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The general rule

The legislation of the country
determines the general rule with
regard fo the use of medication in the
country which determines that the
medical practitioner and the dentist
prescribe medication; the pharmacist
dispenses medication and the
nurse/midwife administers
medication. All practitioners are
responsible for assessing the impact
and outcome of the treatment
provided. The role of any of these
practitioners can be extended to allow
duties traditionally regarded as the
scope of practice of one of the other
groups, for example prescribing of
treatment by nurses and midwives.

Medicines and Related
Substances Act, 1965
(as amended)
The Medicines and Related
Substances Act governs all
manufacturing, control and use of
medication in the country. It
recognizes the nurse and midwife as a
prescribing practitioner provided that
the Nursing Council authorizes them
to do so. Prescribing practitioners will
have access to all schedules of
medication but regulations have to be
developed to indicate which drugs in
each schedule nurses and midwives
would have access to. The Act further
determines that prescribing
practitioners also have to:

* Obtaining a S 22A (15) permit
to acquire, keep, use and supply
medication. Such a permit will
indicate which medication the
practitioner has access to. Nurses
and midwives are not allowed to
keep an open shop or sell
scheduled medication.

* Obtaining a S 22C dispensing
license if the practitioner is
expected to dispense medication.
This license is applied for after
successful completion of a
dispensing course accredited by
the Pharmacy Council of SA.

Nursing Act, 2005

The Nursing Act (Act 33 of 2005)
determines in $56(1) that nurses and
midwives who become prescribing
practitioners must complete a
prescribed training programme
followed by registration with the SA
Nursing Council to assess, diagnose,
prescribe treatment, keep and supply
medication for prescribed illnesses
and health related conditions. This
registration will be valid for three
years after which the practitioner has
to re-apply. The practitioner must be
an employee of the state services at
national, provincial or local
(municipal) level where there is no
doctor or pharmacist available.
Another option for authorisation is
provided in the Nursing Act in $56{6)
in terms of which the Director General
of Health can authorise nurses and
midwives to prescribe treatment
without necessarily complying with
the provisions of S56(1).

Nurses, Midwives and
HIV&AIDS treatment

Previously the policy of the country
indicated that nurses and midwives
will not be involved in the initiation of
antiretroviral freatment (ART). This
policy has, however, changed and the
HIV&AIDS and STl National Strategic
Plan 2007 - 2011 clearly indicates
that nurses and midwives are
expected fo assist with the initiation of
ART for adults. The indicators
provided in the National Plan states
that the proportion of adults started on
ART and managed by
nurses/midwives must increase by
80% by 2011 and the HCT campaign
is aiming to achieve this.

The country policies on treatment for
HIV&AIDS states that only registered
health professionals, in line with the
relevant legislation and regulations,
are allowed to prescribe ART
according to the protocols provided.
The HCT campaign would lead to
more people requiring access to

treatment and nurses will be trained to
assist with this. Guidelines have been
published recently for both HIV and
TB treatment for all practitioners in
healthcare. All personnel responsible
for this task should have adequate and
appropriate training and skills to
initiate and manage persons on ART.
The expected increase in persons
requiring ART following the HCT
campaign requires more nurses and
midwives to be trained to initiate ART.

Last comments

There are many challenges to
increasing the number of nurses and
midwives trained in nurse initiated and
managed ART (NIM-ART). The
regulations required for
implementation of the relevant
sections in the Nursing Act are slow in
development - at least one has been
developed, but 2 years later not yet
promulgated.  This includes the
regulations to the Medicines and
Related Substances Act prescribing
the medication that nurses and
midwives could have access to which
still has to be drafted.

Concern has been expressed about
the ability of the current system to
produce a sufficient number of NIM-
ART trained nurses and midwives in a
short period of time to address the
need for ART in the country. As
indicated in the previous article, the
numbers are not on target as planned
in the HCT campaign outline. The
overnight switch from no nurse-
initiation to NIM-ART and the limited
time available for training has further
raised concerns around the
competence and confidence of
practitioners to perform NIM-ART.
From a labour point of view and
worker protection, the concern is that
when a mistake is made, the nurse or
midwife is accountable and will stand
alone.
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Individuals suspected of having
pulmonary tuberculosis must have an
examination of their sputum
preformed to determine whether or
not they are infectious cases of
tuberculosis prior to the commence-
ment of their treatment. This
examination consists of microscopic
examination (smear microscopy) of a
sputum sample which has been
spread on a slide and stained by one
of two methods, namely carbofuschin
methods (Ziehl-Neelsen or Kinyoun
methods} and a fluorochrome
procedure using auramine-O or
auramine-thodamine dyes. If micro
organisms (commonly referred to as
acidfast bacilli or AFB) are detected
by this method then the individual is
said to have smear positive
tuberculosis. Smear microscopy is
essential to correctly and effectively
identify the cases which are infectious
and therefore have the highest priority
forcare.

The ideal situation is that at least two
sputum samples should be taken from
any person suspected to have
tuberculosis.

The first sample should be collected at
the first interview with the patient when
a “spot specimen” is collected. This
sample is obtained “on the spot” after
coughing and clearing the back of the
throat and this should be under the
supervision of a health worker.

For the second sample the patient is
then given a sputum container for the
collection of an early morning sample
which should be on the next day.

A third sample could be collected “on
the spot” when the patient returns to
the clinic to deliver the second sputum.

Sputum labelling

Correct labelling is essential and will
save time and prevent errors. The
information that should appear on the
label is contained in the
accompanying block .

Sputum collection

clinical update

The collection of the sputum is an extremely important procedure. The healthcare
practitioner must explain the procedure to ensure that the patient fully
understands what is expected. It is essential that the sputum sample is obtained in
a well ventilated area or outside without others watching.

The person must:
First rinse mouth with water
Hold the empty container
received from the healthcare
practitioner
Cough deeply from the bottom
of the chest beginning with deep
breathing. Produce a sample
after deep coughing even if it is
saliva
Carefully direct the sputum into
the container so that the outside
is not contaminated
Give the container with the
sputum sample to the healthcare
practitioner

Woash hands

Label the container clearly
with:
Name of patient and clinic/
hospital number
Name of clinic/hospital
Indicate whether the sample is
pretreatment, follow-up or end
oftreatment sample
Write clear instructions

regarding what investigations
are required
Write the appearance of the

sputum (eg mucoid, lumpy,
green, offensive, efc)

Date the sample clearly

Label the container as the lid
may get separated and mixed

up

The healthcare practitioner

must:

* Explain the procedure to the
patient
Demonstrate a deep cough
Give the patient the empty
container without the lid
Supervise the collection but do
not stand in front of the patient
Hold the lid ready to replace
immediately after the sputum
sample has been obtained
Securely close the lid of the
container by pressing the centre
of the lid down until a click is
heard
Wash hands after handling the

sputum sample

Sputum storage

The sputum sample must be sent to the
laboratory as soon as possible. Place
the sputum bottle in a plastic bag, if
possible, to prevent contamination. If
transport is not immediately available,
store the sputum sample in a fridge -
do not store it in a freezer. Record the
date on which the sample has been
sentto the laboratory.

Transportation of sputum
samples

Samples to the laboratory should be
transported in a cooler bag. High
temperatures during fransit will kill
bacilli. Samples should be protected
from contact with direct sunlight at all
times and should be taken directly to
the laboratory. Make sure that the
driver or porter understands the
reasons and urgency for doing so.

Sputumresults
One person must be responsible to
check the sputum register to see which
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ethics & law

Introduction

Tuberculosis (TB) is an easily
transmissible airborne disease,
prevalent in South Africa. Collated,
upto-date statistics as to the extent of
the epidemic are not available, as the
Department of Health data has as not
yet implemented the measures
required in order for it fo be in a
position to have these statistics.
Amongst the most recent Department
of Health statistics are from 2006,
which recorded that the number of
new TB case notifications in SA in
2006 was 342 315.

However, according to recent World
Health Organisation (WHO)
estimates, South Africa (SA) has the
fourth worst TB epidemic in the world,
and the highest prevalence at 692
people per 100 000. The HIV
prevalence in incident TB cases is
73%.2 For 2007, the WHO estimates
that there were approximately 461
000 new TB infections.’

The HIV/TB co-infection rate is
growing exponentially as illustrated in
the diagram. TB has also been the
leading cause of death in SA since

2001.°

In 2007, the Department of Health
reported 7 350 new multi drug-
resistant (MDR) TB cases to the
WHO,’® up from 6 716 in 2006,° while
the WHO estimates for 2007 were
closer to 8 238.” Globally, the WHO
estimates for the number of emerging
MDR-TB cases in 2008 were between
390000 - 510000.*°

Present policy in SA requires patients
diagnosed with drug-resistant forms of
TB, either MDR-TB or extensively drug-
resistant (XDR) TB, to be isolated in
specialised DR-TB hospitals during the
initiation phase of treatment -
generally lasting approximately six
months. In exireme cases, certain
patients have been in isolation for over
two years.” Extended periods of
isolation result in patients being

deprived of their freedom for the
duration of the isolation, albeit - it is
argued - in order to protect the public

health.

Isolation is by its very nature a
limitation of the human rights of
patients. The reasonable legal
question is whether isolation is justified
as being in the public interest. This is
looked at in the context of section 36
of the Constitution, which sets out the
framework for determining whether
any limitation of a right is justified. Itis
important to consider whether there
are dalternatives to the present system
of isolation, the arbitrariness of who
ends up isolated, and the negative
effects of isolation on patients and
health care workers (HCWs).

A human rights-based
approachtoisolation

The Constitution ensures that everyone
is enfitled to the enjoyment, fulfilment,
promotion, protection and respect of
their basic human rights, including the
right not fo be deprived of freedom
arbitrarily or without just cause.

A human rightsbased approach to
people living with HIV has been a
hallmark of successful HIV
inferventions in combating the spread
of HIV, but has been largely absent in
the development of strategies fo fight

the spread of TB - to the detriment of
those programmes."

From a legal perspective, section 36
of the Constitution sets out the
requirements government must follow
whenever its policies or practices limit
the rights of individuals. Applied to
isolation policy, isolation must be
reasonable and justifiable in an open
and democratic society based on
human dignity, equality and freedom,
and isolation must be applied
according to a law of general
application. The factors that need to
be considered include the nature of
the right to be limited in relation to the
nature, extent and purpose of the
limitation, and whether there is not a
less restrictive means of achieving the
purpose.

If a human rights-based approach to
the policy of isolation been adopted
earlier, this would have highlighted
the limited bed capacity at DR-TB
hospitals, and the waiting lists of
patients diagnosed with DR-TB for
access fo hospitals and treatment.”
This approach would also have
provided a better understanding of
the effects of isolation on patients and
HCWs and measures to put in place to
address these.” What is apparent is
that there is an urgent need for
alternatives to the present system of
isolation.
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Annual Membership Fees: R120 for Associate Members (i.e. health care workers other than doctors)

Renewal fees are valid for 12 months from date of receipt of payment. Payments may be made by cheque or electronic
transfer payable to: ‘Southern African HIV Clinicians Society’, Nedbank Campus Square, Branch eade: 158-105
Account No: 1581 048 033. Please fax or email of proof of payment to 086 682 2880 o

post to: Suite 233, PostNet Killarney, Private Bag X2600, Houghton, 2041. Tel: 071 868 0’

NB! PLEASE PRINT LEGIBLY TO ENSURE WE HAVE THE CORRECT INFORMATION TO PROVIDE YOU WITH OUR SERVICES:

First name: | \ | \ | | | | | | | |\ Initials:
Sumame: (TTTTT T Tdee [TTTTT]

Profession (please tick one): Professional Nurse [ ] Enrolled/Staff Nurse [] Nursing Auxiliary|:| Midwife [_]
Pharmacist| | Social Worker [ | Community Health Worker [ | Researcher[ | Other........c.ccccoouvuurne

Practice address

Postal address

Cy CTTTTTTTITTTITTTITTITITTIT]

State/Province | [ [ | [ [ [ [ | [ [ [ [ [ ]]

Country|||\|\||||||||||PostaICode[D:D

SANCorotherCouncilNo. [ [ [ [T T T T T 1]

Tee No [ [ T[T TTTTITTTITTT]een LLLITTITELTITT]]
Fax LI [T T TT Tl ]]

Email LI LTI TIIITIPPITTIPIPIIIrlT]

Please tick relevant box:
e Do you work in rurall ] or urban[]
e Would you like your quarterly journal, the Southern African Journal of HIV Medlirine to ha nnsted to you?
Yed] No[] (I will read the journals on-line, on the Society website
e Would you like to receive information from the Society via sms[_] emai|_j or botn|_|
e Names of HIV training courses successfully
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Optional demographic information (for reporting and BEE accreditation purposes):
e Race: Black [] Coloured[] Indian[] White[] ~ Other......ccccccoovorerrrirrirerrnnnse.
» Gender: Male [] Female[]

e DateofBirth: Day [ [ | Month [[] Year [ 1]

Method of payment: Electronic transfer [] Direct deposit [] Post/Cheque [] Cash[]
Amount Paid: Payment Date:
SOCIETY SERVICES: CPD points for questionnaires and branch
Quarterly issues of the Southern African meetings Conference information and bursaries
Journal of HIV Medicine Information on training courses Internet discussion groups
Newsletter Transcript HIV Advocacy Local and international guidelines
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