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Dear Nelouise,

On behalf of SASOHN Eastern Cape |
would like to congratulate you on a
stunning HIV Nursing magazine.

Your articles are easy to read &
understand & | know that you will keep
us informed about all the latest
developments in the field.

Well done!!

Maggie
Chairlady SASOHN EC
Vice President SASOHN

Good day,

Compliments on your magazine. At last
I can read and understand and be up
to date in the HIV field.

Blessings,

Schenell Rossouw
HIV Facilitator, Sexual Advisor
Medi Shape and Sexational Clinic

Dear Editor,

What a great initiative of the Clinicians
Society to publish this magazine! The
information is relevant and useful and
for those of us in isolated service
delivery areas this is really a helpful
tool. Keep up the good work!

Margaret, Northern Cape

[ bring you greetings in the name of the
Almighty God from here in Ghana. |
must say this, that the HIV Nursing
magazine is masterpiece and one of a
kind on the African continent at the
moment. Reading through the
magazine, | came to the realization
that there is alot to be done in terms of

combating the menace that has plaqued
our continent and the world over. |
want to congratulate the entire body of
the Southern African HIV Clinicians
Society as well as the editorial body for
bringing out such a masterpiece. | am a
specialist E.N.T Nurse but has a
particular interest in the care of
HIV/AIDS patient. What | need now is
a specialist course or training in the
area to equip me with the necessary
skills and knowledge to enable me to
deliver. What § want to know is
whether your outfit can organise such
workshops or training programs in
Ghana to equip people like me and
others who have similar interest in that
area. May God grant you all the
strengh and resources you need to
continue with the good works you are
doing. And for the magazine it shall
grow from strengh to strengh in Jesus
Name, Amen.

My name is Michael Tetteh Donkor.

Hallo Nelouise,

WOW!! s the only expression that
comes to mind. | have long been
waiting for this moment, which is
definitely the moment of truth. it had
been such a pleasure to recieve the
Journals, but now it is even more than
a pleasure to recieve a Journal that
adresses the common challenges as seen
and experienced by nurses. | have at
some stage stopped paying, not because
I am not challenged by the other
Journals, but sometimes would find it
difficult to understand some of the
microbiology language. Now | have no
reason not to update my subscription, |
am also very grateful that Doctors have
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kept the ball rolling all these years, it
has been such a pleasure to know that
as nurses we have been kept in mind.
You could not have chosen a better
period to introduce this Journal to
celebarate 2010 THE YEAR OF A
NURSE. This fight will be won if we
attack from all the angles and we arm
one another with important
information to treat our patients.

I hope the venture grows from strength
to strength. GOOD LUCK

Yours faithfully,
Patience Ntamane

GDoH (Professional Nurse)
SUBJECT: SOUTH AFRICAN HIV
CLINICIAN NURSING MAGAZINE

Dear Nelouse

{ am excited with the first issue of this
Nursing magazine. | was looking
forward for this because we Nurses
most of the time, are not recognised.
For you Nelouse to realise us is greatly
appreciated and we will be able to add
in the magazine our challenges as PHC
Nurses regarding our clients as you
know we are the first contact with the
patient especially in the Primary Health
setting.

The first issue has made me think of
the next letter | will be writing and |
am anticipating the next edition of the
magazine.

Much appreciated
Regards
Mrs. RM. Masombuka

Primary Health Care Nurse (B Cur in
Nursing)






























years. Certainly there are concerns that
lesser qualified people will not render as
good a service but it is seen to be the
best solution in a difficult situation. Such
a process is inevitably and probably
reasonably, accompanied by an outcry
from hedlth professionals who feel
threatened as their jobs may become
vulnerable. However, if the problem is a
short term one, these are not major
issues as the expectation is that the
situation will normalize after the end of
the war or other crisis. The biggest
problem after a short term problem such
as a war is to integrate these workers
once the war is over. The assumption is
that, once it is, things will go back to
normal and health professionals will
resume the level of work they did prior to
the outbreak of the war.

A long term problem

In a situation that we are currently faced
with where there is a shortage of trained
professional nurses to carry out their
traditional roles as a result of a long
term training deficit and lack of
adequate retention strategies, we are
not looking at a short term problem. The
same applies for the HIV epidemic. It
has resulted in far more sick people and
fewer health professionals, but it will
sadly not be resolved within a few
months or a couple of years. This means
that all the plans for task shifting will be
long term. This, in turn, means that
expectations will be raised amongst
health workers with shorter training that
they will confinue to work in the field
doing what they have been allocated to
do for the rest of their working lives.
Once a community health worker, for
example, has been executing and
interpreting rapid HIV tests for a few
years, she is not happily going to stop
once our staffing situation improves or
the HIV epidemic is controlled as this,
and other tasks, enable her not only to
earn a living, but doing them improves
self esteem and gives her a sense of
identity as an important member of the
community.

The literature produced by the World
Health Organization (WHO)s is careful
to state that, while task shifting is one of
several strategies the organization
supports to address the severe human
resource constraints, it should be done
along with:

+  Preservice education: (which)
provides clinical content within
a public hedlth approach

« Interventions to help retain
health workers: attention to
their safety (universal
precautions, 24/7 availability
of post exposure prophylaxis),
personal support and on-going
learning through clinical
mentoring, and attention to
burn out

« The expansion of clinical teams
providing HIV services with
people living with HIV.

The WHO?! further states in its Task
Shifting Global Recommendations and
guidelines document in recommendation
15 that “countries and donors should
ensure that task shifting plans are
appropriately costed and adequately
financed so that the services are
sustainable” further indicating that these
are long term plans.

Task shifting in the South African health
context is therefore a long term sirategy,
mainly, but not exclusively, related to
improvement of health care provision in
the HIV/AIDS epidemic context and
inclusive of all health workers, not just
health professionals.

IMPLICATIONS OF TASK SHIFTING

Task shifting has only been discussed
openly in recent years in response to the
HIV/AIDS epidemic. Certainly mid-level
workers have existed for some time and
certainly task shifting has been practised
for years. However, it is as a result of
what the WHO refers to! as the “global
health workforce crisis” precipitated by
the HIV epidemic on top of existing
shortages that widespread discussion is
occurring.

This implies that task shifting is seen as a
response to a crisis and we need to
recognize that it is not a strategy that we
would have employed were there not a
crisis. This in itself implies that task
shifting is not an ideal measure.

(i) Implications for
patients

Most people can be taught to undertake
tasks providing they have enough
training. Most of the time they will carry
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out that task without any negative
effects, but if they do not understand the
context or systems in which they are
working problems can arise.

For example, a person can be trained to
commence an infravenous infusion. It is
not a difficult skill, and one does not
even need to understand a lot of
anatomy if one is taught how fo find a
svitable vein and how to insert the
cannula. The person may miss the vein,
or may cause discomfort until he is
proficient but it is a skill that most people
can be trained to perform. When that
person starts administering intravenous
fluids, however, we are in different
territory. Here you do need knowledge
of physiology and pharmacology to
choose the right fluid in the right
quantity. If this is not done correctly it is
quite possible to cause serious harm or
death to the patient.

There are, however, hundreds of tasks
relating to nursing that can be done by
people with little or no training that can
be carried out without harming the
patient. Some, such as a bed bath, can
be done by anyone but the way it is
done will make the difference between
being a pleasant therapeutic experience
during which time the patient is assessed
and communicated with, and an
uncomfortable experience where the
patient merely gets “cleaned.” What
cannot be done without adequate
training is the total management of the
patient. Someone with adequate training
needs to oversee the total care of the
patient.

In deciding which tasks can safely be
“shifted” the Department of Health's
work on core standards becomes an
unexpected but useful source’. They
have established a “risk matrix”
whereby standards are classified as
extreme risk, high risk, medium risk and
low risk depending on the likelihood of
something happening and the severity of
the impact. The severity of a situation is
assessed by establishing the impact of
the measure on the patient, processes,
finances and the reputation of the
establishment. The likelihood is
examined in terms of its expected
frequency of occurrence.

If there was a formal process of
determining risk of tasks considered for









profession responded appropriately by
creating a course for primary health
care nurses and recognizing that they
were working outside their original field.
Changes were made to the Act, the
regulations and policies and primary
health care nurses have been able to
function as such. It was recognized at
the fime that this was going to be a long
term, or rather a permanent solution and
the profession responded accordingly.

The response to the problems of
HIV/AIDS can be dealt with in the same
way. It needs to be decided what tasks
and groups of tasks can be carried out
by lower categories of nurse and written
info their scopes of practice so that they
will be adequately trained to fulfil the
responsibilities. It is essential that the
WHO Global Recommendations and
Guidelines on Task Shifting? distinguish
between different categories of nurse.
At present the suggested allocation of
tasks is merely done between Medical
Doctor, non-physician clinician, nurse
and community health worker. Whereas
this categorization differentiates the
primary health care nurse from other
nurses, it is important to distinguish
between what professional nurses, staff
nurses and nursing auxiliaries can do.
This probably needs to be done at
country level rather than at global level
but is a responsibility the profession
needs to take on quickly, before the
scopes of practice of the various
categories are redrafted. If this is done,
task shifting as a concept can disappear
from the nursing literature as the
profession will have provided for a long
term solution to the problem.

This leaves the issue of the community
health worker who is not regulated and
traditionally is expected to be
supervised by a nurse which in itself is a
problem. There is an expectation that
community health workers will be
regulated in the not too distant future
and when this is done their scope of
practice will need to include all the
“tasks” that they are required fo carry
out.

There is little doubt that the nurses'
solution to other problems i.e. working in
teams and according to clinical
pathways will assist the whole issue of
managing HIV/AIDS. Teams can include
community health workers but the

reporting and accountability lines need
to be carefully defined. While clinical
pathways are not one hundred percent
applicable to all patients, they do cover
the majority of patients and provide
useful guides to ensure the safety and
complete management of patients.
Parcelling tasks into essential packages
that teams can manage rather than
separating out individual tasks will
further enhance the management of the
very difficult problem of not having
sufficient health professionals to manage
the epidemic.

CONCLUSION

In March 2008, DENOSA'! led
discussions on the challenges of task
shifting during their Strategic
Consultation named “Task Shiffing -
considering legal and regulatory
barriers”. All the issues were carefully
considered and there was consensus,
even two years ago, that task shifting is
not going to go away. The health
professions need to respond
appropriately and this means
incorporating the “tasks” info scopes of
practice and training adequately for
their safe delivery.

Nursing as a profession has done this in
the past and needs to rise to do this
appropriately once again.
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It is estimated that around 70% of all
new TB cases in South Africa have HIV
infection. TB is currently the most
important cause of morbidity and
mortality in HIV infected persons in
South Africa. The risk for TB increases
very soon after becoming HIV infected
and increases steadily with progression
of HIV disease. Although ART
significantly decreases the risk for
developing TB, the HIV infected
individual will always have a higher risk
for developing TB compared to an HIV
negative person. The highest risk for
developing TB while on ART is during
the first 6 months of therapy. This is often
associated with unmasking immune
reconstitution inflammatory disease
{IRIS} and can be prevented by properly
screening patients for TB disease before
commencing ART or by preventing the
development of TB disease in patients
with latent TB infection before starting
ART by providing TB preventative
therapy.

Isoniazid preventative therapy
TB preventative therapy, also known as
isoniazid preventative therapy ({IPT) or
TB prophylaxis has been part of the
National HIV/AIDS Comprehensive
Management Plan since 2004/5. Per
definition, it is the administration of
isoniazid to individuals with latent M.
tuberculosis infection in order to prevent
progression to active TB disease.
Although there are still some
unanswered questions regarding this
intervention, trials done all over the
world including South Africa, have
shown that the maximum benefit is
achieved from TB preventive therapy in
HIV-infected persons with evidence of
tuberculosis infection, i.e. a positive
tuberculin skin test {TST). In these
patients, the risk of developing TB
disease can be reduced up to 60%.
Some trials also showed benefit among
HIV-infected persons in general,
regardless of their tuberculin test result.
The benefit in TST negative patients, is
however still a matter of debate between
the experts. New research data on this
matter is eagerly awaited.

TB preventive therapy should be part of
the package of care for all people living
with HIV/AIDS, but should only be
offered if patients can be adequately
screened for active TB disease and
followed up monthly to encourage
adherence, address side-effects and to
continue TB screening.

It is also essential to have strong
collaboration (preferably integration} of
HIV/AIDS and TB programmes and to
monitor the IPT programme by collecting
data on the numbers of people started,
completed and failed.

How to effectively exclude active
TB disease

The main risk of giving a single TB drug
to a patient who has active TB disease is
the rapid development of resistance to
that drug. Single drug resistance,
specifically INH mono resistance is
usually the first step in the development
of MDR TB. The exclusion of active TB
disease is therefore essential before
initiating IPT and if there is any doubt
that a patient has active TB, one should
not start IPT.

Evidence shows that a simple symptom
and sign screening procedure is very
effective in excluding acfive disease. The
additional use of a chest X-ray in
patients who has a negative screening
test, does not increase the yield
significantly and is therefore not
recommended in the routine workup
prior to starting |PT.

Suggested symptom and
sign screen:
« Current cough for > 24 hrs

+ Fever

 Drenching night sweats
Significant loss of weight
Lymphadenopathy >1ecm

Any patient with 1 or more positive
symptom (listed in the box} is considered
a TB suspect and is not eligible for IPT
until active TB disease has been
excluded with sputum smear and
mycobacterial culture. Where clinically
indicated extrapulmonary TB must be
excluded with appropriate investigation
eg. fine needle aspiration of significant
lympadenopathy. If the smear and
culture are negative and the patient has
become asymptomatic, IPT may be
reconsidered in three {3) months.

If the smears are negative and the
patient is still symptomatic, smear
negative TB must be considered. Doing
a chest X-ray in this situation is often
helpful to accelerate the clinical

clinical update

diagnosis of TB disease and
commencement of therapy while
awaiting culture results.

The golden rule remains: If
there is any doubt that

active TB disease is present,
IPT should not be given.

Tuberculin skin test

Due to the strong evidence of the benefit
in TST positive HIV patients, the current
national IPT guideline recommends that,
in places where tuberculin tests are
feasible and can be performed, IPT
should only be offered to those who are
TST positive (>5mm).

However, the practicalities and logistics
of doing a tuberculin skin test may be an
obstacle for the provision of TB
preventive therapy in some situations.
Where it is not possible to do the TST or
it is deemed by the provider to be an
obstacle to IPT, the guideline suggests
that IPT can be prescribed without a TST
if the risk of developing TB disease is
very high.

The following populations are at
particularly high risk of developing TB
and would benefit most from IPT: mine
workers, prisoners, close TB contacts,
health care workers and children.

IPT and Pregnancy

TB is a major factor in HIV related
maternal deaths in Africa. Active TB
during pregnancy is also associated with
spontaneous abortions, and adverse
perinatal outcomes.

Pregnant HIV infected women will
benefit from IPT and it can be started at
any fime during pregnancy and should
be completed if a woman falls pregnant
while taking IPT.

IPT and ART

Patients who are receiving IPT and who
are eligible for ART according to the
latest National Guidelines should
commence ART without unnecessary
delays. IPT can be completed while
taking ART and should not be stopped
after initiafing ART.

There is currently no good data
supporting the initiation of IPT in pafients
already on ART. Some experts will
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The publication in the 15 June 2010
issue of Lancet of the results of the
CIPRA-SA study has again focused
attention on the issue of nurse-initiation
and management of anfiretroviral
therapy (NIM-ART)'. In this randomised
non-inferiority trial, HIV-positive patients
at two South African primary-care clinics
with a CD4 cell count of less than 350
cells per Ul or WHO stage 3 or 4
disease were randomly assigned to
nurse-monitored or doctor-monitored
ART care. Based on a composite
endpoint {including all-cause mortality,
loss to follow-up, virological failure,
toxicity failure, withdrawn consent,
defaulting clinic schedule, and HIV-
disease progression), nurse-monitored
ART was shown to be non-inferior to
doctor-monitored ART. Participants
allocated to the nurse-monitored arm
were initiated on ART by medical
practitioners. Their care was then
continued by experienced primary
health-care nurses, described as drawn
from “a nationally registered cadre of
nurses who have undergone 1
additional year of clinical training in
primary health care”. Both the medical
and nursing staff involved were provided
with “similar structured didactic and
clinical training in HIV and the use of
ART”. Both groups “were supported by a
clinic nurse who ensured that the
parficipant saw the correct clinician, did
routine clinic procedures, and scheduled
further patient visits; and by a team of
lay community counsellors who were
trained in freatment adherence
counselling”. Lastly, the study team
reported that “[a] pharmacist oversaw
ordering and dispensing of antiretroviral
drugs at each site”. The authors noted
that they were not able to assess “nurse-
initiated ART", as “the prescription of
licensed drugs in South Africa is
restricted to doctors”. They further noted
that the “[ijmplementation of nurse-
initiated therapy would therefore need
additional changes fo the existing
legislation”, but that “wide-scale task
shifting to nurses for ongoing patient
management” was a feature of the
South African National Department of
Health HIV and AIDS and STl strategic
plan for South Africa, 2007-2011.

At first glance, this programme would
seem to embody exactly the sort of task
shifting that was recommended by the
World Health Organization®.

Recommendation 5 of that document
states that “Countries should assess and
then consider using existing regulatory
approaches (laws and proclamations,
rules and regulations, policies and
guidelines) where possible, or undertake
revisions as necessary, to enable cadres
of health workers to practise according
to an extended scope of practice and to
allow the creation of new cadres within
the health workforce”. It would also
seem to be in line with the National
Drug Policy for South Africa, which
states that “[a]t primary level prescribing
will be competency, not occupation,
based”’. It goes on to state that
“prescribing by nurses will only be in
accordance with the provisions of Act
101 of 1965" and that “nurses will not
be permitted to dispense drugs, except
where separate pharmaceutical services
are not available” and “such persons
will be in possession of a dispensing
licence issued by the Medicine Control
Council”.

The legal situation, though, remains
fraught with difficulties and hostage to a
process that seems to have stalled.

The enabling provisions

Medicines and Related
Substances Act (Act 101 of 1965)
The General Regulations issued in terms
of the Medicines and Related
Substances Act (Act 101 of 1965)
define 'authorised prescriber' as “any
person authorised by the Act to
prescribe any medicines”. The Act itself
[in section 22A(5)] limits the prescribing
of any Schedule 2 to Schedule 6
substance to medical practitioner,
dentist, veterinarian and to “a
practitioner, a nurse or a person
registered under the Health Professions
Act, 1974, other than a medical
practitioner or dentist”.

However, this last category “may
prescribe only the Scheduled substances
identified in the Schedule for that
purpose” and may “compound and
dispense ... only if he or she is the holder
of a licence contemplated in section
22C{1){a}*’. Further, s22A(14) of the
Act states that “no nurse ... may
prescribe a medicine or Scheduled
substance unless he or she has been
authorised to do so by his or her
professional Council concerned”.

Read in isolafion, this set of legal
provisions is clear and unambiguous. A
nurse wishing to prescribe medicines will
need to be deemed competent and
authorised to prescribe by the South
African Nursing Council and the
medicines which s/he can prescribe will
need to be listed in the Schedules to the
Act for this purpose.

The Nursing Act (Act 33 of 2005)
This construct is echoed in section 56 of
the Nursing Act {Act 33 of 2005), which
enables the Nursing Council to register
a professional nurse, midwife or staff
nurse to “assess, diagnose, prescribe
treatment, keep and supply medication
for prescribed illnesses and health
related conditions”, but only on “proof
of completion of prescribed qualification
and training”®. The Act also specifies that
such a nurse may only “acquire, use,
possess or supply medicine” and
"dispense medicines” subject fo the
provisions of the Medicines and Related
Substances Act (Act 101 of 1965).

Had the Nursing Act ended with section
56 at this point, the transition from the
previous section 38A permit system to
one based only on demonstrated
competency (completion of a prescribed
qualification and registration in this
special category) would have been very
difficult. The legislators therefore saw fit
to include a similar permit system in
section 56(6) of the Nursing Act. This
enables the national Director-General,
the head of a provincial Department of
Health, the medical officer of health of a
municipality or the medical practitioner
in charge of an organisation authorised
for this purpose to issue a permit to a
nurse employed in such settings to
engage in “the physical examination of
any person”, “the diagnosing of any
physical defect, illness or deficiency in
any person” and “the keeping of
prescribed medicines and their supply,
administering or prescribing on the
prescribed conditions”.

However, such acts are to be performed
only “if the services of a medical
practitioner or pharmacist, as the
circumstances may require, are not
available”.

The entire new Nursing Act has been
brought into effect by 3 promulgation
notices (Government Notice R.4,
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The missing pieces -
consequences

If it is accepted that the intention of the
State is still to implement the National
Drug Policy of 1996 and to ensure that
all prescribing and dispensing of
medicines is performed in terms of the
Medicines Act, then a number of key
steps need to be completed. The
Nursing Council needs to formalise the
qualifications and training that will
enable nurses to gain access to the
specialist registers contemplated in
section 56. Once this is settled, the
Nursing Council needs to propose which
medicines should be listed in the
Schedules for each specialist category.
These proposals will be considered by
the Medicines Control Council and those
recommended will be included in new
Schedules made by the Minister of
Health. Only then will such nurses be
recognised as “authorised prescribers”
in terms of the Medicines Act.

The consequences of continued delay in
this process are serious. The South
African Pharmacy Council has confirmed
that, in its interpretation, anfiretroviral
medicines (which are Schedule 4
substances) “may only be dispensed by
a pharmacist on a valid prescription by
a medical practitioner or an authorized
prescriber”’. The Pharmacy Council has
made it clear that “nurses who are
registered in terms of Section 38A (old
Nursing Act) / Section 56 (new Nursing
Act) are permitted to dispense medicines
they have prescribed, i.e. nurse initiated
treatment in terms of prescribed
regulations”. However, they have stated
most categorically that “pharmacists
cannot dispense nurse initiated
treatments unless such prescription has
been authorized by a medical
practitioner”.

Conclusions

The safe provision of medicines is
premised on a set of overlapping
responsibilities and double checks.
Central to this construct is the belief that,
wherever possible, prescribing and
dispensing should be separated. In
accordance with this approach, section
56(6) of the Nursing Act should be seen
an exceptional mechanism, not the
norm. The ultimate goal should be to use
sections 56(1) to (5} and the Medicines

Act, and to allow for nurse-initiated
prescriptions to be dispensed by
pharmacists and pharmacist's assistants.
However, to achieve that end, the stalled
process of bringing the Nursing Act into
effect must be addressed urgently.
Colvin et al. wrote that “the combination
of decisive leadership, political will and
an expanded delivery platform has the
potential to accelerate ART access in our
country like never before. But the
complexity and risks this may present to
the backbone of our public health
sector, nurse-led primary care, must be
recognised and addressed and dll tested
strategies employed to ensure that the
system is strengthened and not
undermined”’.

Failing to develop the necessary
qualification and Regulafions and further
delaying the process of amending the
Schedules to the Medicines Act will
confinue to leave nurses exposed and
deprive patients of access to a full
pharmaceutical service, even where
such a service is available.
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Nursing Services in the provincial office
where his main responsibility was to
provide strategic leadership within the
Directorate Nursing Services.

What are the challenges and
opportunities in the new
position?

Tendani was asked about the challenges
and opportunities as he sees it in his new
position.

Alignment of nursing
qualifications

His biggest challenge and opportunity to
influence the nursing profession, is to fast
track the alignment of the nursing
qualifications with the NQF. “This matter
has been on the table for a long time
and people on the outside are anxious
to start working on the new
qualificafions” says the big man with the
capfivating smile.

Improve efficiency and
turnaround time

The second opportunity is to address the
efficiency of the Nursing Council and to
improve the turnaround time of Council
business. The turnaround fime is not
good on all fronts and systems have to
be put in place to improve it. He
highlights some examples of how
Council responses can be linked to the
information system of the Council. “Why
can we not send bulk SMSs to remind
nurses of their certification fees that are
due, or to advise that their payments
have been received2” he says.
Matriculants receive their examination
results by SMS; why can the Council not
also do it2 Implementing a system like
this requires an update of the data of
registered and enrolled nurses.

In terms of improving turnaround time for
printing and issuing of cerfificates for
those who successfully completed their
learning programmes, processes should
be adapted to streamline the process.

When completion of training documents
are received, they should be quality
controlled and processed immediately
and staff should not wait until the money
has been received to start the process.
Certificates will still only be sent out
when payment has been received, but if
the process is started immediately when
completion records are received,
certificates can be posted when
reconciliation indicates that fees are
paid. In addition to this, certificates

should, instead of going fo the
individual, rather go to the nursing
education institution where the learners
can get their certificates and sign on
receipt thereof. The certificates can be
dispatched with a return form on which
all learners have to sign when they
receive their cerfificates. “One of my first
calls in this office was from a nurse who
was crying because she has been sitting
at home for 6 months because she has
not received her certificate yet. | was
informed that it bounced back to the
Council” he says. This is just not fair to
someone who has successfully
completed a programme and wants to
go to work and earn a living.

Professional conduct hearings
The service delivery in terms of dealing
with disciplinary cases should be
improved. It is not fair for a nurse or
midwife to be subjected to a hearing 6
years after the incident and strategies
have to be put in place to prevent such
long waiting times.

Increased visibility

Tendani's vision is to increase the
visibility of the Nursing Council to
interact and share information through
road shows or other events with the
public and with the profession. The case
studies of disciplinary hearings at the
Council offers a rich source of training
materials to equip members of the
profession on the things that can go
wrong and where the most mistakes are
made. It will also offer the profession the
opportunity to speak to the Council and
for the Council to listen and then reflect
on the needs of profession. This provide
an opportunity to show the profession
that the Council is not only there to
discipline them!

Accreditation

Still in line with improving efficiency,
accreditation capacity must be
increased. Accreditation guidelines must
be made more accessible and
knowledge on how to get institutions
accredited must be reinforced. One of
the options that will be explored is to
decentralise accreditation by dividing
the country into geographic areas and
appointing accreditation teams to do the
accreditation visits and make
recommendations. These teams can
consist of educators in the area. Such
teams will work must more efficiently
than one team having to visit all nine

provinces. Developing a detailed
database to indicate which accredited
programmes are offered at the different
institutions that are accredited will be of
great value.

Annual payments

It is also essential to start looking at
ways to make it easier for nurses to pay
their annual certification fees without
having to stand in a queue for a day or
two at the Council so that their names
are not removed from the register. While
electronic payments will also be
promoted, it is recognised that not
everyone has access fo the internet and
therefore other options such as payments
at the post office or other pay points
should be explored.

Message to the profession

His message for the profession says
Tendani is “Have pride in what you are
doing. The healthcare services are only
sustainable with the service of nurses.
Knowing well what skills nurses have, |
have no doubt that nurses and midwives
will have a big impact in the field with
the management of HIV/AIDS and other
health problems. Nurses and midwives
must do their work in a pragmatic and
professional manner. Together we have
the responsibility to improve the image
of the profession at a time where the
community seems to be losing frust in us
and we have fo cultivate a caring ethos
and re-establish our former pride”.

This can only be achieved by all our
nurses going back to basics - it is not
only about the sophisticated aspects of
care, it is above all also about the
patient. We have to listen to the patients
and their needs, to assist them in
whatever way they need and o refer
them to another practitioner if necessary.
“Nurses are persons who have skills and
scienfific knowledge that they can use to
care for a patient, but above all it
requires nurses to be human - nothing
can supersede this and this is why we do
not have machines that provide nursing
care” says Tendani. The challenges
remains that nurses have fo continually
update our skills and knowledge, but this
has to be balanced with our humanity
and caring ethos - this is ultimately how
we will improve the image of the nursing
profession; by creafing competent and
caring praclitioners.
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K s 50 MEMBERSHIP FEES FOR 2010 Crans $©
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, Branrh rads: 1RR-10R
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: (T T T rrr] Tde (TTTTT]

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

Practice address

Postal address

Cty CTTTTTTTTTTTTTTITTITITT]

StateProvince [ [ | [ | [ [ [ [ [ [ [ [ []]

Country||||||||||||||||PostaICode[|:|:|:|

SANCorotherCouncilNo. [ T T T T T T T T

Tel No [T T T TTTTTTTITTIdcen LTI ITEITTT]
Fax LI LTI TTITTTTTTT]]
Emat LI [T T TTIPPTITITPTPTIPIITIPIITT ]

Please tick relevant box:
¢ Do you work in rural[ ] or urban[_]
¢ Would you like your quarterly journal, the Southern African Journal of HIV Medirine ta be nasted to you?
Yed ] No[] (I will read the journals on-line, on the Society website
¢ Would you like to receive information from the Society via sms[_] emai_jor boinp_|
¢ Names of HIV training courses successfully
ool 111011 (= O O OO OO PRSPPSO
Optional demographic information (for reporting and BEE accreditation purposes):
o Race: Black [J Coloured[] Indian[]White[] — Other.......cccoocrmrrnmerernmerseneennns

¢ Gender: Male [] Female[]
¢ Date of Birth: Day EE’ Month |:|:| Year D]:D

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 fraining courses Internet discussion groups
Newsletter Transcript HIV Advocacy Local and intemational guidelines
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