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3
Th e Everyday Treatment 

Challenges for Nurses in ART 
Programmes

“…if you swallow your ARVs as prescribed, your condition will improve 
– Aha! Th ere is much more to this”. (FGD with nurses in public clinic)

In the preceding chapter, I have shown that nurses are trained to have 
a certain ethic and I suggested that they are committed, compassionate 
care providers. To provide the reader with a general picture of the research 
settings, I describe below the everyday working conditions and activities 
within the NGO and public HIV/AIDS clinics. In their everyday 
practise, nurses are confronted with many challenges in providing ART. 
Th rough an exploration of the practises and relations of care, I show 
how nurses confront these challenges and (partly) overcome them. ART 
does not simply provide a magic bullet; it is not always true that when 
you swallow your drugs as prescribed, your condition automatically 
improves. Opportunistic infections (OIs) and side eff ects must be dealt 
with, and these are challenging tasks, which sometimes raise ethical 
dilemmas in care. In addition, nurses were also faced with unavailable 
or unaff ordable treatments. 

ART protocols have clearly defi ned tasks for nurses and medical 
doctors; however, in the clinics in this study, doctors were largely absent. 
Both sites formerly had at least one doctor to initiate and review patients 
on ART. However, at the mobile clinic the doctor left at the beginning 
of the ART programme and was not replaced, while the public clinic 
doctor was so taken up by managerial and administrative tasks, as well 
as theatre and ward operations, that he was no longer available for the 
ART. Th e nurses at both clinics did not necessarily receive specialised 
training save for the original three weeks training and apprenticeship 
prior to working with ART; so, they were generally ill-prepared for the 
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new tasks they had to take on in the absence of medical doctors. Th e 
analysis in this chapter is meant to provide a framework within which 
nurses’ activities and decisions in such a challenging situation can be 
understood. 

An Ordinary Day at the Public HIV Clinic 
It is 5:00am on a Monday morning and patients are already trickling 
in and queuing at the clinic’s entrance, awaiting its opening at 8:00am. 
In the distance church bells can be heard, while the Imam takes to his 
microphone calling believers to morning prayers. By 6:30am a large 
group has gathered, comprising children, women, and men, young and 
old. Some wear traditional clothes (gomesi for women and kanzu for 
men) and some western style attire (trousers, t-shirts, shirts, blouses, 
and skirts). Th ey murmur away in semi-audible voices to one another, 
waiting in the now long queue. Some can be seen snacking on their 
packed breakfast. Among them are mothers holding their little children 
tightly, patting them to sleep or feeding them. All these people have 
come early so that they may be dealt with as quickly as possible. Some 
come from surrounding villages but others come from faraway districts. 
Some spend a night in town with a friend or relative so as to beat the 
line and be able to take the fi rst and only bus back to their homes before 
noon. Th ose who come to the clinic by 9:00am will probably not leave 
before 6:00pm or even later. Many women come early so that they may 
be being able to return to work in their gardens, while others hope to 
go to work afterwards. Some men said: 

Th e day you don’t work then you have nothing to eat, yet the 
drugs make you hungry… You won’t tell your employer or the 
stomach that you were at the clinic the whole day waiting for 
my drugs… so that we must come early so we can go back and 
work for what to eat. (FGD with males on ART at the public 
clinic, 10th June 2006) 

Some of those in the queue are visibly ill and weak, while many are 
strong and healthy-looking. Almost all have come to collect their ARVs, 
but some will be admitted onto the wards. Inside the clinic, by 8:00am 
the expert clients are registering patients and assigning them numbers; 
occasional scuffl  es break out about who came before whom as some come 
late and try to jump or buy their way into the queue. Meanwhile, in the 
pharmacy the nurses are getting their fi les and registers ready, unpacking 
the medicines from boxes and cupboards, and assembling them on one 
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table. In the laboratory, the technician switches on his machines, cleans 
his microscope and dusty glasses, unpacks and arranges his swabs, 
needles, and syringes, awaiting the fi rst patient to bleed and screen for 
HIV, malaria, or other infections. In the records room, the fi rst patients 
crowd by the window to have their fi les located by the records assistant 
among the many piles on the shelves. 

After registration, each patient picks their fi le from the records store 
and proceeds to the second expert client who fi lls in their number, name, 
weight, height, village, date of last visit, purpose of visit, and whom 
they will see. Th e expert client assesses the condition of the patient 
and rushes emergency cases to the nurses or calls in the clinical offi  cer 
(medical assistant) or doctor at the request of the head nurse if need 
be. In the waiting room, another expert client is trying to catch the 
attention of the waiting patients to recap on the previous visit’s lessons, 
and ask about any questions they might have. At the same time he tries 
to solicit information about whether patients know anyone who is too 
ill to attend the clinic or who passed away; if the deceased person lives 
nearby, arrangements are made for others to go for the burial. Often 
the expert client makes announcements for health and political related 
meetings, as well as income generating opportunities in diff erent places. 
He also reminds the patients of the two hundred shillings to be paid per 
visit for porridge served as a late breakfast or early lunch to those who 
want it. A patient asks a technical question on adherence. Th e expert 
client attempts to answer, but the patients seem more confused and 
unconvinced; so, the nurse is called in to explain. 

In the corridors the nurses ask one another how the weekend was and 
share any major events that may have happened. Inside the consultation 
rooms, the nurses slowly take their place. Two nurses typically share one 
room so there is no privacy. Once a patient’s number has been called out, 
the patient proceeds along the corridor to the consultation room where 
the nurse awaits. Nurses act as counsellors, and diagnose and prescribe 
at the same time; then, if no laboratory tests are required, they send 
patients to the pharmacy. In cases of malaria or other suspected OIs, 
the patient is sent to the lab where they join another queue waiting to 
see the technician for screening. From the lab, patients go back to the 
waiting area to await their results, and then join the queue again to see 
the nurse again for a prescription. 

At about 11:00am, a woman collapses on the bench in the waiting 
room and nurses rush in to attend to the emergency. A form is 
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immediately written for her admission as she looks dehydrated and 
anaemic. Th e expert clients help carry her to the ward where more tests 
will be done. She requires the attention of the doctor but he has been 
away for a week now attending a workshop on decentralising health 
policy initiatives to lower-level health centres. She is put on a drip in 
the ward where she later regains consciousness, but she is on her own 
and will have to spend at least a few more days here. One nurse and an 
expert client accept responsibility for her admission and care, and make 
an eff ort to contact her relatives to bring in support.

It is a small clinic and by now many patients holding large fi les are 
fl owing in and out from diff erent rooms while others wait in the corridor. 
It is a chaotic atmosphere. Newcomers are often confused about where 
to go next and there is constant consultation and chatting among the 
patients in the waiting room. It is quite busy but the nurses seem to 
be at ease with the situation, getting on with their job as fast as they 
can so that all patients are gone by 5:00pm, allowing them time for 
administration and paperwork. Th e nurses often have to interrupt their 
work to seek the head nurse, report missing drugs, or request for more 
supplies. Th e head nurse is also the health centre drug stores keeper, 
manager, and chief pharmacist; so, she is often up and about attending 
to concerns from other units. 

Inside a Consultation Room at the Public Clinic
Below is a typical interaction inside the consulting room, which doubles 
also as a counselling room. I observed that nurses predominantly asked 
very straight questions and sought only straight answers.

Nurse:  How are you?
Patient:  I am fi ne.
Nurse:  Th en what brings you here today?
Patient:  I have constant headache for two weeks now.
Nurse:  Is that all?
Patient:  Oh, diarrhoea for three days and my ARVs are out.
Nurse:  What did you eat?
Patient:  Usual food but I throw it up often.
Nurse:  I see. Show me your tongue; let’s see those eyes (nurse glances at 

them). Okay. No problem. But go drink a lot of water. Your eyes 
show lack of water in the body.

Patient:  I am unable to drink water because I throw it up. Can I instead 
drink tea?
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Nurse:  You can also consider if you want to be admitted here and put on 
a drip.

Patient:  No, no. I will drink water. 

During most of the conversation, the nurse was perusing the fi le with very 
limited eye contact with the patient. Finding a free page, she scribbled 
in a prescription for the symptoms mentioned. And without explaining 
whether the patient’s request of replacing drinking plain water with tea 
was a better option or not, the nurse instead threateningly suggested 
the hospitalisation option. Weighing in the costs of being hospitalised, 
the frightened-looking patient quickly bowed to the power play in this 
situation and obliged to the nurse’s water proposal. 

Th e tongue is usually checked for oral thrush, but very often no proper 
examination is done. Th ose who are thoroughly examined usually have 
visible signs or complain of a serious physical ailment. I also observed 
that nurses were generally more involved in clinical evaluation or fi lling 
in adherence charts than in actual counselling. Th e nurse above dismissed 
the patient, handing over the fi le for him to take to the dispensing 
window, and called for her next patient. More complex cases, such as 
those of drug resistance, were sent to the clinical offi  cer, and if he could 
not handle them, they then had to wait for the doctor’s often unknown 
next appearance.

 Patients have been socialised into the norm of seeing the health 
professional – whether a counsellor or nurse – and only talking about 
their current medical condition rather than their general well-being. 
Further, because of the long waiting times, many are already exhausted 
and hungry, or feel more sick than when they came in. Th ey are often 
in a rush to leave, to go home and rest or return to their businesses, 
because a day without work means a day without food. More seriously, 
it may also mean not swallowing drugs. 

When I know I have no money to buy food to eat, I give myself 
a holiday off  the ARVs because they make me too hungry. (Male 
ART patient at NGO clinic, November 2007) 

I can’t swallow these AIDS drugs when I am already on an empty 
stomach. Th ey make me hungrier and very sick. (Female ART 
patient at public clinic, July 2007)

Many patients are bitter about the long wait – six hours on average 
– seeing it as time wasted, while others have concerns about the long 
journey back home. Many times I heard patients cursing nurses for 
slow service.
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We come too early and then we wait for long. By the time you 
get to the nurse you are tired and hungry and the nurse too is 
tired and slow. So we simply tell them what they ask for. (FGD 
with patients in public clinic, August 2007)

I asked the nurses whether they felt satisfied with the nature of 
consultations and counselling that they have with the patients.

We have very limited time with the patients because we have all 
these paperwork tasks to accomplish at the same time… We wish 
to do better but patients are also too many and time is limited… 
[I] am not sure if what we do is really counselling anymore. 
(FGD with nurses at public clinic, August 2007)

Th e statement above shows that nurses were aware that the nature of the 
service they provide sometimes leaves a lot to be desired. Th ey expressed 
a desire to do better, but were constrained in many ways including time, 
the volume of patients, and serious shortages of drugs and equipment. In 
addition, they are required to complete extensive paperwork, for example, 
there are separate registers for OI prescriptions and dispensing, for ART 
prescriptions and dispensing, a tally sheet for the number of pills given 
out, an adherence register; all these have to be completed by the nurses 
at the close of the clinic day.

Inside the Pharmacy at the Public Clinic
In the pharmacy at least two nurses sit to receive patients, review their 
fi les, and check new prescriptions (made by nurses in another room). 
Th ey do a physical pill count of missed doses for the patient adherence 
register, do a tally and fi ll in the drugs register, and read and record the 
treatment prescribed in the ARV and OI record books. Th ey then store 
away the fi les in the box underneath the table (as shown in the picture 
below), sort the medicines, and direct patients on how to swallow them. 
Sometimes they check whether their instructions have been understood, 
but often no pharmacy counselling is given.
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Figure 4: Inside the dispensing room at the public clinic several registers await 
completion by the nurse before and after giving drugs to the patient.

Th roughout, patients watch and wait patiently in a queue by the 
dispensing window, with no privacy or confi dentiality, as shown in the 
picture below.

Figure 5: ART clients are waiting patiently in a queue at the dispensing window 
for their turn to get drugs, while those who were able to pay 200 shillings on 
their previous visit enjoy a cup of porridge.

When given their drugs, patients are told to fold their papers ready to 
receive them as the clinic only provides packaging for newcomers. Strict 
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standards are required for the storage of ARVs before and after they are 
dispensed, but at this public clinic the leaking roof above the boxes of 
ARVs certainly does not meet these requirements.

Figure 6: A leaking roof in the pharmacy/dispensing room at the public clinic 
above boxes of ARV drugs.  Will these drugs survive the rain?

I often heard nurses at the dispensing window telling patients that 
there were insuffi  cient supplies of cotrimoxazole prophylaxis and other 
OI drugs, or that they were simply unavailable. In such cases nurses 
improvised, sometimes by rationing the available drugs.

Nurse: We have very few septrins available today. I am giving you a dose 
for one week and a prescription to buy septrin for the rest of the 
month. 

Patient:  But I have no money
Nurse:  Come back here next week hoping we shall have some more septrin. 
Patient:  Please help me because I come from so far, I have no transport to 

bring me back so soon.
Nurse:  Th en for this other drug, it is not in our stock; you will have to 

buy it.
Patient:  But I told you my pockets are empty, I am simply pleading that 

you help me.
Nurse:  Let’s see if we have something else (nurse checks the shelf ). Okay 

now… I am changing it to give you its alternative but make sure 
you swallow all the tablets so that the problem does not recur. 

Patient:  Th ank you nurse, you are so kind.
Who should receive the full required dose of cotrimoxazole was 
often an issue for the nurses’ discretion. All in all nurses tried to be 
compassionate, attempting wherever possible to satisfy patients’ needs 
within their means. Often prescriptions would be changed at the 
pharmacy without consulting the original prescriber or reviewing the 
severity of the condition for which it was made. Further, drug rationing 
was commonplace, even for septrin prophylaxis, with patients being 
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given quarter or half doses and told to buy the rest from drug shops. 
Most patients did not buy the medicines, especially if they felt better 
after the fi rst few days of treatment, or because they simply could not 
aff ord them. Incomplete adherence such as this was not clearly recorded 
in the fi les since there was no follow-up on this issue at subsequent clinic 
visits. A troubling consequence of this is that it can act as a catalyst 
enabling bacteria to build up resistance, likely to lead to outbreaks of 
drug resistant diseases (Melrose 1983). 

Later in the day
It is 3:00pm and the nurses have not yet had their lunch. Nurses often 
work through their lunch to beat the large queues and fi nish before dark. 
As the lunch girl brings in the food, some excuse themselves saying that 
they will eat later or will not eat until they are done, while others deal 
with their current patient quickly and close the door behind them to 
take off  a few minutes to eat. 

By now nurses and patients alike look exhausted, but all patients must 
be seen. Nurses push on to see everyone who attends the clinic out of 
concern that patients will otherwise blame them for missed dosages. Th e 
close of an average day is around 5:30pm, when nurses lock themselves 
up and begin to work on tally sheets and packing the medicine tins back 
onto shelves, organising and storing away fi les, and recording referrals 
and admissions. Th ere is usually a general excitement that the day is over. 
Th e nurses exchange congratulations, share extraordinary events of the 
day, or discuss the health or fate of specifi c patients. Th ose due to serve 
night duty on the wards and outpatient department (OPD) rush home 
to change so that they can be back by 6:30pm to begin work again. 
Others retire home to prepare for the following day, either at the VCT 
clinic or the OPD.

Routine ART guidelines presume a standard picture of service 
delivery where care is systematised for each client following a treatment 
fl ow chart: patients are initiated on ART by a doctor, reviewed by a 
doctor, and receive ongoing counselling at each visit. But the above 
description points to a rather diff erent picture, where functioning and 
procedures in the HIV clinic take place in a somewhat ad hoc fashion. 
Nurses perform a diagnostic and prescriptive role for ARVs and their side 
eff ects, as well as for OIs, a role which was formerly the sole prerogative 
of physicians according to international and national ART guidelines. 
I return to this point later in Part III.
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An Ordinary Day at the NGO Mobile Clinic
It is 7:30am and nurses and general staff  start trickling in through the 
main gate at the NGO offi  ces. As they come through the reception, each 
log their reporting time in the duty book while exchanging greetings, 
before disappearing down the corridors. Th e NGO administrative staff  
take their positions in their offi  ces and start preparing their schedules. 
Th e head nurse makes a list for the week of new teams and the locations 
they will visit each day. Th e nurses rush to the head nurse’s offi  ce to 
see with whom and to which stations they have been assigned, and 
some nurses complain about specifi c members of their team being 
less hardworking, which means a late return in the evening. Th e team 
leaders proceed to the transport manager’s offi  ce to see which vehicle 
and driver they have been assigned. Each vehicle is given a fuel credit 
card to be presented at the fuelling station by the driver as they leave for 
the fi eld. Here team leaders may complain about being given a much 
older ambulance as opposed to a new one, or a less cooperative driver, 
issues which they are sometimes able to negotiate. Meanwhile, some 
team members are busy preparing, checking, and picking up the drug 
boxes that were refi lled the previous day by the nurses in the offi  ce, 
while others pick up their lunch pack from the kitchen maid, who by 
now also has tea ready for the offi  ce staff . Th is pack often comprises of 
a fl ask of tea, cups, sugar, spoons, boiled eggs, and sometimes bananas. 
On the way to their destinations the nurses will buy more things for 
lunch such as bananas, sambusas, chapatti, and water, sometimes from 
their monthly lunch allowance.

Th e team leaders from the previous day are busy completing and 
handing in medicine tally sheets to the head nurse, as well as accounting 
for fi nances spent on patients such as food or transport and housing costs. 
Th e team leaders for this day are picking up and cross-checking patient 
cards and fi les for the stations to be visited, after which they collect 
empty tally sheets. By now it is 8:15am and a drum sounds, signalling 
that all staff  should converge in the reception area for fi fteen minutes 
of communal morning prayers. Every day there is a prayer leader, a 
song leader, and someone to give a short refl ection for the day. Fifteen 
minutes are also reserved for the communication or sharing of necessary 
information that cannot wait until the fortnightly general meeting. By 
8:45am the teams depart for the fi eld, and those remaining at the offi  ce 
take up their places to begin work. Th ey will have a tea break at 10:00am 
and be served lunch at 1:00pm.
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For some teams the journey to their fi rst outreach centre will take 
30 minutes, while for others it will take two hours. At the fi rst outreach 
centre for group one, clients are already gathered, undergoing routine 
group counselling facilitated by expert clients. Questions are aired, and 
they share their experiences of various illness, or economic, childcare, 
and marital issues. Clients’ individual needs are also identifi ed. Some 
questions are referred to the nurses on arrival. Th e fi rst thing the nurse 
asks is if they started with prayer; this is often the case, but if not, 
someone is chosen to lead. One nurse then answers questions, as well 
as passing on greetings and discussing new communications from the 
NGO. 

The community workers organise places for the nurses to sit 
withindividual patients while the expert clients pass on patient cards 
and fi les. Th e nurses unpack the boxes of necessary equipment and the 
mobile pharmacy (usually a large wooden box) where medicines are 
stored. In another smaller box, sharps (needles, syringes, etc.), gloves, 
and all required papers are stored. Mats, grass, and benches are used for 
sitting on in shady areas, usually under the trees. Soon the fi rst clients 
are called and the nurses begin their work. From the fi rst nurse – who 
diagnoses OIs, renews ARV prescriptions, and does counselling – they 
proceed straight to the pharmacy where two nurses dispense the drugs, 
one for OIs, the other ARVs, roles that they alternate in each centre. 
In the meantime, another nurse records which clients were visited by 
which community workers in the past two weeks, and the community 
workers sign up for the upcoming period. 

The ambulance driver gets a list of who needs what from the 
community workers and distributes goods such as soap, sugar, rice, 
blankets, mattresses, mosquito nets, etc. Based on the accounts of the 
patients and community workers, the nurses screen for and register 
patients who have special needs. For example, some have poor or no 
housing but have land where a house can be constructed; they are 
referred to the driver who fi lls in a form which is forwarded to Habitat 
International, a collaborating partner. Habitat then inspects clients’ 
premises and proposed housing site before constructing a house for them. 
Other special needs include those with complex medical problems, who 
are referred to the mission hospital and are assisted with transport costs 
if necessary; those requiring small housing rental assistance; those who 
have nothing to sleep on; others who are referred to the orphan care 
section of the organisation; those in need of CD4 counts, who are referred 
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to the government hospital; those with food problems, who are given a 
small contribution to buy food; and the list continues. Often the nurses 
end up digging into their pockets to help clients as many are in need.

After receiving their drugs, the patients leave for their homes, and 
when all have been seen the nurses pack up their boxes again and store 
collected blood samples in a cold box for preservation. Th ey say their 
goodbyes to the community workers and expert patients and then it is 
time to move on to the next centre, or home visits for the very ill. Th at 
is the routine throughout the day, only interrupted at about 3:00pm 
or 4:00pm when they pause to enjoy their packed lunch. On the way 
along the village roads, nurses sometimes stop to buy cheap bunches of 
bananas, passion fruits, dried silver fi sh, or pineapples for their homes. 
Depending on the distance between centres, the number of visits they 
have scheduled, the patient load, and their speed of work, the nurses often 
do not return to the offi  ces until after everyone else has left. On average, 
the earliest team returns to the offi  ce by 6:30pm, but some do not get 
back until 8:00pm or even 9:00pm. Some nurses will be dropped off  
along the way, especially if it is late. Th e driver is always the last person 
to leave as he has to take the blood samples to the mission hospital with 
the group leader and return the vehicle to the offi  ce before going home.

Nurses diagnosing and treating patients with HIV/AIDS
Here I start to deal with the issue of nurses at the frontline of HIV/AIDS 
care and treatment, examining the challenges they face and how these 
aff ect practise. Nurses are not only presented with powerful drugs – ARVs 
– that can save lives; they are also confronted with the messiness of OIs 
and side eff ects, and the task of diagnosis and treatment, something for 
which they are untrained. 

Th e standard diagnosis for HIV is made through testing carried out 
on all those who come to the HIV clinic, after pre-test counselling. 
Th is usually includes a series of routine questions such as “Why do you 
want to take an HIV test?” and “What will you do if you fi nd out you 
are HIV positive?” (a question that often sends chills down patients’ 
spines and brings on silent refl ection). Nurses monitor patients who test 
positive through post-test counselling. If they are still in good health, 
patients are asked to come for a confi rmatory test three months later, 
but if already sick they are started immediately on septrin prophylaxis 
and asked to return after two weeks. Th ey are also treated for OIs. Th ose 
who present with full-blown AIDS are immediately asked to take a CD4 
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count test and are enrolled on a month-long preparation before starting 
ARVs. Nurses are vigilant to identify and treat TB before initiating 
patients on ARVs. 
I found that the overall rate of HIV counselling by health professionals 
to newly diagnosed and established HIV positive patients was low. Newly 
diagnosed patients were more likely to be counselled than established 
patients, one of the main reasons being that they are potential ART 
initiates.

When we do counselling we take more time with those who have 
tested positive. Post-test counselling is hardly given to those who 
test negative because we simply don’t have the time, our workload 
is too much… Th ose who are positive, we give a little more time 
to them because they are coming into the [ART] programme  
anytime. (Nurse at public clinic,10th December 2007 )

But we work under an invisible kind of pressure that government 
wants as many people on ART as there are people suff ering from 
HIV and so we give no adequate time to patients because of 
the patient load. (Nurse at public clinic,10th December 2007 )

We wish to do better for our patients but we are few and are 
constrained by the government’s demands for more numbers on 
treatment. (Nurse at public clinic,10th December 2007 )

We have to treat them the way we do simply because of limited 
time. When they don’t receive treatment, they go out there and 
tarnish our name that we are denying them life-giving therapy. 
So you make haste to see as many as there are for the day and 
make sure you don’t send them away without treatment. I 
don’t want to take the blame for their non-adherence or drug 
resistance. (clinical offi  cer (medical assistant) at public clinic,11th 
December 2007 )

Th e glorifi cation of numbers – driven by the government’s aim to have 
“as many people on ART as there are people suff ering from HIV” (see 
above) – undermines the expertise and knowledge of health professionals. 
By stressing increasing numbers, nurses at the public clinic are forced 
to live up to managerial and bureaucratic standards; and as a result of 
the increasing demands – real and perceived – they can only off er sub-
optimal care. But patients and nurses alike change the rules of the game 
to suit their conditions. For instance, patients choose to come and line up 
at 5:00am, while nurses choose who will receive one-on-one counselling 
(usually those beginning ART) or ongoing counselling. Choices are often 
based on the number of missed doses by self -report, or because someone 
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defaulted on treatment for a signifi cant period, so ongoing counselling 
in a sense becomes a way of chastising ART defaulters.

Below I will concentrate on how nurses make medical diagnoses for 
those starting or already on ART who present with persistent OIs or side 
eff ects. ART in both clinics is in principle prescribed after a patient’s CD4 
count has fallen below 200; according to standard guidelines, if a patient 
is not diagnosed with TB, the fi rst line regime of combination ARVs 
(including nevirapine, zidovudine, and eff evernor) and daily septrin are 
automatically prescribed. Some patients, however, are initiated on ART 
following clinical staging (symptomatic diagnosis) after an HIV test is 
done, and not based on a CD4 count. If a patient presents with possible 
OIs, these too will be diagnosed and treated by the nurse. Unlike in 
the NGO clinic where nurses on average spend more time listening and 
talking with patients, at the public clinic little eff ort is made to know 
the patients’ background or clinical history, for example duration of 
the OI and previous treatment. Th is was surprising since it is common 
knowledge that most people self-medicate with pills from drug shops or 
traditional medicine, and although this is discouraged after commencing 
ARVs, patients may not completely abandon it (Katerere & Ellof. 2006). 

On several occasions in both clinics I observed nurses doing a physical 
examination of patients including oral, belly, skin, ear, throat, chest, body 
temperature, and blood pressure checks, depending on the complaint. 
Nurses sometimes ordered laboratory tests on serum, sputum, and urine, 
including tests for TB, malaria, urinary tract infections, CD4 and viral 
load counts, and liver and kidney functioning. In both clinics, when 
a laboratory test was requested for patients, nurses made an eff ort to 
communicate the diagnosis to the patients. But many times such tests 
had more symbolic rather than medical value, for in ordering them 
nurses gained a power that was ordinarily the preserve of doctors or 
medical clinicians, and made them gatekeepers to a referral network for 
higher levels of care. For these nurses the ordering of tests did come out 
of a desperate desire to care for helpless and near dying patients, but it 
was also a way of demonstrating that they knew what they were doing. 
It helped calm patients’ fears about not being able to see a doctor, and 
built their trust in the nurse to give them proper treatment. 

Many of us you see here today came here when everyone had lost 
hope in us and even we ourselves had lost that hope. For me I was 
about to die because I was so ill and had so many ailments but 
you see what these nurses have done for me is unimaginable… 
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I am back to normal. Th ey know how to treat complex cases 
like mine like any doctor would do in this case. For instance, 
my legs and face no longer swell, my pressure is back to normal, 
my diabetes is almost no more, my then failing kidneys are back 
in shape, my wounded intestines are healed. And all in just a 
space of seven months and I am back on the road. So how can I 
not trust the nurses’ assessments? Th ey are very professional… 
Th ey know the right tests and treatment to give. (FGD with 
male patients at public clinic, August 2007) 

Th e nurses have done a great job treating me… same as a doctor 
would have done. But they even have more time for us than a 
doctor would. Th ey are friendly with us but a doctor is often 
unfriendly and you would normally fear him. (FGD with female 
patients at public clinic, August 2007)

Many patients were happy with the rate of improvement in their health 
– attesting to the effi  cacy of the drugs prescribed – but also with the 
attitude of the nurses and the professionalism with which they were 
handled. Th is underscored the importance of nurses’ behaviour as a 
complement to the drugs: they had to be compassionate and friendly, 
order the right tests, and prescribe the right treatment. It also affi  rmed 
– consciously or unconsciously, to their patients and to themselves – 
nurses’ ability to fi ll the gap of the absent doctor, since in a sense they 
could do all they believed a doctor could do for patients (Sciortino 
1995). Patients’ approval of their perceived competence gave the nurses 
some kind of power and confi dence in their work, especially as patients 
often came back to thank them and testifi ed to their friends about their 
recovery. But as I show below, the nurses also acknowledged their own 
struggles and inabilities, in particular with treatment of often recurring 
OIs and side eff ects. 

Nurses Managing OIs and Side Effects
We love caring for our patients but sometimes the cases of OI 
and ART side eff ects are too complex for us and for our kind of 
knowledge. (FGD with nurses at mobile clinic – 2nd July 2008) 

We usually feel sad when one of our patients who was doing 
just fi ne suddenly is down or gone because of something we are 
unable to treat, or that we missed to see or something a patient 
complained about and we mistook it for something else and/
or we did not give it the right treatment. (FGD with nurses at 
public clinic – 14th July 2006)
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We need to take more training in OI diagnosis and treatment. 
We need to learn more about disease and drug classifi cations. 
Often our drug lists don’t have the best drugs for the situations 
that present in our patients. Referral for HIV/AIDS patients is 
often problematic because the OI and ARV drugs in the HIV 
clinics and in hospitals for AIDS treatment tend to be the same 
and beyond that anything else prescribed, the patients have to 
buy and they often may not aff ord the prohibitive costs, for 
instance for second and third line ARVs. (FGD with nurses at 
public clinic – November 2008)

Because of our limited knowledge on OIs, sometimes you may 
refer a patient when they are already too weak or you may refer 
them in time and they simply do not go because they have no 
means and so they keep coming back to you and sometimes you 
have to keep giving what you have. (FGD with nurses in mobile 
clinic – May 2007)

In general, nurses in both clinics did not properly diagnose or treat OIs. 
Th ey felt uncertain and burdened by the task, particularly as the time 
they have for each patient is often too limited to conduct a thorough 
examination. Th ere is, however, more to nurses’ minimal attention to 
patient history. Particularly at the public clinic, nurses would often 
assume that OIs do not require a physical assessment; listening to the 
patient’s complaint was enough. Th ey also argued that since patients 
attended the clinic regularly, they would become known over time, doing 
away with the necessity of a thorough history. Furthermore, given that 
the underlying cause of illness was known to be HIV, nurses often felt 
that there was nothing much more to be done beyond acknowledging 
the patient’s symptoms and addressing them with standard treatments. 
Nurses were aware of the potential for complex OIs, including liver and 
kidney dysfunction, protruding tongue, Karposi’s sarcoma, and other 
forms of cancer, but felt that they required a higher level of knowledge 
which they generally lacked. However, this limited attention left complex 
OIs misdiagnosed or under-diagnosed, and/or treated too simplistically, 
which in some cases proved fatal. 

For the majority of patients presenting with OIs or side eff ects, no 
laboratory tests are done. Instead, nurses generally diagnose and treat 
patients according to the symptoms they present with, using popular 
disease classifi cations. To illustrate this point I use the example of four 
popular symptoms, musuja (roughly translated as fever or malaria), 
ekifuba or ekikololo (roughly translated as chest or chest pain or fl u or 
cough), and akakololo (roughly translated as severe/chronic cough or TB). 
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Musuja / kifuba /ekikololo/akakololo are, according to popular culture, 
not just symptoms but diseases in their own right, in contradiction to 
the biomedical model in which they are simply symptoms associated 
with many diseases. When people mention musuja/kifuba/ekikololo/
akakololo, they are naming an illness which requires a certain treatment. 
Nurses often wrote musuja/kifuba/ekikololo/akakololo on patients’ 
medical history fi les, and neither clustered the symptoms to identify 
an ailment nor classifi ed the disease in biomedical terms. Th e same 
nurse would then prescribe medicines. For instance, paracetamol is 
prescribed as a painkiller for headache or to lower fever, and because 
of the high prevalence of malaria, if a patient has a high fever but no 
cough, antimalarials such as metakelfi n or coartem are often prescribed. 
Nurses rarely consider the fact that the fever could be the result of kidney 
dysfunction or intestinal infestation, requiring specifi c treatment.

When patients do undergo laboratory tests and are positive for 
specifi c OIs, they usually receive a standardised treatment along MoH 
guidelines. But the severity of some cases is beyond the scope of these 
guidelines. Patients often present with multiple complex OIs, and nurses 
are not sure which combination of drugs would be best, nor are they 
knowledgeable about drug interactions. At both clinics, oral drugs are 
preferred and top the prescription lists. When injections are required, 
patients are often given the medicines and asked to fi nd a nurse in their 
home area to administer them so that they will not have to return to 
the clinic for treatment. 

Unlike at the NGO clinic where nurses had a variety of drugs to 
prescribe for almost any illness, there was a chronic lack of drugs for OIs 
at the public clinic. Drug shortages at health centres run by nurses are, 
in fact, routine. But however bad and hopeless the situation, nurses did 
not give up on their patients. Th ey tried hard to confront these obstacles, 
as can be seen in the interaction below, where nurses in the public clinic 
shared their ideas about a particular patient.
Nurse 1:  I have this case of… she keeps complaining of her tummy and has 

been vomiting for too long now. I prescribed several tests including 
cancer tests but they were all negative. I sent her to the hospital 
but she says the drugs there did not help either and she called me 
last night asking me what to do.

Nurse 2: Ah, that poor woman, she is in such pain, she came here even last 
week with the same problem and I simply managed her pain.

Nurse 3:  You mean… oh no! She was here today too and she presented 
the same problem. She is in great pain and is very frustrated. She 
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won’t go anywhere else, she says she is done and besides, she is 
penniless. 

Nurse 1: How did you help her this time?
Nurse 3: When I looked at her history card, all the drug options we have 

are fi nished and even higher doses have not worked. I tried to 
send her back to the hospital but she adamantly refused to go 
back saying the drugs given there made her worse. I put her on 
pain management for now. But in her presence I phoned my 
neighbour who is a herbalist and described her condition to ask if 
he has anything that can help her. He said he has something she 
could try and he was sure it will help her. She was happy. So now 
at least she has hope. I will pick it for her and drop it at her home 
tomorrow because she is too weak to come here again tomorrow. 

Nurse 2:  Oh, how I really hope it works and thanks to you.
Nurse 1: Please God intervene for her this time, she needs to get better.
Nurse 3: Surely, she does!

Having failed with the referral for biomedical care, a nurse takes it 
upon herself to go beyond biomedical borders to consult a herbalist on 
behalf of a patient, something very unusual in western oriented ART. 
Th e conversation has vividly expressed emotional undertones, which 
show that the nurses are not detached from the pain of their patient but 
share in it empathetically. 

When confronted with the messiness of OIs, relations of care become 
reshaped and new forms of care practise are produced. For instance, a 
biomedical nurse consults a herbalist on behalf of a patient from within 
the highly western biomedical setting of the HIV clinic, where strict 
medical ethics apply. We also see the same nurse going the extra mile to 
pick up and drop off  the herbs at the patient’s home. Th is too is not usual 
in general biomedical practise. What was not clear was how she would 
instruct the patient to take the herbal remedy; either in conjunction with 
the painkillers she had just prescribed, or as a replacement. Many of the 
complications that can arise    nurses believed in both biomedical and 
traditional systems, they were often hesitant to comment on the topic.

At other times, nurses at the public clinic did refer complex cases 
to the doctor, but the referral was often made only after exhausting 
the treatment options available to or known by the nurses. Due to the 
doctor’s busy schedule and constant absence, patients often returned 
frustrated. In such situations, in the spirit of not wanting to give up on 
their patients, nurses would continue changing and trying treatments, 
albeit for the wrong ailment. In this way, a patient’s exact illness may 
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remain misdiagnosed or will not be diagnosed early enough, and their 
condition could worsen. Th us, even when a patient is referred to see a 
doctor, it may be too late for them to survive, or sometimes they simply 
do not go – for fi nancial reasons or because they had previous negative 
experiences. 

I would not be quick to label this as negligence on the part of nurses, 
for the simple reason that nurses have by necessity had to take on new 
diagnostic and curative tasks for a complex disease formerly managed 
entirely by doctors, and for which they have received inadequate training. 
Nurses at the public clinic often expressed concern that they were taking 
on more tasks but were not guided. Th e doctor in charge of the health 
centre who was supposed to work with them was never available, yet they 
were taught that the treatment they had in their hands was complex and 
needed a doctor to initiate, monitor, and review patients.  

We have to take on more tasks and even the doctor’s tasks because 
most of the time we work by ourselves and handle all patients. 
(FGD with nurses at public clinic, November, 2008)

Working on their own was at times very challenging for these nurses. 
Th ey expressed concern about their limited knowledge of the side eff ects 
of ARVs, and situations where they had to practically hunt the doctor 
down to attend to patients.

It is agonising for the patients when they develop very complex 
side eff ects that we cannot handle. In their pain they have to wait 
for whenever the doctor will be available from his other routines, 
especially theatre operations, meetings and ward rounds. We 
struggle to convince the patient to wait or that they need to see 
a doctor on one hand, and we struggle to hunt for the doctor on 
the other. (FGD with nurses at public clinic, November 2008)

Nurses are not only presented with powerful ART that saves lives, they 
are also confronted with side eff ects and the messiness of OIs. Th ey feel 
this as a burden and are not always successful in alleviating patients’ 
conditions. 

Daily Threats and Concerns at the HIV Clinics
Exposure to HIV and other infections for us is real – it is right in 
our faces every day as we go about our work. (FGD with NGO 
clinic nurses, November 2007)

I have been exposed to needle stick injuries too many times that 
I don’t even want to think about it. I only pray to God that I am 
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still and will remain safe, that is all. (FGD with public clinic 
nurses, November 2008)

Exposure to HIV is a daily threat to the nurses working at both the 
NGO and public clinics. Interestingly, during the research the nurses 
were reluctant to discuss their sexual exposure risks, instead preferring 
to discuss risk only in relation to clients. One reason is that they did not 
want to invite evaluation of their person, and as I show later they feared 
the shame attached to HIV as being largely a sexually transmitted disease. 
But the emphasis on their occupational risk of exposure to HIV was 
indeed warranted, and the tone of the statements above portrays their 
sense of vulnerability related to their inability to alter the situation. Th e 
public clinic nurse relies on God’s mercy to help her remain uninfected, 
since she has been exposed several times already and sees no end.

Th ough it is often said that NGOs provide better services to their 
clients, the same cannot be said for the safety of the nurses working 
for them in comparison to their counterparts at the public clinic, for 
they face the same threats or worse when it comes to exposure to HIV. 
NGO nurses are more likely to be exposed since they are responsible for 
drawing blood from patients, which is not the case for the public clinic 
nurses who send patients to the laboratory technician. But for nurses in 
both settings, exposure to HIV is a real fear that they live with.

Interviews with nurses in both centres revealed that the majority 
are worried about occupational exposure to HIV. In-depth interviews 
with the nurses revealed that, 12 out of 20 reported that they were “very 
concerned” about becoming infected with HIV on the job. Two in fi ve 
nurses for instance reported a recent event where they could have been 
exposed to HIV at work, and among all nurses more than half (13/20) 
had experienced multiple exposures. 

Many also felt ill-equipped to cope with occupational exposure. Th eir 
concerns are well exemplifi ed in the picture below, where the NGO 
nurses are working late into the night to see all patients scheduled for 
the day. Since they visit centres only once every two weeks, if they do 
not see all patients there and then, those remaining will have to wait 
another fortnight for treatment. Th e picture was taken after 8:00pm, yet 
still more patients waited in a queue outside. After dark the nurses used 
torches and wick lights, but the dim conditions make the risk of exposure 
even more real. Such are their everyday working conditions; they go to 
great lengths to provide care, giving patients priority before thinking 
of returning home, even though the NGO does not pay for overtime. 
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Figure 7: It’s night and the mobile nurses are still in the fi eld. Under a wick light 
this NGO nurse bleeds a patient for CD4 counting and, without gloves or even 
a cotton swab to protect her fi nger as she draws out the needle.

To add to their concerns, more than half of the nurses indicated that 
their facility did not have written guidelines about what to do in case of 
occupational exposure to HIV. Occupational risk was also found to be 
a serious concern for health workers in Kenya (Horizons Report 2006). 
Post-exposure prophylaxis (PEP) is an important recourse for health 
workers who face exposure while on the job, but although the nurses 
in my study said it was available and they knew what PEP was, nearly 
three in fi ve could not correctly describe it. Even among those who were 
knowledgeable about PEP, only three out of 13 who reported an incident 
sought it. Th e main reasons for not seeking PEP were lack of suffi  cient 
information, and fear of the process and what might follow. Th ey felt 
helpless, because in order to access PEP one must take an HIV test, 
something they carefully avoided. Even though they talked to clients 
every day about the importance of knowing your status, they could not 
face it themselves, as the statements below demonstrate. 

Ah, what if I fi nd out that I am positive, what do I do, eh? (In-
depth interview with NGO nurse, June 2006)

For me, even now I am afraid for my life. (In-depth interview 
with NGO nurse, June 2006)

No, I don’t want to talk about it. (In-depth interview with, 
NGO nurse, June 2006)
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Nurses in both settings also often lacked basic infection control items 
at their facilities, another serious cause for concern. Both the public 
and NGO nurses reported inadequate supplies of water, soap, and 
disinfectant, as well as a lack of sharps containers and gloves. 

You sometimes have one glove and you have to use that to tie 
the patient’s arm so you can bleed them and sometimes you 
don’t even have a single glove. (In-depth interview with NGO 
nurse, June 2006)

No one cares that we operate without even the basic necessities. 
In the PMTCT clinic we ask all the mothers that they have to 
buy and come with the gloves we use to assist them in delivery 
and the same for all those in maternity. (FGD with public clinic 
nurses, November 2008)

Th e public clinic nurses’ concerns over lack of essentials was equally 
shared by the NGO nurses, who do not even wear gloves while bleeding 
patients (as the pictures above and below show). But on the other hand, 
I observed that even the few times when gloves were available, they did 
not use them, especially the NGO nurses. Th is could be seen as a form 
of routine negligence, since they have become so accustomed to scarcity 
of such essentials in their work practise that it is the norm to pay less 
attention to safety details. When I raised safety issues during outreaches 
after observing potentially risky situations, the nurses would become 
almost frantic as if waking up from a dream, but they would generally 
blame it on scarcity and not negligence. 

In addition to caring for HIV positive patients in the workplace, 
many nurses must also confront the disease in their personal lives. All 
the nurses had an immediate family member who was HIV positive or 
had died of AIDS. In addition, some of them were reportedly caring 
for an immediate family member infected with HIV at the time of the 
study, an additional burden on top of their heavy workload. Initially, 
the nurses did not openly discuss the fact that among their ranks were 
those infected with HIV and/or using ART; it came out only after my 
close interaction with them and a long period of rapport building. I 
return to this point in part three.

When the Going Gets Tough 
Th e pictures below tell a clear story of the NGO nurses’ improvisation 
while at the workplace. Th ey are not stopped by anything when providing 
care to patients; not even when confronted by a heavy rain downpour and 
a lack of shelter, as shown below. Nurses creatively turned the ambulance 
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into a consultation, counselling, laboratory, and dispensing room, where 
each nurse would admit one patient at a time on either side. 

Figure 8:  Th is centre is simply by a tree. An NGO nurse draws blood from a 
patient, but it is raining, so the patients take refuge under the tree while the 
nurses continue to operate through the ambulance doors and windows.

 
Figure 9: Again, it’s raining heavily, but work must continue at this mango tree 
ART site or they will not be able to reach all the centres where other patients are 
already waiting. A banana fi bre mat is used to shield the drugs from the rain. Th e 
nurse writes the prescription and dispenses the drugs at the same time while the 
client waits patiently under the rain, covering herself with a polythene bag.
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 I observed that in nearly all cases, pharmacy counselling does not occur, 
and nearly all nurses in both clinics are reluctant to give it. At the daily 
outreach centres, more often than not the nurses are overwhelmed by the 
number of people they have to serve. Privacy and confi dentiality, often 
advocated in public health oriented protocols for ART services, were 
non-existent in both research settings. Th ere is often a rush to dispense 
the drugs to patients, complete the drug tally sheet, and continue to 
the next. In fact, during the NGO’s work, often when the going gets 
tough the ambulance driver, who has neither a nursing nor clinical 
educational background, would assist in dispensing drugs, sometimes 
under a nurse’s guidance.

 
Figure 10: Overwhelmed by the workload, the NGO ambulance driver joins 
in dispensing OI drugs to tired-looking patients. Here there is no privacy or 
confi dentiality, as is so often advocated in global and national HIV/AIDS 
protocols.

Figure 11: Th e NGO nurse counsels and prescribes ART drugs to this visibly 
weak patient in a banana plantation. 
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To the nurses in the public clinic, the uniform is a symbol of authority. 
In fact, wearing the uniform is so strictly observed that a nurse would 
not be allowed on duty at the clinic without it. However, for the NGO 
nurses, uniforms were an issue that almost never came up. It did not 
symbolise authority in any way; they believed that their authority derived 
from their style of service – reaching out to the community – and for 
this they were highly respected by all. In fact, none of the patients I 
talked to ever questioned why these nurses never wore uniforms; they 
simply trusted the nurses and referred to them all, including the drivers 
and visitors like me, by the same term – ‘abasawo’ (a generic term used 
to refer to all healthcare professionals).

Th e nurses recognised that they have insuffi  cient knowledge to handle 
some patients, especially those with complex side eff ects, OIs, or who fail 
on fi rst line treatment. Th ey often did refer patients for more specialised 
attention, but some still returned without going for the referred care, 
citing the doctor’s unavailability. Sometimes, out of frustration due to 
the long waiting or having to return to the clinic several times without 
succeeding to see a doctor, patients would plead with the nurse to have 
at least the same drugs they were on before, even though they had not 
helped them.

Nurse simply just help me, at least just give me the same drug 
I have been on, God will simply have to help me. (ART patient 
at public clinic, November 2006) 

Th e patient speaking above had failed on fi rst line ART but was now 
pleading with the nurse to be given the same treatment rather than go 
without. He could not aff ord to buy the second-line ARTs off ered by 
JCRC. Incidents like this confronted the nurses with ethical dilemmas 
in their everyday practise, making their work even more challenging. In 
this particular case, the patient refused to leave until the nurse gave him 
the fi rst line drugs, but he still died a month later. It was apparent that 
amidst the scarcity of second and third line regimes, as well as scarcity 
of doctors, the nurses needed more training and knowledge about how 
to deal with such dilemmas.

Nurse-patient Relationships 
Nurses are not only challenged by issues to do with drugs but also by 
those to whom they have to give these drugs. Patients are often non-
adherent, while others had many misconceptions which the nurses had 
to try hard to deal with for instance;
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ARVs only accelerate a faster death (FGD with patients at public 
clinic, July 2007)

ARVs are the medical personnel’s weapon to fi nish us poor people 
(FGD with patients at public clinic, July 2007)

Often the nurses at the public clinic became angry towards patients 
who got their specifi c ART dosages wrong and came back with many 
pills at the time of refi ll. In frustration, nurses would speak of the cost 
of the drugs and the fact that the government was doing the patients 
a favour by providing them free of charge. Th e patient has no choice 
once initiated on ART; they must come for the drugs and swallow them 
correctly. Such was the general view of the nurses and the public health 
approach to ART. Adherence is, therefore, obedience not only to the 
health professional but also to the government. 

The government is doing us all a favour to give these expensive 
drugs for free – help yourself and swallow them all. (Observation 
of a nurse-patient interaction at a public clinic, July 2006)

Some nurses were furious that patients did not appreciate the complexity 
of ART drugs, however much eff ort they felt they put into explaining 
them.

Many patients simply don’t adhere and they give unsound 
reasons like forgetfulness for missing pills. (Nurse at public 
clinic, July 2006)

Some patients who were found to be consistently non-adherent could 
sometimes be suspended off  the drugs by nurses with accusations of 
wastage, sometimes being told to go home as a punishment until such 
time when they felt they could better comply withinstructions. On several 
occasions I witnessed a nurse telling off  non-adherent patients, and the 
patients would plead for mercy either by trying to justify themselves or 
admitting their guilt in order to be reconsidered for the drugs.

Go back home and when you feel you are ready to take the drugs 
properly, then you can come back for them. (Direct observation 
of a public clinic nurse talking to a patient, July 2006)

Despite going the extra mile in may ways, the observation above shows 
that nurses were at times confronted with frustrations in their work when 
it came to patient adherence making their everyday care experience a 
bit messy. 

But how did the HIV positive nurses – who were themselves faced 
with taking ART – confront the challenges of adherence? I return to 
this question later.
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Th e availability of ART enabled the nurses’ role to shift from care 
of the dying to helping patients return to good health, bringing an 
obvious improvement to their work morale. However, nurses were still 
confronted with misconceptions about ART and their care role in the 
ART era, sometimes being directly challenged by patients.

We have witnessed people die and they say they were taking these 
ART drugs… so these drugs kill or can make you impotent or 
frigid… Some people, even a health worker, can give you an 
overdose if he hates you… (FGD with male clients at public 
clinic, November 2008)

Th us the need for treatment literacy on the myths surrounding ART 
was still great. Th is is confi rmed by another study conducted in Uganda, 
where participants still had concerns that testing for HIV was soliciting 
a death warrant (Nyanzi-Wakholi et al. 2009). 

Generally, however, in their day-to-day interactions with patients, 
nurses in both settings said many patients are good: they do as they are 
told and in this way ease the nurses’ workload since they make less visits 
to the clinic. Th is is based on the assumption that when a patient follows 
the health providers’ advice/orders and does as they are told, they will 
get better: “If you swallow your drugs as prescribed, your condition will 
improve”. But this is not always the case. As demonstrated above, there 
are other issues that need to be confronted, some of which challenge 
the very moral foundations of nursing care. Th us even though nurses 
generally believed in the effi  cacy of ART to save and improve lives, due 
to the complex reality they still had to watch some patients die. Th e fact 
that ART does not necessarily produce the expected positive outcome for 
all patients is a reality nurses have to grapple within their work. Findings 
here are consistent with a study done in Swaziland (Mkhabela et al. 
2009) which revealed that nurses working in VCT services experienced 
constant stress attributed to the complexity of HIV, lack of social support, 
lack of supportive practise environments, staff  shortages, and constant 
exhaustion, all of which led to a sense of disempowerment. I show in 
more detail in Chapters 4 and 5 how the nurses at the NGO clinic have 
responded to these challenges. 

Another study conducted in South Africa (Stein et al. 2007) about 
nurses’ experiences of delivering ART in primary healthcare clinics 
highlights the hope and motivation it provided. But nurses saw as their 
main challenge the integration of a holistic model of patient centred 
care, including psychosocial support, into an under-resourced primary 



108 Going the Extra Mile

healthcare system; neither the increasing clinical responsibilities borne 
by the nurses, nor the ability of patients to adhere to ART, were then 
identifi ed as key problems. 

Despite the non-adherence challenges with patients, nurses’ relations 
of care are largely exemplary. Th is includes fi nding alternatives for 
patients, consulting herbalists on their behalf, putting in long hours, 
displaying great empathy, working in uncomfortable conditions with 
few resources, and facing the continuous threat of exposure to HIV. 
Nurses’ commitment to ART provision was motivated by several factors, 
including: 1) the fact that nurses had a powerful life-giving drug in their 
hands; 2) that the drugs generally worked; 3) that patients acknowledged 
nurses’ eff orts and commended them, helping to affi  rm their abilities in 
their newly acquired roles; 4) an intense personal investment in the care 
of patients; 5) their close bonds with their local communities; 6) that 
in many cases the nurses themselves were caring for family members 
and/or close personal friends with HIV/AIDS; and 7) that some of the 
nurses were themselves HIV positive.

Th e nurses do not operate alone as providers in these clinics; there 
are other actors involved in the chain of ART provision. So, nurses not 
only have to deal with the complexities of ART treatment, they also have 
to interact and negotiate relations with lay providers, a new category 
of frontline workers made popular in HIV clinics with the roll-out 
of ART, to reduce workloads of professional caregivers (Kober & Van 
Damme 2006; Lehman & Van Damme 2009). At the same time HIV 
positive nurses have to deal with ART, their patients and their healers, 
how nurses negotiate the tensions and challenges that emerge from all 
these new relationships is the question I address in the following chapter.  




