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Welcome to the April/May issue; 
the issue where we feature male 
cancer survivor stories. This issue 
Lincoln Chipembere, a testicular cancer 
survivor, shares his story with us. Read 
how he, with the extraordinary support 
from his fiancé, has navigated his way 
through his recent diagnosis in Making 
every shot count.

With our theme Choose a healthier 
you, Wendy Vermaak’s article Defining 
fitness and physical activity levels is so 
interesting and gives insight on how to 
measure your levels. While oncology 
pharmacist, Lailaa Cajee, educates us 
on Drug safety in the home which in 
turn also contributes to a healthier you. 
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Mission
Oncology Buddies informs and inspires 
all those who have, or are affected by 
cancer. Oncology Buddies is committed 
to working with all stakeholders to find 
solutions aimed at improving the quality, 
lifestyle, satisfaction, enjoyment and 
activities of people affected by cancers. 

DISCLAIMER - PLEASE NOTE: 
The views expressed in Oncology 
Buddies do not necessarily reflect the 
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information contained in the publication 
is correct Word for Word Media cc 
cannot be held responsible for any errors 
or omissions.
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We are so pleased to have Feni 
Motshwane, Integrated School 
Health Programme Manager, National 
Department of Health, update us on 
the HPV school-based vaccine campaign. 
Well done to all involved and may 
this campaign continue in success.

Another celebratory article for the 
public sector is Public Hospital Prostate 
Brachytherapy Programme. Due to 
a successful joint training workshop, 
50 early prostate cancer patients will 
be treated with prostate brachytherapy 
at Chris Hani Baragwanath Academic 
Hospital this year. Another win for early 
prostate cancer patients! Enjoy this issue 
and always choose a healthier you. 
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Exceptional Nurse by Laurelle WilliamsExceptional Nurse by Laurelle Williams

Laurelle Williams is the editor at Word for Word Media. She graduated from AFDA with a Bachelor of Arts Honours 
degree in Live Performance. She has a love for storytelling and sharing emotions through the power of words. 
Write to editor@wordforwordmedia.co.za
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The last winner of our Exceptional Nurse Competition is Sister Tienie Ackermann 
from Dr Dino Chetty, Clinical and Radiation Oncologist. She was nominated by 

metastatic breast cancer patient, Romana James.

THE PATIENT
Romana James (30) lives in Pretoria with her husband and 
two children, aged 5 and 3.

In life, you can meet someone new but have an instant affinity with them. 
This is exactly how Romana felt when she met Sister Tienie. “I’ve met many 
nurses since my breast cancer diagnosis and Sister Tienie definitely stands 
out. She is down-to-earth, always ready to listen, and cares very deeply. 
I haven’t actually known her for long but became very fond of her from 
the minute I met her. She is welcoming, kind and sincere,” Romana explains.

Romana was diagnosed with Stage 4 breast cancer in 2019. The 30-year-old 
started with radiation to treat two bone fractures, one in her neck and another 
in her spine. She then had six months of chemotherapy and trastuzumab. 
The mother of two is currently on capecitabine oral chemotherapy tablets 
and receives trastuzumab every three weeks.

“I remember being very stressed out one day about something. Sister Tiene 
listened attentively and continuously assured me that everything was going to 
be fine and that I should not stress. She really tried her utmost best to make 
me feel better and she certainly did lift my spirits. For me, this is what an 
exceptional nurse is. One who is friendly, kind, and compassionate towards 
their patient, and listens to what they are saying."

THE NURSE
Tienie Ackermann (63) 
lives in Waterkloof, 
Pretoria. She is married 
and has three adult 
children. 

With over 40 years in the 
healthcare industry, Sister Tienie, 
an oncology nurse practitioner, 
has experience in various fields. 
She has a Postgraduate Degree 
in medical and surgical oncology 
with distinction, a Degree in 
management science with 
distinction, a Diploma in general 
nursing science with distinction, 
and a Diploma in infection control 
science. Twenty-five of these years 
have been in clinical pathology. 
She is currently obtaining her 
Master’s degree in oncology - 
palliative care.  

With only working at Dr Dino 
Chetty, Clinical and Radiation 
Oncologist for eight months, Sister 
Tienie has certainly made her mark 
and that mark entails making her 
patients feel heard and cared for. 

“I feel so privileged that Romana 
nominated me as I am passionate 
about oncology and want to make 
a difference in my patients’ lives,” 
Sister Tienie says. This nomination 
confirms that Sister Tienie is doing 
just that.

Sister Tienie believes that being 
a good listener is part of being an 
exceptional nurse. With all her 
patients, including Romana, she 
listens to understand and not listen 
to reply.

LISTENING TO UNDERSTAND, 
NOT TO REPLY

Sister Tienie and Romana each win a two-night midweek stay for 
two people at Sun City’s Cabanas Hotel, including breakfast.
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ADVERTORIAL

This article is sponsored by Novartis. The content and opinions expressed are entirely of 
the nurse and not influenced by Novartis in any way.

Working in state is the perfect fit
Jamie Naidoo, a haematology nurse at Inkosi 

Albert Luthuli Central Hospital (IALCH), tells us why 
working in the state sector is the perfect fit for her.

Jamie (Deloshini) Naidoo (44) lives 
in Chatsworth, Kwa-Zulu Natal with 
her husband and two sons (10 and 16). 

Jamie has been a professional nurse 
(oncology trained) for 16 years. She 
currently works in the Haematology 
Ward and the Bone Marrow Transplant 
Unit at IALCH. Her responsibilities 
involve administering chemotherapy 
and blood products; managing side 
effects and complications of patients 
during and post chemotherapy; 
monitoring patients pre/during and post 
bone marrow transplants and managing 
complications; as well as providing 
support to patients and their families.

Even though nursing wasn’t Jamie’s 
first career choice, she believes God 
called her to be a nurse. “My older son 
has two medical conditions, ADHD and 
temporal lobe epilepsy, and my husband 
had a massive heart attack six years ago 
and had heart bypass surgery. He also 
has hypertension and diabetes. So, my 
nursing duties extend to my loved ones 
and I wouldn’t be able to effectively 
keep them healthy and manage their 
illnesses had I not been a nurse. I’m 
so thankful to be able to use my 
knowledge to be able to help others.”

EDUCATION
Due to not submitting her 

application to study nursing in time 
after matriculating, Jamie studied at 
Springfield College of Education and 
qualified with a Further Diploma in 
Education, specialising in Maths and 
Science.

From 2002 to 2006, Jamie studied 
and qualified as a professional nurse. 
She did the four-year, integrated nursing 
course at the R.K. Khan Hospital campus 
and was awarded the overall trophy for 
the highest mark attained for all the 
subjects combined. 

The mother of two started her career 
at IALCH in the Medical Emergency Unit. 
In November 2006, she was moved 
to the Haematology Ward, where 
she currently works. In 2010, Jamie 
received a Diploma in oncological 
and surgical nursing from UKZN. 

“The Bone Marrow Transplant Unit 
at IALCH was commissioned in 2007 
and it’s the only state facility in Kwa-
Zulu Natal. To date we have done 87 
transplants. I love haematology nursing, 
especially in the state sector. It has 
been the perfect fit for me, and I have 
no further reason to move. Patients go 
through a lot of hardships. Most are 
from impoverished backgrounds and 
are unemployed. Families are far and 
can’t afford to visit so love, care and 
support from a nurse makes a massive 
difference.”

“I’m grateful to have been given 
the opportunity to be a speaker at 
two haematology conferences and 
I’m currently assisting The Igazi 
Foundation with an online course 
for nurses. All these opportunities 
are rare in the public sector so I’m 
thrilled to have gotten them.”

EMPATHETIC BY NATURE
Jamie believes nursing involves a 

very caring and empathetic approach. 
“I’m extremely empathetic by nature 
and I do my best to assist patients. 
Understanding their cancer means 
giving them simple information, not 
overloading them, and giving hope.”

“When I see a patient is anxious, 
I remain with them, often holding 
their hands and sharing comforting 
words to help them co-operate. It’s 
really important to explain a procedure 
beforehand and also encourage patients 
to ask questions. Many patients have 
misconceptions and that can contribute 
to anxiety.”

She goes on to say, “A good nurse 
is not only skilful and knowledgeable, 
but is empathetic and compassionate. 
It also means listening to what a patient 
is saying and sometimes not saying 
(reading non-verbal clues). Patients 
often confide in a nurse that they trust 
and someone who shows empathy and 
support during their hospital stay.”

“Our patients face a lot of hardships, 
be it psychologically, financially and 
emotionally. Thus, it’s extremely 
important to show that you care, you’re 
there for them and will do your best. 

Sometimes the nurse may be the only 
one that the patient feels that cares. 
Unfortunately with a cancer diagnosis 
families spilt, jobs are lost and visitors 
are scarce.”

DEALING WITH DEATH
When asked about how she handles 

deaths of patients, the 44-year says, 
“It’s really distressing. In my early days 
of nursing, I fell apart but I’ve learnt over 
the years to try to keep an emotionally 
safe distance. It’s extremely difficult and 
I’m not always able to do it because 
I share really close bonds with many 
patients that I nurse. I’m in touch with 
patients after they leave my department, 
and many will phone for assistance in 
some way or another of which I gladly 
do my best to help them.”

BEST MEMORY
Jamie says her best memory is of 

an acute myeloid leukaemia patient 
who gave birth to a boy in September  
2021. "It really was a miracle and 
I was ecstatic. She is our first patient 
who had chemotherapy, got pregnant 
and delivered a healthy baby boy.”

FUTURE DREAM
“I would absolutely love to be 

a full-time counsellor for haematology 
patients. Though, that’s more like a 
dream rather than a goal, since such 
a position doesn’t exist. At IALCH, 
there is a shortage of psychologists, 
and if a patient is fortunate to see 
one, they have an extremely short 
time with them. Providing support 
makes an immense difference to 
patients diagnosed with blood cancer.”
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HOW DO YOU WANT 
TO TALK ABOUT 
YOUR CANCER?

It’s important to know that you can decide 
which words you want to use to describe your 
cancer experience. Paula Finestone, a clinical 
psychologist who works with people with cancer 
and their families, uses the term living with 
cancer. How you define your cancer and how 
you deal with it, is your choice.

CANCER AS A JOURNEY
Professor Elena Semino and her colleagues, in the UK, 

conducted a study that showed that journey metaphors can 
demonstrate a positive, empowering approach to the cancer 
experience. For example, the patient is a traveller in charge 
of the journey. 

On the other hand, journey metaphors can be used in a 
disempowering way. For example, the patient is a traveller 
on a difficult journey, or the patient has no control over the 
journey.

The writer Jane Cawthorne is adamant that cancer is not 
a journey. A journey is a trip to a holiday destination where 
you can relax and enjoy the local scenery. She doesn’t 
consider a trip to the chemo room to be a journey.

In an article published on Cancer.Net, Robert Harrison 
rejects the notion that he is on a cancer journey. Cancer, 
an unwanted companion on his life journey, is just one part 
of his full and rich life.

EMPOWERING OR DISEMPOWERING?
It matters how metaphors are used. A military 

metaphor, such as battle, can give you the strength to face 
chemotherapy after your diagnosis. However, if it makes you 
feel vulnerable, as if you’re not strong enough to fight this 
enemy, reframe your experience to empower yourself. 

Your treatment can be seen as a journey that can be 
shared with others who have a similar diagnosis, giving 
you companionship and comfort. In contrast, if you view 
your treatment as a difficult journey with many obstacles, 
it can make you feel helpless.

Words and metaphors should be used to empower 
patients. Health professionals should be aware of the 
significance of using appropriate and sensitive metaphors 
in relation to the illness. 

Dr Riba emphasises the importance of considering the 
needs of individual patients with regard to how they live 
their lives with cancer and the use of language they can 
identify with.

If you’re a friend or family member of a cancer patient, it’s 
necessary to consider how your words or metaphors affect 
the people who have cancer. Listen carefully to how they are 
describing their cancer, or you can ask them about the terms 
they prefer to use. 

Real Talk with Avril de Beer
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Avril de Beer is a social worker at Alberts Cellular Therapy. She is constantly looking for new ways to connect 
with patients and to learn more about their unique needs. She also has a private practice in Centurion, Gauteng 
where she counsels individuals who are experiencing major life changes.

 MEET THE EXPERT

The 
language 
of cancer

“When I use a word,” Humpty Dumpty said in 
rather a scornful tone, “it means just what I 
choose it to mean – neither more nor less.”

“The question is,” said Alice, “whether you can 
make words mean so many different things.” 

(Lewis Carroll, Through the Looking Glass)

MILITARY METAPHORS 
LIKE BATTLE OR WAR

Many people use words or metaphors to express their 
own individual experience of a cancer diagnosis and 
treatment. According to Dr Michelle Riba, director of 
the PsychOncology Program at the University of Michigan 
Rogel Cancer Center, using military terms or metaphors 
can put an unfair burden on some cancer patients. 
However, others are motivated and inspired by seeing 
themselves as warriors or superheroes fighting the enemy. 

In Lisa Bonchek Adams’ poem When I die, she 
eloquently expressed her opinion on the use of the 
military term battle to describe cancer: “When I die 
don’t say I ‘fought a battle.’ Or ‘lost a battle.’ Or 
‘succumbed.’ Don’t make it sound like I didn’t try 
hard enough, or have the right attitude, or that I 
simply gave up.”

In Dr Kate Granger’s article in The Guardian (25 April 
2014), she stated that her cancer had developed from 
within her own body, from her own cells. Therefore, she 
didn’t want to fight her cancer because that would mean 
that she was waging a war on herself.

Social worker, Avril de Beer, expands 
on how words and metaphors can 
inspire or disempower cancer patients.

26 April-May 2022 | oncologybuddies.com
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Be Informed with Dr Daleen Geldenhuys 

Dr Daleen Geldenhuys is a specialist physician and medical oncologist who works at West Rand Oncology Centre 
at Flora Clinic. She treats patients with all types of cancer and enjoys clinical research, and is a member of 
SASMO, SASTECS, ESMO and ENETS.

 MEET THE EXPERT

METASTATIC METASTATIC 
TESTICULAR TESTICULAR 
CANCERCANCER
Dr Daleen Geldenhuys describes how testicular cancer 
becomes metastatic and the treatment thereof.

Testicular germ cell tumours, 
broadly classified into seminomas 
and non-seminomas, are among the 
most curable cancers, with five-year 
survival rates of approximately 95%.

Men with advanced disease are 
classified into good-, intermediate-, 
and poor-risk groups. The grouping 
considers the site of the primary 
cancer as well as the sites of 
metastatic disease, and 
serum tumour marker levels. 

The primary cancer can be 
testicular or in the chest. This 
may sound strange, but it’s 
thought to be attributed to an 
abnormal migration of gonadal 
tissue (cells that are destined to 
become part of the testes) during 
embryogenesis (developing baby). 

STAGE 4 RISK GROUPS
Poor-risk disease would include 

a chest origin as opposed to a 
testicular origin, metastases to 
organs other than lungs and lymph 
nodes, such as brain or liver, and very 
high tumour markers at diagnosis. 
These markers include alpha 
fetoprotein (aFP) and beta Human 
chorionic gonadotrophin (BHCG).

Good- and intermediate-risk 
groups are patients with lower 
blood markers, mainly lung 
metastases and primary tumours 
that don't involve the chest.

EARLY STAGE 
SPREAD PREDICTABLE

The pattern of spread for men 
diagnosed with early stage testicular 
cancer is predictable. Men with 

clinical Stage 1 disease generally 
relapse in the retroperitoneum 
(behind the abdominal organs), and 
chest metastases in the absence of 
retroperitoneal disease are unusual, 
particularly for pure seminomas. 

Men whose prior treatment 
included chemotherapy often 
present with more widely-spread 
disease. In multiple studies 
evaluating second-line treatment, 
over 60% of patients have 
retroperitoneal disease, 40 to 50% 
have lung metastases, 26 to 32% 
have mediastinal node involvement, 
10 to 20% have liver metastases, and 
2 to 11% have bone involvement.

BRAIN METASTASES
Central nervous system (brain) 

metastases occur in approximately 
1% of men with metastatic germ cell 
cancer at the time of diagnosis, and 
between 0,4 and 4% subsequently 
develop brain metastases. 

Brain metastases almost always 
occur in the setting of concurrent 
or prior disseminated disease 
and are associated with a poor 
prognosis. Brain metastases 
are more common with 
choriocarcinoma (variant of non-
seminomatous testicular cancer), 
and these metastases tend to bleed 
both spontaneously and during 
treatment with chemotherapy.

The diagnosis of relapsed disease 
is made by an increase in serum 
tumour markers or evidence of 
disease progression on radiographic 
studies, physical examination, and 
patient symptomatology.

TREATMENT OPTIONS
The main option for patients with 

Stage 4 disease is chemotherapy. 
A single brain metastasis can be 
surgically removed or treated 
with stereotactic radiation (Gamma 
Knife). Multiple brain metastases 
need whole brain radiation. 

Occasionally, when there is 
limited active disease after a course 
of chemotherapy, or even limited 
lung metastases, surgical removal of 
lymph nodes is an option to ensure 
long-term survival and even cure.

Patients who have relapsed after 
their initial therapy can often be 
salvaged and remain disease-free 
with second or subsequent lines 
of therapy. However, subsequent 
lines of therapy are associated 
with significantly increased 
toxicity in long-term survivors.

In special circumstances, an 
autologous bone marrow transplant 
can be an option for relapsed 
disease. The bone marrow of 
the patient is harvested and stored, 
and this allows for bigger doses 
of chemotherapy to be given. The 
bone marrow is then given back 
to the patient a few days later to 
reconstitute the patient’s own 
bone marrow and hopefully 
long-term survival.

It’s very important to pay 
attention to your body and to 
seek medical advice if you have any 
lump, ongoing pain, shortness of 
breath or unexplained weight loss. 
This can happen to men of any 
age, regardless if any of the well-
known risk factors were present 
before: an undescended testis or a 
family history of testicular cancer.
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My Story by Laurelle WilliamsMy Story by Laurelle Williams

Despite Lincoln Chipembere 
having to delay his wedding 
due to a testicular cancer 
diagnosis, he took it in his 
stride with the extraordinary 
support of his fiancé.

28 April-May 2022 | oncologybuddies.com
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It will take a while for me to recover 
financially,” he explains.

The urologist also offered Lincoln the 
option of a testicular implant but due to 
the extra cost of this, Lincoln declined. 

Lincoln is considering changing to a 
medical aid in the future that will cover 
his follow-ups. 

ENSURING HIS 
MENTAL WELL-BEING

Lincoln says there is some 
embarrassment in telling people where 
the cancer was but says he made sure 
to block off any negative comments. 
“It’s easy to know if someone’s 
comment is sincere or not and most of 
the time I would laugh it off. But if it was 
someone who was a bit more sensitive, 
they wouldn’t have taken it well.”

He has the same opinion of how the 
first urologist broke the news, “That 
type of delivery could make a person 
who doesn’t have the strength to push 
on to do drastic things and make unwise 
decisions.”

Thankfully, Lincoln had support from 
his fiancé, mother and younger brother, 
and close friends. He adds the more he 
understood his cancer, the better he 
could process his diagnosis. 

Lincoln’s cheery demeanour got him 
the nickname of Johnnie Walker as he 
walked all the time in the chemo room 
with a smile on his face. “In this time, 
I met awesome older people with 
shared experiences. It was great,” 
he says.

RECOVERY
In February, Lincoln completed 

chemotherapy and is waiting a few 
weeks before he starts playing soccer 
with his friends again. “My oncologist 
said I should ease into any physical 
activity. But I do miss playing soccer, 
even though my friends and I play 
casually, we are definitely competitive.”

Health-wise, Lincoln has made 
changes. “I have stopped drinking 
alcohol since my diagnosis and I’m 
drinking a lot more water and have 
changed my diet.” 

His advice to newly diagnosed 
cancer patients is that regardless of 
what type of cancer they have or the 
stage of cancer, there is always hope.

Laurelle Williams is the editor at Word for Word Media. She graduated from AFDA with a Bachelor of Arts Honours degree 
in Live Performance. She has a love for storytelling and sharing emotions through the power of words. Her aim is to 
educate, encourage and most of all show there is always hope. Write to the editor@wordforwordmedia.co.za
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Lincoln Chipembere (29) 
lives in Midrand, Gauteng.

SYMPTOMS
Last year May, Lincoln noticed 

swelling of one of his testicles, so 
he went to a GP. The doctor asked 
him if he played any sports to which 
Lincoln explained he played soccer 
recreationally, most Saturdays, with 
his friends. The doctor told him to 
avoid any sports as he thought it 
could be bruising and antibiotics were 
prescribed. However, when Lincoln 
went back for a follow-up, there was no 
improvement and stronger antibiotics 
were prescribed. After the third visit, 
the GP referred Lincoln to a urologist. 

The urologist did blood tests and 
Lincoln’s alpha fetoprotein and beta 
Human chorionic gonadotrophin 
(tumour markers) levels were high. 
“He told me I had testicular cancer and 
if he doesn’t remove it I would die and 
that a bilateral radical orchiectomy was 
booked for the next week. I was to go 
downstairs for a CT scan before coming 
back next week for surgery. I walked 
out of there so confused and panicked 
as he didn’t explain my diagnosis 
properly nor what the surgery entailed. 
I remember phoning my fiancé in the 
parking lot and telling her about his 
poor delivery of my diagnosis. I sat in 
my car for an hour, to get in a better 
space of mind before I drove,” Lincoln 
recalls.

SECOND OPINION
Lincoln explains that he was going 

to go ahead with what the urologist 
suggested but thankfully it was his 
fiancé who done research on testicular 
cancer and showed Lincoln what a 
bilateral radical orchiectomy entailed. 
“I wasn’t fully informed on the extent 
of this surgery and was in no position 
to make a decision on whether I wanted 
this surgery or not,” Lincoln says.

For this reason, Lincoln’s fiancé 
suggested he go for a second opinion. 
This urologist explained that a bilateral 
radical orchiectomy wasn’t the only 
option; he suggested only removing 
the affected testicle and explained the 
surgery in detail. He also asked Lincoln 
about whether he would want children 

in the future and explained that if he 
did, he should consider the banking 
of his sperm. Chemotherapy was also 
explained in that if the cancer had 
spread to his lymph nodes, it would 
be needed after surgery, and he 
would be referred to an oncologist.

TREATMENT
The 29-year-old felt much more at 

ease after the consult with the second 
urologist and decided to go with his 
suggestion. He underwent a radical 
orchiectomy in October 2021 and due 
to his tumour markers still being high, 
Lincoln started chemotherapy (three 
21-day cycles) in December.

Before starting chemotherapy, the 
oncologist also informed Lincoln about 
banking his sperm and referred him to 
various facilities that could assist him. 
Since Lincoln is engaged to be married 
and they want children in the future, 
he took up this option and banked 
his sperm. 

The side effects that Lincoln 
experienced from chemotherapy were 
hair loss, weight gain, discolouring of 
his nails and hands. He adds, “During 
treatment, I also struggled with my 
emotions. Like if I was unhappy, I was 
really unhappy.” Thankfully, his fiancé 
was aware of this and contacted The 
Cancer Association of South Africa 
(CANSA) and he was contacted via 
the CANSA Tele counselling.

During the last week of Lincoln’s 
chemotherapy, his mother came to 
South Africa from Zimbabwe to offer 
him support which Lincoln appreciated. 

FINANCING 
CANCER TREATMENT 

Due to Lincoln being on his 
employer’s choice of medical cover, 
which is a medical insurance, none 
of his cancer treatment was covered 
and he had to pay for his treatment 
(around R300 000) privately. 

“My fiancé and I were supposed to 
get married last December. However, 
we decided to delay the wedding and 
use the money that we saved for my 
treatment. My mom and fiancé also 
helped to pay for treatment as well 
as Nyaradzo Funeral Services. I'm so 
grateful for all their financial support. 
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Oncofertility by Laurelle Williams

Laurelle Williams is the editor at Word for Word Media. She graduated from AFDA with a Bachelor of Arts Honours 
degree in Live Performance. She has a love for storytelling and sharing emotions through the power of words. 
Write to editor@wordforwordmedia.co.za

 MEET OUR EDITOR 

If it’s meant to be, it will be
Kevin and Donna Dudley’s nine years of marriage has been 
filled with an ectopic pregnancy, fertility difficulties, and a 
cancer diagnosis. Yet, they have three gorgeous children.

Kevin (43) and Donna Dudley 
(38) live in Gauteng with their 
three children: Dylan (6), Leila (3) 
and Mathew (1).

ECTOPIC PREGNANCY
Donna had an unfortunate ectopic 

pregnancy in 2014. “It was quite 
scary as the doctor had missed it. She 
unfortunately ruptured and started 
bleeding internally, causing her to lose 
her right fallopian tube. After Donna 
lost her right fallopian tube, we had to 
go on a series of treatments and have 
numerous scans,” Kevin explains.

TESTICULAR CANCER 
At the end of 2015, Kevin was 

diagnosed with testicular cancer. 
“I had a dull ache in my left testis 
for a few days. A few days later, I 
felt an uncomfortable hardening in 
my right testicle. Donna came home 
that evening and I asked her to check. 
We decided that I needed to seek an 
urgent consult the very next day. I saw 
my GP initially, however, he requested 

BABY NUMBER TWO
After the orchiectomy, Kevin 

and Donna struggled to fall pregnant, 
as they had both lost essential 
reproductive organs. Kevin explains, 
“Our second pregnancy was the real 
challenge. There was much heartache 
as we were both basically labelled 
infertile. Our gynae, after a few 
months of trying regular fertility 
medication, scans and tests, suggested 
we go to a fertility clinic. It was a tough 
and emotional decision, especially for 
Donna. But with support from family 
and special friends, we decided it 
was basically our last resort.”

Kevin was put onto medication 
to increase his sperm. There was also 
talk of a possibly operation due to the 
formation of varicose veins in his left 
testicle which was further contributing 
to the loss of sperm. Varicose veins 
increase blood flow to that region 
which increases the temperature of 
the testicle which then destroys sperm. 

Donna had to take various amounts 
of medication and injections and had 
to undergo many scans. After almost 
a year of not conceiving, the couple 
were told their next option would be 
in vitro fertilisation (IVF), a process 
of fertilisation where an egg is 
combined with sperm in vitro. 

Since this was a big decision to 
make, both morally and financially, 
Kevin and Donna asked for time 
to think it through. Once again, 
a beautiful surprise was on its way. 
Donna had fallen pregnant with help 
of the last round of medication. 

“It was an absolute shock to both of 
us as we felt the last round had been a 
disaster and had already given up on 
the thought of conceiving,” Kevin says. 

BABY NUMBER THREE
“With regards to our third little 

man; he was an absolute surprise as 
we weren’t even trying. We only found 
out at three months of the pregnancy 
and my urologist asked if Donna had 
an affair as it was impossible that we 
could have conceived naturally.”

When asked about the joy of having 
three miracle children, Kevin and Donna 
respond, “Besides the lack of sleep, our 
lives have changed for the better in 
every way. We are blessed.”

an urgent consult with a urologist 
who then confirmed testicular cancer."  

Obviously, this was a big setback 
in Kevin and Donna starting their 
family, but little did they know that 
they had miraculously fell pregnant. 
Donna was three months pregnant 
with Dylan when Kevin was diagnosed 
with testicular cancer.

Kevin underwent an urgent radical 
orchiectomy of the affected testicle.

FUTURE FERTILITY
Kevin can’t recall if sperm banking 

was brought up by the treating doctor 
before going for surgery. “It probably 
was but at that time because Donna 
was pregnant we didn’t think further 
than that. However, I do feel now it 
should have been done as we didn't 
realise that the orchiectomy could 
cause my sperm to begin fighting 
themselves which obviously caused 
a low sperm count. If more focus was 
given to the banking of my sperm, it 
would have saved Donna and I less 
hardship for our next pregnancy.”



A cancer diagnosis is not 
the end of your dreams 
to have a family.

This public awareness initiative is brought to you by:

Ferring (Pty.) Ltd. Route 21 Corporate Park, 6 Regency Drive, Irene Ext 30, Pretoria, South Africa. Tel: +27 12 345 6358. Fax: +27 12 345 1156. 
www.ferring.co.za. FERRING, and the FERRING logo are registered trademarks of Ferring B.V. 2021/003 Date of preparation: February 2021.

Women diagnosed with cancer have several fertility preservation options available to them

prior to cancer treatment. Making use of these various options can improve your chances of 

starting a family post treatment.

Speak to your doctor about your 
fertility preservation options.
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Keep Fit with Wendy Vermaak
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This article was written by Wendy Vermaak on behalf of 
The Biokinetics Association of South Africa.

DEFINING 
FITNESS 

AND 
PHYSICAL 
ACTIVITY 
LEVELS

What does fitness 
mean to you? 
Biokineticist, Wendy 
Vermaak, explains 
the 12 principles of 
fitness to help you 
measure your fitness.

There are many examples 
of what we would deem as 
fit and we often measure 
ourselves against that standard. 

If you are fighting a cancer 
diagnosis, undergoing treatment 
or recovering from treatment, 
your view of fitness might be 
more relevant to you at your 
current state as a person, 
as opposed to comparative 
to some elite athlete. 

Let’s compare different 
examples of fitness. For instance, 
would you say that a Comrades 
Marathon runner is fit? What 
about Arnold Schwarzenegger 
as a professional body builder? 
What about an Olympic sumo 
wrestler versus a gymnast. I’m 
sure you would agree that all of 
these examples display fitness, 
though don’t function with the 
same types of fitness. This brings 
us to the 12 principles of fitness. 

Perhaps you need a different challenge or to vary things a bit? 
A biokineticist is a specialist healthcare professional who uses exercise 

and movement to treat and prevent ill health, whether for prevention, or 
during cancer treatment, or post treatment recovery. They can advise you 
on a scientifically-based, individualised programme to suit your current level 
of fitness and guide you to better, fitter health. The programme would guide 
on specifics according to the principles of fitness: F = Frequency, I = Intensity, 
T=Type, and T= Time. To find a biokineticist, visit biokineticsSA.org.za

HOW DO YOU MEASURE UP 
WITH EACH OF THESE COMPONENTS? 

As can be seen with these various components, there are different elements 
to being fit. Many activities whether recreational or structured sport, require 
quite a few of these components for safe, enjoyable and beneficial physical 
activity. 

The World Health Organisation recommends 150 minutes of moderate 
exercise a week, but also stipulates that any exercise, no matter how little, 
is still better than none. 

12 PRINCIPLES OF FITNESS
CARDIOVASCULAR ENDURANCE

Best described in the case of a 
marathon runner. This is where the 
body and heart’s fitness condition 
can withstand long stretches of 
highly aerobic exercise.

MUSCULAR STRENGTH
This refers to the capacity of the 

muscle to perform a required physical 
task. This might refer to an activity 
of daily living, right up to the optimal 
capacity of performing at Olympic 
sports level.

MUSCULAR ENDURANCE
This would best be described by 

those who have muscular strength, 
such as those who perform gym and 
muscle building exercise but can do 
this performance for longer durations of 
time, as well as frequently, without tiring.

POWER
Could best be described by an 

athlete doing a quick short burst of 
performance. For instance, long jump 
or Strongman competitors.

AGILITY
Think about the rugby wing 

sidestepping, zig-zagging and dodging 
around opponents in their dash to the 
try line.

SPEED
This is the ability to perform the 

movement for your chosen activity 
as quickly and efficiently as possible.

REACTION TIME
This is required for any timed 

athletic competition or for any race, 
be it running, Moto GP, or horseracing 
jockeys.

CO-ORDINATION
A great example would be dancing, 

or a rhythmic gymnast.

STATIC BALANCE
The ability to maintain your 

balance whilst staying still. For 
instance, balancing on one leg.

DYNAMIC BALANCE
This is the ability to maintain your 

balance whilst moving as well, such as 
when moving quickly across stepping 
stones, or a rickety bridge, or on a tight-
rope.

FLEXIBILITY
Yoga is what often first comes to mind 

as the activity that has a large focus on 
flexibility and muscle stretching.

BODY COMPOSITION
This is referred to as a component 

of fitness in that muscle and bone 
(healthy body weight) versus fat 
(where too much can be unhealthy 
body weight) has an impact on your 
physiological health, tolerance, and 
capacity for performance of physical 
activity. This would be a factor whether 
underweight with healthy tissue (e.g. 
muscles and bones), and/or overweight 
with unhealthy tissue (excess fat).
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HNC is a grouping of regional cancer incidents 
collectively known as head and neck cancer. 
They most commonly start with abnormal and 

uncontrolled growth of the squamous cells that line 
the mucosal surfaces of the head and neck area, like 
your mouth, throat, and voice box. They can also start 
in the salivary or parotid glands, sinus cavities, muscles, 
nerves and jaws in the head and neck region. It’s 
interesting that brain cancer isn’t regarded as a HNC.

WHAT IS HNC?

Cancer Heroes, a support group for head and neck 
cancer (HNC) patients and their families, inform us of 

the common questions that are asked by patients.

WHY DID I GET HNC?

The truth is it’s very difficult to say as we are 
all so different, from our environments, lifestyles, 
upbringings and genetics. What we do know is that 

there are factors that may increase your risk. These include 
tobacco and alcohol usage (particularly in combination), 
human papillomavirus (HPV), Epstein-Barr virus (EBV), 
bad oral and dental hygiene, chronic intraoral trauma, 
gastroesophageal- and laryngopharyngeal reflux disease.

WHAT CAN I EXPECT 
ON THIS JOURNEY?

You will be flooded with a myriad of emotions 
and this often results in instant tears and fears. 

Everyone, including family and friends, should allow 
themselves to process these emotions during this 
early period of diagnosis and seek assistance from an 
experienced therapist. Ask your doctor for a referral. 

Cancer treatment is most successful when undertaken 
early in the disease process, therefore as soon after 
diagnosis as possible, so management of emotions 
and starting the journey with this support is preferable.  

If you ask most cancer patients what they remember 
of the day of diagnosis, they will say it’s all a haze. This 
is normal and the very a reason why Cancer Heroes 
was formed, to assist patients to come to terms with 
the diagnosis, but, more importantly, assist them with 
the next step which is the therapy process.

This all depends on what type and stage of cancer 
you have. A multi-disciplinary team (MDT) meeting 
should be held, where all options are considered 

and the most appropriate course of care is established for you. 
Members of the team include head and neck surgeons, radiation 
and medical oncologists, reconstructive and plastic surgeons, 
maxillofacial surgeons and prosthodontists, oral hygienists, 
radiologists, pathologists, nuclear physicians, ICU physicians, 
anaesthesiologists, dietitians, speech and swallow therapists, 
palliative care physicians and psychologists.

Treatment options will most likely include surgery, radiation 
and/or chemotherapy. While surgery is often the management 
of choice, multi-modal therapy is often prescribed dependent 
on the type and extent of the tumour. In some cases, it’s too 
difficult or dangerous to cut the cancer out and thus you will 
hear the term inoperable. This then leads to chemotherapy, 
radiation, immunotherapy, or a combination thereof.

It’s important that the MDT gives you feedback on all the 
options and that you understand the side effects of each option.

WHAT IS THE BEST THERAPY? 

All treatment will have some extent of side effects, 
some of which can be permanent. Everyone is different 
so will experience a different range and extent. These 
side effects should be explained carefully to you and you 

should be guided on the best strategies for their management. 
The most useful management strategies to you may not come 
from your doctor, but from experienced therapists, nurses 
and fellow survivors in a support group, but should always be 
undertaken with the knowledge and discussion with your doctor. 

Plastic and reconstructive surgery may be necessary at the 
time or after surgery to either improve the chance of healing 
and functional outcomes or maintain cosmetic appearance. 

Radiation causes a dry mouth, inflammation of the mouth 
and throat lining, changes in taste, weight loss and tiredness, 
and long-term swallowing difficulty. This can include dental 
problems, and, in some cases, necrosis of the jaw. This is why 
maxillofacial surgeons and prosthodontists are needed in the 
MDT to advise on presurgical, pre-radiation dental management 
and ongoing prosthodontic assistance to maximise more 
comfortable outcomes. It's interesting that the literature shows 
a priority shift in patients from a desire for cure and longevity to 
the management of oral complications and dental rehabilitation 
as treatment progresses. This is why comprehensive preoperative 
and ongoing prosthodontic management is important.

WHAT SIDE EFFECTS CAN I EXPECT?

Your MDT should aim to maintain quality of 
life and reduce suffering to as little as possible. 

Be open in telling your treating doctor your fears of life after 
treatment and be honest in any difficulties you are having.  

Take Howie Butler, who runs Cancer Heroes, he is a great 
example. He was diagnosed nine years ago and has had seven 
recurring incidents and 72 sessions of radiation. However, he 
is fully functional, works a day job and runs Cancer Heroes 
and in his own words, “This terrifying journey was turned 
into some of the best years of my life and the most amazing 
experiences one can only dream of.”

WILL I BE ABLE TO LIVE A 
NORMAL LIFE AFTER TREATMENT?

Advertorial sponsored by Accord Healthcare
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HEAD AND NECK CANCER
Frequently Asked Questions

EDUCATION, EARLY DETECTION, 
ADVOCACY AND SUPPORT

Email: Howard@cancer-heroes.com
Tel: 079 707 8728
www.cancer-heroes.com

This article is sponsored by Accord 
Healthcare in the interest of education, 

awareness and support. The content 
and opinions expressed are entirely 

the support group's own work and not 
influenced by Accord in any way.



Childhood Cancer with Prof Gita Naidu

Paediatric 
stem cell 
transplantation 
challenges in 
South Africa

Professor Gita Naidu 
explains the various 
challenges that are 
faced in paediatric 
stem cell transplantation.

Stem cell therapy has become a very promising 
and advanced scientific research topic. Multi-potent 
haematopoietic stem cell transplantation (HSCT) 
is the most popular stem cell therapy and is used 
to eliminate blood diseases that infiltrate the bone 
marrow, such as leukaemia, or to correct congenital 
immunodeficiency disorders and metabolic defects. 
Haematopoietic stem cell transplantation is also 
used to enable cancer patients to receive higher 
doses of chemotherapy than the bone marrow 
is normally able to tolerate. 

TWO TYPES OF STEM 
CELL TRANSPLANTATION

Allogeneic haematopoietic stem cell 
transplantation (allo-HSCT) uses human 
leucocyte antigen (HLA)-matched cells 
from a donor, procured from bone marrow, 
peripheral blood, or the umbilical cord. 

Autologous haematopoietic stem cell 
transplantation (aHSCT) is the collection of 
the patient’s own stem cells prior to high-dose 
myeloablative chemotherapy, which are re-infused 
as a stem cell rescue to facilitate recovery of the 
marrow. 

Haematopoietic stem cells are responsible for the 
generation of all functional haematopoietic lineages 
in blood, including erythrocytes, leukocytes, and 
platelets. 
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Professor Gita Naidu MBChB, FC (Paediatrics), MMed (Paediatrics), PhD is the Head of Paediatric Oncology, Chris 
Hani Baragwanath Academic Hospital, Academic Head: Paediatric Oncology, University of the Witwatersrand and 
the Chair of South African Children’s Cancer Study Group.

 MEET THE EXPERT

HAPLOIDENTICAL 
TRANSPLANTATION

The South African Bone Marrow 
Registry (SABMR) has a shortage of 
African and mixed-ancestry groups. 
Additionally, those living with HIV 
are excluded from the donor pool. 

A haploidentical donor from first- 
or second-degree relatives has the 
advantage of immediate availability 
at a much-reduced cost. Haploidentical 
transplantation should be implemented 
by every haematopoietic stem cell 
transplantation centre in SA to ensure 
equitable and affordable access to stem 
cell transplantation for all patients, but 
especially for the ethnic subpopulations 
where other donor pathways are limited. 

Favourable outcomes have 
been observed with haploidentical 
transplantation, and this may offer 
a suitable alternative in the absence 
of fully-matched suitable donors.

INFECTIOUS 
COMPLICATIONS

Infections contribute to high morbidity 
and mortality post-haematopoietic 
stem cell transplantations. Allogeneic 
transplant patients should be assessed 
to identify the potential risk of disease 
re-activation of dormant infections, such 
as syphilis, tuberculosis, Toxoplasmosis, 
and hepatitis viruses. Viral, fungal, 
and bacterial infections are common 
in patients post haematopoietic stem 
cell transplantation.

ENCOURAGE MORE 
SOUTH AFRICAN DONORS

Recruitment of donors from 
South Africans is encouraged by 
the SABMR but the prevalence of 
HIV, and the high migration rate in 
South Africa adds to the challenges. 

It’s imperative to increase 
education and awareness 
regarding haematopoietic stem cell 
transplantation donation in South 
Africa as it may be the only curative 
options for a variety of blood disorders. 

We need to aim to establish 
a sustainable and cost-effective 
programme to enable all South 
Africans in need access to this 
curative modality of therapy. 

AUTOLOGOUS 
INCREASES 
SUCCESS RATE

Conventional sources of 
haematopoietic stem cells 
pose important limitations as 
there is a limited number of 
transplantable cells, and an 
efficient way of improving their 
yield is still being investigated. 

A lack of antigen-matched 
donors for transplantation, viral 
contamination or immunoreactions 
also cause a reduction in efficiency 
in conventional haematopoietic 
stem cells transplantations. 

The use of a patient’s own 
stem cells provides the greatest 
immunological compatibility and 
significantly increases the success 
of the procedure.

DISTRIBUTIVE JUSTICE

It was reported that 58% and 
42% of all haematopoietic stem 
cell transplantations performed 
were autologous and allogeneic, 
respectively. The highest number 
of haematopoietic stem cell 
transplantations were performed 
in Europe, Americas, Southeast 
Asia and the Western Pacific and 
the lowest numbers were performed 
in Eastern Mediterranean countries 
and Africa. This raises ethical 
questions regarding distributive 
justice particularly as haematopoietic 
stem cell transplantation therapy 
is life-changing.
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Haematopoietic 
stem cells have been 
intensively studied for 
more than 50 years. 
E. Donnall Thomas 
pioneered stem cell 
transplantation work 
between the 1950s 
and 1970s; the first 

successful human bone 
marrow transplant was 
performed in the 1960s.

CHALLENGES 
IN SOUTH AFRICA

Haematopoietic stem cell 
transplantation in haematological 
malignancies allow the administration 
of haematopoietic stem and progenitor 
cells after myeloablative treatment, 
while using the donor stem cells to 
regenerate the haematopoietic system 
(stem cell rescue).

Before haematopoietic stem cell 
transplantation is undertaken, a 
suitable donor must be identified. 
For autologous haematopoietic stem 
cell transplantation, a patient’s stem 
cells may not adequately mobilise into 
the peripheral circulation, resulting 
in a low yield of stem cells while 
allogeneic haematopoietic stem 
cell transplantation may not be 
possible without a suitable donor, a 
challenge in the South African setting.

High-dose chemotherapy, prior 
radiation, extensive bone marrow 
infiltration, refractory disease, low 
bone marrow cellularity, and exposure 
to certain drugs, e.g. fludarabine, 
melphalan and lenalidomide, may all 
contribute to a low yield of stem cells.

GENETICALLY DIVERSE

Donor eligibility depends on matching 
human leukocyte antigen (HLA) alleles, 
which are heterogeneous between 
individuals and ethnic groups. Donors 
for allogeneic transplants may be 
sourced either from family members 
(HLA-matched related donors if 
they have identical HLA alleles, or 
haploidentical if they have half-matched 
HLA genotypes), or from unrelated 
HLA-matched donors. The South 
African population is genetically 
diverse with respect to HLA alleles, 
especially in people of African descent.

COST

The cost of haematopoietic stem 
cell transplantation is an additional 
challenge in South Africa thus it can’t 
be provided to all patients in need of 
the treatment. Haematopoietic stem 
cell transplantations are predominantly 
performed in the private medical sector 
(17% of the SA population). The cost of 
accessing international donors is 
very expensive. 

To view references, visit oncologybuddies.com



One-on-One with Feni Motshwane
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HPV SCHOOL-BASED VACCINE CAMPAIGN
Integrated School Health Programme Manager, National Department of Health, Feni Motshwane, 
details the success of the HPV school-based vaccine campaign thus far.

WHEN DID THE HPV 
SCHOOL-BASED VACCINE 
CAMPAIGN START?

The human papillomavirus (HPV) 
vaccination campaign was introduced 
in SA, in March 2014, in the public 
health sector. 

This school-based vaccination 
campaign was launched by the 
Minister of Health, Dr Aaron 
Motswaledi, and Deputy 
Minister, Dr Gwen Ramokgopa, 
in Bloemfontein, Free State.

WHY WAS IT STARTED?
The intended long-term strategic 

goal of the HPV vaccination campaign 
is to reduce the risk of cervical cancer 
in future women, which is a high 
national priority. 

data management (daily registers, IEC 
material). Other consumables, such 
as syringes, needles, cotton wool balls 
and waste management, are also 
bought with the allocated budget 
for the successful delivery of the HPV 
vaccination campaign to Grade 5 girls.

Most importantly, the campaign 
entails advocacy, communication 
and social mobilisation to parents/
caregivers and guardians about 
the importance and benefits of the 
vaccination campaign and to sign 
consent forms. No child/learner will be 
vaccinated if there is no consent form.

WHAT HPV VACCINE 
IS USED AND WHY WAS 
THIS VACCINE CHOSEN?

Cervarix, the bivalent vaccine is used. 
This vaccine provides primary protection 
by preventing persistent infection with 
HPV types that cause about 70% of 
cervical cancer.

EXPLAIN THE PROCESS 
OF THE CAMPAIGN 

The Department of Basic 
Education (DBE) has sought approval, 
through their legal department, for the 
Integrated School Health Programme 
(ISHP) consent form to be valid for the 
calendar year.

It’s the responsibility of DBE through 
the schools and educators to distribute 
the consent forms at the beginning of 
each calendar year, then followed-up 
by each class teacher to be returned 
to schools. 

This is a comprehensive consent form, 
covering routine school health services 
provided in schools, including but not 
limited to HPV vaccination for Grade 
5 girls, Tetanus and diphtheria (Td) 
vaccination for six-year-olds and 
Grade 5 boys and girls. 

Each year over 5 743 women are 
diagnosed with cervical cancer. Of 
these, 3 027 are associated deaths 
and 99% are associated with HPV 
and related complications. The 
incidence rate of cervical cancer 
in SA is reported between 22,8 and 
27 per 100 000 women, compared 
to the global average of 15,8.

WHAT IS THE GOAL 
OF THE CAMPAIGN?

This annual campaign is now in 
the eighth year of implementation. 
The aim is to reach all eligible Grade 
5 learners, aged 9 years and older, in 
public schools and girls aged 10-12 
years in special schools (as special 
schools aren't graded), to be fully 
vaccinated, with the two HPV vaccine 
doses, at least five to six months 
apart, and to contribute to the cervical 
cancer reduction in future women.

The fundamental principle to 
a successful campaign relies on the 
number of signed informed consent 
forms by parents/guardians/caregivers 
of eligible Grade 5 girl learners. 

Since Feb/March 2020, the grade 
shifted from Grade 4 to 5 as approved 
by both Ministers of Health and Basic 
Education. This was due to a high 
number of Grade 4 girls who were 
still under 9 years and were missed 
as the campaign is grade-based. 

WHAT DOES THE 
CAMPAIGN ENTAIL?

It entails procurement 
of HPV vaccines, cold chain 
management (vaccine fridges, 
freeze tags, thermometers, cold 
boxes and ice packs) to keep the 
vaccines potent. Furthermore, hiring 
and compensation of employees 
(contract nurses and data capturers), 
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Grade 5 girls to also take the vaccine 
and become young advocates for the 
programme in their families, schools 
and communities, including their 
parents/caregivers/guardians and 
their educators.

WHEN DO THE FIRST 
ROUND AND SECOND ROUND 
VACCINES TAKE PLACE? 

The campaign takes place twice a year 
over a period of four to six weeks in Feb/
Mar and Sept/Oct in each calendar year. 
The timing is based on the six months 
interval between the doses.

WHEN ARE THE CONSENT 
FORMS GIVEN OUT? 

The consent form is valid for 
the calendar year. It’s therefore, the 
responsibility of DBE through the schools 
and educators to distribute the consent 
forms at the beginning of each calendar 
year, then followed-up by each class 
teacher, so that when the school health 
teams and HPV vaccination teams visit 
the schools, these forms are already in 
place for the learners to benefit from 
the programme.

WILL BOYS BE INCLUDED 
IN THE CAMPAIGN?

Cervarix is used only in females, 
girls and young women aged between 
9-25 years, to prevent cervical cancer 
caused by HPV types 16 and 18.

Feni Motshwane is a qualified nurse who has worked in various sectors. She rejoined the National Department of Health, 
in 2012, as EPI Surveillance Manager then was promoted to co-ordinate the Integrated School Health Programme in 2013, 
the Adolescent and Youth Health Programme in 2017 and HPV vaccination campaign in 2020 to date.

 MEET THE EXPERT

The school health nurses and 
HPV vaccination teams will then 
visit the schools to set appointments 
to visit each school. A schedule is 
then developed with the campaign 
dates and times of the planned visit. 

It’s during this visit that the 
number of learners in a grade is 
verified against the class register, 
availability or return of consent 
forms is verified and then dates 
are confirmed with the school.

The consent forms are supposed 
to be in place, to confirm informed 
consent by the parents/caregivers/
guardians for the learners to benefit 
from the school-based programmes.

WHAT SCHOOLS 
ARE INCLUDED?

The campaign takes place in 
public primary and special schools 
(government). Independent and 
private schools are not included 
in the campaign. However, parents/
caregivers/guardians are encouraged 
to take their children to their family 
doctors for further engagements 
and recommendations.

HOW MANY GIRLS HAVE 
BEEN VACCINATED SO FAR?

Since 2014, over three million girls 
have been vaccinated through the 
HPV school-based vaccine campaign. 
However, some didn’t receive the 
second dose due to several reasons.

The total number of girls in Grade 
5 from the previous year are used as 
learner estimates and used to plan 
for the first round of each annual 
campaign. Furthermore, the DBE 
provides learner numbers to the 
Department of Health as the school 
health programme is implemented 
jointly according to the 2012 
Integrated School Health Policy.

WHAT IS THE SUCCESS 
RATE OF THE SECOND 
ROUND VACCINE VS 
THE FIRST ROUND? 

When data is analysed, the first 
doses of learner coverage are often 
higher than the second dose. It’s 
noted with concern, the reasonable 
number of signed consent form 
withdrawal by parents/caregivers/
guardians, among learners who 
received their first doses without any 

reason/s provided. Continuous 
advocacy and social mobilisation 
are done.

Furthermore, a small number of 
learners experience minor adverse 
events following immunisation (AEFIs) 
which are reported and investigated. 
Depending on the classification of 
the AEFI committee, it’s highly 
recommended that such a learner 
receives the second dose to be fully 
protected. However, if the parent 
objects, such learners are excluded 
from receiving the second dose. 
Absenteeism and previously 
vaccinated learners due to repeating 
grades are some of the reasons.

With the COVID-19 pandemic, 
the campaign was postponed in 2020 
Sept/Oct due to school closure and 
unavailability of learners. However, in 
Feb/March 2021, a provision was made 
to offer all learners who received their 
first vaccine doses to get the second 
dose, so that they are fully protected.

WHAT HAPPENS IF A 
LEARNER GETS THE 
CONSENT FORM SIGNED 
BUT THEN ON THE DAY 
OF THE VACCINE SHE IS 
ABSENT? 

There is a follow-up on these girl 
learners. This is also known as the mop-
up campaign and is planned for absent 
learners with consent forms to ensure 
that all eligible girls receive their doses 
and that they are fully vaccinated.

WHAT EDUCATION IS 
GIVEN TO THE GIRLS 
ON WHY THE VACCINE 
IS NEEDED?

Young girls, age 9-12 years, 
are given information and 
educated that the vaccine 
aims to provide protection 
against cervical cancer in 
future.

DO THE GIRLS 
UNDERSTAND 
THIS MESSAGE?

Most young girls might 
not fully understand the 
message. However, we have 
learnt that this is built-up 
information and education to 
them. As they progress in their school 
grades and grow older, they motivate 

PLEA TO 
PARENTS

Parents/caregivers/guardians 
are urged to sign the consent 
form for their children to be 
vaccinated and benefit from 

the programme and therefore 
reduce the mortality and 
fatality of cervical cancer 

in SA.
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In the Spotlight with CMJAH and CHBAH

PUBLIC HOSPITAL PROSTATE 
BRACHYTHERAPY PROGRAMME 
Thanks to a successful joint prostate brachytherapy training 
workshop with Charlotte Maxeke Johannesburg Academic 
Hospital (CMJAH) Department of Radiation Oncology and 
Chris Hani Baragwanath Academic Hospital (CHBAH) Urology 
Unit last year, this year 50 early prostate cancer patients will 
be treated with prostate brachytherapy at CHBAH.

The first of the planned workshops was conducted in June 2021 at CHBAH 
and three patients with early stage prostate cancer were treated. Several 
specialist and training radiation oncologists, urologists and medical physicists 
got the opportunity of both observing and getting hands-on-experience doing 
prostate brachytherapy under expert guidance. 

BD, a medical technology company, agreed to sponsor the consumables, 
such as the radioactive seeds, for the procedure to be done on 24 prostate 
cancer patients at CHBAH. These procedures were done during six workshop 
sessions conducted in theatre, with proctoring from Dr Duvern Ramiah, the 
Head of Radiation Oncology at CMJAH, Dr Robin Friedman, urologist at CHBAH, 
and Mr Thekiso Khotle, medical physicist at CMJAH.  

Although prostate brachytherapy has been available in private facilities, this 
was the first time it was done in a state, teaching hospital, while providing formal 
hands-on teaching. These patients also represent the first patients in the Gauteng 
state sector to have the opportunity to be treated with prostate brachytherapy.   

Due to great feedback, CHBAH has agreed to pay for radioactive seeds to treat 
50 patients this year at CHBAH which started in March. This will certainly make a 
life-changing difference to these patients with early prostate cancer.

WHAT IS PROSTATE 
BRACHYTHERAPY?

It’s a procedure where radioactive seeds 
are permanently implanted into the prostate 
under ultrasound guidance. The procedure 
is done in theatre, and involves a radiation 
oncologist, urologist, anaesthetist, medical 
physicist and an oncology theatre nurse. 

The seeds remain permanently in the 
prostate and destroy cancer cells there, 
while providing little to no radiation to the 
surrounding structures, such as the bladder 
or bowel. 

Due to this, it has a good side effect 
profile, and patients are usually discharged 
the same day or the day after the 
procedure is done. Possible side effects 
include burning on passing urine, blood 
in the urine, retrograde ejaculation, 
urethral stricture, erectile dysfunction, 
urinary incontinence, blood in the stools 
or discomfort passing stool (proctitis) and 
infertility. However, the rates of occurrence 
of some of these side effects is low 
compared to other treatment modalities. 

Patients that are good candidates for 
prostate brachytherapy alone usually 
have early stage prostate cancer, which 
is confined to the prostate, and no spread 
to beyond the capsule of the prostate, 
seminal vesicles, lymph nodes or distant 
organs. Patients also should have good 
urine flow, the prostate can’t be too large, 
or the grade (aggressiveness) of the cancer 
can’t be too high. 

In cases of slightly more advanced 
prostate cancer, brachytherapy can still 
be considered, but needs to be done in 
combination with androgen deprivation 
therapy (ADT) and external beam 
radiotherapy. 

Other treatment options for early 
stage prostate cancer include a radical 
prostatectomy or external beam 
radiotherapy. The choice of treatment 
is often made due to consideration of 
factors, such as available resources, 
skills and patient preferences. 

PATIENT FOLLOW-UP
Patients are normally discharged the 

day of or the day after the brachytherapy 
is done. Patients are then followed-up by 
either their radiation oncologist or urologist 
with physical examinations and a prostate 
specific antigen (PSA) blood test for 
monitoring, done every three months 
over the next two years to assess the 
result of treatment. If the treatment 
has been successful, the PSA normally 
drops over this time. Follow-up monitoring 
then becomes less frequent. 

Prostate brachytherapy represents an 
important treatment option for early stage, 
low- to intermediate-risk prostate cancer. It’s 
important for the disease to be diagnosed 
and treated at an early stage to gain the 
maximal benefit of the treatment.

Various healthcare professionals that were part of the training workshop team.

Dr Robin Friedman and Dr Duvern Ramiak were happy to join forces in this prostate 
brachytherapy workshop.
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Lailaa Cajee is an experienced oncology pharmacist with a demonstrated history of working in the medical industry, 
skilled in antineoplastic drugs and aseptic technique processes. She is passionate about education and training and is 
the co-developer of the first oncology course in SA through the University of Witwatersrand. 

 MEET THE EXPERT

Be Aware with Lailaa Cajee

Oncology pharmacist, Lailaa Cajee, helps us 
understand the importance of drug safety in 

the home.

STORAGE TIPS 
FOR YOUR 
OCDS AT 

HOME
TEMPERATURE

OCDs need to be kept at the 
correct temperature according 
to the manufacturer’s instructions. 
This information will be found in 
the package information leaflet 
in the medication box.

 Optimal room temperature 
ranges between 20-25°C and fridge 
temperature ranges between 2-8°C.

AREA OF STORAGE
In general, OCDs must be stored in 

a dry, dark and cool place. For room 
temperature medication, store it in a 
dresser drawer, or a kitchen cabinet 
away from the stove, sink and any 
hot appliances. You may also store 
medicine in a storage box on a shelf 
in a closet. A bathroom cabinet or 
kitchen windowsill attracts steam 
and heat so should be avoided.

FRIDGE MEDICATION
Store it away from food. Use 

an emptied drawer or place it in 
a sealed container to protect nearby 
food. Don’t place medicine in or 
near the freezer compartment. 
Also, don’t store medication in 
the refrigerator door because of 
temperature fluctuations occurring 
during the opening process.

KEEP OCDS IN ITS 
ORIGINAL PACKAGING

If you are going to remove it, 
ensure you use a separate pill box 
for your OCDs and a separate one 
for your normal medication. Never 
mix medications in the same bottle.

KEEP AWAY FROM 
CHILDREN AND PETS.

KEEP AWAY FROM 
ANYONE WHO IS 
UNABLE TO READ OR 
UNDERSTAND THE LABEL.

DO NOT SHARE OR 
SWOP MEDICATION 
WITH FELLOW CANCER 
PATIENTS.

The development of numerous 
oral chemotherapy drugs (OCDs) 
has led to a new paradigm in cancer 
treatment. In 1995, there were only 
six oral chemotherapy drugs. This 
number grew to a whopping 90 in 
2018. It’s estimated that more than 
25% of the 400 cancer drugs in the 
pipeline are oral. 

Whilst these medications are 
convenient and allow flexibility, 
they are not without complications 
or risks. How and where you store 
your OCDs affects how well the drug 
works.

Drug safety in the home is crucial 
for the patient but also for family 
members, caregivers, and pets. 

It’s also vital to ensure continued 
stability and efficacy of the 
medication.

SPECIAL 
CARE NEEDED

OCDs require special care as 
they are in a different category of 
medication and can’t be treated as 
another over-the-counter paracetamol 
or vitamin pill. 

OCDs are designed to kill cancer 
cells but can also damage normal 
cells in your body. Exposure to 
chemotherapy can be via contact 
with foods or everyday surfaces in 
the home. This demands absolute 
caution when handling OCDs to 
reduce exposure. 

Women who are pregnant or 
breastfeeding should avoid all 
contact with these medications.

HANDLING OF OCDS
Wash your hands before and 

after handling your OCDs. Keep 
your medicine away from food and 
other household items. If you are a 
caregiver, wear the recommended 
protective gear (gloves, mask and/or 
glasses) as instructed to protect 
yourself. Wash hands thoroughly 
after giving the medication.

DON’T USE 
DAMAGED MEDICATION

Damaged medication may make 
you sick. If your medication has 
changed colour, texture or smell, 
even if it hasn’t expired, don’t use it. 
Pills that stick together or are harder 
or softer than normal, or are cracked 
or chipped must not be used.

Always conform to the 
manufacturer’s information 
when it comes to handling and 
storage of your medication. 

UNUSED OR 
EXPIRED OCDS

Return them to your nearest 
oncology facility or pharmacy so 
that they can dispose of it correctly. 
Please do not flush it down the toilet 
or dispose of it in the trash.

ADHERENCE
Adherence to instructions from 

your healthcare provider is of critical 
importance. Take your medication 
as directed and if in doubt contact 
your oncology treatment centre or 
pharmacy. 

DRUG 
SAFETY 
IN THE 
HOME



All it takes is

3 Simple 
Steps

Once you have visited 
your doctor and obtained 
a prescription, our service 
allows you to place an order 
for delivery.

Send an email to info@medipost.co.za, visit our website at www.medipost.co.za or 

call us on 012 426 4000. You can also SMS us on 082 819 6000 and we will contact you. 

Say hello on Facebook @ www.facebook.com/medipostpharmacy

Want it? Need it? Medipost it.

CONTACT US TODAY

STEP 3
Get your medication 
conveniently delivered to 
your home, workplace or any 
address of your choice.

STEP 2
Pay for your medication via 
EFT, debit order, EasyPay or we 
can claim directly from your 
medical scheme (in line with 
scheme rules) on your behalf.

STEP 1
Place your order via 
our website, email or 
SMS. Alternatively, 
call or fax us.

Pharmacy




