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BACKGROUND 
 
One of the key focal areas of the Treatment Monitor within the Health Systems Trust 
(HST) has been the management of human resources within the health sector. At the 
South African AIDS Conference in June 2007 a seminar was hosted by Prof Laetitia 
Rispel of the HSRC on human resources and the continuum of HIV care, where the 
issue of the cadre of nurses in task shifting was highlighted. Then at the Joint Civil 
Society Monitoring Forum meeting in September 2007, human resources constraints 
in delivering care was again addressed and HST volunteered to work in this area to 
advance analysis and processes in relation to legal and regulatory issues in relation 
to task shifting. 
 
As such HST has been in discussion with the Democratic Nursing Organisation of 
South Africa (DENOSA), the largest Congress of South African Trade Unions 
(COSATU) affiliated trade union of some 65 000 nurses. A planning meeting was 
held with DENOSA and HST to discuss developing an agenda for strategic 
consultation in February 2008. The strategic consultation was held in March 2008 
where a position was developed for DENOSA in collaboration with invited 
stakeholders for them to canvass with their membership. 
 
 
PURPOSE 
 
Given the recent discussions within the Joint Civil Society Monitoring Forum, the 
South African National AIDS Council and the WHO recommendations, we are 
concerned about developing a position and process on this matter. There is a gross 
shortage of nurses, yet there is a need to provide quality care and defend patient 
care. Widening scope of practice is not new to all categories of nurses and given the 
Occupational Specific Dispensation (OSD) for nurses (PSCBC Resolution 1 of 2007) 
there is a need to critically engage with these issues.  
We would like to : 

1. Explore what is in this process for nurses 
2. Explore the impact on quality of care and service delivery 
3. Explore gender and professional implications 
4. Share information, opinion and experience. 
5. Interrogate legal provisions within the Nursing Act (section 56) and Medical, 

Dental and Pharmacy Acts. For example – different legal protection for public 
and private sector nurses in prescribing. Will pharmacists dispense a nurse’s 
prescription? 

6. Explore health systems challenges of integration in task shifting 
 
 
OUTCOMES 
 
Following this meeting we hope to: 

1. Assist DENOSA in clarifying their position on this issue 
2. Note the implications for the profession 
3. To have shared norms and standards, experiences, research 
4. Consider and map a process of policy and regulatory change 
5. Build capacity for health professions and related sectors 
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PARTICIPATION 
 
This was a small closed meeting with invited actors to create a safe and respectful 
working space. Those invited were delegates from health professional organisations: 
The Pharmaceutical Society of South Africa (PSSA) 
The South African Medical Association (SAMA) 
The Democratic Nursing Organisation of South Africa (DENOSA) 
The South African Nursing Council (SANC) 
 
Legal experts with experience of dealing with human resources issues with a gender 
lens: 
Michelle O’Sullivan  
Liesl Gerntholz – Tshwaranang (TLAC) 
Lily Aartz (UCT Law, Race and Gender) 
Noluthando Ntokwana – Women’s Legal Centre (WLCE) 
 
Academics and policy experts in this area  
Helen Schneider and Loveday Penn Kekana – Centre for Health Policy 
Uta Lehmann  - School of Public Health – UWC 
Andy Gray – Pharmacy Management – UKZN 
National Department of Health: Human Resources 
  
The final participant list included: 
Dr Aquina Thulare   SAMA 
Dr Kgosi Letlape   SAMA 
Dr Dumisan S Bomela  SAMA 
Mr Bernard Mutsago   SAMA (Researcher) 
Ms Suzanne Bornman  PSSA 
Ms Estelle Victor   PSSA 
Ms Thandi Maganye   SANC 
Ms Stembile Mugore   Intrahealth 
Ms Marion Stevens   HST 
Ms Nombulelo Bomela  HST  
Ms Thembeka Gwagwa  DENOSA 
Ms Madithapo Masemola  DENOSA 
Ms Frayne Mathijs   DENOSA 
Ms Dorcas Setati   DENOSA 
Ms Noluthando Ntlokwana  WLCE 
Dr Uta Lehmann   UWC 
Prof Andy Gray   UKZN 
 
Attendance Register attached as Annexure 2. 
 

 



 5

PROGRAMME 
 
MONDAY 17 March 

 
13h00 Chair: Marion Stevens, Health Systems Trust 
  
 Welcome and setting the scene  
 Thembeka Gwagwa, General Secretary –DENOSA 
 
13h30 Task Shifting : an overview 
 Prof. Uta Lehmann, School of Public Health, University of the Western Cape 
 
14h00 An analysis of drug adminstration by nurses within the context of the 
 health worker team 
 Prof Andy Gray, Dept of Therapeutics and Medicines Management, UKZN 
 
14h30 Legal Opinion on Task Shifting  
 Ms Noluthando Ntokwana, Women’s Legal Centre 
 
15h00  Tea 
 
15h30 Questions and Discussion  
 
16hh15  Closing comments – Chairperson 
 
 
TUESDAY 18 March 
 
08h30   Chair: Madithapo Masemola 
  
 Facilitator: Marion Stevens 
 
09h00 Two areas for discussion 
 - Challenges in the policy and legal framework 
 - Health systems challenges  

• management support of nurses,  
• the concept of the team,  
• the profession 

 
12h00 Lunch  
 
13h00 What can we do/ can’t we do/ should we do? 

• Process 
• DENOSA position 

 
15h40  Closure: Frayne Mathijs and Thembeka Gwagwa 
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OPENING ADDRESS: MS THEMBEKA GWAGWA  
 

On behalf of DENOSA, I would like to welcome and thank everyone for coming to the 
workshop and I hope we will have fruitful discussions on this topic – Task Shifting: 
The rational distribution of tasks among health workforce teams. I must say it has 
been a wish of DENOSA for a very long time that we should, as health professionals, 
come together and discuss issues that affect or impact on our professions, our clients 
and health services. Thank you to WHO for introducing this topic that has forced us 
to come together. 
 
On the 15-16 May DENOSA will be attending a triad meeting in Geneva and I know 
SAMA will also be attending. These meetings are organized by the world federations 
of nurses, doctors and pharmacists, namely International Council of Nurses (ICN), 
World Medical Association (WMA) and International Pharmaceutical Federation 
(FIP).  This meeting will be preceded by the meeting of National Nurses Associations 
(NNA’s) affiliated to ICN. We, as DENSOA, have submitted Task Shifting as an 
agenda item for the ICN meeting. 
 
It is in this light that when we talked to the Health Systems Trust (HST) about this 
they did not hesitate to pledge support hence we jointly organized this workshop. 
This is not about positions of the different associations around this matter but a 
discussion around our understanding and what to do to influence the debate and 
policy in the country as the major professionals in the health care system. 
 
As DENOSA, we have not discussed this matter and we therefore have no position 
on task shifting. We want to introduce discussions in our structures, but, when we do 
so, we do not want to look at it from a narrow perspective that will begin to protect 
our interests at the expense of quality of care. We want to hear the views of other 
professionals. 
 
WHO defines task shifting as “a process whereby specific tasks are moved from a 
category, where appropriate, to health workers with shorter training and fewer 
qualifications.’’ Furthermore, WHO says this is intended to help produce a 
strengthened and flexible health force that can respond to the changing landscape of 
public health needs. 
 
What does this mean for our situation? Could it be strengthening the discussion 
around development of Assistant Doctors? What will, should or could be other new 
cadres? 
 
On 5 March 2008, at the First Global Forum on Human Resources for Health, six 
federations of health professionals, namely nurses, pharmacists, dentists, doctors, 
midwives and physical therapists met and came up with twelve guiding principles for 
effective task shifting. 
 
In our country, do we see it as a long or short term strategy? Once more I thank you 
for coming to this strategic meeting today. I hope that we will have fruitful discussions 
that will assist us to take the debate to higher levels within our own structures and to 
the country at large. I thank you all. 
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PRESENTATION ONE 
 
Task-shifting 
Presentation to DENOSA meeting 
17/18 March 2008 
Dr Uta Lehmann 
University of the Western Cape 

 
Outline: 

• Why task-shifting? 
• Experiences with task-shifting 
• WHO task-shifting approach and guidelines 
• Key issues 
• Task-shifting: what’s the issue? 
• Increasing disease burden 
• Fewer health professionals in those areas which need it  
• Train more professionals? 
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Train more professionals 

• WHO estimates that the WHO African Region has a shortfall of 817 992 
doctors, nurses and midwives, which means a need to more than double the 
workforce among these professional categories.  

• Yet it takes six years to train a new doctor, three or four to train a nurse and 
four to train a midwife. Moreover, current training facilities are insufficient to 
meet the need fast enough. 

• The medical schools in continental Africa currently turn out only 5,100 
graduates per year, and many of these newly qualified doctors migrate to jobs 
abroad. Waiting for enough new workers to graduate through the 
conventional systems will mean lengthy delays in providing urgently needed 
services. 
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SA trend:  Task-shifting as an alternative approach 
 
What is task-shifting? – WHO definition: 

Task shifting is the name now given to a process of delegation whereby 
tasks are moved, where appropriate, to less specialized health workers. 
By reorganizing the workforce in this way, task shifting can make more 
efficient use of the human resources currently available. For example, 
when doctors are in short supply, a qualified nurse could often prescribe 
and dispense antiretroviral therapy. Further, community workers can 
potentially deliver a wide range of HIV services, thus freeing the time of 
qualified nurses.  
 

Is task-shifting new? 
• No, but it was called by different names, most commonly substitution. 
• Examples: 

o Clinical officers  doing the work of doctors in many African countries 
before and after independence 

o Nurses doing the work of doctors in Asian and African countries 
o Enrolled nurses doing the work of professional nurses in South African 

rural areas 
• The HIV/HR crisis has given the discussion new urgency and impetus 
• The World Health Report and subsequent WHO activities have given it more 

standing and elevated it as a strategic option 
o Experiences with task-shifting (see also annex 1 of WHO guidelines) 
o Example: Tyolo district, Malawi 
o Malawi has one of the largest HIV prevalence rates coupled with one 

of the most severe human resource crises in the world.  
• Physician and nurse to population ratios are at 1.1 and 25.5 to 100,000 

respectively, compared to 9.0 and 113 in Ghana and 28.7 and 241.0 in 
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Botswana Even hospitals often do not have doctors, but work through clinical 
officers.  

• Staff categories at primary level are community volunteers, health 
surveillance assistants (10 weeks training), nurses (4 years training, with 
focus on clinical nursing care), medical assistants (3 years training) and 
clinical officers (3 years training). 

• Organisation of HIV services in 1 district 
o Example Lesotho 
o Lesotho, with a population of around 2 million, has the third highest 

HIV prevalence in the world 
• The country requires a 300% increase in nurses required to respond to the 

2002 burden of disease 
• HSA has one out of 14 nurse clinicians posts filled, 10 out of 14 professional 

nurses, and 19 out of 28 TNAs. In addition there are 33 VCT counsellors in 
the area. 

 
Tasks-shifting to HIV/TB Lay counsellors 
General clinic support tasks 
 

• Pulling appointments for the day (e.g. blood tests, ART counselling, refills for 
ART, and TB, etc.)  

• Weighing patients 
• Filling out laboratory request forms for blood tests (including CD4 and 

monitoring tests), and sputum, etc 
• Filing and recording laboratory results 
• Maintaining folder and card systems 
• Entering information in registers (HIV, ART, TB), compiling statistics at end of 

month 
• Keeping inventory and ensuring stock of all necessary forms/papers 
• Pre-packing and dispensing medicines as directed by nurse 

 
HIV counselling 

• Health talks 
• Routine individual pre-test counselling to pregnant women, TB clients 
• TB and STI screening 
• HIV testing and counselling 
• Appointments for CD4 blood tests and results 
• Family-oriented follow-up counselling  
• Enrolling clients in the programme 
• Patient education to reduce unnecessary requests to see nurse 
• Prevention education  
• Support sessions/groups 

 
TB education and adherence support 

• TB health talks and outreach 
• Sputum production instructions 
• Defaulter and contact tracing 
• Treatment adherence counselling and education (outpatient and at discharge) 
• Drug refills 
• Ensuring prescription and adherence to cotrimoxazole 

 
ART adherence counselling 

• Preparatory counselling and assessment for patient and treatment assistant 
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• Use of the pill box 
• Defaulter tracing 
• Appointments: refills, monitoring lab tests 
• Follow up counselling 
• Triage for people on ART over 6 months (e.g. weight, screening, routine 

monitoring tests) 
• Providing education on side effects and adverse events 

o Example Uganda 
o In Uganda, task shifting is already the basis for providing antiretroviral 

therapy. With only one doctor for every 22 000 patients and an overall 
health worker deficit of up to 80%, 

o Uganda’s nurses are now undertaking a range of tasks that were 
formerly the responsibility of doctors. These include:  

o managing people living with HIV who have opportunistic infections; 
diagnosing tuberculosis sputum positive; prescribing medicine to 
prevent other infections; 

o determining the clinical stage of people living with HIV;  
o deciding whether people living with HIV have medical eligibility for 

antiretroviral therapy;  
o and managing people on antiretroviral therapy who have minor side 

effects such as nausea. 
 

• In turn, tasks that were formerly the responsibility of nurses have been shifted 
to community health workers, who have training but not professional 
qualifications.  

• These tasks include:  
o HIV testing; counselling and education on antiretroviral therapy; 

monitoring and supporting adherence to antiretroviral therapy; filling in 
registers; triage; clinical follow-up; taking weight and vital signs; and 
explaining how to store antiretroviral drugs. 
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WHO task-shifting  wheel 

 
Key issues I 

• Reconsider health teams at PHC level (What services are rendered? What 
skills are needed for these services? Who can provide these services? What 
gets shifted?) 

• What is the role of professional nurses in this context (Clinicians and/or 
carers; what about medical assistants? What have nurses taken on already? 
What can they take on?). 

 
Key issues II 

• What is the role of assistant nurses (what are they doing and what can they 
do?) 

• What is the role of CHWs/CCWs/volunteers? 
 

Key issue III: Training, supervision, support 
• Recommendation 8: Countries should define the roles and the associated 

competency levels required both for existing cadres that are extending their 
scope of practice, and for those  cadres that are being newly created under 
the task shifting approach. These standards should be the basis for 
establishing recruitment, training and evaluation criteria. 

• Recommendation 9: Countries should adopt a systematic approach to 
harmonized, standardized and competency based training that is needs-
driven and accredited so that all health workers are equipped with the 
appropriate competencies to undertake the tasks they are to perform. 

• Recommendation 10: Training programmes and continuing educational 
support for health workers should be tied to certification, registration and 
career progression mechanisms that are standardized and nationally 
endorsed. 
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• Recommendation 11: Supportive supervision and clinical mentoring should 
be regularly provided to all health workers within the structure and functions 
of health teams. Individuals who are tasked with providing supportive 
supervision or clinical mentoring to health workers to whom tasks are being 
shifted should themselves be competent and have appropriate supervisory 
skills. 

• Recommendation 12: Countries should ensure that the performance of all 
cadres of health workers can be assessed against clearly defined roles, 
competency levels and standards. 

 
Key issues IV: Simplification of clinical protocols 

• Example: clinical screening to stage a person with AIDS and to assess 
readiness to commence treatment.   

• Today increasing use is being made of WHO staging which does not rely on 
laboratories and technologies instead of using CD4 counts.  

• Malawi, for example, uses the WHO staging protocol, followed by is a 
standard ART regimen in hospital and clinic settings at primary and 
community care level which has proved accurate in diagnosing need for 
treatment in some 80% of cases.  

 
Conclusion 

• Task shifting has great potential to address the HR crisis and it is a reality, but 
it also bears dangers which should be guarded against:  

o in particular the temptation to shift the burden of a failing health 
system onto health professionals and communities, and in particular 
women, both of whom are affected by the HIV epidemic.  

• The experiences of case studies show that task shifting can only succeed 
under conditions where there is: 

o a review of the organisation of health services,  
o revitalisation of health services,  
o availability of infrastructure support,  
o Training, 
o supportive supervision, and 
o  community empowerment have been taken very seriously and 

attended to.  
• These experiences are overwhelmingly confirmed by the international 

literature. 
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PRESENTATION TWO 
 
Nurse prescribing and dispensing – ART +  
Andy Gray 
Department of Therapeutics and Medicines Management 
Nelson R Mandela School of Medicine  
 
Outline 

• The need for task shifting 
o ART programme demands; patient needs 
o Other demands 
o Psychiatric services 
o Palliative care 

• Legal situation 
o “Old” Nursing Act 
o Amended Medicines Act 
o “New” Nursing Act 

• Challenges 
o The medicines management cycle 
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The medicines management cycle

Selection

Use Procurement

Distribution

Management 
support/ 

QA/Policy

Clinical – always multi-disciplinary

Logistical – traditionally pharmacy
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Not a new issue 
Despite the legal hurdles which still bedevil the implementation of the NDP, it is 
ISDS’s, Integrated Sub-District Support, belief that progress can be made in setting 
up a workable system to allow effective prescribing by registered nurses, and where 
necessary, to provide them with the necessary training to dispense safely. This can 
be achieved by focusing on basic competencies, and key functions necessary 
to safely prescribe at the primary level. 

 
 
 
 
The challenge 

• global leadership, strong partnership and advocacy 
• urgent, sustained country support 
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• simplified, standardized tools for delivering antiretroviral therapy 
• effective, reliable supply of medicines and diagnostics 
• rapidly identifying and reapplying new knowledge and successes. 

 
Coverage and projections 
New projected patient numbers 
 

HST/DENOSA March 2008 1

Coverage and projections
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New projected patient numbers
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Total ARV Coverage in Low and Middle Income Countries (% of need)
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Total Number Receiving ARV in Low and Middle Income Countries
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The initial selection – first principles

NFV
IDV±RTV
SQV±RTV
LPV/r
APV
RTV

NVP
EFV

ABCddI
3TC

d4T
ZDV

Cat V
(PI)

Cat IV
(NNRTI)

Cat III
(NsRTI)

Cat II
(NsRTI)

Cat I
(NsRTI)

• ART-naïve patients – choose 2 NsRTIs from Cat I and Cat II plus 1 NNRTI 
from Cat IV

• keep PIs (Cat V) for 2nd line options

• a less potent option is a “triple nuke” (Cat I + II + III)
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Selection – changing circumstances

NFV
IDV±RTV
SQV±RTV
LPV/r
APV
RTV
ATV

NVP
EFV

ABCddI
3TC
FTC

d4T
ZDV
TDF

Cat V
(PI)

Cat IV
(NNRTI)

Cat III
(NsRTI)

Cat II
(NsRTI)

Cat I
(NsRTI)

“Several options are considered acceptable as initial components but, in the view 
of the Panel, are inferior to the preferred or alternative components; however, they 
may be preferred in selected settings. These options include nelfinavir, ritonavir-
boosted saquinavir, stavudine + lamivudine, and a triple-NRTI regimen 
containing abacavir + zidovudine + lamivudine.”

 
CHAI’s medium scenario falls between UNAIDS’ High and Low cases 
The initial selection – first principles 
Selection – changing circumstances 
Altered absorption – food/drug effects – first line agents 

• 3TC (f=0.80, minimal protein binding, 70% excreted unchanged in the urine) – 
no problems 

• d4T (f=0.86, 40% excreted in the urine) – food delays but does not reduce 
degree of absorption 

• NVP (f>0.90, 45% protein bound, liver metabolised) – no problems 
• EFV (well absorbed, 99% protein bound) – taking with a high-fat meal 

increases bioavailability by 50% (but CNS effects mean nocte dosing on an 
empty stomach is better) 

• Altered absorption – food/drug effects - others 
• ZDV (f~0.65, 30% protein bound, liver metabolised) – no problems 
• ddI – buffered formulations may impair absorption of itraconazole, quinolones 
• PIs (absorption mostly rapid,variable protein binding, liver metabolised) – 

advice varies - IDV best absorbed on empty stomach; ddI reduces IDV 
absorption; RTV and LPV/r absorption enhanced by food 
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Still an unfinished agenda …

 
Still an unfinished agenda … 
The “Old” Nursing Act 
38A. Special provisions relating to certain nurses  
 
Notwithstanding the other provisions of this Act and the provisions of the Medicines 
and Related Substances Control Act, 1965 (Act No. 101 of 1965), of the Pharmacy 
Act, 1974 (Act No. 53 of 1974), and of the Medical, Dental and Supplementary Health 
Service Professions Act, 1974 (Act No. 56 of 1974), any registered nurse who is in 
the service of the Department of Health, Welfare and Pensions, a provincial 
administration, a local authority or an organisation performing any health service and 
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designated by the Director-General: Health, Welfare and Pensions after consultation 
with the South African Pharmacy Board referred to in section 2 of the Pharmacy Act, 
1974, and who has been authorized thereto by the said Director-General, the 
Director of Hospital Services of such provincial administration, the medical officer of 
health of such local authority or the medical practitioner in charge of such 
organisation, as the case may be, may in the course of such service perform with 
reference to—  
(a) the physical examination of any person;  
(b) the diagnosing of any physical defect, illness or deficiency in any person;  
(c) the keeping of prescribed medicines and the supply, administering or prescribing 
thereof on the prescribed conditions; or  
(d) the promotion of family planning,  
any act which the said Director-General, Director of Hospital Services, medical officer 
of health or medical practitioner, as the case may be, may after consultation with the 
council determine in general or in a particular case or in cases of a particular nature: 
Provided that such nurse may perform such act only whenever the services of a 
medical practitioner or pharmacist, as the circumstances may require, are not 
available.  
Regulations - Government Notice No. R. 24182 November 1984 
Regulations relating to the keeping, supply, administering or prescribing of 
medicines by Registered Nurses  
  In terms of section 45 of the Nursing Act, 1978 (Act 50 of 1978), the Minister of 
Health and Welfare, acting on the recommendation of the South African Nursing 
Council, has made the regulations set out in the Schedule hereto.  
 
SCHEDULE  
  1.    In the Schedule "the Act" shall mean the Nursing Act, 1978 (Act 50 of 1978), 
and any expression to which a meaning has been assigned in the Act shall bear such 
meaning and, unless the context otherwise indicates-  
"authorised nurse" shall mean a registered nurse mentioned in section 38A of the Act 
[Note (1)];  
"Medicines Control Act" shall mean the Medicines and Related Substances Control 
Act, 1965 (Act 101 of 1965);  
"prescribed medicine" shall mean a medicine or related substance mentioned in 
regulation 2;  
"re-packed form" shall mean packaging of prescribed medicine prepacked from bulk 
for the immediate use of a patient;  
"section" shall mean a section of the Act;  
"unscheduled medicine" shall mean any medicine or related substance not listed in 
any Schedule to the Medicines Control Act.  
2.    An authorised nurse may, subject to the provisions of section 38A and the 
conditions listed in regulation 3, keep the following and supply, administer or 
prescribe it for the use of a person:  
(a)    An unscheduled medicine;  
(b)    any medicine or substance listed in Schedule 1, Schedule 2, Schedule 3 or 
Schedule 4 to the Medicines Control Act.  
 
Regulations contd 
Conditions under which an authorised nurse may supply, administer or 
prescribe a prescribed medicine  
3.    An authorised nurse who supplies, administers or prescribes a prescribed 
medicine to a patient in terms of these regulations shall-  
(a)    directly after supply, administering or prescribing, enter-  
 (i)    the diagnosis made by the nurse in respect of the health condition of the 
patient; 
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(ii)    the name, quantity, strength and dosage of the medicine supplied, administered 
or prescribed.as.the.case.may.be; 
(iii)    the number of the Schedule to the Medicines Control Act in which such 
medicine is listed.(if.any); 
(iv)    the date and time of supply, administering or prescribing,  
on the patient's file or treatment record, as the case may be, and against that entry 
the date and time of the entry, his name and category of registration in block letters 
as well as his signature;  
(b)    ensure, that in the case where such medicine is supplied to a patient, the 
medicine is in an original or in a repacked form and the container in which the 
medicine is supplied is labelled with-  
 (i)    the approved name, quantity and strength of the medicine; 
(ii)    the number of the Schedule to the Medicines Control Act (if any) in which such 
medicine.is.listed; 
(iii)    the name of the patient and his file or treatment record number, as the case 
may be; 
(iv)   the.dosage.of.the.medicine.and 
(v)    the address of the body which supplies the medicine.  
Note (1). - Attention is drawn to the fact that, in terms of section 38A, the Director-
General, the relevant director of hospital services, the relevant medical officer of 
health or the medical officer in charge of a relevant organisation which renders a 
health service and who is designated by the Director-General in consultation with the 
South African Pharmacy Board, must authorise the registered nurse and must 
determine, after consultation with the South African Nursing Council, the acts which 
such a nurse may perform. 
 
The National Department of Health format 
 
The NDOH Format for the Prescribing Nurse identifies eight protocols shown in the 
next slide. 
 
If task shifting is to facilitate access to effective quality health care, the Schedule 5 
and 6 medication needs to be available at District level for maintaining access to the 
prescribed treatment regimens for psychiatric down-referrals and for palliative care 
for chronic illnesses including cancer and HIV/ AIDS.    
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The NDOH format

Only these “protocols”?

Schedule 5 and 6 are critical for

• - psychiatric services at district level

• - palliative care services (not only 
for patients with HIV/AIDS)
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National Drug Policy, 1996 
• Prescribing of drugs above schedule 2 by pharmacists, except as provided in 

the regulations of the Medicines and Related Substances Control Act (101 of 
1965), will not be permitted. Similarly, prescribing by nurses will only be in 
accordance with the provisions of Act 101 of 1965. 

• The objective is to ensure that all health personnel involved in diagnosis, 
prescribing and dispensing of drugs receive adequate theoretical and 
practical training. 

• At primary level prescribing will be competency, not occupation, based. 
• Only practitioners who are registered with the relevant Council and premises 

that are registered and/or licensed in terms of the Medicines and Related 
Substances Control Act (No 101 of 1965) may be used for the manufacture, 
supply and dispensing of drugs. 

 
NDP (1996), continued 

• Medical practitioners and nurses will not be permitted to dispense drugs, 
except where separate pharmaceutical services are not available. In such 
instances/situations where dispensing by doctors and nurses has to take 
place, such persons will be in possession of a dispensing licence issued by 
the Medicine Control Council. Criteria for the granting of such licences will 
include inter alia, the application of geographical limits. Special concessions 
will be granted with regard to certain categories of providers such as 
occupational health services. Proven competency of such persons to 
dispense drugs will be by virtue of the successful completion of a suitable 
training programme. All licences will be reviewed and renewed annually. 
These inspection functions will be delegated to the provinces. 

 
What is prescribing? 

• Section 22A(5) of the Medicines and Related Substances Act (Act 101 of 
1965): 

• Any Schedule 2, Schedule 3, Schedule 4, Schedule 5 or Schedule 6 
substance shall not be sold by any person other than:  

• a pharmacist, pharmacist intern or a pharmacist's assistant acting under the 
personal supervision of a pharmacist, who may sell only Schedule 2 
substances without a prescription;  

• a pharmacist or a pharmacist intern or pharmacist's assistant acting under the 
personal supervision of a pharmacist, upon a written prescription issued by an 
authorised prescriber or on the verbal instructions of an authorised prescriber 
who is known to such pharmacist; 

• a manufacturer of or wholesale dealer in pharmaceutical products for sale to 
any person who may lawfully possess such substance; 

• a medical practitioner or dentist, who may- 
• prescribe such substance; 
• compound or dispense such substance only if he or she is the holder of a 

licence as contemplated in section 22C (1) (a);  
• a veterinarian who may prescribe, compound or dispense such substance;  
• a practitioner, a nurse or a person registered under the Health Professions 

Act, 1974, other than a medical practitioner or dentist, who may-  
• prescribe only the Scheduled substances identified  in the Schedule for that 

purpose;  
• compound and dispense the Scheduled substances referred to in 

subparagraph (i) only if he or she is the holder of a licence contemplated in 
section 22C (1) (a).  
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Are all nurses authorised prescribers? 
• s22A(14) Notwithstanding anything to the contrary contained in this section- 
• no nurse or a person registered under the Health Professions Act, 1974, other 

than a medical practitioner or dentist, may prescribe a medicine or Scheduled 
substance unless he or she has been authorised to do so by his or her 
professional Council concerned.  

 
Listed in the Schedules? 
What does ‘dispensing’ involve? 

• R1158, Regulations issued in terms of the Pharmacy Act (Act 53 of 1974), 
issued in 2000 

o “dispensing” means the (1)interpretation and evaluation of a 
prescription, the selection, (2)manipulation or compounding of the 
medicine, the (3)labelling and supply of the medicine in an appropriate 
container according to the Medicines Act and the provision of 
(4)information and instructions by a pharmacist to ensure the safe and 
effective use of medicine by the patient 

• The same applies to a person licensed to dispense (s22C(1)(a) of Act 101 of 
1965) 

• R510 – Regulations to the Medicines Act, issued in 2003 
• "dispense"- 
• in the case of a pharmacist, means dispense as defined in the Regulations 

Relating to the Practice of Pharmacy made in terms of the Pharmacy Act, 
1974; and 

• in the case of a medical practitioner, dentist, practitioner, nurse or any 
authorised prescriber to dispense medicines, means  

• the interpretation and evaluation of a prescription;  
• the selection, reconstitution, dilution, labelling, recording and supply of the 

medicine in an appropriate container; or  
• the provision of information and instructions to ensure safe and effective use 

of a medicine by a patient; 
 
What is “administering”? 

• R510, Regulations issued in terms of Act 101 of 1965: 
• For the purposes of this regulation, "compounding and dispensing" does not 

refer to a medicine requiring preparation for a once-off administration to a 
patient during a consultation. 

 
But, what about “supplying” 

• Included in the definition of “dispense” in the General Regulations to the 
Medicines Act (R510) 

• The alternative method 
• Section 22A(12) of the Medicines Act – old wording 
• Notwithstanding the other provisions of this section, the Director-general may, 

after consultation with the Pharmacy Board, issue a permit to a any person or 
organization performing a health service, authorizing such person or 
organization to acquire, possess, use or supply any specified Schedule 1, 
Schedule 2, Schedule 3 or Schedule 4 substance, and such permit shall be 
subject to such conditions as the Director-General may determine. 

 
The new wording 

• s22A(15) Notwithstanding anything to the contrary contained in this section, 
the Director-General may, after consultation with the Pharmacy Council of 
South Africa as referred to in section 2 of the Pharmacy Act, 1974 (Act 53 of 
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1974), issue a permit to any person or organisation performing a health 
service, authorising such person or organisation to acquire, possess, use or 
supply any specified Schedule 1, Schedule 2, Schedule 3, Schedule 4 or 
Schedule 5 substance, and such permit shall be subject to such conditions as 
the Director-General may determine. 

  
The “New” Nursing Act 
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The “New” Nursing Act

 
Categories of nurses 
31. (1) Subject to the provisions of section 37, no person may practise as a 
practitioner unless he or she is registered to practise in at least one of the following 
categories: 
(a) Professional nurse; 
(b) Midwife; 
(c) Staff nurse; 
(d) Auxiliary nurse; or 
(e) Auxiliary midwife. 
(2) The Minister, after consultation with the Council, may by notice in the Gazette 
make such other categories of persons to be registered to practise nursing as he or 
she considers necessary in the public interest. 
Special provisions relating to certain nurses 
56. (1) Despite the provisions of this Act or any other law, the Council may register 
a person who is registered in terms of section 3l(l)(a), (b) or (c) to assess, diagnose, 
prescribe treatment, keep and supply medication for prescribed illnesses and health  
related conditions, if such person- 
(a) provides proof of completion of prescribed qualification and training; 
(b) pays the prescribed registration fee; and 
(c) complies with subsection 6. 
(2) The Council must issue a registration certificate to a person who complies with 
the requirements referred to in subsection (1). 
(3) The registration certificate referred to in subsection (2) is valid for a period of 
three 
years. 
(4) The Council may renew a registration certificate referred to in subsection (2) 
subject to such conditions as the Council may determine.  
(5) A person registered in terms of subsection (1) may - 
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(a) acquire, use, possess or supply medicine subject to the provisions of the 
Medicines and Related Substances Act, 1965 (Act No. 101 of 1965); and 
(b) dispense medicines subject to the provisions of the Medicines and Related 
Substances Act, 1965. 
Special provisions contd. 
(6) Despite the provisions of this Act, the said Medicines and Related Substances 
Act, 1965,  the Pharmacy Act, 1974 (Act No. 53 of 1974), and the Health Professions 
Act, 1974 (Act No. 56 of 1974), a nurse who is in the service of- 
(a) the national department; 
(b) a provincial department of health;  
(c) a municipality; or 
(d) an organisation performing any health service designated by the Director-General 
after consultation with the South African Pharmacy Council referred to in section 2 of 
the Pharmacy Act, 1974, and who has been authorised by the Director-General, the 
head of such provincial department of health, the medical officer of health of such 
municipality or the medical practitioner in charge of such organisation, as the case 
may be, may in the course of such service perform with reference to- 
 (i) the physical examination of any person;  
 (ii) the diagnosing of any physical defect, illness or deficiency in any person; 
or  
 (iii) the keeping of prescribed medicines and their supply, administering or 
prescribing on the prescribed conditions; 
any act which the said Director-General, head of provincial department of health, 
medical officer of health or medical practitioner, as the case may be, may, after 
consultation with the Council, determine in general or in a particular case or in cases 
of a particular nature, if the services of a medical practitioner or pharmacist, as the 
circumstances may require, are not available. 
(7) A person contemplated in subsection (1) is not entitled to keep an open shop or 
pharmacy. 
(8) For the purpose of subsection (7) “open shop” means a situation where the 
supply of medicines and scheduled substances to the public is not done by 
prescription by a person authorised within the scope of practice concerned to 
prescribe medicine. 
Two promulgation notices 

• R4. GG 29634 16 Feb 2007 (signed 29 Oct 2006) 
o  sections 1-4, 8, 11, 13, 17-29, 30, 31, 37, 40, 58, 59, 61 and 62 

• R18. GG 30159 8 Aug 2007 (signed 5 Aug 2007) 
o Sections 5, 6, 7, 9, 10, 12, 14, 15, 16 and 60 

 
Consequence 
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Repeal of laws 
60. (1) The laws set out in the first and second column of the Schedule are repealed 
to the extent set out in the third column of the Schedule. 
(2) The repeal does not affect the transitional arrangements contained in section 61. 
 
Transitional arrangements 
61. (1) Any proclamation, notice, regulation, authorisation or order issued, made or 
granted, any registration or enrolment, any removal from a register or roll or any 
appointment or any other thing done in terms of a provision of any law repealed by 
section 60(1) is, unless inconsistent with any provision of this Act, deemed to have 
been issued, made, granted or done under the corresponding provision of this Act. 
Approach of the NDOH 
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Approach of the NDOH

 
 
Challenges 
 

• Certainty over promulgation status of the “New” Nursing Act 
• Certainty about the categories of nurses 
• Application of section 56, either as per sub-sections(1)-(5) or sub-section (6) 
• Listing of medicines in the Schedules 

 



 30

PRESENTATION THREE 
 
Legal Opinion On Task Shifting  
The Women’s Legal Centre  
17 March 2008 
 
The Nursing Acts 

• The 1978 Nursing Act and the 2005 Nursing Act regulate the nursing 
profession.  

• The 2005 Act refers to the categories of professional nurses, midwives, staff 
nurses, auxiliary nurses and auxiliary midwives. 

• The 1978 Act on the other hand refers to the categories of registered and 
enrolled nurses, nursing auxiliaries and midwives 

• The 2005 Nursing Act is in force.  
• The President did not simultaneously repeal any of the equivalent or similar 

provisions in the 1978 Nursing Act. Section 60 of the 2005 Nursing Act 
provides for the repeal for the whole of the 1978 Nursing Act, but is not in 
operation.   

• Section 62 of the 2005 Nursing Act provides that the Act comes into operation 
on a date determined by the President by proclamation in the Gazette. 
Although it appears that Act was brought into operation retrospectively. 

 
The legislative and regulatory framework of the Nursing Acts currently in force 

• The South African Nursing Council(“the Nursing Council”), established by the 
1978 Nursing Act,  continues to exist as a juristic person in terms of section 2 
of the 2005 Nursing Act 

• maintain professional conduct and practice standards for practitioners within 
the ambit of any applicable law.” 

• Section 4(1)(l)(i) provides that the Council must determine the scope of 
practice of nurses. 

• Like the 1978 Act, the 2005 Act gives the Council powers to The 2005 Act 
states that: 

• “ A professional nurse is a person who is qualified and competent to 
independently practise comprehensive nursing in the manner and to the level 
prescribed and who is capable of assuming responsibility and accountability 
for such practice.” 

• The Minister may prescribe scopes of profession and practice for other 
categories of nurses contemplated in section 31 (2). 

• The Minister may, after consultation with the Council, make regulations 
relating to the scope of practice of practitioners. 

• There is an obligation on the Minister to publish the proposed regulations for 
comment months in advance. 

 
This obligation to publish does not apply in respect of any regulation in respect of 
which the Council advises the Minister that the public interest requires it to be made 
without delay.  
 
Section 38 A of the 1978 Nursing Act  

• Section 38A of the 1978 Nursing Act, allows the Director General to regulate 
“the keeping of prescribed medicines and the supply, administering or 
prescribing thereof on the prescribed conditions”  by nurses in circumstances 
where the services of a medical practitioner or pharmacist are not available. It  
provides that:  
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•  “Notwithstanding the other provisions of this Act and the provisions of the 
Medicines and Related Substances Control Act, 1965 (Act 101 of 1965), of 
the Pharmacy Act, 1974 (Act 53 of 1974), and of the Medical, Dental and 
Supplementary Health Service Professions Act, 1974 (Act 56 of 1974), any 
registered nurse who is in the service of the Department of Health, Welfare 
and Pensions, a provincial administration,  

• Cont… 
• a local authority or an organization performing any health service and 

designated by the Director-General: Health, Welfare and Pensions after 
consultation with the South African Pharmacy Board referred to in section 2 of 
the Pharmacy Act, 1974, and who has been authorized thereto by the said 
Director-General, the Director of Hospital Services of such provincial 
administration, the medical officer of health of such local  

• authority or the medical practitioner in charge of such organization, as the 
case may be, may in the course of such service perform with reference to- 

 (a) the physical examination of any person 
 (b) the diagnosing of any physical defect, illness or 

deficiency in any person; 
• any act which the said Director-General, Director of Hospital Services, 

medical officer of health or medical practitioner, as the case may be, may 
after consultation with the council determine in general or in a particular case 
or in cases of a particular nature: Provided that such nurse may perform such 
act only whenever the services of a medical practitioner or pharmacist, as the 
circumstances may require, are not available. 

 the keeping of prescribed medicines and the supply, 
administering or prescribing thereof on the prescribed 
conditions; or 

 the promotion of family planning, 
•Section 38A allows authorized nurses to keep, supply, administer and prescribe 
medicines on the prescribed conditions.  The Minister of Health and Welfare issued 
Regulations Relating to the Keeping, Supply, Administering or Prescribing of 
Medicines by Registered Nurses, which set out the prescribed conditions of the s 
38A(c) authority.  
•In terms of Regulation 2 thereof a registered nurse may, subject to the provisions of 
section 38A and the conditions listed in regulation 3, keep, supply, administer or 
prescribe for the use of a person: 
•An unscheduled medicine; 
•Any medicine or substance listed in Schedule 1, 2 , 3 or 4 to the Medicines Control 
Act.  
•The application form for a section 38A authority, required by the Department of 
Health, further limits the authority of nurses to limited treatment protocols.  It states: 
•“You are hereby authorized to diagnose and prescribe medicines for the conditions 
listed in the standing orders of the clinic according to the treatment protocols listed 
below, subject to the limitations imposed by the medicines list of the dispensing 
licence.”  
•The treatment protocols reflected in the application form include: 
–Family Planning 
–STI 
–Primary Health Care 
–EPI 
–TB 
–Diabetes 
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–Hypertension 
–Travel Medicines 
Cont… 
•The primary health treatment protocol is included in the Standard Treatment 
Guidelines and Essential Drugs List for South Africa for Primary Health Care, 
 
•Other treatment protocols include the National programme for control and 
management of Diabetes Type 2 at primary level  and Hypertension National 
programme for control and management at primary level. 
 
•Although the regulations in respect of s 38A preclude nurses from prescribing and 
administering medicines in Schedule 5 and 6, s 38A  does not impose any such  limit. 
•Section 38A is an exception to the Medicines Act, it does not accord nurses  the 
status of authorized prescribers in terms of s 22A thereof.   
•This section merely authorizes designated nurses to prescribe drugs which are in 
their control and to administer them to a patient.  It does not authorize nurses to 
issue a prescription to a patient in order that the patient may approach a pharmacist 
to dispense the drugs.  
Cont… 
•This interpretation is consistent with section 38A applying only in circumstances 
when the services of a pharmacists or medical practitioner are not available.  
Section 56 of the 2005 Act 
•Section 56 of the 2005 Act to some extent fulfills the function of s 38A of the 1978 
Act.  
 
    one ought to have regard to its provisions and its relationship with the other 
provisions of the 2005 Act, the Medicines Act, which are intended to give effect to the 
National Drug Policy referred to above.  
•Of particular concern is the question whether section 56 requires all nurses to obtain 
a s 22A licence as an authorized prescriber under the Medicines Act. 
  
• Section 56 of the 2005 Act states that:  
• “(1) Despite the provisions of this Act or any other law, the Council may register a 
person who is registered in terms of section 31 (1) (a), (b) or (c) to assess, diagnose, 
prescribe treatment, keep and supply medication for prescribed illnesses and health 
related conditions, if such person- 
   (a) provides proof of completion of prescribed qualification and training; 
 (b) pays the prescribed registration fee; and 
 (c) complies with subsection 6.  

 (2) The Council must issue a registration certificate to a person who complies with 
the requirements referred to in subsection (1). 
(3) The registration certificate referred to in subsection (2) is valid for a period of 
three years. 
(4) The Council may renew a registration certificate referred to in subsection (2) 
subject to such conditions as the Council may determine. 
(5) A person registered in terms of subsection (1) may- 
(a) acquire, use, possess or supply medicine subject to the provisions of the 
Medicines and Related Substances Act, 1965 (Act 101 of 1965); and 
Cont… 
•(b) dispense medicines subject to the provisions of the Medicines and Related 
Substances Act, 1965. 
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•(6) Despite the provisions of this Act, the said Medicines and Related Substances 
Act, 1965, the Pharmacy Act, 1974 (Act 53 of 1974), and the Health Professions Act, 
1974 (Act 56 of 1974), a nurse who is in the service of- 
 (a) the national department; 
(b) a provincial department of health; 
c) a municipality; or 
Cont… 
(d) an organisation performing any health service designated by the Director-
General after consultation with the South African Pharmacy Council referred to in 
section 2 of the Pharmacy Act, 1974, 
and who has been authorized by the Director-General, the head of such provincial 
department of health, the medical officer of health of such municipality or the medical 
practitioner in charge of such organisation, as the case may be, may in the course of 
such service perform with reference to- 
 (i) the physical examination of any person; 
 (ii) the diagnosing of any physical defect, illness or deficiency in any 
person; or 
Cont… 

• (iii) the keeping of prescribed medicines and their supply, administering or 
prescribing on the prescribed conditions, 

• any act which the said Director-General, head of provincial department of 
health, medical officer of health or medical practitioner, as the case may be, 
may, after consultation with the Council, determine in general or in a 
particular case or in cases of a particular nature, if the services of a medical 
practitioner or pharmacist, as the circumstances may require, are not 
available. 

Cont… 
• (7) A person contemplated in subsection (1) is not entitled to keep an open 

shop or pharmacy. 
• (8) For the purpose of subsection (7) 'open shop' means a situation where the 

supply of medicines and scheduled substances to the public is not done by 
prescription by a person authorized within the scope of practice concerned to 
prescribe medicine.” 

Cont… 
• The use of “despite the provisions of this Act” in both s 56(1) and s 56(6) 

creates difficulties in the interpretation of the respective sections.  
• There are two possible interpretations of section 56.  The first and more likely 

interpretation is that it creates two different requirements: 
Cont… 

• s 56(1) applies to those nurses who are authorized prescribers in terms of s 
22 A of the Medicines Act, who can prescribe as authorized by the Nursing 
Council in terms of the schedules prescribed by the Medicines Control 
Council, 

• s 56(6) applies to nurses who have limited authorization to prescribe when a 
medical practitioner or pharmacist is not available (the authority previously 
granted through s 38A of the 1978 Act.)  

Cont… 
• Under this interpretation, in order for nurses to become authorized 

prescribers, they are required to provide proof of completion of a prescribed 
qualification and training, pay a prescribed registration fee and comply with all 
the requirements of section 56(6) in order to assess, diagnose, prescribe 
treatment, keep and supply medication for prescribed illnesses and health 
related conditions. 

Cont… 
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• On the other hand, nurses in the service of (a) the National Department; (b) a 
Provincial Department of Health; (c) a municipality; or (d) an organization 
performing any health service designated by the Director General after 
consultation with the South African Pharmacy Council referred to in section 2 
of the Pharmacy Act, 1974, could be authorized for the keeping of prescribed 
medicine and their supply, administering or prescribing on prescribed 
condition, when the services of a medical practitioner or pharmacist is not 
available. 

Cont… 
• This interpretation would mean that section 38A authority is preserved by s 

56(6), and public sector nurses would not be required to obtain licenses as 
“authorized prescribers” in terms of the Medicines Act in order to prescribe in 
circumstances where a medical practitioner is not available. 

• The “prescribed qualification” referred to in section 56(1)(a) is a professional 
category which need to be prescribed as an additional qualification. 

• Until these categories are prescribed, section 56 cannot be brought into 
operation.  

Cont… 
• The second possible interpretation of section 56 is that all nurses are required 

to comply with section 56(1), regardless of the circumstances in which they 
prescribe, or whether they are in the public or private sector.   

Cont… 
•  The powers of authorized prescribers under s 56(1) are more extensive than 

those under s 56(6).  
• Section 56(6) authority is limited to circumstances when the services of 

medical practitioners are not available. 
 
Medicine and Related Substances Act 101 of 1965 

• In order for nurses to become authorized prescribers they must comply with s 
22 A of the Medicines Act,  

• The effect of section 22A is that a nurse may only prescribe a medicine or 
scheduled substance when: 

• She has been authorized to do so by the nursing council; 
 and  

• She prescribes the scheduled substances identified in the schedule by the 
Medicines Control.Council. (“MCC”.) for.that.purpose.  
 

Cont… 
• At present no regulations are in force in respect of authorization by the 

Nursing Council or scheduling substances by the MCC.  
• Section 22A(6) sets out the conditions under which a Schedule 6 substance 

shall be prescribed.  It requires a new prescription every 30 days.  
Cont… 

• Section 22A(15) provides for an exemption process in terms of which the 
Director General can authorize a person or organization to acquire, possess, 
use or supply any specified Schedule 1 to 5 substance on such conditions as 
the Director General may determine.  

Cont… 
• Once section 22A is operational, nurses could apply to become authorized 

prescribers in terms thereof. However, at present the legislative and 
regulatory framework does not provide in practice for nurses to become 
authorized prescribers.  
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The Constitutional Issues  
• Section 27 – The right to access to healthcare services 
• Section 27(1) of the Constitutional provides that: 

 “(1) Everyone has the right to have access to –  
 Healthcare services, including reproductive healthcare.  
Cont… 

• The State must take reasonable legislative and other measures, within its 
available resources, to achieve the progressive realization of each of these 
rights. 

Cont… 
• The World Health Organisation defines task shifting as a  
• process of delegation whereby tasks are moved, where appropriate,  
• to less specialized health workers. 
•  By reorganizing the workforce in this way, task shifting can make more 

efficient use of the human resources currently available. 
Cont… 

• WHO has recommended that : 
o Task shifting is needed to fill the global shortage of health workers 
o Especially important in Africa because of the HIV/Aids crisis 
o At least 4million health workers are needed to fill the gap 
o Migration of health care professionals is a problem in Africa. They 

want to move to places where there are more options, higher salaries, 
and less racism. 

Cont… 
• Task shifting enables health care professionals to care for people in poor or 

rural areas 
• Often specialized treatment, like for AIDS, is done by highly qualified 

individuals who work in certain hospitals that are expensive 
• Task shifting allows a public health approach that gives access to people in 

more remote areas 
Cont… 

• Task shifting allows health workers to learn and develop relationships with 
specific populations who have special needs and unique cultural practices. 

• Uganda has successfully utilized task shifting to care for its HIV+ citizens 
• There is an 80 percent gap in health care workers in Uganda 
• Nurses now do work that doctors did, with community health workers doing 

the work of nurses. Social workers and field workers, as well as non-
professional health workers fill in the gaps.  

Cont… 
• Therapy aides, for example, have no health care background but do a special 

12 hour training course to prepare to help HIV+ people. 
• Legislation allowing task-shifting is needed. 
• As workers are performing tasks they are not traditionally trained to do, it is 

essential that there are adequate checks and balances to keep an eye on 
both patient and worker. 

Cont… 
• Legislation often calls for credentialing of workers, which can be a drawn out 

process, prohibiting health care professionals from administering much 
needed aid to the sick. 

• Task shifting is often moving at a faster pace than legislative response 
needed to legalize the process, which can cause problems for nurses who, by 
law in some countries, cannot administer anti-retrovirals. 
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Positives for South Africa: 
• RSA has a pretty good ratio of nurses to people (1:5) in comparison to other 

African nations. 
• RSA has started a program of training patients who live with HIV/AIDS to 

provide support to others living with the disease. 
• A model Regional Training Center (RTC) has been established in the Mthatha 

using PEPFAR support to fast track the needed  training and support, and to 
evaluate the prevention and clinical programs. Thus far, 80 doctors, 65 nurse 
clinicians, and 25 community health workers have been trained there. 

Cont… 
• Section 27(1) and (2) of the Constitution must be read together to define the 

scope of the positive rights of terminally ill patients to treatment and the 
corresponding obligations on the State to “respect, protect, promote and fulfill 
such rights”.  

• The question that needs to be considered is whether the measures taken by 
government (in this case the legislative and policy framework set out above) 
are reasonable measures in order to achieve the progressive realization of 
the right of access to health care. 

  
• In Government of the Republic of South Africa and Others v Grootboom and 

Others the in.the.Constitutional.Court.held.that:  
Cont… 

• “to be reasonable, measures cannot leave out of account the degree and 
extent of the denial of the right they endeavour to realize.  Those whose 
needs are the most urgent whose ability to enjoy all rights is therefore most in 
peril, must not be ignored by the measures aimed at achieving the realization 
of the right . 

Cont… 
• The HIV/AIDS pandemic has reached catastrophic proportions in South 

Africa. 
• This has resulted in very high (and constantly increasing) mortality rates.  
• As the HIV pandemic grows, many patients with HIV/AIDS die. The provision 

of task shifting to care for patients with HIV/AIDS has been shown to improve 
outcomes. 

• The need for task shifting in respect of other terminal illnesses is also 
extensive.  

Cont… 
• In South Africa many nurses who work in the public sector operate without the 

necessary support or assistance of either medical practitioners or 
pharmacists.  

• In order to convince anyone  that the Government’s policy is unreasonable, 
nurses will need to demonstrate that Government has knowledge that: 

Cont… 
• mortality rates are increasing as a result of the HIV/AIDS pandemic, 
• there is a consequent increasing need for more staff,  
• severe human resource constraints result in nurses being the only health 

professionals available to provide health care in many rural and poorer areas 
of South Africa, 

Cont… 
• appropriately trained nurses can safely and effectively administer patient 

care, 
• It is the poorest and most marginalized terminally ill patients, who are entirely 

dependent upon the public health sector, who as a consequence may not 
receive health care when it is indicated.  
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Cont… 
• There is a need to demonstrate that government has known for a significant 

period of time that a rethink of the current legislative and regulatory 
framework is called for in order to provide access to health care since primary 
level nurse prescribing is the norm, not the exception in many areas of South 
Africa, where there is no or limited access to the services of medical 
practitioners and pharmacists. 

 Cont… 
• In 1984, there was a already a recognition by the Government that in the 

public sector nurses were required to prescribe and administer medication 
where the services of a medical practitioner or pharmacist were not available. 

• The National Drug Policy developed in 1997 is evidence of Government 
awareness, a decade ago, that there were circumstances where medical 
practitioners and pharmaceutical services were not available and nurses 
would be required to prescribe and to dispense drugs. 

Cont… 
• In terms of s 38A of the 1978 Nursing Act, the Minister of Health has the 

power to introduce regulations which would allow appropriately trained nurses 
to prescribe and administer medicine where medical doctors and pharmacists 
are not available.  This is a safe and effective option available to her.  She 
has not done so.  
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REFLECTIONS FROM DISCUSSION 
 
Task shifting 

• An opportunity 

• We are resourced  - this is about the re-deployment and redistribution of 

resources 

• This is a long term journey – not a temporary strategy 

• A global strategy for efficiencies and flexibility – good management (UK, 

Brazil, US) 

 

Underlying premise 

• Principles of equity – system to be applied across public and private sector 

• Quality care and services 

• Progressive realization of rights, acknowledges essential reality of rationing -     

The state must take reasonable legislative and other measures, within its  

available resources, to achieve each of these rights 

 

DENOSA position 

The team  

• Acknowledge the burden of care – women – a gender dynamic = union 

interests 

• Alongside efforts for training – support, supervision, mentoring need to be 

addressed 

• Appropriate skills mix and nurse : patient ratios 

• Sufficient health professionals for referrals and ongoing training 

• Urgency in implementation of Community Health Worker Programme (CHW) 

and    

   Extended public works programmes? Who?  

• Finance mobilization 

• Career pathing needs to be mapped out  

• What is the team? Unit of care?  

Legal issues 

• Clarity on categories 

• Constitutional imperatives  

• Confusion of the two Nursing Acts, variations in interpretations and 

implementation. 

SANC position 



 39

In the morning of 18 March Ms Thandi Maganye, Acting Registrar, SANC referred to 

the confusing interpretations of the two Nursing Acts and regulations. She indicated 

that SANC was under pressure to clarify the situation and that this would be done in 

the next month. SANC would be forming a bilateral liaison structure to enable the 

legal process to give effect to the Nursing Act. There is a willingness to collaborate, 

share information and to create spaces to move and opportunities for an integrated 

response.  

 

Other possible activities 

Call for public hearings in Parliament on Task Shifting and briefing the Portfolio 

Committee on Health. 
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DENOSA TASK SHIFTING POSITION 

 
In an exploratory meeting with no specific mandates, the Democratic Nursing 
Organisation of South Africa (DENOSA), the South African Medical Association 
(SAMA) and the Pharmaceutical Society of South Africa (PSSA) met to discuss task 
shifting as a human resource strategy, noting the need to work collaboratively as 
health professional associations. 
 
Task Shifting is acknowledged as a global trend recognizing the complexity of 
providing care at various levels and is underscored by management principles of 
efficiency and effectiveness. Given the reality that internationally, demand exceeds 
supply of health care cadres, this is a long term strategy and not a temporary solution 
in a global context of growing unmet need for the basic health care. In re-crafting the 
provision of care, it is premised by the high quality competency and quality of care 
which is matched by acknowledged providers who are recognized, rewarded and 
respected for their expertise and commitment.  
 
It is based on the principle of the progressive realization of rights in advancing 
equitable services.  While part of a comprehensive systemic approach to building 
health systems which are patient focused and at the same time, cadres of health 
professionals are managed within in an enabling supervised and supportive 
environment.  
 
This approach is organic, providing opportunities for growth and is orientated towards 
a community evolving and taking responsibility as partners in self empowerment and 
capacity building. While bottom up, it also is individual practitioner and member 
driven in an integrated collaborative consultative approach which is enabled by a 
statutory regulatory body.  
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ARGUMENTS IN FAVOUR OF TASK SHIFTING 
 
UTA LEHMAN on Arguments for the question whether ‘task-shifting’ is second-
rate care or care for the poor: 
 
1. Is a re-structuring of care which includes the delegation of certain tasks from 

doctors to professional nurses and from professional nurses to auxiliary and lay 
health workers second rate, poor quality care? 
 
I would argue that the quality of care does not depend on the qualifications of 
the provider, but the competencies (knowledge and skills) and the attitudes of 
the provider as well as things like access (can the clinic be reached and is it 
open), drug and equipment supplies, a working referral system, etc. If any one 
of us cannot get rid of a cough, want HIV counselling and testing, want advice 
and treatment for a sick child, want family planning or ANC, we want a health 
service which we can reach and afford; where staff welcome and respect us 
and we do not have to wait for five hours; where staff have the necessary 
knowledge and time to address our need, answer our questions, and to refer us 
if they feel they cannot help us (either to a higher or other level of staff within 
the facility or to the next level of service). 
 
There is no doubt in my mind that this is the type of service which should be 
available to all of us, and it is far superior to a service where I have to get up at 
4 in the morning to hopefully be seen at 11am; where I get shouted at if I arrive 
late with a sick child at 12 o’clock, where a professional nurse weighs me and 
takes my blood pressure and a doctor sees me for three minutes. 
 
Task-shifting will mean second- or even third-rate care, if the staff providing 
care are not appropriately trained, supported, supervised and motivated quite 
regardless of whether they are professionals or not. 

 
2. Is task-shifting leading to care for the poor only? 

 
Firstly, as Andy Gray pointed out, task-shifting is a development taking place 
throughout the world, and in the US and the UK, for example, physician 
assistants, pharmacists’ assistants and nurse assistants are playing an 
increasingly important role. This development has a lot to do with moves to 
relax professional boundaries, to accept that a range of health care tasks can 
be done by many different health workers (see lists of tasks in Annexure 1, 
WHO Guidelines). 
 
Secondly, the task-shifting debate is part of a health systems debate about 
what our system should look like. In my opinion, the alternative to the inequities 
we have at the moment is not that everybody should have limitless access to 
specialists and see a medical doctor for all ailments, but that all citizens have 
the same access to a well functioning, well-resourced, appropriate public health 
system, with a range of staff who are appropriately trained and supported. So, 
not an extension of private health care, but a massive re-distribution of 
resources to recraft, restructure, and resource public health care. Task-shifting 
should be an aspect of this development, and the task-shifting debate provides 
an opportunity and an impetus to drive this debate. 

 
3. Regarding professional nurses particularly, it is a well-established fact that in 

many countries including South Africa task-shifting has been a reality for years: 
nurses being clinicians wherever doctors are not available (in clinics, district 
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hospitals, etc.); enrolled or even nursing assistants taking on roles of 
professional nurses where these are not available (eg. in rural clinics). Nurses 
have furthermore been used (mostly by default, i.e. without appropriate training, 
instruction or acknowledgement) to supervise lower-level staff, including lay 
staff. Task-shifting offers an opportunity to revisit these de facto situations; to 
put proper structures in place; and to ensure appropriate training, support and 
acknowledgement (which has not happened in the past, leading to avoid a huge 
amount of de-motivation, frustration, resentment and attrition). 
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Other resource material 
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WHO report on Task Shifting  
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