  0.04%
• 2008  4.6%
• 2009  9.7%

SEP increased on average year-on-year by:
• 2.6% from 2007 to 2008
• 10.2% from 2008 to 2009.

Schedule 6 products, such as methylphenidate, used 
in the treatment of Attention-Deficit Hyperactivity 
Disorder, experienced the highest increase in 
SEP from January 2007 to December 2009.  This 
category constitutes only 0.5% of the claim volume 
and 1% of the total SEP cost. The increase in SEP per 

schedule is summarised in Table 3 and illustrated 
in Figure 7.  Schedule 3 and 4 medicines made up 
the largest portion of medicines claimed and the 
SEP for both these categories increased by 12.9% 
(January 2007 - December 2009).  Schedule 4 
medicines were responsible for 41.2% of total SEP, 
but constituted only 24.8% of the total volume of 
claims.

Table 3 Change in SEP per schedule 

Table 4 Change in SEP per product type

The SEP for generic entities increased by 10.1%, 
(January 2007 - December 2009), while originals 
without generics increased by 16.6% and originals 
with generics increased by 15.7%.  These changes 
are illustrated in Figure 8.

In summary, the SEP for a basket of medicines 
increased on average by 2.6% from 2007 to 2008 
and by 10.2% from 2008 to 2009.  The balance of 
the increase in item cost is thus due to changes in 
other factors, such as dispensing fees, the number 
of units dispensed and the mix of medicines used.

Dispensing fees
The dispensing fees applied by the majority of 
medical schemes, showed little change for the period 
under investigation.  No increases in dispensing 
fees were implemented during this period, but 
a number of schemes made arrangements with 
preferred providers for lower dispensing fees on 
selected categories of medicines.

Number of units dispensed per item
A change in the average number of units dispensed 
per item, will affect the average item cost.  The 
average quantity dispensed per item decreased 
by 3.2% from 2007 to 2008 and again by 3.4% 
from 2008 to 2009, and therefore played no role in 
increasing the average item cost. p
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Schedule
% of 
total 
SEP

% of 
total 
item 

volume

Cumulative % change 
from January 2007

Jan-
08

Jan-
09

Dec-
09

None 1.4 2.1 4.0 13.1 22.1

0 2.2 5.8 3.0 11.5 19.6

1 2.2 3.8 2.7 9.1 21.7

2 7.5 17.0 1.2 7.4 20.9

3 32.8 34.5 -1.3 3.1 12.9

4 41.2 24.8 -0.1 3.6 12.9

5 11.6 11.5 0.9 6.4 18.4

6 1.0 0.5 3.5 9.9 22.4

Product type
Cumulative % change 

from January 2007

Jan-08 Jan-09 Dec-09

Original without generics 0.2 5.3 16.6

Original with generics 0.7 4.6 15.7

Generic equivalent -1.3 2.9 10.1

Medicine expenditure trend  
2007-2009
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Figure 5 Percentage change in SEP
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Figure 6 Cumulative percentage change in SEP
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Figure 8 Cumulative percentage change in the SEP per product type

Figure 7 Cumulative percentage change in the SEP per medicine schedule
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New chemical entities

New chemical entities (NCEs), which were intro-
duced to the South African market between 2005 
and 2009 played a lesser role in the year-on-year 
changes in medicine expenditure.  NCEs were re-
sponsible for 6.5% of the total expenditure and 
2.0% of the volume of items in 2009. 

New chemical entities contributed 1.2% to the 
12.9% increase in item cost between 2008 and 
2009 and 1.4% to the 10.2% increase in item cost 
between 2007 and 2008.

The rand spent per beneficiary per annum on NCEs 
increased by 53.8% from 2008 to 2009 (from R106 
to R163).  This increase is the result of a 6.3% 
increase in item cost (from R404 to R430) and a 
44.7% increase in utilisation.  Prevalence increased 
by 45.6% (from 7.2% to 10.5%), while intensity 
decreased by 0.6% (from 3.63 to 3.60).

New chemical entities are novel or innovator 
medicines that were launched to the South African 
healthcare market during the previous five years 
(2005 to 2009).  These products are still under 
patent and no generic equivalents are available.

Between 2007 and 2008, the rand per beneficiary 
per annum spent on NCEs increased by 64.6%, due 
to a 29.6% increase in item cost and a 27.0% in-
crease in utilisation. Prevalence decreased by 5.9%, 
while intensity increased by 34.9%.

In 2009, the average cost per item for a new chemi-
cal entity was R430 compared to R127 for existing 
medicines. 10.5% of patients used at least one new 
chemical entity during 2009.

NCE
rank
2009 

Product name
Overall

rank
2009

Overall
rank
2008

Overall
rank
2007

Active ingredient Therapeutic group

1 Gleevec 400mg Tab 6 9 21 Imatinib Cytostatic

2 Crestor 10mg Tab 10 13 24 Rosuvastatin Statin

3 Truvada Tab 11 16 199 Emtricitabine-tenofovir Anti-retroviral agent

4 Crestor 20mg Tab 26 53 139 Rosuvastatin Statin

5 Humira 40mg/0.8ml Inj 55 87 148 Adalimumab Other musculoskeletal

6 Alimta 500mg Inf 71 81 215 Pemetrexed Cytostatic

7 Ezetrol 10mg Tab 85 84 77 Ezetimibe Other hypolipidaemic

8 Tamiflu 75mg Cap 88 489 417 Oseltamivir Anti-viral agent

9 Lyrica 75mg Cap 96 232 - Pregabalin Anti-epileptic

10 Levemir 3ml Flexpen 112 173 295 Insulin detemir Insulin

Table 5 The top 10 new chemical entities for 2009
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Figure 9 Contribution to total expenditure:
existing medicines vs. NCEs

Figure 10 Contribution to total item volume:
existing medicines vs. NCEs
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Utilisation of existing medicines

The utilisation of existing medicines increased by 
3.5% for both 2009 vs. 2008 and 2008 vs. 2007. 
While the increase in prevalence and intensity 
played almost equal roles between 2007 and 2008, 
intensity was the main contributor to the utilisation 
increase between 2008 and 2009.

Table 6 Change in utilisation for existing 
medicines: 2007 - 2009

2. Expenditure per benefit type

Mediscor PBM processes and manages a variety 
of medicine benefit types on behalf of medical 
schemes.  These include acute, OTC (over-the-
counter), Chronic Disease List (CDL) medicines 
(as part of Prescribed Minimum Benefits), non-CDL 
chronic, HIV/AIDS, organ transplant, oncology, ex 
gratia, vaccines, homeopathic and other specialised 
categories.

Benefit allocation is done based on claims processing 
rules and authorisations; thus the claiming provider 
cannot manipulate the allocation of benefits.  It is 
important to remember that benefit allocation is a 
result of the benefit design and rules implemented 
by each medical scheme.  

For the purpose of this discussion benefits will be 
grouped into the following main categories:  acute, 
OTC, chronic, PMB, HIV/AIDS, oncology and other.

The percentage contributions to total cost and 
volume for each of these categories are illustrated 
in Figures 11 and 12 and the expenditure for 2007 
to 2009 is summarised in Table 7.

The largest increase in expenditure is noted on 
the oncology benefit.  Oncology medicine was 
responsible for 8.7% of expenditure and 0.6% of 
item volume in 2009.  The cost per beneficiary per 
annum spent on oncology medicines increased by 
95.5% from 2007 to 2009 (from R112 to R219).  
This increase is attributed to an increase in the 
percentage of beneficiaries claiming oncology 
medicine, as well as an increase in the average 
cost per item claimed.  Prevalence increased from 
0.4% in 2007 to 0.7% in 2009. The number of items 
claimed per patient (intensity) also increased 

from 14.5 in 2007 to 16.1 in 2009 (an 11% 
increase).  The average item cost increased from 
R1 729 in 2007, to R1 956 in 2008 and R2 084 
in 2009, resulting in a 34.1% increase in cost per 
patient (R25 043 in 2007 compared to R33 574 in 
2009).

Figure 11 Contribution to total expenditure 
per benefit category

Figure 12 Contribution to total item volume 
per benefit category

The gradual and steady increase in oncology 
expenditure over the past number of years can, 
in part, be attributed to the introduction of the 
single exit price and the professional fee.  These 
expensive products are no longer dispensed by 
the treating oncologists, but by pharmacies.  More 
schemes also opted to add the management of 
an oncology benefit to the services provided by 
Mediscor.  Mediscor PBM is thus processing more 
oncology claims than in the past. Other factors 
such as an increase in the prevalence of cancer in 
the general population and the availability of more 
expensive and specialised treatments for these 
conditions also played an important role.
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Key indicator
% change 
2009 vs. 

2008

% change 
2008 vs. 

2007

Total utilisation
(Items per beneficiary) 3.5 3.5
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(Utilising beneficiaries as % 
of total beneficiaries)
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Acute medicines were responsible for 45.6% of 
total expenditure and constituted 56.4% of the total 
item volume in 2009.  82.4% of beneficiaries claimed 
for at least one acute item during 2009.  The average 
cost per beneficiary per annum for acute medicine 
increased by 26.1% from 2007 to 2009.  Utilisation 
remained unchanged, while item cost increased by 
25.8% from R85 in 2007 to R107 in 2009.

The OTC benefit was responsible for 3.9% of 
total expenditure in 2009 and combined with the 
acute benefit, for 49.5% of expenditure.  30.4% of 
beneficiaries utilised the OTC benefit during 2009.

OTC expenditure increased by 21.3% between 2008 
and 2009, following a 12.8% increase between 
2007 and 2008.  For both periods, the increase was 
driven by an increase in item cost (12.7% for 2009 
vs. 2008 and 13.8% for 2007 vs. 2008).  Utilisation 
increased by 7.6% from 2008 to 2009, after a 
decrease between 2007 and 2008 (0.9%).

The PMB benefit experienced a 52.2% increase in 
expenditure from 2007 to 2009.  The cost per patient 
increased from R2 731 per patient in 2007, to R2 
810 in 2008 and to R3 148 in 2009.  Average item 
cost increased from R138 in 2007, to R141 in 2008 
and R151 in 2009, while intensity increased from 
19.8, to 20.0 and to 20.9, for the same time period.  
In addition to this, the PMB prevalence increased by 
32.1% from 2007 to 2009 (15.4% in 2007 to 20.3% 
in 2009).

HIV/AIDS medicine expenditure increased by 
9.2% between 2008 and 2009.  This is mainly due to 
an increase in the average cost per item.  Prevalence 
increased by only 3.8% and intensity decreased by 
12.0%.  This differs from the experience between 
2007 and 2008.  From 2007 to 2008, HIV/AIDS 
expenditure increased (25.7%), due to a 7.0% 
increase in average item cost and a 19.6% increase 
in prevalence. Intensity decreased by 1.8%.

The lowest increase was experienced on the non-
CDL chronic benefit (6.0%) (2009 vs. 2007).  This 
is the result of a decrease in prevalence (5.2%), 
an increase in item cost (9.2%) and an increase in 
intensity (2.5%).  

Figure 13 Prevalence per benefit type for 2009
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Figure 14 Average cost per patient per benefit 
type for 2009
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Table 7 Medicine expenditure per benefit

3. Pharmacies and dispensing doctors

Mediscor PBM processes claims submitted 
by providers from various specialities, which 
include pharmacies (retail and courier), general 
practitioners (GPs), medical specialists and other 
disciplines.

The majority of claims were submitted by retail 
pharmacies (79.7% of total item volume) in 2009, 
increasing from 74.4% in 2007 and 77.4% in 2008.  
General practitioners submitted 11.4% of the total 
items, and this follows the trend of decreasing 
claims received from dispensing doctors from 
16.7% in 2007 and 13.9% in 2008.  

The volume of claims from courier pharmacies 
remained unchanged, although the percentage of 
total cost increased (from 16.2% in 2007 to 18% 
in 2009). In 2009, the average cost per item for 
courier pharmacies was R272 compared to R130 for 
retail pharmacies and R45 for general practitioners.  
Courier pharmacies also claimed more items per 
patient; 28.0 compared to 18.2 for retail pharmacies 
and 9.0 for general practitioners. 

Courier pharmacies have specialised with regard 
to selected therapeutic groups, such as oncology 
and other high cost medicines.  These are products 
that most retail pharmacies do not typically stock, 
due to their high cost and/or special handling 
requirements.  Apart from these specialised 
treatments, courier pharmacies, traditionally also 
supply chronic medicine.

Figure 15 Expenditure and volume 
distribution per provider type for 2009

Year Benefit
category

% of
total 

expen-
diture

% of
total 
items

Average
cost per
ben* (R)

Average
cost per
utilising
ben* (R)

Average
cost per
item (R)

Utlilising
ben* as

% of 
total
ben*

Average
# items 

per
utilising

ben*

2007

Acute 48.7 60.8 906 1 102 85 82.2 12.9

Non-CDL chronic 15.4 11.3 287 2 014 145 14.3 13.9

HIV/AIDS 2.0 1.2 38 4 481 182 0.8 24.6

Oncology 6.0 0.4 112 25 043 1 729 0.4 14.5

Other 1.5 0.9 29 724 187 4.0 3.9

OTC 3.8 8.1 71 251 50 28.3 5.0

PMB 22.5 17.4 419 2 731 138 15.4 19.8

2008

Acute 47.3 58.8 1 008 1 208 95 83.4 12.8

Non-CDL chronic 13.6 11.0 290 2 016 145 14.4 13.9

HIV/AIDS 2.2 1.3 47 4 708 195 1.0 24.2

Oncology 7.6 0.5 162 28 205 1 956 0.6 14.4

Other 1.8 0.9 38 904 226 4.2 4.0

OTC 3.8 7.7 80 276 57 28.9 4.8

PMB 23.7 19.8 504 2 810 141 17.9 20.0

2009

Acute 45.6 56.4 1 142 1 386 107 82.4 12.9

Non-CDL chronic 12.2 10.2 305 2 253 159 13.5 14.2

HIV/AIDS 2.1 1.2 52 4 952 232 1.0 21.3

Oncology 8.7 0.6 219 33 574 2 084 0.7 16.1

Other 2.0 1.3 51 979 213 5.2 4.6

OTC 3.9 8.0 97 319 65 30.4 4.9

PMB 25.5 22.5 638 3 148 151 20.3 20.9
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Table 8 Expenditure per provider type

Year Provider type

% of
total 

expen-
diture

% of
total 
items

Average
cost per
ben* (R)

Average
cost per
utilising
ben* (R)

Average
cost per
item (R)

Utlilising
ben* as

% of 
total
ben*

Average
# items 

per
utilising

ben*

2007

Retail pharmacies 77.7 74.4 1 447 1 849 111 78.3 16.6

Courier pharmacies 16.2 8.8 301 5 311 195 5.7 27.2

General practitioners 6.1 16.7 113 381 39 29.6 9.9

Medical specialists 0.1 0.1 1 362 115 0.3 3.2

Other providers <0.1 <0.1 <0.1 831 379 <0.1 2.2

2008

Retail pharmacies 78.3 77.4 1 667 2 061 119 80.9 17.3

Courier pharmacies 16.9 8.7 359 6 170 229 5.8 26.9

General practitioners 4.7 13.9 101 375 40 27.0 9.3

Medical specialists 0.1 <0.1 1 412 159 0.3 2.6

Other providers <0.1 <0.1 1 2 247 598 <0.1 3.8

2009

Retail pharmacies 78.0 79.7 1 952 2 367 130 82.5 18.2

Courier pharmacies 18.0 8.8 451 7 607 272 5.9 28.0

General practitioners 3.9 11.4 97 405 45 24.0 9.0

Medical specialists 0.1 0.1 3 789 271 0.4 2.9

Other providers <0.1 <0.1 1 2 280 958 <0.1 2.4
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Medicine expenditure is influenced by numerous 
factors.  These include, but are not limited to:

• The age distribution of the population.
• The gender distribution of the population.
• Geographical distribution of the population.
• Differences in the medicine benefit design of 

medical schemes.
• Other differences in membership composition, with 

reference to socio-economic status, race, health 
status, marital status and family size.

1. Medical scheme demographics

Utilisation behaviour and expenditure patterns 
are by-products of patient characteristics, medical 
scheme uniqueness, and the benefit design 
and management interventions implemented by 
a medical scheme, as well as prescriber habits.

Important patient characteristics are:
• Age
• Gender
• Family size
• Health status
• Income
• Education
• Race
• Genetic predisposition

Important medical scheme characteristics 
are:
• The niche market of the medical scheme
• Fee-for-service versus capitation arrangements

• Medical scheme size
• Open versus restricted medical schemes
• Geographic region

Changes in the demographic profile of a medical 
scheme have an impact on the volume and type of 
claims received by the medical scheme, resulting 
in changes in expenditure patterns.

Age distribution

Age is an important and established factor influenc-
ing medicine utilisation. An increase in age is generally 
associated with an increase in utilisation and a subse-
quent increase in expenditure. The general age distri-
bution of medical scheme members in South Africa, 
according to the Council for Medical Schemes (CMS), 
is bimodal, with one peak at 10-14 years and another 
at 35-39 years. The distribution of members included 
in this analysis (Figure 18), shows a similar distribution 
pattern. According to the CMS Annual Report 2008 – 
2009, the average age of the medical scheme popula-
tion was 31.5 years for 2008 and 31.4 years for 2007.  
The percentage pensioners (beneficiaries 65 years old 
and older) was recorded as 6.1% for 2007 and 6.2% 
for 2008. 

For this Medicines Review, increases in beneficiaries 
were seen in the age groups less than one year old, 
25 years to 29 years and the age groups ranging from 
50 years to 84 years.  The average beneficiary age in-
creased from 33.4 years in 2007, to 34.0 in 2008 and 
to 34.1 in 2009.  The pensioner ratio increased from 
8.8% in 2007 to 9.3% in 2008 and 9.7% in 2009.

Figure 18 Age distribution of membership
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Table 9 Beneficiary age profiles

** Pensioners are defined as beneficiaries 65 years old and older

Table 10 Percentage males vs. females

2. The data sample 

The analyses performed for this publication 
were done on the 2007 to 2009 medicine claims 
database of Mediscor PBM.  Only fee-for–service 
medical schemes for which claims processing was 
performed by Mediscor for three consecutive years 
were included.

Due to growth in our client base over the last few 
years, the data sample used in this publication is 
larger than it was in previous years.  This approach 
ensured the inclusion of the medicine claims data 
of approximately one million beneficiaries.

3. Cost calculations

The cost reported on in this report is calculated 
based on the following definitions:

• Cost is the amount charged for the medicine, 
irrespective of how the payment is divided 
between the medical scheme and the patient.  
It reflects the gross cost of medicines, which 
is equal to the amount paid if no levies were 
implemented by the medical scheme.

• Gross cost includes the single exit price 
(SEP), the VAT component and dispensing 
fees normally payable.

The gross cost was chosen as a reference to 
ensure comparability of data for different pricing 
and co-payment/levy structures, associated with 
different medical scheme options. When making 
comparisons with other data sources, one 
must remember to make allowances for these 
factors.

In addition to using the gross cost, expenditure 
is reported on a per beneficiary per annum 
basis.

4. Trend calculations

Annual expenditure, expressed as “rand per 
beneficiary”, can be broken down into two 
components, namely cost and utilisation.

The utilisation component is indicated by the 
“number of items per beneficiary” and can be 
divided into two sub-elements, prevalence and 
intensity.

Prevalence is measured as the proportion of 
utilising beneficiaries to the total number of 
beneficiaries and indicates the size of the pool of 
beneficiaries that are actively using their medicine 
benefits.

The intensity of use is measured as the “number 
of items per utilising beneficiary” and indicates the 
intensity with which the pool of utilising beneficiaries 
is using their medicine benefits.

Utilisation is calculated as follows:

The price component measured as “rand per 
item” is influenced by the following factors:

• Inflation or the SEP changes of existing 
medication.

• Change in pricing structure or dispensing fee.
• Units dispensed per item (e.g. number of tablets, 

capsules, etc.).
• Changes in the mix of medicines used, or the ratio 

of relatively more expensive to less expensive 
products.  Examples of such changes include 
shifts between expensive original products 
and their generic equivalents; more expensive 
and less expensive therapeutic alternatives; 
or different strengths and dosage forms of the 
same product.
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Total expenditure
(Rand per beneficiary)

=
Cost component
(Rand per item)

X
Utilisation component

(Items per beneficiary)

Year
Average

beneficiary age
in years

Percentage of
pensioners**

2007 33.4 8.8

2008 34.0 9.3

2009 34.1 9.7

Year Male Female

2007 46.3 53.7

2008 46.4 53.6

2009 46.4 53.6

Total utilisation
(Items per beneficiary)

=
Prevalence

(Utilising beneficiaries/total beneficiaries (%))
X

Intensity
(Items per utilising beneficiary)

Factors around the data
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1. Original products and generic 
equivalents

The generic utilisation rate or percentage of generic 
items claimed, increased from 48.1% in 2007 to 
48.7% in 2008 and to 48.8% in 2009.

An increase in generic utilisation can be attributed 
to a combination of the following factors:

• More generic alternatives have become available 
on the market as more originators have lost 
their patent protection.

• Managed care initiatives such as the 
implementation of generic reference pricing 
and formularies that promote the use of generic 
equivalents.

• Greater awareness of the availability and use of 
generics by patients, as well as providers.

• Mandatory generic substitution at pharmacy 
level.

In 2009, the generic efficiency, or the number of 
times a generic was dispensed versus the number 
of times a generic could possibly be dispensed, was 
71.8%. This percentage increased from 69.2% in 
2007 and 70.9% in 2008.

In 2009, the maximum percentage of prescriptions 
that could be filled using generic alternatives was 
68.0%.

The volume of original products with generic 
equivalents decreased in response to the increase in 
the generic utilisation rate (21.4% in 2007, 19.9% 
in 2008 and 19.2% in 2009). Conversely, original 
products without generics showed an increase in 
volume from 30.5% in 2007 to 32.0% in 2009.

In 2009, approximately 60% of all ethical medicines 
on the South African market were originals without 
generic alternatives, 31% were generic equivalents 
and 9% constituted originals with generic 
equivalents.

Why use generics?

The World Health Organisation defines a generic 
medicine as a pharmaceutical product, usually 
intended to be interchangeable with an innovator 
product that is manufactured without a licence 
from the innovator company and marketed after 
the expiry date of the patent or other exclusive 
rights.

An increase in generic utilisation can result in 
substantial cost savings for individuals and funders 
of health care.  In 2009, the average cost per item 
for an originator with generic equivalents was 

R129 compared to R83 per generic equivalent (a 
difference of R46 per item).  Original medicines 
without generic alternatives cost on average R210 
per item.  Even greater savings can be realised by 
utilising the generic equivalent of an appropriate 
therapeutic alternative.  This can be achieved 
through the implementation of formularies, 
therapeutic reference pricing and other benefit 
design strategies.

It can also be argued that the use of generic 
alternatives encourages adherence to medicine 
therapy, since they are more affordable.

Figure 19 Item cost per product type

A number of approaches can be used to encourage 
generic utilisation. 

These include:
• Generic reference pricing.
• Step therapy, where medicine therapy has to be 

initiated with the most cost-effective and beneficial 
medicine, usually a generic.

• Formulary design that promotes generic utilisation.
• Benefit design that assigns a higher co-payment to 

original medicines.
• Consumer education through broad-based media 

campaigns, direct communication to medical 
scheme members or information supplied through 
pharmacies and prescribers.

• Prescriber and provider education through academic 
detailing.

Table 11 The implementation of reference pricing
 

Type of 
reference 

pricing

% of scheme options 
applying reference pricing

2007 2008 2009

Generic 84.6 85.7 88.5

Other/therapeutic 6.3 9.3 9.6

None 9.1 5.0 1.9
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Figure 20 Expenditure and volume according to product type for 2009

The cost drivers

In 2009, 98.1% of all medical scheme options 
implemented some form of reference pricing 
compared to 95.0% in 2008 and 90.9% in 2007 
(Table 11).  88.5% of medical scheme options 
implemented only generic reference pricing.  This 
is up from 84.6% in 2007 and 85.7% in 2008. 
For 2009, 9.6% of scheme options implemented 
other reference pricing models, which are based 
on therapeutic alternatives. This percentage 

increased from 6.3% in 2007.  The percentage 
of scheme options that implemented no form of 
reference pricing decreased from 9.1% in 2007 
to 5.0% in 2008 and to 1.9% in 2009.

Although increasing generic utilisation is an 
important cost saving strategy, other cost drivers 
are as important.

Year Product type

% of 
total 

expen-
diture

% of 
total item 
volume

Average 
cost per 
ben* (R)

Average 
cost per 
utilising 
ben* (R)

Average 
cost per 
item (R)

Utilising 
ben* as of 
% if total 

ben*

Average 
# items 

per 
utilising 

ben*

2007

Original without generic 45.9 30.5 856 1 138 161 75.2 7.1

Original with generic 25.7 21.4 479 771 128 62.1 6.0

Generic equivalents 28.4 48.1 528 663 63 79.6 10.6

2008

Original without generic 48.5 31.4 1 032 1 337 182 77.2 7.4

Original with generic 21.5 19.9 459 734 127 62.5 5.8

Generic equivalents 30.0 48.7 639 792 72 80.7 10.9

2009

Original without generic 50.7 32.0 1 270 1 624 210 78.2 7.7

Original with generic 18.6 19.2 466 744 129 62.6 5.8

Generic equivalents 30.7 48.8 768 949 83 80.9 11.4

Table 12 Expenditure on original products vs. generic equivalents

30.7%

50.7%

18.6%

48.8%

32.0%

19.2%

Original without
generics

Original with
generics

Generic 
equivalents

Expenditure Volume

*ben = beneficiary/ies



2. Expenditure per therapeutic group 

The top 25 therapeutic groups consisted of the same groups for the three years (2007 – 2009) under review. 
There were no new additions to the list in 2009.  These groups represent 73.1% of overall expenditure and 
67.2% of the total number of items paid in 2009.

Table 13 Top 25 therapeutic groups according to total expenditure for 2009
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The cost drivers

Rank 
2009

Rank 
2008

Rank
2007

Therapeutic group

% of 
total 

expen- 
diture

% of 
total 
item 

volume

Average
cost per 

ben*
(R)

Average
cost per 
utilising

ben* 
(R)

Average
cost per

item
(R) 

Utilising
ben* as

% of
total 
ben*

Average
# items

per
utilising

ben*

1 1 1 Anti-hypertensives 10.8 10.8 270 1 470 132 18.4 11.1

2 3 5 Cytostatics 6.1 0.3 153 21 995 2 917 0.7 7.5

3 2 2 Hypolipidaemic agents 5.2 4.3 131 1 272 161 10.3 7.9

4 4 3 Anti-depressants 4.7 3.6 119 971 172 12.2 5.6

5 5 4 Gastric acid reducers 4.3 3.2 109 540 183 20.1 3.0

6 6 6 Anti-diabetic agents 4.1 2.9 102 1 976 183 5.2 10.8

7 7 7 Beta-lactam antibiotics 3.3 4.3 82 184 100 44.5 1.8

8 11 13 Anti-viral agents 2.9 1.4 72 1 220 262 5.9 4.6

9 9 9 Sex hormones 2.8 2.3 71 1 013 161 7.0 6.3

10 8 8 Combination analgesics 2.8 6.1 71 142 61 49.6 2.3

11 12 12 Bronchodilators 2.8 2.0 70 556 182 12.5 3.1

12 10 10 Non-steroidal anti-inflam-
matory drugs (NSAIDs) 2.7 3.8 67 220 93 30.5 2.4

13 13 11 Cough & cold preparations 2.5 7.7 62 129 43 48.2 3.0

14 14 15 Anti-epileptics 2.3 1.2 57 1 575 253 3.6 6.2

15 15 14 Topical nasal preparations 2.1 2.2 52 234 127 22.1 1.8

16 20 22 Sedative hypnotics 1.5 1.9 39 440 106 8.8 4.1

17 16 16 Anti-histamines 1.5 2.4 38 161 85 23.4 1.9

18 17 18 Anti-anginal agents 1.5 1.2 37 1 172 167 3.2 7.0

19 21 24 Anti-psychotics 1.4 0.4 35 2 849 486 1.2 5.9

20 19 17 Quinolone antibiotics 1.4 1.4 35 192 133 18.2 1.4

21 22 23 Anti-asthmatics 1.4 0.7 34 684 263 5.0 2.6

22 18 19 Osteoporosis & other bone 
disorders 1.3 0.5 33 2 448 348 1.4 7.0

23 23 21 Macrolide antibiotics 1.3 1.2 33 190 143 17.1 1.3

24 25 25 Hormone inhibitors 1.3 0.2 32 4 403 909 0.7 4.8

25 24 20 Topical corticosteroids 1.1 1.2 28 210 131 13.5 1.6

*ben = beneficiary/ies
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The top five therapeutic groups

The top five therapeutic groups remained the same from 2007 to 2009, with slight changes in the ranking of 
these groups.  Combined, the top five therapeutic groups represented 31.1% of the total expenditure and 22.2% 
of the total item volume.

Table 14 Change in key indicators for the top five therapeutic groups: 2009 vs. 2007

Therapeutic group

% Change year-on-year

Average cost
per ben* (R)

Average cost
per item (R)

Utilising ben* as
% of total ben*

Average # items
per utilising ben*

Anti-hypertensives 32.4 5.8 14.3 9.3

Cytostatics 97.0 58.0 23.3 1.2

Hypolipidaemic agents 26.6 -3.8 32.2 -0.4

Anti-depressants 34.5 15.8 4.0 11.7

Gastric acid reducers 35.6 26.1 2.1 5.4

The cost drivers

The largest increase in expenditure per beneficiary was in the cytostatics group (97.0%).  This was due to a 
58.0% increase in item cost, as well as a 23.3% increase in prevalence.

Both anti-hypertensives and hypolipidaemic agents experienced larger increases in utilisation compared to item 
cost (hypolipidaemic item cost decreased by 3.8%).  Gastric acid reducers on the other hand experienced a 
larger increase in item cost compared to utilisation.

The most prevalent therapeutic groups

The five most prevalent therapeutic groups were responsible for 12.8% of total expenditure and 24.3% of the 
total item volume in 2009.

Almost 50% of beneficiaries claimed for at least one combination analgesic during 2009.  This put combination 
analgesics in position one as the most prevalent group or the therapeutic group used by the largest number of 
patients.  Overall, combination analgesics ranked at position 10 according to total expenditure.  Almost half of 
beneficiaries (48.2%) also claimed for cough and cold preparations, which ranked in position 13. Beta-lactam 
antibiotics were claimed by 44.5% of beneficiaries, and this class of antibiotics ranked in position seven accord-
ing to overall expenditure. 

Table 15 The five most prevalent therapeutic groups in 2009

Therapeutic group Overall 
rank

% Total 
expen-
diture

% Total 
item 

volume

Average 
cost per 
utilising 
ben* (R)

Average 
cost per 
item (R)

Utilising 
ben* as 

% of total 
ben*

Average # 
items per 
utilising 

ben*

Combination analgesics 10 2.8 6.1 142 61 49.6 2.3

Cough & cold preparations 13 2.5 7.7 129 43 48.2 3.0

Beta-lactam antibiotics 7 3.3 4.3 184 100 44.5 1.8

Non-steroidal anti-inflam-
matory drugs (NSAIDs) 12 2.7 3.8 220 93 30.5 2.4

Anti-histamines 17 1.5 2.4 161 85 23.4 1.9

*ben = beneficiary/ies

*ben = beneficiary/ies
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3. Cost driving products

The top 50 products were responsible for 22.4% of 
the total expenditure and 14.1% of the total item 
volume for 2009.

This list included:
• 15 generic equivalents
• Four new chemical entities (introduced to the 

South African market after 2004)
• Four original products with generic equivalents
• 27 original products with no generic equivalents

Figure 21 Distribution of the top 50 products 
according to product type: 2009

Rank 
2009

Rank 
2008

Rank
2007

Brand name
Therapeutic 
group

Type

% of 
total 

expen- 
diture

% of 
total 
item 

volume

Avg. cost 
per UB** 

(R)

Avg. 
cost 
per 
item 
(R) 

UB** 
as % 

of total 
ben*

Avg. # 
items 
per 

UB**

1 2 4 Nexiam 40mg Tab Proton pump 
inhibitor N 0.9 0.3 744 388 3.0 1.9

2 3 5 Prexum Plus Tab ACE inhibitor Gen 0.9 0.7 1 117 171 2.0 6.5

3 4 16 Herceptin IV Soln Cytostatic N 0.9 0.004 193 026 28 377 <0.1 6.8

4 6 6 Celebrex 200mg Caps COXIB N 0.7 0.4 469 236 4.0 2.0

5 7 11 Novomix 30 Flexpen 
3ml Insulin N 0.7 0.1 4 433 659 0.4 6.7

6 9 21 Gleevec 400mg Tab Cytostatic NCE 0.7 0.003 232 793 26 454 <0.1 8.8

7 10 86 Aspavor 10mg Tab Statin Gen 0.7 0.6 1 099 158 1.6 6.9

8 8 7 Synap Forte Tab Combination 
analgesic N 0.7 0.6 233 154 7.5 1.5

9 5 3 Prexum 4mg Tab ACE inhibitor Gen 0.7 0.7 820 135 2.0 6.1

10 13 24 Crestor 10mg Tab Statin NCE 0.6 0.4 1 344 215 1.2 6.2

11 16 199 Truvada Tab Anti-retroviral 
agent NCE 0.6 0.2 3 303 410 0.5 8.1

12 19 135 Aspavor 20mg Tab Statin Gen 0.6 0.4 1 294 198 1.2 6.5

13 18 20 MabThera 500mg Vial Cytostatic N 0.6 0.005 66 443 16 589 <0.1 4.0

14 14 17 Eltroxin 100mcg Tab Thyroid 
hormone O 0.5 1.5 384 49 3.5 7.9

15 17 19 Seretide 50/250 
Accuhaler

Bronchodilator 
combination N 0.5 0.2 1 338 349 1.0 3.8

16 1 1 Cipralex 10mg Tab SSRI O 0.5 0.2 1 251 289 1.0 4.3

17 24 46 Altosec 20mg Cap Proton pump 
inhibitor Gen 0.5 0.4 396 156 3.0 2.5

18 15 12 Avelon 400mg Tab Quinolone 
antibiotic N 0.5 0.2 298 254 3.9 1.2

19 185 - Lantus Solostar 
100iu/ml Inj Insulin N 0.5 0.1 3 175 661 0.4 4.8

20 21 28 Nasonex AQ 140 
Dose

Glucocortico-
steroid nasal N 0.4 0.2 375 233 2.8 1.6

21 22 22 Nexiam 20mg Tab Proton pump 
inhibitor N 0.4 0.2 796 283 1.3 2.8

22 32 51 Symbicord Turbuhaler 
160/4.5

Bronchodilator 
combination N 0.4 0.1 1 364 413 0.7 3.3

23 30 71 Taxotere 80mg Inj Cytostatic N 0.4 0.004 43 553 11 844 <0.1 3.7

24 27 9 Aspen Lamzid Tab Anti-retroviral 
agent Gen 0.4 0.1 2 394 338 0.4 7.1

4

4

15

27

New chemical
entities

Originals with
generics

Generic
equivalents

Originals without
generics
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Rank 
2009

Rank 
2008

Rank
2007

Brand name
Therapeutic 

group
Type

% of 
total 

expen- 
diture

% of 
total 
item 

volume

Avg. 
cost 
per 

UB** 
(R)

Avg. 
cost 
per 
item 
(R) 

UB** 
as % 

of total 
ben*

Avg. # 
items 
per 

UB**

25 33 43 Singulair 10mg Tab Leukotriene re-
ceptor antagonist N 0.4 0.1 759 322 1.2 2.4

26 53 139 Crestor 20mg Tab Statin NCE 0.4 0.2 1 892 312 0.5 6.1

27 29 38 Coxflam 15mg Tab Selective COX2 
inhibitor Gen 0.4 0.4 231 109 3.8 2.1

28 25 27 Cymbalta 60mg Cap SNRI O 0.3 0.1 2 434 489 0.4 5.0

29 31 36 Cilift 20mg Tab SSRI Gen 0.3 0.5 462 92 1.9 5.0

30 26 26 Adalat XL 30mg Tab Calcium 
channel blocker O 0.3 0.2 1 370 257 0.6 5.3

31 12 10 Adco-Simvastatin 
20mg Tab

Statin Gen 0.3 0.5 550 96 1.5 5.7

32 36 73 Osteobon-70 Tab Bisphosphonate Gen 0.3 0.2 1 667 252 0.5 6.6

33 28 23 Premarin 0.625mg Tab Oestrogen N 0.3 0.3 816 126 1.0 6.5

34 35 42 Arimidex 1mg Tab Hormone 
inhibitor N 0.3 0.03 13 112 1 519 0.1 8.6

35 54 146 Yasmin Tab Hormonal 
contraceptive N 0.3 0.3 646 128 1.2 5.1

36 37 44 Lansoloc 30mg Cap Proton pump 
inhibitor Gen 0.3 0.2 516 226 1.4 2.3

37 34 30 Livifem 2.5mg Tab Other sex 
hormone N 0.3 0.1 2 373 323 0.3 7.3

38 39 47 Co-Diovan 
160/12.5mg Tab

ARB 
combination N 0.3 0.2 1 374 174 0.5 7.9

39 113 - Aspen Efavirenz 
600mg Tab

Anti-retroviral 
agent Gen 0.3 0.2 1 365 180 0.5 7.6

40 213 - Lexamil 10mg Tab SSRI Gen 0.3 0.2 802 217 0.9 3.7

41 59 75 Augmentin SR 
1000mg Tab

Penicillin N 0.3 0.2 204 179 3.6 1.1

42 40 33 Amloc 5mg Tab Calcium 
channel blocker Gen 0.3 0.3 687 113 1.1 6.1

43 49 55 Celestamine Tab Oral corticoste-
roid combination N 0.3 0.3 159 126 4.5 1.3

44 47 72 Ecotrin 81mg Tab Platelet aggrega-
tion inhibitor N 0.3 1.5 159 26 4.4 6.2

45 50 60 Enbrel 25mg Inj Biological muscu-
loskeletal agent N 0.3 0.004 78 299 9 205 <0.1 8.5

46 46 48 Ketek 400mg Tab Ketolide 
antibiotic N 0.3 0.1 437 387 1.6 1.1

47 63 101 Venlor XR 150mg Cap SNRI Gen 0.3 0.1 2 728 477 0.3 5.7

48 44 39 Atacand Plus 
16/12.5mg Tab

ARB 
combination N 0.3 0.1 1 236 243 0.5 5.1

49 56 57 Eprex Prefill 4000U Inj Haematinic N 0.3 0.01 24 710 3 766 <0.1 6.6

50 60 69 Epilim CR 500mg Tab Anti-epileptic N 0.3 0.1 2 774 459 0.2 6.0

Table 16 Top 50 products according to total expenditure for 2009 (continued)

NOTE:  All brand names are trademarks 
of their respective manufacturers.
Key:
*ben = Beneficiary/ies 
**UB = Utilising beneficiary/ies
ACE inhibitor = Angiotensin converting enzyme inhibitors
ARB = Angiotensin receptor blockers 
Cap = Capsules
COX2 = cyclooxygenase-2
COXIB = Specific cyclooxygenase-2 inhibitor 

Gen = Generic equivalent
Inj = Injection
IV = Intravenous
N  = Original product without generic equivalents 
NCE = New chemical entity 
O  = Original product with generic equivalents
SNRI = Serotonin-noradrenalin reuptake inhibitor
Soln = Solution
SSRI = Selective serotonin reuptake inhibitor 
Tab = Tablets
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Figure 22 Therapeutic groups represented by the top 50 products for 2009
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From 2007 to 2009, the total expenditure on anti-
hypertensive medicines increased by 32.4%.  This 
is the result of a 5.8% increase in average item 
cost, a 14.3% increase in prevalence and a 9.3% 
increase in intensity.  Accordingly the average cost 
per patient per annum increased from R1 271 in 
2007, to R1 305 in 2008 and R1 470 in 2009.

18.4% of beneficiaries claimed for anti-hypertensive 
medicines in 2009.  This percentage increased from 
16.1% in 2007 and 17.5% in 2008.

In 2009, the angiotensin converting enzyme (ACE) 
inhibitors contributed most to the total volume of 
anti-hypertensives, at 38.3% of line items.  This 
group is followed by the beta-receptor blockers 
at 22.6% and the angiotensin receptor blockers 
(ARBs) at 18.7% of item volume.  ACE inhibitors 
also contributed most of the total expenditure on 
anti-hypertensives (36.6%), followed by the ARBs 
in second position (26.4%) and the beta-blockers 
in third position (14.7%).

10.1% of beneficiaries claimed for ACE inhibitors in 
2009, while 4.5% claimed for ARBs and 6.3% for 
beta-receptor blockers.

The average cost per item for anti-hypertensive 
agents was R132 in 2009, R124 in 2008 and R125 

in 2007.  This constituted a decrease of 0.8% 
for 2008 vs. 2007 and an increase of 6.5% for 
2009 vs. 2008. This trend in the change in item 
cost is in line with the change in single exit price 
(SEP) for the respective periods. The SEP for anti-
hypertensives decreased by 1.1% from 2007 to 
2008 and increased by 9.4% from 2008 to 2009.

Table 18 Year-on-year percentage change in 
SEP per anti-hypertensive sub-group

The cost drivers

Therapeutic group

2007 2008 2009

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total 
item volume

Angiotensin converting 
enzyme (ACE) inhibitors 37.6 40.8 38.0 39.8 36.6 38.3

Angiotensin receptor 
blockers (ARBs) 26.9 16.3 25.9 17.4 26.4 18.7

Beta-receptor blockers 14.6 23.8 14.6 22.8 14.7 22.6

Calcium channel blockers 11.1 10.3 11.5 11.4 12.1 11.9

Alpha- & beta-receptor 
blockers 3.8 4.2 3.9 4.3 4.1 4.4

Alpha-receptor blockers 3.4 2.3 3.4 2.2 3.4 2.1

Central acting sympathetic 
nervous system inhibitors 1.1 1.2 1.2 1.1 1.2 1.1

Other anti-hypertensives 0.9 0.5 1.0 0.5 1.0 0.5

Sympathetic nervous 
blockers 0.5 0.5 0.4 0.4 0.4 0.3

Direct acting vasodilators 0.1 0.1 0.1 0.1 0.1 0.1

4. Selected therapeutic groups in detail

Anti-hypertensives / medicines used in the treatment of high blood pressure

Anti-hypertensive medicines were responsible for 10.8% of total expenditure, as well as 10.8% of the total item 
volume in 2009.  This category of medicines occupied the position of top therapeutic group for the previous three 
years.

Table 17 Contribution to total anti-hypertensive expenditure and volume per sub-group

Therapeutic group
2009 
vs. 

2007

2009 
vs. 

2008

2008 
vs. 

2007

Anti-hypertensives 8.1 9.4 -1.1

Sympathetic nervous blockers 20.0 13.3 5.9

Central acting sympathetic 
nervous system inhibitors 19.2 13.9 4.6

Alpha-receptor blockers 18.9 14.2 4.1

Beta-receptor blockers 17.9 12.7 4.6

Alpha- & beta-receptor blockers 16.2 14.0 2.0

Direct acting vasodilators 15.8 11.5 3.8

Other anti-hypertensives 12.9 11.6 1.2

ACE inhibitors 12.1 8.6 3.2

Calcium channel blockers 12.0 13.6 -1.5

ARBs -5.5 5.2 -10.2



The cost drivers

p
a
g
e
 2

1

The largest decrease in SEP occurred in the ARB 
group.  SEP decreased by 5.5% from 2007 to 2009. 
This decrease is the result of the introduction of the 
first generic ARBs onto the South African market.  
There are currently six different ARBs available on 
the South African market, and generic equivalents 
are now available for four of these (Table 19).

The first generic ARB was launched in 2006.  This 
was TaregTM, which contained valsartan. Following 
this, generics were launched for losartan in 2007 
(ZartanTM), irbesartan in 2009 (IrbewinTM) and more 
recently telmisartan in 2010 (PritorTM). Candesartan 
and eprosartan do not have generic equivalents.

The contribution to total item volume increased 
year-on-year for valsartan, valsartan-HCTZ and 
losartan (Table 20).  As a result of this increase, 
the contribution to total expenditure also increased 
for these groups.  The average item cost however 
decreased from 2007 to 2009 for:
• valsartan  7.6%
• valsartan-HCTZ 4.6%
• losartan 47.7%

Other entities that experienced an increase in 
contribution to total expenditure are telmisartan 
and telmisartan-HCTZ.

The top 50 products for 2009 included six products 
for the treatment of hypertension (Table 16):

• Prexum PlusTM Tab   position 2
• PrexumTM 4mg Tab   position 9
• Adalat XLTM 30mg Tab  position 30
• Co-DiovanTM 160/12.5mg Tab position 38
• AmlocTM 5mg Tab   position 42
• Atacand PlusTM 16/12.5mg Tab position 48

Table 19 ARBs available on the South African 
market between 2007 and 2009

Active ingredient Originator to 
market

First generic 
available

Single ingredient ARB

Candesartan 1999 Not available

Eprosartan 2003 Not available

Irbesartan 1998 2009

Losartan 1997 2007

Telmisartan 2000 2010

Valsartan 1998 2006

ARB combinations

Candesartan-HCTZ* 2002 Not available

Eprosartan-HCTZ* 2007 Not available

Irbesartan-HCTZ* 2001 2009

Losartan-HCTZ* 1998 2001

Telmisartan-HCTZ* 2002 2010

Valsartan-HCTZ* 1998 2006

Valsartan-amlodipine 2008 Not available

Active ingredient

2007 2008 2009

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total item 
volume

Single ingredient ARB

Valsartan 11.9 12.2 15.3 15.0 15.4 15.4

Candesartan 10.3 10.8 9.8 8.7 8.8 7.1

Telmisartan 7.6 7.1 7.8 6.5 7.9 6.1

Losartan 6.1 6.1 4.9 8.3 6.9 12.1

Irbesartan 6.3 5.6 6.2 4.9 5.2 4.1

Eprosartan 0.6 0.5 0.5 0.4 0.4 0.3

ARB combinations

Valsartan-HCTZ* 18.4 19.8 21.0 21.1 20.1 20.4

Losartan-HCTZ* 13.9 14.5 9.3 14.4 9.8 14.5

Candesartan-HCTZ* 10.1 9.9 9.9 8.4 9.4 7.3

Telmisartan-HCTZ* 7.4 6.9 7.6 6.3 7.6 5.8

Irbesartan-HCTZ* 7.4 6.6 7.6 5.9 6.7 5.3

Valsartan-amlodipine - - - - 1.8 1.5

Eprosartan-HCTZ* <0.1 <0.1 <0.1 <0.1 <0.1 <0.1

*HCTZ = hydrochlorothiazide

*HCTZ = hydrochlorothiazide
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This group of agents ranked at position two on the 
list of top therapeutic groups for 2009, position 
three for 2008 and position five for 2007.

It was responsible for 6.1% of total expenditure 
and 0.3% of the total item volume in 2009.  The 
average cost per patient per annum was R21 995 
in 2009, up from R17 569 in 2008 and R13 763 in 
2007.

This increase in cost per patient is mainly due to 
an increase in the average item cost.  Item cost 
increased from 2007 to 2008 by 28.7% and by 
22.7% from 2008 to 2009.  The average cost per 
item was:
• R1 846 in 2007
• R2 376 in 2008
• R2 917 in 2009

The SEP for cytostatics increased by 3.5% from 
2007 to 2008 and by 9.5% from 2008 to 2009.  The 
balance of the item cost increase can be attributed 
to more expensive therapies being utilised.

Prevalence also increased year-on-year. The 
percentage beneficiaries that claimed for oncology 
medicines increased from 0.6% in 2007 to 0.7% 
in 2009. The number of items claimed per patient 
increased by only 1.2% for the same period.

There were four anti-cancer agents in the top 50 
products in both 2009 and 2008, and three in 2007. 

HerceptinTM, which ranked in position 16 in 2007, 
moved up to position four in 2008 and to position 
three in 2009. GleevecTM, ranked in position 21 
in 2007, moved up to position nine in 2008 and 
position six in 2009. MabTheraTM 500mg moved up 
to position 13 in 2009, from position 20 in 2007 
and position 18 in 2008. TaxotereTM, which ranked 
in position 30 in 2008 and position 71 in 2007, 
moved up to position 23 in 2009.

HerceptinTM (trastuzumab), GleevecTM (imatinib) 
and MabTheraTM (rituximab) belong to the category 
of medicines referred to as biological reaction 
modifiers or targeted cancer therapies, and 
TaxotereTM (docetaxel) belongs to the taxane class 
of chemotherapeutics.

Table 21 Top 10 cytostatics for 2009

Figure 23 Contribution to total item volume per active ingredient: ARBs

Product description Rank 
2009

Rank 
2008

Rank 
2007

HerceptinTM IV Soln 3 4 16

GleevecTM 400mg Tab 6 9 21

MabTheraTM 500mg Vial 13 18 20

TaxotereTM 80mg Inj 23 30 71

ErbituxTM 100mg/50ml Vial 52 143 -

EloxatinTM 100mg/20ml Inf 60 43 63

MabTheraTM 100mg Vial 67 83 113

AlimtaTM 500mg Vial 71 81 215

GemzarTM 1000mg Inj 82 120 141

Xeloda 500TM Tab 108 134 145

Cytostatics / medicines for the treatment of cancer
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Chemotherapy agents kill cells that divide 
rapidly, like malignant cells, and unfortunately 
even normal rapidly dividing cells such as the 
cells of bone marrow, mucous membranes, 
the gastrointestinal tract and hair.  This leads 
to the unwanted side effects associated with 
chemotherapy such as hair loss and bone marrow 
suppression.

Targeted cancer therapies are drugs that block 
the growth and spread of cancer by interfering 
with specific molecules involved in tumour 
growth and progression. Targeted therapies 
can be small-molecule drugs or monoclonal 
antibodies. Small-molecule drugs are designed 
so that they are able to enter cells and act on 
specific targets inside tumour cells. Monoclonal 
antibodies are designed to act on specific targets 
that are usually outside cells as they are too 
big to enter through cell membranes.  Because 
targeted cancer therapies focus more on the 
molecular and cellular changes that are specific 
to cancer, they may be more effective than other 
types of treatment, including chemotherapy and 
radiotherapy, and less harmful to normal cells.

The following monoclonal antibodies were 
available in 2009 for the treatment of 
cancer:
• Trastuzumab HerceptinTM

• Rituximab MabTheraTM

• Bevacizumab AvastinTM

• Cetuximab ErbituxTM

• Alemtuzumab MabCampathTM

• Gemtuzumab MylotargTM

• Ibritumomab ZevalinTM

• Nimotuzumab TheraCimTM

• Panitumumab VectibixTM

Trastuzumab (HerceptinTM) is a humanised 
monoclonal antibody that selectively binds to 
the domain of the human epidermal growth 
factor receptor 2 protein, HER-2. The mechanism 
by which trastuzumab acts, is not completely 
understood.  One likely possibility is that it 
prevents HER-2 from sending growth signals 
by binding to HER-2 on the surface of tumour 
cells that express high levels of HER-2. The 
HER-2 antigen is over-expressed in about 30% 
of patients with breast cancer.  Serious adverse 
effects associated with trastuzumab include 
infusion-related reactions (with acute respiratory 
distress syndrome) and cardiotoxicity.  These 
adverse effects are common, and when given in 
combination with chemotherapy, the incidence 
of most adverse effects increases over those 
expected for either agents alone.

 
Bevacizumab (AvastinTM) is a monoclonal 
antibody that binds to the vascular endothelial 
growth factor (VEGF) and prevents VEGF from 
interacting with its receptors on endothelial cells, 
thereby preventing the formation of new blood 
vessels. It is approved for the treatment of the 
following conditions:
• glioblastoma
• non-small cell lung cancer 
• metastatic breast cancer
• metastatic colorectal cancer
It is also used off-label for the treatment of 
AMD (age-related macular degeneration or wet 
macular degeneration).

Rituximab (MabTheraTM) is a chimeric (mouse 
/ human) monoclonal antibody that targets 
the CD20 surface antigen of mature B-cell 
lymphocytes.  It is approved to treat the following 
conditions:
• non-Hodgkin’s lymphoma
• high grade B cell lymphoma
• chronic lymphocytic leukemia
• hairy cell leukemia
In 2009, it was also registered for use in 
rheumatoid arthritis.

Imatinib mesylate (GleevecTM) is a small-
molecule targeted therapy that acts by inhibiting 
protein-tyrosine kinase, specifically Bcr-Abl 
tyrosine kinase, the abnormal tyrosine kinase 
created by the Philadelphia chromosome 
abnormality in chronic myeloid leukemia 
(CML). Imatinib is indicated for the following 
conditions: 
• Philadelphia chromosome positive (Ph+) 

chronic myeloid leukemia (CML)
• recurrence of chronic myeloid leukemia (CML) 

following stem cell transplantation (SCT)
• metastatic gastrointestinal stromal tumour 

(GIST)
• dermatofibrosarcoma protuberans (DFSP)
• relapsed / refractory Philadelphia 

chromosome-positive acute lymphoblastic 
leukemia (Ph+ALL)

• myelodysplastic / myeloproliferative diseases 
(MDS/MPD)

• hypereosinophilic syndrome / chronic             
eosinophilic leukemia (HES/CEL)aggressive 
systemic mastocytosis (ASM)

About oncology medicines
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Hypolipidaemic / cholesterol lowering 
agents

Hypolipidaemic agents form the third highest 
therapeutic group for 2009 at 5.2% of total 
expenditure and 4.3% of the total item volume.  
From 2007 to 2009, hypolipidaemic expenditure 
increased by 26.6%.  This increase is the result of 
a 32.2% increase in prevalence.

The average annual cost to treat a patient with 
high cholesterol however decreased form R1 328 
in 2007, to R1 293 in 2008 and to R1 272 in 2009.  
The reason for this is a decrease in average item 
cost (by 3.8% from 2007 to 2009), as a result of the 
introduction of less expensive generic equivalents in 
this therapeutic group and a subsequent decrease 
in the SEP of hypolipidaemic agents (Table 22).

95.4% of all hypolipidaemic agents claimed in 2009 
were in the statin group, while 2.8% were fibrates 
and 1.8% constituted other hypolipidaemic agents 
(including EzetrolTM, QuestranTM and OlbetamTM).

The rand per beneficiary per annum spent on 
statins increased from 2007 to 2009 by 25.2%.  
This increase is however the result of an increase in 
prevalence of 32.8%, while the average item cost 
decreased by 5.0%.  The intensity of use remained 
stable.

Six different statins are currently available on the 
South African market (Table 24).  Three of these 
entities have generic equivalents available:
• simvastatin (since 2002)
• pravastatin (since 2005)
• atorvastatin (since 2007)

No generic equivalents are available for the 
remaining three statins:
• fluvastatin
• lovastatin
• rosuvastatin

Simvastatin is the only statin where the SEP 
decreased for 2009 compared to 2007 (by 23.4%).  
This group experienced the biggest generic 
competition, with 16 simvastatin brand names 
registered in 2009.  

Atorvastatin experienced the smallest SEP increase 
from 2007 to 2009 (6.3%).  Generic atorvastatin 
was introduced to the market in 2007 and, in 2009, 
two generic brand names were available.  The use 
of generic equivalents in this group increased from 
20% in 2007 to 77% in 2009, contributing to the 
reduction in the average item cost of atorvastatin.

Table 22 Percentage change in SEP per 
hypolipidaemic sub-group

Table 23 Percentage change in SEP per active 
ingredient sub-group

Rosuvastatin, a new chemical entity, was responsible 
for 16.1% of the item volume and 25.0% of the 
expenditure in the statin group for 2009.  For 2007 
to 2009, the expenditure on rosuvastatin increased 
mainly due to an increase in utilisation. Prevalence 
increased by 126.6% and intensity by 9.9%.  The 
average item cost increased by 9.2%.

The top 50 products for 2009 included five products 
for the treatment of high cholesterol (Table 16):
• Aspavor 10mgTM Tab position 7
• Crestor 10mgTM Tab position 10
• Aspavor 20mgTM Tab position 12
• Crestor 20mgTM Tab position 26
• Adco-Simvastatin 20mgTM Tab position 31

Therapeutic group
2009 
vs. 

2007

2009 
vs. 

2008

2008 
vs. 

2007

Hypolipidaemic agents -1.7 -1.4 -0.3

Fibrates 18.5 14.0 4.0

Others 16.7 13.6 2.7

HMG-CoA reductase 
inhibitors (statins) -3.9 -3.2 -0.7

Active ingredient
2009 
vs. 

2007

2009 
vs. 

2008

2008 
vs. 

2007

Lovastatin 19.2 14.3 4.3

Fluvastatin 18.2 13.3 4.3

Rosuvastatin 11.0 9.2 1.6

Pravastatin 10.9 6.5 4.1

Atorvastatin 6.3 9.8 -3.2

Simvastatin -23.4 -21.5 -2.5

The cost drivers
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Anti-depressants
 
Anti-depressants form the therapeutic group with 
the fourth largest contribution to total expenditure 
in 2009 at 4.7% of total expenditure and 3.6% of 
the total volume of items.

12.2% of beneficiaries claimed for anti-depressant 
medication in 2009, compared to 12.4% in 2008 
and 11.7% in 2007.  The average cost per patient 
per year increased from R751 in 2007, to R833 in 
2008 and to R971 in 2009.

From 2007 to 2009, anti-depressant expenditure 
increased by 34.5%. This was the result of a 
15.8% increase in item cost, a 4.0% increase in 
prevalence and an 11.7% increase in intensity.  
The SEP for anti-depressants increased by 15.2% 
for the same period.

The selective serotonin reuptake inhibitors (SSRIs) 
contributed most to the total anti-depressant 
expenditure (49.6%), followed by serotonin-
noradrenalin reuptake inhibitors (SNRIs) (23.8%) 
and other anti-depressants (15.9%) (Table 25).

SSRIs were responsible for 52.0% of the total line 
items paid and 6.7% of beneficiaries used SSRIs in 
2009.  Expenditure on SSRIs increased by 28.7% 
for 2009 vs. 2007.  This is due to a 5.0% increase 
in prevalence, a 10.3% increase in intensity and 
an 11.1% increase in item cost.  The SEP for SSRIs 
increased by 14.2% for the same period.

In comparison, in 2009, SNRIs were used by only 
1.1% of beneficiaries and were responsible for 
9.6% of items paid.  The average cost per item for  

 
 
 
SNRIs was R426 compared to R164 for the SSRIs.  
The average cost per patient per annum was R2 
620 and R883 respectively.  The SEP for SNRIs 
increased by 17.6% from 2007 to 2009, while the 
total cost per item increased by 13.2% for the 
same period.

Both SSRIs and SNRIs have generic equivalents 
available on the market.  The first generic equivalents 
for duloxetine and venlafaxine, both SNRIs, came 
to market in 2006 and 2009 respectively.  All 
entities or active ingredients in the SSRI group 
have generic equivalents available.

Other anti-depressants experienced a 60.8% 
increase in expenditure from 2007 to 2009.  Item 
cost increased by 16.0%, prevalence by 22.7% 
and intensity by 13.0%. The SEP for this category 
increased by 11.2% for the same period.

Five anti-depressants appeared on the top 50 list 
of products for 2009.  These all fall into the SSRI 
or SNRI groups.  CipralexTM (escitalopram) ranked 
at position one for 2007 and 2008, but moved 
down to position 16 in 2009.  This was due to the 
introduction of generic equivalents for CipralexTM 
in 2008.

The five anti-depressants on the top 50 product list 
are (Table 16):
•  Cipralex 10mgTM Tab position 16
•  Cymbalta 60mgTM Cap position 28
•  Cilift 20mgTM Tab position 29
•  Lexamil 10mgTM Tab position 40
•  Venlor XR 150mgTM Cap position 47

Active ingredient

2007 2008 2009

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total item 
volume

Atorvastatin 45.0 34.8 40.8 34.6 41.5 33.5

Simvastatin 35.7 49.6 34.5 47.1 27.3 45.6

Rosuvastatin 11.5 8.5 17.8 12.4 25.0 16.1

Pravastatin 4.0 3.5 3.6 3.0 3.2 2.4

Fluvastatin 3.1 2.5 2.7 2.1 2.5 1.7

Lovastatin 0.7 1.1 0.6 0.8 0.5 0.7

Table 24 Contribution to total statin expenditure and volume

The cost drivers
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Therapeutic group Rank
% Total 
expen-
diture

% Total 
item 

volume

Avg. cost 
per utilis-
ing ben* 

(R)

Avg. cost 
per item 

(R)

Utilising 
ben* as 

% of total 
ben*

Avg. # 
items per 
utilising 

ben*

Selective serotonin reuptake 
inhibitors (SSRIs) 1 49.6 52.0 883 164 6.7 5.4

Serotonin-noradrenalin 
reuptake inhibitors (SNRIs) 2 23.8 9.6 2 620 426 1.1 6.2

Other anti-depressants 3 15.9 11.7 951 234 2.0 4.1

Tricyclics 4 7.6 24.3 196 54 4.6 3.6

Lithium 5 1.3 1.1 1 377 195 0.1 7.1

Non-tricyclics 6 1.0 0.8 1 391 230 0.1 6.0

Selective MAO inhibitors 7 0.7 0.5 1 420 255 0.1 5.6

Non-selective MAO inhibitors 8 <0.1 <0.1 1 463 244 <0.1 6.0

Table 25 Expenditure per anti-depressant sub-group for 2009

The cost drivers

Therapeutic group Rank

2007 2008 2009

% Total 
expen-
diture

% Total 
item 

volume

% Total 
expen-
diture

% Total 
item 

volume

% Total 
expen-
diture

% Total 
item 

volume

SSRIs 1 51.8 52.1 51.5 52.6 49.6 52.0

SNRIs 2 22.8 9.0 23.1 9.5 23.8 9.6

Other anti-depressants 3 13.3 9.8 14.3 10.8 15.9 11.7

Tricyclics 4 8.4 26.2 7.7 24.5 7.6 24.3

Lithium 5 1.4 1.2 1.3 1.1 1.3 1.1

Non-tricyclics 6 1.3 1.0 1.1 0.9 1.0 0.8

Selective MAO inhibitors 7 0.9 0.6 0.8 0.5 0.7 0.5

Non-selective MAO inhibitors 8 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1

Table 26 Contribution to total expenditure and volume per anti-depressant sub-group

Therapeutic group Rank

2007 2008 2009

% Total 
expen-
diture

% Total 
item 

volume

% Total 
expen-
diture

% Total 
item 

volume

% Total 
expen-
diture

% Total 
item 

volume

SSRIs 100.0 100.0 100.0 100.0 100.0 100.0

Escitalopram 1 40.8 21.9 42.8 23.8 41.3 25.8

Citalopram 2 20.6 33.9 21.0 34.7 21.9 34.7

Paroxetine 3 17.0 13.0 14.9 11.9 14.1 10.7

Sertraline 4 10.5 6.5 10.8 6.7 12.1 7.1

Fluoxetine 5 9.2 23.8 8.7 22.0 8.8 20.8

Fluvoxamine 6 1.9 0.9 1.8 0.9 1.8 0.9

SNRIs 100.0 100.0 100.0 100.0 100.0 100.0

Venlafaxine 1 54.9 58.2 55.1 59.9 57.0 61.7

Duloxetine 2 45.1 41.8 44.9 40.1 43.0 38.3

Other anti-depressants 100.0 100.0 100.0 100.0 100.0 100.0

Mirtazapine 1 36.3 21.5 33.5 23.1 30.3 21.6

Bupropion 2 18.4 17.5 21.0 19.7 27.2 23.1

Trazodone 3 18.0 11.7 20.4 13.6 21.0 16.4

Sulpiride 4 17.5 40.9 16.3 37.0 14.6 33.5

Flupentixol 5 8.3 6.8 7.6 5.8 5.8 4.6

Reboxetine 6 1.2 0.8 1.2 0.8 1.1 0.8

Fluphenazine-nortriptyline 7 0.3 0.8 <0.1 <0.1 <0.1 <0.1

Table 27 Contribution to total expenditure and volume per active ingredient: anti-depressants
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Therapeutic group Rank

2007 2008 2009

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

Tricyclics 100.0 100.0 100.0 100.0 100.0 100.0

Amitriptyline 1 52.5 78.4 55.4 80.1 56.9 81.4

Clomipramine 2 11.3 2.2 11.5 2.2 11.0 1.9

Dothiepin 3 14.4 7.1 13.3 6.4 12.1 5.9

Imipramine 4 7.7 9.1 7.1 8.4 7.9 8.1

Lofepramine 5 4.9 0.7 4.2 0.7 3.9 0.6

Trimipramine 6 8.2 2.2 7.8 2.0 7.4 1.9

Amitriptyline-
chlordiazepoxide 7 1.0 0.3 0.7 0.2 0.8 0.2

Lithium 100.0 100.0 100.0 100.0 100.0 100.0

Non-tricyclics 100.0 100.0 100.0 100.0 100.0 100.0

Mianserin 1 83.3 89.1 82.9 89.3 84.1 90.0

Maprotiline 2 16.7 10.9 17.1 10.7 15.9 10.0

Selective MAO 
inhibitors 100.0 100.0 100.0 100.0 100.0 100.0

Moclobemide 1 100.0 100.0 100.0 100.0 100.0 100.0

Non-selective MAO 
inhibitors 100.0 100.0 100.0 100.0 100.0 100.0

Tranylcypromine 1 100.0 100.0 100.0 100.0 100.0 100.0

Table 27 Contribution to total expenditure and volume per active ingredient: anti-depressants (continued)

The cost drivers

Gastric acid reducers
 
Gastric acid reducers were responsible for 4.3% of 
total expenditure, as well as 3.2% of the total volume 
of items claimed in 2009. This category of medicine 
occupied position five of the top therapeutic groups 
for 2009 and 2008, and position four in 2007.  20.1% of 
beneficiaries claimed for gastric acid reducers in 2009.

From 2007 to 2009 the total expenditure on gastric 
acid reducers increased by 35.6%. This is the result 
of a 26.1% increase in average item cost, a 2.1% 
increase in prevalence and a 5.4% increase in 
intensity. Accordingly the average cost per patient 
per annum increased from R407 in 2007 to R 459 in 
2008 and R540 in 2009. 

The top 50 products for 2009 included four gastric 
acid reducers (Table 16):
• Nexiam 40mgTM Tab position 1
• Altosec 20mgTM Cap position 17
• Nexiam 20mgTM Tab position 21
• Lansoloc 30mgTM Cap position 36

The proton pump inhibitors (PPIs) contributed most 
to the total expenditure and volume of gastric acid reducers 
in 2009, at 81.4% of expenditure and 65.3% of 
volume (Table 28).  The PPIs are followed by antacid 
combinations in position two (at 9.9% of expenditure 
and 20.3% of volume) and cytoprotective agents in 
position three (at 6.2% of expenditure and 4.6% of 
volume).  The contribution to total expenditure and 
volume increased year-on-year for the PPIs, while it 
decreased for the other categories.

PPI expenditure in detail

Omeprazole was the first PPI to reach the South African 
market in 1989 and was followed by lansoprazole, 
pantoprazole, rabeprazole and esomeprazole. 
Omeprazole, lansoprazole and pantoprazole all have 
generic equivalents available.

Esomeprazole contributed most to total PPI 
expenditure for three consecutive years at 36.8% in 
2009, following 37.1% in 2008 and 37.0% in 2007.

Omeprazole contributed second most to PPI 
expenditure, also for three consecutive years, at 
27.5% in 2009, 25.3% in 2008 and 23.6% in 2007. 
This is followed by lansoprazole at 16.9% in 2009, 
17.8% in 2008 and 18.9% in 2007.

Omeprazole however contributed most to total 
PPI volume, for all three years, and showed 
growth in volume contribution from 2007 to 2009. 
Esomeprazole and lansoprazole featured in second 
and third postion for all three years.

From 2007 to 2009 (Table 30), omeprazole 
experienced a 66.3% increase in cost per beneficiary.  
The average cost per item increased by 17.6%, 
prevalence by 20.3% and intensity by 17.6%.  
Esomeprazole experienced a 41.9% increase in cost 
per beneficiary, due to a 20.4% increase in item 
cost, an 8.9% increase in prevalence and an 8.2% 
increase in intensity.
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Therapeutic group Rank

2007 2008 2009

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

Proton pump inhibitors 
(PPIs) 1 77.3 55.5 79.2 61.0 81.4 65.3

Antacid combinations 2 12.2 26.4 11.5 22.9 9.9 20.3

Cytoprotective agents 3 7.3 5.3 6.5 4.9 6.2 4.6

H2 receptor antagonists 4 2.3 8.7 2.0 7.6 1.6 6.6

Antacids 5 0.9 4.1 0.8 3.6 0.9 3.2

Table 28 Contribution to total expenditure and volume per gastric acid reducer sub-group

The cost drivers

Therapeutic group Rank

2007 2008 2009

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

Esomeprazole 1 37.0 25.9 37.1 25.1 36.8 24.2

Omeprazole 2 23.6 35.2 25.3 37.1 27.5 39.3

Lansoprazole 3 18.9 22.2 17.8 20.9 16.9 20.0

Pantoprazole 4 15.7 13.4 16.1 13.4 14.9 12.9

Rabeprazole 5 4.8 3.3 3.7 3.5 3.9 3.6

Table 29 Contribution to total expenditure and volume per active ingredient: PPIs

Active ingredient

% Change 2009 vs. 2007

Average cost 
per ben* (R)

Average cost 
per UB** (R)

Average cost 
per item (R)

UB** as % of 
total ben*

Average # items 
per UB**

Esomeprazole 41.9 30.2 20.4 8.9 8.2

Omeprazole 66.3 38.2 17.6 20.3 17.6

Lansoprazole 27.4 18.1 11.5 7.9 5.9

Pantoprazole 36.0 25.2 12.2 8.7 11.6

Rabeprazole 16.1 -12.6 -17.1 32.8 5.4

Table 30 Change in key indicators per active ingredient: PPIs

Active ingredient Average cost per 
UB** (R)

Average cost per 
item (R)

UB** as % of total 
ben*

Average # items 
per UB**

Esomeprazole 760 347 4.3 2.2

Omeprazole 365 159 6.7 2.3

Lansoprazole 417 192 3.6 2.2

Pantoprazole 661 264 2.0 2.5

Rabeprazole 582 246 0.6 2.4

Table 31 Expenditure per active ingredient for 2009: PPIs
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The proton pump inhibitors (PPIs), which include omeprazole, esomeprazole, lansoprazole, pantoprazole 
and rabeprazole, are the most effective suppressors of gastric acid secretion.

All PPIs are substituted benzimidazoles that suppress the final step in gastric acid secretion by binding 
to the proton pump (H+/K+-ATPase enzyme system) on the gastric parietal cell. These drugs all have a 
short serum half-life of about 1.5 hours, but the duration of acid inhibition lasts up to 24 hours due to 
the irreversible action on the proton pump. Once daily dosing is therefore usually sufficient.

Gastric acid reducers are used to treat conditions where an imbalance exists between the secretion of 
gastric acid and the mucosal defences of the exposed tissue, in conditions such as:
• Gastroesophageal reflux disease (GORD), where PPIs are indicated for the healing of erosive 

oesophagitis, and symptomatic gastroesophageal reflux disease
• Peptic ulcer disease (PUD)
• Gastro-intestinal erosions caused by medicine e.g. aspirin and other non-steroidal anti-inflammatory 

drugs (NSAIDs)
• Acid-hypersecretory conditions such as Zollinger–Ellison syndrome

Traditional treatment focused on neutralising gastric acid with antacids, until the first histamine-2 
receptor antagonist, cimetidine, was released in the mid 1970s, achieving the reduction of gastric acid 
while also reducing the inconvenience of large, multiple and sometimes unpalatable doses of antacids.

GORD is a clinical manifestation of excessive reflux of acidic gastric contents into the oesophagus, 
resulting in irritation or injury to the oesophageal mucosa. PPIs are effective in controlling the symptoms 
of GORD and healing reflux oesophagitis in 85-90% of patients.

Peptic ulcers (gastric and duodenal) are lesions in the gastric or duodenal mucosa that reach or extend 
through the muscularis mucosa, the muscular part of the mucosal layer. Peptic ulcers usually occur 
in patients who have normal acid secretion, but whose gastro-intestinal mucosal defences have been 
disrupted because of Helicobacter pylori infection or therapy with aspirin, other NSAIDs, clopidogrel or 
bisphosphonates.  In Helicobacter pylori associated ulcers, PPIs form an integral part of the eradication 
strategy. Healing rates of PPIs for duodenal ulcers are 80% in two weeks and 97% in four weeks and for 
gastric ulcers 80% in two weeks and 95% in four weeks.

Symptomatic ulcers occur in more than 1% of patients taking NSAIDs after one year. Proton pump 
inhibitors have shown healing rates of NSAID-induced ulcers of between 88% and 96% over a four to 
eight week period.

About proton pump inhibitors

Anti-viral agents
 
Anti-viral agents were responsible for 2.9% of total 
expenditure and 1.4% of item volume in 2009.  
Anti-retroviral agents (ARVs) were responsible for 
78.6% of all anti-viral expenditure and 78.3% of 
volume, while other anti-viral agents made up the 
remaining 21.4% of expenditure and 21.7% of item 
volume.

The anti-viral agents ranked in position eight on the 
list of top therapeutic groups for 2009, moving up 
from position 11 in 2008 and position 13 in 2007.  
The average cost per patient per year on anti-viral 
agents was R1 220 in 2009, increasing from R1 092 
in 2007 and decreasing from R1 368 in 2008.

The top 50 products for 2009 included three anti-
viral agents (Table 16):
• TruvadaTM Tab position 11
• Aspen LamzidTM Tab position 24
• Aspen EfavirenzTM 600mg Tab position 39

Anti-retroviral agents (ARVs)

ARV expenditure increased by 43.1% from 2007 to 
2009.  This was due to a 26.7% increase in item 
cost and a 26.9% increase in prevalence.  Intensity 
decreased by 11.0%.  From 2007 to 2009, the 
SEP for ARVs increased by only 5.5%. The large 
item cost increase, combined with a decrease in 
intensity, can be attributed to single ARVs being 
replaced by combination preparations.

Single ARVs were responsible for 73.1% of items 
claimed in 2007, but this decreased to 58.1% in 
2009.  Inversely, combination agents increased 
from 26.9% of item volume in 2007 to 41.9% in 
2009.  Combination agents were responsible for 
61.3% of ARV expenditure in 2009, compared to 
45.4% in 2007.
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The top anti-retroviral product for 2009 was TruvadaTM 
in position 11, having moved up from position 16 in 
2008 and position 199 in 2007.

TruvadaTM is a combination of tenofovir and 
emtricitabine, both nucleoside reverse transcriptase 
inhibitors (NRTIs) which traditionally have a low pill 
burden and no meal restrictions.

HAART therapy

The recommended first line treatment for HIV is 
a combination of three or more medications from 
different classes in a regimen called Highly Active 
Antiretroviral Therapy (HAART). The recommended 
first combination should consist of two NRTIs and a 
non-nucleoside reverse transcriptase inhibitor (NNRTI) 
or in some circumstances, a protease inhibitor (PI).

Available anti-retroviral combinations in 2009 were:
Two NRTIs
• Zidovudine and lamivudine
 o Aspen LamzidTM Tab
 o Cipla DuovirTM

 o CombivirTM

 o Sonke Lamivudine + ZidovudineTM

• Lamivudine and abacavir
 o KivexaTM

• Tenofovir and emtricitabine
 o TruvadaTM

Three NRTIs
• Zidovudine, lamivudine and abacavir
 o TrizivarTM

Two NRTIs and a NNRTI
• Stavudine, lamivudine and nevirapine
 o Triomune-40TM

 o Sonke-LamiNevStavTM

Two PIs:
• Lopinavir and ritonavir 
 o AluviaTM

 o KaletraTM

Therapeutic group

2007 2008 2009

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total item 
volume

% Total 
expenditure

% Total item 
volume

Anti-retroviral agents 81.5 80.2 83.5 83.6 78.6 78.3

Other anti-viral agents 18.5 19.8 16.5 16.4 21.4 21.7

Table 32 Contribution per anti-viral sub-group for 2009

Therapeutic group Average cost 
per ben* (R)

Average cost 
per utilising 

ben* (R)

Average cost 
per item (R)

Utilising ben 
*as % of total 

ben**

Average # 
items per UB*

Anti-retroviral agents 56 4 868 263 1.2 18.5

Other anti-viral agents 15 316 259 4.9 1.2

Table 33 Expenditure per anti-viral sub-group for 2009

Other anti-viral agents

The expenditure on other anti-viral agents 
increased by 71.3% from 2007 to 2009, which was 
attributed to a 35.6% increase in item cost and a 
33.7% increase in prevalence. Intensity decreased 
by 5.5%.

The increase in the use of other anti-viral agents 
may be attributed to the H1N1 virus pandemic that 
originated in Mexico in 2009, with the first case 
of swine flu in South Africa confirmed on 18 June 
2009. 

Oseltamivir and the H1N1 swine flu

The H1N1 flu is caused by a type A influenza virus 
and most people infected with H1N1, like normal 
seasonal flu, will have mild illness, will not need 

anti-virals and will recover in less than two weeks.  
Some people however are more likely to get flu 
complications that result in hospitalisation and 
occasionally in death.

The CDC (Center for Disease Control and 
Prevention) recommends that anti-viral medication 
be reserved for people with more severe illness, 
such as people hospitalised with influenza, people 
at risk of  influenza-related complications, children 
younger than two years, adults 65 years and older, 
pregnant women and people younger than 19 years 
who are receiving long-term aspirin therapy.

Two anti-viral agents have been reported to 
help prevent or reduce the effects of swine flu, 
oseltamivir (TamifluTM) and zanamivir (RelenzaTM). 
Zanamivir and oseltamivir are medicines known 
as neuraminidase inhibitors, as they help prevent 
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influenza A and influenza B viruses from multiplying 
in the body by interfering with the production 
and release of the virus from cells that line the 
respiratory tract. This may slow the spread of the 
infection within the airways and lungs. Oseltamivir 
is taken orally and is indicated for the prophylaxis of 
influenza in patients 13 years or older; zanamivir is 
inhaled through a device and is used in adults and 
children aged five years and older.

In 2009, oseltamivir (TamifluTM) was responsible for 
38.8% of other anti-viral expenditure, compared 
to 11.8% in 2008 and 14.0% in 2007.  It also 
accounted for 35.2% of the item volume in 2009, 
compared to 10.1% in 2008 and 10.6% in 2007.  
Zanamivir, accounting for 0.1% of items in 2009, 
increased in prevalence from 2007 to 2009 by more 
than 600%.  Intensity increased by 5.1% during the 
same period.

Anti-viral agents for the treatment of herpes 
viruses

Acyclovir was responsible for 43.8% of other anti-
virals in 2009.  Acyclovir cream contributed 25.8% 
to item volume, while other acyclovir preparations 
contributed the remaining 18.0%. 

Acyclovir is active against most known species of 
herpes viruses, namely herpes simplex virus type  
I (HSV-1), herpes simplex virus type II (HSV-2),  
varicella zoster virus, Epstein-Barr virus and 
cytomegalovirus.

Acyclovir cream is used to treat HSV-1 infections 
that usually cause herpes labialis or cold sores and 
HSV-2 infections that usually cause genital herpes.

Penciclovir cream, another topical preparation for 
the treatment of cold sores, experienced a 48.3% 

increase in prevalence for 2009 vs. 2007.  Topical 
penciclovir is considered more effective than 
acyclovir to treat cold sores, because penciclovir 
has a longer intra-cellular half-life than acyclovir.

Oral acyclovir is indicated for the following 
conditions:
• Initial and recurring herpes simplex infections.
• Prophylaxis of herpes simplex infections in 

immune-compromised patients.
• Treatment of herpes zoster (shingles) infections 

if lesions are not older than 72 hours.
• Treatment of varicella zoster within 24 hours of 

appearance of typical chickenpox lesions.

Valacyclovir was responsible for 26.5% of 
expenditure and 12.3% of item volume in 2009, thus 
contributing second most to expenditure on other 
anti-virals. In 2009, valacyclovir was used by 0.6% 
of beneficiaries at an average item cost of R559 and 
1.2 items per patient per annum.  Valacyclovir is a 
derivative of acyclovir. It has the same indications 
as acyclovir and is also indicated in the prophylaxis 
of cytomegalovirus (CMV) and other herpes virus 
infections following organ transplantation.

Valganciclovir is the entity contributing third most 
to total expenditure in 2009.  From 2007 to 2009 
the prevalence of valganciclovir increased by more 
than 300% and intensity increased by 27.8%. 
Valganciclovir is the oral pro-drug of ganciclovir, 
a synthetic nucleoside with properties similar to 
acyclovir, used in the intravenous treatment of CMV 
infections. Valganciclovir is used in the prevention of 
CMV disorders in organ transplant patients and the 
treatment of an AIDS-related complication called 
CMV-retinitis. If left untreated, CMV-retinitis causes 
blindness.  In 2009, valganciclovir was used in less 
than 0.1% of patients on average at R11 925 per 
item and 3.2 items per patient per annum.

Therapeutic group

2007 2008 2009

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

Oseltamivir 14.0 10.5 11.8 10.1 38.8 35.2

Valacyclovir 42.4 17.2 38.9 17.4 26.5 12.3

Valganciclovir 3.1 0.1 9.1 0.2 10.3 0.2

Acyclovir 15.0 22.3 14.1 23.4 10.2 18.0

Famciclovir 16.8 5.9 17.9 6.4 9.0 3.7

Acyclovir cream 7.2 38.4 6.7 36.0 4.3 25.8

Penciclovir cream 0.7 3.7 0.8 4.9 0.7 4.5

Ribavirin 0.3 0.1 0.2 <0.1 0.1 <0.1

Zanamivir <0.1 <0.1 <0.1 <0.1 0.1 0.1

Moroxydine-DPH-cetrimide 0.5 1.8 0.4 1.6 <0.1 0.3

Ganciclovir <0.1 <0.1 0.1 <0.1 <0.1 <0.1

Table 34 Contribution per active ingredient to total expenditure and volume: other anti-virals

DPH = dipenhydramine
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Sedative hypnotics

Sedative hypnotics were responsible for 1.5% of 
total expenditure and 1.9% of the total item volume 
in 2009, occupying the sixteenth position on the list 
of top therapeutic groups.

From 2007 to 2009, the total expenditure on 
sedative hypnotics increased by 48.0%. This is the 
result of a 24.5% increase in average item cost, a 
10.8% increase in prevalence and a 7.3% increase 
in intensity. Accordingly the average cost per patient 
per annum increased from R329 in 2007, to R367 in 
2008 and R440 in 2009. 

In 2009, 8.8% of beneficiaries claimed for at least 
one sedative hypnotic at an average cost of R106 
per item.

The sub-group for other sedative hypnotics 
contributed most to the total expenditure and 
volume on sedative hypnotics in 2009 (Table 35), 
making up 63.6% of expenditure and 76.8% of the 
items claimed.  The benzodiazepines contributed 
36.2% to expenditure and 22.3% to item volume, 
while the barbiturates were responsible for only 
0.2% of expenditure and 0.9% of line items.

In the benzodiazepine group (Table 36), loprazolam 
contributed most to expenditure and volume at 
47.0% and 35.4% respectively for 2009.  This entity 
is followed by temazepam (at 18.1% of expenditure 
and 17.8% of volume) and midazolam (at 14.7% of 
expenditure and 15.8% of volume). 

In the other sedatives group, zolpidem contributed 
most to the total expenditure (74.8%) and volume 
claimed (60.9%) for 2009, followed by zopiclone 
with 24.1% and 36.8% respectively.

Therapeutic group

2007 2008 2009

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

Benzodiazepines 39.1 23.8 38.4 22.9 36.2 22.3

Barbiturates 0.2 1.2 0.2 1.1 0.2 0.9

Other sedative hypnotics 60.7 75.0 61.4 76.0 63.6 76.8

Table 35 Contribution to total expenditure and volume per sedative hypnotic sub-group

Therapeutic group

2007 2008 2009

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

% Total 
expenditure

% Total 
item 

volume

Benzodiazepines 100.0 100.0 100.0 100.0 100.0 100.0

Loprazolam 33.8 24.1 41.3 31.2 47.0 35.4

Temazepam 23.1 19.3 21.4 18.6 18.1 17.8

Midazolam 17.0 17.3 15.9 16.9 14.7 15.8

Triazolam 8.9 12.7 5.7 8.3 6.2 9.0

Lormetazepam 6.6 4.1 6.1 4.0 5.4 3.5

Flunitrazepam 5.6 11.9 4.8 10.7 4.2 9.1

Brotizolam 2.3 2.2 2.4 2.4 2.1 2.1

Flurazepam 1.6 1.1 1.4 1.0 1.3 0.9

Nitrazepam 1.1 7.3 1.0 6.9 1.0 6.4

Barbiturates 100.0 100.0 100.0 100.0 100.0 100.0

Phenobarbital 100.0 100.0 100.0 100.0 100.0 100.0

Other sedative hypnotics 100.0 100.0 100.0 100.0 100.0 100.0

Zolpidem 70.0 56.9 71.6 58.9 74.8 60.9

Zopiclone 28.9 40.9 27.3 39.1 24.1 36.8

Doxylamine 0.8 1.3 0.8 1.3 0.8 1.4

Diphenhydramine 0.3 0.9 0.3 0.7 0.3 0.9

Table 36 Contribution to total expenditure and volume per active ingredient: sedative hypnotics
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Therapeutic group Rank
Average cost 
per utilising 

ben* (R)

Average cost 
per item (R)

Utilising ben* 
as % of total 

ben*

Average # items 
per utilising 

ben*

Benzodiazepines

Loprazolam 1 731 230 0.9 3.2

Temazepam 2 561 177 0.5 3.2

Midazolam 3 425 161 0.5 2.6

Triazolam 4 534 118 0.2 4.5

Lormetazepam 5 1 031 268 0.1 3.8

Flunitrazepam 6 248 80 0.2 3.1

Brotizolam 7 711 177 <0.1 4.0

Flurazepam 8 974 245 <0.1 4.0

Nitrazepam 9 104 26 0.1 4.0

Barbiturates

Phenobarbital 1 76 16 0.1 4.9

Other sedative hypnotics

Zolpidem 1 316 108 5.8 2.9

Zopiclone 2 207 58 2.9 3.6

Doxylamine 3 71 50 0.3 1.4

Diphenhydramine 4 44 35 0.2 1.3

Table 37 Expenditure per sedative hypnotic sub-group for 2009
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Sedative hypnotics are also referred to as soporifics or sleeping tablets, which are used to treat insomnia. 
These drugs cause sedation or drowsiness and therefore facilitate the initiation and maintenance of sleep.

The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) 
defines insomnia as a complaint regarding the quantity, quality, or sleep timing at least three times a 
week for at least one month.

Insomnia should first be treated with non-pharmacological measures. People complaining of sleep 
problems should avoid potential stimulants such as caffeine, alcohol, medications, and any unregulated 
substances. They should practise healthy sleeping habits such as creating an environment more conducive 
to sleep, avoid napping and maintain consistent bedtime and wake-up times. Pharmacological treatment 
is only indicated once other measures fail.

Sedative hypnotics should be prescribed for short periods only and should be discontinued gradually to 
reduce the risk of a sudden worsening of sleep, also referred to as rebound insomnia. 

The gamma-aminobutyric acid receptor or GABA receptor is one of the most important receptors in the 
central nervous system. Activation of the GABAA receptor by an agonist, that is a drug that binds to 
it, leads to a mechanism by which central nervous system activity can be depressed and thus lead to 
sedation. The barbiturates, benzodiazepines and non-benzodiazepines such as zolpidem and zopiclone 
act as agonists at the GABAA receptor.

Barbiturates
Barbiturates bind to a different site on the GABAA receptor than the benzodiazepines and non-
benzodiazepines. They can be used for the treatment of insomnia for up to two weeks, but tolerance, 
physical and psychological dependence develops quickly. Barbiturates as sedative hypnotics have fallen 
into disuse as they can cause central nervous system depression. Barbiturates are also potent inducers 
of liver enzymes and can cause clinically significant interactions with other drugs.

Benzodiazepines
The benzodiazepines bind to the omega 1 and 2 receptors on the GABAA receptor, also known as the 
benzodiazepine receptors.

It is recommended that benzodiazepines be reserved for severe insomnia and that treatment should 
not be continued beyond four weeks. Using benzodiazepines for longer periods increases the likelihood 
of tolerance and dependence. An estimated 10–30% of chronic benzodiazepine users are physically 
dependent on these drugs and 50% of users suffer withdrawal symptoms. After long-term use patients 
develop tolerance to the effects and gain little therapeutic benefit. 

According to MIMS (2009) there are seven benzodiazepines indicated only for the treatment of insomnia: 
nitrazepam, triazolam, brotizolam, loprazolam, lormetazepam, flunitrazepam and temazepam. Diazepam 
is however also indicated for anxiety, pre-medication, muscle spasms, alcohol withdrawal and status 
epilepticus, while midazolam is also indicated for basal sedation before anaesthesia and long-term 
sedation in intensive care units.

The non-benzodiazepines or Z-drugs
The non-benzodiazepines, zolpidem and zopiclone, bind only to the omega 1 receptor on the 
benzodiazepine receptor.  These agents disrupt natural sleep rhythms less often than benzodiazepines 
and significantly increase the time spent in stages 3 and 4 sleep. They can however cause impaired 
memory and psychomotor retardation, and may cause rebound insomnia.

These agents were thought to have less dependence potential than the benzodiazepines, but increasingly 
more cases of abuse and dependence have been associated with zolpidem and zopiclone.

Sedating anti-depressants such as low doses of the tricyclic anti-depressant, amitriptyline, and the 
atypical anti-depressants, trazodone and mirtazapine, are used off-label in the treatment of insomnia. 
The potential for abuse is very low, but more studies are needed to prove efficacy in patients who are 
not depressed.

About sedative hypnotics
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Mediscor PBM – leading the way

Mediscor PBM is an independent and specialist pharmaceutical benefit management (PBM) organisation that 
provides effective and innovative medicine management solutions to its clients. The solutions are delivered 
through real-time electronic processing of medicine claims and the authorisation of chronic medication 
applications.

Market research confirms that Mediscor is regarded as South Africa’s leading PBM in aspects ranging from 
service offering, to industry relationships, service ethic and overall position in the greater South African 
healthcare landscape.

Mediscor ended 2009 on a high note by receiving the 2009 PMR Diamond Arrow Award for Chronic Medication 
Management, as well as the PMR Golden Arrow Award for Technology Services & Electronic Medicine 
Management. Both awards were first place ratings in their categories.

A proud 21-year history

Since the establishment of the company in 1989, Mediscor has focused on providing healthcare funders with 
a comprehensive medicine management solution by combining clinical and technological expertise.

Mediscor foresaw both change and opportunity in the healthcare dispensation, which led to the introduction 
of its real-time system in 1998.  By 1999 every pharmacy in South Africa was sending real-time transactions 
to the company.

Unconditional accreditation as a Managed Care Organisation by the Council for Medical Schemes followed in 
2004.  Mediscor was the first PBM to achieve this important new legal requirement.

In August 2007 Mediscor’s coverage was successfully extended to Namibia when a number of that country’s 
medical schemes joined the Mediscor fold. 

During the past eight years Mediscor has gained strong market support.  It provided pharmaceutical benefit 
management services to no fewer than 38 medical schemes in 2009.  Mediscor has agreements with all the 
local switching companies for claims delivery and processes more than 300 000 real-time pharmacy claims 
and 30 000 doctors’ claims daily.  The net result is that today more than 1,5 million South Africans are 
benefitting from the exclusive PBM services offered by Mediscor.

“Solutions Together”

Mediscor has a firm philosophy of supporting its clients to help them to achieve their strategic goals. Medicine 
management solutions are customised by gaining an intimate understanding and knowledge of each client’s 
unique needs. The company accepts custodianship of each client’s medicine benefits and is able to generate 
substantial savings and supply appropriate guarantees.

A clear strategic vision and company values such as integrity, transparency and professionalism are the 
driving forces behind Mediscor’s success.
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Mediscor PBM (Pty) Ltd

Mediscor House
1257 South Street
Centurion

PO Box 8796
Centurion
0046

Tel: +27 (12) 674-8000
Fax: + 27 (12) 674-8001
www.mediscor.net

Executive Directors: CJG Rademan (Managing); Dr IS Mkhize; J Perel; PG Potgieter; LF Venter

Non-Executive Directors: PD Redshaw (British)(Chairman); Dr ZN Kubukeli


