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ABSTRACT

Background: Nursesare the majority of readily available healthcare professionaSub
Saharan Africa (SSA), therefore, improving access to Advanced Practice Nursing (APN)
programmes in order to improvesalthcarewithin SSA where preventive services are much
needed is essential. S@aharan Africa is unique in terms of its challesyggpportunities and
health needhence an APN (Child Health) curriculum must be designed and continually
reviewed to meet the needs of the continBntfessional education has not kept pace with
SSAOs saqalthecaiechdllenges, largely because of fmragnted, outdated, and static
curricula that produce #quipped graduates.

Aim: The aim of this study is to develop a curriculum development framework to guide
governments and Nursing Education Institutionghe development ofelevantAdvanced
Practie Nursing (Child HealtiNurse Practitiongr curriculum thatresponds tahe child
healthcareneeds of Sutsaharan Africa

Methodology: A sequential mlti-method research design was employed in shisly. The
studybeganwith a scoping reviewfollowed by aDelphi, then concept developmeand the
development, confirmatioandevaluation of the curriculum framework

Findings: Children are the majority ofubSaharan AfricaBetween 780% of the Sub
SaharanAfrican population is rural and lack access t@lgy and coseffective healthcare
services as most healthcare facilities are located in the cities and small towns. The
implementation of Advanced Practice Nursing programmes is essential in increasing access to
quality healthcare services for the majpiand marginalized rural population $tibSaharan
Africa. The introduction of Advanced Practice Nursing programmes is challenged by the
opposition from the medical profession, the existence of lower cadre medical professionals,
meagreresource allocatignlack of scope of practice, lack of contasgtecific benchmark
programmes and lack of political willLhe need to increase access to quality healthcare to the
rural population, the push for Primary Health Care, the dominance of nursing professionals in
the healthcare system &ubSaharan Africathe existence of resource sharing opportunities
were facilitating factors.A conceptbased Child Health Nurse Practitioner curriculum
framework forSubSaharan Africavas developed.

Conclusion: The Child Health Ntsing Practitioner curriculum framework is comprehensive,

contextspecific has the potential to respd to the special child heatthre needs oBub



Saharan Africaand is adaptable for other Advanced Practice Nurspegialityprogrammes

in Sub-Saharan #ica.
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CHAPTER 1 : OVERVIEW OF THE STUDY

1.1 INTRODUCTION

This chapter introduces the reader to the study, thus desdhecontext of the study which

is aub-Saharan African context, as well as the theory and processes of curriculum and
curriculum development, Advanced Practice Nursing, Child Health, conceptual definitions
and states the problem statement, the reseprestion, purpose and objectives of the study,
the significance of this study and the organisation of this thesis.

Disease, despaanddeath are the African stories the world is accustomd@G#ocia, Pence

& Evans, 2008) The major challenges of Africa can be groupeid five main sectors:
education, healthcare, agriculture, governance and infrastru@itinéed Nations,2005;
Nicholls et al., 2011)These challenges reflect in poverty, war (political and tribal instability),

insecurity, poor health indices, and underdevelopntementionjusta few.

Childrenarethe majority(51.1%)of the population osub-Saharan Afica (SSA) (Ahmed et

al., 2011; World Bank Group, 2015; populationpyramid.net, 2016 estimated that 65% of
children born in Africa will suffer the consequences of poverty, 14 million of them will be
orphaned through HIV/AIDS and third of them will be excluded from various social
amenities due to their gender and ethni¢barcia, Pence & Evans, 200&ifty percent of
children insub-Saharan Africdack good shelter, about 45 % lack good water, about 30 % are
excluded from education and 27% are deprived of healtliGanesia, Pence & Evans, 2008)
Sub-Saharan Africa is experiencing amcessivadisease burden due to the lack of suitable
healthcare workforce to respond to the health problems of the population. There is need to
strucure the production othe healthcare workforce according to tl®SA population
dynamics and health neefdiatt et al., 2017)which includes providing specialist trained
child health nursesThis study developed a curriculum framework to guide institutions and
states to develop responsive Child Healtlrse Practitioner curricain sub-Saharan Africa

In the following section, the concepts Advanced Practice Nursing, child health and curriculum

development will be explained within tlseb-Saharan Africaontext.



1.2

THE CONTEXT: SUB -SAHARAN AFRICA

SubSaharan Africa consists of fortgine countries out of the fiftfour in Africa (Figure 1.1)

SubSaharan Africa is the region representing all the rest of Africa to the south of the Sahara

desert, thus excludes the five Arab/North African countlgeria, Egypt, Libya, Tunisia,

and Morocco(Federal Ministry for Economic Cooperation and Development Germany,

2017) Some Arab states that are found in North Africa are padubfSaharan Africa

politically including Somalia, Djibouti, Comoroand Mauritania (Kpodo, Thurling &

Armstrong, 2016)Although Arab Africa andsub-Saharan Africashare geographical space

and vegetationtheir healthcare system and practices are much different. The health statistics

of the Arab states are much better than thaubfSaharan Africahence this study focused
on SSA(Meso, Mbarika & Sood, 2007; New World Encyclopedia, 20&#)-Saharan Africa
is geographically and politically divided into four main selgions: East, West, Central and

Southern Africa and their respective countries are givenTable 1.1 (New World

Encyclopedia, 2015)

Table 1.1 Countries in Sub-Saharan Africa

No. | East Africa West Africa Central Africa Southern Africa
1. Djibouti Benin Burundi Angola
2. Eritrea Burkina Faso Cameroon Botswana
3. Ethiopia Cape VerddlIsland) Central African Republic Comoros(Island)
4. Kenya Céte d'lvoire Chad Lesotho
5. Rwanda Gabon Democratic Republic of Congo Madagascaflsland)
6. Seychelleflsland) The Gambia Equatorial Guinea Malawi
7. Somalia Ghana Republic of Congo Mauritius (Island)
8. South Sudan Guinea Mozambique
9. Sudan GuineaBissau Namibia
10. Tanzania Liberia South Africa
11. Uganda Mali Swaziland
12. Mauritania Zambia
13. Niger Zimbabwe
14. Nigeria
15. Séo Tomé anc
Principe(Island)
16. Senegal
17. Sierra Leone
18. Togo
19.
20.



http://www.newworldencyclopedia.org/entry/Djibouti
http://www.newworldencyclopedia.org/entry/Benin
http://www.newworldencyclopedia.org/entry/Burundi
http://www.newworldencyclopedia.org/entry/Angola
http://www.newworldencyclopedia.org/entry/Eritrea
http://www.newworldencyclopedia.org/entry/Burkina_Faso
http://www.newworldencyclopedia.org/entry/Cameroon
http://www.newworldencyclopedia.org/entry/Botswana
http://www.newworldencyclopedia.org/entry/Ethiopia
http://www.newworldencyclopedia.org/entry/Cape_Verde
http://www.newworldencyclopedia.org/entry/Central_African_Republic
http://www.newworldencyclopedia.org/entry/Comoros
http://www.newworldencyclopedia.org/entry/Kenya
http://www.newworldencyclopedia.org/entry/C%C3%B4te_d%27Ivoire
http://www.newworldencyclopedia.org/entry/Chad
http://www.newworldencyclopedia.org/entry/Lesotho
http://www.newworldencyclopedia.org/entry/Rwanda
http://www.newworldencyclopedia.org/entry/Gabon
http://www.newworldencyclopedia.org/entry/Democratic_Republic_of_Congo
http://www.newworldencyclopedia.org/entry/Madagascar
http://www.newworldencyclopedia.org/entry/Seychelles
http://www.newworldencyclopedia.org/entry/The_Gambia
http://www.newworldencyclopedia.org/entry/Equatorial_Guinea
http://www.newworldencyclopedia.org/entry/Malawi
http://www.newworldencyclopedia.org/entry/Somalia
http://www.newworldencyclopedia.org/entry/Ghana
http://www.newworldencyclopedia.org/entry/Republic_of_Congo
http://www.newworldencyclopedia.org/entry/Mauritius
http://www.newworldencyclopedia.org/entry/Guinea
http://www.newworldencyclopedia.org/entry/Mozambique
http://www.newworldencyclopedia.org/entry/Sudan
http://www.newworldencyclopedia.org/entry/Guinea-Bissau
http://www.newworldencyclopedia.org/entry/Namibia
http://www.newworldencyclopedia.org/entry/Tanzania
http://www.newworldencyclopedia.org/entry/Liberia
http://www.newworldencyclopedia.org/entry/South_Africa
http://www.newworldencyclopedia.org/entry/Uganda
http://www.newworldencyclopedia.org/entry/Mali
http://www.newworldencyclopedia.org/entry/Swaziland
http://www.newworldencyclopedia.org/entry/Mauritania
http://www.newworldencyclopedia.org/entry/Zambia
http://www.newworldencyclopedia.org/entry/Niger
http://www.newworldencyclopedia.org/entry/Zimbabwe
http://www.newworldencyclopedia.org/entry/Nigeria
http://www.newworldencyclopedia.org/entry/S%C3%A3o_Tom%C3%A9_and_Pr%C3%ADncipe
http://www.newworldencyclopedia.org/entry/S%C3%A3o_Tom%C3%A9_and_Pr%C3%ADncipe
http://www.newworldencyclopedia.org/entry/Senegal
http://www.newworldencyclopedia.org/entry/Sierra_Leone
http://www.newworldencyclopedia.org/entry/Togo
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Figure 1.1: Map of Sub-Saharan African.

Source(Broad,2007)http://www.michiganbusiness.org/news/glot@de outlooksub
sahararafrica/

1.2.1 Political Issues in SubSaharan Africa

Politics is an overarching factor among other factors saglconomics culture, education,
healthcare, transportation, agriculture, food security and techntagiympact sustaimble
development at regional and local lev@limited Nations, 2005; New World Encyclopedia,
2015; Federal Ministry for Economic Cooperation and Development Germany, 28M; G
Association, 2017)

A situationalor needs analysis is necessary for the introduction of any business or programme
into a new region. The assessment of the political issues wsthirSaharan Africais
necessary to facilitate the introduction and eoghce of Child Health Nurse Practitioner

programme.



Poor governance and unstable governmentsummSaharan Africais responible for the
increasing povertypoor economic growth and worsenirgalthcareindicators (United
Nations, 2005) African leaders and their allies have abused and misused their political offices
for their personal gainfNicholls et al., 2011; Transparency International, 20Corruption

in top-government and the growing trend of faesl and close allies of presidents in most
African countries becoming the richest and influential in the uarigib-Saharan African
countries is a worrying phenomenorhis lead to the less than 50% corruption perception
index score with an average cortiop perception index score of 31% in the year 2016 by
89% ofsub-Saharan Africa cowntries(Transparency International, 201 During his reign in
Nigeria, President Sani Abacha was estimated to have accumulabdtioflper annum and
was described as pr &xhollsetiah §0110Eyen though Ghanais u p t |
seen as a model of political stabilitysnb-Saharan AfricaGhana has declined corruption

index due to rampant corruption allegations against the fopresident (John Dramani
Mahama), his family and government, leading to change of government in the year 2016

(Transparency International, 2017)

Large African economies such as South Africa, Nigeria, Tanzand&enya have also failed

to improve in the fight againsorruption. For example, the South African president (Jacob
Zuma) has been probed by the judiciary and the legislature on several corruption charges
leading to the African National Congress recallivign from the office of the President of the
Republic of South Africavhereas the president of Kenya (Uhuru Kenydtgtajentedthat the
anticorruption strategiesinstituted by his governmentvere not producing results

(Transparency International, 2017)

While those in power and their close relations enjoy the resources of the various countries, the
larger proportion of theub-Saharan Africa countri es wallow in pov
postelection violence ah other forms of political instability had a great impact sofp-

Saharan Africa(Minoiu & Shemyakina, 2014; Foster & Broek&unn, 2015) Healthcare

policy in Africa is poor and is mostly driven by international organizations and institutions
(Soucat, Scheffler & Ghebrey, 2013; Mooketsane & Phirinyane, 2015)

Nursing in Africa, as with other professions, is subjected to political influgi@esswa &
Crisp, 2014) There are four main stakeholdevhose rolesn nursing education and practice
are distinct and complementary. The nursing councils regulateng, the nursing unions

form the nursingabour arm, the educatorgducational institutions form the training arm
4



whereas the departments/ministries of health make the necessary policies that affect the roles
of all the other arms and serve as the neanployerdOmaswa & Crisp, 201450me African
countries do not have nursing councilglam no Chief Nursing Officers in theepartments

of Health where the ministers are mostly medical doctors. This makes the governance of
nursing difficult. Some existing nursing councils do not have the capacity or the necessary
autonomy to make regulatisn resulting in the nursing councils being advised by the
ministries of health instead of timeirsing councils advising the ministries of hed{fmaswa

& Crisp, 2014)

1.2.2 Economic Factors

SubSaharan Africa is one of the pooresgiors on earth(New World Encyclopedia, 2015)
Despite the political challengeSSAis making strides in economic growth and six out of the

10 fastest growing economies are locatedSBA (Tonic Institute, 2017) Factors that
contribute to economic growth, inflation and forex exchange rates do have an effect on APN
I n SSA. Africa is the most resourced cont.
reserve, 40% gold, 80% amium and platinumreservesand most importantly 60% dhe

virgin land (Tonic Institute, 2017)Africa is attracting a lot of investors through its natural
resources anthe increasing politicadtability. Theformation of regional economic blossich

asthe African Union, the Southern Economic Development Community (SADC), the East
African Community (EAC), the Community of East and Southern Africa States
(COMESA)and Ecamomic Community of West African States (ECOWAS) to facilitate trade
among African countries promotes economic stabilitguiSaharan AfricdUnited Nations,

2005; Federal Ministry for Economic Cooperation and Development Germany, 2017; GSM
Association, 2017)Economic stattity is essentiabs it influences access to healthcare and the
healthcare choices of individuglgogenberg & Cutts, 2009)

Healthcaranvestment is poor isub-Saharan Africacompared to the global GDP healthcare
expenditure. Br example, the region spe#ts% lessof its Gross mesticProducts(GDP)

on healtltarecompared to the 10.5% global GDP healthcare expend{ineistry of Health,
2012; Mooketsane & Phirinyane, 2018)is estimated that for every one extra year livsd
human beingsthe Gross Domestic Product increases by (#4rmonizing for Health in
Africa, 2011) It is therefore important f@ub-Saharan Africaountries to invesh healthcare
(Soucat, Scheffler & Ghebre013; Mooketsane & Phirinyane, 2015)



Despite the economic challenges, some African counf@ésna, Kenya, Nigeria, Tanzania
and Ugandahave implemented National Health Insurance Schemesnthke healthcare
affordable to the podiCarapinha et al., in press§ome countries are in the development and
piloting stage of similar insurance schenm(&suk et al., 2010; Omaswa & Crisp, 2014;
Department of Health, 2017)

1.2.3 Technological Issues

At the end of 2016, there were 420 million unique mobile subscribexgifaharan Africa
equivakent to a penetration rate of 43%. The region continues to grow faster than any other
region; theCompound Annual Growth Rat€AGR) of 6.1% over the five years to 2020 is
around 50% higher than the global average. The region will have more than haibra bill
unique mobile subscribers by 2020, by which time about half the population will subscribe to
a mobile service. The total number of SIM connections in the region reached 731 million at
the end oR016and will rise to nearly 1 billion by 202@SM Association, 2017)Tanzania,
Ugandaand Kenya have successfully implementetearning programmes at diploma level.
Other African countriesare followingthe examples of these countri@maswa & Crisp,

2014) The increasing penetration of internet and mobile telecommunication technology in
Africa is an opportunity that the African countries are using to imph@adthcare education

and delivery(Thierry et al.,, 2016) For exampl e, the #fALiving Go
being used to promote efficiency and effectiveness of Community Health Promoters (CHPS)
in Uganda. The use of 321 VAS (the mobile tedbgy platformlaunchedby Airtel Malawi)

to improve access to maternal and child health information and other npbloitebased

health delivery systems such as momConnect (South Africa), mHealth (Ghana) are innovative
ways of using mobiléechnology in inproving healtbare in Africa(GSM Association, 2017)
Technology, especially mobile technology, is very essential in driving healthcare delivery in
SSA(The Economist Intelligence Unit, 2011; Thierry et al., 2016)

1.2.4 Demography

In 1950, Africarepresented%® of the population of thevorld but had increased tt6% in the
year2015(UNICEF, 2014) It is estimated that by the end of the 21st centhigpopulation

of Africa will rise such that 4 out of every Huimars will be an African(UNICEF, 2014) It

is estimated thahe populatiorwill increase from its current 39 humans per square meter to
80 people per square meter by 2050. This means the populason-8&haran Africavill be
overcrowded and there will be competition for social amenities due tcltherate of



infrastructure developmenUNICEF, 2014; da Silva Francisco, 2016; Wongboonsin &
Phiromswad, 2017)

The population explosion in Africa is attributed to the increasing fertility ratijation in
child and overall low mortality rates, and high adolescemtdbirths (UNICEF, 2014;
Wongboonsin & Phiromswad, 2017) is estimated that every female (between the ages of 15
and 49) in Africa has about 4.Zhildren. Countries that are politically unstable and
econonically poor have the highest fertilignd birthrates in Africa and the world at large
Somalia, Chad, Maland Niger have fertility rate above six children per women in their
reproductive agéWongboonsin & Phiromswad, 2017)he top ten countrie@\iger, South
Sudan, Chd, Democratidkepublicof Congo, Somalia, Burundi, Angola, Mali, Mozambique
and Uganda)with the highest fertility rate are froBSA (Population Reference Bureau,
2016. Within every country, women who live in the poorest households give birth to more
children than those in the richkouseholds. In some selected African countries, women in the
poor households hayen averagetwo to four morechildrenthan their coanterparts in richer
household¢Wongboonsin & Phiromswad, 2017)

The average number of birth per year in the world is 147, 183,06tharaverage number of
deatts is 57, 387,752 resulting t@ natural increase of 89,795,313 people. In the more
developed countries, bighper yearare 13,714,857 and deathper year arel2,580,616
resulting in a natural increase of 1,134,242 people per year. In the less developed countries,
births per yearare 133,468,215 and deahper year arel4,807,108 leading to a natural
increase of 8,661,107 people per yedt.can be deduced from the statistics above that in
every minuteabout 171 human beings are added to the population of the world, that is two
for the developed countries and about 169 for developing coulagsilation Reference
Bureau, 2016)

Infant mortality in the developed world is 65,229 per year, wheite& approximately
5,160,998per year for developing countries, meaning thagrg day, about 179 children die

in the developed world while about 54,140 dies in the developing cou@gsuilation
Reference Bureau, 201@)ue to the failing hdéncare systems in most developing countries
easily treatable diseases and illness are not responded to quickly and effectively, lead to

increased infant mortalitfPopulation Reference Bureau, 2016)



About 30 % of children in Africa live in countries plagued with political and economic
instability ( O6 Mal | ey .e06 Mall | ey 2 @ $tdtead that thgre2adelathodO

million children under the age of five and 100 million adolescentSSA They further
indicated that by the end of the 21st Century, half of the population of children in the world
will be below 18 years of age and living in developing countriegsacAfrica( O6 Ma |l | ey
al., 2014) UNICEF (2014)stated that about 47% of the populatistess than 18 years with

the highest child dependency rate (73%) whereas more than 50% of the population of 31% of
SSA countries e children. Forecasthave shown that by the year 2050, about 37% (one
billion) of the population of children in the world will be residing in AfriccD6 Mal | ey et
2014) signifying a five times population growth in African since 1990NICEF, 2014)

African populatios arefairly young, creating a negative impact on African economic growth
and developmenfWongboonsin & Phiromswad, 2017fforts focussing on child health,
education, child right of protection and inclusion are therefore necessary to keep the young
popuation healthy and well educated so as to contribute to the economic growth of the
continent(WWongboonsin & Phiromswad, 2017)

Child morbidity and mortalityemaina major healthcare challengeS$A (Cheema, Stephen

& Westwood, 2013; Coetzee, 2014; WHO, 2014; Coetzee et al., 2016; UNICEF, 2016;
Kassebaum et al., 2017he two regions in the world with the highest rate of child mortality
are SSAand Southern Asia. The majoause of child mortality if5SA is acute respiratory

infections(especially pneumonia).

SubSaharan Africa is a unique continent with diverse scaitural contextsa frequent
outbreak of communicable diseases such as cholera and Ebola, high presatemmdence
of HIV/AIDS, high poverty rates with associated high rates of malnutritionhagidrates of
maternal and child deatl{fSheer & Wong, 2008)he majority of malara infections in the
world occur in children under the age of five isub-Saharan Africa(World Health
Organization, 2006a)The major causeof death in children under the age of fivesub-
Saharan Africaare preventable (acute respiratory infections, malaliarrhoeadiseases,
HIV/AIDS, and measles) and are complichtey malnutrition due to the severe poverty
across the subegion(WHO, 2014)

Whereas the developed countries are bagttuith norcommunicable diseases and diseases
of old age, SSAis still struggling with communicable diseases to a large exbestitute of
Health Metrics and Evaluation, 2013hushealth professional education and practice in SSA

must be more preventive oriented than curatieucat, Scheffler & Ghebrey, 2018jiving
8



childrenin SSA the opportunity to develop and function at an optimal level in adulthood is
difficult under the conditions of poverty, food insecurity, Idweracy rate and political
instability (Wittenberg, 2013; WHO, 2014)

Unfortunately,paediatricnursing training in Africa has been historically establisloa the
western philosophy and education materi@lsetzee et al., 201L6)Almost all postgraduate
paediatricnursing programmes iBSAare acute care oriented despite the preventive diseases
that threaten the lives of children Africa. Experts are wondering if thaediatricnursing
training programmes ir8SA are appropriate for the context and characteristics of the
healthcare system in which they are implemef@mktzee et al., 2016)

1.2.5 Educational Systems

No scientific statement can ever be proven
remain tentative forever 0o ( PotompEducatioli®@seeh) . S
as a cause and effect in social change. Systems change as better ways of doing things evolve,
curricula are dynamic due to the changing characteristics of students and the changing needs
of the society for which the graduates of educational system function. Any educational
system that is not dynamic enough to produce graduates to functioa agtimal level of

their abilities within the context in which they are being trained is ineffective or irresponsive.

All levels of educatin in Africa are influencedy local and global forces. Among these
forces is the influence of the philosophy of colonial magfdsmmenang, 2005Knowledge
generation is poor in Africa and mostly due to the western and eastern acculturation which
trivializes the indigenous African knowledge, misguiding African innovation and inventions
(Nsamenang, 2005lNsamenang (2005) believes that the net outcome of most interventions
on the African continent is derived from the aldsale replacement of African systems of
education with western and eastern ones. He further stated that one cannot advocate for
completdy turning away from western educational philosophies and methotswnsave

their own merits. African educationist@~afunwa, 1991; Nsamenang, 2005; Casimir &
Nwakego, Orajaka Sussan Umezinwa, 20d8ijeve that the Eurocentric education systems in
Africa aredetrimental to humanesof Africans and called for pragmatic changes in African
education philosophy and curricudaich as the use indigenous knowledge and language in

education and training

1.2.5.1Basic education
The basic education system $5A generally spansine years with thepupils having the

opportunity toenrol in high schools as illustrated ihable 1.2 below(Lewin & Sabates,
9



2012) Basic school education improved @A after the World Conference on Education for

All, held in in Jomqtien Thailand in199Q It was explicitly declared that education is a
fundamental right of every human being irrespective of gender. The conference also iterated
that education is indigmsable as it helps in providing safer, healthier and prosperous life
(Lewin & Sabates, 2012 ommitment from governments ikay driving force ofeducation
globally. Almost all governments in SSA have implemented free basic school in one form or
the other. Since the declaration, access to basic education has increased tremendously in SSA
The increase in infrastructure and human resource is not ensurate with the increasing
access to basic education in almost $A countries, mounting pressure on the existing
infrastructure and the concomitant poor outguiswvin & Sabates, 2012for exampleafter

the election of a new government in 1984Malawi, the primary school enrolment sharply
increased from 600 000 to more than 1 million, making grade 1 enrolments six times the

number of pupilsn grade §Lewin & Sabates, 2012)

A major challenge for children isub-Saharan Africais @verage for gradédue to the
competition for spacenibasic schools. When a child is older thas\her grade, it is highly

likely that he or she will underperform and miss some fundamental development skills at a
stage where he or she is much receptive of those ¢kélsin & Sabates, 2012)A child

could be older than a gratecausene or she is or repeating a grade(s) or gained access to

school at an older age.

Lewin and Sabates (2012) studiddldren who were not in school at school going age across
sub-Saharan Africaand noted that thpercentagef children(malefemalg who were not in
school at schoefoing age reducetfom 1990 to 200dor the following countriesKenya

(21,22 to 13;16); Malawi (32;34 to 20;1806); Nigeria 33;44 to 26;33 Tanzania 46;44 to
22;17%; Uganda 27;32 to 13;146) and Zambia 84;3%% to 1919). Furthermore, the
number of girls at home #he schoolgoing age were more than those of boys ac&3A
Children frompoorer households are more likely not to be at school at sgooay age.
Generally, the gap between the rich and the poor in terms of access to basic education has
increased in West Africa, stabitd in East Africa and reduced in Southern Afritzwin &
Sabates, 2012)

UNESCO (2009) stated that the educational system of SSA is fragmented vertically and
horizontally, creating a huge gap betweeer tieneral and the vocational subjedibey
asserted that the contdmdsed curricula prescribed by national governments make the

educational system resistant to adaptation or inn@van teaching and learning/ NESCO,
10



2009) They further condened the dominance of teachentred methods in basic eduoat

in SSA and stated that quality in basic education should be centered on the teaching and
learning process and outcomes of the education process rather than inputs from teachers,
tetbooks and infrastructure. Th e geandopoochasicd e d
education was largely attributed to poor remuneration and lack of incentives for most teachers
in SSA.

Contrary to the fragmentation critique on the education system by UNESCO, the World Bank
stated that the educational systensuib-Sahaan Africais aligned with each other from basic

to tetiary level (Verspoor & Bregman, 2008Yhey also asserted that primary education feed
into the junior high school, which prepares pupilstfa@ seniorsecomlary/high school level,

and the high school for the tertiary institutions such as the universities,
polytechnics/technikons, teacher and nursing training colleges smo@felspoor &
Bregman, 2008)

1.2.5.2High/Secondary School Education in SSA
High school education is the conduit to nursing educaticBSA The quality of basic and
secondary/high school training, arguably, affects the process and outcomes of nursing
education in SSA. SuBaharan African countries have increased investment in access to
secondary school and higher education over the y@dSamarrai & Bennell, 2007Free
high school education currently ongoing in Ghana and other couliiaaima, 2011)
Despite the huge investments and the relative increase in access to high school education
SSA the enrolment of basic school leavers to high school is about 30% and the quality of the
training questionabl¢Verspoor & Bregman, 2008V erspoor and Bregman (2008) in their
report to the World Bnk indicated that there is the need to refocus on secondary education
without completely shifting attention and the necessary resources from basic education.
Despite all levels of education linking into each other, Verspoor and Bregman (2008) believed
tha secondary school curriculum is outdated and does not prepare the leaver to contribute to
economic growth. They stated that there is the need for a pragipetatically orented)
review of the curriculum to respond to the current needs of the econstegdrof the partial
momentary changes, which are subjgmecific and does not affect the holistic teaching and
learning philosophy.
The increased number of graduates competing for the fixed government job opportunities
creates an excess of high schoal aniversity graduates without jobs to utilize the skills they
acquired through formal educatiorhe rursingprofession seems to be one of the surest ways
of gaining employment during and after training.
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Basic and high school educatiarethe foundatia of tertiary education. Poor quality of the
12-year compulsory education will haaaadverseeffect on the higher education process, for
instance, either the quality standards of the higher education systtowered for the poorly
prepared students topewith the demands of higher educationthe students drop out of
school. Extra resourcesnay also becommitted to helping the students to cdeading to

increased cogif educatiorto the funders of the higher education system.

Table 1.2: Number of years for Basic, High School and Nursing Qualification in some
selected SSA countries

Level of South Malawi Ghana Nigeria Zambia Kenya Rwanda
Education  Africa

Basic 9 10 9 9 9 8 9
High 3 2 3 3 3 4 3
Enrolled 2 3 2 2 2.5

Nursing

Diploma in 4 4 3 3 3 3 3
Nursing

BSc/BN 4 4 4 5 4 4 4

Sources:(EP-Nuffic, 2015; Nursing Council of Kenya, 2017; U.S. Embassy in Ghana, 2017)

1.2.6 Bachelors in Nursingin Sub-Saharan Africa

A Bachelors first) degree imursingis the only way students could get access to Masters
level Advanced Practice Nursing programmeSiBA and other parts of the world since the
former is a prerequisite for the latter. The Bachelors of Nursing programsud-BBaharan

Africa is mainly four years, except for Nigeria, where it implementedover a fiveyear

peri od. Despite bachel or so progr ammes bei
diplomal/certificate track gives nurses the opportunity to qualify for a degree certificate in two

or three yea. AcrossSSA there are disparities in the course content, the number of credit
hours and the number of clinical hours gained by therpeegi st rati on bache
Table 1.3 shows an overview of the content of the bachelors in nursing progranmsosse

universities of some selected countries in SSA.
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Table 1.3:

Bachel

or sb

o f -Satharan #\frica g

across Sub

15 Year

University of Nairobi
Nutrition And Health

University of Limpopo
Fundamentals of Nursing Practice 1

University of Ghana
Human Anatomy |

Ahmadu Bello University, Nigeria
Foundatiorof Nursingl

Fundamentals Of Nursing

Chemistry

Human Anatomy |l

HeatandPropertyof Matter

Medical Physiology

English for Health Science |

Human Physiology |

Introductionto PracticalPhysics

Psychology

Human Anatomy 1

Human Physiology Il

IntroductoryOrganicChemistry

Introduction To Sociology

Introduction to Psychology

Introduction to Community Health Nursing

Introductionto GeneralChemistry

Introduction ToAnthropology

Fundamentals of Nursing Practice 2

Introduction to Mental Health Nursing

Introductionto Orgaric Chemistry

Community Health

Biophysics 1C

Fundamentals of Mental Health Nursing

Introdudion to PracticalChemistry

Cognitive and Health Psychology

Nursing Perspectives

Plantssystemic

English for Health Sciences

Trauma and Emergency Nursing

Englishand CommunicatiorsSkills

Human Anatomy

Psychology for Nurses

History of Scientificideas

Obstetric Anatomy and Nmal Pregnhancy

Nationalism

Fundamentals of Nursing

Foundatiorof Nursingl|

Nursing Practical |

Introductionto EvolutionandGenetics

Introductionto Ecology

GeneraPhysicsPracticalll

Electricity MagnetismandModernPhysics

Introduction to OrganicChemistry

Introductionto ChemistryPractical

Introductionto PhysicalChemistry

Mathematics

Introductionto Sociology

EnvironmentaHealth

2" Year

Human Anatomy

Community Health Nursing

Principles and Practice of Health Assessment

Foundatiorof Nursingll|

Haematology General Nursing Science | Medical Conditions ofntegumentary, Gastrointestii HumanAnatomyl
and Endocrine Systems
Basic Statiics Microbiology Medical Microbiology and Parasitology HumanPhysiologyl

Reprodictive Anatomy And Physiolog|

Physiology for the Health Sciences |

Surgical Conditions of Integumentary, Gastrointes
and Endocrine Systems

Biochemistryof Macromolecules

Educational Psychology

Psychology for Nurses

Normal Labour and Puerperium

Biochemisty Practicall

Medical Microbiology

Community Health Sciences

Abnormal Pregnancy, LaboandPuerperium

NigerianGovernmentindPolitics

Clinical Chemistry

General Nursing Sciences 1

Theoretical Foundations of Nursing

African History andCulture

MedicatSurgical Nursing |

Medical and Social Psychology

Classification andManagement of Mental Disorderg

Introductionto ComputerScience

Clinical Pharmacalgy &
Pharmacotherapeutics

Psychology for the Health Sciences I

Pharmacology

Biostatistics

Family Health Nursing

Medical and Surgical Conditions of the Newborn
the Child

Foundatiorof NursinglV
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http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_131
https://nursingscience.abu.edu.ng/pages/NURS101.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_132
https://nursingscience.abu.edu.ng/pages/PHY131.html
https://nursingscience.abu.edu.ng/pages/PHY161.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_137
https://nursingscience.abu.edu.ng/pages/CHEM121.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_129
https://nursingscience.abu.edu.ng/pages/coursestructure.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_130
https://nursingscience.abu.edu.ng/pages/CHEM101.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_138
https://nursingscience.abu.edu.ng/pages/CHEM191.html
https://nursingscience.abu.edu.ng/pages/BIOL111.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/NURS102.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/PHY162.html
https://nursingscience.abu.edu.ng/pages/PHY122.html
https://nursingscience.abu.edu.ng/pages/CHEM132.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/MATHS102.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_135
https://nursingscience.abu.edu.ng/pages/200level/NURS201.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_141
https://nursingscience.abu.edu.ng/pages/200level/ANAT209.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_142
https://nursingscience.abu.edu.ng/pages/200level/HPHY201.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_128
https://nursingscience.abu.edu.ng/pages/200level/BCHM241.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_133
https://nursingscience.abu.edu.ng/pages/coursestructure.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_139
https://nursingscience.abu.edu.ng/pages/200level/POLS201.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_140
https://nursingscience.abu.edu.ng/pages/200level/SOLG203.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_143
https://nursingscience.abu.edu.ng/pages/200level/COSC205.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_144
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_144
https://nursingscience.abu.edu.ng/pages/200level/COMMED201.html
https://nursingscience.abu.edu.ng/pages/200level/COMMED201.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_145
https://nursingscience.abu.edu.ng/pages/200level/NURS202.html

Prevention and Control of Communicable Diseasg

HumanAnatomy!|

Management of Child Welfare Clinics

HumanPhysiologyll

Nursing Practical Il

Man andHis Environment

Nursing Practical 11l

Medical Microbiology & Parasitology

Nutrition and Dietetics

Sociologyll

Pathology

GeneralMetabolisml

3 Year

Paediatric Nursing

Community Health Nursing

Medical Conditions of Respiratory, Cardiovasc
and Genitourinary Systems

Mental HealthNursingl

Community Health Nursing |

General Nursing Science

Medical Conditions of Nervous ardusculoskeleta
Systemsand SensofNeural Organs

MedicatSurgicalNursingl

Mental Health And PsychiaérNursing

Midwifery

Surgical Conditions of Respiratory, Cardiovasd
and Genitourinary Systems

CommunityHealthNursingl

Midwifery/obstetric & Gynaecologic|

Pharmacology

Surgical Conditions of Nervous amdusculoskeleta

Moral Philosophy

Nursing Systems and Sensé¥ieural Organs
Educational =~ Communication Al Psychiatric Nursing Science Community Health Service Organization Nutrition
Technology Participation

Medical / Surgical Nursing Il

Community Health Nursing

Occupational and Community Health Services

Clinical PostingandPracticalExamination

General Nirsing

Nursing Practical IV

Human Anatomy I

Pharmacology

Nursing Practical V

PostNatal and NewBorn Care and
Legislation

Reproductive Health

Developmental Psychology

Psychiatric Nursing Science

High-Risk Neonate

MentalNursingll

Medical Surgical Conditions in Childhood

Medico-SurgicalNursingll

Principles of Psychiatric Nursing

MaternalandChild Healthl

Management of Major Psychiatric Disorders

CommunityHealthNursingl|

Nursing Research

Pharmacodynamicnd Chemotherapy

Proposal Development and Report Writing

GeneralCellularPathology& Cytology

Gynaecological Nursing and Obstetric
Gynaecological Operations

Conc.Clinical posting+Practicalexam(5
weeks)

Advanced Clintal Nursing |

MedicatSurgical Nursing Ill

General Nursing and Professional Practic

Project work

PrinciplesandMethodsof Epidemiology

Management And Administration
Nursing Services

Midwifery

Tools and Methodsfareaching Nursing

Medico-surgicalNursing

Curriculum And Instruction In Nursing

Pharmacology

Curriculum Development in Nursing Education

Principlesof Education

Research Project

PostNatal and Newborn Care and

Principles of Management in Nursing

CurriculumDev. & TeachingMethods

Legislation
Community Health Practice Psychiatric Nursing Science Administration of Nursing Services and Schools | CommunityHealthNursinglll
Research Methodology Midwifery Biostatistics Maternaland Child Healthl|

Nursing Administration and Clinical

Teaching

Teaching Practice

Clinical Posting+ PracticalExamination
(Paediatrics]6 weeks)
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https://nursingscience.abu.edu.ng/pages/200level/ANAT212.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
https://nursingscience.abu.edu.ng/pages/200level/COMMED202.html
https://nursingscience.abu.edu.ng/pages/200level/MICR286.html
https://nursingscience.abu.edu.ng/pages/200level/SOLG204.html
https://nursingscience.abu.edu.ng/pages/coursestructure.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_148
https://nursingscience.abu.edu.ng/pages/300llevel/NURS301.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_149
https://nursingscience.abu.edu.ng/pages/300llevel/NURS303.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_150
https://nursingscience.abu.edu.ng/pages/300llevel/NURS305.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_151
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_151
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_146
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_146
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_147
https://nursingscience.abu.edu.ng/pages/300llevel/NURS307.html
https://nursingscience.abu.edu.ng/pages/300llevel/NURS302.html
https://nursingscience.abu.edu.ng/pages/300llevel/NURS304.html
https://nursingscience.abu.edu.ng/pages/300llevel/NURS306.html
https://nursingscience.abu.edu.ng/pages/300llevel/NURS308.html
https://nursingscience.abu.edu.ng/pages/300llevel/PHCL308.html
https://nursingscience.abu.edu.ng/pages/200level/PATH312.html
https://nursingscience.abu.edu.ng/pages/300llevel/NURS312.html
https://nursingscience.abu.edu.ng/pages/300llevel/NURS312.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_152
https://nursingscience.abu.edu.ng/pages/400level/COMMED401.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_153
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_153
https://nursingscience.abu.edu.ng/pages/400level/NURS401.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_154
https://nursingscience.abu.edu.ng/pages/400level/NURS403.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_155
https://nursingscience.abu.edu.ng/pages/400level/NURS405.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_156
https://nursingscience.abu.edu.ng/pages/400level/NURS407.html
http://nursing.uonbi.ac.ke/uon_degrees_details/126#.course_anchor_126_134
https://nursingscience.abu.edu.ng/pages/400level/NURS409.html
https://nursingscience.abu.edu.ng/pages/400level/NURS411.html
https://nursingscience.abu.edu.ng/pages/400level/NURS411.html

Psychiatric Nursing Science

Nursing Practical Y(Speciality Option)

SystemicPharmacology

Sociology

Nursing Practical VII (Speciality Option)

Managemenbf NursingCareServices

Advanced Clinical Nursing Il

ResearctMethodology

Credits | Not available

4" Year Nursing Seminar Teaching/Managememractice(TP)
Palliative care and Hospital Emergency Managem NursingSeminar
PeriOperative and Critical Care Nursing MedicalSurgical Nusing IV
Childhood Chronic andife ThreateningDiseases Nutrition in Healthandlliness
Integrated Management of Childhood lllnesses Medical Jurisprudence
HomeBased Nursing and National Health Prograry Managemenof NursingCareServices
Community Health Nwging Administration
Domiciliary Midwifery
Advanced Midwifery Practice
Theoretical Frameworks in Mental Health Nursing
Advanced Practice in Mental Health Nursing
PrimaryHealthCareNursingl
MaternalandChild HealthlIl
Clinical Posting + practical Examination
(O&G Posting) (8 weeks)
5 year * Clinical Posting+ Practical Examination

(LabourWard) (8 weeks)

PrimaryHealthCareNursinglll

ResearchProject

HealthEconomics

Sources

(Ahmadu

| 480

Bello

University, 2017;

University  of

Not available

Ghana, 2017; U

15

Examination (Labouward) (8 weeks)
188

niversity of  Limpopo, 2017)


https://nursingscience.abu.edu.ng/pages/400level/NURS407.html
https://nursingscience.abu.edu.ng/pages/400level/NURS402.html
https://nursingscience.abu.edu.ng/pages/400level/NURS404.html
https://nursingscience.abu.edu.ng/pages/400level/NURS406.html
https://nursingscience.abu.edu.ng/pages/400level/NURS408.html
https://nursingscience.abu.edu.ng/pages/400level/COMMED406.html
https://nursingscience.abu.edu.ng/pages/400level/LAWW312.html
https://nursingscience.abu.edu.ng/pages/400level/NURS402.html
https://nursingscience.abu.edu.ng/pages/500level/NURS501.html
https://nursingscience.abu.edu.ng/pages/500level/NURS503.html
https://nursingscience.abu.edu.ng/pages/500level/NURS502.html
https://nursingscience.abu.edu.ng/pages/500level/NURS504.html
https://nursingscience.abu.edu.ng/pages/500level/NURS516.html

1.2.7 National Qualification Frameworks

Apart from the South African Qualification Authority (SAQA), none of tlsb-Saharan
African countries hee well defined and coordinated National Qualification Framework
(NQF). This study makes reference to the NQF of SAQA for consistency and verifiahility.

national qualification framework is a system that describes education qualifications in terms

of thelevel of qualification and the knowledge, skifladattitudes the student should acquire
to be awarded such qualificatiofSouth African Qualifications Authority, 2000a, 2017;
Koleva et al., 2012; Stanciu & Banciu, 2012; UK Accredited Qualifications, 2017)

A National qualification framework makehe administration and quality control of an
educational system eagyoung, 2003) It also informs job descriptierand remuneration
scales. Foreign qualification authorities athlication institutions are able to comprehend and
synchronize qualifications from foreign institutions easily when that nation has-defiekd
national qualificatiorframework(Young, 2003)

According to the South African Qualification Authority, a fergar degree carries 480
credis. Currently only NQF level 8(4years/ honoursdegree in nursingis eligible for
admission into the Masters of Nursing in South Africa (Table 1.4). As demonstratadlen
1.3 above, there are different credit systems in various countries. For exampleyaafour
degree in Ghana carridsetween 12444 credits (National Accreditation Board, 20135
five-year degree in Nigeria covers about 188 credits and in the United States;yadour

Bachel ordéds degree in Nursing requir@®@s a

Department of Education, 2008hereas 120 credits are required to complete one year of the

four-year degree in South Africa and Eurdfeotish Qualification Authority, 2006; Duma et

al., 2012; European Centre for the Development of Vocational Training, 2012; South African

Qualifications Authority, 2014; Quality and Qualifications Ireland, 2017)

One credit in Ghana is equivalent to one tradthe USA(North Carolina State Unersity,
n.d.) and defined ag one hour lecture or tutorial or a32hours practical session or a six
hours fieldwork (University of Ghana, 2009) South African Qualifications Authority
(2000b)defined one credit as equivalent to ten notional hours (the numheusfneeded for

the average studetd learning towards the achievement of a specified stanBefthition of

creditsdiffers from one jurisdiction to the other therefore the comparison of credits alone is

inadequate for the comparison of degrees.
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If credits were the only criteria for forgn qualification evaluation, it will be difficult to
transfer qualifications from a USBenchmarked educational system to any Europ®an
African educational system. The disparities in the credit systems of various countries create
space for under cogniin or over recognition of foreign qualificatiorBelow is a sample of

some qualificatioframeworksof some countries.

Table 1.4: Some Countries and their national qualification Frameworks

Level | Europe/ Enfand/Northern Ireland South Africa (Post 2009) Scotland
Ireland
1 GCSE Grade H5 Level 1certificate | Grade 9 National 1
2 GCSE Grade AC Level 2 certificate | Grade 10 /National (vocational) National 2
Certificates level 2
3 A level/ National Level 3/Junior Grade 11 and National (vocationa| National 3
Diploma/Natbnal certificate Certificates level 3
Certificate
4 Higher National Certificatg Level/Leaving Grade 12 National Senior Nationd 4
(HNC) certificate Certificate /National (vocational)
Cert. level 4
5 Foundation Degree/ HND | Level 5/Leaving Higher Certificates and Advanced| National 5
certificate National (vocational) Cert
6 University Degree Advanced/ Higher | National Diploma and Advanced | Higher Skills for
certificate certificate Work
7 Masters Ordinary Ordinary Degree/ Advanced Higher National
Bachel or 6| Diploma/Bachelor of technology | Certificate
8 PhD Honour s B| Honours degred?ost Graduate Higher National
degree DiplomaProfessional Qualification| Diploma
9 Masterds |[Master ds degr ee|Ordinary Degree
Postgraduate
Diploma
10 PhD./ Higher Doctoral degree Honours
Degree
11 Masters
12 PhD

Nursing education INSSA has evolved over the years. Progress has been made in the
profession in areas cfpecialsation, regulation and research. However, due to knowledge
evolution, increasing influx of technology and practi@sed nature afursing programmes,
constant review and improvement are needed to stay alwitasturrent population health
needs and demands of tmeirsing professionThis is necessary to ensure educational
programmes and their products effectively responsive to the population health needs.

1.2.8 The SSAHealthcare System
The healthier the population, the more productive they are and the easier theyeaie abl
climb the social and economic ladd&ambo, 2014The weaknesses in the healthcare system

of Africa arereflected in the level of poverty and the widespread inequality as observed
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across the continerfambo, 2014)The SSA healthcare system discriminates against those
who live in the deep rural areas. Those living in cities and towns travel short distances to
access healthcare, whereas the rural folks commute long distances to clinics, which are often
understaffedand have d pay service fees to be treat@€bng et al.,, 2013; Sambo, 2014;
Brinkerhoff, Wetterberg & Wibbels, 201750me African governments are considering
sustainable healthcare investments to mitigate the high cost of laealikuk et al., 2010;
Harmonizing for Health in Africa, 2011; Ibrahim et al., 2016; Department of Health, .2017)
Despite the move to provide affordable healthcare for the general population, there is an
increasing number of middle class amgperclasscitizens inthe cities and towns who are
willing to pay for their healthcare, arguably, due to lafkrust in the National Healthace
systems, resulting in upscaling of private healthcare sys{&ms Economist Intelligence

Unit, 2011; Soucat, Scheffler & Ghebrey, 2018he Economist Intelligence Unit (2011)
indicated the health systems of Africa @amea cucial stateand governments need to make
policies andiake directionsto ensure positive transformation. They believe tnhealthcare
system must increasingly be weanetidgnor funding to avoié complete collapse in cases

of withdrawal of donor fundig which is expected in the current world economic downturn.
The communities must be continually empowered to take centre stage in the provision of care
to their members as the difficulty created by bad roads to healthcare facilities still linger
(Soucat, Scheffler & Ghebrey, 2013ew cadres of healthcare providers who are capable of
providing quality comunity-based healthcare are needed more than (@\er Economist
Intelligence Unit, 2011)

1.2.8.1Levels of Healthcare

Thelevels of classificationf the healthcare systevariesacrosssub-Saharan Africaranging

from three(Ministry of HealthZambia, 2013}o six (Government of Kenya, 201%vels of
healthcare. Table 1.5 shows the levels of healthcare in some sedebiBdharan Africa
countries. Common to these systems are National, Regional/Provincial/State, District and
comnunity levels of healthcare. For service delivery, there are four main lef/placticed

in SSA These are thé&rimary Health Care clinics or Community Health Clinics where
preventative and referral services are mostly provided, the District andistntis level of

care where curative, preventative, and referral of some conditions for appropriate care are
provided and the Regional/Provincial Hospitalevhere advanced curative healthcare is
provided The Regional/Provincial hospitals provide sophisticatate to clients referred

from district hospitals. In some countrieggional hospitals serve as teaching or academic

hospitals. If these hospitals are not able to deal with the severity of the sickness, they then
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refer to specific academic, referral guesialist hospitals for the needed assistance. Central
hospitals and specialistentresare seen as the last resort to sophisticated curative or
rehabilitative healthcare service delive(i{ZN Department of Health, 2017)If these
hospitals cannot handle a specific case due to its complexity or lack of human, technological

and physical resources, the client is floautside to any foreign country where the needed

resource is located, if the client or the government can afford théAcusEissler, Casken &
Lee Ann Eissler, 2012)

Table 1.5 Levels of Healthcare in Some Selected stfaharan African Countries

Country | Level 1 Level 2 Leve3 Level 4 Level 5 Level 6
South PHC, Community| Regional Provincial Central
Africa Health Centres an{ Hospitals Teaching Hospitals and
District Hospitals Hospitals Specialist
Hospitals
Zambia | District Hospital Provincial/ Specialist of
Central Tertiary
Hospitals Hospitals
Nigeria | PHC (Health| Local State (Tertiary|
post/Dispensary, Government and Teaching
Health Clinic and | (specialist and Hospitals)
Community Health| general
Centre) hospitals)
Ghana | Community Level| Subdistrict District Level Regional National
(health posts/CHPs| Level (district Levd Level
(health centres| hospitals) (regiona (tertiaty
and clinics) hospitat) hospital$
Kenya Community: Dispensaries/cli| Health centres | Primary Secondary | Tertiary
Village/households/| nics maternities, hospitals hogitals Hospitals
families nursing homes
/individuals
Rwanda | Peripheral (District] Intermediary Central
Hospitals and (provincial (National
community  level| hospital) referral hospitals
healthcareentre$
Cameroon| Il - Peripherallevel | II- Intermediate |- Central level
(district and | level (Provincial | (Teaching and
community health| Hospitals) specialist
centres referralhospitals
Gabon Peripheral Intermediate Central

Sources:(DRC Ministry of Health, 2006; Ministry of Health, 2012; Ministry of Healthmbia, 2013; Rwanda

Ministry of Health, 2014; Kress, Su & Wang, 2016; Ghana Health Service, 2017; KZN Department of Health,
2017; MEDCAMER, 2017)

1.3 PRIMARY HEALTH CARE

PrimaryHealthCar e ( PHC) i s d ehkalthcarddased en sciemtsically saund a |
and socially acceptable theds and technology, which make universal healthcare accessible
to all individuals and families in a community through their full participation and at a cost that

the individuals in theeommunityand country can afford to maintain at every stage of their
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development in the spirit of saléliant and seld e t e r m{WordtHeattm@rganization,

1978)

The World Health Organization (1978) hidentified five elements of Primary Health Care,

which are:

1 To make sure all people of various socioeconomiacistate included in healthcare policy
and delivery.

1 To ensurethat health policy and delivery plans are made with the consideration of the
specialhealthcareneeds of the population it is been made for.

1 To ensure that the issues loéalthcareare considemwd for various sectoral policy for
formulation.

1 To create a framework for collaboration in policy reforms.

1 To increase the participation of stakeholders.

The Primary Health Cara concept is based on the sotiablthcarenodelwhich dictates a

multi-sectoal approach in the provision of basic needs (clean water, good housing, basic

education, homéased care, food etc.) for all people to live a healthy life irrespective of

economic and social status. PHC is, therefore, a broader concept than just therpadvis

essential healthcare and encompasses all sectors that are retatedféotthe healthcareof

the populatio{World Health Organization, 1978; Dookie & Singh, 2012)

Primary care on the other hands mainly healthcare delivery relatd®ookie & Singh,

2012) The Institute of Medicine (| OM)gratt s cr i
accessible healttare services by clinicians who are accountable for asidgesa lage

majority of personal healtare needs, developing a sustained partnership with patients and
practicing within f af(Doyleetaaddd7) community cont
Dookie and Singh (2012%tated that primary care is the disease prevention and health
promotion focused healthcare delivered to individuals and families at their Ginst q@f

contact with the healtare system bya physician nurses ath other allied healthcare
professionals. It focuses on health education, screening, risk assessment and various strategies
to promote health and wellness in the individuals and families rather than on broader social

and environmental issues.

Primary careis, therefore, a key component of Primary Health Care. As primary care is

important in PHC, the same way Advanced Practice Nursing is vital to primary care. The

three most important aspects of PH@groving accessproviding quality care and cost

effeciveness) can be optimally fulfilled through the anticipated quantity and competence of
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APN in SSA (Sheer & Wong, 2008; Nganga & Woods, 201Rg¢search has shown thhet
Advanced Nurse Practitioner proesl quality care which results in higher patient satisfaction
than the general practition@nstitute of Medicine, 2011; Doyle et al., 203hile Nurse lead
care is eleven percent less than other providessitute of Medicine, 2011 APN is therefore

an essential healthcare workforce in driving PHC in SSA.

1.3.1 Protecting People against theCost of Healthcare in Sub-Saharan Africa

A study conducted in Madagascar ¢évaluate the effect ofhe political crisis and the
reduction of health serviceuser fees on the public service utilization revealed that the
abolitionof ahealthcare user fee at the PrimamgyahCare level increases facility attendance

by 17%(Fafchamps & Miten, 2003; Brink & Koch, 2015)

The introduction of National Health Insurance Scheme (NHIS) in Ghana saw the outpatient
utilization of healthcare increase by 64% while thpatientutilization increased by 51%
(Aryeetey et al., 2012)

A longitudinal study(comparing Health Management Information System data before and
after removal of costyonducted in Ugada to ascertain the utilization of healthcare facilities
among the poorer communities shows that there was an increase of 25% in the government
facilities and about 44% attendance at refereadtres(Nabyonga et al., n.d.; Brink & Koch,

2015) Burnham et al. (2004jiscovered that there was about 25% increase in the number of
children under the age of five who utilize the public hospitals and about 5% increment in the

number of firsttime hospital attendees when the hospital user fees welishaabin Uganda

In Malawi, anagreement between the government and mission health facilities to waive the
fees for maternal and child health services resulted in 15% increase in antenatal care visits and
11% increase in the numberadaifild birthat heathcare facilitie{Manthalu et al., 2016)

In Zambia, it was found that the alimin of user fees increases the utilization of health
facilities in the rural communities by 50@lasiye et al., 2008t is however evident from the
studies conducted acrosgh-Saharan Africahat a major challenge to hdatare access is the
cost of care. It is very important for SSA governments to develop sustainable ways of
reducing or abolishing the cost of healthcare, especially for Primary Health Care in their
respective countriegBrink & Koch, 2015)Advance PracticeNursing as indicated by
research evidenc@®uffield et al., 2009; East et al., 2014; HealeedRi Buckley & Heale,
2015) is essential in reducing coanhdincreasingaccess to quality healthcare, hence some
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countries have developed programmes to fund and expand the training dDaRN et al.,
2017)

1.4 CHILD HEALTH IN SUB -SAHARAN AFRICA

According to the United Nations, a child is anyone less than the age of 19 years. Children
have right to health enshrined time Convention on the Rights of the Ch{dNICEF, n.d.;
OHCHR, 1990) These rights are binding on all UN member states. Children are vulnerable
and formthe majority of the population iIBSA As the majority of th&SA population, they
deserve special consideration in healthcare policy. Healthcare challenges during childhood
have a devastatingeffect on the developmental process of the child, as wellnasissher
education and adult life, hence strategic child health programmes aranvpabtecing
children and their future from the effects of ill heglffelaney & Smith, 2012)

The rights of children to health as enshrined in Articles 23, 24, 25 and 39 of the United
Nations Convention demands the need to provide, @specially with Primary Health Care,

for the healthy, sick and disabled childr@dNICEF, n.d.; OHCHR, 1990)Article 23
emphasisedhe need for rehaliation for disabled children so as to improve their livelihood
and keep them happy. Article 24 mainly focused on healthcare covering perinatal and
postnatal care, which affect children. Article 39 implored member countries to provide
physical and psychagical care for the children that are affected by any form of neglect such
as war, abuse, exploitation etc. The entire Article 24 is stated as follows:

2 4: 1. AStates Parties recognize the righ
attainable stadard of health and to facilities for the treatment of illness and rehabilitation of
health. States Parties shall strive to ensure that no child is deprived of his or her right of
access to such healthcare services

2. States Parties shall pursue full impkmtation of this right and, in particular, shall take
appropriate measures:

(@) To diminish infant and child mortality;

(b) To ensure the provision of necessary medical assistance and healthcare to all children
with emphasis on the developmenpiary health care;

(c) To combat disease and malnutrition, including withive framework of primary
healticare, through, inter alia, the application of readily available technology and through
the provision of adequate nutritious foods and clean drirkmager,taking into consideration

the dangers and risks of environmental pollution;

(d) To ensure appropriate preatal and poshatal healthcare for mothers;
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(e) To ensure that all segments of society, in particular parents and children, are informed,
have acces® education and are supported in the use of basic knowledge of child health and
nutrition, the advantages of breastfeeding, hygiene and environmental sanitation and the
prevention of accidents;

() To develop preventive healtlare guidance for parentsral family planning education

and services.

3. States Parties shall take all effective and appropriate measures with a view to abolishing

traditional practices prejudicial to the he

Most of theSSA population live in the rural areas whdrealthcare facilities are either not
available,underresourcedr inaccessible. The major health facilities are in the major towns
and cities which are difficult to reach by the rural dwellers due to poverty, bad roads, or no
vehicular transport systerfGarcia, Pence & Evans, 2008)Jhere are many child health
initiatives inSSA Such programmes are well planned but problemaiimpglementation due

to financial or human resource limitatiorfgvhitworth, Sewankambo & Snewin, 2010)
Primary Health Care programmes are muateived and implemented 85A (Thandrayen et

al., 2010; Dookie & Singh, 2012; Sambo, 2QIFgking advantage of the PHC systenSBA

to deliver quality chilchealthcarawill improve the child healthcare indicatorstbe region to

a greater extent. Thefrican Leadership for Child Survival (201Sjated that having skilled
birth attenénts, engaging in nelorn care, integrated community case management,
stunting, immunization, family planning,ré&ention ofMotherto-Child Transmissionand
social behaviouralchange will improve child mortality rate i8SA They have failed to
mentionthe need forquality trained responsive cadres ltgalthcare personnel in meeting
such need¢Soucat, Sheffler & Ghebrey, 2013)The researcher believes that the initiatives
stated by theAfrican Leadership for Child Surval (2015)will better be implemented or
driven by the ChildHealthNurse Practitioner iSSA

1.5 EDUCATION -NEEDS MISMATCH IN SSA

The healthcare education 85Ais not the best, compared to the population healthcare needs
(Frenk et al. 2010)Frenk et al. (2010pelieved that the education and healthcaremaish

was due to outmoded, static and fractured healthcare curricula in SSA. The paucity of nursing
research output from SSA creates the opportunity for the academics to develop and review
curricula using western research which may not be applicable toc8&Aaxt(Adejumo &
LekalakalaMokgele, 2009; Sun & Larson, 2015; Kpodo, Thurling & Armstrong, 20T6¥

focus on curative care insteatitbe needed Primary Health Care and the episodic technical
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responses to healthcare challenges without contextual insight are contributing factors to the
healthcare need and education mismafErenk, Chen, Bhutta, Cohen, Crisp, Evans,
Fineberg, Garcia, Ke, Kelley, Kistnasamy, Meleis, Naylor, Pallesdez, Reddy,
Scrimshaw, Sepulveda, Serwadda, Zurayk, et al., 2010)

Sheer and Wong (200@)psited that the characteristics of the nurse traindideafPN level
must be shaped by the cont@xtwhich they are licensed to practice and that every country
must recognize the need and practice of the APNs in their specific contesdltfcarelt is
essential for curricula to be responsive to the camathin which the graduates will practice.
The World Bank proposed the recruitmeritstudentswith rural background and tailoring
their training towards the management of local diseases and health @ssw@esvay of
matching training with needs and rethg ruralurban migration(Soucat, Scheffler &
Ghebrey, 2013)

1.6 PROBLEM STATEMENT

About half of the ppulation of SSA is less than 8 yearsof age(Ahmed et al., 2011; World
Bank Group, 2015; populationpyramid.net, 2018)xty-five percentof children born in
Africa suffer the consequences of poty, 50% of them lack good shelter, abdb % lack
good water, 30 % are excluded from education, 27% are deprivezhibhcare14 million of
them areorphaned through HIV/AIDSvhereasa third of themare excluded from various

social amenities due to their gender and ethn{Gfgrcia, Pence & Evans, 2008)

Whereas the western world is battling with rmmmmunicable diseases and diseases of old
age,sub-Saharan Africas experiencing an inordinate communicable and infectious disease
burden. The meagre nursing researctSSA Africa coupled with the various political,
economic, social, technological legal and resource challd&geer and Wong 2008)ad to

the development of thpaediatricnursing curriculum on westenphilosophy and materials
(Coetzee, 2014; Kpodo, Thurling & Armstrong, 201B0is is evidetin the curative focus of

the paediatricnursing programmes i8SAinstead of the much needed preventative oriented
health workforce to function in Primary Health CéBavingler et al., 2012; Coetzee, 2014)

The majority of healthcardacilities and practitioners are located in the cities and towns, thus
denying the larger proportion of the population who live in rural and urban slomely,
guality andcosteffectivehealthcard Ahmed et al., 2011; East et al., 2014; Kimbhirage et

al., 2014; Tong, 2015; Mwangi, 2017Mhe majority (about 5564%) of childdeaths irsome
sub-Saharan Africa countries are preventable, 55% of children die before reaching
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healthcardacilities, 31% die within 24 hours of hospitalizatiddealth@re professionals are
responsible for about 55% of the cause of dd@betzee 2014Nannanet al. 2012 &
Mulaudzi 2015).This means that if the children were to have timely quality healthcare, most
of the deaths would have been prevenidte education of the professionals have not been
responsive to thpopulation dynamics anealthcare needs duettee static, fragmented and
outdated curriculgFrenk, Chen, Bhutta, Cohen, Crisp, Evans, Fineberg, Garcia, Ke, Kelley,
Kisthasamy, Meleis, Naylor, Pablddendez, Reddy, Scrimshaw, Sepeda, Serwadda &
Zurayk, 2010)

Various efforts have been made by universities and collegeS8Si to establish APN
programmedut hindered byack of contextspecificbenchmark programmethe scopeof
practice, lack of political will, legislation ankhck of resourcegSheer and Wong 2008)
Strengtlening child health in SSRequires a critical look at the curriculurthat produces the
child healtltare nursegCoetzee, 2014)There is no framework to guide governments and
institutionsin the development of relevant and responsive Advancedte Nursing (Child

Health Nurse Practitioner) curricula88A

The development of a Child Health Nurse Practitioner curriculum framefaor8SA will

guide institutions and governments in their quest to develop, review and maintain relevant and
respansive APN curricula inSSA Such curricula will hel@SA in responding to the child
health needs andchieving, in part, the United Nations Sustainable Development &oal
(United Nations, 2015)

1.7  SIGNIFICANCE OF THE STUDY

This study developed a concdysed Child Health Nurse Pradditier curriculum framework

to guide sub-Saharan Africa countries, Nursing Education Institutioasd other nursing
education, research and practiostitutions inthe developmenof relevant and responsive
Child Health Nurse Pactitioner curricih. Being the first to deelop a concepbased
Advanced Practice INsing curriculum framework isub-Saharan Africathis study willtake

a centre stage ifurther studiesacademic discourse and practinethe area of Advanced
Practice Nursing curriculum developmt in SSA will revolve. The curriculum framework

will serve as the SSA context specific benchmark for the development and implementation of

CHNP curriculum.
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1.8 RESEARCH QUESTION

What are thenechanisms and process#sdeveloping an Advanced Practice Nurs{&iild
Health Nurse Practitioner) curriculum that is relevant and responsive to the special healthcare

needs obBub-Saharan Africa?

1.9 PURPOSE AND OBJECTIVES OF THE STUDY

The purposeof this study is to develop a curriculum framework to guide governments and

Nursing Education Institutions in the development of relevant Advanced Practice Nursing

(Child Health Nurse Practitioner) curriculum that responds to the blidthcareneeds of

sub-Saharan Africa

The main objectives of the study are as follows:

1 To estdlish the currentstate of AdvancedPractice Nursing and child health irsub-
Saharan Africa

1 To establishexpert opinions omechanisms and process#geveloping aelevant and
responsivéAPN (Child Health Nurse Practitioner) curriculumSSA.

1 To devebp aChild Health NursePractitioner curriculum framework to guide countries
and institutions in the development of relevant and responsive CElaldth Nurse

Practitioner curricula i8SA

1.10 CONCEPTUAL DEFINITIO NS

This study shall be guided by the followiognceptual definitions:

1 Sub-Saharan Africa: SubSaharan Africa consists of all African countries except the five
Arab African countries (Algeria, Egypt, Libya, Morocand Tunisia).

1 Advanced Practice Nurse The International Council of Nurses (ICNefinition will be
adopted vi z.seswhahaw acuiredrthe éxpent knowledge base, complex
decisionmaking skills, and clinical competencies for expanded practice, the
characteristics of which are shaped by the context or country in which they are
credentialed to practicebo

1 Advanced Practce Nursing Programme:any masterso6 | evel nu
Child Health nursing that gives the nurse an expert knowledge base, cateplsion
making skills, and clinical competencies for expanded infant, children and adolescent

nursing care in SSA.
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Curriculum Framework: a document that guides any academic or research institution to
develop and/or review an Advanced Practice Nursing (Child Health Nurse Practitioner)
curriculum withinsub-Saharan Africa.

Curriculum: formal structure and processes throwgich a student gains knowledge,
skills, attitudesandcapacity to meet up with predetermined outcomes and standards of the
educational system and sociekyn@atavicius 2017)

Curriculum Development: Cur ri cul um devel opment focuse
commitment and ownership in appraising, planning, developing, implementing and
sustaiiing curriculum(Parsons & Beauchamp, 2012)

Advanced Child Health Nurse Practitioner (ACHNP): is any nurs trained at the
masters levelwith the expertise in providing Primary Health Care (performinddapth
physical assessment, requesting and interpreting medical laboratory tests, diagnosing and
managing common childhood diseases, follgw care, referral esvices, childhood
immunizations school health programmes and counselling) for childresurSaharan
Africa (SANC & South African Nursing Council, 2005; SANC, 2012; RCN, 2014)

Learning opportunity: refers tothe situations the faculty creates for the students to
acquire knowledge, skillandattitudes recommended of thday the curriculum.

Concept: Concepts are abstract ideas or thought patterns that have distinct characteristics
exhibited in phenomena, thugeneralizable.

Exemplar: Exemplars are the specific aspects of the content of the curricular that defines
a speciic concept.

Macro-concept: A group of concepts with similar orientatidorms a macreconcept
which provide the depth of the profession and creates the opportunity for deep learning
Mega concept:a group of similar macrooncepts form a mega conceptich provides

the breadth of the nursing profession

Module: A unit within a programme or a course, which can be examined separately.
Conceptbased curriculum (CBC): A conceptbased curriculum is atudentcentred
competencybased and andragogic curriculum imieh conceptdorm the framework of

the learning programme and are learned through exemplars.

Stakeholders: Individuals or groups who have an interest in the outcomes of nursing
education and practice sab-Saharan Africa

Course outline: A brief descripion of a course which allows the reader to understand the

curriculum.
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1 Child Health: refers to all the necessary policies, strategies and practices that promote
complete physical, psychological asdciatwellbeing of anyone less than the age of

nineteen.

1.11 ORGANIZATION OF THE THESIS

This thesis is divided intoine (9) chapters as described in Tallé.

Table 1.6: The overview of the thesis

CHAPTER OJECTIVES
1 Overview Of The Study The introductio and background of the study
2 Literature Review Literature review on Advanced Practice Nursing, curricull

curriculum development, concepased curriculum an
curriculum framework
3 Description of the methods and tools usedetach the result
Research Methodology: of this study, thus, answering the research question
meeting the objectives falfil the purpose of the study.
4 To establish current state of Advanced Practice Nursing
The ScopingReview child health insub-Saharan Africahrough a scoping revie\
in order to develop the Child Health Nurse Practitio
curriculum framework fosub-Saharan Africa

5 Delphi study To explore multidisciplinary expert opinions on best way:
making APN (Child Health Nurse Practitioner) curricult
relevant and responsive to the health needsubiSaharan
Africa through a Delphi survey

6 The Development of To develop a Child Health Nurse Practitioner curricul
Concepts for the framework to guide countries and institutions ihe
Curriculum Framework development of relevant and responsive Child health N

Practitioner curricula isub-Saharan Africa
7 TheDevelopmentofthe  To develop and confirm the Advanced Practice Nurs

Child Health Nurse (Child |Health Nuse Practitioner) curriculum framework fi
Practitioner Curriculum sub-Saharan Africa
Framework

8 Confirmation and To evaluate and revise the curriculwhthe Child Health
Evaluation of the Child Nurse Practitioner curriculum frameworor sub-Saharan

Health Nurse Practitioner = Africa
curriculum Framework

9 Discussion, conclusiomnd To discuss the results of the study, conclude and r
recommendations recommendations.

10.12CONCLUSION

Chapter one presents an overview of the study, looking at the context, the importance of

Primary Health Cae, Advanced Practice Nursing and Child Health within the context. The
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statenent of the problem, the purpose and objectives of the study, the significance of the
study, conceptual definitions and the organization of the thesis were also presented m chapte
one. Chapter two presents the literature review.
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CHAPTER 2 : LITERATURE REVIEW

2.1 INTRODUCTION

This chapter presentthe literature review on Advanced Practice Nursingsurriculum

curriculumdevelopmentgconceptbased curriculurandcurriculum framework.

2.2ADVANCED PRACTICE NURSING

The International Councibf Nurses (2016Qefined Advanced Practice Nursaslicensed
nurseswho gained advanced specialist knowledge, complegisionmaking skills, and
expanded clinical competencies fopntetual nursing practice. The Canadian Nurses
Association also definedhe APN as a higher level of nursing practice thtises
postgraduate training, deeper knowledge and skills to meet the healthcare needs of the
population they servicdKaasalainen et al., 2010hey believed that a higher form of
thinking such as analysis, evaluatiamd synthesis of new knowledge and methods is

important in APN education and practi¢éaasalainen et al., 2010)

The Advanced Practice Nursing programme is a new trendrsirg and healthcare practice.

It emerged due to the need for countries to reduceadstef healthcare and improve access to
healthcareby providing high-quality care, reducing thdength of hospitalization and
preventing hospitalization through Primary Health Q&enadian Nurses Association, 2008;

Sheer & Wong, 2008; Duffield et al., 2009; Currie, Chiarella & Currie, 2013; East et al.,
2014; Swan et al., 2015%heer and Wong (2008psited that the characteristics of the nurse
trained at the APN level must be shaped by the context or country in which they are licensed
to practice and that every country must r e
specific context ohealtrcare

Advanced Practice Nurses have been piiagi@dare, licensed or not, in various jurisdictions.
Gaining autonomy to practice has been the point of contention in all the jurisdictions in which
their practice has been |l egally accepted or
requirement foa written collaboration agreement, no supervision and no conditions for

p r a c (Mccteeryet al., 2014)Regarding autonomy, the most fought over concepts are the
right to diagnose and to prescribe medicimdany other important concepts such as practic

entry, the power to cost service provided, ability to admit and discharge patients and being
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recogniseds a principal care provider are not really consid@viatleery et al., 2014)
AdvancedPracticeNursing has been documented in South Africa, KeBAgajbia, Malawi,
Swaziland, Botswana, UgandaydRwanda but the scope of practice and legislation to
formalise their respective practices is not exp(itMEPEA, 2008a; Sheer & Wong, 2008;
Chang et al., 2010; Kaasalainen et al., 2010; East et al., 2014-Batire et al., 2017An
overview of the Advanced Practice Nursing roles ins@elected countries that have
successfully implemented the APN programnsafiscussed below.

2.2.1 Canada

In Canada, the APN roles emerged through the task shifting of nurses to work in the hard to
reach areas such as Newfoundland and Labrador in the X8@08eld et al., 2009;
Kaasalainen et al., 2010)n the 1960s, the APN roles were formalized in Canada
(Kaasalainen et al., 2010yhe introductio of the advanced roles in Canada started after the
Second World War due to the dire need of nurses to fill in the roles of general practitioners.
This was as a result of the tuberculosis pandemic and the shortage of psychiatric nurses. The
four major drivng forces of APN in Canadeomthemid-1 96 0 6 st he early 197
1 The introduction of th@ublic funded national health insurance,

1 The acute shortage of medical doctors,

1 The governmempolicy in support of Emary HealthCareand

1 The shift towardspecialization of the medical professittaasalainen et al., 2010)

In 1972, when basic nursing training was still undergoing difficulty in mautySaharan

African countres, Canadian Department of National Health and Welfare tasked the
Committee of Nurse Practitioner to report on the APN introduction in CqKadealainen et

al., 2010) Thecommittee report (Boudreau report in 1972) stated that the Advanced Practice
Nurses are highly recommended as the first point of Canadiataatoto the healttare

system and are very important for the success of Primary Health Care in (laasaainen

et al., 2010)

2.2.2 United State of America(USA)

In the United States of rAerica the introduction of the Advanced Practice Nursing roles was
due to the need for the country toowide quality healthcare at affordable rates to the
underserved communitie€Sheer & Wong, 2008; Duffield et al., 20097 pilot APN
programme was conducted in the United States of America in response to the escalating cost
of hedthcare, shortage of general practitioners and poor distribution of healthcare human
resource(Sheer & Wong, 2008)The American Nurses Association (2011) staleat the

majority of the Advanced Practice Nurses work in the PHC settings, rural commumidiies,
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metropolis and innecities delivering care to the underserved populations. Even though the
APN roles were in existence in the 1940s, it was only in 1954 that the fivaindeld Practice
Nursing programme (psychiatric nursing) was established at Rutgers University. This was
pioneered byHildegard. E. Peplau t h e arheorip af mterpefsonal RelatiohgSheer

and Wong, 2008). The full recognition of the APN was realised in 1965 when the Nurse
Practitioner programme was introduced (Sheer and Wong, 2008). Ewemhththe
programmes and the roles evolved over time and became acceptable in the country,
opposition and resistance to the APN roles still exist in the BBAlies conductedSeale,
Anderson & Kinnersley, 2005; Hutt et al., 2013; Pirret, Neville & La Grow, 2015; Swan et
al., 2015)have proven that the APN provides the same or hifgwel of patient care at a
lower cost and to the better satisfaction of clients (Sheer and Wong, 2008).

Most of the Advanced Practice Nurses are in the Nurse Practitioner category and are trained at
a minimum of a masters degree le&heer & Wong, 2008; Duffield et al., 200Bfe Doctor

of Nursing Practice (DNP) programme was developed to create a career path for the
Advanced Practice Nurses in the UEheer & Wong, 2008; Duffield et al., 2009)

2.2.3 United Kingdom (UK)

The Advanced Practice Nursing started in the UK to serve the underserved rural communities
in the early 1980s but the first Nurse Practitioner programme was established in the United
Kingdom in 1991 for the Royal College of Nursitf§heer andWong, 2008). Like the
Boudreau report in 1972 in Canada, the MnPC
(PREP)O0O in the United Kingdom stated at hat
higherlevel of thinking and clinicajudgmentin diagnosiig and prescribing medications. The
report further stated that the APN improved the standards of care. Thé #Awdxe
instrumental in clinical audits, the development and leading practice, research, teaching and
peer suppor{Duffield et al., 2009) With the development of variousategories of APN
through different levels of nursing qualification and nomenclature, it is becoming very
difficult for Nursing and Midwifery Council to regulate the practice under the same standard
in the United Kingdon{Duffield et al., 2009)

2.2.4 Other Jurisdictions

As in Canada, USA and the United Kingdom, many other natodsstates have recognise

the APN as the best category of healthcare workforce in responding to the poor access to
quality and coseffective healthcare especially in the deprived areas where medical doctors

are either resistant to go or are not enouglaweer (Canadian Nurses Association, 2008;
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Sheer & Wong, 2008; Duffield et al., 280Currie, Chiarella & Currie, 2013; East et al.,
2014; Swan et al., 2015)

In China, the Advanced Practice Nursing roles were introduced as a reautdfctionin

medical doctors posted tmspitat in a health reform. Some of the Advanced Practioesbls

were introduced to take care of clients with cardiovascular problems. In the Midlands of
China, the advanced practice roles were introduced under an unusual circumstance in which

the number of medical doctonseremore than the nurs¢Sheer & Wong, 2008)

In Japan, as of 2008, about 25 universities offer Advanced Practice Nursing programmes for
differentspeciaities These programmasereaccepted nationally and the Advad Practice
Nurses are certified by the Japanese Nursing co(Steder & Wong, 2008)

In Korea, the roles of Advanced Practice Nursing existed and have been accepted since the
19506s even though the term Advanced Pract.i
role evolved with the addition of variogpeciaitiesup until the year 2000 when all the roles

were brought under the Advanced Practice Nursing umbrella antsdéideby the Korean
Ministry of Health(Sheer & Wong, 2008)

Singapore started APN training in the year 2003. The roles of the APN were evaluated and
found to be effective in pseription and monitoring of the therapeutic regimen. The country
intends to increase the number of the APN over the y8aeer & Wong, 2008)

Thailand had their first APN ctfied in the year 2003, a year before Singapore graduated

their first cohort of masters level trainAdvanced Practice Nurs€Sheer & Wong, 2008)

In Australia, the AdvanceBractice Nursing programme was introduced in the year 1990. The
Advanced Practice Nurses were posted to the rural and underserved communities to provide
medi cal car e. Reports commend t he Advance
healthcare to the ruraommunities. Even though some provinces in Australia paxmite
Practitionerdo prescribe, some resist the move to expand the roles dfuitse Practitioner

to includethe prescriptionof medications. There were calls for the country as a whole to
recognisethe roles of the nurse practitioners who are trained at the masters lenprove

access to healthcare to the population, especially the under§8hest & Wong, 2008
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In New Zealand, the role started in the year 2000 with 38 nurses trained at the masters level
and licensed to use the ARNe butonly 17 of them were granted the right to prescribe by
the New Zealand Nursing Coun¢8heer & Wong, 2008)

2.2.5 Sub-Saharan Africa

Advanced Practice Nursing is an emerging areasuixrSaharan Africawith anticipated
benefits.Various efforts by the universities and collegessub-Saharan Africao establish
APN programmesare being hindered bipck of role models, lack afcopeof practice, and

di fficult rei mbyShee&Wong 2008 c hani smsa©o

There are various Ad@nced Practice Nurgy programmesn the SSA. East Africa has a
peculiar trend in the APNrogramme The Improving Nursing Education And Practice in
East Africa (INEPEA) collaborated with some universities and countries to initiate a common
APN curriculum (INEPEA, 2010) This curriculum is to be implemented by various
institutions including Makerere University (Uganda), The Zanzibar College of Health
Sciences (Tanzania), Kenyatta University (Kengagl Aga Khan University (Kenya) within

the East African subegion. Unfortunately, the nursing councils and the governments have
not developed legislation toecognisethese qualificationgMwangi, 2016) This APN

programmas at the masters level of nursing educaiNEPEA, 2010)

The West African Nursing Council registers are yet to record an Advanced Practice Nurse
category(ICN, 2014) The West African College of Nursing stated that they will need to
lobby, advocate, explain, for a period of time to be able to get the courtmisehe need

for AdvancedPractice Nursing education and rolesthe near futuréMadubuko, n.d.; ICN,
2014) Thereis, thereforethe need to shift the boundaries of nursing legislation into medical
practice roles to enablgell-trainednurses (APN) to take up some medical practice roles in
order toimproveaccess to quality and affordable healthcare for the West Africam gicgm
(Madubuko, n.d.; ICN, 2014)

The move for Advanced Nursing practice has gained more ground fheBofrica than the

East, Central, and West Africa. South Africa curreirtiplementstwo main tracks of APN
programmesthe Nurse Specialispfstgraduateiploma level) and Advance Nurse Specialist
(masters leveljDuma et al., 2012; SANC, 2012 major breakthrough in APNrogrammes

in Southern Afica is the Primary Health Care nursipgopgrammewhich allows nurses to
prescribe using protocols in South Africa and Haemily Nurse Practitioner in Botswana
Unfortunately all these categories of Advanced Practice Nurses do not have scopes of
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practiceor legislation conferring autonomous diagnosis, prescription, admission, discharge

and referral roles on them.

With nurses forming the majority and readily available health workforc8SA Africa,
improving quality and access to heattine within theSSA where preventive services are

neededs essential.

2.2.6 Advanced Practice Nurses versus General Practitioners

The main opposition to the Advanced Practice Nursing role is the medical profession,
thinking that the ability to assess, diagnose, prescribe atemhc monitor therapeutic
regi men, admit abirtd rigldi(Fsenkh GhengBhutta, SohénhGrispy Evams,
Fineberg, Garcia, Ke, Kelley, Kistnasamy, Meleis, Naylor, Pallesdez, Reddy,
Scrimshaw, Sepulveda, Serwadda, Zurayk, et al., 20R0jew studies have compared the
quality of care provided by the APN and the general practitioner.

In a study conducted in New Zealand to determine the difference between the nurse
practitione and the general practitioner in terms of diagnostic reasoning, it was concluded
that there is no significant difference between the diagnostic reasoning between the two
categories of health professionals regarded making diagnoses, finding patient prabtem

planning treatmen(Pirret, Neville & La Grow, 2015)

A systematic review conducted [Bwan, Ferguson, Chang, Larson, & Smaldone (2015)
found that Advanced Practice Nurses spend niore in consulting patients but produce the
same quality of care compared to general practitioners. They further stated that the assessment
and patient education by the ARKemore thorough than the general practitioner and the cost

of care provided is dier equal or lower compared to that of the general practitioners. The
APN spends as much as twice the timgent by the general practitionen patient
consultation and provides enough information to patients, resulting in higher patient
satisfaction withAP Ns 6 ¢ ar eof thelgenaral praciitiobnergSeale, Anderson &
Kinnersley, 2005)

A systematic review conducted biutt et al., (2013yemonstrated that patient outcomes were

better in care provided by nurse practitioners than general practitioners in terms ofiggerum

levels. In terms of patient satisfaction, health and functional status, other blood assays,
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emergencies and hospitalization, the outcomes were similar in nurse practitioners and general
practitionerqHutt et al., 2013)

2.2.7 The Need for Advanced Practice Nurses in SuBaharan Africa

Every nation has the responsityilto align their human resources and training with their
population needs in order tonaximiset he nat i o r(\Wodld Healtls Organizaios,
2016a) Globally, the number and capabilities of the nursindgesionarebeing leveraged to
improve access tauality costeffective healthare (Ngangd & Woods, 2012)Nurses
provided quality and safe care when they were gtlieropportunity to practice beyond their
scope of practice through task shiftif@humbusho et al., 2009; Collaghan, Ford &
Schneider, 2010; Nganga & Woods, 2012; Terry et al., 20089k shifting responsibilities
are given to nurses without the proper sco
0t r i b aghinstshtm tursing professior{fFrenk, Chen, Bhutta, Cohen, Crisp, Evans,
Fineberg, Garcia, Ke, Kelley, Kistnasamy, Meleis, Naylor, Pallesdez, Reddy,
Scrimshaw, Sepulveda, Serwadda, Zurayk, et allO@the phenomenum in which the
medical profession believes they own diagnosis and prescription of atiediand will not

allow the nursing profession to expand their traditional boundaries of practice even if the

population suffers the coinsiquences.

2.2.8 Competencies for APN

Various types of Advanced Practice Nursing roles exist throughout the world either regulated
or unregulated(Nursing and Midwifery Board of Ireland, 20 The categories reported in
literature include: Nurse Practitioner (NP), Clinical Nurse Specialist (CNS), Nurse Midwife
(NM), Certified NurseMidwife (CNS), Nurse Anaesthetist (NA), Consultant Nurse (CN) and
Nurse Case Manager (NCM), Specialist Pramigr (SP), Specialise Community Public
Health Nurse (SCPHN), Nurse Prescriber (NP) and the Primary Health Care Nurse (PHCN).
The roles performed by these APNs differ in terms of jurisdictionspadiality The most
commonalities related to theirrolepprer t ed i n | i terature consi s
professional leadership, mentoring and coaching, collaboration andpinfessional
relationships, expert clinical decision making, ethical and legal practice, teaching, quality
management, consaltn c y , heal t h pr omoNEP&EA, 2008a;Shedr &a d v 0
Wong, 2008; Chang et al., 2010; Kaasalainen et al., 2010; SANC, 2012; East et al., 2014;
Nursing and Midwifery Board of Ireland, 2017; Sadtdlana et al., 2017)
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2.3CURRICULUM AND CURRICULUM DEVELOPMENT

Curriculumis defined in various ways by various scholargl institutions(South African
Qualifications Authority, 2000b; Uys & Gwele, 2004Jo some scholarssurriculum is

content (list of facts and figureshat students need tmemoriseand regurgitatgSouth

African Qualifications Authority, 2000b; Higgins & Reid, 20170 oher scholars, it is a
process,outcome or a fraework. Uys & Gwele (2004;1)d ef i ned curmnedcul un
| earning experiences that the educatHabnal
(2014 defined it as an intentionally designed learning opportunity provided by an institution

to students as an interactive event integrated with learning experiences throughout the
programme of studyAccording toBeigi, Keramati and AhmadQ1J), it is the why, what,

when, where, how and the who of teaching and learning.

Curriculumis seen as the pivotf thuman existence and the duty of society as it concerns
governments, educationists, students, parents, and communities for its relevance and impact
on nation buildingParsons & Beauchamp, 201Znhe South African Qualification Authority
(2000)conceptualisedurricula as the totality of all learning and teaching activities that take
place in a higher edudah institution.lgnatavicius (2017¢lefined curriculum as either formal

or an informalstructure and processes through which a student gains knowledge, skills,
attitudes and capacity to meet up with predetermined outcomes and standards of the
educational system and society. She further differentiated formal curriculum from the
informalonest at i ng that the former is explicitl)
archive whereas the latter consists of learning opportunities that may not be planned
(Ignatavicius, 2017)

From the definitions above, it is evident that a curriculum must, explicitly, state the goals of
the educational institution, the need for the programme, what must be learnt and taught, how
teaching and assessment is organised, the values upon which teaching and learning are based,
how long it will take a student to complete the curriculum, what the students must gain after
completing the curriculum and what the students can do after congplétncurriculum

(South African Qualifications Authority, 2000b; Uys & Gwele, 2004; Stabback, 2007)

Curriculum developmenton the other handpcuses on engaging stakeholders commitment

and ownership while ppraising, planning, developing, implementing and sustaining

curriculum (Parsons & Beauchamp, 2012)The nursing curriculum must be coetaneous,

germane and responsive to the needs of the people it fblye® Gwele, 2004; Sheer &
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Wong, 2008; Hall, 2014)Parsons and Beauchamp (20%2ted that it is not advisable to
copy and implement curricula from anotheigdrction without considering the differences in
context and the educational system in which it implemerAedption of foreign curriculum

and educational methods is inevitable at the current stage of African educational development.
It is, however,necessary tadaptany adopted method to fit the s8ataran context and to

evaluate the effectiveness of such methods within the region.

2.3.1 Overview of Educational Philosophy

The type of curriculum chosen by an educational institution is dependent on their
philosophical perspective of knowledge and how such kedgd is acquire@Jys & Gwele,

2004; Moss & Lee, 2010; Joseph, 2015; Higgins & Reid, 208d9ording toUys and Gwele
(2004), there arethree main philosophicalvorldviews the conservative, progressive and

radical.

The Conservativegérennialisteand essentialists) believe that there e&ath of information

in the traditional curriculum and must be protected from any attempt to chigreyesupport
teachercentrededucation in which knowledge is transmitted from the teacher to the learner
(Uys & Gwele, 2004; Moss & Lee, 2010Jhey see education @ means of socializing
students into their expected roles in society through the mastery of laid down skills and
attitudes (Pinnegar & Erickson, 2@). The content of the curriculum is valued over the

process and outcomes in conservafislys & Gwele, 2004; Moss & Lee, 2010)

Within conservatism, theerennialéts believe education should beentred around the
acquisition of basic skills such as reading, writing and making arithmetical dedutiys&

Gwele, 2004; Moss & Les 2010) They believe there is a prescribed body of knowledge,
which all members of a society must learn in order to form a uniform society in terms of
thoughts andbehaviour This is typical of nursing as a community or sociglys & Gwele,

2004; Moss & Lee, 2010)

On the other hand, the essentialist believes that knowledge is what is real and exists outside
the individua) thereforemust be gained through obsetiga (Uys & Gwele, 2004; Moss &

Lee, 2010) They believe that there are some essential skills that need to be preserved and
paseddown from generation to generatioflso, they believe that not all knowledge or
information is essential and therefore proposed some subjects as essential/compulsory

(Mathematics, English, History, Science and Modeamguages Some other subjects such
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as music, arts, vocational studieslgrhysical education are describ&sl noressentialUys
& Gwele, 2004; Moss & Lee, 2010)

The secondvorldview (progressivism) postulates that the traditional edoadnd curricula

are contenbased, therefore do not consider the needs and satisfaction of the learner. The first
stream of the progressivist philosophy based on J.J. Rousseaul(77728) bel i eved
best thing the teacher should do is to do mothio ar i sing from the p
intrudes too much into the learners education if not, every individual will learn to be a unique
person and thinker devoid of societal pattetigs & Gwele, 2004)A closer concept to the
romantic naturalist is existentialism which advocates that the individual must find his or her
own meaning about life tbugh freedom of choices and introspection. They existentialist
believe that existence comes before ess@oge & Gwele, 2004; Moss & Lee, 2010)

The second view ofhe progressivism comes from John Dewey (18999) who believed

that education must not be separated from the context because the students need to experiment
within the social context. His philosophy tentredon prioritizing the experience and
interestsof students rather than the prescribed content to be imipilhexi& Gwele, 2004)

The progressigts believed that knowledge is not static or limited to some essential skills or
content but dynamic since change is the only constant in human existence. They hold the
belief that the experiences and interest of a studenas important as the conteot the
curriculum thereforethe interests and experiences of students shoutdyiealisedupon by

the teacher to deliver contefdys & Gwele, 2004; Moss & Lee, 201 Dewey reckoned that

the experiences of the learner are a better source of knowledge than what is contained in the
textbook.

In his experimentalist philosophy, Dewey believed that knowledge and rezigiyoutside

the self and is observable, thustlkris the only reality that can be tested and proven through
scientific experiment. In pragmatism, Dewey, Piesned Whitewood postulated that if
knowledge is true and real, then it must work or produce expectdtsydbat is,outcomes
determine realit or truthfulness of knowledge. An experimentalgtrriculum therefore
centreson developing the life experiences of learners to deliver the content of the programme
(Uys & Gwele, 2004; Moss & Lee, 2010)

Lastly, the radical educational philosopisyof the view that education should not only be
progressive (prepare students for participatory democracy) but should also prepare students to
engage in deliberative demacy (decision making through deliberation on ideas and issues)
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(Uys & Gwele, 2004; Moss & Lee, 201 auloFreire (1921:1997)ini The pedagogy
oppr ed3r/@ stabed that the oppressed (the student) must play a critical role in his or her
liberation (education)treire believed that education is very important as it gives individuals
the ability to make and remake themselyelys & Gwele, 2004) There are two major
divisions of radical educational philosophy, namely: reconstructionism and criticaludwmric
theory(Uys & Gwele, 2004; Moss & Lee, 2010)

The Reconstructionist believed education is essential in providing social, economic, political
and cultural changelThey believe that it does not take progressive educational philosophy
(which is too slow andentredon problemsolvingskills) to deal with societal inequalities but
revolution and constructive engagements. Within the Reconstructionist philosophy of
edua@tion, there exist two dimensions, theethodological and the ideologicaorldviews

The methodological Reconstructionist philosophy advocates evidesesl strategies for
social change whereas the ideological Reconstructionist philosophy places emphtes
development of theories and conceptualizing Reconstructionism as an act of education. A
methodological Reconstructionist, Ralph Tyler, believes that the needs of the students,
previous knowledge acquiredand their life outside the school environnte their

characteristics and subject expert opinion are important in curriculum development.

Critical curriculum theorists believe that the student must be equipped to become a critical
thinker and an agent for societal change. Curriculum content iseeot intrinsic in critical
curriculum theory but selected based on social importévoss & Lee, 2010)John Dewey
believes that the curriculum content must be taught with scenarios that represent reality in

society to enable studentsgainsocial insight and responsibility.

2.3.2 Overview of Common Types of Nursing Curriculum

Educational curriculaemaina socially and politically contested concept worldwigdeduse

of the essential role education play in the transmission of ideolagiekslyiews) and societal
culture Nations, international communitieand organisationshave invested in many
educational projectbecause of the essence of education for communities and the globe at
large(Uys & Gwele, 2004; Stabback, 2007; Trapese.clearerchannel.org, 2011)

Hegemony, dominant ideology, determines the ideological direction in which education
curriculum goegHicks, 2004) The concept of hegemony simply states that the dominant

political and social belief, values and generally acceptactipes of a society and educational
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system determines what goes into the curriculum and how it is taught and accessed. In some
instances irsub-Saharan Africathe dominance of colonial concepts and beliefs influenced
the content, teaching and assessmmeethods of educational programmes hence the call for
conceptualization and decolonizing nursing curriculMcGibbon et al., 2014; Mulaudzi,
2016; Vasuthevan, 2017International institution and organt&anal charters also influence
national policies and curriculum. For instance, the Convention on the Rights of the Child
passed by the United Nations General Assembly in 1998 is binding on all member states to
uphold the rights of children in all policieshey make and implemer(tUNICEF, n.d.;
OHCHR, 1990) International funders also have a say in local curriculum and teaching
materials inrsub-Saharan Afria (UNESCO, 2009)

Curriculumis then defined basesh the theoretical orientation of the forces that dominate an
educational system. According @liva (1997 cited in (Wilson, 2017) curriculumcould be
defined as:

AThat which i s taught in school s; a set of
materials; a sequence afourses; a set of performance objectives; a course of study;
everything that goes on within the school, including egtass activities, guidance, and
interpersonal relationships; everything that is planned by school personnel; a series of
experiences uratgone by learners in a school; that which an individual learner experiences
as a result of schoolingo.

Curriculumcan be:

1 Overt: acurriculumthat is explicitly written. It spells out what the student is to know and
how it should be taught and asses@¥dson, 2017).

1 Societal: the forms of informal and uncontrolled training within society through various
media for various sodiapolitical and economic reasons.is life-long and has no time
limits (Wilson, 2017).

1 Hidden: a form of learning that thewdent gains through the experiences and actions of
those involved in the school. This is not written down but is expected that the student will
be able to acquire such knowledge, skdlsd attitudes. For example, how to comport
oneself in public gatheringhow to sit in class and public gathering, sulingt
work/assignmentsn scheduléwWilson, 2017).

1 Null: this refers to the paof the curriculum that the schodbesnot teach, implying that
it not necessary or vital to neither students nor society. For example, in religious studies
courses inmost African context, Christianity and Islam are taught implying that other

forms of eligion that might exist in their countries are not very rele(dhison, 2017).
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Phantom: this is the type of knowledge, skilgdattitudes the student acquires through

the uncontrolled media exposure within and outside the school environment. This shape
the social and professional life of the individual. In the' 2&ntury, the phantom
curriculum is playing a major role in thée of the students as they seek to model their
lives after icons and popular media figu(@gélson, 2017).

Concomitant: this is the type of teaching and learning that goes on in the home of the
student. These are mostly values and belief systems which influence the way of life of the
students in and outside the school. Sometimes these curricula could conflict with the
school curiculum, leaving the student in dilemr{i&ilson, 2017).

Rhetorical: this represents the thought and positions takenpblcymalers and
stakeholders in curriculum reform and implementation. Their thought and ideas could be
communicated through verbal and neerbal meangWilson, 2017).

Curriculum -in-use this refers to the portion of the formal written curriculum (textbooks,
study guides, online learning resources etc.) taught by the tgsi¢tson, 2017).

Received curriculum: this is the portion of the curriculum taught that the student has
grasped. This is dependent on the student as it is completely out of control of the
educaibnal stakeholders (developers and implementers) of the curric(Witson,

2017).

Electronic: this is information acquired byé¢ student through the internet. Depending on
the source of the informatiothe purposeof the educational system and societal values,
these lessons could be overt or covert. It could be good or bad, wrong or right. The worth
of information on the internieis overwhelming that controlled sources are used to
implement educational curricula in the 21st century. These sources are called learning
platforms and examples are OyviakaiandMoodle (Wilson, 2017).

Assessed curriculum this is the portion of the curricula on which students are assessed.
This is the portion of the curricula is important to the student as grades form @mainp

part of the life of students and their career development. Mostly teachers lay emphasis on
these portions of the curriculum whiles students spend most of their school time scheming
and strategizing on how to master such portions of the curricfWitson, 2017).

Extra curriculum: this is the activities that the student engages in outside the school

curriculum. It couldbe sprts, business, and othéWilson, 2017)

There are some types of curriculum that have been implemented by nurses overgshe year

These include:
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2.3.2.1Content-based Curriculum

A contentbased curriculum is an overt curriculum which indicates what must be taught, how

it should be taught and how learning should be evaluated. The specified content can be
organized chronologically or in @er of difficulty. This type of curriculum allows falarge

number of students as there is less interaction between the teacher and the student. Teaching

in this system is mostleachercentredand unidirectional.

2.3.2.2Experiencecentred Curriculum

The &perencecentred curriculum is when the learning activities are based on the
experiences of the students. John Dewey claimed that students learn through their experiences
and these are very vital for their development than the content they are taught. These
experiences are litong (Shodhganga n.d.)Kolb (1984 also alluded that experiential
learning is cardinal to knowledge acquisition and classified expialidaarning into four
cyclical phases which are: concrete experience, reflective saovation, abstract
conceptualigtion and active experimentation. The first stage is for the student to have a
concrete experience of the learning situation. The stullentreflects on these experiences to
arrive at some abstract conclusions. These conclusions are then conssptaad put to

test, thus practice or experimentatifitolb, 1984; Andresen, Boud & Cohen, 2000he

student should be respected and given the opportunity to share and reflect on their previous
experiences and emotions in orderdraw learning and inspiration from thendresen,

Boud & Cohen, 2000)

2.3.2.30utcomesbased Curriculum

This is a competency and performat@esed curriculum that aligns learning with certain
competencies that are required from the student during and after the tréwinglgssis

2005) It determins where the student is and where the education programme must take the
student,thus predetermininghe endpoint/outcomesf educational programmég®u Plessis,
2005)The curriculum, teaching and learning methods are designed for the acquisition of such
knowledge, skills and attitudes. It is studeahtred and does not necessarily focus on inputs
(the resources available to students). This cuumutype had a very good reception from
nursing educators and clinicians as they can measure the achievements of the students against
set standards which are well established prior to training. The students also find it easy to
choose the important knowlgé, skills and attitudes to learn from the worth of textbooks,

internet resources and clinical situations.
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2.3.2.4Standard-based Curriculum
In standard basecurriculum the developing authority goes further from setting outcomes to
defining the criteria for tedeng/learning and assessment of the outcomes.

2.3.2.5Community-based Curriculum

Communitybasedcurriculum is the typ@ef curriculum in whichthe learning opportunities of

the education programmes are mainly planned in the community. The community becomes
the leaning environment. The student encounters the various stakeholders of education and

other sectors of society in the community during their training.

2.3.2.6Casebased Curriculum

To make teaching much experientigdiuderdcentred practicebased, casbased and
problembased curricula were introducedCasebased curriculum is based on the
constructivist educational philosophy of Jerome Bruner (28)155) and the experientialism

of John DeweyfHealth Education England, 2012; Kantar & Massouh, 2015 curriculum

brings the students closer to their estee workplace, so as to train them to fit into the
professional environment through critical thinkimgpblemsolving and clinical reasoning
skills. This is considered as one of the best discoveries in nursing and other health
professional educationHealth Education England, 2012; Kantar & Massouh, 2015;
Thistlethwaite, 2015)

2.3.2.7Problem-basedCurriculum

First introduced by McMaster University in 1969, problbased learning has influeed

health educational curricula positively over the years. Probl@sed learning ia curriculum

or a teaching method in an outcotmesededucation(Tsai, 2009; Health Education England,
2012) This system gives the student the freedom to learn within the workplace and school
environment, exploring all sources of prescribed knowledge in order to solve problems
through critical thmking and group approach. This curriculum places the student e¢ibre

of education and makes the teacher a source of direction for the students along their journey
through the programme. The students are confronted with practical scenarios cajked trig
and given the opportunity to explore all sources available todismlutionto the poblems

they are confronteth small groups. This approachilisessmall group teaching and learning
methodgqTsai, 2009; Health Education England, 2012)

44



2.3.2.8Content-based, Caséased, Problembased and concepbasedcurricula

The ontentbasedcurriculum isteacheicentredand does not give studens opportunityto
explore, interact and learn how to solve problems through critical thinking. The content of the
curricula keeps increasing and changing as new diseases are discovered and expectations for
quality care of the patient and employers kebpnging regularly. Due to the increasing
contents of contedtased curriculum, it is difficult for students and teachers to cope with the
associated demands rarely. Gassed and problefmased curricula are better in building the
capability of studentt solve problems through critical thinking, exploration & work
however, the numbers of students in these-based and problefnased classes are too small
making the process very expensive and not feasildlenited resource contexts such sas-
Saharan Africa Conceptbased curriculum is an innovative way of overcoming the

weaknesss of the types of curriculum described above.

2.4 CONCEPT-BASED CURRICULUM

2.4.1 Introduction

New diseases and technologies are being discovered, expectationswfstempdoyersare
constantly changing, there is sustained demand for quality of care, while higher education
institutions are underconstant pressure to Hecally relevant as well amternationally
competitive(Joseph, 2015; lggins & Reid, 2017)These factors lead to a sustained increase
in the content of nursing curricul#t. has become extremely difficult farursing institutions
and students to cope with the euscreasing content of the nursing curricul{@iddens et

al., 2008; Caputi, 2014Two reportqInstitute of Medicine, 2011; Benner, 20X&lling for a
radical and innovative transformation in nursing curriculum inspired theergutrend of
nursing curicula (conceptbased curriculum) in the western and eastern w(@iidens,
Wright & Gray, 2012)

A conceptis a way of organizing thought or informatioh is the basic unit of theories
(Ignatavicius, 2017)It is an abstract idea d¢hought pattern that Balistinct characteristics
exhibited in phenomen&onceptual learningentreson the acquisition of theonceptqbig-

ideag and the application those ideas to specific phenorftesavier Evolve, 2017)

A conceptbasedcurriculum thereforejs astudemicentredandragogic curriculum in which
conceptsform the framework of the learning programme and laegrt through eemplars
(Brady et al., 2008; Giddens & Morton, 2008; Giddens, Wright & Gray, 2012; Caputi, 2014;
Brooks 2015; Ignatavicius, 2017)'he components of a concdysed curriculum can be

organized ina hierarchical manner. That is, the programme is made up n@ga

45



conceptadnits, made up ofmacroconcepts which are made up of concepts which are taught

throughexemplars

Concept mapping is a metacognitive tool which enables the student to make connections
between concept®or easy comprehensio@oncept mapping allows he students to develop
meaningful learning and understanding of concepts. Concept mappinigstiee student to
bridge the theory practice gap. This enables the students to develop clinical judgement
(Higgins & Reid, 2017)Conceptual learning is enhanced by concept mapgiiiggins &

Reid, 2017)

Concepp-based curriculum existed from the early 1960s where nursing education was built on
grounded nursing theori es-Casruec ht haeso rRyoayr,6ost hay
AAdaptati on Model of NTheosyioh gnitary aHondan Beags| Ro
(Giddens, Wright and Gray 2012). These models used for nursing education were complex
and created difficulties for manyursingfaculies (Giddens, Wright ad Gray 2012). The
conceptbased curricula as postulated ®iddens and Mortor2Q08 is rooted inmeaningful

learning postulated by constructivist educational philosophers (e.g. David Ad84Beto

2008) and andragogy (adult learning theory) developed by Malkom Sherpherd Knowles
(19131997)which makes it easier for conceptualisation and applicg@ddens, Wright &

Gray, 2012)

Conceptbasedcurriculum was introduced by Jean Giddens at the University of New Mexico
in the year 2004Giddens et al. 2008 believe that the content of the curriculuoutd be
synthessed into concepts(patterns of knowledgehat could be taught. In a concdyased
curriculum, the defined concepts form the development framework of the curriculum, whereas
conceptbased teaching and learning ensures meaningful or exparidearning and
application ofthe concepts within specific and variety of contef@ddens & Morton, 2008;
Giddens et al., 2008; Giddens, Wright & Gray, 2012; Ignatavicius, 2017)

Knowles (19131997) propoundedhat students understand new knowledge better when
connected to prior acquired knowleddgnatavicius 2017 stated that deep understanding of
concepts and the ability to transfer/apply suchcepts in practical situations éssentiafor
nursing practice Conceptbased curricula enable the student to move from one learning

situation to the other without the new and previous seeming completely different.
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Concept learning provides some forrh amlvantages over the traditional form of learning.
These include:

Increasedstudent centeredneséthe teaching process

Reduction in the content of the curriculum

Focus on nursing practice compared to medical diagnosis

Increased opportunity for collakative learning

Increasing critical thinking and decisiomaking skills

Procesdrivenand

=4 =4 A 4 A -4 -2

Promotes deep learning.

Giddens combined various contents into a specific concept eigo-Baharan Africaa major
concept will b e A c acmwiluprobablyatdké savaydthuskefare eontént w h
on Malaria, Ebola, cholera, diarrhoea, typhoid fever, whooping cough, tuberculosis, tetanus,
pneumonia, HIV/AIDs, gnorrhoea, measles, hepatitis ayellow fever fromthe nursing
curricula Conceptbased cuicula reduces the workloadnothe studerst and the teachsr

given the studesttheopportunity to apply theonceptamastered to each of the diseases as
and when he/she is confronted with itgracticesetting(Giddens & Morton, 2008; Giddens

et al., 2008; Giddens, Wright & Gray, 2012; Ignatavicius, 2017)

2.4.2 The Developmenm of a ConceptbasedCurriculum

In a study to develop a concdmsed curriculum for sports nutrition,Shock (1992)
conducted a literature review to develop a questionnaire for a survey to rank the content of the
curriculum and the teachdnmethods according to their importance. The nationwide survey
ranked the topics and teaching methods by the participants according to importance. The
researcher then recommended the most important topics to be included as concepts in the
curriculum(Shock, 1992)

In Kumm & Fletcher (2012)the nursing faculty went through three complex phases to
develop a concegdasedBachelor of Nursing curriculum for the University Kansas.This
phases included
1 Understanding (the phase in which the old curriculum avatysedand the planning for
the new curriculum was made including the formation of the curriculum development
team, the determination of the number of semesters and development of student learning

outcomes);
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1 Analysis (in which the learnghconcepts wereeveloped basedn the learning outcomes
developed in phase | and theamtegorisednto five defined themes); and

1 Design (in which the credit hours were assigned to the themes and the curriculum model
was selected The BSN programme of the University ohsas, USA requires 124 credit
hours for graduationlThis phaseended with the stakeholder acceptance of the curriculum
and the development of the sylldgiumm & Fletcher, 2012)

The curriculumwas then implemented and evaluated over a five years period using surveys

and focus group discussi®(Kumm, Laverentz & Laverentz, 2017)

In a New Mexico statewide project to develop concepts for the Bachelor of Nursing
programme, Giddens, WrigliindGr ay (2012) formed a fAconcep
educatorsacross various nursing programmes apecialitiesto proposed concepts for the
curricula. Theyrealisedthat theselectionof concepts is very difficult especially if many
stakeholders are involve®ecision making on the concepts took a longer periadime of

the differences in viewpoints of the stakeholders and the overriding of previous decisions due
to varying numbers and composition of the concept committee at different (Bidgens,
Wright & Gray, 2012) Finally, concepts from other institutions were sourced and used as a
guiding framework for the selection of the concepts for the curriculum by theuwum
committee. Leaders from ten educational institutions wegriitedto review the concepts for
inclusion in the curriculuntGiddens et aJ 2012) The concepts provided by the leaders in the
ten institutions were further divided into three categories (mega concepts) namely: Attribute
Concepts ( cl iicg,Heaftrsandclimess Goocepes r(dissase and illness processes
that affect the client), and Professional Nursing Concepts (professionalism). The common
concepts listed from the ten institutions waralysedor similarity and differencefGiddens

et al, 2012) The most common ones were pulled together and subnmdtéide concept
committee for consideratiofkifty-four concepts were included in the curricul@iddens,

Wright & Gray, 2012)

In the development of a concdpised curriculum, each programme requires a competency
based graduate learning outcomes covering the core concepts of the programme. Student
learning outcomes are to be stated for each course or modhlim whe concepbased
curriculum. After the graduate learning outcomes, a course description is formUlaged.
coursedescription is a brief overview of the course within the curriculum. This is followed by
individual course learning outcomes, known asdeht learning outcomes. The individual

course learning outcomes must be consistent with the programme outcomes and be drawn
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from the course descriptiofignatavicius, 2017)The selection of concepts, outcomeasd
exemplars are key to the development of a corAoaped curriculun{Giddens, Wright &
Gray, 2012)

Brady et al. 2008 stated that there were divergent views as to whether to develop the
concepts first before the outcomes and competencies of the programme or vice versa. At the
end of the argument for and against each vidgw,team decided to develop the concepts,
outcomesand competencies simultaneously by two different groups and then combined the
end products lateit is difficult for a group of faculties to reach consensus on concepts to be
included in curricula due tearying individual interestduring the decisiomakingphase An

initial development of a conceptised curriculum igime consuming Having standard
(benchmark) concepts to guide the curriculum development saveGiaodens, Wright &
Gray, 2012)

2.4.3 Stagesof the ConceptBased Curriculum Development Process

In a multtmethod exploratory study involving two septe survgs and a focus group
discussionexploring the experiences of those who have developed and implemented a
conceptbased curriculum in nursin@gportsman and Pleasant (20bt}lined the curriculum

development process to include four main stages and others:

2.4.3.1Making the decision

This phasenvolves theconceptualisatiorof the curriculum change. It includes sampling
faculty opinion and seeking the support from the institutional administration on the
curriculum change, explaining the expected benefits and challenges through the curriculum

change process.

2.4.3.2Developing the curriculum

At this stage, the curriculum committee is formed from faculty with some reward for
volunteering faculty in terms of reducing their workload and other benefits. The selection of
the chairman of the committee is vamportant at this stage. After formation of the team,
either literature review is conducted, or an expert is recruited to develop the concepts,
exemplarsand themes. The stakeholders of the nursing curriculum being developed or
reformed are then educated theconceptbased curriculum development process and their
roles in the implementation and review of the curriculum. The curriculum is then evaluated
for conformity to the national licensing or evaluation systems sucNati®nal Council

Licensure Exammation NCLEX).
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2.4.3.3 Implementing the curriculum
In this phasgthe faculty is retrained on concdmsed teaching and learning. The teaching
and learning process is reviewed regularly to ensure that the strategies remained concept

based. The clinical educati staffs are also 1@riented to the new process.

2.4.3.4Evaluating the curriculum

The curriculum evaluation process is planned. Outcomes of the training such as licensure
results, the rate of student attrition and graduation are used to evaluate the programme.

Other things to consider atiee orientation ofany new staffs that join the faculty on coneept
based education.

2.4.4 12-steps Approach to ConcepBased Curriculum Development
Ignatavicius (2017) developed a twelve steps approaclkcotmeptbased curriculum

development. These include:

2.4.4.1Review and revise the nursing institutional mission and philosophy
Ignatavicius(2017) stated that the philosophy of the programme should flow from the vision
and mission of the university implementing the programme and shouid &@ncordance

with national nursing standards, outcomes and regulations. For example, the programme may
aim at providing quality and safe care to the patients or developing conceptual and critical

thinking nurses for thilational Health Servicand beyond

2.4.4.2Develop the organizing curriculum framework

The curriculum framework could be built on the concepts included in the curriculum or a
selection of some major concepts that lay emphasis on the philosophy of the programme.
Some institutions may choose betwesx and ten concepts which are to be emphasized in the
curriculum as organizing frameworks, fexample:inter-professional education, evidence
based nursing, quality practiqeatientcentredcare, professionalismndscholarship. The use

of organizingframework for a curriculum depends on the state or country within which the
programme is implemented. Some programmes do not include such frameworks because it is

not demanded by the state or coudtgccrediationor regulatory bodies.

2.4.4.3Establish Programme Outcomes/ Endof-Programme Learning Outcomes

Competencies and outcomes are alloyed with concepts in cedvesgd curricula. These
competencies specify what knowledge, skills and attitudes are recommended by the nursing
regulatory bodies and employeiie competencies must be contsgecific. Each courser

modulewithin the programme also has its own student learning objectives. The curriculum
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hasend-of-progranme or Student Learning Objectives (SLO) which are broader. Eaclofunit
the course also cags with its specific learning objectives. The programme outcomes are the
endof-programme learning objectives.

2.4.4.4Determine the plan of study or degree plan

This defines the courses modulesand their sequence from entry to completion. This plan
specifies he number of credits to be &kby the studerstand at what stage is a specific
course ormodulewithin the academic programmeplemented The amount of time to be
senton clinical simulation and clinical placement for learning and role taking musteall b
specified accordingly. Generally, in a conebpsed curriculum, health systems and
leadership coursesr modulesare the last ones to be taught. There is a course that is
specifically reserved for a theoretiggbncept synthesis a nclihicah capstaed course for

the students to apply the concepts they studied.

2.4.4.5Select and Define Nursing Curriculum Concepts

It is difficult to select concepts for a tgal curriculum as many authonsidicated.
Ignatavicius(2017)stated that, in undergraduate progragsircurriculum development teams

are mostly divided between using all the concepts developed by Giddens (2008) or some of it
or add some more. There is no hard and fast rule about the number of concepts to include. The
54 conceptslevelopedy Giddens (208) were divided into three mega concapta me | y: 6t
healthcarerecipient concepts; professional nursing and healthcare concepts; and health and
i 11 ness c dable 2l pdlos.dhemega donteptgrovidethe breadth of the nursg
profession whe@s the macro conceppsovided the depth of the profession amdated the
opportunity for deep learningohnstonZ017) alsoprovided four (4) mega concepts namely:

fheal t h; client attributes:; healthcare sett
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Table 2.1: Conceptsfor Nursing Practice developed by Giddens2008

No.

MEGACONCEPTS
/UNITS

MACRO -CONCEPTS/
THEMES

CONCEPTS

PATIENT
PROFILE
CONCEPTS

Personal preferences

Culture

motivation

Adherence

Attributes and Resources

Development

Functional Ability

Family dynamics

HEALTH
ILLNESS
CONCEPTS

AND

Homeostasis and regulation

Fluid and electrolyte balance

Acid-base balance

Thermoregulation

Cellular regulation

Intracranial regulation

Glucose regulation

Nutrition

Elimination

Protection and movement

Immurity

Inflammation

Infection

Mobility

Tissue Integrity

Sensory perception

Pain

Oxygenation andhaemostasis

clotting

Gas exchange

perfusion

Coping and stress tolerance

Stress

Coping

Emotions

Mood and affect

anxiety

Sexuality and reproduction

sexuality

reproduction

Cognitive function

cognition

psychosis

Maladaptive behaviour

Addiction

Interpersonal violence

PROFESSIONAL

NURSING AND
HEALTH CARE
CONCEPTS

Attributes and roles of nurses

Professionalism

Clinical judgment

Leadership

Ethics

Patient education

Health promotion

Healthcare delivery

Care coordination

Caregiving

Palliation

Care Competencies

Healthcare quality

Evidence

Technology and informatics

Safety

Collaboration

Communication

Healthcare infrastructures

Healthcare organizations

Healthcare economics

Health policy

Healthcare law
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I n the New Mexico Nursing Ecdlog atoncedgrase€ons o
curriculum for the wider state, they used a survey of all programmes implementing eoncept
based curriculum to select the most common and important concepts. Cloasegpt
curriculum leans toward8rimaryHealth Cargfor example, onlyine out of the 31 concepts
included in the health and illness mega concepta@iddens (2008)vere healthproblem

relatel. The concepts can be-labelledto promote the understanding of the students and the
teachers. Concepts are easily understaedébiey are linked with a meganceptgBrady et

al., 2008; Giddens & Morton, 2008; Giddens, Wright Gray, 2012; Giddens, 2013;
Ignatavicius, 2017)

The concepts that are included in the condsted curriculum should be defined.
Ignatavicius (2017) advocates for the use of the conceptual definitions of Giddesg dre

well understood. If not undstood, the faculty should redefine the concepts included in their
curriculum. Definitions are to be simple and short to enable understanding and prevention of
ambiguity (Brady et al., 2008; Giddens & Morton, 2008; Giddens, Wright & Gray, 2012;
Giddens, 2013; Ignatavicius, 2017)

2.4.4.6Sdect exemplars for each concept

Exemplars are the specific aspects of the emnbf the curricular that defines a specific
concept. Selecting these exemplaraldareate conflict amonfaculty due to their inability

to reach consensyBrady et al., 2008; Giddens & Morton, 2008; Giddens, Wright & Gray,
2012; Giddens, 2013; Ignatavicius, 2017)

Survey of national, state and local common health problems and public health issues is
essential for selecting exemplars. For example, the concept of mobility could be taught using
exemplars such as fractures, Par ki(@iddens,0 s d |
Wright & Gray, 2012) Exemplars for the professional nursing and healthcare concepts could
come from the scope of practice and practice standards devdiggbd regulatory body.

Even if the curriculum is developed by the state, the selection of the exemplars must be the

sole responsibility of the faculiygnatavicius, 2017)
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ommunicable
Disease )

Cholera/
Typhoid

Figure 2.1: An example of a graphical representation of a concept and exemplars

In Figure 21 above, the concept communicable disease can bd theongh such exemplars

as Malaria (nsect borne and most common disease in West Africa and other parts of Africa),
HIV/AIDS (a major disease of public health importance in Africa, mainly Southern Africa
and sexually transmitted), Tuberculosis (an airborne communicable disease and

Cholera/Tyfmoid fever (najorfood bornediarrhoeal disease across Affica

2.4.4.7\Write a course description and student learning outcomes
Course learning outcomes specify the knowledge, skiltkattitudes the student should gain
on completing a specific course. Thesecheebe written explicitly to guide assessment and

teaching.

2.4.4.8Determine where (in the programme) each concept will be introduced
The concepts need to be introduced in such a way that students and lecturers find it easy to

integrate with previous conceptsprevious knowledge.

2.4.4.9Develop aconcept presentation for each curricula concept

A concept is organized in a presentation format to enable its an@lghisston2017) The

common elements of a concept presentation document are:

9 Definition,

9 Scope of the concept, especially continuum if there is one

1 Common risk factors of a concept if the individual suffers the dysfunctiosuch
concept,
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1 Any physiological or pychological outcomes as a result of dysfunctional concept
Determination of how the concept is assesaad
Multidisciplinary interventions to promote the concept mranageits dysfunction
(Ignatavicius, 2017; Johnston, 2017)

2.4.4.10 Determine where each exemplar will be placed in the curriculum

There are no hard and fast rules but the exemplars must be placed in a way to allow for
smooth learning of the students. It will be easier to arrange the concepts from-tsimple
complex for easy association with previous concepts and newer ones. Aftdingetke
exemplars, it is important to check if the course load and credits are appropriate for each level
and the programme. The concepts could be moved fourth and back during programme review

to achieve a perfect programme orgation.

2.4.4.11 Developeach couse syllabus and lesson plan/study guide
Lessons plans help lecturers to organize their teaching. This serves as a study guide for
students, indicating the depth of knowledge required and the modes of assessment.

2.4.4.12 Selectappropriate clinical experiences ad activities that are conceptually
focused

The student clinical experience is very important in the application of concepts studied.
Because CBC provides a different approach of teaching, the faculty must arrange for special
clinical learning opportunitiegor students todevelopdeep learning and critical thinking
skills.

2.5 CURRICULUM FRAMEWORK

A formal curriculaconsistof three componentshe curriculum framework, the syllabus, and
textbook and other teaching and learning resouf&sabback 2007) The curriculum
framework is a document that contains standards for a specific curriculum and indicates the
context (natural, human and capital resources available) in which the curriculum developers
develop curriculdStabback 2007) whereas the syllabus comprises the aim, content, outcomes
and other information related to specific courses as prescribed in the curriculum framework.
The arriculum as a framework states the purpose of education and broad learniniyesjec

of the educational programmé&he formulation of the syllabis left for the respective
countriesif the curriculum framework is amternationalframework orfor local authorities if

it is a nationalframework This allows for flexibility and innowvi#on at the lower level of the
curriculum implementatio(Parsons & Beauchamp, 2012)
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The Pennsylvania Department of Edtion 2017 defined curriculum framework to include
Anbig i deas, concepts, competenci es, and €
assessment anchors and, wh e r éntaaigp Plinistryp ofi at e,
Training01l)st at ed that a curri cul umledrning withimwa r k A
system, using an established set of organi
Development (2017) also stated that the curriculum framework outlines the purpose of the
curriculum, the mission statement, the pillars of theiculum, the major competencies,
learning outcomes, subjects (content) policies, the curriculum type, the subjects, teaching and
assessment methods, the resounsesiecand othersssues necessary for the implementation

of the curriculum(KICD, 2017) Bruce, Klopper and Mellish (2011;p166@lefined it as
comprehensive synopsis of pgogrammedeveloped byan institution, stipulating specific
principles. Phaladidigamela (2015)believes the curriculum framework is an outline

curriculum.

A standard curriculum framework addresses eight important areasuoriculum:
the context, the educational policy,
the structure of the educational system,

the structure of the curriculum content,

)l

1

1

1 learning areas and courses,

1 standards of resources required for curriculum implementation,

1 teaching methodologieand

1 assessment and evaluation of studébtabback 2007)

Additional areas of importance to specifimgrammegsould be added as deemed important

by thecurriculumcommitteg(Stabback 2007)

In this study, a curriculum framework is defined as the document that describes the sub
Saharan Africarrontext regarding Advanced Practice Nurssigtes the programme learning
outcomes, developed concemgemplarsinterrelated conceptsand stipulateshe resources

needed to implement the Advandemctice Nursing programme gsab-Saharan Africa

2.6 CONCLUSION

This chapter presents the literature on the APN Curriculum and curriculum development and
conceptbased curriculumdevelopment. Chapter three presents the research methodology

below.
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CHAPTER 3 : RESEARCH METHODOLOGY

3.1INTRODUCTION

There is no unique way of developing a condegged curriculum. Innovative ways have
been used by different institutions to develop such curriculangaattention tarigour. This

study inculcated such innovations to develop and evaluate the Advanced Practice Nursing
(Child Health Nurse Practitioner) curriculum framework $ob-Saharan Africa

This chapter describes tleenceptual frameworkesearctdesignandmethodsand linksthe
research process, conceptual framework and the common elements of curriculum

development models.

3.2 STUDY DESIGN: MULTI -METHOD DESIGN

This study applied a muitnethod desigiiHunter & Brewer, 2015)Various methods were
used to collectanalyseand interpret data. The study started with a scoping reorewhild
healthand APN curriculum developmeimnt SSAfollowed by aDelphi thenthe development

of concepts for the concegissed curriculum framework, the confirmation of the curriculum

and an evaluation of the curriculum framework through a survey.

Multi-method research design diffefrom but shaes some commonalities with mixed
methodresearch(Hunter & Brewer, 2015)The two approachegmulti-method and mixed
method degn) sound similar andreate soméorm of debate among academics in terms of
definition and characteristics within the mixegsearchparadigm(Esteves & Pastor, 2003;
Byrne & Humble, 2007; DixoiWoods et al., 2014; Hunter & Brewer, 2015; Power et al.,
2016)

Mixed-methoddesign & divided into two approaches namely mbradthod research and
mixed-model research. A mixeahethod study involves the collection and analysis of both
qualitative and quantitative data in a single st(@yrne & Humble, 2007; Cameron, 2010;
Dixon-Woods et al., 2014)The data could be collected simultaneously or sequentially, the
defining characteristic is that the data should be combined at one stage or the other in the
study(Esteves & Pastor, 2003; Byrne & Humble, 2007; Cameron, 2009, .Zed0g¢xample,
combiningoperrendedcomments with Likert scale questionnaimea single studyCameron,
2010)
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Mixed-model research, on the otheard, involves much interaction and inclusiveness of
quantitative and qualitative paradigms. The principle is that in mixedel research, the
quantitative and qualitative paradigms should interact at more than oneeshayeat the
stage of formulating search question, or the development of research methods, or at data
collection stage, or at the data analysis stage or at the stage of interpreting EsteNess &
Pastor, 2003; Byrne & Humble, 2007; Cameron, 2009, 2(Ad)examplea researcher may
conduct a descriptive quantitative study in a population and also decide to verify the
information through a qualitative descriptive study, interviewing a few people in the
population(Cameron, 2010) Mixed-method designs are usedhen none of quantitative and
quality paradigms are capable of answering a rekeguestion in themselvg€Small, 2011;
Gunasekare, 2013Mixed-method @signsare eitherdriven by a quantitative paradigm or a
qualitative paradigm, importing the other paradigm to supplement the major paradigm
(Esteves & Pastor, 2003; Byrne & Humble, 200QUAL-gquan indicatesa qualitatively
driven research programme supported by quantitative methods. @uaNNndicates the vice
versa. Many studies also apply QUAjual or QUANquanwhich indicate a qualitatively
driven study supportetty other research approachdsom the sam paradigm(Byrne &
Humble, 2007; DixoANoods et al., 2014)

Multi-method studies are different from mixagethod and mixed model studies in various
ways. A multimethod study is a research design in which two or more research methods are
used in differat projects within the same study. A muttethods study may use qualitative

or quantitative methods or both paradigms in a single research programme. The defining
characteristics are that each method in the rmudtihod study is complete in itself andused

for a specific objective within the muilthethod study(Esteves & Pastor, 2003; Byrne &
Humble, 2007) Multimethod studies are used because they allow for bettepth and
positivist inquiriesinto a sngle research topi(Esteves & Pastor, 2003; Byrne & Humble,
2007; Power et al., 2016)

Hunterand Brewer (2015) n tThedxfordiHandbook of Multimethod and Mixed Methods
Re s e ar ¢ h ndted ghatimixgdomethod studies are reported in literature more than
multimethod studies. They also noted that mixed method studies are generally reported as
mixing of qualitative and quantitative methods whereas multimethod designs refer to mixing
of two or more methods whether qualitative or quantitative. In conclusion, Hunter and Brewer

(2019 ruled that mixeemethod design is a subset of multimethod design
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In this study, the various phases of the research stood alone with one phase providing the
background, tool or data for the next phase, therefore, this study employed a sequential multi
method design. This study was conducted in seven phases as outlifigole 3.1 below.
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Table 3.1: The Research Process

Phase

Research activity

Population and sample

Data Collection

Data Analysis

1.

Scoping review A scoping reviewwas ©nduced
on Advanced Practice Nursingdachild health in
sub-Saharan Africaising the five stages of scopir
research developed by Arksey and O'Malley (90(

Peerreviewed and grey literature
on Advanced Practice Nursing al
child health insub-Saharan Africa.

Author, and date, setting, aim astudy,
study design and important findings
recommendations were extracted/char
from the studies onto a data matrix
outinedbyAr k sey and OO6

Data from the search were thematica
analysed

Delphi: An online Delphi was congtted for a
multidisciplinary group ofexperts toreview and
reach consensus on the results from phase
(Current context; educational policy statement; i
broad learning objectives) of Child Hé&alNurse
Practitionerin sub-Saharan African.

After the consensus on the description of t
context, educational policy statement and bri
learning objectives, the experts were asked
provide topics to be taught under each domain;
modes of teaching and assessment; the structu
the educational systerthe curricula structure; an
resources needed for the programme.

A total of 49 experts vi86 nuses,
7 public health practitioners and
medical practitionerfom SSA

An online (Redcap) 80 Likert Sca
Delphi Questionnaire/ statements with
comment bogs was developed by th
researcher from the results of the scop
review in phase 1.

Two follow-up questionnaires wer
developed to source expert information
thetopics to be taught under each domg
the modes of teaching and assessment
structue of the educational system; t
curricula structure; and resources nee
for the programme

Descriptive statistics (percentages) w
used to calculate the extent of agreem
or disagreement on an issue by the ex

group.

Thematic  content  analysis
conventional content analys{sisieh &
Shannon, 2005) was employed in
analysing the data collected in th
follow-up questions.

Development of the concepts for the curriculum
framework: The curriculum committee develope
conceptsusing Guidelines for Selecting Concep
for A ConceptBased Advanced Practice Nursir
Curriculum by an Expert Grougeveloped by the
researcher.

The concepbased curriculun
committee wasmade up of 7
curriculum development exper|
including the principal researche
The researcher and 2 tee
members developed the itial
concepts for the other 4 membé&os|
review.

Results from the conventional conte

analysis of the surveys.

60



Developing the Curriculum Framework: Results
from the first three phases were synthesized in
conceptbased Advanced Rece Nursing (Child
Health Nurse Practitioner) curriculum framewc
for SSA.

Samples from phase 1, 2 and 3

As in Phase 1,2 and 3

St ab b §60k)6 eght (8) commotl
elements of a curriculuframework and
the 12 steps of conceptised curriculum
developmentby Ignatavicius (2017
guided the development of the dra
conceptbased Advanced Retice
Nursing (Child Health) Curriculun
framework forsub-Saharan Africa

Confirmation of the curriculum framework: The
draft concepbasedChild HealthNurse Practitionel
curriculum framework forsub-Saharan Africavas
given to all Delphi expert group a validate or
confirm.

Experts from the Delphi expel
team were randomly selected

Review report from experts

The reports from the experts we
considered in the wew of the draft
conceptbased Child Health Nurse
Practitionercurriculum Framework.

Evaluation for applicability  (Probability
Survey): Revised framework was then distribut
to 15 educators from different Nursing Educati

Institutions in SSA for evaluation.

Lectures from fifteen university
departments of nursing were
selected from the Eaand Central,
West and Southern Africa.

The survey tool is attached as Annex

).

The evaluation report waanalysedto
finalize the curriculum framework fo
sub-Saharan Africa.

Dissemination: The concepbased Advanced Practice Nursing (ChildalthNurse Practitioner) curriculurframework wasncluded inthe thesis submitted to the University
Witwatersrand irfulfilment for the degree of Doctor of Philosophy in Nursing. Research papers will be published in a peer review journal and dissdiuaed hard copies t

NEI 6s and

nur si n gub-%ahagaehfmida oautilizaton s

acr oss

61



3.3THE CONCEPTUAL FRAME WORK AND CURRICULUM

The study applied the government Afberta curriculum development framewods a
conceptual frameworiParsons & Beauchamp, 201Zhe framework consists of five phases
(Review, Initiate, Plan, Develop and Implement) as seen in FigureThe framework
requires the curriculum development team to consult, collaborate and communicate with
stakeholders and experts throughout the phases of the curriculum development process.
(Parsons & Beauchamp, 2012)hough this framework iadoptedrom a western countryt

only guidedthe process of the curriculum development and not the content of the curriculum
framework. The researcher believes that-Sabara African curriculum must liberate
students, make a difference in the world, respect the student and value their experiences to
inform their learning, involve deeper community dialogue @emntreon praxisaction(Freire

& Ramos, 2009) his was ensurethrough a sustained dialogue with stakeholders from phase

two throughto seven of the study.

* |dentify issues and concerns
*  Assess needs
* Review research and
ba::k,grou nd information
'
Review

* Need Ministerial
authorization

* Communicate program
information and Implement Consult Initiate
implementation

» |dentify changes
and implications
Link proposed

changes to goals,

. . policies and
* Offer teacher orientation Collaborate strategic plans
and support for y,
implementation Communicate

evelop

Plan
+ Develop program uutcomes .
« |dentify resources * Develop project plan
L ]

(who, what, how, costs
and timelines)

Gather feedback and revise
program or resource or
assessment

Figure 3.1: Government of Alberta Curriculum Development Framework 2006(Parsons
& Beauchamp, 2012)
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3.3.1 Review

During the review phase, thaurriculum development teansonsiderss t a k e hwelwsl er s 6
abou the need for the programme, assess the needs of the community that the pragramme
expected toaddress and the needs of the educational institution and staff that will be
implementing the mrgramme. A research review is conducted at this stagxqtore the

needs andind the best wafg) of meeting the specific needs of the community and the
educationalinstitutons. The background information on th@ogrammeto be developed
needds alsogatheredParsons & Beauchamp, 2QXKotze, 2015)

In this study, a scoping review was conductaddvanced Practice Nursing actild health
within thesubSaharan Africa context. Major institutional sites and databases were searched
for relevant and contexgpecific literature on thtopic. Nurses (administrators, educatansl
practitioners), public healtpractitionersand medicapractitionerswere consulted to review

the results of the scoping review for its true representation sithBaharan Africa context.

3.3.2 Initiate

This phase involved the identification of changes (for programmes that are already
implemented), linking changes (outcomes of the review phase) with the goals, policies and
strategic plan of the institution and other stakeholdespecially government, heattre
institutions and the communityfrreire & Ramos, 2009; Parsons & Beauchamp, 2012; Kotze,
2015) This curriculum frameworks new and does not involveeview of curricula to
determine changes butonsideredgovernmentand international policies (such as the
SustainabléDevelopmentoal 3).

3.3.3 Plan

In this phase, the project teadevelops the project plan taking into consideratiénhod
(external and internal clients of the edimatinstitution), &vhab (the issues, concerns and
needs that the programme must addrabeo (the inputs and processes that will facilitate

the meeting of those issues, concerns and neédsyt® (cost effectiveness of the
programme) and timelinesdtv long will it take develop the curriculum and train the students

to respond to the need$yeire & Ramos, 2009; Pree, 2012; Kotze, 2015)

In this study, there were two expert teams. The multidisciplinary team made up of nurses,
public healthpractitionersand medial practitionerswere involved in contextualizing the
needs assessment, definitigg knowledge domains of the Childealth Nurse Practitioner

programme and proposing the topics that need tedret, teaching and assessment methods
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to adoptand resourceseededo successfully implement the programriiée second expert
group (curriculum committee)wvho developed the concepts and exemgdiarshe curriculum
frameworkwas made up of nursing curriculum development exparpaediatricianand a
paediatricnurse. The curriculum framework was also evaluated by seventeen nursing faculty

from fifteen Universities in ten st®aharan African countries.

3.3.4 Develop

At this stage, the programe outcomesare developed. The human, material, and physical
resourceare identified. The curriculums evaluated and adapted fas effectiveness and
efficiency. The resources identifiexte assessed for their effectivenessmeeting the needs
of the programméParsons & Beauchamp, 20Khptze, 2015)

In this study, the concefiased Child HealtiNurse Practitionecurriculum framework for
SSAwas developetby the researcher and an expert curriculum comméteeevaluatethy
17 faculty from 15 universities in 10 si8aharan African couries The resources needed for
the successful implementation of the programme was reviewed bymthgnational
multidisciplinary experts. Seventeen nursingadulty from fifteen nursing education
institutions in SSA evaluatée the curriculum framework foapplicability within the sub

Saharan context.

3.3.5 Implementation

At the implementation stagehe programmeis communcated to allstatutory regulatory
bodies such as Accreditation Boards, Nursing Councileghartments of Higher Education
for accreditation qualification registration, and approvéParsons & Beauchamp, 2012;
Kotze, 2015)The curriculum development process is a comwtirsu process, allowing for
curricula review at any point of the developm@Parsons & Beauchamp, 2012)

The curriculum implementation stage is beyond the scope of this studhebatirriculum
framework will be communicated to the stakeholders of nursing educatioB8SA The
curriculum framework will be communicated in journal papers and conference ptesenta

anddistributed for use by institutions in SSA.

3.4 THE CONCEPTUAL FRAME WORK AND THE RESEARC H PROCESS

The conceptual framework consists of five phasewiew, initiate, plan, develop and
implement (Figure.1). Not all models work exactly the way th@yedict a proces@Rani &
Hemavathy, 2015)There are various nursing curriculumvdlmpment modelg§Smith, 1982;
De Villiers, 2001; Parsons & Beauchamp, 2012; NCCHI&P, 2015; Natural Resources
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Management and Environment Department, 2ah@j could be used to guide curriculum
development. De Villiers2001)stated thaturriculum development process is smooth and
systematic when the curriculum development authapplies a curriculum development
model.

Common to these modelse modelgSmith,1982; De Villiers, 2001; Parsons & Beauchamp,
2012; NCCE & TDP, 2015; Natural Resources Management and Environment Department,
2017)is situational analysis, formulation of the curriculum development team, development
of the curriculum, evaluation and pilot testing of the curriculum, and implementation of the

curriculum.

3.4.1.1Situational/needs assessment

Needs assessment/olves the determination of the needs of the society, students, lecturers,
educational institution and the country or state in whichctiveculum is to be implemented
(Smith, 1982; De Villiers, 2001; Parsons & Beauunpa2012; NCCE & TDP, 2015; Natural
Resources Management and Environment Department,.2017)

Needs assessmeist indicated in the phases 1 (review) and 2 (initiate) of the conceptual
model (Figure3.1) applied in this study and in phases 1(scoping revaewd) 2 (Delphi) of the

research process (Table 2.1).

3.4.1.2Formation of the curriculum committee

A curriculum development team or curriculum committee is fortoedkevelop the curriculum

after the needs assessment. This element could also be the first iemanthis formed to do

the situational analysiSmith, 1982; De Villiers, 2001; Pars® & Beauchamp, 2012; NCCE

& TDP, 2015; Natural Resources Management and Environment Department, R0a&l)

cases, it could be said that the curriculum development process is continuous and has no
specific point of initiation(De Villiers, 2001)

Formation of the curriculum committess represented by phase 3 (plan) in the conceptual
model applied in this study and in phasel8velopmenaind analysi®f the concepts for the
curriculum framework and partly in phase 4(development of the curriculum framiewafr

this study.

3.4.1.3Development of thecurriculum

Development of the curriculuns the third common element of curriculum development
models and involves the phase where the objectives of the programme and the philosophy of
the institution guides the arti@tlon of the programme content, teaching/learning methods,

assessment/evaluation methods and prescription of resources needed for the programme
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(Smith, 1982; De Villiers, 2001; Parsons & Beauchamp, 2012; NCCE & TDP, 2015; Natural
Resources Management and Environment Department, .20Rig) wasreflected in phase 4

(develop) of the congrual framework and in phases 3 (development of the Concepts for the
curriculum framework) and 4(Developing the Curriculum Development Framework) of this

study.

3.4.1.4Evaluation and revision of the draft curriculum

The fourth common element from the curriculuevelopment models was the evaluation of
the curriculum developed by the expert te&@waluation and revision of the draft curriculum

is to determine the appropriateness of the curriculum for the purpose for which it is
developed.lt could also be done thugh pilot testing(Smith, 1982; De Villiers, 2001;
Parsons & Beauchamp, 2012; NC@ETDP, 2015; Natural Resources Management and
Environment Department, 2017)his element wasmbodiedn the phase 4 (develop) of the
conceptual framework and covered by plsdsdéconfirmation of the curriculum framework)

and 6 (evaluation of the currikcum framework) of this study.

3.4.1.5Implementation

Lastly, implementation is one of the common elemerfitsurriculum development models.
Implementation phase involvesiplementingthe developedcurriculum. The process may
involve reorientation of the facultgn the new methods included in the curriculum for
effective implementationimplementationphase is covered by phase 5 (implementation) of
the conceptual framewor{Smith, 1982; De Villiers, 2001; Parsons & Beauchamp, 2012;
NCCE & TDP, 2015; Natural Resources Management and Environment Department, 2017)
This study does not include ti@plementation of the curriculum as it seeks to develop the
curriculum framework to guide the development of curricul88A Phase 7 (dissemination

of the curriculum framework) of this study is captured in the phase 5(implement) of the
conceptual framewrk. The curriculum developmeritameworkthat guided this studis a
continuous process that involves regular curriculum reviewsindicated (Parsons &
Beauchamp, 2012)

3.5 SCOPING REVIEW METHOD

Scoping reviews are conducted to quickly map the concepts defining a research area and to
determine how much evidence is available in saalesearch are¢ Ar k sky & 006 Me
2005) It is a the process in Wit a research area is contextualized for understanding, finding

out what is known about the research area and what is not known so as to desedoph
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policy in the area(Anderson et al., 20085coping reviews are either stand alone or pre
systematic reviews that aim in exploring the breadth and deptba(th of a research area

using both grey and peer reviewed literatgrdr k sky & OO6Mall ey, 200
2009; Armstrong et al.,, 2011; Wach, Ward & Jacimovic, 20D&vis, Drey and Gould

(2009 stated that itis a way of g/nthesizing a broad range pker reviewedand grey
literature toclearly definea research area.

The review method focuses on complex and broad topic areas that lack comprehensive
reviews. The concept of Advanced Practice Nursing is an emerging ased-8aharan

Africa, hence, the choice of scoping revieather thanother methods such as integrative
literature review and systematic revigwAr k sky & OO0 Mal |l ey, 2005;
Sun & Larson, 2015)

Scoping reviews use explicit systematic processes in defining the area under study, searching
for the studies within the area aadalysng the findingsthematically(Levac, Colquhoun &
O6Brien, 2010; Armstrong e.tTo adreater extefit1sGéopingCo | «
reviews focus lessmspecific clinical problems. Rather the review method looks at the
general concept or area under study. Scoping reviews also do not necessarily conduct critical
appraisal of research papers retrieped r k s k' y & O a Ma levelefysynthesie &nd )
interpretation also varies with respecttte purpose of the scoping review. The scoping
review searches for all research conducted within the specific field, not considering their
research desigh Ar k sky & Oa&aMall ey, 2005)

All scoping reviews examine the breadth of literature in an area but the depth of the scoping
review depensl on he purpose for which it isonducted. Scoping reviews are conducted for
four major reasons Ar k sky & OO0 Mall ey, 2 0 0én, 2010)@hesec , C«
include:

1 Determining the range of publication or available literature within a broader field of study.

1 Ascertaining the importance and feasibility of conducting a more focused systematic
review.

1 Collating and distributing research findswgn an area of study to various groups and
institutions thatdo not have access to these research papers by virtue of time, money or
other resource limitations.

1 Lastly, identifying a niche ianarea forstudy.
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In this study, the scoping review was contglcto establish thecurrentstate of Advanced

Practice Nursing and child health in sBaharan Africa.

3.5.1 The Scoping Review Process

The scoping review, like other forms of systematically structured literature review methods,
defines a research problem addvelops a research questions, searches for literature to
answer theesearch/reviewguestion, analyses the data and reports the findihdsky &
OoMal l ey, 2005; Levac, Col quhoun & OO0Bri en,
Jacimovic, 2013)This study will apply the scoping review framework developediixgey

& 006 Mal | eThe fiarBev@Ibcpmprises six stageentifying the research question;
identifying the relevant studies; study selection, charting data, collating, summarizing, and
reporting results; and consultation (optional).

3.5.1.1Phase 1: Idenifying the research question

Arksey and Gtatddtadt theergsealc2qigstor) must be as broad as possible to
enable the scoping review to summarise the breadth of literature in the area being studied.
Broader research questions may, however, make it difficult for the selection and inclusion of
studies into the scoping revievcevac et al. (2010) suggested that the research questions
shouldbe made broad but clarifying concepts and variables (such as population) that the
research question embodied. Considering the purpose of the review whilengidfiei
research question guides the scope of the review and clarifies the focus of the scoping review.
The rationale for conducting this scoping review was to explore the state of Advance Practice
Nursing ancchild health inSSAin order to describe theontext, educational policy statement

and broad learning objectives of the proposed Child Health Nurse Practitioner curriculum

framework forsub-Saharan Africdrom peer reviewed and gy literature.

3.5.1.2Phase 2: Idenifying relevant studies

The breadth of scapg review made it uniquamong other review methodBhe vast sources

of literaturethat can be includeth scoping reviews gives the methodology its strength over
systematic and integrative literature review methopdsr k sky & OO6 Mal | ey, 2
et al., 2011; Colquhoun et al., 201&%earch ca be conducted from various sources using
different methods e.gcomputerised database search, hand search of important institutional
sites and documents, ancestry sealfititary citation index search, search of conference
publications, government archives seaaolnetworking with authors in the fiel@Christmals

& Gross, 2017)The search processed in this study is describedGhapter 4.
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3.5.1.3Phase 3: Studyselection

This stagedeak with the articles to be included in the review and which ones to be excluded.
For scoping reviews, inclusion criteria are developed -post as the researcher gets
increasingly familiar with the studies identified in the search process so as to develop a
relevant criterion to avoicejecting many articlef Ar ks ky & O a Ma indlusion, 20
and exclusion criteria in this study were describe@Ghapter 4.

3.5.1.4Phase 4: Chartingdata

Charting of data makesath analysis easy. Data could be charted on dataxnor Microsoft

excel spreasheets for easy visualization and comparison.

Data from the studies included in this review were charted on a data matrix comprising a
section on Advanced Practice Nursingdaanother on child health i8SA (Arksky &

06 Ma |l | e ylnfornatibi® éharted werehe author, year of publication, study location,
purpose of study, research design, and major findings/recommendation regarding Advanced
Practice Nursing and child health&SA

3.5.1.5Phase 5: Collating,summarizing and reporting results

Ar ksey and Osidied thdt eofating, Bubntharizing and reporting results involved
synthesizing the information charted from tleticles included in thereview into a
meaningful outcome, making sure that the resarésrepresentative of the studies included in

the studf Ar k sky & OO6 Mall ey, 2005; Levac, Col qu'l
2011; Colgqguhoun et al.ThepupOst df data@yaBisto lave are t a |
exhaustive and an unbiased interpretation of included aracldsynthesizing the findings.

This involved ordering, coding, categorizing and summarizing of information gathered from
primary research articles into an amalgamated coioclug@bout the research topic
(Whittemore & Knafl, 2005)

In this study, thematic content analysis process developddilby, Huberman and Saldafa
(1994 as described byhittemore and Knafl (2005vas used to analyse the dalde
thematic data analysis employed in this study consistve stages namely data reduction,
data display, data comparison, drawing conclusions and verificBddas, Huberman &
Saldafa, 1994; Whittemore & Knafl, 2009hese stages are described below.
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3.5.151 Data reduction

Whittemore and Knafl (20058tated that data can be reduced into various subgroups in a
logical manner, based on identified charactesssuch as: type of design (descriptive,
correlational, experimental), chronology, setting (rural, urban, developed, developing,
underdeveloped or third world countries), sample characteristics (gender, sex, age, race), or
on predetermined conceptual sddication of participants (experience, attitude, and
behaviour).

This review separated the studies into the s&otions, thats, Advanced Practice Nursing
andchild health. The classified dateere extractednd coded into a manageable framewiork

a data matrix. This made it easy for comparing articles with each other based on the giving
characteristics contribution to context, educational policy statement and broad learning

objectives.

3.5.1.5.2 Data display

Data in this reviewvere displayean a matrix foreasy visualization of patterns, similarities,
and themes. The matrix was divided into two sectidxdvanced Practice Nursing sub-
Saharan Africand child health issues sab-Saharan AfricdAnnexure A.

3.5.1.53 Data comparison

This involved examiningthe dispayed data in order to determine themes, patterns, and
relationships. Concept mapping was usedhtdude identified codespatterns or themes in

data comparison stage. Essential to data comparison and determination of patterns and themes
is data displaygreativity and critical analysis of daf@/hittemore & Knafl, 2005)

Concept mapping was used in this study. The major findings/recommendationghio

studies regarding Advanced Practice Nursing @mnldl health were colour coded. The coding
process is explained i@hapter4. The codes were categorised into -Hubmes and then

themes.

3.5.1.54 Drawing conclusions and verification

Data analysis was completdsy drawing conclusions and verification of findings. This
involved drawing of abstracgrouping of small sets of information that encompassed
subgroups or categori€8Vhittemore & Knafl, 2005) It was a critical stage of the review
process because it enabled the reviewer to answer the research question and fulfil the purpose
for the review(Miles, Huberman & Saldaina, 1994; Whittemore & Knafl, 20@onclusions

drawn from the data set were continuously compared with the primary source of information

to ensure inclusiveness and accuracy of interpretafidiles, Huberman & Saldafia, 1994;
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Whittemore & Knafl, 2005)In cases where evidence t@dlicted and the reviewers were not
certain on which direction to take, a vote was cast, considering the frequency of the
conflicting findings (Cooper 1988 cited in Whittemore & Knafl 2005Possible
recommendations were made for further research to clarify conclusions when evidence
conflicted. All conclusions fromsubthemeswere then synthesized into an integrated
sumnation to meet the objectives of the studyhittemore & Knafl, 2005) In this study,
subthemes derived were compared with the data displayed omadlrex based on the key
statements from the primary studi€atterns identified were clustered into themes for critical
data comparison. The themes and-thdmes were discussed and the conclusion drawn
(Sparbel & Anderson, 2000)

The findings from this study were synthesized into three main themesthburgjicatorsfor
Child Health Nurse Practitionén SSA, challenges and oppantities,and APN curriculum
framework development for SSAReporting the findings make it available for the research,
clinical and academic community to use.eTimdings from thescopingreview were used to

develop an 80 Likert scale Delphi questionnéareexpert review

3.5.1.6Phase 6: Consultation (optional)
The findings from the scopingeview was subjectetb peer review bya multinational

multidisciplinary expert s in a Delphi survey.

3.6 THE DELPHI METHOD

The Delphi technique is a research method in whighees review documents in series in
other to reach consensus on what best fits a particular situation or progr@sme
Sandford, 2007; Myezwa, 2009; Meshkat et al., 20Thg Delphitechniquecould take one

to five or more stages depding on how quick the expert committee reaches consensus
(Deane MO Dekker K, Davies P, Clarke CE, 2003; Raine, 2006; Hsu & Sandford, 2007,
Meshkat et al., 2014)he Delphi in this study was conducté@dfour phases as described in
Chapters.

Various studie§Deane MO Dekker K, Davies P, Clarke CE, 2003; Raine, 2006; Hsu &
Sandford, 2007; Myezwa, 2009; Meshkat et al., 20égdrted between 60%0% agreement
or disagreement by the expertscamsensus.In the phase one of this study, 80% agreement

or disagreement was set as consensus on an item within the questionnaire. Due to-the open
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ended nature of the items in the subsequent phases, a combination of descriptive statistics and

gualitative content analysis were used to analysedata as presented @hapter 5.

3.6.1 Obijective

TheDelphi survey was conducted to contextualize the findings of the scoping review and also
to collect information from the multidisciplinary team on the structofe¢he educational
system content, teaching and learning methods, and resources needed to implement the Child

Health Nurse Practitioner programmeS8A

3.6.2 Sampling

The sampling frame wannur ses with a masterds degree a
issues iINSSA; public healthpractitionerswi t h a mast er 6s degree an
health issues iI8SA; and medicapractitionerswith 3-y e ar sd pr acti ce expe
(district hospita) healtitare settingsand an understanding of child health s insub-

Saharan Africa

3.6.3 The Tool

In this study, the Delphi questionnaire was developed from the results of the scoping review,
pretested by five Master of Science students and reviewetivychild health nursing
educationexpertsfor face and contentalidity. The questionnaire consisted of 80 Likert scale
guestions and 3 comment items. The questionnaire was divided into three sections: current
context, educational policy statememdbroad learning objectivg®\nnexure B. This study
adopted a fivaetem Likert scale cum ratingstrongly disagree (1); Disagree (2); Neutral (3);
Agree (4) and Strongly agree (5). Data were analysed using descriptive statistics

(percentages)

3.6.4 DataAnalysis

Data from phasenewere analysed using simple descriptiveistias (Raine, 2006; Hsu &
Sandford, 2007)Due to theoperended nature of the items in the subsequent phases, a
combination of descriptive statics and quality content analys(sonventional content

analysi3 methods were used to analyse data as presen@apter 5.

In conventional content analysis, the codes and themes are derived from the content of the
text data(Hsieh & Shannon, 2005)herefore, the processll@eres to naturalistic enquiry

paradigm which seeks to analyse data inductiyefyakol & Zeinaloo, 2004)
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In phasethreeof the Delphj the topics provided by the expessgre examined, categorised

and then coded. The codes were derived from the content of the text (topics) provided and
therefore convential content analytic in nature. The researcher applied the content analysis
process for observational text data@Gnaneheim and Lundman (2004huscondensinghe

topics (meaning units into condensed meaning un{subthemes) then interpreted the
undefying meaningby definition) of the condensed meaning unit antbrmulated and
grouped suthemes into themg§raneheim & Lundman, 2004)

Before subsequent phases, tbgearcher furnished the experts with the results of théopiev
phasesThe results of the Delphi were presented to the curriculunmstiee through emalil
by the researchdor the development of the concepts for tHald€Health NursePractitioner

curriculum framework foS6SAas described below.

3.7 DEVELOPMENT OF CONCEPTS FOR THE CHNP CURRICULUM
FRAMEWOR K

Instructionsfor selecting conceptfor aconceptbasedCHNP curriculum framework vere
developed by the researcher to guide the curriculum committee (AnnExufiéhis is a
twelvepage document comprising the overview of the curricutimcture the knowledge
domains from the scoping rew, the resultsof the Delphi, the stages of developing
conceptbased curriculum and graphical guide for selecting concepts and exemplars for an
CHNP curriculum synthesized from Ignatavici@(@017) 12steps of developing a concept

based curriculum.

The curriculum committee divided into two groups tifree andfive facilitate the
development proces3he group of three developed the initial concepts which wetiseck
by the other fiveas detailed ifChapter6.

3.8 THE DEVELOPMENT OF THE (CHNP) CURRICULU M FRAMEWORK

According Stabback (2007)a curriculum framework consist of eight common elements.
These elements are:

1 The introduction(current context)

1 The educational policy statement

1 Broad learning objectivesnd outcomes
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Structure of the educational system
Structure of the curriculum content
Standards of resources required for implementation

Teaching methodand

= =2 4 A A

Assessment and reporting methods.

According to theOntario Ministry of Training 2011), there are six principles that guide the

development of aurriculum framework. These include the following

3.8.1 Addressing the needs of the student

The curriculum should create the opportunitgtal development of the student anthke
learning meaningful by linking to real life phenomem Student needs changegularly and

the curriculum must take such changes into consideration.

In this study, the scoping review and the Delphi were aimed at contextualizing the study,
considering all the factors that were necessary for the introduction of this programme in the

SSAincluding the needs of the students.

3.8.2 Making learning objectives explicit

There are practitioners whasst students in the workplace, therefdres important to make

the learning needs of the students very clear to the practitioner so theyawily ehat the
student is supposed tedrn and do within the hospital environment

In this study, the learning objectives were described as programme learning objectives and

were further simplified irmodule outcomesonceps and exemplars

3.8.3 Culturally sensitive

Students and practitioners enter the programme with diverse cultural beliefs and worldviews.
The curriculum framework must take into account the cultural values in order to make
learning culturally enjoyable to the student$e study ensured thathe multidisciplinary
expertsincluded in the Delphivere multinational, covering different cultures within ®8A
Notwithstanding, culture is diverse i8SA the researcher ould recommendthat the
individual institutions and countries that will utéizthe findings of this studgonsider the

cultural sensitivity of the framework

3.8.4 Public accountability
The curriculum framework must be developed in such a way that all the stakeholders and the

public understand the responsibilities of the institution aeddcators so as to hold them
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accountable. The concepased curriculum is explicit and the concepts are published for
public review and inputdn this study seventeen facultieBom 15 universities acrosen
SSA countrieevaluate the framework for aggability within SSA All curricula developed
using this framework wilgo throughthe process gbrogramme accreditatidoy recognised

national accreditation bodiegich ensures public accountabilitya specific country.

3.8.5 The framework must be built on strong theoretical foundations and adult
learning principles

The curriculum must be based on the principles of adult learning theories as deemed
important in promoting student learniimy higher educationThis curriculum framework is
conceptbased and deloped from literature review, expert Delphi and curriculum committee
followed by a multinational nursing faculty evaluation. All of these stages were ewidence
based. The conceptised nature of the curriculum framework atpgaranteests adult

learningnature

3.8.6 Clarity to all stakeholders

Language can be used to exclude stakeholders regarding relevant aspects of a learning
programme. It is important, therefore, to use simple and clear language that is devoid of
ambiguitiesto explicitly communicate the ecticulum framework.

This framework is written in English which is the most common language spoken across
SSA All other national languages such as French, Portugaese Spanishwere not
accounted for in this study. This is one of the weaknesses ofams\rork. It however does

not excludenonEnglish speakingSA countriess the framework will bavailablepublidy

for translation and use under creative commons open access license.

3.9 CONFIRMATION OF THE CURRICULUM FRAMEWORK

All members of the expertaup (vho took part in the last phase of the Delphi) were asiked
review the curriculum framework and confirm or otherwise if it represented the expert advice
and information provided in the study.

This was done through an online survey. The participahts were selected were notified
about were given a copy of the draft curriculum framework to reviewy Wexe asked to
review the framework and state any deviations of the framework from the results of the
Delphi they were part of.The results of this pls@ were analysed using thematic content

analysis There was naevision madeas all the experts state(bn a Yes or No itemed
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questionnairejhat the CHNP curriculum framework represém results of the information

they provide.

3.10 EVALUATION OF THE CURRICU LUM FRAMEWORK

A survey was conducted to evaluate the draft curriculum framework for applicabi$i$A

Survey research methods are traditionally quantitative or positivist in nature, and thus aims at
describing a specific phenomenon in a populatiorough the analysis of relationship
between variablefGlasow, 2005; European AssociatidnMethodology, 2008)Information
gathered from a representative portion (sample) of the population of interest is used in
describing the population in survey reseaf@SRIC, 1998; Glasow, 2005; European
Association of Methodology, 2008teuman, 2014; Holman, 2017)

3.10.1 Sample

In phasesix, (Table 3.1) othis study,nursingfaculty from all universities acro&SAformed

the sampling frameFaculty from 15 universities acrossib-Saharan Africa were to be
selected through simple random gdimg for the evaluation of the curriculum framework.

The random sampling was not feasible at the time of evaluation as many university websites
did not have information on their departments of nursing. Some had pages for the department
of nursing but lackd information on the nursing faculty on their websites. The researcher
then used available information on the universities that had enough information on their
departments and schools of nursing. The nursing faculty that presented research at the 5th
Quarennial General Meeting and 11th Scientific ConferdBt@SACON, 2014pand the7th

Child Health Priorities Conferencen CapeTown 2016werealsoscreenedndincludedfor

this phase.The participantswere includedif theywerefaculty of a departmenor schoolof
nursingin sub-SahararAfrica andhadresearclor practiceexperiencen child health,Primary
HealthCareor nursingeducationThesespecialtiesverechoserasaresultof thefocusof this
curriculum framework. Some of the faculty who were contactedto participate also
recommendeather faculty from other universitieswho were also contactedto participate.

Thusthe samplingmethodappliedis purposefliconveniensampling.

3.10.2 Data collection

Surveys are classified based on the method of data collection. Duke University Law Library
classified surveys into four typetelephone, facéo-face interviews, focus group and online
surveys(Holman, 2017) Online survey platform (Redcap) amdas used in tle evaluation

survey. The patrticipants were known and selected based on specific expertise therefore there
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was no issue of biasness in age nor issues of randomization. This method was used because of
the multinational location of the expert groapd the convenience of the method to the
researcher and the respondeiitse curriculum framework was sent to the faculty to review
for its applicability withinsub-Saharan Africa countries through an online (Redcap) survey

system.

3.10.3 Data analysis

The evalation questionnaire hasne Likert scale question, one yes or no question and three
follow-up comment section@Annexure 1) Responses from thiekert scalequestion which

ranked the curriculum framework froaxcellent, very good, good, poor, badvery bad and

t he 0y equestior wene analysaasing percentagedhere comments clarifying the
choices in the Likert Scale and the O6yes o
The reports from the experts were reviewed and their recommendattusated into the

framework described i€@hapter7.

3.11 RIGOUR OF THE STUDY

The multimethod study employed qualitative and quantitative methods. Steps were followed
to ensure rigour throughout the conceptual, empirical and interpretive phases of the study.
Validity and reliability was ensured for the quantitative methods, trustworthiness for
qualitative methods ancethical principles regarding institutional policy and human

participants were adhered to.

3.11.1 Validity and Reliability

The Likert scale Delphi queginnaire wagleveloped by the researcher and reviewedtinmy
experts for face and content valid{ifohnson, 2013)The bol was also pretesteinongfive
Master of Science in nursingiudentsfor applicability. The result of the first stage of the
Delphi produced a reliability coefficient of @849 upon aCronbach alpha test. Cronbach
alpha test results range from 0.00 to 0.10 coefficient of reliability (consistencpefAcient

of 0.70 and above signifigaternal consistency and reliability of an instruménavakol &
Dennick, 2011) A very low coefficient of reliability means poor correlation of test items
whereas very high (above 0.95) indicates redundant items within the instrufient.
acceptable range of coefficient of reliability is 0.70 to Q’B&vakol & Dennick, 2011) This

indicates that the Delphi Questionnaire is internally consistent or reliable.
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3.11.2 Trustworthiness

Trustworthiness I's to qualitative researcl

research. According thincoln and Guba (1985})rustworthiness is ensag data quality or
rigour in qualitative research. There are four criteria for developing trustimess of a
qualitative studycredibility, dependability, confirmability and transferability (Polit & Beck,
2008). Trustworthiness refers to the employmehprocedures to ensure the accuracy of
findings (Brink, Walt & Rensburg, 2013)

3.11.2.1 Credibility

Credibility deals with the congruity of findings to real{tyincoln & Guba, 1985)Data was
ascertained from two main sources: scoping rewethe literatureand Delphi. The results of

the scoping review were reviewed by the experts in the Delphi to ensure the information wa
credible. The experts included in the study were from different disciphitesexpertiseand
various countries isub-Saharan Africao as to make the result representative ofégen

The researchenas anunderstanding of nursing education witlsib-Saharan Africaas his
mastergesearch was ofiBest Clinical Nursing Education Practicessnb-Saharan Africa.

The curriculum framework was confirmed by the experts in the Delphi and was evaluated by
seventeen facultigsom 15 universitiesrom tensub-Saharan Africa countriedo ensure that
theframeworkcorrespond to the data gathered from the Delphi phase and is apphcaliie

Saharan Africa

3.11.2.2 Transferability

Transferabilityis the applicabilityof the findingsto different groups of subjec{people) and

in other settinggLincoln & Guba, 1985) The researcher ensured the transferability of the
findings in SubSaharan Africaby recruiting experts from East and Central, West and
Southern Africa regions in the Delplaind evaluation phases of tls¢udy. The studies
included in the scoping review weatso from SSA.

3.11.2.3 Dependability

Dependability is to ensure emergence of similar research findings if the methodologies,
techniqgues and participants are replicated elsewhere (Brink et al. 201®).researatr
adhered to the details of the research propwahkept audit trial of all the processes involved

in the study Any deviations and remediation during the studgere documented
appropriately in the thesisor example, there was change in the methodology as presented in

section 9.3 paragraph one.
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3.11.2.4 Confir mability

Confirmability ensured the researcher does not inculcate his or her personal biases into the
findings of the study (Brink et al., 2013). Personal biases were held constant and minimal
during data collection, analysisterpretationand distribubn. The findings from the scoping
review were reviewed for consensus by the experts in the Delphi survey to minimize
researchebias. A detailed research plan was adhered to devoid of inclusion of personal
biases. Audit trails were kept for the data @ctiion, analysis, and interpretation phases of the
research to ensure traceability of the research path without any difficulty to detecfTiasvs.

was done through the filing of all the processes and the results of the data collection, analysis

and intepretation.

3.11.3 Ethical Considerations

The research proposaleveloped by the researchemrs presented to the Department of
Nursing Education, School of Therapeutic Sciences, Faculty of Health Sciences, and
University of Witwatersrand fopeerreview. The propsal was revised to inculcate inputs
made by the faculty of the Department of Nursing Education. The protocol was then
submitted to the Postgraduate Research Committee of the Faculty of Health Sciences,
University of Witwatersrand for review and approvdhe study was presented to the
committee and inputs were made by the committee. The protocol was reviewed according to
the inputs made by the Faculty of Health Sciences Research Committee. The protocol was

resubmitted to the committee for final review amaks approve@Annexures L and M)

Ethical review and approval was sought and acquired fronfdcelty of Health Sciences
Human Research Ethics Commiti@¢¢REC) of the University of WitwatersrandM160632

to conduct the studfAnnexures N and O)

Thefollowing ethical principlesoutline in theNuremburgcode of 194{Guraya, London &
Guraya, 2014yvere adhered to in order to protect human digrity avoid causing harm to
the participants in the study.

3.11.3.1 Informed consent

Informed consent was sought from all human participants recruited ®rstady. The
information letter (Annexure P)attached to the consent forfAnnexure Q) for the
participants included t he indomventencesand effecis nfat i o
the resear cho6 agGurayahLendgn & Guraya, ROfp4hhe pasticipants were

given the oppotnity to read and sign the consent form if they are agreed to take part in the
79



study. They were made aware thae participation was voluntary antthey have the
opportunity to withdraw their participation from the study if they felt the study infringes up
their human right or unnecessarily exerts physical or psychological stress ofGbheama,
London & Guraya, 2014)

3.11.3.2 Privacy

Privacy is the right of the participant to determine how much personal information they are
willing to give in a studyGuraya, London & Guraya, 2014)his study did noseekbeyond

par t i cnanpeaemailsadqualification. The information sheet given to the participants
indicated that the participants have the prerogatfv&aring such informatiorequiredwith

the researcher.

3.11.3.3 Confidentiality

Confidentiality refers to nodisclosure of participant inforation or responses except to an
authorisedpersonor persons with the permission of the participai@siraya, London &
Guraya, 2014)The participants were informed that the information they provided in the study
will not be disclosed to any third party. The researcher used tmdegresent # participants

to maintain their confidentiality. The data was analysed by the researcher with supervision
from the supervisor who is an authorised person with regards to this Shelglata collected

will remain confidential and used for the purpose tfdg only in accordance with the

University of Witwatersrand privacy policy.

3.11.34 Respect and responsibility

The ter m 06 roemmiptaireng dignity and privagy of the participants. As described
above, the participants were informed that their digaity privacy will be maintained
throughout the study. The researcher used codes to refer to the ttirentghoutthe study

and reporting of the finding&Responsibility comprises éWoluntary participation, avoidance

of deceptionrewardsand incentives(Guraya, London & Guraya, 2014)he participation

was voluntary, the participants were informed that the results of this study is aimed at
improving healthcare and healthcare education wihirSaharan Africavhere they live.

3.12 RESEARCHERS ONTOLOGI CAL/EPISTEMOLOGICAL STANCE

The researcher belies that knowledge exists outside the self and must be explored by the
learner through the five sens@ristea, 2015)The researcher believes that students need to

continually construct new knowledge through their experiences and learning encounters
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Cristea, 2015)Researcher believes that tertiatydents are internalyotivated and enrol
into nursing programmes with a wealth of knowledge and experiences which the teacher can
draw on to deliver the programiiNoor, Harun & Aris, 2012) Conceptual learning is
therefore an excellent way of stimulating learners to construct knowledge and apply

knowledge.

3.13 CONCLUSION

This chapter presents the research design @mathod study) and athe research methods
that were applied in this study: the scoping review methodology, Delphi techniques, concept
development, curriculum framework development and evaluation. The next chapter looked at

the details of the scoping literature review.
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CHAPTER 4 : THE SCOPING REVIEW

4.1 AIM

The aim of tle scoping review was to describe the state of Advanced Practice Nursing and
child health in SSAto serve as the foundation for the development of a respoGsiie

Health Nurse Practition@urriculum framework for the regio

The concept of Advanced Practice Nursing is an emerging ase@-baharan Africa, hence,
the choice of scoping review among other methods such as integrative literature review and

systematic review Ar k sky & O6Mall ey, 2005; Armstrong

4.2REVIEW QUESTION
The review question cons.i tdeestate d@f Advancetl Rracice st u
Nursing and child health with regards to the development and implementation of Child Health

Nurse Practitioner programmesab-Sa har an Afri ca?a

4.3 SEARCH AND INCLUSION

Five databases (EBSCO Host, Google Scholar, ProQuest, deubMl Sciencdirect) were
searched using two combinations of the keyword(Advanced Practice Nursing/ Specialist
Nursing, and Africa)and Child Health and Africa Relevant institutional websites (ICN,
WACN, ECSACON) and two conference abstract betsk (L1th Scientific Conference,
Harare, Zimbabwe an8uilding Children's Nursing for Africa Conferendgape Town South
Africa 2017 were hand searched to retrieve as much literature availablédweanced
Practice Nursing and chilcehlth inSSA

In this study, basic and generaktlusion criteria were set at the beginning of the study.
Additional criteria were made when the reviewers sai@ lbenecessary. The criteria were
set for the two separate searches individually despite some criteria being uniform.
For Advanced Practicesing insub-Saharan Africathe basic inclusion criteria included:

1 Studies published between the January 2007 and March 2017

1 The studies must be published in English

1 The setting of the study (especially data collection) mustb&aharan Africa

1

The sudy must be on Advanced Practice Nursing or specialist nursing
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1 The stuly could be peer reviewed or grigerature

For the search on child health sub-Saharan Africathe following inclusion criteria were
applied:

1 Studies published between the Janua§72@nd March 2017 ive years is preferable
for EvidencebasedPracticeb ut arti cl es were searched over
meagrenursing research produced in Afrigdun & Larson, 2015; Kpodo, Thurling &
Armstrong, 2016)The researcher needs enough studiesriveat avalid conclusion.

1 The studies must be published in English

1 The setting of the study (especially data collection) mustib&aharan Africa

1 The studymust be on child healitpaediatri¢ nursing

1 The study could be peegviewed or gre literature

1 All multinational studies included should have at least emeSaharan African

country as a setting

Three important studigSietio, 2000; SANC & South African Nursing Council, 2005; Khalil,
2006)were included despite not meeting one inclusion criterion (year of publizafi@mtiso
(2000) described the chatiges and opportunities of the Family NurseacBtioner
programme in Botswan&outhAfrican Nursing Council (2005) prescribed the competencies
of the paethtric nurse specialist in South Africa while Khali (2006) dixmd the role of the
nurse practitioners in reducing girl childusle in ghana, Uganda and South Affideere were

no additional inclusion criteria added during the search and the inclusion process.
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PRISMA DIAGRAM E: SEARCH EVALUA TION AND INCLUSISON

Recordsrom EBSCOhost, ProQuest, PubMed,

Studies identified through hand 3

Science Direct, Scopus, Wileyline Library and
ancestry searches

Google Scholar (n :62)
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Articles retrieved througll | Full-text articles assessg with reasons
2 expert recommendation for eligibility (n =13)
5 =3 i n =89) "Ibi i
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o study.
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Figure 4.1 The searchand Inclusion Process

4.4CHARTING DATA

The data was extracted onto a data matrix as iAtmexure A Information charted from the
studies included include: author and date, setting, title, purpose, research design and the

important findings dthe study regarding Advanced Practice Nursing and child health in SSA.
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4.5 COLLATING, SUMMARIZING AND REPORTING RESULTS

The thematic data analysis employed in this study consisted of five stages namely data
reduction, data display, data comparison, drawaagclusions and verificatiorfMiles,
Huberman & Saldafa, 1994; Whittemore & Knafl, 2008)ese stages are described below.

This studies included wereategorisednto two sections:Advanced Practice Nursing and
child health. The major findings/ recamendations from the studies regarding Advanced
Practice Nursing anchild health chartedinto the data matrix were colour codé&tlis made

it easy for comparing articles with each other based on the giving charactecstitgoution

to context, educatnal policy statement and broad learning objectivEse codes were
categorised into suthemes and suthemes intahree main themess describedh section
4.7 below.

46 CONSULTATION

The findings from the scoping revieweve subjected to peer review b multinational
multidisciplinaryexperts insub-Saharan Africdor its true representation of tlsab-Saharan

African context.

4.7 THEMES AND SUB-THEMES

Three themes were derived from a combination of relatedl®rbeswhich were deduced
thematically fromkey findings in the studies included (Annexure Rglow are the themes

and subthemes.

4.7.1 Theme 1:Indicators for Child Health Nurse Practitioner Programme in SSA

Considering the population healthcare needs and the socioeconomic status of SSA, there is the
need to find innovative ways to reduce the coshedlticare for the population. Primary
Health Care is best suited for the reduction of cost of healthc&8AnAdvanced Practice
Nurses will play a major role in providing the population with qualitgltheare at an
affordable cost and preventing hospitalization. Population dynamics, socioeconomic factors,
poor access to healthcare and the need to reduce cost of healthcareiadec#ters for the

introduction of CHNP programme in SSA.

4.7.1.1Population dynamics
A child is defined as any human being less than 19 years ofS#¢C & South African

Nursing Council, 2005; van As, 2010Jhe population of Africa increased about five times in
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the past seven decad@su et al., 2016) By the middle of this century, the population of
Africa will double from its current 1.2 billion people to about 2.4 billion people. It is
estimated that percentage population of Africa will rise to 40% of the wortlkdebmiddle of

the 2f'century( O6 Mal | ey et al . ,Iti2péojected thdt inare tran halfof . |
t he wor | ddircreagseowllbé redorded m Africa, for example, Africa accounts for
41% of all births in the world. Consequently, about half of the population of Africa is less
than 19 yeargAhmed et al., 2011; World Bank Group, 2015; populationpydaret, 2016)
whereas about half the populationsob-Saharan Africas less than 18 yeafdhmed et al.,
2011)

It is expected that by the end of the®'ZEntury, 50% of the population of children time

world will be living in Africa( O6 Ma | | ey .@utrentlythere, are 2kt 7D )million

children under the age of fiv&he population of the children under the age of 5 years will
swell five times by the middle of the 2tentury(Liu et al., 2016) By 2050, there will be

nearly a billion childrer{less than 18 yearen Africa( O6 Ma |l | ey ,makingB8Y%aof 201
the population of children in the worlfJNICEF, 2014) The increase in the population of
children in SSAis due to the high birth rate and declining child mortglitp 6 Ma |l | ey et
2014) The majority of the population of SSA being children demand thadireimlin SSA

should be of utmost priority in healthcare and other sectorial polj¢vesld Bank Group,

2015; Liu et al., 2016)

4.7.1.2Socioeconomidactors

North America has onl se biBdén botf 25% d¢f ¢he healinel d 6 s
workforce. By contrast, Africahasbout 24% of the worl dés di s
t he worl dbés he &Kblarshat alr, 2012wMwarkgi, 20d.7Mere than three
quarter of the population ofSSA live in rural settlemest where access to healthcare is
difficult (Ahmed et al., 2011; ECOSOC, 2017; Mwangi, 20 growing trend in Africa is

the rural urban migration, whetle poor rural population segkeener pastures in the urban
centres and citiesvith little or no skills. This leads them intorban slums with worse
healtlrcare and social risks compared to the rural setijAgaimbila, 2014; KimaniMurage

et al., 2014; UNICEF, 2014; WHO, 2014)

Poverty is extreme within th@SA About 70% of SSApopulation live on less than $2.00 (R
26.4) per day whereas about 48% of those livin§3#live on $1.25 (Rf.27) per dayLiu
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et al.,, 2016; ECOSOC, 2017¢hildren in Africa are fraught with various economic and
political challenges such as conflicts, war and cultural challenges such as female genital
mutilation and corporal punishment and many mdealil, 2006; Avogo, 2010; Minoiu &
Shemyakina, 2014; Breen, Daniels & Tomlinson, 2015; Foster & BrGaks), 2015;
Mokomare et al.,, 2017) Many children are HIV/AIDS orphans and at many times are
burdened with acute and chronic diseggdman et al., 2010; Vaaltein & Schiller, 2017)
Vogenbergand Cutts (2009) posited that poor economic status affabis healthcare access

and choices of people. They further stated that other basic needs such as food and shelter tend
to compete with hdtlacare among poor populatiofgogenberg & Cutts, 2009)t is worth

saying that the ultimate healthcare of children is unachievable under such political and
socioeconomic condition@vogo, 2010; Wittenberg, 2013y he introduction of ACHNPs is

essential in improving access and reducing the healthcare cost for the SSA population.

4.7.1.3Poor access 6 healthcare in SSA

The majority of the healthcare facilities and practitioners are located in the cities and towns,
thus denying the larger proportion of the population who live in rural and urban slums quality
healthcardAhmed et al., 2011; East et al., 2014; Tong, 2015; Mwangi, 2017)

Nannan et al . (2012) reported in H-metality 10
in South Africa that about a quarter of ttheaths are avoidable and 31% of the children die
within 24 hours of admission into the hospital. In a retrospective record review to determine
the place of death of children in a province in South Africa, it was reported that about 64% of
the children haddied of preventable diseases (acute respiratory and gastrointestinal
infections). Many children diellefore reaching thkospital(Reid et al., 2016)This means

that if the children wereo have timely quality hdtncare, most of the deaths would have been
prevented(Nannan et al., 2012Mulaudzi (2015), reported that the poor management of
Integraed Management of Childhood Ilines$/ACI) at the PHC before referral lead to 55%
child deaths. Coetzee (2014) reported that 50% of the child mortality cases occur before
children reach the hospitallost importantly, that healtiare professionals are resible for

about 55% of the cause oifild deatts in South Africa where healthcare is much developed
compared to other SSA countrigéanran et al., 2012)

Nothing works better tharearly detection and prevention diseaseand risk factorsin
healthcare deliveryThandrayen et al., 2010; Witternberg, 2010; Mulumba & Wilson, 2015;
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Reddy, Patrick &Stephen, 2016Primary Health Care is the system of choice in meeting the
healthcare needs &SA (Madubuko, n.d.; Ahmed et al., 2011; Adjapgamoah, 2015)To

make PHC efficient, there is need to retrain and extend the roles of nurses aswhey
demonstrated capacity to take on extended roles through the quality of healthcare they provide
in task shifting roles in schodlased clinics, HIV/AlIDdreatmemn and many other heatthre
settings across SSA where the medical profession lacks the capacity to respond to the needs
of the population(Fairall et al., 2012; Terry et al., 2012; Wolf et al., 2012; Tong, 2015)
Nurse who are engaged in task shiftirge only trained on the job with or without
certification. Mostly, the nursing councils do not expand the scope of practice to permit
nurses in taskhifting roles to function autonomouskor Primary Health Caré devéop in
SSA,some roles that have traditionally been assigned and protected by the medical profession
mustbe shared with advanced level nur§eldubuko, n.d.) AdvancedPractice Nurseare

needed to expand access to quality healthcare to the underservednitiesnmusub-Saharan

Africa (AdjaponYamoah, 2015)

There are no Advanced Practice Nurses in na8 countries. Where there are Advanced
Practice Nurses, nursing councils do not developxaanded scope of practice for them to
practice to full capacity due to resistance fromadical profession and lack advocacy for
the Advanced Nursing Practig@Viccarthy, 2012; East et al., 2014; Adjapgéamoah, 2015;
Tong, 2015; Mwangi, 2017; Sastfellana et al.,2017) . This is an exemplar of
underutilization reporteth Soucat, Scheffler, and Ghebrey (2QId)ere is the need fosub-
Saharan Africdo do more in reducing child mortaliiKidman et al., 2010; Coetzee, 2014)
There is the need to increase access to quality healthcare to the cbild®8A at an
affordable cos{Tong, 2015) Globally, the only tried and tested healthcare practit®ndro
are able to venture into the rural underserved aaedgrovide costeffective and quality
healthcare to the communities akdvance Practice Nurs€Sietio, 2000) Typically, Child
Health Nurse Practitioners will be very impamt in expanding quality heattare to the
vulnerable children of SS@MMartyn et al., 2013; Fowler et al., 2015)

4.7.1.4Need toreducecost ofhealthcare inSSA

If 70% of sub-Saharan Africa population live on less than $2.00 (R 26.4) per day, then there
is the need to put strategies in @do protect them against the cost of ill health as they have
difficulty in affording daily bread, let alone healthcare. To access healthcare, the majority of

the population who live in rural settings will have to spend extra money on transport to the
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urban centres for care, not forgettirige cost ofaccommodation and living expensasthe

urban centres while they seek care

Due to pooraccess to PHC manageme@mestwood, Levin, and Hageman (20k2ted that

10 % of the children admitted to hospitals were not expected be on admissions whereas many
levell patients were admitted into lexv2lhospitals. This means that tbavill be increase

cod of healthcare because of hospitalization and use of sophisticated gadgets on clients who
do not need them. An observational study conducte@inandrayen et al. (201@pnfirmed

the findings ofWestwood, Levin, and Hageman (2018t many patients were admitted to

higher level of care than they needed.

4.7.2 Theme 2: Challenges and Opportunitiesfor the Implementation of CHNP
Programme in SSA

Introducing APN programmes in SSA will face some challenJerited resources,

opposition fromthe medical profession, inefficient nursing regulation and regulatory bodies,

and lack of contexspecific APN benchmark programme#yevertheless, there are many

opportunities(quality and quantity of nursing workforceesource sharing and collaboration

between institutions, and the track record of AP§lobally) that will facilitate the

implementation of such programmes in the SSA context.

4.7.2.1Limited resources

There is lack of human resource especially the faculty to teach in the Advanced Practice
Nursingprogrammes due to lack of preparation and migration of the quality(Sttimons

et al., 2008; Kolars et al., 2012; Regan et al., 2008y a few Universities withirsub-
Saharan Afican countries has the physidafrastructureand financial resources to implement
APN programmegTerry et al., 2012)Students in postgraduate studies in Africa are mostly
parttime, taking a fulitime programme in APN will reduce their income. This may scare

them away from the programme.

4.7.2.20pposition from the medical profession

The existence of lower cadre physicians (clinical officer, physician assistant and medical
assistant), whose training is far lesgorous and shorter than APN, threatens the APN
programme(INEPEA, 2008a; East et al., 2014; Kleinpell et al., 2014; S#atlana et al.,
2014) Healthcare laws in SSA do not permit APN to prescribe so the APN takes the action
andthe physician documents latéEast et al., 2014)The medical profession protects the

roles of their members therefore posing treatest opposition against the introduction of
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Advanced Practice Nursing programmessub-Saharan AfricgPulcini et al., 2010; Kolars et
al.,, 2012) The greatest support for th&PN programmes comes from domestic nursing
organizations, nurses and governments. It is therefore impdhannursing organizations

undertake radical advocacy to push AN programmes througgPulcini et al., 2010)

4.7.2.3Inefficient nursing regulationsand regulatory bodies

Nursingcouncils lack he recourses and autonomy to expand the scope of practice of APN to
reflect their extended roles. This createke confusion among nurses aonther healthare
professionals, placingestriction on theAdvanced Practice NurséBuma et al., 2012; East et

al., 2014, Keinpell et al., 2014)Medical doctors are the heads of ministries and departments

of health in SSA countries, this gives the medical profession extra authwakg policies

that oppose the emergence of any professidomaly or speciality arethat competes with

them for their traditional diagnosis angbrescriptionroles.Responsibility lies on the nursing
councils to develop scope and standards of practice to enable nurses to practice within the
confines of the law and to the full capacity of theiowedge, skills and attitudes gained
through training and practig&ietio, 2000; Duma et al., 2012; Mccarthy, 2012; Wolf et al.,
2012; Doodhnath, 2013; East et al., 2014; Klelh et al., 2014; Academy of Nursing of
South Africa, 2015; Heale, Rieck Buckley & Heale, 2015; Mwangi, 2@Gl6pally, the
Advanced Practice Nurse is expected to conduct thorough patient assessment, diagnose
(medical), prescribe treatment regimen, rafients for appropriate healthcare, manage the

therapeutic regimen, evaluate care and discharge c{i€leigpell et al., 2014)

The highly qualified nurses are posted to higher level of care settimtgs the lower cadre

of nurses are posted to community health settings which require much autdeadiyg to
inefficiencyin Primary Health Careervices society tend to be sceptical about the extending
the roles of nurses for diagnoses and prescriptigastet al., 2014) In many countries
where APN is developing and task shifting is practiced, nurses are practicing their extended
roles without licenséSietio, 2000; Duma et al., 2012; Mccarthy, 2012; Wolf et al., 2012;
Kleinpell et al., 2014; Heale, Rieck Buckley & Heale, 2018)is creates delicate legal issues

as anyacts ofomissions and commissions could be to the disadvantage of the Awtsely

of the nursing council regulation acrossub-Saharan Africa in 2012 reported that even

though task shifting existed in all the countries studied, only Tanzania has officially extended
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the roles of the nurses to cover their practice in improactgss to HIV treatme(i¥iccarthy,
2012)

4.7.2.4Lack of context-specific APN benchmark programmes

Nursing training in sub-Saharan Africahas been benchmarked on western colonial material
and philosophyKolars et al.,, 2012; Coetzee et al., 2016)s reasonably certain that the
nurses prodeed from theneccolonial curricula are less responsive to the special healthcare
needs of sutsaharan Africa écause the healthcare needs and challengesubfSaharan
Africa are differentfrom those of the western worldhmed et al., 2011; Coetzee et al.,
2016)

There are limitechumber ofAPN trainingprogrammesn sub-Saharan AfricgSolomons et

al., 2008; Wolf et al., 2012; So et al.,, 2016pme existing APN programmes have been
truncatedDuma et al., 2012) There is the need for the nursing profession to institute media
campaigns, publish research works on the roles andnipact of APN on the healthcare
deliveryand demonstrate the quality of the APN programmes through all the available means
to buy the interest, trust and supporgoivernmentindthe population oéub-Saharan Africa
(Madubuko, n.d.; Kleinpell et al., 2014)

4.7.2.5Quality and quantity of the nursing workforce

Literature included in this study stipulated that nurses form abo@0%® of tre human
resource for healtm SSA(Sietio, 2000; Sheer & Wong, 2008; Duma et al., 2012; Kleinpell

et al., 2014) This means that nurses form the foundation of the healthcare sgstény
extension, the foundation of the child healthcaresit-Saharan AfricgdDavis et al., 2014)

In West Africa, professional nurses have at least one additadvanced practice speciality
education whereas there are about a thousar
nursing council registers do not contain any Advanced Practice Nursing categories
(Madubuko, n.d.) Primary Health Caretherefore must bdargely driven by the nursing

workforce if itmust succee(Sietio, 2000)

4.7.2.6Resourcessharing and institutional collaborations

South Africa, the most developed nation in terms of education has enough physical and
human resource for specialist nursing program(@stzee, 2014)Resources from South
Africa were used in developing specialist programmes in many African countries such as
Ghana, Malawi, Botswana, Zambi@ell et al., 2014; Coetzee, 2014; Martel et al., 2014)
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South African resaurces could be drawn upon to mentor and develop faculty for other
countries. Some NGOOGs such as | NEPEA and ot
University of Alberta, Nottingham University, Western University (Canada) have
collaborated with lodauniversities in SSA to develop nursing programmes. Their human and
financial resource base can be harnessed.

Thereis positive workingrelationshipbetween the hospital and agencies, communities of
interest, educational institutions, and internationatrgas in sub-Saharan AfricgdMutea &
Cullen, 2012) The positive working relationships necessary for the development and
implementation of Advanced Practice Nursing programmes. The quality of child healthcare
practice at the tertiary hospitals isub-Saharan Africacredes the opportunity for APN
programme to be sustained through ipgssfessional education and trainigigutor, 2012;

Esch et al., 2017)

4.7.2.7The track record of Advanced Practice Nursesglobally

About 23 nations have implemented APN programmes all over the world and the outcomes
haveproven records of impving access to quality heattre at affordable cost. About half

of these nations have wadktablished licensure and regulatory systems in jRdeini et al.,

2010) Specific to sub-Saharan Africanurses in Botswana and South Africa are evolving into
APN roles whereas lessons learnt in the development of APN programmes in Rwanda are
being used to develop such programmes for Burg&diomons et al., 2008; Duma et al.,
2012)

4.7.3 Theme 3: APN Curriculum Development for SSA

This theme comprises sibemes that looked at the possibtiicational policy statement, the
structure of the CHNP programme, stakeholders to consult in developing CHNP programme
in SSA the nucleus of the CHNP curriculum and the content of the CHNP curriculum.

4.7.3.1Educational Policy Statement

International policy o healtltare as stated in thBustainableDevelopmentGoal three
requires that all countries especially the developing world must aim at achieving some targets
by the year 2010. The United Nations (UN) demands that preventable deaths-bornew
babies anchildren under the age of 5 years should be erfdéatld Health Organiation,

2016b) Countries all over the world are expected to end these preventable deaths with 12
neonatal deaths and 25 undige deaths pr 1000 live birth® ma r g i n (Worfd Healthr o r 0
Organization, 2016b)
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The tripartite principles or expectations of both Primary Health Care and Advanced Practice
Nursing, which is tomprove access, provide quglhealtitare ad at an affordable cost to the
population, the United Nations Sustainable Development Goal 3 also believes that there must
be a universal coverage of quality healthcare, medicine and vaccines, and vital heiakis ser

at a cost they can affoftVorld Health Organization, 2016b)

The UN also expects all countries to continually increase the amount of money they input into
healthcare, increase healthcare workforce training and development, and promote recruitment
and retention of healthcare in developing counifW¥srld Health Organization, 2016byhe
researcher believes that the UN should have gedlithe healthcare workforce with the
adjective Oappropriated. Community | evel i
implicitly stated in the UN Development Goal three target 3.9 3c.(World Health
Organization, 2016b)

The APN should be much more efficient and responsive to national healthcare needs at the
primary healthcare clinics in the rural and urban communities where they have full control
and autonomy to provide PHC to the commuf8ietio, 2000)The healthcareystem ofsub-

Sahaan Africashouldfocus on addressing thmopulation needs, paying special attention to
child survival programmes affHC( Si et i o, 2000; Wittenier g,
Burke, Heftneal & Bendavid, 2016; Liu et al., 2016)Vittenberg (2013) stated that the
interventions that have much impact on child health in Africa are the cost eff@ttie

services.

4.7.3.2Educational Structure

A minimum of a two (2)y e a masters legl programme is recommend fdwdvanced
Practice Nursing programn{®adubuko, n.d.; INEPEA, 2008a; Pulcini et al., @0Duma et

al., 2012; Kleinpell et al., 2014; Academy of Nursing of South Africa, 2015; Heale, Rieck
Buckley & Heale, 2015; Mwangi, 2016)

The credit hours recommended for theogramme is 18QDuma et al., 2012) Evidence
based clinical practice is recommendedasicfocus of the APN programe (Duma et al.,
2012; So et al., 2016Duma et al (2012) stated that the coursework should be clinically
based, researdmased and multidisciplinary. Mwangi (2006) believes that the APN
programme should comprise 5000 hoafsclinical placement. Fowler et al. (2015) found
that clinical placement has much impact on the students than other forms of learning

experiences. Duma et al. (2012) believes that more than 50% of the credits in the APN
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programme should be allocated dbinical practice, they further stated that for everne
credit of course work done, and there must lheuahour clinical placement for role taking.
This means that a programme which covers one hundred and twenty credit hours will have

480 hours of chical placement for role takin@puma et al, 2012)

4.7.3.3Consultation: To whom for whom and by whom?

The APN curriculum must be aligned to the needs of the population that the Advanced
Practice Nurses will be serving, for same reason, the all stakeholders of the curriculum must
be involved in the cuiculum development process. The community must be engaged and
needs assessment must be conducted to ascertain what the real health issues are, how the
people perceive these issues and what the people think could be done to respond to those
needgEssa, 2011; Coetzee, 2014; Academy of Nursing of South Africa, 2015; Coetzee et al.,
2016) There is the need for consultation and communication between the higher education
institutions, the Departments/Ministries of Healfrepartments/ Ministries of Education for

the recognition of the programme and its gradu@egtzee et al., 2016; So et al., 2016)

The Child Health Nums Practitioner to be trained through this programme will provide
healthcare to the children sub-Saharan AfricaA child is defined generally as any human

being less than the age of (RANC & South African Nursing Council, 2005; van As, 2Q010)

Some jurisdictions in SSA may define a child differently from thesket definition but in all

cases, no country in SSA has defined a child older than 18 years. Even though a child could
be as old as 18 years of age, the most vulnerable age is less than five years hence the
emphasis of many national and internationaltheare oriented organisations and institutions

prioritizing children under the age of fi{&/orld Health Organization, 2016b)

4.7.3.4Nucleus of theCHPN Curriculum

Studies included in the review strongly indicated the following components at the core of the

curriculum:

1 Studies show that the programme should be taught with ewd@sed nursing using

Primary Health Care approach.
Community placement is highly recommendBdima et al., 2012; Coetzee, 2014)
Research must form the foundation of the CHNP curriculum and must be directed to
respond to the national needs of the population the graduates of the curmgliisenve
(Nannan et al., 2@ Coetzee, 2014; Academy of Nursing of South Africa, 2015)
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4.7.3.5Content of the APN Curriculum: Broad Learning Objectives
The content of this programmes is mainly divided into domains. From the studies included in
this review, the content of the APN is digdlinto five (Ato-E) domains as follows:

4.7.35.1 Domain A: Nursing leadership, management and administration

The key responsibilities of the APN in their setting is healthcare governance, leadership,
management, advocacy and resource managg®ANC & South AfricanNursing Council,

2005; Duma et al., 2012; East et al., 2014; Sdattana et al., 2014; Academy of Nursing of
South Africa, 2015)

The Advanced Practice Nurse plays the roles ofmentor,coach,change agent and a
consultant irchild health nursingMadubuko, n.d.; SANC & South African Nursing Council,
2005; INEPEA, 2008a; East et al., 2014; SaBtr#ana et al., 2014)He or she is a team
builder and playe(SANC & South African Nursing Council, 2005; INEPEA, 2008bhe

APN is expected to be skilled in managing clinical care of childré&tHa level(Madubuko,

n.d.; SANC & South African Nursing Council, 2005; INEPEA, 2008b; Sdatitana et al.,

2014) The management of human, physical, financial and other medical resources is the
responsibility of the Advanced Practice Nurse at their Primary Health Geaiteng
(Maduhuko, n.d.; SANC & South African Nursing Council, 2005; INEPEA, 2008b; Sastre
Fullana et al., 2014)

The APN is to engage in reviewing and setting standardshitat healthnursing practice in
their country(SANC & South African Nursing Council, 2005; Saskellana et al., 2014;
Academy of Nursing of South Africa, 2013)Je a she should be capable of contributing to
research and professional engagements in the development and implementation of practice
standard{SANC & South African Nursing Council, 2005; East et al.,, 2014; Academy of
Nursing of South Africa, 2015The CHNP should initiatggrogrammeshat will improve the
lives of children in SSASANC & South African Nursing Council, 2008%ing best practices

in approaching the healthcare needs of child@kNC & South African Nursing Council,
2005; East et al., 2014Advocacy for quality child health services is an important part of the
Child Health Nurse Practitioner within their community and cou(®&NC & South African
Nursing Council, 2005; INEPEA, 2008b)

4.7.3.5.2 Domain B: Quality Practice
This domain covers issues in quality in healthcare deliver and consinpmfessional

development. The Advanced Practice Nurse should be able to identify child healthcare
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indicators, conduct quality audit and implement quality improvement practices in order to
improve access, safety and effectiveness of PHC for childremeicdmmunity they serve
(SANC & South African Nirsing Council, 2005; Reid et al., 2016)

The APN should ensure him or herself and all the healthcare staff that works with him/her are
up-to-date on curreribest child health practicesmd implement them in his/her practice. He or
she has the responsblto ensure that their practices conform to professional practice
standard¢SANC & South African Nursing Council, 2005)

The APN should be trained to be able to ensure personal development to maintain
competence in PHC. The ANP must engage their staff and community leadership in the
development of short learniq@ogrammedor communityhealthcare staffSANC & South
African NursingCouncil, 2005; Reid et al., 2016)

4.7.3.5.3 Domain C: Ethico-legal practice and professionalism

This domain covers the ethos of professional practice. It refers to all the legal aspects of the
Advanced Practice Nurseds pr ac tregalaions, 8d a t
scope of practice and standards within which the Advanced Practice Nurse must operate?
The APN training must makan APN practitionercapableof utilizing ethical theories and
principles inpaediatricservices, adhere to and enforce stafherence to all relevant ethical
codes of conduct set by the nursing profession and regulatory @éagubuko, n.d.;
INEPEA, 2008a; Duma et al., 2012; Lake, 2013he or he must contribute to the resolution

of ethical issug in practice.

The APN is expected to develop communigpecific child healthcargorogrammesto
improve community health outcomes, simultaneously, ensuring children are protected from
dangerous healthcare practiqddadubuko, n.d.; SANC & South African Nursing Council,
2005; INEPEA, 2008b)

The Advanced Practice Nurse must ensure that her or his practice is within the boundaries of
the law of the country and evaluate such pcastregularly in relation to professional practice
standardgLake, 208). The APN is responsible for his or her decisions, astior omissions

in child healtltare and must provide rationale for such decisions which are expected to be
evidencebased SANC & South African Nursing Council, 2005; INEPEA, 2008b)

Advocacy is much needed in SSA where child health nursing programmes and the Advanced
Practice Nursing programmes have not taken grounds yet. APt should be able to

advocate for the children, their health and that of their families and community. He should be
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able to advocate for safe healthcare practices within the community they serve so as to
prevent dangerous traditional/cultural health pcagfSANC & South African Nursing
Council, 2005; SastrEullana et al., 2014 lear, and accurate documentation of care is
essential in the practice of APN and the practitionast be skilled in record keepif§ANC

& South African Nursing Council, 2005)

4.7.3.5.4 Domain D: Education and Research

The CHNP should engage in teaching, mentoring, supervision and coaching, giving feedback
into educational curriculum, do school and community health education and screening
(Madubuko, n.d.; SANC & South African Nursing Council, 2005; INEPEA, 200Ble) or

she must be able to teach and mentor nursing students in clinical p(SetstesFullana et

al., 2014)

The APN is expected to be engaged in clinical problem identification, data collection and
analysis in their field of practice.viflence based practice is expected to form the foundation
of the advance practitionerdds practice. He
into practice. He or sheustbe skilled in criticalreview of paediatric nursing research in
other todetermine their clinical significance and subsequently inculcating them into practice
(Madubuko, n.d.; INEPEA, 2008b; Whibsth, Sewankambo & Snewin, 2010; Duma et al.,
2012; Sastré-ullana et al., 2014)he CHNP must develop policiegrocedures,and
guidelinesbased on research findif@ANC & South African Nursing Council, 2005)

4.7.3.55 Domain E: Advanced Child Health Nursing Practice

The Advanced Child health Nurse practitioner (CHNP) is expected to pranug-centred
care(Madubuko, n.d.; Sietio, 2000; Essa, 2011; Fowler et al., 2015)

The CHNP should conduct community child health needs assessment and provide health
educatiorthat enhances risteducingbehaviourgsafety), developmental needs and activities

of daily living (Sietio, 2000; Cheema, Steph&Westwood, 2013; Gilmore & Mcauliffe,

2013; Coetzee, 2014; Claassen et al., 2016)

The CHNP must conduct a thorough he¢adoe physical and psychological examinations

The CHNP must document and share case management procedures and lessons learned with
client, family and members of the healttar e t eam respecting cl i e
privacy.

Many studies have stated that the Advanced Practice Nurse must have the autonomy to

conduct thorough physical and psychological assessofediients prescibe medications
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and manage the therapeutic reginpaying critical attention to their scope of practice and the
conditions that need referr@adubuko, n.d.; Sietio, 2000; INEPEA, 2008a; Duma et al.,
2012; Terry et al., 2012; Kleinpell et al., 2014; Mwangi, 2016)

The CHNP shouldapply critical inquiry skills and clinical reasoning to make clinical
judgement on the health status of children (mainly), families and communities

The CHNP should employ good communication skills, evidence based information to make
clinical judgementsome | i ent s 6 o0 v e(Siatib,|2000; eNEFPEA,I2008bt \Wdf ets
al., 2012)

The child helth nurse practitioner should be able to manage a wide range of childhood
illnesses (diarrhoea diseases, pneumonia, HIV, and other infectious diseases) that threaten the
lives of children insub-Saharan Africa, focusing on the need for early detection and
prevention (SANC & South Afrian Nursing Council, 2005; Cluver & Orkin, 2009;
Thandrayen et al., 2010; van As, 2010; Ebuehi, 2010; Nannan et al., 2012; Westwood, Levin
& Hageman, 2012; Duma et al., 2012; Feucht et al., 2012; Cheema, Stephen & Westwood,
2013; Coetzee, 2014; Ansong et @016; Liu et al., 2016; Reid et al., 2016; Claassen et al.,
2016; Hendricks, McKerrow & Hendricks, 2016; Kruger et al., 2016; Sé&sitana et al.,

2017),

The child health nurse practitioner should be able to grasp the pure sciences (anatomy,
physidogy, psychology, sociology, pharmacology, pathophysiology, microbiology) that form
the basis of clinical decision makingMadubuko, n.d.; Sietio, 2000; INEPEA, 2008b;
Mwangi, 2016)

Clinical diagnostic procedure are also recommended for the Advanced Child health Nurse
practitioner(Madubuko, n.d.; INEPEA, 2008b; Duma et al., 2012; Mwangi, 2017)

The Advanced Practice Nurse should be able to establish and manage a private practice
(clinic) (Currie, Chiarella & Currie, 2013 here is a history of Private nurse practitioners in
Kenya and South AfricSietio, 2000; Duma et al., 2012; East et al., 2014)

4.7.3.5.6 Domain F: Attitudes and Values

The CHNP should engage the community with patient centred care principles. He or she must
respect and vak the child and family. He must understand that the final decision on care lies
with the child and family and respect their decisions after counselling.
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The CHNP must be culturally competent and should mostly be able to speak the language of
the communityserved to facilitate communication, confidentiality and trust.
4.8CONCLUSION

This chapter presents the details of the scoping review. The findings of the scoping review
were used to develop a Delphi questionnaire for expected review and consensus in8Chapter

below.
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CHAPTER 5 : THE DELPHI SURVEY

5.1INTRODUCTION

The Delphi survey was conducted in four phases. The first and the second phases were used to
reach consensus on the findings from the scoping review. The third phase sought information
from the experts on the stture of the Child Health Nurse Practitioner programihe

experts were asked to propose topics that shoutdughtin the programme, and how they
should be taught and assesseased on the results from phases one and two. The fourth
phase sought thexperts view on the resources needed to implement the Child Health Nurse

Practitioner programme sub-Saharan Africa

5.2PHASE ONE

5.2.1 Sample and Sampling: The Expert Group

A combination of purposive and snowball techngwereused to select a total of 49 exjser
(36 nursessevenpublic health practitioners ansix medical practitioners) for this study.
Nurses included as experts in this stugyre required to haveompleted obeat an advanced
stage ofcompletingtheirMa s t a@egréeia nursing, have worketh sub-Saharan Africdor

at least five years post nursing registration bedbreasof child health nursing issues within
sub-Saharan Africa All public health practitioners included in this study have at least a
masterds degr ee deasl ond ecommaunity projectisw-Gaharam tAfrica t
The medical practitioners included in the study have pratcficeat least three years in a
lower levelof care (District hospital) andre abreastof child health nursing issues sub-

Saharan Africa

Forty-three experts comprising thirthiree (33) nursesijx (6) public health practitionerand

four (4) medical practitionersof the 49 experts signed the consent form and responded to the
guestionnaire in phasene {Table 5.1). This represents a response rate of 87.7@%e
responses (3 from nurses, one franpublic health practitioner, and one frommedical
practitioner) were not complete angresubsequently excluded from the analysis, leaving 38
completeresponse$30 nurses, 5 public health practitioners and 3 medical practitioioers)

the analysis.
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Table 5.1: Experts included in the Delphi Phase 1

Code | Highest Qualification and Current Field of Work Sub-region
NURSING
N1 PhD in Nursing, Head of School of Nursing West Africa
N2 MSc Nursing, Lecturer West Africa
N3 MSc Nursing, Clinical Practice East & Central Africa
N4 MSc Nursing, Clinical Practice Southern Africa
N5 MSc Nursing, Manager, Occujanal Health Centre Southern Africa
N6 MSc Nursing, Clinical Practice Southern Africa
N7 MSc Nursing, Clinical Facilitation Southern Africa
N8 MSc Nursing, Occupational Health Nurse Southern Africa
N9 PhD Nursing,SeedGlobal Volunteer(lecturer), East& Central, Southern Africal
N10 | PhD Provincial Nursing officer Southern Africa
N11 | MSc Nursing, Nurse manager West Africa
N12 | MSc Nursing, Clinical Practice East & Central Africa
N13 | PhD Head of Multidisciplinary Simulation Laboratory. Southern Africa
N14 | MSc Registrar, Ghana college of Nurses and Midwives West Africa
N15 | PhD Professor of Nursing East & Central, Southern
N16 | MPhil Nursing, Lecturer West Africa
N17 | MSc Nursing, Lecturer Southern Africa
N18 | PhD Nursing, CEO of Nursing Education Asstion Southern Africa
N19 | MSc Nursing, Clinical practice East & Central Africa
N20 | MSc Nursing, Occupational Medicine Inspector of Mines | Southern Africa
N21 | MSc Nursing, Clinical Facilitator Southern Africa
N22 | PhD Nursing, Lecturer Western Africa
N23 | MSc Nursing, Clinical Practice Southern Africa
N24 | PhD Nursing, Lecturer East & Central Africa
N25 | PhD Nursing, Lecturer East & Central Africa
N26 | PhD. Nursing, Lecturer Southern Africa
N27 MSc, NursingClinical Practice Southern Africa
N28 MSc Nursing, Lecturer Southern Africa
N29 | MSc Nursing, Clinical practice Southern Africa
N30 | MSc Nursing, ICN APN Representative East & Central Africa
N31 | MSc Nursing, Clinical Practice West Africa
N32 | PhD Nursing, Lecturer Southern Africa
N33 | MSc NursingLecturer Southern Africa
PUBLIC HEALTH PRACTITIONERS
P1 PhD Public Health, Lecturer Southern Africa
P2 PhDResearcher West Africa
P3 PhD Epidemiology, Researcher West Africa
P4 PhD Clinical Epidemiology and Aging Research West Africa
P5 PhD Epideniology, Researcher West, Southern Africa
P6 MPH Health Tutor West Africa
MEDICAL PRACTITIONERS
M1 MMed, Clinical practice West/Southern Africa
M2 MMed, Clinical Practice West/Southern Africa
M3 MMed, Clinical Practice West/Southern Africa
M4 MMed, Clinical Practice East & central Africa
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5.2.2 Data collection

As described irChapter 3a scoping review on Advanced Practice Nursing emldl health
in sub-Saharan Africausing the five stages of scoping resbadeveloped by Arksey and
O 6 Ma I(2D0&®)ywas carried outThe result of the scoping revieas described i€hapter 2

was used to develop a Delphi questionnaire for expert consensus.

The 80item tool wasdivided into three parts (current SSA context, education policy
statement and broad learning objectives regarding the Child health Nurse Practitioner
programme)of a curriculum framework outlined b$tabback (2007 There were twelve
Likert scale items on current SSA context, seven Likert scale items on educational policy
statement and sixtgne Likert scale items on broad learning objectives regarding the Child
health Nurse Practitioner programmevo experts (ne child health specialist nurse and one
nursing educator) reviewed the developed questifomsface and content validityprior to

sending it out to the experts

The Delphi guestionnaire wasapturedon the Redcap online survey platforiemd then
pretested using fivenursing students fronsub-Saharan Africacurrently registered on a
Master 0s de g iThe eecgssary eviseoms iwere maae the final questionnaire

sent to expertasing the Redcap electronic survey system. The questionnaire peasedly

resent every Mondagt 8:00am to any experts whodaot respondeduring the prioweek

for 7 weeks. The survey was closed after the 8th week. The responses were extracted from the
Redcap system onta Microsoft Excel sheet and inspected for céetgness. Incomplete
responses were excluded. The cleaned data set was analysed using Statistical Package for the

Social Sciences (SPSS) version 23.

5.2.3 Results

The researcher set 80 percent agreement or disagreement on a question/item as consensus
fomthe x pert s. Agreement in this phase was t|
agree and agreeo whereas di sagreement rep

Adi sagreeo.

Out of the eighty (80) Likert scale statementsl®l 1420, and 2282), consensl was

reached on seventyne (71). The expert group could not reach consensus on nine (9)
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statementswvhich wereall in part1 (current contexf).e. questions 3, 4, 6, 8,9, 10,11 and

12 as presented ifable5.2 below.
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Table 5.2: Result from Delphi Phase 1

Greyhighlights indicate statements on whmdnsensus could not be reached.

RESPONSES (%)

No. DELPHI STATEMENT Agree+ Neutral | Disagree
strongly + strongly
agree disagree
1. Healthcare in Sulsaharan Africa should be oriented more to preventative than curative care 89.5 7.9 2.6
2. The Child Health Nurse Practitioner (CHNP) is relevant to the healthcare needs of childresBah8un Africa. 92.1 5.3 2.6
3. The CHNP programme should be at a mastero6s |l evel (NQF level 9 of 78.9 15.8 5.3
4. The CHNP should practice autonomously 76.3 13.2 10.5
5. The CHNP should prescribe medications for children 97.4 2.6 0
6. The CHNP should practice only at Primary Health Care and District hospital settings 44.7 13.2 42.1
7. The CHNP should practice under the supervision of a paediatrician at all levels of care 18.5 184 63.1
8. The CHNP training programme should beyiflinded by the national governments 60.5 26.3 13.2
9. A "child" is anyone less than 19 years of age 36.9 15.8 47.2
10. | The CHNP practising at PHC level should be remunerated with additional salary compensation 68.4 10.5 21
11. | The CHNPs should be posted toagevhere they can speak the local language of the community 711 7.9 21
12. | The CHNP should be licensed to provide private care (set up a private clinic) 76.3 13.1 10.6
13. Please comment on this section
14. | By the 10th year of implementation of the CHNP progree, there should be a Child Health Nurse Practitioner at every Primary Health Care clinic 89.5 7.9 2.6
15. By 2030 undeffive mortality rate should be 12 per 1000 or below 86.9 13.1 0
16. By 2030 there should be at least one (1) CHNP per 1000 children i8&havan Africa 81.6 13.1 5.3
17. In the 20th year of implementing the CHNP programme, there should be at least two (2) Child Health Nurse Practitiomgrshifdes@s ward in al 86.9 105 2.6
district hospitals
18. | The CHNP should be a district and commity IMCI (Integrated management of Childhood illnesses) coordinator 86.8 7.9 5.3
19. | The CHNP should be an expert in the resuscitation of babies 97.4 2.6 0
20. | The CHNP programme should aim at decreasing the rate of admission of children into acute wards 100 0 0
21. Please comment on this section
22. | The CHNP should be a mentor, coach, change agent and a consultant in child health nursing 100 0 0
23. | The CHNP should engage in setting standards for child health nursing practice in their country 100 0 0
24. | The CHNP bould initiate programmes that will improve the lives of children in SSA 100 0 0
25. | The CHNP must be a team builder 100 0 0
26. | The CHNP should lead the management of clinical care of children at PHC level 94.7 5.3 0
27. | The CHNP should manage or assist in ngamghealthcare resources at their settings 94.7 5.3 0
28. | The CHNP must be a child advocate within his/her community and country 97.4 0 2.6
29. | The CHNP should contribute to research and professional engagements in the development and implementatioan sitbpdactis. 100 0 0
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30. | The CHNP should use best practice in the management of children 100 0 0
31. | The CHNP should implement quality improvement practices in order to improve access, safety and effectiveness of PHenfan théldommunity the 100 0 0
serve
32. | The CHNP should keep up to date on current best child health practices and implement them in his/her practice 100 0 0
33. | The CHNP must ensure her/his practices conform to professional practice standards 100 0 0
34. | The CHNP should engage in lifelofeprning within the practice area 100 0 0
35. | The CHNP should ensure personal development to maintain competence in PHC (Primary Health Care) 100 0 0
36. | The CHNP must engage the staff and community leadership in the development of short learning progracomesufaity healthcare staff 100 0 0
37. | The CHNP should utilise ethical theories and principles in paediatric services 97.4 2.6 0
38. | The CHNP must adhere to and enforce staff adherence to all relevant ethical codes of conduct set by the nursing plafegsiatognbody 94.8 2.6 2.6
39. | The CHNP must engage the community in ensuring children are protected from dangerous healthcare practices 97.4 2.6 0
40. | The CHNP must contribute to the resolution of ethical issues in practice 94.7 5.3 0
41. | The CHNP must ense practice is within the boundaries of the law of the country 97.4 2.6 0
42. | The CHNP must evaluate her/his own practice in relation to professional practice standards 97.4 2.6 0
43, The CHNP should be responsible and accountable for own decisions, actonissions in childcare 94.8 2.6 2.6
44. | The CHNP should engage in performance appraisal on a regular basis 94.7 5.3 0
45. | The CHNP must provide a rationale for decisions and actions in the care of the child 97.4 2.6 0
46. | The CHNP should develop communigpedfic child healthcare programmes to improve community health outcomes 97.4 2.6 0
47. | The CHNP should accurately document all clinical information related to child health care provided 97.4 0 2.6
48. | The CHNP should engage in teaching, mentoring, supervisibeaaching, giving feedback into educational curriculum, do school and community 97.4 0 2.6
education and screening
49. | The CHNP should ensure research and clinical experience are inculcated into practice 100 0 0
50. | The CHNP should critically evaluapaediatric nursing research in order to determine their clinical significance and application 100 0 0
51. | The CHNP must use best practice evidence to guide practice 100 0 0
52. The CHN should engage in clinical research problem identification 94.7 5.3 0
53. | TheCHNP must participate in clinical research projects to improve child health 92.1 7.9 0
54. | The CHNP must develop policies, procedures, and guidelines based on research findings 92.1 7.9 0
55. | The CHNP should provide famigentred care 94.7 5.3 0
56. | The CHNP bould conduct a needs assessment and provide health education that enhances risk reducing behaviours (safety), dexssldpraen 94.7 53 0
activities of daily living
57. | The CHNP must develop child health promotion programmes for the community lmesedds assessment 97.4 2.6 0
58. | The CHNP must conduct a thorough h¢adoe physical examinations to diagnose and manage clients 100 0 0
59. | The CHNP should apply critical inquiry skills and clinical reasoning to do differential diagnosis 100 0 0
60. | The CHNPmust document and share case management procedures and lessons learned with client, family and members of the heakismectng 97.4 2.6 0
clients" confidentiality and privacy
61. | The CHNP should employ evidence based information to make cljniimments on clients' overall health status 100 0 0
62. | The CHNP must prioritise and manage emergencies anthitdgatening conditions accordingly 100 0 0
63. | The CHNP should utilise expert knowledge to interpret results of screenings and diagnosticainvestignducted 100 0 0
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64. | The CHNP should provide outcome criteria for diagnoses made 100 0 0
65. | The CHNP should develop a prioritised plan of care that includes interventions and alternatives 100 0 0
66. | The CHNP must prescribe appropriate medication feci§ip diagnosis 97.4 2.6 0
67. | The CHNP must review the client management plan with other staff and family members 97.4 0 2.6
68. | The CHNP must refer clients to an appropriate health care setting 100 0 0
69. | The CHNP should collaborate with other staff and fgna implement the management plan 100 0 0
70. | The CHNP must manage side effects of medications successfully 86.84 10.53 2.63
71. | The CHNP should monitor and evaluate the progress of the childcare plan 97.4 0 2.6
72. | The CHNP must provide followp care 94.74 2.63 2.63
73. | The CHNP must involve the client, family and multidisciplinary team in the evaluation of care provided 100 0 0
74. The CHNP must collaborate and communicate with the child, family, multidisciplinary team and community in providing tvézgth se 97.4 2.6 0
75. | The CHNP should make care patieentred, familycentred or communitgentred 100 0 0
76. | The CHNP should make family and community members responsible for health projects and life style changes 92.1 5.3 2.6
77. | The CHNP should be friendly and@mpachable to clients, family and community 100 0 0
78. | The CHNP should engage community members in research and evaluation of care 97.4 2.6 0
79. | The CHNP should have high level of autonomy in practice and responsible for actions taken 94.7 5.3 0
80. | The CHNP must demonstrate critical thinking, and complex decisi@king skills 100 0 0
81. | The CHNP must be culturally sensitive to the needs of the community 97.4 2.6 0
82. | The CHNP should strive to continually improve health care services 100 0 0
83. | Please comment asection three
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5.3 PHASE TWO: FOLLOW UP ON THE QUESTIONS WIT HOUT
CONSENSUS

Consensus (80% and above) was reached on seweaty71)of the 80 Likert scale
questions (412, 1420, 2282). The expert group could not reach consensus on nine (9)
Delphi staterents which are all inpart1 (current context) i.e. questions 3, 4, 63,9, 10,

11 and 12. These nine (9) questioreremodified for followrup phase twas seen below.

The comments made by some experts on the questions have been provided with the

questions below.

5.3.1 Sample and Sampling: The Expert Group
The second phase of the Delphi saw an attrition of eleven (11) experts, |8&vi(@d

nursesfive public health practitioner ammhemedical practitionergxpert participants

5.3.2 Data Collection

After conailtation with the two experta/ho reviewed the tools andased orcomments
from the experts on the questions on which consenslisdideen reached, the researcher
rephrased the statements to allow the experts to give-dapih view regarding their
choices through open ended questions (Annex@je The expertsveregiven the results
of the previous phase and wetéowed to change their choicéherevisedquestionnaire

was developed on Microsdf¥ord and distributed to the experts via email.

The researcher followed upvith the experts whalid not respod weekly for six weeks.

The phase was closed and the responses from the sepiéated onto a single Microsoft

Word document The responses of tlsecondphase (open ended questiongraanalysed

using thematic content analygidsieh & Shannon, 2005Yhe views were read over and

over to gain understanding of the content. The responses were categorised as agreement or
disagreement on the statement from plasethat were made open ended in phase two.

The arguments in &fmation or otherwise on the statements were juxtaposed and the
researchedecided on inclusion dhe statements, informed by the simple majority and the

supporting arguments made by the experts.

5.3.3 Results
Q3 The CHNP programme s h oai(NQF ldved9 chSoutta mast er 6

Africa) of nursing education. Please advise.
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All twenty seven (27) experts commentedtherevised,openended questionn thelevel

of the Advanced Practice Nursing programniewenty one 21) experts stated that the
programme Isould be at thena s t degree $eve(SAQA NQF Level9). They supported

this idea with the rationale thahe APN programme it amast er 6 s degr ee
worldwide, and it allows time for more clinical practice and acquisition of the necessary
knowledge, skills and attitudes to provide care for the less privilegfgough PHC

programmes.

Oneexpert(N15) stated that:

il strongly believe that iif we want to adv
basic entry into practice to be a minimum of at®a¢thor 6 s degr ee. Recogn
not be realistic in the immediate future in low resource settings, at a minimum it must be
acknowl edged that it is desirable to have
should be prepared at that level, an adeadh practitioner should be at a higher leveh
masterds degree should be the minimum for
Higher levels of knowledge and skills are necessary for specialization in any field.

Advancement of the profession requisésancement of education

Another exper{N27) said:

fil agree with the pr ogr ammspeclalgyand gt thes tevelnast er
expertise is required. Expertise can only be achieved after a period based on experience
and adequate usd evidence. In addition, from the first questionnaire, it can be inferred

that the programme intends to groom an independent practitioner. This can only be
possible on the NQF level 9 as evidenced by the HEQC level descriptors. To practice
independently aa specialist,a wide range of experience is required as opposed to the

limited experience at lower levais

Twoexpertsvh o di sagreed with the masteros | evel
AHaving the CHNP at the bachel ordés lilkevel m
health to lay a more robust foundatiorather than starting with general nursing and

continuing with CHNP at the masterodés | evel
and practice of child health t hgahedumadoni ng i

of bachel ords degredos(P3. more semester intern
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il think doing this at the bachel or s |

clinical experiencatd i pl o mgN22).ev el 0

Researchets Decisionl essons Learnt:Based on theréquency in affirmation and expert
argument s, the researcher concluded that
level and be pgged at SAQA NQF level ning9). This has implicatios for entry

requirements.

Q4. The CHNP should practice autonomouslyPlease advise
Twenty-four (88.9%) experts responded in support of autonomous CHNP practice. Three
(11.8%) believe that the nurse will need to work in collaboration with other health workers

such as paediatricians.

Those in support of autonomy believeat the mastés level training for the CHNP, the
history of Advanced Practice Nurses Practicing as independent practitaodie PHC
level practice for CHNRwhere there are no medical officepovide opportunity for the
CHNP to be trained for automous practiceThose in disagreement believe that the nurse

practitioners must practice under supervision

Two participantsvho believe the nurse practitioners should practice autonomously stated
that:

eV

Al believe t he CHNPs a r anities iakd edistyicts twhere pr a c t

paediatricians are rarely accessible. Therefore, it may be beneficial for CHNPs to have
their i nternships (one year after their
paediatrician. This will facilitate their acquisitioof the requisite knowledge, skills and
competency to take initiatives and render holistic child care. However taking initiatives on
patient care does not equdteautonomy, as already pointed out that health professionals
work coll §8Borativelyo

i |1 ¢ a loangstanding role of a nurse to function autonomously, so why not a specialist
nurse& Howevey it does not mean the nurse cannot rateor consult any membef the

multi-disciplinary teand (N17).

Two expertsvho do not believe the APN should piaetautonomously said that

109

b



AThe CHNP wi dnultidscplinary teamttd enquire how they can manage

some complicated cases while some cases he/she (CHNP) has to make decisions according

to the skills and knowledge she/he@d12).

AThe CHNIP &l ways need to wor k wi(N2B). ot her sp

Researchefs DecisionLessons Learnt From the expert advice, the researcher decided

that APNs should practice autonomously and refer cases beyond their skills and facility
infrastructire to the appropriate facility and personnel for the needed care. Autonomy
means different thirggto different experts and therefore the researcher must take concrete

steps to conceptually define the terminology in the curriculum framework.

Q6. The CHNPshould practice only at Primary Health Care and district hospital

settings. Please advise.

Fourteen (51.9%) of the experts stated that the CHNP should practice at the PHC and
District Hospital settingsvhereas 1244.4%) stated that they should practicalalevels

and one (3.7%) stated that they should practice at all levels with exception of tertiary

hospitals.

Various arguments were made for and against the limitation of the level of practice for the
CHNP, as represented in the percentage for arainagand the quotations below. It is
indicated that limiting the level of practice for the CHNP will create rigidity in posting
according to need and therefore making posting discriminatory, defeating the purpose of

filling in shortage gapsvhich may arse at any level of care.

A few comments for the limitations are as follows:

Al am in full S u p p Ata declamtion & bringhgéneaithocage totthiee Al m
doorsteps of the people. When the PHC and district are strengthened with skilled CHNP

few cases willbe seenatthe®gi onal and t é&ching hospital sc

AThe needs of our health system are such tl
practising at the PHC level and District Hospital leva$ that will reduce the number of
referrals to higher level of care as those will be dealt with effectively by the CHNP at the

| ower (NB.vel so
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Ail't appeared to me that the need for a CHNF
deprived areas to meet the lower level needs across thetioent. Thuswhile | agree
that the CHNP should have skills thare applicable everywhere, their training should be

i ntenti onal i n equipping them with skil!/ t

(PS.

Those who disagree with the limitatiotated that:

il di sagree with Q6. I n the private secto
allowed to practice some of their roles (e.g. delivering babies) as doctors only are allowed

to do this. This should not be the case for CHNP as well, theydsbewable to practice at

the | evel of their sdN8Pe of practice in all

ACHNP should be well equi pped to function
when this person is a speciafisiust like specialist doctors, nussghould fuiction at any

level. We need nurse consultants too at any defél7).

AThe CHNP should practice at all l evel s as
at all facilities. In a paediatric unit, she will help provide expert care and guidance to
other nursing colleagues. Their concentration could be at the PHC and District hospital
settings as it is closer to the grass root where there is likely to be more child care needs

due to embedded facMN®rs in the rural settin

Researchets DecisionL essons Learnt The researcher concluded that the CHNP should
be trained with the essential skills to practice at all levels of care, paying critical attention
to the necessary knowledge, skills and attitudes neededidwict level andPrimary

Health Cae settings.

Q7. The CHNP should practice under the supervision of a paediatrician at all levels

of care. Please advise.

Fourteen 14) or 51.9% of the experts believe the CHNP is an autonomous practitioner and
licensed to do soand therefore does not neeslipervision froma paediatrician. They
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further explained that there is the need for collaborative care and referral chain

management between the CHNP and the paediatrician.

Nine (9) experts believe that the CHNP should be superviseapgagdiatrician ding
training and internshipso as to provide the CHNP the opportunity to acquire the needed
skills from the paediatrician. Four experteowever believe that the CHNP should be
supervised by the paediatriciaspecially when he or she is practicingdtigher level of
care where the consultant paediatrician leads the paediatric care team.

These are some comments from the experts:

AStrongly disagree. Why should a doctor S |
professions. We work collaborativelg nurses should supervise each other and not to be
supervisedNl)y doctor so

nlf the intention of having more CHNPs 1is
then it may not be cosfffective and practical for CHNPs to practice under paedi&ns.

They should have acquired the competency to take initiatives regarding child care during

their internship under a paediatrician. | belieaeoneyear postqualification internship

under a paediatric@iP3n should be sufficientod

A Cl ear | ytrician n@aatavkisklls and knowledge that the CHNP may not have
surgical skills for example. In that light he paedi atrici an may be t
care healP3 h teamo

Researchefs DecisionLessons Learnt:The researcher concluddzhsed onfte evidence
provided that the CHNP should be supervised during training and internship by
paediatricianand collaborate with the paediatrician during practice after internship. The
length of the trainingas provided by the experts RinaseThreeof the Delphi survey is

determined to bavo (2) yeals training and ongl) yearof internship.

Q8. The CHNP training programme should be fully funded by the national
governments. Please advise.
Fifteen (L5) or 55.6% of the experts believe that the CHNP pesgme should be fully

funded by national government. They opined that governments should fund CHNP training
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SO as to increase access to the programme to meet national and international targets in
child health. An expert stated that:

A MOH must hceprioatiessthatr fecus ey child health if an expectation for full
funding is to be realized. It would be wonderful to have these programs fully funded to

ensure Iimproved access(NBor interested indiyv

Twelve (12)or 44.4%o0f the experts beliee that the programme should be funded by
government if there is fundingvailable The individual student should pay fees
government budgets on healtine are limited and fully funded programmes attract the
wrong people. Some of the experts believat tgovernment should be the frontline
funders assisted by nogovernmental and other international organizatienth students

partly selffunding and by paying fees
A few quotations are as follows:

Al't I s a good i dea t qovémamensho®addyBokifgatithey f unc
economies of most si@aharan countries, this would be a challenge. | think the

governments should just take part whileshe udent s a(N2a9p t ake parto

AThis indeed may increase parntlackthepcapaaity n . H ¢
to fully fund the programme, a subsidy (at least 50%) might also be appropriate. Again, in

the era of increasing private facilities, some governments may be hesitant to fully fund this
programme, with the notion that private facilitiesually make profit and should be

willing to invest in P3»e training of their

AThe government should be in themefbutomnt [ i n
situations where funds are limited other sources like NGO, or elefusdng are viable
opti ®I3).s 0

Researchefs DecisionLessons Learnt:From the expert advice, the research concluded
that the programme should be funded by governmémsssible. Ifgovernmentsamot
fully fund the programme, a subsidy should be giwethe students to reduce their cost of

training so as to pull as many nurses as possible into the CHNP programme.
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Q9. A "child" is anyone less than 19 years of age. Please comment.
Therewerevarying definitions of a child from various expediased ortheir jurisdiction.
Somedefined it based on their national definition of a chidhersdefined the child based
on international organizations working documents. Generally, the highest agbetkstri
the expert information is up to 18 years of agegqlthan 19 yearsyome also defined the

child based on vulnerability.

Some comments provided are:

Al n our country fAa chil(M3 is up to the age

AA child is any person below 5 years ol d.
globally because they are more susceptiblenf ect i ons t han(P6)t her age

i Ac c or the Wnged Nadions Convention on the Rights of the Chitdhild is defined

as "a human being below the age of 18 yeantess under the law applicable to tti@ld,

majority is attained earlier". This is ratified by 192 of 194 member countries. Biologically,

a child is generally anyone between birth and puberty. However, the dilemma here is that
there is no standard for the age at which puberty is attainedcehy low resource

countries puberty may occur later due to nutrition. For the purposes of planning an
educational program to prepare CHNB number must be selected in order to include
relevant content. | would recommend the age of 18, to be consistitnthe UN
Convention. Also, it ensures that no gap exists between child and adult healthcare. | would
anticipate thattora A chi |l do of the age of 18 a mot hel
adult practitioner yet as healthcare workers we would wanetsure no gaps in delivery

opti on@i15gxi st o

il di sagree with Q9 as it implies that an
old can consent for medical procedures (including termination of pregnanaygan only

give consent for surgat procedures at the age of 18. This means that an 18 year old (and
even a 12 year old sometimes) isrotesn as a chi [ (M32. n South Afri

AThis depends on the perspective from whic
terms of constitutiond definition of a child depending governmentsonstitution.
Biologically, a child is any human being below the age of puberty. However, there is no
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standard age of puberty. Therefore, constitutional definibba child would be reliable
(N29).

fDefinitions will vary between countriesand also skills required will be vast in the
current context. In medical terms, | believe the skills of a CHNP will be restricted to
children perhaps under 12 year®or according to children dosages of treatments. At 18
years, such apersonisandd-at | east i n(PSpnedi cal ter mso

Researchefs DecisionLessons Learnt: From the expert arguments provided, the
researcher concluded that a child is anyone less than the ageaoid18s prescribed by

the constitution bthe country in which the Child Health Nurse Practitioner is registered.
Therefore, the definition of a child may differ from country to country. The scope of
practice as prescribed by the nursing and midwifery council for the Child Health Nurse
Practiticmer should take into account the disparities acrmgsSaharan Africaand
conceptually define who a child is.

Q10. The CHNP practising at PHC level should be remunerated with additional
salary compensation. Please advise.

Twenty two (81.5%) of the expsrtdo not support extra remunerations for the CHNP
practicing in deprived arealsut believe they should be adequately remunerated according
to their skills and how much work they do. They believe it may lead to irregularities in the
remuneration scalevhich, in turn, breed confusion and disagreement between nurses.
Three experts do not support extra remunerati@ix (22.2%) experts believe thaa

CHNP practicing in underserved areas should receive additional remuneration so as to

motivate them to stayna provide care for the communities that are hard to reach.

An expert(N27) stated that:

AROne asks for compensation when the condit
work conditions and benefits are like that of other levels of practice (cack@ancement,

promotion and recognition etc.) then there would be no need for extra compensation. If the

opposite is the casthen compensation is need&d.

Other exped said:
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fiNo additional remuneratiant will be difficult to manage different remurmion scales

and this may al so cause pr@®Bl ems within the

ARThey deserve the needed salary and eligib

maybe unnecessar yyYPsland unsustainabl eo

=)}

Adequate r emuner a tentionof skiled peactitioretse s si ty f or r

ARThey shoul d be remuner ated aenc withidithegl vy w
Government systen(N7).

Researchets DecisionLessons Learnt:lt was concluded that CHMNFpracticingin all
settings should be remuneratatdthe level of the specialist nurse of the country in which
they practice The local communities and districts could institute motivational packages to
draw and retain CHNP to their communities. Governments should also progressively
improve infrastructue and social amenities to deprived aysasas to make the lives of the

healthcare providers comfortable in those settings.

Q11. The CHNPs should be posted to areas where they can speak the local language

of the community. Please advise.

Twenty (74.1%) egerts believe that the level of care and community involvemeat of
CHNP demandthatthe CHNP understands the language of the community in which he or
she is posted. Four of the 20 also stated that even though speaking the language of the
local communitycomes with advantages and efficiency, it should not be the sole criteria
for posting as some community may be deprived of the service CbfNP if no CHNP

speaks their language. They also believe th&HNP could learn the language of the

people servedsahe or she practices.

Some expert comments are as follows:

=)}

I f eiad is abawtreagaging with the communities and if the practitioner cannot

7]

peak the | anguage in the particulNH) area,

AQual ity dalieesylistdépendenteon communication. Therefore, the practitioner

must be able to understand and communicate with those who are being served. Perhaps
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language lessons as part of the program is part of the solution. The local community who
has the needof a CHNP could play a key role in the development of those skitisein
person who has been assigned. Language is important as is community acceptance. By
being a participant in the language acquisition process the CHNP may realize better

acceptNlp.c eo

Al't would be beneficial for the CHNP, to be
but it shouldndthebe a&i FBEgal wamentbe someone

language barrier. This will encourage the CHNP to learn a new languag@a@nctulture

and that wil!/ positively ((NB.pact on his/ her
AWhile | anguage is i1 mportant, cross cultur
nurses to | earn other | anguagRhs and have ot

Researter& DecisionLessons Learnt:In conclusion, language should be a critical
factor in selecting who practices whewehile making sure that no community is deprived
the services o CHNP on the bas of language.

Q12. The CHNP should be licensed to progie private care (set up a private clinic).

The experts believainanimously that the CHNP should be licensed to go into private

care. However, some experts believe that government regulatory bodies shoutuetake
necessary steps to prevemtinflux of private practices without necessary documentations
and minimum infrastructural standard® as to protect the population against dangerous

practices.

AWhile this may be i mportant, care shoul d &b
thatlack the requisite resources to render optimum healthcare. If pos€ibiPs should

only be allowed to set up a health facility provided they are partnering with a qualified

mi dwi fe or another health profess(Pl).nal, wit

il agree, CHNR should be licenced to practice privately as this enhances professional

growth for the practitioner, and widens the scope of healthcare choices for the community
but should be affiliate@N7to a District [/ Re
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i Mo s t tignersawath child health experience are often patronized locally and
informally. It will be a great opportunity for them to be more confident in providing these
services legally in a private practicence certified. There should be checks in place as
welltoensue t heir praciN2®.e i s up to datebo

Researchefs Decisionlessons Learnt:The Advanced ChildHealth Nurse Practitioner
should be licensed to practice, iand operatea private practice within the given

regulations and quality control meassir

5.4 PHASE THREE: EDUCATIONAL STRUCT URE, STRUCTURE OF
CURRICULUM CONTENT, TEACHING AND ASSESSMENT METHODS

5.4.1 Expert Group
All the twentyseven experts who completBdaseTwo also completéhaseThree,with a

response rate of 100 percent.

5.4.2 Data Collection

The questionnaire was developed based on the results from phase 1 and 2. The
guestionnaire was itwo sections. The first section covered the structure (the number of
years, the number of school weeks within the years and number of hours to be completed
for school work within a school week) of the educational systand the second part
coveredcontent, teaching methods and assessment metfib@ssecond section wapen
endedand required experts to provide the topics to be taught/learned, the teaching and
asessment methods under each of the seven knowledge dornhaidership and
Management; Quality Practice; Education and Research; H#dgeb Practice and
Professionalism; Advanced Nursing Practice; and Values and Attitase®scribed in
Chapter 3and confirmed inPhaseOne of the Delphi Survey The questionnaire was
reviewed by two experts (a child health specialist and an educator) for face and content

validity, and pretested with five masters of nursingietis acrossub-Saharan Africa

A decision wasnade on the structure of the educational systesinga simple majority of
the expert choices. Conventional content analysis was employed in analysing the topics
proposed by the experts. The teaching argessnent methods were analysed using

descriptive statistics.
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5.4.3 Results

5.4.3.1Section 4: Structure of theEducational System

The structure of the educational system describes the organisational system in which the
curriculum framework is to be implemented, spaoidythe number of years, the number

of school weeks within the years and number of hours to be completed for school work

within a school week.
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Figure 5.1: Level of the CHNP programme

Themajority ofthe experts(55.6%)stated that the CHNP programme should be offered at
the mastds level (NQF 9). This has implicatiorier policy for countries withinsub-
Saharan Africaand requireschange to policies to produce nursesvith a fouryear

bachel orfodenrolthengintoethee CHNP programme
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Figure 5.2: Type of attendance

The majority 81.26) indicated that the programme should be a-tfull me mast er €
programmeOne expert statedhat the programme shoula la oneyear fulttime and 2
year part timgorogrammeso as to enable hospitals and institutiomselease their nurses

without difficulties.
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Figure 5.3: Academic years

The majority(70.4%) of the expertselieve the programme should be two academic years.

An expert commented that each country should look at their own healthcare system and

make provisiongrom that for the CHNP programme.
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Figure 5.4: Number of weeks per academic year

Forty 40) academic weekéhumber of weeks in an academic yege) year was seen as

the favourable number of weeks to implement this prograrhgnthe majority (63.0%) of

the experts.
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Figure 5.5: School hours per week
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The majority (66.7%) of the expettbelieve 60 hours a week is enough for the CHNP to be
equipped with the requisite skills needed for care. An expert demanded that the number of
hour be revised based on quality asdsonable workload purpose. It was discovered from
the comments that the experts would havedfur a smaller number of hour per wedk

the option was made available. This questiaas sent back to the experts with more
options. The question was resuitted as part oPhaseFour withalesser number of hours

as optionsbased on the South African Qualification credit system.
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Figure 5.6: Years of postgraduation internship

The majority (66.7%6) of expets believe that the internship should be a year. An expert
further stated that the internship should be carried out in rural government hospitals.

20

=
(&)}

frequency
H
o

(61

"EEBS

Case-based Concept-based Problem-based Community-basedOutcome-based
Type of curriculum

o

Figure 5.7: Type of curriculum preferred by experts. [Note: the sum of the values is

more than 27 as expedwere allowed to choose more than one curriculum type]

The majority (59.3%) othe experts believe problebased learning is the most efficient
way of implementing this programme. They also believe that prebksed learning
alone cannot help the students achieve all the knowledge, skills and attitudes they need

therefore a combination of teaching methodsspecially problenbased learning, case
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based learning and communitgsed learning will be most effea for this programme.
The literatureshowsthat a concepbased curriculum gives the student the opportunity to
acquire all the advantages of the rest of the curriculum types included in this quEsgion.
conceptbased curriculum alsallows for a congtuctivist (concepbased and cadmsed)
approachwhich was favoured by most of the participaritke researcher rephrased this

question inPhaseFour.

5.4.3.2Section 5: Structure of Curriculum Content

A conventional content analysis procedure was used to andlgscontent of the ACHNP
programme provided by the expert group. dmwentional content analysis, the codes and
themes are derived from the content of the text (faseeh & Shannon, 20053herefore,
the process adheres tonaturalistic enquiry paradignwhich seeks to angde data
inductively(Tavakol & Zeinaloo, 2004)

In this study, the topics provided by the expert group were examined, categorised and then
coded. The codes were derived from the content of the text (topics) provideateand
therefore conventional content analytic in nature. Tresearchempplied the comint
analysis process for observational text dat@raneheim & Lundman (2004grouping the

topics into meaning unit, then to condensed meaning unit, then interpreted the underlying
meaning of the condensed meaning unit by defining the condensed meaning unit
formulated sulthemes and grouped sthiemes into theme@Graneheim & Lundman,
2004)

A total of 570 topics were recommended by the expert team under the six domains. Similar
topics from the recommendations were merged togetihesulting in260 topics under the
domains Table5.3).

Table 5.3: Topics recommended by the expert group under the six domains.

Domain Description No. of topics No. of topics
recommended | after merging

A Leadership Managemeand Administrabn 106 40

B Quality Practice 92 36

C Ethicolegal Practice and Professionalism 67 38

D Education and Research 100 37

E Advanced Nursing Practice 107 69

F Values and Attitudes 98 40

TOTAL 570 260
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As described ifChapter 3the content conventional analysis process for observational text
data inGraneheim & Lundman (2004yas appliedy grouping the topicgmeaning units)

into condensed meaning units, then inteipge{by defining) the underlying meaning of
the condensed meaning units, formgt into subthemes (naming the condensed
meaning units) and grouping similar or related-twmes into themefGraneheim &
Lundman, 2004)

The 260 topics (meaning units) were printed on hard qémd®asy handling)examined
thoroughly and grouped into 25 condathgeeaning units (cluster of related topics). The
condensed meaning units were then identified with a namettisufe) which was then
defined. The 25 suthemes were further grouped under five themes namely: essential
APN skills, system thinkingevidencebasedpractice, education, and Advanced Nursing
Practice (Tabl&.4).
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Table 5.4: Conventional Content Analysis(Content of the Advanced Child Health Nurse Practitioner programme)

No. | Condensed Meaning Unit Defining the Condensed Meaning Unit Sub-Themes Themes

1. Information Communication Communicatbn isthe ability to acquire and apply telephone sk#ectively, presentation
Technology, Interprofessional skills, critiquing, motivatbnal and supporting skills, persuading and negotiating, gathg Communication
Communication, Intraprofessional information, listeningdshowing empathy) and body language sKKlent University, 2017)
communication|nterpersonal
Communication

2. Nursepaient relationshipinterpersonal | A goal oriented helping relationship in which there is a mutual understanding betwe Therapeutic
relationship, Interdisciplinary team, nurse and the patience for the nurse to assist in the fulfilmentysicah psychological| Relationship
Therapeutic relationship spiritual and emotional needs based on the trust, respect, faith, hope and sensitivit

nursedbds self and the patient personali
(Perraud et al., 2006; Pullen & Mathias, 2010; Wright, 2010)

3. Professional isss in nursing, Professionalism is defined as the act of acquiring the values system of the nursing pr¢ Professional ESSENTIAL
Mentoring, Nursing Theories, Record [and maki ng part of t(Realematals2012;sArmgtrorgcBheng Practice ACHNP
keeping, Career paths of ACHNP et al., 2013; Karimi et al., 2014) SKILLS

4, Nursing ethics, Ethical dilemma, Ethicg This represestthe characteristic cultarand values of nursingvhich the Advanced Chil¢ Ethos of Advanced
decision making, Moral reasoning, Health Nurse Practitioner needs to assimilate during training and exhibit in ptaatidg Child Health
PatientCentred Care, Cultural cover al issues regarding autonomy (respect for persons), beneficence (doing med Nursing Practice
Competence maleficence (doing no haw), justice (fairness), veracity (telling the trutahd fidelity

(remaining fait hf u(Natidna Coonmissiors on cCarctional tHeakh
Care, 2017)

5. Chi | dr e g BatientéRRghtg h t | Any activities aimed at defending and protecting the right of the child to quality healt
Charter, BathdPele Principle, Child and at providing a conducive environment fa child to achieve utmost health a<hild | Child Advocacy
Advocacy may not be aware diis or herright nor have the capacity to protect and defaimd or

herself(Armstrong et al. 2013 pp 277)
6. Critical thinking, Decision making, Critical thinking is skilful and responsible thinking in which one analyses argument Critical Thinking

Problem solving

makes inferencesising inductiveand deductive reasoningeeking all claims to be backg
by evidence and making decision or solving problems within a specific cqheEx2011;

Boso & Gross, 205).

and Problem
Solving Skills
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No. | Condensed Meaning Unit Defining the Condensed Meaning Unit Sub-Themes Themes
7. Leadership in Nursing, Nursing A health systenis defined as the interconnection of people, institutions and resowites
administration, Nursing management, | the primary aim of improving the health of the people served as well as makantghey
Health systems, Organizational structu| are not overwhelmed with the cost of c@r¢orld Health Organization, 2011)
Healthcare reforms, Job evaluation,
Governance, Population and health, Health System
Delegation and supesion, Health
economics, Human resource
management, Physical resource
management
8. Quality audit, Quality control, Quality | Quality improvement is defined as tpersistent effortby all stakeholders of healthcal
Improvement, Total Quality (clients, health team, academia and governmeat)make alterations that will lead | Quality
Management improvement in the health outcomes of patients, learning of students and commét¢ Improvement SYSTEMS
health professional8atalden & Davidoff, 2007; Wong et al., 2010) THINKING
9. CPD, Development of CPD programmg¢ Continuous professional development is lifelong learning that a profedsgngages in poy Continuous
professional registratiomwith the primary purpose of keeping-tgpdate with current best Professional
practicesin order to provide quality nursing services to cligiiavids, 2006; Cleary et all Development
2011; Herbert & Rainford, 2014)
10. | Acts relating to ACHNP, Legal issues il Legal issues in nursincanbe divided nto four elementavhich must be provided in case | Legal Issues in
ACHNP, Healthcare Policy medical litigation. These aretuty (the laid down relationship between the client and| Advanced Child
nurse), breach of duty (failure to provide reasonable and justifiable healthcare servic{ Health Nursing
client under theparticular condition), damages (injuries caused as a result of actig Practice
inactions on the part of the nurse) and causation (correlation between breach of d
injury) (Armstrong, Bhengu, et al., 2013; National Centre of Continuing Education,.20]
Legal issues in nursing refers to the statéfal laws, nursing licensure, scopes of prag
and standards of care expected from the nurse by the g@biitstrong, Bhengu, et al
2013; National Centre of Continuing Educatio@017; National Commission 0
Correctional Health Care, 2017)
11. | Scope of Practice, Professional codes | Scope of practice refers to what a nurse can do or cannot do based on the legaidso Scope of Practice
conduct set by professional nursing regulatory bodigsnstrong et al. 2013,pp 93)
12. | Research process, Qualitative researct 6 Sy st emat i c inquiry designed to devel ¢NursingResearch
methods, Quartttive research methodg§ i ncl udi ng nursing practice, n u r(Poiit® § H & d Methods
Research ethics Beck, 20062006p 4).
Development of Research Proposal, | This is to conceptualise, collect data, analyse data and write research report. Conducting EVIDENCE -
Conducting Research , Disseminating Nursing Research BASED
research finding PRACTICE
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No. | Condensed Meaning Unit Defining the Condensed Meaning Unit Sub-Themes Themes
13. | Systematic review, Prototand standarg This is to retrieve relevant nursing research, synthesize it into nursing protocol or st Utilizing Nursing
development, Using Protocol and for clinical application. Research
standard
14. | Education Psychology, Teaching and | This consiss of all the knowledge, skills and attitudes needed by the Advanced Child H Education
assessment rtteods, Curriculum Nurse Practitioner to teach both students and clients in classroom and clinical settingg methods
development EDUCATION
15. | Academic teahing The engagement of the Nurse Practitioner in teaching studethits glassroom and clinicg Academic teaching
settings
16. | Child and family education The engagement of the Advanced Child Health Nurse Practitioner in teaching ¢tieitds| Family health
and famiy) clinical settings education
17. | Features of APN, Roles of ANP, All fundamental issues relating to Advanced Nursing Practice and being an Adv Foundation of
Emerging Trends in APN Nursing Practitioner is termed the foundation of Advanced Practicengurs Advanced Practice
Nursing
18. | Human Anatomy, Human Physiology, | All the basic applied sciences that form the foundation ontwhibvanced Nursing Practid Applied Health
Medical Psychology, Medical Sociology is based are termed Applied Health Sciences. Sciences
Pharmacology, Pathophysiology
19. | Physical Assessment, Laboratory The necessary knowledge, skills and attitudes needed tmodiegchild disorders ear| Patient
investigations, Radiological accuratelyis termedPatient Assessment and Decisidiaking Assessment and
Investigations, Medical Diagnosis DecisionM aking
20. | Prescription, Dispensing, Medication | The necessary knowledge, skills and attitudes needed for the Advanced ChildNHeadt
safety Practitioner to prescribe accurate medical and-medical treatment for a particuli Treatment
diagnosis made is termed prescription. Selection
21. | Basic Life support, Paediatric Life threading childhood phenomanhat require prompt tention are termed paediatri¢ Acute and ADVANCED
emergencies emergencies Paediatric CHILD
Emergencies NURSING
22. | Advanced Paediatric Nursing, Commol The aspects of child health nursing knowledge, skills and attitudes beyond that of red The Sick Child PRACTICE
Childhood diseases paediatric nursethat are ecessary for the practice of Advanced Child health N
Practitiones is termed the sick child.
23. | Family System, Family health The childbds i mmedi ate environment a nd | Family Health
Practitioner needs to uatstand the family system within which the child is being rai{ Nursing

and how family practices could i mpact
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No. | Condensed Meaning Unit Defining the Condensed Meaning Unit Sub-Themes Themes
24. | IMCI, NIMART, Immunization, The International and national child health programmes that adopted by national ¢ Local and
Vulnerable child provincial governments to improve child health are termed internatemmdllocalchild | International
healthcare programmes. Child Healthcare
Programmes
25. | Community Assessment, Community | All the activities undertaken by the CHNP to promote child health within the commur, Community
Diagnosis, Community Health Ou&reh, | termed community Outreach. Outreach

Design, Implementation and Evaluatior
of community Health projects

The child lives in a family that lives in a community. Any healtbazhallenges faced by th
community will affect the health of the child whoti®e mostvulnerable in society.
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54.3.2.1 Theme 1: Essential Skills for Advanced Nursing Practice

This fornms a collection of sulhemes (modules) thabver necessary skills needed for the
Advanced Practice Nurse to function effectively. These skills include commuomiskills;
therapeutic relationshgpcritical thinking problem solving skilland clinical skills.

5.4.3.2.1.1Communication Skills

Communicaton skills cansist of the abily to acquire and appleffectively telephotic
communication presentation of informatign critiquing, motivating and supporting,
persuading and negotiating, gathering information, listef&hgwing empathy) and body
language skillgKent University 2017)

5.4.3.2.1.2 Therapeutic Relationship

A goal oriented helping relationship one inwhich there is a mutual understanding between
the nurse and the pattefor the nurse to assist in the fulfilment of physical, psychological,
spiritual and emotional needs the patient,based on the trust, respect, faith, hope and
sensitivity to the nur se(@araud etlalf, 2086) Bulleh & e
Mathias, 2010; Wright, 2010)

5.4.3.2.1.3 Critical Thinking

Critical thinking is skilful and responsible thinking in whicmeo analyses argument and
makes inferencesising inductive and deductive reasonisgeking all claims to be backed by
evidence and making decis®or solving problems within a specific contékai, 2011; Boso
& Gross, 2015)

5.4.3.2.1.4 Ethos of Advanced Nursing Practice

This represents the characteristic culture and values of nuvgimgh the Advanced Child
Health Nurse Practitioner needs to assimilate during trainimigehibit in practice and
coversall issues regarding autonomy (respect for persons), beneficence (doing m®ed)
maleficence (doing no harm)ustice (fairness), veracity (telling the trutApd fidelity
(remaining faithf u(National Conmissios oncCornectiontl rieattht )
Care, 2017)

5.4.3.2.1.5 Child Advocacy
All activities aimed at defending and protecting the right of thid thiquality healthcare and
to provide a conducive environment for the child to achieve utmost healthe child may
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not be aware ohis or herright nor have the capacity to protect and defbeimd or herself
(Armstrong et al. 2013 pp 27.7)

5.4.3.2.1.6 Professional Practice

Professionalism is defined as the act of acquiring the values system of the nursing profession
and makingtpart of t he n yle(Boelées et al.r 202 Arntsteongl Bhéngus t
et al., 2013; Karimi et al., 2014)

5.4.3.2.2 Theme 2: Health Systems Thinking

Systems thinking refers to the understanding of a system in terms of the linkages between its
component parts and hotihe component parts interact among themselves to produce a
synergistic function/effec{Arnold & Wade, 2015; Hoffenson & Sdéderberg, 2015; The
Institute for Systemic Leadership, 2017)

5.4.3.2.2.1Health System

Health system is defined as the interconnection of people, institutions and reseittctse
primaryaim of improving the health of the people served as well as making sure they are not
overwhelmed with the cost of ca(@orld Health Organization, 2011)his consists of
Leadership innursing, Nursing administration, Nursing management, Organizational
structure, Healthcare reforms, Job evaluation, Governance, Delegation and supervision,

Health economics, Human resource management, Physical resource management.

5.4.3.2.2.Quality Improvement

Quality improvement is defined as the persistent effort by all stakeholfidreatihcare
(clients, health team, academia and government) to make alterations that will lead to
improvement in the health outcomes of patients, learning of students and compudtence
health professional®8atalden & Davidoff, 2007; Wong et al., 2010)

5.4.3.2.2.3ontinuous Professional Development

Continuous professional development is lifelong learning that a professiod@ttakesvith
the primary purpose of keeping -tqpdate wth current bespractices in order to provide
quality nursing services to clien{®avids, 2006; Cleary et al., 2011; Herbert & iard,
2014)

5.4.3.2.2.4 egal Issues in Advanced Nursing Practice
Legal issues in nursingao be divided into four elementahich must be provided in case of
medical litigation. These aretuty (the laid down relationship between the client and the
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nurse), breaclf duty (failure to provide reasonable and justifiable healthcare service to the
client under the particular condition), damages (injuries caused as a result of actions or
inactions on the part of the nurse) and causation (correlation between breacly ahdiut
injury) (Armstrong, Bhengu, et al., 201Btational Centre of Continuing Education, 2017)
Legal issues in nursing refers to state/federal laws, nursing licensure, scopes of practice and
standards of care expected from the nurse by the p{(Amstrong, Bhengu, et al., 2013;
National Centre of Continuing Education, 2017; National Commission on Correctional Health
Care, 2017)

5.4.3.2.2.55cope of Practice
Scope of practice refers to what a nurse can do or cannbasied on the legal bodaries set

by professional nursing regulatory bod{@smstrong et al. 2013,pp 93)

5.4.3.2.3 Theme 3: EvidenceBased Practice
This involves the integration of clicel expertise and best research evidence with patient
values to provide quality and cesffective care for the patients

5.4.3.2.3.1Nursing Research Methods

Research is a O6systematic inquiry designed
to nurses, includig nur sing practice, nur si ng Pditducat
and Beck 200§ 4).

5.4.3.2.3.onducting Nursing Research Project
This is to conceptualise, collect data, analyse data and write research report.

5.4.3.2.3.3Utilizing Nursing Research
The translation 6 relevant and conceptual nursing research into nursing education and

practice.

54324 Theme 4: Education
The theme, education describes the epistemological perspetdaehing within the

university and client education as described below.

5.4.3.2.4.JEpistemology
This corsist of all the knowledge, skills and attitudes needed by the Advanced Child Health

Nurse Practitioner to teach both students and clients in classroom and clinical.settings
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5.4.3.2.4.2Academic Teaching
The engagement of th@hild HealthNurse Practitioner in teaatg students in classroom and
clinical settings

5.4.3.2.4.lient Education
The engagement of the Child Health Nurse Practitioner in teaching clients (child and family)

in clinical settings

5.4.3.25 Theme 5: Advanced Nursing Practice

Advanced nursing practice consistkthe fundamental issueselatingto APN, the applied
sciences that the APN need to learn, patient assessment and dewkiog, selectiorof
treatment management of acute illnesses and paediatric emergencies, family health nursing,
an understanding of locahd international policies and programmes that affect children and

community outreaciTable 5.4)

5.4.3.2.5.1Foundations of Advanced Nursing Practice
All fundamental issues relating to Advanced Nursing Practice and being an Advanced
Nursing Practitioner is termeté foundation of Advanced Practice Nurs(iigble 5.4).

5.4.3.2.5.27Applied Health Sciences
All the basic applied sciences that form the foundation on which Advanced Nursing Practice
is based are termed Applied Health Scier{@able 5.4).

5.4.3.2.5.Fatient Assessment and Dedan making
The necessary knowledge, skills and attitudes needed to diagnose child disorders early

accurately is termed Patient Assessment and Dediéatimg (Table 5.4).

5.4.3.2.5.4Treatment Selection
The necessary knowledge, skills and attitudes needed for then@et/&hild Health Nurse
Practitioner to prescribe accurate medical andmedical treatment for a particular diagnosis

made is termegrescription(Table 5.4).

5.4.3.2.5.FAcute lliness andPaediatric Emergencies

Acute illness refers to childhood ilinesses or diseagéh rapid onset and sharp deterioration
in the health status of the child. Paediatric emergencies ifaréhriedaening childhood
phenomeathat require prompdttention(Table 5.4).
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5.4.3.2.5.6The Sick Child

The aspects of child health nursing knowledge, skilts a@titudes beyond that of registered
paediatric nurse that are necessary forntamagement of the sick child kiye ChildHealth
NursePractitioner(Table 5.4).

5.4.3.2.5. Family Health Nursing

T h e c significdnd athersaand carergepresent théamily. The Adwanced Health Nurse
Practitioner needs to understand the family system within wdnahld is being raised and
how the family practices could impaet h i hedlin(Fable 5.4).

5.4.3.2.5.8 ocal and International Child Healthcare Programmes
International and natiohahild health programmes that are adopted by national or provincial
governments to improve child health are termed internatiandl localchild healthcare

programmegTable 5.4).

5.4.3.2.5.Community Outreach

All the activities undertaken byt CHNP to promote chil health within the community is

termed communityoutreach.A child lives in a family that lives in a community. Any
healthcare challenges faced by the community will affect the health of the child wi® is

mostvulnerable in societyTable 5.4).

5.4.3.2.6 Discussion
The programme is conceptualised into five courses, each with mpthriexampletheme
one represents the course Essential skills for Advanced Practice Nursing with six modules. In

all there will be 25 modulescross the five courses

The AdvancedPractice Nurse nesdkills that will enable her/hino practice autonomously
andto be a patient advocate in the community. These skibtsvell represented in the first
module. The practitioner negtb learn how to communicate with the child, familgalth

team and the community at larg€ommunication enhances the relationship that the
practitioner buil@ with all the stakeholdsrin her/his practiceso as to make it therapeutic.
He/she needs to be able to think critically and solve patient, famdycammunity problems
relating to child health and be able to defend and protect the health rights of the child

professionally.
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The first four themes are seen as courses that are necessary for Advanced Practice Nurse in
any speciality while the fifth theme is very specific to child health. The core courses of the
APN programme irsub-Saharan Africa include: Essential skills for APN; Health Systems
Thinking; Evidence Based Practice; and Education. The Advanced Child Health Nurse

Practitioner specific couess n a m éAdvanéed Child Health Nursiiig

5.4.3.3Section 7 &8: Teaching and Assessmeril ethods

5.4.3.3.1 Teaching Methods

The experts stated the modes of t@agiper subject they proposed to be taught/learnt under
each domain. For the 570 topics proposed by the egpeup, 662 teaching methods were
stated and 527 assessment methods advised to be used. The distribution of the teaching and
assessment methods under the domains are illustraf@glire 5.8 below.

Lecture Method: Lectureas ateaching method involves the teaching situation in which a
teacher transmits information to a large or small group of students. It involves mostly the
teacher delivering content with little or no input from the student body.

Interactive/Small Group Technique: This type of teaching involves the students. The
lecturer engages the students in discussions, brainstorming, and assessment of group
presentations.

Experiential Learning Techniques:This involves hands on teaching and learning situations

in which the student plays with simulated situations andlifegbatients to build them up for
clinical placement or practice.

Self-Study: This is the teaching situation in which the students are gaveortion of the

content to study on themselves.

Blended Learning: Blended learning represents the situatiowimch teaching and learning

is implemented both eoampus and oftampus. The students learn through various online or

electronic learning platforms.
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Figure 5.8: Teaching methods proposed by the experts

5.4.3.3.2 Assessment Methods

Test/ Examination: This includes written class tesand examinations that studsriake
throughout the year as part of eitfi@mativeor summativeexaminations.

Take Home Assigiment: This involves the assessment process in which students are given
assignments to take home and other projects to work on in their own time.

Clinical Examination: This is any assessment doneetwit the competence of the students
for a particulaskill sand attitudes they learnt or were tauighthe clinical setting

Viva voce: This is the process in which the student is assessed through oral presentations.
Oral tes$, case presentations, group presentations and seminars are exampieseof
asseswent methods.

Non-grading Assignments:These are forms of assignments and other assessment®uaione

not graded. These can be done for various purposes.
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Figure 5.9: Assessment methods proposed by the exper

55 PHASE 4: SECTION 6 (RESOURCES NEEDED FOR THE CHNP
PROGRAMME)

This was the last phase of the Delphi survey. The researcher collected expert views on the
resources needed for the successful implementation of the CHNP prograrsubeSatharan

Africa. This completel the last element of the essential components of a curriculum
framework outlined bystabback (2007)

5.5.1 Expert Group
All the twentyseven experts who completed Phase Tamal Threealso completé the

guestonnaire inthis phase.

5.5.2 Data Collection

The questionnaire was developed through a mini literature review on resources needed for a
successful academic programme. The questionnaire was reviewed by the two experts for
content and face validity. Corrections nieanade and the questionnaire was transferred onto
the Redcap online survey platforAnnexure B. It was then pretested by 5 masters of

nursing studentBom sub-Saharan Africa

5.5.3 Results
The findings from this phase are presented below.
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5.5.3.1Type of curriculum, academic hours per week and number of clinical practice
hours

Z
]
w
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= Yes = No Frequency

Figure 5.10: Should the curriculum be conceptbased?

As a followrup on the type of curriculum in phase 3, the experts were asked if theuleunric

should be concegiiased or not. The majority (88.9%) sé@Hand the rest a in@h 6
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Figure 5.11: Number of learning hours per school week

The

school

experts

were asked,

wo r kupon please 3kheniajorltyl (68.0%6) selected 4Bours per week.
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Figure 5.12: Number of Clinical practice hours for the 2-years CHNP programme

The expes were asked to choose how many clinical hours the CHNP should be required to
complete for the two yearA. slim majority (51.956) selected 80@000 hours.

5.5.3.2Student Prerequisites

Postgraduate diploma [l 3
4-years bachelors degre

3-years bachelors degre

Level of education

Advanced diploma [l 1

0 5 10 15 20 25
Frequency

= Advanced diplomem 3-years bachelors degre= 4-years bachelors degres Postgraduate diploma

Figure 5.13: Minimum Entry Qualification for the CHNP programme
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Figure 5.14: Minimum Entry Grade Point Average

The majority (77.8%) of the experthosed-yearBachelots in Nursing as a minimum entry
qualification fFigure5.13). A simple majority(48.1%) selected 60% as the minimum entry
Grade Point Averagan applicant must obtained in their bachelor's programme to be eligible
for admission into the Advanced Practice Nursing Progrankigere5.14).

The experts who commented this section stated that it is important to select the best
students for the programmso as to allow candidates with sound academic background to
enter the programme. Axgert also stated that the candidates without a four year ba@helor

should write an entrance examination to be eligible.

Response

0 2 4 6 8 10 12 14 16
Frequency

= Yes = No
Figure 5.15: Challenge examination as an entry requirement

The majority(55.6%) of he experts believe that challenge examination is not the best way to
recruit students into the CHNP programnmighree experts whoid not agree with challenge
exams stated that:

Al f the minimum qualification i senmrong&dfor wi t

challenge exam. The standards would be set by those preceding factors. There are too many
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extraneous variables that cannot be controlled that influence performance on challenge

exam O

AAll those who arenrolling into the programme must hasanilar qualities, because having
several ways of gaining entry might end up compromising the quality of the APN

programme. 0

AOnce an applicant has 60% or more peimh his/her CGPA and has had oryeard s
experience, this may not be relevant. Examimatghould however be conducted for
applicants with borderline CGPA (e.g. CGPA
general knowledge and passion for the progr

Two experts who are in support of challenge exams stiad¢d

AThis exam can help determine the applicant

=]

I n order to enhance the competitivenessao

|
|
3-years 8
| | | |
2vears I
| | |
1year I

0 2 4 6 8 10 12
Frequency

Years of practice

= l-year m=2-years = 3-years m=4-years
Figure 5.16: Prior Clinical Practice Requirement

A simple majority (40.7%)of the experts preferretivo yeaiGs post registration clinical
experience as a prerequisite to the CHNP programme.e@pert stated that the owyear
compulsory post registration clinical practice for nurses as part of their undergraduate training

and licensure should not be counted in the two §&alinical practice requirement.

Oneexpert(N23) stated that:
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AAccording to Pat-ByearstabeBomeaacempetent practitioaek. hghe 2
first year of practicea persorwould be in the transiining phase and still searching for her

or his career pathway but in the second year that decision would have been made and by the
end of the two years that person would have acquired enough knowledge to pursue her or his
car eer (Behnen 1982) o0
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Figure 5.17: Pre-requisite skills

Mathematics(16, 57.1%),Computing skills(22, 78.6%), and Englishanguage skillg17,

60.7%) were rated highly as prerequisite skills for the candidates.
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Figure 5.18: Prerequisite Undergraduate course/modules

Paediatric Nursing26, 92.9%)Anatomy(24, 85.7%)Physiology(23, 82.1%)Psychology
(21, 75.0%) Sociology(16, 57.1%)Pharmacology24, 85.7%)Microbiology (18, 64.3%),

Community health NursinfLl9, 67.9%)Family health Nursingl9, 67.9%)Communicatn
skills (21, 75.0%)Research Method49, 67.9%) andfundamentals of Nursin@0, 71.4%)
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were rated by the experts as very important undergraduate modelethpplicants need to
have in order to be admitted into the CHNP progranirhe.experts also stated other
modules and skills that are essential for the candidates before enrolment. These include:
writing skills, statistics, leadership skills, nutritiondagietetics, medical and surgical nursing,

and management skills.

The expert group prescribéaptop computef25, 89.3%) prescribedextbooks(25, 89.3%)
and Diagnostic s€R1, 75.0%) as major personal resources that students need to have to
facilitate their learning in the CHNP programme. Other resources that are necessary are

sufficient funds for transport and living expenditure, internet access and smart tablets.

5.5.3.3Staff Resources Needed

What should be the minimum qualification of a nursing lecttaeititator in this programme?

I I I I
PhD.

MSc Nursing (ResearcI"Il

Level of education

MSc. Nursing (Coursework & Researﬂ
| | | | | | | | I

0O 2 4 6 8 10 12 14 16 18 20
Frequency

m MSc. Nursing (Coursework & Research)s MSc Nursing (Research) = PhD.
Figure 5.19: Minimum Nursing Lecturer Requirement for the CHNP programme

MSc Nursing by Coursework and Research Re(®f17%) was preferred over MSc Nursing
(Research)3.7%) and Ph.D. Nursing29.6%) as the minimum qualification of a nursing

lecturer/facilitator in this programme.
The experts believethat a PhD ina relevant field of nursing is ideal but the resource

limitations in sub-Saharan Africamakes it unattainablenithe present timetherefore a

masteés with course work and research component is acceptable.
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Figure 5.20: Minimum non -nursing lecturer qualification

Similar to that of nursing, the majority (63.0%) the experts selectedaster of Medicine
(MMed) as the minimum qualification required by a nemursing lecturer in the CHNP
programme. Comments made by the experts on the minimum-mgsing lecturer
requirement stipulated thatpaediatrician with MMed glification would be a great resource
for lecturing the CHNP.

Response

18

Frequency

= Yes m No
Figure 5.21: Teaching qualification

The majority (63.0%) of the experts believe that the lecturers of the CHNP programme need

an education traing to be able to function appropriateRidure5.21).

An expert in support of the education qualification as a prerequisite for lecturing in the CHNP
programme stated that:

fiIEveryonecan teach but it takes an wchtor to successfully run a training programme
because of the knowledge regarding the psychology of education, testing and measurements,
content |l evelling and the use of innovative
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One expert who thks an education qualification iaot necessary for lecturing in the CHNP
programme stated that:
fiINo, because at master's level mosthawork is done by students and the lecture's duty is to

direct the studenfsyhi ch does not necessarily need a t

5.5.3.4Physical Resoures/Infrastructure Needed
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Figure 5.22: L ibrary resources needed

Textbooks(23, 82.1%)computerg26, 92.9%)jnternetservices(27, 96.4%)online learning
platform (eg.Sakai}22, 78.6%),subscription toresearch databagg27, 96.4%),and online
books (23, 82.1%) were rated highly as necessary library resources necdgaement the

CHNP programme successfully.
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Figure 5.23: Classroomresources needed

An LCD projector(27, 100.0%)comfortable tabls and chairs for studen{7, 100%),air
conditioning/heater/fan per clagg2, 81.5%),chalkboard(15, 55.6%),white/marker board
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(24, 88.9%),good lighting (26, 96.3%),and good ventilation(27, 100%) are deesd very
important physical resources the institution retximplement sucka programme. Other
resources stated by the experts include: clinical skills laboratory, cafeteria, video conferencing

facility and discussion rooms.
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Figure 5.24: Teacher/student ratio

The majority (21, 77.8%pf expertgreferred a teacher/student ratio of 114).

5.5.3.5Clinical Simulation

The experts recommendadimulationlaboratory, clinical placement facilities, anatomical
modds, clinical mentors, high fidelity simulators, clinical supervisors, resuscitation
equipment, diagnostic sets, personal protective equipment, and a quiifieethboratory
technician as the minimum requirements neddedlinical simulationin the CHNP

programme.

5.6 CONCLUSION

This chapter presented the findings from the four phases of the D&lphiphase one

covered the consensus of the experts on the findings from the scoping review presented in
Chapter 4. Phase two wasodlow-up question on phaskin consensus were not readihne

phase three required that the experts provide list of topics, teaching and assessment methods
for the CHNP. The last phase also require the experts to review resources needed for the
introduction of the APN programme&he following chapter presents the development of

concepts for the curriculum framework.
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CHAPTER 6 : THE DEVELOPMENT OF C ONCEPTS FOR THE CHIL D HEALTH
NURSE PRACTITIONER C URRICULUM FRAMEWORK

6.1 INTRODUCTION

The concepbased curriculum is preferred over content, outcommel standartbased
curricula because of its ability to provoke critical thinking and probkestving abilitiesin
studens with minimum content. It addresses the concernshefoverwhelming content of
nursing curricula. As described @hapter 3a curriculum committee was formed to develop

the concepts for the Child Health Nurse Practitioner curriculum framework.

6.2 CURRICULUM COMMITTEE

Five nursing curriculum experts, a paediatrician and a paediatric nurse elected
purposively in addition to the researchdp develop the concepts for the curriculum. The
credential®f thecurriculum committearepresented iTable6.1 below.

Table 6.1 The curriculum development team

Expert | Highest

academic Curriculum development skills
gualification

A DCur in Nursing | Former member of South African Nursing Council, Senior Lecturer

B PhDcandidate Lecturer,concept based cuculum team leader
(Nursing

C Professor of Former head of three nursing departmentsriculum development an
Nursing, review team leader in three SSA countries

D PhD Nursing Former head of South African Nursing council, Provincial Chief Nur

officer

E PhDNursing Head of an ultramodern multidisciplinary simulation laboratory

F PhDcandidate | Head of paediatric nursing in a department of nurstapsultant for,
(Nursing SpecialityChildrend Blospital

G MMed, African Paediatician, University Academic Hospital
Paediatric
Fellow, South
Africa

H PhDcandidate | Principal researcher
(Nursing
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6.3 CONCEPTS FOR THE CHILD HEALTH NURSE PRACTITIONER
PROGRAMME

Two experts (A and B) met with the principal researcher to review the instructions for
selecting concepts fothe Child Health Nurse Practitioner curriculum developed by the
researcher. The review was followed by selecting the concepts for the Child Health Nurse
Practitioner programme.

At the first meeting, 22 concepts were identified. These concepts were yeifined
subsequent meetintp 14 concepts as outlined Table6.2. The fourteen (14) concepts were
developed and transferr@tto the Redcap online survey platform for the other expert®(C

E, F, G) to analyseThe concept analysis questionnaire developed by the reseasihgithe
components of concept analysis presentetbhmston (201 Ayas reviewed by experts A and

B for face and content validity and then pretested with 5 masters in nursing educatiots studen

(AnnexureG). The concepts are presentedable6.2 below.

6.4 CONCEPT DEVELOPMENT
Concept development as described in this document consists of the definition, scope,
attributes and criteria, theoretical linkg @ssential), context of the concept to Advanced

Practice Nursingexemplars and interrelated conceishihston 2017).

In Giddens (2013)attributes and criteria, theoretical links and context to APN were replaced

by risk factors, physiological prosgses and consequences, assessment, and clinical
management in the development of health and illness concepts such as fluid electrolyte
balance, acid base balance, thermoregulation. Risk factors, assessment and clinical
management were added to scope,lattes and criteria, exemplars and interrelated concepts

in the devel opment of the ((Giddeose2913) 6Chi | d mo

6.4.1 Definition of attributes of a concept

1 Thescopeof a concept delineates a continuum that outlines the range of the concept. The
continuum could berébm negative consequences of dysfunctional/impaired concept to
benefits of a fully functional conceptor example,the @ncept of sexualitfGiddens,
2013) The scope of a concepbuld also be a range of biological characteristics associated
with the conceptfor examplethe conceptof developmen(Giddens, 2013)It could be
described in a continuum of positive or negative, high or low, acute or chronic, normal or
abnormal. For example, the concepts of emotion, tissue integrity, mobility, inflammation,
pain (Giddens, 2013) The scope of some concepts cannot be characterised on a
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continuum for example,the concept of addiction. The scope of some concepts is
characterised in a model or dimensions of the concept e.g. the concepts of ethics, patient
education, health promotion, collaboration. Scope was not estabfishedme concepis
such asleadership, but types and characteristics were establi&wedens, 2013)
The defining attributes of a concept are those characteristics that appear frequently
throughout | iterature and constitute fAreal
conceptwhich merely substitigs one synonymous expression of anotzéidens, 2013)
Theoretical links are the theories that form the foundation of such coscéyjit all
concepts are linked to theories in trggudy. This is because nall conceps have
theoretical links as described in (Giddens 2013).
Context to Advanced Practice Nursingrefers to the importance and implication of the
concept to the practice of APN across the lifespan and healthcare gsitidgns, 2013)
Exemplars are the most common health patient charactesjdigalth problems or aspects
of professionalism that besepresent a concegflohnston, 2017) Exemplarscan be
selected from fAhealth alterations across
variety of patieh ¢ ar e (Jshadton, 2019 s o
For example, the introduction of WANurse ||
( NI MART) 0O I nv ol mefsthe tnéeé forethe tindelvéntion (NIVEART),
collaborating with PHC managers to evaluate the possibility of and their readiness for the
NIMART, strategizing on how to resolve any expected roadblocks of the NIMART,
training nurses for NIMART, classifyingné facilities for the implementation, development
of guidelines/protocols for the NIMART nurses, initiation of the intervention and
monitoring of the progress of the intervention for quality improventBiyasulu et al.,
2013) NIMART introduction/implementation, therefqrerequires transformational
leadership attributes (communication, collaboration, developmerioliofvers, vision,
execution, partnership, motivation, team building, decision making, social power good
judgement) andgovernance attributes (accountability, responsiveness, access, project
implementation, participation, empowerment, systems thinkimgnihg etc.) for success.
NNI MART is then selected as an exemplar o
and Angowernance
Interrelated conceptsare those concepts that haarelose association with the concept
under study. NIMART as anexemplardis t he concepts Atransfor
Afgovernanceo. Governance i s therefore an
leadership and vieceersa.
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1 Risk factors refer to the personal characteristics or events in the life of the patient that
makehim or her prone to the negative consequences of a dysfunctional cOWefd
Health Organization, 2017)

1 Physiological processes and consequesaefers to the intracellular and extracellular
signalling cascades initiated in response to changes in the body function regulatory
molecules such as hormones, neurotransmitters, inflammatory mediators and growth
factors and the effects of such respormsethe bodyHofer, 2012)

1 Assessmentefers to the physical examination, laboratory diagnostic tests and the imaging
studies conducted to detect the changes in the concept and its implication ealtheh
the patien{Mcalpine, 2002)

1 Clinical managementrefers to thenterventions that are implemented to prevent disease,
maintain health or restore functioning in the patient if he or she is at risk of or affected with

the negative consequences of the con(fepbles et al., 2012)

Table 6.2 presentshe concepts developed, the dweristic features of the concepts

definition of the concepts, proposed exemplars and the references to the chet@pts
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Table 6.2: Concepts for Child Health Nurse Practitioner Curriculum

Mega Concepts Characteristic features Definition Proposed Exemplars References
concepts
Execution, partnershipthers Transformational leadership is th Curriculum;interlevel patient| (Bass, 1995; Tracey &
(people) communication, self (tq process in which a leader inspires { referral;scarce resource Hinkin, 1998; Mester,
set personal example, Ideal followers in developing higher ordd managerent Roodt& Kellerman, 2003;
impact, strong maotivation, goals and motivating them to rea( NIMART; clinical nursing Barbuto, 2005; Avolio &
Transformational intellectual stimuléon, and such goals through the refinement | education Bass, 2007; McLaggan,
leadership personal consideratiyn the foll ower soé wd Bezuidenhout & Botha,
2013; Ahmad et al., 2014;
Hughes, 2014, Cetin,
Sehkar & Kinik, 2015;
Giddens, 2017)
Accountable, transparent, Governance refers to the legal Managing absenteeism; (Anthony, 2004; Bishop,
responsive, rule of law, stable, | recognised structures and procedu universal coverage; 2009; Page, 2013; Santos ¢
equity, enpowerment, inclusive,| that are created to guarant NIMART; al., 2013; Sheng, 2017; UC
HEALTH consensus orientation, effectiveg iaccount abi | i t y, | clinical audit, Davis Nursing, 2017,
SYSTEM Governance and efficient responsiveness, rule of law, stabili{ financial audit UNESCO, 2017)
equity and inclgiveness,
empowerment, and brodmhsed

participationbo i
institution or society

Systems thinkig

Leadership and governance,
service delivery, health system
financing, health workforce,
medical products, vaccines and
technologies, health informatior]
systems, systems organization,
systems network, systems
dynamics, systems knowledge

Systems thinking is a quality
improvement process in which th
understanding of the relationships a|
interaction between the components
a system is engineered to gener
synergy in the system

Vaccination;

memorandum of
understanding;

quality improvement project;
manaing adverse events;
development of community
outreach

(World Health
Organization, 2009)

Quality of care

Effective, efficient, accessible
acceptable and eijable

Quiality is defined as conforming to
specified standards of a product or
service, i.e. meeting or exceeding the
expectations of the population serveq

Managing adviseevents
universalcoverageNIMART ;
clinical audit financial audit

(World Health
Organization, 2006b)

History taking,physical

Clinical assessment is thgrocess of|

Assessment for diarrhoeal

(Fernandez, Benito &
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https://www.ajol.info/index.php/lwati/article/view/57661
http://www.ucl.ac.uk/nicor/patients/audit

Mega Concepts Characteristic features Definition Proposed Exemplars References
concepts
Clinical assessmenbippsychosocial, gathering patient information throuq diseasesassessing for Mintegi, in press; Miles et
assessment spiritual, emergency) laboratory| patient history taking, physicg pneumoniaassessing for al., 2006; Donaldson et al.,
examination, imaging studies | assessment, laboratory examinat| malarig assessing critically illl 2008; Cootes, 2010; Van
and imaging studies to guide th children den Bruel et al., 2011;
clinicianosds deasibn| assessindor child abuse Cheema, Stephen &
making processes especially in t Westwood, 2013)
selection of treatment or referralrfan
appropriate treatment
Pathophysiology, clinical Clinical decision making, synonymoy Managingadverseevent; (Ackley et al., 2008; Smith,
judgement, diagnosis, current | with clinical diagnosis, is the procgq critically ill child; NIMART Higgs & Ellis, 2008;
Clinical decision| evidence, clinical expertise and | of deciding on the health status of t| clinical audit use of clinical | Thompson, 2008; Standing
ADVANCED making patient preferences and client in order to select the be guidelines 2010; Greveson, 2013;
NURSING characteristics (uniqueness, treat ment that r Panagiotou, 2013;
PRACTICE criticalness, urgency, stability, | condition with the primary purpose Thompson et al., 2013;

risks), variables (certainty,
similarity, congruence/conflict)

improving the health of the client ar
community

Bordini, Stephany &
Kliegman, 2017; Nursing
and Midwifery Board of
Ireland, 2017; Zalts et al.,
2017)

Treatment
selection

Pharmacological, nen
pharmacological
(complementary and alternative
medicine), pharmacovigilance,
cost effectiveness

Treatment selection is the selection
appropriate and cosiffective
treat ment t hat r
needs for a requisite period of time

Managingadversesvent;
diarrhoeal diseases; critically
ill child; pneumonia

clinical

(Greveson, 2013; Catala
Lopez et al., 2015, 2017;
Collins-Bride et al., 2016;
Management Sciences for
Health, 2017)

Nursing case
management

Assessment, clinical decision
making, treatment selection,
referral services, followup care
and costing of serviceprimary
healthcarefamily centred care,
referral systenglinical progress,
safe, timely, effective, efficient,
costeffective, equitable and
patientcentred, payer, level of

care, benefits

Case management refers to the acti
taken by the Advanced Practice Nurg
in coordinating ongoing
comprehensive  medical  servic
(assessment, clinical decision makir
treatment selection, referral servicq
follow-up care and costing ¢
healthcare) that responds to the ne
of the patient,family or community

Managing adverse evenise
of clinical guidelinespatient
referral universal coverage

Clinical audit

(Phaneuf, 2008;
Commission for Case
Manager Certification,
2012, 2017; Zeng et al.,
2016)
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http://www.abpla.org/what-is-malpractice
http://www.epilepsy.ie/assets/95/CCD95CFD-C138-0707-94C187197B214830_document/Guide_to_childhood_Accidents_Emergencies_Illnesses.pdf
http://www.ucl.ac.uk/nicor/patients/audit
http://www.abpla.org/what-is-malpractice
http://www.ucl.ac.uk/nicor/patients/audit

Mega Concepts Characteristic features Definition Proposed Exemplars References
concepts
Pneumonia, Diarrhoeal diseag Child morbidity is the percentage ( Managing diarrhoeal disease| (Kandala et al., n.d.; World
malaria, HIV, severg children who contracted a disease, 1 managing pneumonia; Health Organization, 2006¢
malnutrition and contributing ill or were injured within a specifi¢ managing HIV/AIDS; 2011; Avogo, 2010; Cootes
factors (country of birth, preterr period of time in a defined population managing critically ill 2010; Nutor, 2012; Kimani
birth, poverty, geder, neonate children:child abuse Murage et al., 201,4African
Child mortality | rural settlement, urban sluj Child mortalityis the number of chilg Leadership for Child
settlement, small for age, chil deaths per 1000 live births in Survival, 2015; Mulaudzi,
abuse) specified geographical or politic 2015; USAID, 2015;
location Centers for Disease Contrg
and Prevention, 2015;
Masuku & Owaga, 2016;
Hendricks, McKerrow &
Hendricks, 2016;
kalenaspire.com, 2017;
Kassebaum et al., 2017;
Lange & Klasen, 2017)
Principles évidence, legal, Medical record management refers t¢ Managing adverse events (World Health
confidential, safety, critical the organizational policies and inter-level patient referral; Organization, 2006d; Brit,
Medical record| information, retention periogl) regulations and procedures governin{ patientkardex clinical audit | 2009; University of
management Uses (continuity of care, quality| the collating, handling, storage and u| financial audit Adelaide, 2009; Wong &
improvement, research, of patient medical records Bradley, 2009; Bali et al.,
medicolegal) Types (paper 2011; Katuu & van der
based, electronig)Content Walt, 2016; Jefferson Lab,
(demographic, comst, 2017)
admission, management,
discharge, financial)
Health promotion, Health Teaching is the process by which t| Curriculum change; (Australian Nurse Teacher
education, Clinical tezhing, teacher (lecturer, facilitator etc.) guid{ patienteducation; clinical Association, 2010; Gerrish
Teaching patient education, curriculum, | the student to acquire certa nursing educatiom)BSCE et al., 2011; Ernstze, Bitzer
andragogy, learning, assessme| knowledge, skills and attitudes that g health promotion & Ed, 2012; Hughes &
knowledge brokering intentionaly planned through a Quinn, 2013; Marcus, 2014
institutional curriculum DeNisco & Barker, 2015)
Advocacy professional Influencing curriculum, therefore Curriculum change; clinical | (Caldwell, 1997; National
EDUCATION | Influencing organization, needs analysis, | refers to advocating and positively nursing education; OBSCE; | Academic Press, 2002;
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https://www.livestrong.com/article/220624-behavior-of-a-child-who-was-neglected/
http://www.abpla.org/what-is-malpractice
http://study.com/academy/lesson/what-is-kardex-definition-use-in-nursing.html
http://www.ucl.ac.uk/nicor/patients/audit
http://study.com/academy/lesson/financial-audit-definition-procedure-requirements.html
https://www.ajol.info/index.php/lwati/article/view/57661
http://study.com/academy/lesson/financial-audit-definition-procedure-requirements.html
http://www.publish.csiro.au/media/client/HEv1n1WatsonJames.pdf

Mega Concepts Characteristic features Definition Proposed Exemplars References
concepts

curriculum Programme development, determining the course of teaching a| child health advocacy; writing Parsons & Beauchamp,

Programme evaluation, feedbaq learning in nursing. journal articks. 2012; World Health
Organgation, 2016c¢)

Research proposal, data Nursing Researcis definal as a Qualitative research (Brink, Walt & Rensburg,
collection, Data analysis, fi digeht and systematic enquiry to | quantitative research 2013)

Nursing Interpretation, dissemination, | validate and refine an existing research proposal;

Research principles privacy, anonymity | knowledge and generate new literature review
and confidentiality, ethical knowl edgeod writing research report
approval, institutional approval)
Institutional factors Dissemination ig well-planned Managing plagiarism (Wilson et al., 2010; Yale

RESEARCH (dissemination strategy, process in which research findings ai research protocol Center for Clinical

organizational culture, exposed to a wider audiend¢erough | development Investigation, 2011; World

Research incentives) Values and skills written and verbal meanfor evidencebase poster Health Organization, 2014)

dissemination

(academic integrity, plagiarism,
academic writing) Types
(research report, journal papers
conferences prestation,
research brief)

appropriate evaluation and inclusion
into policy and healthcare practice to
facilitate evidencebased practice

development;
writing research repart
writing a journal article
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https://www.schoolcounselor.org/asca/media/asca/Data%20Specialist/Farber.pdf
http://libguides.usc.edu/writingguide/quantitative
http://www.who.int/rpc/research_ethics/format_rp/en/
https://www.lib.uoguelph.ca/get-assistance/writing/specific-types-papers/writing-literature-review
http://www1.rmit.edu.au/browse%3BID=1uhn816uyyvx
http://www.who.int/rpc/research_ethics/format_rp/en/
http://www.who.int/rpc/research_ethics/format_rp/en/
https://www.wits.ac.za/media/wits-university/faculties-and-schools/health-sciences/student-documents/postgraduate/Faculty%20of%20Health%20Sciences%20postgraduate%20information%202016.pdf
http://onlinelibrary.wiley.com/journal/10.1111/%28ISSN%291365-2702/homepage/ForAuthors.html

6.5CONCEPT ANALYSIS

The concepts developed by then@mbers of the curriculum committee using the instructions
for concept developmery an expert group developed by the researcheamalgsed by the
rest of the curriculum teartihrough the online concept analysis questionnaire developed by

the researchef he results of the analysis are provided below.

6.5.1 Transformational Leadership

Response
>
oy}
0
O
m
®
T

Frequency

Exclude mRevise and include m Include
Figure 6.1: Should transformational leadership be included, revised or excluded?

From theFigure 6.1 above,it can be seen th&5.7% of the curriculum community membs

agreed that the concept should be included. One member (E) asked that the concept should be
revised for inclusionShe stated that

fiThis section is excessively detailed and wordy making it difficult to fully understand its
relevance and applicabilityo the APN. The section on context to practice is therefore
relevant but doesn't really address how the APN will overcome the identified challenges to the
introduction of the curricului .

Another member (G) stated that:

fi Ithink this concept is appropriatfor the setting that the curriculum is being created for

The section on context to Advanced Practice Nursing was reamskohcluded
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6.5.1.1Exemplars

mC D mewE G — MEAN

5
>4
q‘::) 3
52
w1
0
Curriculum change Inter-level patient ~ Scarce resource NIMART Clinical nursing
referral management education
Exemplars
Figure6.22.Ex empl|l ar s f or 't r an 9 k-ei, mastimportasat]l | eader

Figure 6.2 is a graphical representation of the ranking of the proposed exemplars for the
concept 0transfor mat i ontab, withered® besd theprdostr a n k
important ad five (5) being the lest important thereforeif the mean X) of an exemplar
approaches-{>) 1, then that exemplar is, comparatively, the most important for the cencept

It can be deduced from the mean iagkof members CD, E and Gwho reviewed (aalysed)

the conceptsthat the mostimportant exemplar iscarce resource manageméxt2.25)

followed by curriculum change X=3), interlevel patient referral xg3), clinical nursing
education X=3.25) and then Nse Initiated Management of Antetroviral Treatment
(NIMART) (x=3.5). Interprofessional leadershipagrmentioned asn additional exemplar

that should be included.

6.5.1.2Interrelated concepts
Interrelated concepts stated by the experts inchudee case managemengstems thinking

and governace

6.5.2 Governance

ABCDEGH

Response

0 1 2 3 4 > °
mExclude ®Revise minclude Frequency

Figure 6.3: Should governance be included, revised or excluded?
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From theFigure 6.3 above,71.4% of the curriculum community members agreed that th
concept should be includedwo membes (E and G asked thathe concept should be
revised They stated that:

G: i Ithink that the aim ofthe newnursing training s focused orintervention notpolitics.
Transformationaleadership has already be@mcluded whichl think is essentialMaybethe
othercomponentiiumanresourcemanaging and clinical audit can be included

E: i T hsecsion appears to be incomplete and Good Governance will be a key to the success
of this prograno

The concepts were reeid and included. The name governance was kept instead of good

governance based @amajority of the committe@ endorsement.

6.5.2.1Exemplars

. mmm C mmm D E mmmG e MEAN
4
%)
c 3
)
>
o
L2 2
(I
1
I xemplars
0
Managing absenteeistdniversal coverage NIMART Clinical audit Financial audit

Figure64:Ex empl ar s f or t he Exe-rlgcmoptimpditgndv er nanceo

Figure6.4 shows the graphical representation of the ranking of the proposed exemplars for the
concept O6gover ntobaihdnen(libaingehd mdstringportant aride (5)
being theleastimportant. It can be deduced from the mean ranking of members C, D, E and G
that the mostimportant exemplar is financial audik=#2), followed by clinicalaudit &=3) and
universal coveragex£3), then NIMART &=3.5) and managing abseeitem =3.75). Self
regulation and auditinggerementioned as additional exemplars that should be included.

6.5.2.2Interrelated concepts
Systems thinking and transformational leadership were stated by the members as interrelated

concepts.
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6.5.3 Systems Thinking

Response
>
vs)
0
O
m
®
T

Frequency

m Exclude mRevise mInclude
Figure 6.5: Should health systems thinking be included, revised or excluded

Figure 6.5 shows that85.®%6 of the curriculum committe@greedon the inclusion of the
concet fhealth systemg hi nki ngo. (Epmweo ragueesthteatr the concept be
revised for inclusionstated that the concept is muclo theoretical and should be made more

practical.The concept was revised and included.

6.5.3.1Exemplars

e C D sowE mm G —MEAN

i

Frequency
¢ ! N
oSOk, OINOTWLd or ol

[EnY

o

Vaccination Memorandum of Quality improvement Managing adverse Development of
understanding event community outreach
rogramme
Exemplars prog

Figure 6.6: Exempl ars for the concepx->Hhhesl t h
important]

From Figure 6.6 above, quality improvementx£2.25) was the most important exemplar,
followed by memorandum of understandifyg=2.5), then development of community health

outreach programme£2.75), vaccinationx=3.5) and managing of adverseents Xx=3.75).

6.5.3.2Interrelated concepts
Influencing curriculum, clinical assessment and quality o€ caere stated as interrelated
concepts to systems thinking.
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6.5.4 Quality of care

Response
>
vs)
O
)
m
®
T

Frequency

m Exclude mRevise mInclude
Figure 6.7: Should health quality of care be included, revised or excluded?

From Figure 6.7 above,8 5. 7% of the committed agreed th

should be included in the curriculum framework.

6.5.4.1Exemplars

I C EmmD e E G =—[\EAN

Frequency

0
Managing adverse effédtiversal coverage NIMART Clinical audit Financial audit

Figure6.8: Exempl ars f or t he [&6>,espimporagtiual i ty of

From Figure 6.8 above, clinical auditxz1.5 was adjudged the most important exemplar
followed by NIMART (x=3.0) and universal coverage (@ then managing adverse effects
(x=3.5) andfinancial audit ¥=3.75). Evidence based practice was stated as an additional

exemplar by a member of the committee.

6.5.4.2Interrelated concepts
Research disseminatiotgaching and influencing curriculum were stated as exemplars for the

concept fAmeal ity of ca
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6.5.5 Clinical Assessment

ABCDEGH

Responses

0 1 2 3 4 5 6 7 8
Frequency

m Exclude mRevise mInclude
Figure 6.9: Should clinical assessment of care be included, revised or excluded?

As seen inFigure 6.9, dl the members of theurriculum committee have endorsed the

concept fclinical assessmento for the curri

6.5.5.1Exemplars

s C D o E mm G —MEAN

A
n o

Frequency
= N w
o s

R, N O W

o

emplars

o

Assessment for Assessment of Assessment for  Assessment for  Assessment of a
diarrhoea diseases  pneumonia malaria critically ill children neglected child

Figure6.10: Exempl ars of t he c o[wxe-®lpnostimpdrtantfi cal a

From Figure 6.10, assessment for clinically ill childxgE1.0), assessment for diarrhoeal
diseases x2.75), assessment of a neglected chid2(75), assessment of pneumonia
(x=4.25) anl assessment for malarig=4.25), in the order of importanceere the ranks for

the exemplars for t he Maoutitoe and H\WAIDSiwere statel a s ¢

by the committee members for inclusion as exemplars.
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6.5.5.2Interrelated concepts
Teachirg, quality of careand clinicaldecision making were mentioned as concepts related to

clinical assessment.

6.5.6 Clinical Decision Making

Response
>
vs)
O
O
m
©
[

Frequency

B Exclude mRevise HInclude
Figure 6.11: Should clinical decisionmaking be included, revised or exclded?

From Figure6.11 above, 85.7% of the members of the curriculum committee agreed on the
i nclusion of the concept i cl i,mharaquestedethei s i o
concept be revised for inclusiosaid the concept should be merged with the concept

Aitreat ment selectiono.

6.5.6.1Exemplars

mC D et G —MEAN

Frequency
N w B

A

o

Management of Critically-ill child NIMART Clinical audut Use of clinical
adverse events Exemplars guidelines

Figure 6.12 Exemplarsf or t he concept fAclx-—wimmstl deci si

important]

159



FromFigure6.12 above, critically ill child k=2.0) anduse of clinical guidelines<€2.0) were
the most important exemplars, followed by clinical audi=Z.5), NIMART (3.75) and

management of adversgents(x=4.5).

6.5.6.2Interrelated concepts
Quality ofcare andt eachi ng were stated as interrel at

deci sion makingo.

6.5.7 Treatment selection

Response
>
vs)
0
O
m
®
[

Frequency

H Exclude ®mRevise ®Include
Figure 6.13: Should treatment selection be included, revised or excluded?

The majority (85.7%) of the members of the curriculum commjteeeseen frorfigure6.13

above supported the inclusion of the concept into the curriculum framework.

6.5.7.1Exemplars

s C D sowE mm G —MEAN

Frequency

Management of adverse@iaeritseal diseasesCritically ill child Pneumonia Clinical pathways
Exemplar

Figure6.14 Exempl ars for t he c o®re>& pbstimgontaetjat me nt
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In the order of importan¢eas seen fronfigure 6.14 above critically ill child (x=1.25),
clinical pathways X=2.75), diarrhoeal diseasesx=@.79, pneumonia X=3.25) and
management of adverse events4.5) were the ranks fothe exemplars for the concept
Atreat ment selectiono.

Neonatal resuscitatipnmalnutrtion, prevention of mother to child HIV infectiorand

development of algorithms were stated by members as additional exemplars.

6.5.7.2Interrelated concepts
Quality of care, clinicahssessmentlinical decision making and nursing case management

were stated as interrelated concepts.

6.5.8 Nursing case management

Response
>
oy}
e}
)
m
®
T

Frequency

m Exclude mRevise mInclude
Figure 6.15: Should nursing case management be included, revised or excluded?

The majority (85.7%) of the members of the curriculum committee supported the inclusion of

the concept @ nur sniothgcuciaulsneframewarla g e ment & i

6.5.8.1Exemplars

e C D o E mm G = MEAN

N
ol o1

Frequency
= N w
R N oW

o

o

Management of Use of clinical Inter-level patient Universal coverage Clinical audit

adverse events guidelines referral
Exemplar
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Figure6.16:Ex e mpl ar s f or the concepix-fhmastsi ng c as

important]

From Figure 6.16 above, he mosti mpor t ant exempl ar for t he
ma n a g e wesinter-level patient referralxz2.25) followed byuse of clinical guidelines

(x=2.5) and clinical audit &=2.5), then universalcoverage X=3.75) and managemeraf

adverse events£4.0).

6.5.8.1 Interrelated concepts
Quality of care, clinical assessment, clinical decision making and treatment selection were

stated as interrelated concepts.

6.5.9 Child mortality

ABCDEGH

Response

0 1 2 3 4 5 6 7
Frequency

Exclude m Revise ®Include
Figure 6.17: Should child mortality be included, revised or excluded?

The majority (85.7%) of the curriculum committeeembers as indicated orFigure 6.17
aboveendore d t he concepttobd smtiuddddn the ourricubumn framgwiork.

One menber (E) asked that the concept be excluded. She aSksethis not the overriding
objective and aim of your program and the ARNher ef or e does it nee
Another expert (G) stated that the conceyais pertinent and needl to be included. The

concept hagherefore been included based on the majority endorsement.
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6.5.8.1Exemplars

mC D wE G —MEAN

5
> 4
=
S 3
=
3] 2
|
0
Management of Managing pneumoniavianaging HIV/AIDSManaging critically ill Managing abused
adverse events children children
Exemplar

Figure6.18 Exempl ars for the concdpt>limosur si ng ¢

important]

From Figure 6.18 above, nanagement of adverse events1.75) was the most important
exemplar for child mortality, followed by managing critically ill childrer=2.0), then
managing pnemonia &=2.5), managing HIV/AIDs X=2.5 and managing abused children
(x=3.75).

6.5.8.2Interrelated concepts
Quality of care clinical assessment and clinical decision making were statethe

interrelated concepts.

6.5.10 Medical record management

ABCDEGH

Response

0 1 2 3 4 5 6 7 8
Frequency

m Exclude mRevise mInclude
Figure 6.19: Should medical record management be included, revised or excluded?

As indicatedin Figure 6.19 above, 8 the members of the committee endorsed dbecept
A me di ord managenteat A member of the committee (G) stated thatery important
concepts fomonitoringefficacybutcomes o$ervices provided as well as patient progression

ofdi seaseo.
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6.5.10.1 Exemplars

mC D wE G —MEAN

Frequency
w S

N

[EnY

Management of Inter-level patient  Patient kardex Clinical audit Financial audit
adverse events referral Exemplar

Figure 6.200 Ex empl ars f or the concept [&medmostal r

important]

From Figure 6.20 above, patienkardex (x=1.5) was the most important exemplar for the
concept medical record managemdntiowed b y  Hlevd mtrent referral (x=1.75), then
clinical audit (x=2.0), management of adverse event (x=3.5) and lastly, financia audit
(x=4.0).

6.5.10.2 Interrelated concepts

Nursing research and quality of care were stated as the interrelated concepts.

6.5.11 Teaching

Response
>
vs)
0
O
m
®
r

Frequency

m Exclude mRevise mInclude
Figure 6.21: Should teaching be included, revised or excluded?

As indicatedin Figure 6.21 above, majority (71.4%) of the members of the committee
included the oncept the other28.6% requesd thatthe concept should be revised and
included. One member (C) asked th&tChange students to | ear
academioecdher member (E) also stated that AC

revisionwasd one t o refl ect the membersd comment s.
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6.5.11.1 Exemplars
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Figure 622 Exempl ar s f or t hxe->l¢cmostanpgtant)f it eachi ngo

FromFigure6.22 above patient eduation x=2.25), clinical nursing educatior£2.5), health
promotion &=3.25), Objective Structured Clinical ExaminatiorOBSCEH (x=3.5) and
curriculum changexg.5) werethe ranks of theexemplars ranked by the committee in order

of importance.

6.5.11.2 Interrelated concepts
Influencing curriculum, quality of care and transformational leadership were stated as
concepts interrelated to the concept fiteach

6.5.12 Influencing curriculum

Response
>
oy}
e}
)
m
®
T

Frequency

H Exclude ®mRevise ®Include
Figure 6.23: Should influencing curriculum be included, revised or excluded?

From Figure 6.23 above,the majority (85.7%) of the members of the curriculum committee

endorsed the concept for inclusion.
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6.5.12.1Exemplars

mC D wE G —MEAN

Frequency
O P N W M 01

Curriculum change  Clinical nursing OBSCE Child health advoca&¥riting journal article
education

Exemplar

Figure 6.24 Ex emp |l ar s for the <concept x-Ailnmhobtuenc.i

important]

From Figure6.24 above, clinical nursing educatior=.0) wasadjudgedhe most important
exemplar forthe concept teaching. Thigasfollowed by curriculum changex£2.75), child
health advocacyxgE2.75), writing a journal article an®bjectively StructuredClinical
Examination (OBSCE)XE3.5).

6.5.12.2 Interrelated concepts
Nursing research, teaching and sfammational leadership were stated by members of the

team as interrelated concepts.

6.5.13 Nursing research

[}

2]

&

F ABCDEGH

¢ T

x

0 1 2 3 4 5 6 7 8
Frequency

m Exclude mRevise mInclude
Figure 6.25: Should nursing research be included, revised or excluded?

FromFigure 625, t he commi ttee unani mougleys eaanbeedros e

included into the curriculum framework.
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6.5.13.1 Exemplars

mC D wE G —MEAN

w B

Frequency
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Qualitative researdQuantitative researchLiterature review Research proposalriting research report

Figure6.26: Exempl ars f or t he &[an>d,enpstimgonaaty si ng r

From Figure 6.26 above,the exemplargesearch proposak#£1.25) followed by literature
review =1.5), writing research reporixE2.5), quantitative researchx£3.5) and qualitatie
researchX=3.75)were ranked by the committ@eorder of importance.

6.5.13.2 Interrelated concepts
Teaching, influencing curriculum and research dissemination were stated by the committee as

interrelated concepts.

6.5.14 Research dissemination

[}
%]
5 I
% ABCDEGH
0 I
@
0 1 2 3 4 5 6 7 8
Frequency

m Exclude mRevise mInclude
Figure 6.27: Should research dissemination be included, revised or excluded?

From Figure 6.27 above,the majority (85.7%) of the curriculum committee included the
concept fAemseatcbndi ssOne member ( E)AAaxec!| u
these concepts about dissemination or more about conducting resdedfore combine

this section with the one aboveo.

The concept was maintained based on majority endorseraedt wth the view that

combining the two conceptsowld make ittoo complex and overloaded.
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6.5.14.1 Exemplars
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Managing plagiarism Research protocol Evidence-based  Writing research ~ Writing a journal
development poster development report article
Exemplar
Figure 6.28: Exempl ar s for the concdpt->limostsear c
important]

From Figure 6.28 above,writing journal article x=2.5), followed byevidencebased poster
development X=2.75), writing research reportx£3.25), research protocol development
(x=3.5) and managing plagiarisrx=4.5) were the ranks in order of importanceof the

exemplardy the curriculum committee.

6.5.14.2 Interrelated concepts
Nursing research, transformational leadership and influencing curriculara stated as

interrelated concepts to research dissemination.

6.6 TRANSFORMATIONAL LEA DERSHIP

Transformational leadership is the process in which a leader inspires followers in developing
higher order goalsand motivating them to reach such goals through the refinement of the
foll ower s6 wor | (Basd, £985; Giduehs, a0l Alnartsforchaienal leaders

help in the establishment of direction or purpose and erbat right conditions for the
followers to work toward$ulfilling the organizatiols purpos€Bass, 1995; Tracey & Hinkin,
1998; Mester, Roodt & Kellerman, 2003; Barbuto, 2005; Avolio & Bass, 2007; McLaggan,
Bezuidenhout & Botha, 2013; Ahmad et al., 20ldghes, 2014; Giddens, 2017)

6.6.1 Scope

A transformational leader is one who is capable of motivdiistherfollowers in pursuing

set goals through the change of attitudes and behaviour, making the followers disciples and
then leadergBass, 1995; Tracey & Hinkin, 1998; Mester, Roodt & Kellerman, 2003;
Barbuto, 2005; Avolio & Bass, 2007; McLaggan, Bezuidenhout & Botha, 2013; Ahmad et al.,
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2014; Hughes, 2014; Giddens, 201KRey benefits of transfornianal leadership are
Aincreased effectiveness and efficiency, b
improved communication between levels and functions of the organization, development and
improvement of the capability of the organizatomd it s people to del.

(International Organization for Standardization, 2015)

Hawkins (2013)developed a model comprising five categories of qualities that describe a
transformational leader. Theaee execution (to deliver excellence)agnership (to leverage

the capacities of the team), others (to develop the followers), communication (to inspire
performance) and self (to set personal exan(fa¥s, 1995; Tracey & Hinkin, 1998; ster,

Roodt & Kellerman, 2003; Barbuto, 2005; Avolio & Bass, 2007; McLaggan, Bezuidenhout &

Botha, 2013; Ahmad et al., 2014; Hughes, 2014; Giddens, 2017)

The continuum of leadership developed by Bass (1985) consists of transformational
leadership at onside of the continuum and laisskre leadershipn the other side. The
continuum ha transactional leadership at its npdint. Giddens (2013)isted six types of
leadership styles: autocratic, democratic, laifage, transactional, shared and

trangormational. These styles of leadership reside along the continuum.

6.6.2 Attributes and Criteria

Six attributes of transformational leaders were identified Gigdens (2013). Theaee
followers, vision, communication, decision makimyange and social powero fit into the

role as a transformational leadareader neeslto possess characteristic attributes including,
but not limited to, being motivational, inspirational, a critical thinker, influential and having

good judgement.

Bass (1990yuoted Alexander the Great who saidAn ar my of sheep | ed
than an army of | ions | ed by a sheep. 0 Th
and the leadership style he or she implements. A laigez leadership will cause low
productivity and breakdown of the organization. A transformational leader cesaittare of

hard work and motivates the organization to meet goals. The Multi Légul€)sestionnaire

(MLQ), developed byBassin 1995 canbe used to assesdassify and rat@ leader against

principles of transformational leadersli#wolio & Bass, 2007)
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6.6.3 Theoretical Links

Transactional leadership theory was first described by James MacGregor Burns as a
relationship betweema leader and followerin which there is a higher levelf reciprocal
motivation and the exhition of a single value systerfXu, in press) Bass expanded on
Burnds wor k, stating that a, sttomg gpersorality. Baast i o n
mentioned four components of transformational leaderstdeal impact, strong motivation,

intellectual stimulation, and personal soh d e r (Au, in ress)

6.6.4 Contextto Advanced Practice Nursing

There is need for leadership at the bedside to be transformed for the APN to produce positive
results. The opposition by the medical profession, the lukewarm attitude of governments
towards APN programmes and the doudisut he quality of APN demanttansformational
leadership. The APN needo take advantage dfis/her autonomy and provide quality
patientcentred care to the community order to gain trust from the communignd all

other stakeholderencluding medical dotors (AdjaponYamoah 2015). To transform nursing

in sub-Saharan Africathere is need for transformational leaders. This is bea#itbe poor

image of nursing reported liie majority of the stakeholders. There is need to rebuild trust

with the populatn served especially ARNvho are given an extended role.

6.6.5 Exemplars(first 3 from concept analysis)

The three most important exempl&ws Transformational Leadership are:
1 Scarce resources management

1 Changing curriculum

1 Interlevel patient referral

6.6.6 Interr elated concepts

The interrelated concepts for Transformational Leadership are:
f Nursing case management

1 Systems thinking

I Governance

6.7 GOVERNANCE

Governance refers to the legally recognised structures and procedures that are created to
guar ant e e ityj aansparanay,t responsiveness, rule of law, stability, equity and
inclusiveness, empowerment, and brbedd s ed parti ci pati ono i n an
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societfPage, 2013; UNESCO, 2017/ povernance involves following the rules, values and
norms set by an institution of state or nation in order to managdfds af the institution
transparently state or nation appropriately. It extends beyond the arms or organs of
government; it is a culture and the environment in which the stakeholders of the organization
interact. Governance differs from management gt thanagement refers to planning and
implementing a project and monitoring the processes to achieve the expected result.
Governance iis characterised by O6épower rel
all ocati on processesdsd 6dadi sGprnocmakieng of
(UNESCO, 2017)

6.7.1 Scope
Governance entails participatory acdniar@mn i n
policy implementationodo i .e. " c(Bagd 20t3)Polisye ¢ h c

authorization refers to the making of laws and allocation of resouncesler to guide the
delivery of organizational goods afat serviceswhile policy implementation applies the
laws made and the resources available to deliver the organizational godois samdices

(Page, 2013)

The scope of governance in nursing ranges from state or nationgl Were the chief
nursing officer is the accountable perstminstitutional levelincluding to the bedside of the
patients in hospita and tinics and other healtare facilities in the community. Three terms
define the scope of governance in nursing. Tlasgrofessional governance (empowering
bedside nurses to contribute to decision practice standards, policies, procedures, resource
allocation, researchnd quality improvement), clinical governance (the extension of national
healthcare governance to the clinical practice environment level to enable the provision of
quality healthcare to the populatiomnd shared governance (the modafi healthcare
governance in which nurses are given the autonomy and responsibility to control their practice
and the setting in which the practid@nthony, 2004; Bishop, 2009; Santos et al., 2013; UC
Davis Nursing, 2017)

6.7.2 Attributes and criteria

6Gooddé governance is frequently wused to de
governance. Investors in healthcare believe that good governance helps to provide the
environment to reduce poverty and sustain human development towaetsgnéhe

sustainable development goa{Sheng, 2017) Attributes of good governance include
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participation, consensus orientation, accountability, transparency, responsiveness,

effectiveness and efficiency, equitability and inclusiveness, and ridev¢Sheng, 2017)

{1 Participation refers to the involvement of all stakeholdersanforganization or state in
decision making and allocation of the institutioar stat® sesources. This participation
could be direct or indirect (through recogrdsorganisations or representatives).

1 Rule of lawdemands that a fair legal framework is enforced impartially to protect human
rights, especially of the vulnerable. This requires an incorruptible and independent legal
arm or judiciary.

1 Transparency demamls all decisions taken by the organization are done through the
approved processes and communicated to all members of the organization.

1 Responsivenessequires the organization serves the constituents timely. The actions and
inactions of a government affiethe stakeholders to different extents. A responsive
government increases the level of satisfaction and commitment of the stakeholder.

1 Consensus orientationis the ability of theorganization omgovernment to mediate and
synthesize all the differing wes of the stakeholders in order to reach agreement on a
particularissueUn der st anding of the organizati ono:
essential in consensus building.

1 Equity ensures that all members, particularly vulnerable groups, argdettlin policy
making and distribution of organizational or societal resources.

1 Effectiveness and efficiencys a characteristic of good governance in which results are
produced to meet the needs and objectives of the organization or society. Efficiency
demands the sustainability of the environmevtiile using resources and producing by
products.

1 Accountability is essential for good governan€overnment must be transparent in the
use of organizatiaal or societal resources, keeping accurate recordsammunicating
to the stakeholders time($pheng, 2017)

6.7.3 Theoretical links
Two major theories are useful in the study of governance. Téwestheories of rational
choice institutionalization (public choice principggent) and sociological institahalization

(policy networkimplementation network).
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Rational choice institutionalization has its background in the economic view of political

behaviour, assuming that actors in politics are motivated by incentives to increase their self
interest. As aesult, governance is studied through the examination of interest of actors,
information, available incentives and the power relationships within the organifBage,

2013)

Public choice theory studies the interest of political actors and the institutions that serve as
their intermediary with a focus on collective decision making or coalitions.

Principal agent theoryon the other handuses core assumptions (hierarchymsyetric
information, divergent interest between policy authorizers and implementers) to analyse the
interest, information and incentives of the implementers and authofffagys, 2013)

Sociological institutionalism believes that the institution and the individuals are related to
each other and studies those relationships with the organizational rules and regulations. It
deals with the networks between the actors with thepgqmer of authorization or
implementation of policiesPolicy networks study the relationship among the actors that

influences policy problem or programrffeage, 2013)

Implementation networks stydhe associatioandinformation flow between institutions that
are involvel in the delivery of organizational goods #&mdservices. These organizations
collaborate to deliver because of policy mandates, collaborative problem gsolvin

opportunities, gains in power, legitimacy or resource dependPace, 2013)

Kantnerds (1993) t heory of structure powel
Kantne stated that six conditions are necessary for organizational empowermentafdese
opportunity for advancement, access to information, support, resources, formal and informal
power.Formal and informal power give the nurse access to strud@ssurcesinformation,
opportunity and support) to be empowered in order to produce rdéguitsony, 2004;

Belcourt et al., 2017)

6.7.4 Context to Advanced Ractice Nursing

The shared governance model encourages major healthcare decisions taking at the point of
delivery, and this demands government and other regulatory stakeholders of nursing and
healthcare to expand the scope of practice to give APNs theoamyao take such decisions.

At the Advanced Practice Nursing levalnurse is given autonomy to take most decisions
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concerning care and administration. The implementation of Advanced Practice Nursing in
sub-Saharan Africa is expected to face oppositigriie medical profession, and face barriers
caused by the weaknesses of nursing regulatory bodies and the apathy of governments
towards APN programmes. Advanced Practice Numgsed to take advantage of the authority

bestowed on them at the practice leegbuild a good image for thepeciality

6.7.5 Exemplars (first 3 from concept analysis)

The three most important exemplars, by rank, for Governance are:
{1 Financial audit

9 Clinical audit

1 Universal coverage

6.7.6 Interrelated concepts
The interrelated concepts fGovananceare:
1 Systems thinking

{ Transformational leadership

6.8 HEALTH SYSTEMS THINKING

Systems thinking is a quality improvement process in which the understanding of the
relationships and interaction between the components of a system is engineered to generate

synergy in the systeifwWorld Health Organization, 2009)

6.8.1 Scope
The purpose ohheal th system is to #Aimprove healt't
responsive, financially fair, and make the best;, most ef fi ci ent, use

(World Health Organization, 2009he World Health Organization (2009) stated that a
health system Aconsists of aselprin@any mtemismat i o
promot e, restore or mai ntain healtho. The

processes, output, outcomes, impact, feedback, flow, control and context.

6.8.2 Attributes and criteria

Seven characteristics of systemse outlined by the World Health Organization (2009)
Theseare self-organizing, constatly changingtightly-linking, governing by feedback, nen
linearity, counterintuitiveness and resistance to change.

Systens thinking has four elements:
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1 Systems organization: leadership and governance
Systems network: to understand and manage stakeholders, web of all stakeholders and
actors, individuals, institutions
1 Systens dynamics
1 Systems knowledge: managing content and infrastructure.
System level interventions are targetted at seven system building blocks, namely: governance,
financing, human resource, information, medical products, vaccines and technologies, service
delivery and multiple building block\World Health Organization, 2009)he health system
consists ofleadership and governance, service delivery, health system financing, health
workforce, medical prducts, vaccines and technologies, and health information systems and
people (World Health Organization, 2009)

6.8.3 Context to Advanced Practice Nursing

The Child Health Nurse Practitioner and other AdeaPractice Nurses act in an expanded
role that offers them the opportunity to manage health facilities and programmes. To be able
to expand access to quality healthcare at an affordable costistheezl foranunderstanding

of the health system and ategies that work across the system. Health systems thinking
providesa process to aid the formulation of strategies that produce the best outcomes at all

levels in the health system.

6.8.4 Exemplars(first 3 from concept analysis)

The three most important exetars, by rank, for Health Systems Thinking are:
1 Quality improvement project

1 Memorandum of understanding

1 Development of a Community outreach programme

6.8.5 Interrelated concepts

The interrelated concepts for Health Systems Thinking are:
71 Influencing curriculum

1 Clinical assessment

1 Quality of care

6.9 QUALITY OF CARE

Quality is defined as meeting or exceeding the expectations of the population served

(Armstrong, Geyer, et al., 2013puality practice is the extent to which healthcare services
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achieve desired outcomes and is consistent with current evifidnghes 2008)It can also
be defined as conforming to specified standards of a product or sgkuustrong, Geyer, et
al., 2013)

6.9.1 Scope

The World Health Organization (200&)efined quality of care in six dimensions. These
effectively delivering evidenebased healthcare that responds to the needs of the client
(individual, family or community); delivering healthcare in an effective way to maximize the
use of resources and prevent wastage; healthcare delivery that is accessible, timely,
geographically reasonable and in settings where the human and other resourceopreatgpp

for the needs of the clients; the delivery of patestred care, delivery of culturally
acceptabldealthcardghat considers the health aspirations of the clients; delivering healthcare
which is equitable and not discriminatory against gendere, location or socioeconomic
status;anddelivery of care that is safe, thus minimizing the risks to healthcare users.

The Royal College of Nursing (201 8}ated five key themes that are frequently mentioned in
policy documents regarding quality healthcare. Tha®gpatient centeredness and meeting
patientneeds; information use in healthcare; keeping standartis-dgte; developing staff;

and leadership. These five themes are interconnected. Together they provide a framework to

look more closely at those things that make the difference to quality of care.

The scope of quality practice in nursing then includes: patient safety, evidasee practice,
ethical practiceequity, appropriateness and timelingsgcessibility resource management
and client centerednes#/6rld Health Organization 2006)

6.9.2 Attributes and criteria
Asidefrom the six dimensions that define quality, there are three major roles that characterise
quality. These rolesare policy and strategic developmenhbealttcare povision and

communities and services.

Health@re policy and strategic development deals with national or provincial |evieése
decisions that affect the standards of care are made. At this level, the aim of the government is
to keep the whole health@easystem under constant review other to develop responsive

strategies to improve quality across the healthcare system.
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Armstronget al. (2013)classified quality into seven dimensions. Thassfitness for purpose
(producing the product the #t¢m is made to produce), exclusivity (gaining access to what is
not common), zero effect (flawless product), reliability (the product can perform when it
needs to), efficiency (producing the best result with the minimum possipi¢g, and
satisfying tle needs of customers, and conformance to standarasstrong, Geyer, et al.,
2013)

6.9.3 Context to Advanced Practice Nursing

Quality is very important to nursingArmstrong et al. (2013) stated that every nursing
institution is legally required to produce quality services. Quality is adgdllby nursing
councils, departments of higher education, national accreditation boards, depakment
health and other bodies legally instituted to ddAenstrong, Geyer, et al., 2013Ylost of

the money used to fund nursing education and practice arises from the taxpayer and as
investos, the tax payers demand qualiBpolitical leadership is also increasingly demanding
quality, especially in th public healthcare institutiof&rmstrong, Geyer, et al., 2013)
Provision of quality service is inherent in every nurse or nursing organization by virtue of
their training and valus(Armstrong, Geyer, et al., 2013Every institution is under pressure

to produce quality so as to be credible in the local and international comr{fmigtrong,
Geyer, et al., 2013)

Every successful organization has an ongoing quality improvement préoes&dvanced
Practice Nursing to havan impact on society, there iseed for a sustained quality
management systenfArmstrong, Geyer, et al., 2013; International Organization for
Standardization, 2015)

6.9.4 Exemplars (first 3 from concept analysis)

The three most important exemplars, by rank, for Quality of Care are:
9 Clinical audit

1T NIMART

1 Universalcoverage

6.9.5 Interrelated concepts
The interrelated concepts for Quality of Care are:
1 Research dissemination
1 Teaching
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1 Influencing curriculum

6.10 CLINICAL ASSESSMENT

Clinical assessment is the process of gathering patient information through patient history
taking, physical assessment, laboratory examination and imaging studies to guide the
cl i ni ci an d decison makipggtocessasdpecially in the selection of treatment or
referral for an appropriate treatméfRernandez, Benito & Mintegi, in press; Mcalpine, 2002;

Lata & Elliott, 2007; Waghel, Wilson & Salem, 201@) is difficult to assess and diagnose
children. The assessment of children demands special skills that are broader than those
normally taught in general nursing or medical curacuBeing able to diagnoseorrectly,

treat or timely refer a child for appropriateatment produces good outcomes and reduces
child mortalityas found byCootes2010)

6.10.1 Scope

Clinical assessmentas defined aboveencompasses head to toe assessment, laboratory
examination and imaging studies. Clinical assessment is very important in patieasdaee

decision nmki ng about the patientds problem anoc
(Mcalpine, 2002; Mulaudzi, 2015; Waghel, Wilson & Salem, 2016; Rosylyn Rescue, H017)
patient assessment is missed, paient may deteriorate or die if the condition is life
threaenng (Cootes, 2010; Mulaudzi, 2015} continuum of assessment could place accurate
problem finding at the one end and missed diagnosis at the other end along the continuum.
Consultation skills are needed bytpractitioner to be able to conduct assessment and make

decisiongGreveson, 2013)

6.10.2 Attributes and Criteria

Complete assessment includes the collection of information on the biopsychosocial and
spiritual aspets of a patient. The practitioner consults with the child on the initial visit. In the
case of an emergency, assessment skills are particularly important in managing,asldren
the situation itself creates anxiety for the caregiver and the fg@dgtes, 2010)Using a
validated assessment checklist can helpinactue | v di agnosi n{Cooteh,e <ch
2010) Various localguidelines such as thimtegrated Management of Childhood lliness
(IMCI) and the ABCDENTTT checklists are availalbbeassess and classify unwell children.
Other tools for assessing the sick child can be found at the Spotting the Sick Child
websitehttps:iww.spottingthesickchild.con{Cootes, 2010)
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The ABCDENTTT checlkst states what to look for in an emergency child assessment. This is

a three minutes checklisti ncl uding the <childdés behaviour
airway, breathing and circulation; looking for any disabjlagsessmerdf the ear, nose and

throat taking temperature and abdominal examinati@ootes, 2010) Fernandez et al.

(2017) reported a paediatric triage which is made of three components, i.e. circulation,
breathing and appearance. South Africa uses the Emergency Triage Assessment and
Treatment (ETAT), the IMCI, Emergency Triage Assessment and Treatn&mith Africa
(ETAT-SA), South African Triage Scale (SATS), Revised Paediatric SATSAPS) and the
Paedi&ric South African Triage Scale Assessment and TreatmeSASAT) (Cheema,
Stephen &\Vestwood, 2013)

Laboratory studies include blood, tissue, excreta and fluid assays that are examined using
various methods in the laboratory to arrive at the root cause of a particular iliness or, disease
and finding the most effective treatment /madiien to such aetiologgMiles et al., 2006;
Donaldson et al., 2008; Van den Bruel et al., 20lrhpging studies are the various type of
scanning machinery that are used to visualize body tissues to find abnormality or confirm

normality (Rejeswari & Jaganath, 2017; Sodervic et al., 2017)

6.10.3 Context to Advanced Practice Nursing

Advanced Practice Nurses haaeextended role to diagnose and manage medical conditions
(Greveson, 2013)Accurate diagnoses can only be reaiggougha knowledge and skills of
assessmenf{Mutea & Cullen, 2012; Mulaudzi, 2015; Sodervic et al., 201X)wrong
diagnosis increases the cost of care and exposes the client to risks of deterioration or death
and posdile medical litigation(Greveson, 2013; Zalts et alR017) Competent clinical
assessment, clinical decision making and treatment selectiptharefore, inseparable. An

error in one aspect creates the opportunity for error in the subsequent stage. The Advanced
Practi ce Nuythesefoi® snusttbe laased bomsgund clinical assessment, decision
makingand treatment selection skilis overcome the doubt about the credibility of the APN

by the medical profession and the society as large.

6.10.4 Exemplars (first 3 from concept analysis)

The three most imptant exemplars, by rank, for Clinical Assessment are:
1 Assessing critically ill children

1 Assessindor diarrhoeal diseases

1 Assessing for child abuse
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6.10.5 Interrelated concepts

The interrelated concepts fGlinical Assessmerdre:
1 Teaching

1 Quality of care

71 Clinical decision making

6.11 CLINICAL DECISION MA KING

Clinical decision making, synonymous with clinical diagnosis, is the process of deciding on
the health status of the clientn or der to sel ect the best tr
condition with the primary purpose of improving the health of the client and community
(Panagiotou, 2013; Bordini, Stephany & Kliegman, 2017; Nursing and Midwifery Board of
Ireland, 20%; Zalts et al., 2017)This decision is made based on the information gathered
from the clinical assessment. Clinical decision makihgrefore is the process of making a

choice or choices out of mahgalthcareptions withthe complete involvement dhe patient

in order to provide quality and acceptable care for the c{®ntith, Higgs & Ellis, 2008;
Greveson, 2013)

6.11.1 Scope

The Royal Coll ege of Nursing redefined nur
provision of care to enable people to improve, maintain, or recover healtipe with health
problems, and to achieve the best possible quality of life whatever their disease or disability,
until deatho. This definition emphasis,es th
and left the boundaries of nursing opendapansion of scope of practice for new categories
(Standing, 2010) The decisions nurses make have the potential to influence healthcare to a
large extentas they are the majority in every health sys{@imompson et al., 2013Not all

decisions can be classified as corrextd simultaneously the care preferences of patients
differ largely, leaving healthcare treatmenaried(Greveson, 2013; Thompson et al., 2013)
Clinical decisions must be based on curremtidence, clinical expertise and patient
preferencegAckley et al., 2008; Greveson, 2018)ecision making involves making action

related choices and sometimes doing notli@mith, Higgs & Ellis, 2008)The continuum of

decision making could then be described as having error to one extreme, accurate decision to

the far positivewith doing nothing athe middle of the continuum.

6.11.2 Attributes and Criteria

Attributes that define decisiemaking include:
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Unigueness: the decisianaking process is unique in that even though there might be
similarities in patients® cnoeddcisibniisomage,on t h e
the unique nature of the problem and the patient.

Certainty: this refers to the assessment data available and the guidelines in using that data
to arrive at an accurate decision on the client.

Criticalness: this is the value of tkecision with regards to the outcome of the problem

and the consequences of wrong decision making.

Stability: this defines the extent to whi
process of decision making. A changing situation means the datangs d¢ollected while
decision making is ongoing, meaning previous data may not be relevant for decision
making in a short while, making the decision making a dynamic process.

Urgency: the extent to which the decision needs to be made quickly or canymzldela
Similarity: this is the extent to which the decision being made now resembles decisions
made previously.

Congruence/conflict: this defines the process in which the factors needed to make the
decision correspond or conflict with each other.

Number of \ariables: the factors or variables that are considered in the decision making
process.

Relevance of variables: this describes the extent to which the data collected gives
direction to a particular decision or otherwise. It also defines which of the \eiab#
important for a particular diagnosis

Risk: the probability of negative outcomes duethe decision madgSmith, Higgs &

Ellis, 2008)

6.11.3 Context to Advanced Practice Nursing

The APN is to demonstrate timely use of clinical diagnostic investigations and competence in

therapeutic APN interventions (pharmacologic and -plearnacologic) (Nursing and

Midwifery Board of Ireland, 2017)The role of the APN is an extended one and the demand

for accurate diagnosis is essential as the &Pidles arenew in many countries and the

population will be observing the capabilities of the APNs in order to decide whether to trust
them (APN) with their healthcaréGreveson, 2013)

6.11.4 Exemplars (first 3 from conceptm@alysis)

The three most important exemplars, by rank, for Clinical Decidiaking are:
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7 Critically ill child
1 Use of clinical guidelines
9 Clinical audit

6.11.5 Interrelated concepts

The interrelated concepts for Clinical Decision Making are:
1 Quality of care

1 Teaching

6.12 TREATMENT SELECTION

Treatment selection is ¢hselection of appropriate and ceffiective treatment that responds

to patientsd needs f(Grevesan, 20E3gManagemene Scipneas foo d
Health, 2017) The Worl d Heal th Organization used

meanthe selection of appropriate medicine with the right dose and schedule that responds to

the patientds problem at a (Mapagement Sciarices foh e
Health, 2017) It is important for the practitioner to empower the care giver and give
undistorted information on taément options for the care giver to make an informed choice
(Greveson, 2013)

6.12.1Scope
Treatment selection comprises pharmacological anephanmacological interventionboth
psychological and alternativg€atalal.épez et al., 20152017; CollinsBride et al., 2016)

Non pharmacological treatments comprise psychological interventions and complementary

and alternative treatments such as dietary interventions, suppéemeith fatty acids,
vitamins, minerals, amino acids, herbal tneant, homeopathy and miimbdy interventions
including massage, chiropractiand acupuncturgCatalal.6pez et al., 2015, 2017; Collins
Bride et al., 2016)

A continuum of treatment selection could include accurateaf@ésttive treatment selection

at the far one end of the continuum and the irrational medication at the other side. Informed

patient decision making is important in treatmh selection to prevent meditzgal litigations
(Greveson, 2013)
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6.12.2Attributes and Criteria

Robles et al. (20123tated that four things that affect treatment selection are then gatie s
preferences, b ephrents farsl famifythe teffeetivepeastofi tiee nréatiment and
the side effects of such treatment. Alternative treatments exist for many medical conditions
parental education, affordability, reimbursement mechaniswgilability of treatment
(Patten et al., 2013Romvarski et al. (200Atated that patient characteristics, the availability

of alternatives and the framing of the alternatives to the patient by the practitioner influence
their choices. When theption is framed as gain, patients overlook adverse effects and vice
versa(Romvarski, Murray & Roctor, 2007; Greveson, 2013)erbal and other forms of
medicine are being inculcated into the orthodox medical systensabi$aharan Africa
(Asase & Kadera, 2014; Aziato & Antwi, 2016; Aziato & Odai, 2Q1#icreasing the

alternatives for thelients and the healthcare practitioner.

Clinical guidelines and pathways are essential in selecting treatment for paspd@sially
those with multiple condition@ewelt et al., 2015)

In South Africa, Primary Health Care Nursase given standard treatment guidelines and
essential medicine list to guide them in practice. It wasogtsred that the guidelinegere
effective in selection of treatment for the citizens thatluke servicegSooruth, Sibiya &
Sokhela, 2015)

6.12.3 Context to Advanced Practice Nursing

The APN roles are new in many countries and the population will be observing the
capabilities of the ARs in order to trust them (APN) with their healthcéBeeveson, 2013)
Oppositionfrom the medical profession and medical doctensd the lack of interest from
some stakeholdersequires the APN to be compet in empowering the patient to select the
appropriate treatmerit)y orderto win the trust of the populatiq®reveson, 2013)

6.12.4 Exemplars (first 3 from concept analysis)

The three most important exemplars ragk, for Treatment Selection are:
1 Critically ill child

1 Clinical pathways

9 Diarrhoeal diseases
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6.12.5 Interrelated concepts

The interrelated concepts for Treatment Selection are:
1 Quality of care

7 Clinical assessment

1 Clinical decision making

1

Nursing case management

6.13 NURSING CASE MANAGEM ENT

Case management refers to the actions taking by the Advanced Practice Nurse in coordinating
ongoing comprehensive medical servigassessment, clinical decision makingsatment
selection, referral services, follewp care and costing of healthcare) that responds to the
needs of the patient, familgnd community (Zeng et al., 2016)It is defined by the
Commission for Case Manager Certification (2058) the process in which the practitioner
collaborats with the patient and other healthcare professionals in the assessment, planning,

implementation, monitoring and evaluation of healthcare services.

6.13.1 Scope

Case management encompasses patient assessment, diagnosis, treatment selection, monitoring
of progress, referrals, healthcare and resource management. Every stakeholder in case
managementajns when the case manager efficiently executes the case management process
(Commission for Case Manager Certification, 201\@hich means that stakeholdenay
experience negative consequenites poorly executed case management processes.

6.13.2 Attributes and criteria

Case management requirevachcy, effective communication, health resource management,
promotion of quality healthcare at affordable cq§€ommission for Case Manager
Certification, 2012) Case management is not a profession on its butra crosslisciplinary

and an interdependent practidbat could be headed by raurse, doctor, social worker,
counselloror other capable allied healthcare professiorf@smmission for Case Manager
Certification, 2012) Case managers owe their clients the coordination of safe, timely,
effective, efficient, coseffective, equitable and patiecanterectare. The optinlabenefits of

case management are derived from an organizational climate that promotes direct, open,
honest collaboration and communication among the manager, all support care providers, the

funder/payer and the primary carer.

184



6.13.3 Context to Advanced PracticeNursing

The Advanced Practice nurse is nadikely to be the most qualified and knowledgeable
personin a Primary Health Care setting. He or she will automatically become the case
manager and has the responsibility for managing the process of care.hé¢ewall probably

play the dual role of primary care provider and case manager. It is important for the APNs to

be competent in the case management process.

6.13.4 Exemplars (first 3 from concept analysis)

The three most important exemplars, by rank, for Nursimgedvanagement are:
1 Interlevel patient referral

1 Use of clinical guidelines

9 Clinical audit

6.13.5 Interrelated concepts

The interrelated concepts for Nursing Case Management are:
1 Quality of care

7 Clinical assessment

1 Clinical decision making

1

Treatment selection

6.14 CHILD MORBIDITY

Child morbidity is the percentage of children who contracted a disease, fell ill or were injured
within a specific period of time in a defined population. Child mortality is the nuoflsild
deaths per 1000 live births in a specified geographical or political locétiotor, 2012;
Mulaudzi, 2015; USAID, 2015; Hendrisk McKerrow & Hendricks, 2016; Masuku &
Owaga, 2016; Lange & Klasen, 2017)

6.14.1 Scope

The World Health Organization (201 ef i ned heal th as Athe st
mental and social wellbeing andtho mer el y t he absence of di
morbidity can then be described along the hedliiess continuumhaving high level of

health (10) to theight of the continuum and preature death(0) at the far left of the
continuum with neutral/m disease state at the middle (Bxlenaspire.com, 2017A sick

child is then defined as a child who is classified at level 4 oolesise cotinuum
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Figure 6.29: Scope of Child Mortality

Source: (kalenaspire.com, 2017)

6.14.2 Attributes and criteria

Diarrhoeal disease is the second leading cause of child mortality in the world, i.e. 2195 deaths
per day worldwide (Centers for Disease Control and Prevention, 20159r a child with
HIV/AIDS, the rate of deattsill times greater. Severe malnutrition and poverty are major
predictors of child deatlfHendricks, McKerrow & Hendricks, 2016¥Child displacement
during wars and other sources of disaster contribute to child morbidity and mdAsbiyo,

2010) Communicable diseasagpper respiratory infections (mainly pneumonia), diarrhoeal
diseases, malaria, HIV, severe malnutrition and neonatal sepsis are major contrilotbasy fa

to child mortality in sub-Saharan Africa(African Leadership for Child Survival, 2015;
USAID, 2015; Kassebaum et al., 2017)

The African Leadership for Child Survival (2018)ated that having skilled birth attendants,
engaging in nevborn care, integrated community case agament, stunting, immunization,
family planning, PMTCT, and social behavioural change will improve child mortality irate
sub-Saharan Africa The researcheis convincedthat the initiatives stated by th&frican
Leadership for Child Survival (201%)ill be better implemented or driven by Child health

Nurse Practitionerin sub-Saharan Africa

6.14.3 Risk factors

The WHO has idatified several risk factors to child morbidity and mortality. Risk factors
include: country of birth, poverty, neonatal age, weigitage, preterm birth, gender, place

of residence (rural, slum or urbarfpome countries expose the child nworbidity and
mortality more than others. Socioeconomic status of the child and family also &ave
influenceon child morbidity and mortalitfWorld Health Organization, 2006dpabies who

are less than 24 hours old are at the highest risk of {Mé&thd Health Organization, 2006c¢)

Small babies are at higher risk of death. Preterm babies are at higher risk to diseases and death

compared to term babies. Boys have higher morbidigy catnpared to girls. Living in rural
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areas and urban slums puts the child at higher risk of diseases and deathatmtpase in

urban centre@Kandala et al., n.d.; KimaiMurage et al., 2014)

6.14.4 Assessment

It is difficult to assess and diagnose childrénis a frightening situation to the medical
professional and all those involved in the child care preaeshiding the cHi d 6 s f a mi
(Cootes, 2010)The assessment of children demanuse speciaized skills thanthose of
general nursing or medical skills. Being able to correctly diagnose, treat or timely refer a child
for appropriate treatment produces good outcomes and reduces child moitys, 2010)
Various guidelines are available in assessing and classifying unwell chflorexample, the

IMCI case management checklfgtorld Health Organization, 2006and the ABCDENTTT
checklist (Cootes, 2010)These guidelines give the practitioner diif@n in child assessment

and timely decision taking.

6.14.5 Clinical management

Timely managment ofchildhood illness is very important as children are very vulnerable and
their conditions deteriorate quicker than ad¢@®otes, 2010)The management ivided

into three main domains:

Primary prevention: this involves prevation of disease and improving health status. This
involves conducting child, family and community assessm@neducate them on how to
prevent ilinesses and live in good hegalttiough health promotion activities.

Secondary prevention: In the event ofa child falling ill, or contracting a disease, the
practitioner conducts a quick assessment, diagnoses the disease or illness and then engages ir
curative management to restore health to the child.

Tertiary prevention: The child who suffers a chronic dé&se or disabilitydue to a disease
process or injuryis managed and rehabilitated respectively by the practitioner.

6.14.6 Exemplars (first 3 from concept analysis)

The three most important exemplars, by rank, for Child Morbidity are:

1 Managingadversesvents
1 Managing critically ill children
1 Managing pneumonia

6.14.7 Interrelated concepts
The interrelated concepts for Child Morbidity are:
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1 Quality of care
M Clinical assessment

1 Clinical decision making

6.15 MEDICAL RECORD MANAG EMENT

A record is an account of an eveeither writen or in other formats, tangible or intangible,

set down to preserve its content. In a formal organization, it is a document created to preserve
evidence of phenomena for evidential, legal, confidential and safety pui(hfgesrsity of
Adelaide, 2009) A medi c al record i1includes accurat
present illneses and the services by the professional providing such services. An accurate
medical record contains adequate data describing the patient, the diagnosis, the reason why
the patient attended the identified hospital, the treatment provided and the prectitio
responsible for the servic@d/orld Health Organization, 2006d) multifunctional document

that communicates critical information on clients medical care within hegedtistakeholders

is termeda medical recordWong & Bradley, 2009) A medical record identifies who the
patient i s, who provided care for the patd.i
(World Health Organization, 2006d)

Medical record management refers to the organizational polreigslations and procedures
governing the collating, handling, storage and use of patient medaaids(World Health
Organization, 2006d; Bali et al., 2011; Jefferson Lab, 2017)

6.15.1 Scope

An accurate medical record is important for continuity of care, legal litigations, and research
purpose and quality improvement acties. Quality improvement of every health system
depends on its health record keeping. If the data kept is incorrect or incomplete, the quality
improvement systems based on such data will be ineffe@Voag & Bradley, 2009; Katuu

& van der Walt, 2016) The increasing volume of patient information and the demand for
research lead to various innovations of data capture. Electronic data capturing methods are

very efficient and easily retrievab(@rit, 2009)

6.15.2 Attributes and criteria
There are four major sections of a medical records:
1 Administrative:pa i ent s6 demographic and socioecono

1 Legal: signed consent forms for a specific health service or treatment
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1 Financial: the records on payments and the costs of health services ptovitegatient
1 Clinical: the information on care provided for thatient, whether on admission or at the

out-patient department.

Medical records are used to: document the process of illness and treatment; communicate
between healthcare professionals providing care for the same patient; provide continuity of
care; condat research; and collect health daBali et al. (2011) stated six objectives of
keeping medical records: to monitor the patient; for medical resefor medical education;
for i nsurance, criminal, per sonal i njury,

malpractice suits; and for medical audits.

Medical records are kept for a specified period and then destroyedome information on

clients (full name, admission and discharge dates, name of attending physician, disease and
surgical operations done, and discharge summary for each admission) a4/ degtHealth
Organization, 2006dBali et al.(2011)stated that adult medical records are kept, ideally, for
three years. Records on neonates are kept fgeadds, up to age 21 for children and forever

for mentally retarded patients and seven years for the purpose of income tax. In South Africa,
most health records are kept up to six years after dormancy. For children (less than 18 years)
records are kept tiR1 years old, for a lifetime for mentally retarded individuals, foy2ars

for patients receiving occupation health services and 25 years for clients exposed to asbestos
(Katuu & van der Wh, 2016)

6.15.3 Context to Advanced Practice Nursing

Medical records are essential to the nurse. It is essential for the APN to keep accurate health
records for quality improvement, research, continuity of care, and for legal psirpose¢he

Child Health Nuse Practitioner, it is extra important because such records are to be kept over
a long period of timéBali et al., 2011; Katuu &an der Walt, 2016)

6.15.4 Exemplars (first 3 from concept analysis)

The three most important exemplars, by rank, for Medical Record Management are:
1 Patientkardex

1 Interlevel patient referral

M Clinical audit
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6.15.5 Interrelated concepts
The interrelated concepts for Medical Record Management are:
1 Nursing research

1 Quality of care

6.16 TEACHING

Teaching is a critical elemenf Advanced Practice Nursgprofessional rolgLink, 2009)
Teaching is the process in whidbarnersare assisted to acquire knowledge, skills and
attitudes through their participatiohearnercentred teaching is advocated over teacher
centred approaches as it stimulates changes ite&ineerthroughan intentionally planned
curriculum(Sequeira, 2012)Teaching is therefore the process by which the teacher (lecturer,
facilitator etc.) guides th&earnerto acquire certain knowledge, skills and attitudes that are
intentiondly planned through an institutional curriculum. The teaching and learning encounter

can be planned or abrupt but guided by the purpose of the educational programme.

6.16.1 Scope

Teaching and learning are inextricably linked. The concept of teaching in Advaraitd
Nursing covers clinical teaching, patient education and classroom teaching. The CHNP is
expected to teach students when they are on clinical or community placement. Clinical
teaching should follow conceptised or problerbased approachesvhich ae able to
develop the studer@igritical thinking (Potgieter, 2012)The complexity of the healthcare
system demands more than the mastery of technical skills dgaheer- they need critical
thinking abilities to cope with the demand of practice. These skills can be acquired through
case studies, clinical pesbnferencs, nursing care planning, and dialectical critique,

conceptmapping, interruptions and peer coaching.

Client and family education is the process in which the practitioner empowers the client and
the family for them to manage their condititmwardsa healthier life. Health promotion
activities within the community are also the responsibility of the practitiofiéie client, in

this case, either has the right to take certain decisions or rely on the parents for decision
making. It is importantor an APN to understand how children learn to be able to educate the
child. Understanding the family system and cukungll enable the APN to educate the child

and family well.
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Teaching in the classroom setting also requires knowledge on educational philosophy,
epistemological orientation of the institution and the studesttaracteristic§World Health
Organization, 2016c)Building a good relationship with the university faculty is important for
student learning. Evidence shows that nurse education and educator inefficiencies result in
inadequate preparation of nurses in the developing wldrld Health Organization,
2016c)

6.16.2 Attributes and Characteristics

Nursing education is part of pesbmpulsory education that is based on adult education
principles. In this type of educatipthe curriculum is instrumental, preparing the student
towards specific roles that are relevant to the health work{dtaghes & Quinn, 2013)This

type of education occurs within a National HeaBervice and higher education contexts
(Hughes & Quinn, 2013) Teaching in nursing requires delivery of curricula that bridge the
higher educational setting and the clinical setting. The clinical setting is a complex
environment that juxtaposes its primary function (patient care) with student teaching. The
Advanced Practice Nurse needs to acquire skills that will enable him/her to tedehtstu
effectively within the clinical setting without compromising patient car@.ink, 2009;
DeNisco & Barker, 2015)

The practitioner needs to be competent in planning the learning programmes for the ,students
using effective teaching strategies to deliver the lessgpporting students in thd&arning

and evaluating students and learning experiences for quality learning improvement
(Australian Nurse Teacher Association, 2010; DeNisco & Barker, 2015)

The major component of Advanced Practice Nurses teaching will be clinical teaching and

patient and family education.

Ernstze and Bitzg2012)discovered seven roles and attributes of a clinical teacher:

1 Role modelling: conducting oneself professionally with pasi@md students, caring for
patients effectively and holistically, being knowledgeable and expeot nnefig@ld of
work.

1 Faciitating learning: avoithg dominating learning sessions, prawigl the students the
opportunity to explore, guiding studedthinking, providing positive affirmation, and
facilitating healthy group dynamics.
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1 Facilitating and Assessing:providing studens with a clear expectation of what the
facilitator expects sometimes this can lead to student anxiety.

1 Being approachable: proviy the atmosphere for the students to approach and ask
questions, ruming an operdoor policy, malkg time for studentstreating students
individually and showing willingness to help students.

71 Individualisation: determininghe learning needs of individual students, pilag with
students individually and supprg students who are struggling.

1 Organization: orientatingstudents to the learning environment and diagngsthe
strengths and weaknesses of estclilent then clarifyng the learning expectations for the
students.

1 Selfmotivation: the clinical educator must be enthusiastic and articulate.

Patient education is essih for the Advanced Practice Nurse, especially those practating
community level. Patients that are wetlucated better understand their condition and mange
themselves for a life tim@Marcus, 2014)Good communication skillarevery important in
providing an accate, timely, complete anébove all an unambiguous information to the

patient.

Marcus (2004) outlined six dimensions of knowledge, four communication competencies and
two suies of tools in a verbal communication model of patent education. The knawvledg
dimensionsare biopsychosocial, functional, experiential, ethical, social and financial. The
competenciesare interpersonal communication, neerbal communication, professional
values and counselling skills. The toalg®health information seeking drhealth information

behaviours.

6.16.3 Theoretical links

The adult educatiotheory (andragogy) developed by Malcolm Sherpherd Knowles {1913
1997) guides teaching in nursing educatidtnowles propounded that the student will
understand new knowledge better oifljt can be connected to prior knowledge acquired.
Adult education principles demanbat studens should be respected, their contribution and
prior experiences valued and used to deliver the corAehiis areinternally motivated and

learn if they fird the information can be appli¢dughes & Quinn, 2013)
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The EDUCATE model of verbal clinical teaching/educai®nharacterised clinicakaching

into five stage@varcus, 2014)

1 Use questioning to enhance patients understanding and information retention ability

1 Give patientcentred educatieteach to the patient and not to the group of people

1 Assessthe at i kmowtedgs about the topic or the conaiiti

1 Communicate the information to the patient clearly and effectively for patient
understanding

1 Address any issues of health literacy and cultural issues related to patient learning.

6.16.4 Exemplars (first 3 from concept analysis)

The three most important exerap, by rank, for Teaching are:
{1 Patienteducation

1 Clinical nursing education

1 Healthpromotion

6.16.5 Interrel ated concepts

The interrelated concepts for Teaching are:
71 Influencing curriculum

1 Quality of care

1 Transformational leadership

6.17 INFLUENCING CURRICUL UM

Curriculum is an intentionally designed learning opportunity provided by an institution to
students as arnnteractive event integrated with learning experiences throughout the
programme of studgHall, 2014) According toBeigi, Keramati and AhmadRQ11), it is the

why, what, when, where, how and the who of teaching and learning.

Professionainfluence of curriculum occurs at the review and evaluation or pilot testing stage
of the curriculum development processher e t he practitioneros
sorted on the effectiveness of the curricul@i@arsons & Beauchamp, 2012hfluencing

curriculum, thereforerefers to advocating and positively determining the course of teaching

and leaning in nursing.
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6.17.1 Scope

For a curriculum to be responsive and effective, theust bequality input into sucha
curriculum. The practitioners understand the context and the practice setting in which the
nurses are being trained to pract{@aldwell 1997) The inputs from the practitioners are

very important as the nurse is trained to practice in the clinical se@umity input will

producea quality curriculum that will produce responsive graduates for the health service.
Poor feedback will lad to ineffective graduates in the health system, leading to ineffective
practice and poor healthcare outcomes in the populétibha d e n e t al ., 2010
Doody & Cusack, 2011)

6.17.2 Attributes and criteria

National Academic Press (200tated six forces that influence curriculum:

1 Intrinsic influences: institutional culture and the curriculagtiamd educational priorities.

1 Accreditation, licensure and certification requirements.

1 Individual issues, professional and personal factors: the Advanced Practice Nurse is very
importantin influencing the curriculum as he or she forms part of the priofesisbody
andhis or hewiews are essential in the reviewtbé curriculum.

1 Professional organizations and stakeholders: these are major stakehold#dre in
educational curriculum. The Advanced Practice Nurse is a member of the professional
organizatiorand can influences curriauh throughit.

1 Educational laws: legal backings of education systems.

1 Resource issues: issues related to funding and human resource for education.

The World Health Organization (2016stated that the curriculum and implementation
competencies of an educator involves the designing of curriculum, developing courses,
facilitating clinical reasoning, integrating eviderzased teaching and learning processes.
The APN requires understanding of needs assessment, national health priorities, teaching and
assessment strategies, evidebased practice, teachstudent relationship and cognitive,
psychomotor and affective development in order to be able to influendeutaiworld

Health Organization, 2016¢)

6.17.3 Context to Advanced Practice Nursing
The APN is a teacher and a practitioner and therefore needs to influence what he or she

teaches and practices for quality purgose
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6.17.4 Exemplars (first 3 from concepanalysis)

The three most important exemplars, by rank, for Influencing Curriculum are:
7 Clinical nursing education

1 Curriculumchange

1 Child health advocacy

6.17.5 Interrelated concepts

Theinterrelated concepts for Influencing Curriculum are:
1 Nursing research

1 Teaching

1 Transformational leadership

6.18 NURSING RESEARCH

Research is the study or exploration of a
systematic enquiry to validate anckfine an existing knowledge and generate new

k nowl éCGdogeg Gray & Burns, 2014Researclcanbe qualitative or quantitative.

6.18.1 Scope

Conducting research starts with developing the research prapas#éfinesand outlines the
research process. It involves the adherence to ethical principlesh are regulated by
institutional ethical review boards. There is the need to seek apfootta¢ research protocol

from the institution and the institutional reviewdrd before initiating data collection. It is of
utmost priority not to do harm to any animal involved in the reseachdamage the
reputation of any institution or nation in the study. Privacy, anonymity and confidentiality are
essential to the human lgacts involved in nursing research. Data collection, handling,
analysis and interpretation form threajorand material aspect of all research. It is essential to
avoid bias and error at these stages in otdearrive at valid and reliable results. Not
conducting research means nursing policies and practice will be based on tradition and
common sense. The procedures will be static and lack improvement, leading to inefficiency

and increased cost of healthcare.

6.18.2 Attributes and criteria
The research processdéharacterised in four phases:
1 Conceptual phase: where the problem is defined and the research process is designed to
addresghe prdolem It is also called the planning or the thinking phase.
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1 Empirical phase: involves conducting data collection andyaisil
1 Interpretive phase: where the results of the study are interpreted for meaning.

1 Communicative phase: dissemination of the findings in the study.

To conduct research, one needs to understand the research process. Clinical research problems
could beidentified through the practitioners d#&yday practice issues, clinical audibs
conflicting treatment choices. The research could be conducted as part of an institutional
research policy or in fulfilment of the requirement of a graduate degree.

This involves the development of the framework that guides the research project. It requires
the definition of the research areas and problem, the formulation of the research question or
hypothesis, the development of the research design and methods to areswesetirch
guestion or to prove or reject the hypotheaisd the selection or the development of the data

collection tool and the analysis procedure.

The data collection tool is then used to collect data accordingly. The proposed analytical
method is use to analyse the data to produce results. Results are interpreted based on pre
defined criteria and then disseminated to the interest group or the general public for

utilization.

6.18.3 Context to Advanced Practice Nursing

Nursing practice is evidence based. Tmtinually improve the quality of nursing practice,
there is need to engage in contextual nursing research that is practice focused. The APN is
expected to provide quality healthcare at an affordable cost to underserved communities. To
be able to do thati limited resources, there is need for continuous research to find the most
effective way of providing quality and cesffective care. The researcher needirsing

research skiito be able to synthesize ad apply evidence in his or her practice.

For the nursing profession to develop, it needs to base its practice on sound scientific
knowledge and theories. This will not be realised without conducting research. Evidence has
shown thasub-Saharan Africas lackingandbehind the rest of the world in tes nursing of
research(Sun & Larson, 2015)It is important for nurses trained at the advanced level to

engage in continuous clinical researclsub-Saharan AfricgSun & Larson, 2015)

196



6.18.4 Exemplars (first 3 from concept analysis)

The three mst important exemplars, by rank, fdursing Researcéare:
1 Research protocol

1 Literature review

1 Writing research report

6.18.5 Interrelated concepts

The interrelated concepts fiursing Researchre:
1 Teaching

1 Influencing curriculum

I Research dissemination

6.19 RESEARCH DISSEMINATI ON

Dissemination isa well-planned process in which resea findings are exposed to a wider
audience through written and verbal mearfer appropriate evaluation and inclusion into

policy and healthcare practice to facilitate evidebased practic@Vilson et al., 2010)

6.19.1 Scope

Research dissemination is essential for evidencaflwence policy and practic@Vilson et

al., 2010) Evidence shows that the optimum potential of healthcare practice and

administration has not yet been realisgue to poor disseminat and inculcation of research

evidence into practicéWilson et al., 2010) Barriers to research disseminatibave been
identified by theWorld Health Organization (2014)he® include:

1 Practitioner perception of evidence: many competing influences and contradictory
evidence creates ambiguity and confusion for the healthcare practitiwher may
probably not know where and how to access quality and tailored information to meet
practice needs.

1 Organizational culture: the way the organizatiamives at andmakes organizational
decisiors also influences the way reseaishvalued Whether the organization arrivas
decisions using evidence or brainstorming also influencesitiienaction with research
evidence.

1 Unskilled professionals: if the professionals in the organization are not skilled in research
appraisal and evidence synthesis, eviddrased practice will be difficult to implement in
the organization.

197


http://www.who.int/rpc/research_ethics/format_rp/en/
https://www.lib.uoguelph.ca/get-assistance/writing/specific-types-papers/writing-literature-review

1 Research costna time constraints: due to the short time available for practitioners to
make decisions, conducting, synthesizing and inculcating evidence into decision making
becomes difficult.

1 Overload of information: when practitioners and policy makersels® much esearch
available in addition tocompeting interests fronobbyist and other interest groups, it is
difficult to make decisions if there are no clear guidelines on decision making in an
organization.

Factors facilitating the use of research evidence dedu

1 Making research practice friendly, for example, producing practice guidelines through
literature synthesis or reviews for clinicians.

1 Capacitating the practitioners with the skills necessary to assess, appraise, synthesize and
use evidence in pracéc
Collaboration with practitioners to undertake research projects in priority practice areas.

1 The use of targeted research communicatisash as policy briefs and press releases
stress the role of research in quality practice.

1 A good relationship étween researchers and practitioners also creates trust among them

which facilitates research uptake.

6.19.2 Attributes and criteria

There is the need for institutismo develop a dissemination strategy to aid in disseminating

research findings(World Health Organization, 2014)Steps in developing a research

dissemination strategy include: reviewing past strategleseloping tke objectives for
research disseminatiprdetermiing whom to disseminate research, tdevelopng the
research dissemination messag#scidng on the approaches to be used in disseminating
researchselecing the channels of designatiaviewing the resarces availableconsideing

the timing and opportunities that are availablled evaluang the dissemination efforts made

(World Health Organization, 2014)Yale Center for Clinical Investigation (2014fated that

good dissenmmation strategies should have these three features:

1 Orientation towards the needs of the audience in terms of language and level of the
information. Good language skills are essential dmsemination The use of simple
language, headings, etc. is im@mtt

1 Varied in dissemination formats such as written, illustrations, graphical, internet based,
community meetings and scientific conferences.

1 Capitalizing on the existing partnerships and resource.
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6.19.3 Context to Advanced Practice Nursing

Advanced Practice Niging practice is expected to be evidebased in order to produce the

best patient outcomes. For evidence to be available for use, it needs to be disseminated.
Researchers need to build partnership with ARNpromote the utilization of disseminated
research into practice, collaborate in clinical research and cessé¢mosphere for clinical

data collection.

6.19.4 Exemplars (first 3 from concept analysis)

The three most important exemplars, by rank, for Research Dissemination are:
1 Evidencebase poster develogent

1 Writing a journal article

1 Writing research report

6.19.5 Interrelated concepts

The interrelated concepts for Research Dissemination are:
1 Nursing research

1 Transformational leadership

1 Influencing curriculm

6.20 CONCLUSION

The fourteen concepts developed and analysed wereetmeddedinto the curriculum

framework as the content of the curriculum.

The following chapterChapter 7 describes the Advanced Practicerding (Child Health
Practitioner) curriculum framework feub-Saharan Africa
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CHAPTER 7 : THE DEVELOPMENT OF THE CURRICULUM FRAME WORK

7.1INTRODUCTION

Curriculum framework in this study refers to a document that guides any academic or
research institution to devgla responsive Advanced Practice Nursing (Child Health Nurse
Practitioner) curriculum withirsub-Saharan AfricaPennsylvania Department of Education
(200D defined curriculum framework to include
essential questions aligned to star$ and assessment anchors and, where appropriate,
el i gi bl e c eestabkshet principld of whe usk of a curriculum framework is to
leave the formulation of the syllabi and lesson plemghe respective countries, if it is
internationally basedr to local authorities, if it is national. This allows for flexibility and
innovation at the lower level of curriculum implementatifarsons & Beauchamp, 2012)

The Advanced Practice Nursing (Child Health Nurse Practitioner) curriculum framework
developed in this study for sub-Saharan Africaconsists of current conterf APN, educational
policy statenenton CHNP programmestatement of broad learning objectives, structure of
the Child Health Nurse Practitioner programme, concepts for the Child Health Nurse
Practitioner curriculum, resources required for the implementation of the Child Health Nurse

praditioner programme, and teaching and assessment metiadidack, 2007)

7.2CURRENT CONTEXT

Current contextefers to the socioeconomic setting within which Advanced Practice Nursing
(Child Health Nurse Practitioner) policy is made and the programmmpiemented Stabback,
2007)

SubSaharan Africa is culturally diverse. The population of the regiasl,033,106,135 in
2017, with a population growth rate of 2.74% per annum. About 43%hefkub-Saharan
African population are between the agé<-14 yearswhile 51% are children less than the
age of 19. The majority (62%) are rural dwellers while8% are in urban settlements
(including urban slum dwellersYhe undeifive mortality rate is currently estimated at 81.35

per 1000 live birthswhile the rateof child (age 514years) deaths per 1000 children living at
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age 5was 19.00 in 2016. Neonatal mortality rate is 28.32 per 1000 live bitttis.
expectancy from birtivasestimated at 59.90 in the year 2015.

The population ofsub-Saharan Afica is very poor, for instance, abod0% of the sub-
Saharan Africa population are living on less than $2.00 (R 2b@er day while about 48%
live on $1.25 (R16.27) per dayiu et al., 2016; ECOSOC, 2017Millions of children
(34,134,436, 21.23%9)f school going age are not in primary school.

The najority of the healthcare services and resosi(t&iman, infrastructure and equipment)
are in urban areas and serve thmority of the population. Poorly trained personnel and
poorly resourced health services are found in rural areas and serymdjueity) rural
population.The rural population is deprived of quality healthcare. Travel, accommodation
and upkeedor the rural populace in seeking care in urban centres incréasie cost of

healthcare services compared to urban dwellers.

Sub-Saharan Africas mainly battling preventable diseases. The poor nature of child health in
sub-Saharan Africahas led to the devastating rates of preventable child morbidity and
mortality in the region. The impact of disease not only affects the child at the youndpit age
can expose the child to many health challenges in adulthood. Pridealgh Care is
therefore an essential healthcare model for the reduction of child morbidity and mortality in

sub-Saharan Africaas required by the SDG 3.

Advanced Practice Nurggnprogrammes that have proven to improve access teeffestive

quality healthcare for the rural, hard to reaglopulations are resisted by the medical
profession(Pulcini et al., 2010) Physicians prefedlower cadre medical officers whose
training is of less quality than nurse practitiong@ast et al., 2014f5overmiments show a lack

of interest, and the nursing councils lack capacity and legislative instruments to develop the
roles for the APN. There are resource challenges and the nursing labour organizations and

education institutions do not advocate for the progne.

Even though some institutions and countries withimSaharan Africdhave shown interest in
APN programmes, they lack contextual benchmarks and role models to guide the
development and implementation of ANP programmes. It is against this backdtojhis

study developed the Advanced Practice Nursing (Child Health Nurse Practitioner) curriculum
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framework to guide institutions and countriessitb-Saharan African the development and

implementation of a responsive APN curriculum.

7.3THE EDUCATIONAL PO LICY STATEMENT

This describes the goals of governments and institutions for the Advanced Practice Nursing
(Child Health Nurse Practitioner) programii@abback, 2007)

Educational policy is influenced by local health needs and international p@iggtainable
Development Goad demands that preventable deaths to-bew babies and children under

the age of 5 years should be en@atbrld Health Organization, 20165 ountries all over the

world are expected to end preventable deaths with at most 12 neonatal deaths and-25 under
deaths per 1000 live birthsy 2030 Sustainable Development Goal 3 atequiresthat there

must be universal coverage of quality healthcare, medicine and vaccines, and vital health
services atraaffordablecost(World Health Organization, 2016b)'he UN also expects all
countries to continually increase the amount of money they input into healthcaresencrea
healthcare worrs training and development, and promote recruitment and retention of
healthcare in developing countri@dorld Health Organization, 2016b)

1 The Child Health Nurse Practitioner programstnall provide adequate numbers (to be
determined by institutions and governments) of quality trained practitioners rgho a
willing to provide patiententred evidencebased healthcare for the rural population of
sub-Saharan Africa

1 The APN (Child Health Nurse Practitioner) will assist countriesilnSaharan Africdo
meetSustainableDevelopmenGoal 3w h i ¢ h s end preventalde deafhs of new
borns and children under 5 years of age,... reduce ubdaprtality to at least as low as
25 per 1, 00addilAicvhe elvier tulmms wer s al heal t h coc
risk protection, access to quality essenti@ath-care services and access to safe,
effective, quality and affordable essenti

1 The Child Health Nurse Practitioner programme wilspond to the healthcare
challenges ofub-Saharan Africathus reducing the commicable disease burdeand
by engagng in early detection and prevention of childhood ilinessiisreduce the rate
of admission to the acute care units.

1 The expert team also believes that there must be at least one child health nurse
practitioner at esry district hospital anBrimary Health Carelinic who is competent in

the integrated management of childhood diseases (IMCI) and resuscitation of babies.
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1 The practitioner is expected to be knowledgeable in management and administration as

he/she will eadPrimary Health Careeams.

7.4 BROAD LEARNING OBJEC TIVES AND OUTCOMES

The Broad learning objectives and outconsgpulate what the Advanced Practice Nurse
(Child Health Nurse Practitioner) should know and be able to do when he or she completes
the programe (Stabback, 2007)The outcomes are expressed in a range of domains,

including knowledge, understanding, skiltpmpetencies, values and attitudes.

The Child Health Nurse practitioner should be knowledgeable and have competent skills and

attitudes in the following knowledge domains:

Domain A: Nursing Leadership, Management and Administration

The key responsibilities of APNin their setting is healthcare governance, leadership,
management, advocacy and resource managgi®ANC & South African Nusing Council,

2005; Duma et al., 2012; East et al., 2014; Sdatikana et al., 2014; Academy of Nursing of
South Africa, 2015)

Domain B: Quality Practice

This domain covers issues of quality in healthcare delivery and continuous professional
developmat. Advanced Practice Nursshould be able to identify child healthcare indicators,
conduct quality audits and implement quality improvement practices in order to improve
access, safety and effectiveness of PHC for children in the community theySANE &

South African Nursing Council, 2005; Reatlal., 2016)

Domain C: Ethico-legal Practice and Professionalism

This domain covers the ethos of professional practice. It refers to all the legal aspects of the
Advanced Practi ce Nugte ddusdaripst ralestandaegulationst andt o m
scope of practice and standards within which the Advanced Practice Nurse must operate.

The APN training must makeer orhim capable of utilizing ethical theories and principles in
paediatricservices, adhere to and enforce staff adherence to all reletraoal codes of
conduct set by the nursing profession and regulatory fiddgubuko, n.d.; INEPEA, 2008a;
Duma et al., 2012; Lake, 20148he or he must contribute to the resolution of ethical issues in
practice.

Domain D: Education and Research
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The CHNP should engage in teaching, mentoring, supervision and coaching, giving feedback
into educational curriculum, provide school and community health education and screening
(Madubuko, n.d.; SANC & South African Nursing Council, 2005; INEPEA, 200Ble) or

she must be able to teach and mentor nursing students in clinical p(SetstesFullana et

al., 2014)

Domain E: Advanced Child Health Nursing Practice

Advanced ChildHealth NursePractitioners(CHNPs) are expected to conduct assessih
(history taking, physical examination, request and interpret laboratory and imaging studies),
diagnose children, prescribe treatment (pharmacological anghhmmacological), admit,
discharge or refer patients and manage cases comprehensively prabgoe settings.

Domain F: Attitudes and Values

The CHNP shouldpply patient centred care principl@s caring for the clientsHe or she

must respect and value the child and family. The CHNP must understand that the final
decision on care lies with ehchild and family and respect their decisions after counselling.
The CHNP must be culturally competent and should mostly be able to speak the language of

the community served to facilitate communication, confidentiality and trust.

7.5 STRUCTURE OF THE EDUCATI ONAL SYSTEM

The Structure of the educational systestipulates the general educational system within
which the Advanced Practice Nursing programme will be implemeadeautlined inTable

7.1 below. This section ofhe curriculum framework specifies the duration of the programme,
number of school weeks in an academic year, notional hours and associated credits for the
Advanced Practice Nursing (Child health Nurse practitioner) programme.

Table 7.1Structure of the educational system

Variable Description
Level Master 0s ledatdegel9) ( SAQA
Ontological Orientation Andragogy and experiential learning approaches
Epistemological orientation | Conceptbased curriculum/Erning
Total Credit 360 credits
Number of years 2-years fulltime
Number of weeks 40 weeks a year
Number of Hours per week | 40 hours a week
Total Clinical Hours 800-1000 hours
Internship Oneyearpost graduatiomternship
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7.6 STRUCTURE OF THE CURRICULUM CONTENT

The structure of curriculum content defingBe concepts for the Child Health Nurse
Practitioner Programme. The concepts are presented with definition, scope, characteristic
features, attributes, exemplars and interrelatceptan Table7.2 Table 7.2 is simplified

for easy visualization on Figure 7.1 below.
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Table 7.2 Module Credits for Child Health Nurse Practitioner Curriculum

MODULE (% CONCEPTS CHARACTERISTIC DEFINITION EXEMPLARS References INTERREL
OF TOTAL FEATURES ATED
CREDITS) CONCEPT

S
Execution, partnership, others, | Transformational leadership is the prociess [Scarce resource |(Bass, 1995; Tracey & |Nursing case
communication, self (to set which a leader inspires the followers in management; Hinkin, 1998; Mester, | management
Transformationg personal example, Ideal impact,| developing higher order goals and motivatinginter-level patient | Roodt & Kellerman, ; systems
leadership strong moivation, intellectual them to reach such goals through the referral; 2003; Barbuto, 2005; | thinking;
stimulation, and personal refinement of the follome s 6 wo r | d vchanging Avolio & Bass, 2007; | governance
consideration attitudes. curriculum McLaggan,
Bezuidenhout & Botha,
2013; Ahmad et al.,
2014; Hughes, 2014;
Cetin, Sehkar & Kinik,
HEALTH 2015; Giddens, 2017)
SYSTEM Accountalte, transparent, Governance refers to the legaticognised Financial audit; (Anthony, 2004; Systems
(10%) responsive, rule of law, stable, | structures and procedures that are created tdclinical audit; Bishop, 2009; Page, thinking;
equity, empowerment, inclusive,, guar ant ee faccoaoaynt a buniversal coverag 2013; Satos et al., transformati
Governance consensus orientation, effective | responsiveness, rule of law, stability, equity 2013; Sheng, 2017; Uq onal
and efficient and inclusiveness, empowerment, and broad Davis Nursing, 2017; | leadership
based participationbo UNESCO, 2017).
institution or society.
Leadership and governance, Systems thinkings aquality improvement  |Quality (World Health Influencing
service delivery, health system | process in which the understanding of the improvement Organization, 2009). curriculum;
financing, health workforce, relationships and interaction between the  |project; clinical
Systems thinkin| medical products, vaccinea componerg of a system is engineered to memorandum of assessment;
technologies, health information| generate synergy in the system. understanding; quality of
systems, systems organization, development of care
systems network, systems community
dynamics, systems knowledge outreach
Effective, efficient, accessible, | Quality is defined as conforming to specified|Clinical audit (World Health Research
acceptable and equitable standards of a product or service, i.e. meetinNIMART; Organization, 2006b) | dissenmnatio
Quality of care or exceeding the expedtats of the populationuniversalcoverage n; teaching;
served. influencing
curriculum
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MODULE (% CONCEPTS CHARACTERISTIC DEFINITION EXEMPLARS References INTERREL
OF TOTAL FEATURES ATED
CREDITS) CONCEPT

S
History taking, physical Clinical assessment is the process of gatheriAssessment (Fernandez, Benito & |Teaching;
Clinical assessment (biopsychosocial, | patient information througpatient history critically ill Mintegi, in press; Miles| quality of
assessment spiritual, emergency) laboratory | taking, physical assessment, laboratory children; assessin et al., 2006; Donaldson care; clinical
examination, imaging studies examination and imaging studies to guide th¢for diarrhoeal et al., 2008; Cootes, decision
cliniciands and pat i(diseases;assessi 2010;Van den Bruel etf making
processes especially in the selection of for child abuse al., 2011; Cheema,
treatment or referral for an appropriate Stephen & Westwood,
treatment. 2013)
Pathophysiology, clinical Clinical decision making, synonymous with (Critically ill child; | (Ackley et al., 2008; Quality of
GENERIC judgement, diagnosis, current | clinical diagnosis, is the process of deciding (use of clincal Smith, Higgs & Ellis, care;
ADVANCED |Clinical decisior| evidence, clinical expertise and | the health status of the client in order to selejguidelines; 2008; Thompson, 2008 teaching
PRACTICE |making patient preferences and the best treat ment tclinical audit Standing, 2010;
NURSING characteristics (uniqueness, condition withthe primary purpose of Greveson, 2013;
CONCEPTS criticalness, urgency, stability, | improving the health of the client and Panagiotou, 2013;
(20) risks), variakes (certainty, community. Thompson et al., 2013;
similarity, congruence/conflict) Bordini, Stephany &
Kliegman, 2017;
Nursing and Midwifery
Board of Ireland, 2017;
Zalts et al., 2017)
Pharmacological, nen Treatment dection is the selection of Critically ill child; |(Greveson, 2013; Quality of
Treatment pharmacological (complementar]| appropriate and cosfffective treatment that [clinical pathways | CatalalL6pez et al., care; clinical
selection and alternative medicine), responds to pati ent s(diarrhoeal 2015, 2017; Collins assessment;
pharmacovigilance, cost period of time. diseases Bride et al., 2016; clinical
effectiveness Management Sciences| decision
for Health, 2017). making;
nursing case
management
Assessment, clinicalatision Case management refers to the actions take|nter-level patient | (Phaneuf, 2008; Quality of
making, treatment selection, the Advanced Practice Nurse in coordinatingreferral; e of Commission for Cas | care; clinical
referral services, followp care | ongoing comprehensive medical services [linical Manager Certification, | assessment;
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MODULE (% CONCEPTS CHARACTERISTIC DEFINITION EXEMPLARS References INTERREL
OF TOTAL FEATURES ATED
CREDITS) CONCEPT

S

Nursing case | and costing of services, primary | (assessment, clinical decision making, guidelines; 2012, 2017; Zeng et al| clinical
management | healthcare, family centred care, | treatment selection, referral services, follaw [clinical audit 2016) decision

referral system, clinical progress| care ad costing of healthcare) that responds making;

safe, timely, effective, efficient, | the needs of the patient, family or community treatment

costeffective, equitable and selection

patientcentredpayer, level of

care, benefits

Pneumonia, Diarrhoeal disease,| Child morbidity is the percentage of children Managing advert |(Kandala et al., n.d.; Quality of

malaria, HIV, severe malnutrition who contracted a diseadell ill or were events; managing| World Health care; clinical
Child mortality | and contributing factors (country| injured within a specific period of time ina (critically ill Organization, 2006¢c, | assessment;

CH'LBUHREﬁéTH of birth, preterm birth, poverty, | defined population. children; 2011; Avogo, 2010; clinical
PRACTITIONER gender, neonate, rural settlemern managing Cootes, 2010; Nutor, | decision
SCPOEI\?IC/_I\ELPr'Ir'é urban slum settlement, small for| Child mortality is the number of child deaths pneumonia 2012; KimaniMurage | making

(30) age, child abuse) per 1000 live births in a specified geographig et al., 2014; African
or political location. Leadership for Child
Survival, 2015;
Mulaudzi, 2015;
USAID, 2015; Centers
for Disease Conti and
Prevention, 2015;
Masuku & Owaga,
2016; Hendricks,
McKerrow &
Hendricks, 2016;
kalenaspire.com, 2017
Kassebaum et al., 2017
Lange & Klasen, 2017)
Princiges (evidence, legal, Medical record management refers to the  |Patient kardex (World Health Nursing
confidential, safety, critical organizational policies, regulations and inter-level patient | Organization, 2006d; | research;
Medical record | information, retention period); procedures governing the collating, handlingjreferral;clinical Brit, 2009; University | quality of
management | Uses (continuity of care, quality | storage and use of patient medical records. faudit of Adelaide, 2009; care

improvement, research,

medicolegal); Types (paper

Wong & Bradley, 2009;

Bali et al., 2011Katuu
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MODULE (% CONCEPTS CHARACTERISTIC DEFINITION EXEMPLARS References INTERREL
OF TOTAL FEATURES ATED
CREDITS) CONCEPT

S
based, electronic); Content & van der Walt, 2016;
(demographic, consent, Jefferson Lab, 2017)
admission, management,
discharge, fiancial)
Health promotion, health Teaching is the process by which the teache|Patienteducation; | (Australian Nurse Influencing
education, clinical teaching, (lecturer, facilitator etc.) guides the student tqclinical nursing Teacher Association, | curriculum;
Teaching patient education, curriculum, acquire certain knowledge, skills and attitudeeducationhealth | 2010; Gerrish et al., quality of
gy andragogy, learning, assessmer| that are intentionally planned through an  promotion 2011; EmnstzeBitzer & | care;
(10%) knowledge brokring institutional curriculum. Ed, 2012; Hughes & | transformati
Quinn, 2013; Marcus, | onal
2014; DeNisco & leadership
Barker, 2015).
Advocacy, professional Influencing curriculum refers to advocating a(Clinical nursing | (Caldwell, 1997; Nursing
Influencing organization, needs analysis, positively determining the course of teachingeducation; National Academic research;
curriculum Programme development, and learning in nursing. curriculum Press2002; Parsons & | teaching;
Progamme evaluation, feedback change; child Beauchamp, 2012; transformati
health advocacy. | World Health onal
Organization, 2016c) | leadership
Research proposal, data Nursing resear ch i s [Researchproposq (Brink, Walt & Teaching;
collection, Data analysis, systematic enquiry to validate and refine an |[devebpment; Rensburg, 2013) influencing
Nursing Interpretation, dissemination, existing knowledge and generate new literature review curriculum;
Research principles (privacy, anonymity knowl edgeod. writing research research
NURSING and confidentiality, ethical report disseminatio
RES(ESS)RCH approval, institutional approval) n
Institutional factors Dissemination is a welblanned process in  [Evidencebased |(Wilson et al., 2010; Nursing
(dissemingion strategy, which research findings are exposed to a widposter Yale Center for Clinical| research;
Research organizational culture, audience through written and verbal means, |[development; Investigation, 2011, transformati
dissemination | incentives); Values and skills appropriate evaluation and inclusion into poliwriting journal World Health onal
(academic integrity, plagiarism, | and healthcare practice to facilitate evidencearticle writing Organization, 2014) leadership;
academic writing); Types based practice. research repart influencing
(research report, journal papers, curriculum

conferences presentation, resea

brief)
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7.7 STANDARDS OF RESOURCES REQUIRED FOR IMPL EMENTATION

Standard of resources describe the level of lecturer qualifications, the workload per lecturer,
student qualifications and number per class, materials (@sbocomputers and other

equipment) and facilities (classrooms, furniture, fittings).

7.7.1 Lecturer qualifications

Nursing lecturers are expectedtiave aPhD in nursing is recommended. Consideration is
given to a Master of nursingqursework andesearch coponents)Non-nursing lecturer are

also expected to have obtained PhD in specialist field is recommended. Consideration is given
to a Master of Medicine and equivalent qualification if there are no PhD holders. All lecturers

in the CHNP programme shouldveaa teaching qualification.

7.7.2 Student resources

A 4-year degree in nursing with a minimum of 60% cumulative average mark is required for
admission into the CHNP programméd. w o year so mi ni mum cl in
community/national/youth service or intship is the prerequisite clinical practice for gaining
admission into the CHNP programmidathematics, Computing skills, and English/French
Language skillsare the required undergraduate skills necessary for gaining admission into the
CHNP programme.Paedatric Nursing, Anatomy, Physiology, Psychology, Sociology,
Pharmacology, Microbiology, Community Health Nursing, Family Health Nursing,
Communicative Skills, Research Methods and Fundamentals of Nursing are the courses the
candidate should have taken indengraduate programme to qualify for the CHNP
programme.

Studens are expected to haveersonal materialsuch as dptop computerprescribed

textbooks, and Diagnostic getpromote effective learning.

7.7.3 Library resources
Textbooks, computeriternet serices,online learning platform (e.g. Sakasybscription to

research databasad online books.

7.7.4 Classroom resources needed
LCD projector,comfortable table and chairs for studeais conditioning/heater/fan per class,

chalkboardand chalkwhite/markerboardand markersgood lighting,and good ventilation.
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7.7.5 Teacher student ratio
A lecturer student ratio ranges of 1: 7 to 1:14.

7.8 TEACHING METHODS

Teaching Methodseascribes the range of teaching approaches that might be employed in the
implementation of th framework Experiential learningndproblembased learningvhich is

adult education orienteds to be implemented to inculcate the level of critical thinking,
problem solving and ability to apply concepts to general situations to the Child healéh Nurs
Practitionerdecture Small group sessions, sedfudy and blended learning methods were also

proposed by the expert team.

7.9 ASSESSMENT AND REPORTING METHODS.

Assessment and reporting methatéscribes the modes of assessment, the pass marks and
how the sudent achievements are awarded or certiffexkessment should seek to elicit the

Child Health Nurse Practition@&r critical thinking, problem solving and ability to apply
concepts to gneral situations in the heattire setting and community served. OESC

written tests and examinations, viva voce and take home assessments were proposed by the

expert team.

7.10 OTHER ELEMENTS

Other elements of this curriculum framework in addition to the 8 elements of a curriculum
framework outlined byStabback (2007include: clinical practice, internship, licensure and

continuous professional development (CPD), and adoption and adaptation instructions.

7.10.1 Clinical Training
Clinical trainingdescribes the mode of clinical trainindirfccal practice for learning and role

taking) by the student enrolled in the Child Health Nurse Practitioner Programme.

Simulation laboratory, clinical placement facilities, anatomical models, clinical mentors,
simulators, clinical supervisors, resustga equipment, diagnostic sets, personal protective
equipment, and a qualified skills laboratory technician are materials and resources needed for
a successful clinical training. Betwe8A0-1000 hours of clinical placement for learning and

role taking isprescribed for the-gears training programme.
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7.10.2 Internship
A oneyearinternship under the supervision of a paediatrician, if available, is recommended.

7.10.3 Licensure and CPD
Licensing of the Advanced Practiddurse should be done on the discretion of thesingr
council under whiclne or she isegistered.

7.10.4 Adoption and Adaptation of the Child Health Nurse Practitioner Curriculum
Framework

The framework should be adopted and adapted to suit each cousttbySaharan Africa.

Changes to this curriculum framemocould affect the context, aim, knowledge domains,
resources and concepts. Due to the expectations of the Advanced Practice Nurses and the aim
of having the Advanced Practice Nursing programme locally relevant and internationally
competitive, changes tbe level of trainingandnumber of years of training are not advised.

7.11 CONCLUSION

This chapter presented the conebpsed Child Health Nurse Practitioner curriculum
framework.The curriculum framework consist of eight elements, thus current SSA context,
educational policy statement on the CHNP programme, the broad learning objectives of the
CHNP programme, the structure of the CHNP educational system, the structure of the CHNP
curriculum content, the standards resources needed to implement the CHN&mpnegr
teaching and assessment methods for the CHNP programme and other elements such as
clinical training, internship, licensur€ontinuous Professional Development and the process

of adoption and adaptation of this framework.

The following chapter presen confirmation and evaluation of the curriculum framework

developed.
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CHAPTER 8 : CONFIRMATION AND EVALUATION OF THE CHILD HEALTH
NURSE PRACTITIONER CURRICULUM FRAMEWORK FOR SUB -SAHARAN
AFRICA

8.1INTRODUCTION

This chapter presents the confirmation of the curriculummé&work by the multinational,
multidisciplinary expertgTable 5.1)for its true representation of theputsand information
they provided during the four phases of the Defplnivey

The chapter also presents the evaluation of the curriculum frametapnkursing faculty
from 15 universities acrossub-Saharan Africafor its applicability in thesub-Saharan
African context and its ability to be adaptedother Advanced Practice Nursirspeciality

areas.

8.2CONFIRMATION

As attached in Annexure H, tl# international multidisciplinary health experts who took
part in thelast phase of thBelphi studywere given the draft curriculum framework to review

and state any deviations they identified in the framework from the data they provided.

Nineteen(19) of the Z participants responded to the confirmatiguestionnaire They all

stated that the curriculum framework accuratelgresented thdata they provided for the

study. The key words from their responses are preseantadvord cloud irFigure8.1 below.

The confirmation responses were anonymous to the researcher therefore the codes used in the

Delphi(Table 5.1)could not be used as participant identifiers in this section.
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No Deviation

NMone Moted

Figure 8.1: Word cloud of responses from respondents on any deviations of the

curriculum framework from the findings in the Delphi study.

8.3EVALUATION

8.3.1 Participants

Faculty from 15 universities acrossb-Saharan Africavere to be selected througimple
randomsampling for the evaluation of the curriculum framework. The random sampling was
not feasible at the time of evaluation as many university weltidasothaveinformation on

their departments of nursing. Sorhad pages for the department aursing butlacked
information on the nursing faculty on their websité&fie researcher then used available
information on the universities thatdhanough information on their departments and schools
of nursing and the department affiliation of facuylthat presented research the 5th
Quadrennial General Meeting and 11th Scientific ConferdBESACON, 2014)and the7th

Child HealthPrioritiesConferencen CapeTown 2016.

The participantswere includedif theywere faculty of a departmenbr schoolof nursingin

sub-SaharanAfrica and had researchor practiceexperiencan child health, Primary Health
Careor nursingeducationChild health,PHC or nursingeducationpractitionerswerechosen
asaresultof thefocusof the curriculumframework.Someof the faculty who were contacted
to participate also recommendedother faculty from other universities who were also

contactedo participate.
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8.3.2 Results
Fifty faculty from 38 institutions from 18ub-Saharan Africa countries (Botswana, Ethiopia,
Ghana, Kenya, Liberia, Malawi, Nigeria, Lesotho, South Africa, Rwanda, Swaziland,

Tanzania, Uganda, Zambia, and Zimbabwe) were invited to participate.

Seventeen facultyrom fifteen nursing education institutions in temb-Saharan African
countries(Ghana 2, Botswana $waziland 2, South Africa, Nigeria 2, Rwand&, Uganda

1, Kenya 2, Malawi 1 and Zambia igsponded to the evaluation questionnaire before the
close ofthe study. One response was incomplete and was excluded from the study, leaving

16. The results are described in the tables and figures below.

8.3.2.1Question 1: Please rankfrom d&xcellentdto 6 ¥ry badd the Child Health Nurse
Practitioner curriculum framework for its applicability within your institution
and country
From Figure 8.2 below, all the participants stated the framework \applicable insub-
Saharan Africawith rankings: excellent (5), very good4, good(3), poor (0), bad (0) and
very bad (0).
8

7

a1

N

w

N

[EnY

Excellent Very good Good Poor Bad Very bad

Figure 8.2: Ranking of the curriculum framework
8.3.2.2Question 2:Please explain your choice abovén(questionl)
The responses from the facultiepresented as directgieswi t h r esear cher 0s

third column inTable8.1 below. Key words from the comments were developed into a word

cloud as presented Figure8.3.

217



Table 8.1: Explanation of the choice of ranking in question 1

Ghana 1
Botswana 1

Rwanda 2

Nigeria 1

Swaziland 2

Malawi
Swaziland 1

Uganda

Rwanda3

Botswana 2
South
Africa 2
Zambia

Kenya 2

Ghana 2

Excellent
Excellent

Excellent

Excellent

Excellent

Excellent
Very
Good
Very
Good

Very
Good

Very
Good
Very
Good
Very
Good
Very
Good
Good

fiThis curriculum would make child health ca
specialitya regular and asilable prograno
AN excellent initiative

filt is applicable because the framework
responds to the needs of the country. Howeve
will require a change in policy espally in
regard to the scope of nurses

fiThere is adequate, easyunderstand
description of the current context, educational
policy statement, statement of broad learning
objectives, structure of the Child HkaNurse
Practitioner programme

flt is evidencebased and issues discussed aff
us as a country. The issues of high neonatal,
infant and child mortaliySDG 3. There is a
need for our country to train nursevho will
provide quality care to the children as
paediatricians do not spend a long time with t|
children. Our country has 79% of the populatir
residing in the rural areas

fithe information provided in comprelswed

filt clearly breaks down what needs to be
attained per domaii

filn Uganda, there are no paediatric nurse
practitioners, yet some find themselves playin
practitioner roles. Having such grogram will
help improve quality of child health in Uganda
AThis curriculum framework will decrease the
underfive mortality rate in low income
countries whicthas beemrevalent for many
yearso

fiRelevant to SuBahara region

filt is contextual and covers the necessary ski
expected from aAdvance Practitione
fiStructures ag available for its applicability

filt is simply written yet precise and condise

fThe framework is comprehensive, simple an
very necessary for improving the health of
children.Few aspects regarding qualification ¢
lecturers appear to be difficult to achieve
considering the fact that this is a new
programme. Also, requirement of 4yaars
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No review
recommended
No review
recommended
No review
recommended

No review
recommended

No review
recommended

No review
recommended
No review
recommended

No review
recanmended

No review
recommended

No review
recommended

No review
recommended

No review
recommended

PhD is preferred but
Master of Science with
both coursework and
research are acceptable
lecturer qualifications.
This is the minimum
requirement for a
masterods | €
programme globally.
An honours (4 years
bachelor of nursing)



degree is the
recommendation for a
master of nursing

Rwandal  Good fiThe curriculum isvery new in our contex No review
Rwandabo recommended

Kenya 1 Good fiCan be improved: especially paediatric The paediatrics (child
specialityarea® health)specialityareas

comprises 50% of the
concepts included in the
framework. The
recommendation is not
specific hence the
researcher dinot make
any reviews.

precise
simple contextual

necessary

Applicable,

responsive,

excellent understandable,

Evidence-based

Figure 8.3: Word cloud of keywords from evaluation comments

8.3.2.3Question 3: Can this curriculum framework be adapted for otherspeciality areas

in Advanced Practice Nursing?
All the participants stated that the Child Health Nurse Practitioner curriculum framework can
be adapted for other Advanced Nursing PracHpecialityareas insub-Saharan AfricaThe
reasons given for its adaptabil{iy response to question 4) amesented i able8.2 below.
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Table 8.2: Adaptation of the CHNP curriculum framework for other APN specialties

Ghanal Yes filt can also be used for geriatric with some few modifications to
frameworlod
Ghana2 Yes AThe framework appears to be in line with the SDGs and so will be ¢
receptive health and political authoritiés
Botswana 1 Yes fiYes, i can. If you get the chance, could you contact the Nursing

Midwifery Council ofBotswana.The FNP programme has been running
the country for decades. They might offer a better critique of the proy
curriculum. Also the University of Botswana 8ch of Nursing offers ¢
Masters in Family Nurse Practitioner (sp), with subspecialties in C
health NP, and Adult Health NP, you might want to contact one o
lecturers thered

Swaziland 1 Yes flf for example a Framework for Geriatric Nursing in Caomities would be
drawn, this APN curriculum framework seems like a good starting point
slight adaptations to align with the eldedy

South Yes AWell elaborated
Africa 1
Nigerial Yes filt can be adapted for APN in critical care nursing, and APNAiult
Mental Health Nursing
Rwandal Yes AThe adaptability is possible for other specialities if scope of practic

changed. There is a neéor advocacyand nurses' understanding about t
healthcare delivery especially in primary health care sgtin
Uganda  Yes fiNurse practitioners are needed in all health service areas especia

settings where doctors or clinical officers are too few. Nurses who perfol
practitioners in our upcountry settings can be empowered to increase ¢
to bettercare0

Swaziland 2 Yes filt can be used in other specialities because the framework is detailed.
matter of adapting it to the programme you want to introduce, anc
methodology used was detailed in this docurbent

Kenyal  Yes filts broad enough
Rwanda 2 Yes AThis curriculum can be adapted because it is focused on Child healtt
broad objectives that can be adapbed
Botswana 2 Yes fiCan be adapted in the Family Nurse Practitioner child care area chil
are part ofthecliat el e 0
South Yes AAs long as it stays context speaific
Africa 2
Malawi Yes fit provides a guide which can easily suit other aeas
Zambia Yes AiThe modules are generic allowing for adaptability to other specialties
Kenya2  Yes filt is comprehensive enough, coverin@jon practice areas and can b

easily adapted for other areas

8.3.2.4Question 5: Suggeston for making the framework applicable to f acul t y 0 s
institution and country

The faculty were askedo recommendhow the curriculum framework could be made

applicable in thie institutions and countes. Thae were 1lresponses. The recommendations

for the curriculum framework to be adopted and adapted for a country and institution are as

follows.
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Four of the faculty recommended that the framework be disseminated to tbeahati
institutions such as theuxsing Councils, Ministries of Health and the national Colleges of
Nursing and Midwifery. For instance:
ACurrently, Ghana has established Ghana College for Nurses and Midwives (a
professional training institution) to train mses to the fellowship level. This program
may be tailored to meet the requirement of the collé@dana 2).

fiDisseminate it to Ministry of Health and Nursi@guncilo (Rwanda 1)
fThe framework can also be applicable policy making positionsat high level or
central leved (Rwanda 2)

AThrough collaboration with the Natioha Counci | of NuRwaes3) and

These institutions are major gatekeepers for nursing education programmes in evegy countr
The ability of this programmi® make any impat in sub-Saharan Africavill depend largely,

on their approvalOther recommendations include disseminating the framework on compact
disks and other electronic formats to make it accessible to the stakstubldarsing insub-
Saharan AfricaA faculty stated that the guidelines provided for adoption and adaptation of
the curriculum framework will be very helpful for her institution and counttyee faculty
indicated that the curriculum framework will be easily adopted if it is adapted using country

specific burden of diseases.

8.4CONCLUSION

Theresults from the evaluation supptie importance of th€HNP curriculum framework

and the essence of the Child Health NUpsactitioner in the healtlBystens of sub-Saharan
Africa. The faculty from the univeities acrosssub-Saharan Africaagreedthat the Child
Health Nurse Practitioner curriculum framework can be adapted for other APN programmes
in sub-Saharan Africa where APN programmes are most needEdr adoption and
adaptation, the faculty recommendtttfze framework should be communicated to the major
stakeholders and decision makers in the healthcare systexis $haran Africasuch as the
Ministries or Departments of Health, the Nursing and Midwifery Councils and the national

colleges of nursingrad midwifery.
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The following chapter presents the discussion of major findings in this study, the conclusion

and the recommendatisfrom this study.
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CHAPTER 9 : DISCUSSION, CONCLUSION AND RECOMMENDATIONS

9.1INTRODUCTION

This chapter consists of a discussion of the fik@yings in this study. The discussion covers
the findings from the scoping review, Delphi study, concept development, the develppme
confirmation, evaluation of the Child Health Nurse Practitioner curriculum framework and

plans for the dissemination tife framework.

9.2DISCUSSION

9.2.1 Demographic Issues

The review outlined theub-Saharan African context with regard to the significance of child
healthcare and the need for a child health specific healthcare workforce (Child Health Nurse
Practitioney and the oportunities and challenges ttea-Saharan African countries will face

in the development of a CHNP programme.

The sub-Saharan African context as described in the studies included in the scoping review
exposes the lives of children living within the cexitto the dangers of poor heattire. The
African population increase is greatest compared to all other regions of the world, with

children below the age of 19 years constituting more than 50% of the total population.

About 7690% of the population of &uSaharan African countries live in rural and hard to
reach areas, the highest rural population in the world. The rural popukiftes the
consequences of poverty, such as poor housing and lack of access to vital social amenities, for
example, electrity, hygienic water, good schools, roads and health ser¢®&®asmbusho et

al., 2009; Msuya et al., 201 ¢ontrary tosub-Saharan Africa, only 19.3% of the population

of the United States of America live in russttings(US Census Bureau, 201&hd are most

likely to own their own houses and have a lower rate of povert9%d)s.

9.2.2 Child Health Issues

SubSaharan African governments do rtoritise child healtltare n with respect to the
population dynamics. Children are the majority of the population and are mostly at risk of
preventable communicable diseases. For instaheelUnited Nations reported that one in

every twelve children isub-Saharan Africa will die before the age of twelve years, and the
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World Bank stated that about 17.6 million childrensui-Saharan Africa are malnourished
(SOS Chi | dr e n 0Ghildken ih SuaSgharan Afrieatarke 84 times more likely to
die before the age of 5, compared to their counterparts in dedelopuntries(SOS
Childrenbés Villages, 2016)

Pneumoniadiarrhoeaand malariaaccountfor 40% (1.3million) of child mortaly cases in
sub-Saharan Africa( SOS Chi | dr e n 6.sAbouti 9% afgnelaria deatbsli® )
children under the age of 5 ysaccur insub-Saharan Africa. These statistics show how the
governments obub-Saharan Africa have neglected the children who suffer at the mercy of

preventable conditions.

9.2.3 Need for Child Health Nurse Practitioners

With the dominance of preventable commuable disease irsub-Saharan Africa, the
population distribution (more rural than urbanjgroor access to quality healtdre services

by the rural communities, the Advancedaé&tice Nursing programmes will be most
appropriateto the healtltcare needs ofthe region. Since children are the majority of the
populationand are the population at the highest risk of disease and death, the Child Health

Nurse Practitioner is essential to the region.

Researctshownthat the consequences of diseases suffered igrern in early life have
devastating effects on their adult life, indicating the importancguafity and timely child
healtrcare (Delaney & Smith, 2012) Cootes (2010)st at e d t hat chil dr
deteriorates faster than adults, hence the need for timalthbare. Unfortunately, heattare

services for children inub-Saharan Africa are naif good quality and timely enough, as
studies(Nannan et al., 2012; Coetzee, 2014; Mulaudzi, 284)rted that paocand untimely
healthcare lead to about 50% of children attending child welfare clinics dying on arrival or
within 24 hours of hospitalization. This is partly due to thet thatthe healthcare facilities

are located in cities and towns, depriving theamsj of the population, whdive in rural

areas, of quality and timely healthcé&@arda et al,.2008)

Sheer and Wong (200@psitedthat the training and placement of Advanced Practice Nurses
should be guided by the context in which they functiGoetzee (2014juestioned the
appropriateness of the clgal orientation of paediatric trained nursesub-Saharan Africa,

as the needed Primary Health Carprsvenion oriented(Swingler et al., 2012)
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9.2.4 Threats to the Introduction of the Child Health Nurse Practitioner Curriculum

in Sub-SaharanAfrica
The challengesire universal to the implementation of Advanced Practice Nursing and can
always be surmounted with advocacy and exemplary practice as shown by the history of
Advanced Practice Nursing global(heer, Wong& Wong, 2008; Duffield et al., 2009;
Fitzgerald et al., 2012; Kleinpell et al., 2014; Fougere et al., 20b&) challenges posed by
lack of political will may bebecause of the dwindling image of nursing as reported in many
news media. Nurses will hate do more to promote a good image of the profeg&orare
Gyekye, 2015)

9.2.5 Opportunities for the Introduction of the Child Health Nurse Practitioner
Curriculum in Sub -Saharan Africa

1 Nurses in suisaharan Africa have produced good ressin terms of task shifting services
they render to communities when needed. The increase in access to antiretroviral services
and the improvement of life for the people living with HIV/AIDS have been widely
reported.

1 The human resource base of South @&yi and thecollaborative work of some
Universities in the western world towards universitiesub-Saharamfrica could yield
sufficient human resources to train faculty Bsub-Saharan Africa towards the
implementation of the Advanced Practice Nursinggpammes.

1 The conditions that necessitated the introduction of Advanced Practice Nursing globally
are overwhelming in suBaharan Africa, making the introduction of APN programmes in
the region urgent.

1 There are enough graduate nurses who would be witngake the opportunity of

becoming Advanced Practidaurses

9.2.6 Issues that Proved Difficult for Consensusy Expert in the Delphi

The majority of the Delphi statements were agreed upon by the experts in the Delphi Survey.
Consensusvas not reached on sommjor issues, including the autonomous practice of the
CHNP, level of the healthcare system where they should practice, leyeedifatrician
supervision, funding of the CHNP training, and remuneration and licensing of the CHNP to
practice in private. Oier key issues focusing on the level of education, provision of Primary
Health Care, prescription of medications and assisting in resolving major child healthcare

challenges that confrostib-Saharan Africa were easily agreed upon.
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The disagreement ondgrautonomous practice had to do with the level of autonomy. Experts
who disagreed on the CHNP being completely autonomous held the view that as long as the
CHNP works in teams, she or he cannot be autonomous as he or she will need to collaborate
with otherhealthcare professionals. Others were of the view that if the CHNP was deployed
to a higher level of care wherepaediatricians the head of the child headtire team, the
CHNP could not be autonomousonsensusvas reached on the issue of autonomy \thih
clarification that autonomy involved being able to assess, diagnose, prescribe treatment and
monitor therapeutic regimen of the child without theolvementfrom thepaediatricianThe

CHNP howevershould refer to thepaediatricianin a timely mannerf he or she lacks the
necessary skills and resources to provide quality care for a particular child. The expert group
also agreed that the CHNP should be supervised bydbdiatricianduring training and
internship periodPetesen and Way (2017pund out that both facilitative and restrictive
oversight of APNs by physicians, coupled with increasing collaboration and interaction
between the two groups of prescribers, helps in empowering APNs to be auton@omine.

Lugo (2016) however, stated that the push for a physician to oversee the work of APNs is as
a result of undermining women in socieWeiland (2015)sided withRudner Lugo (2016)

stating that gender marginadiz i on was involved in deciding
that genuine autonomy is when the APN builds relationships with the client, -ielssit,
empowers self and is able to defend his or her Rlglfer Lugo, 2016)

In agreement withthe findings inthis study, a study conducted Ijsuya et al. (2017)
describing the scope of practice of nursesub-Saharan Africa, found that 94% of nurses
working in small aral communities, and 54% of nurses in district hospitals, prescribed
medication as a result of lack of licensed prescribers. Contrary te¢cbenmendation for
APN programmes to be implemented at the masters ligelya et al. (Q17)stated that only

2% of the nurses stated that the APN should be at the masters levethevitiajority

recommending posegistration certificate level.

The CHNP should be trained to practice at all levels with an emphasis on Primary Health
Care stings. Corresponding to the practice setting for the CHNP prescribed by the experts,
the American Nurses Assodian (2011)st at ed t h @686 df APs prlactice sn
primary-care settings, many in major metropolitan areas as well as rural andcityner
settings delivering vit acFitzgerald etal (201Zpumddhatr s e r \
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when the government funding was available, more APN were enrolled for training to fill in
the shortage gaps the USA but currently the prioritization of medical education and
residency funding has created funding shortages for APN programmes. She recommended
that government should provide funding to support APN programmes as APNs are essential

in the healthcare system.

On funding of the APN programme, the government shpuivide the fundingwith the
support of other negovernmental organizationgstitute of Medicine (2011lso reaffirms
the finding ofFitzgerald et al. (2012Zhat there is no funding for APN programmes, despite
the need to train and supply APNs for Federal Heztiires

APNs should be culturally competent and able to speak the language of the community they
serve. @lture and language are important in consultation, management, eduaation
referral. Patients are likely to feel comfortable and protectétt a practitioner who
understands their culture and speaks their langlagguson and Candib (200&@)nducted a
review to explore the influence of race, ethnicaypd language onphysicianpatient
relationship. Their findings supported the recommendation in this study that the CHNP should
be culturally competent angaak the language of the community he or she serves. They
recommended that the training of CHNPs should be diverse in a way tq@taakatesrom

all ethnic groups, especially the minority rural communitgshyve (2007)supported this
finding, stating that differences in culture and language are barriers to evinhsenk

practice.

9.2.7 Concepts for Child Health Nurse Practitioner Curriculum Framework

Twenty-two (22) concepts were proposbyg the curriculum committee in this studis it
wasthe first postgraduate level concdyatsed curriculum framework to be developed, it was
laborious trying to determine how many concepts were enough and which ones to include.
The committee was dividedtmtwo groups: a group of three and the other of four. The first
group (of three members) agreed on merging some of the 22 codoepts similaritiesand

excluding some, resulting in 14 concepts included in this curriculum framework.

The curriculum tem was purposively formed to include nursing educators and administrators
from acrosssub-Saharan Africa. Among the members of the team were a professor (C), who

headed the departments of nursing for two different universities in West Africa and served as
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a professor of nursing for one university in Uganda (East Africa) and Swaziland (Southern
Africa). Her diverse and transcultural experiences were essential for the development of this
curriculum framework. Another member (G) who ispaediatricianfrom Mozanbique
(Southern Africa), trained and practiced as a general practitioner in Mozambique and
specialized as gaediatricianin South Africa. One member (E), the head of an
interprofessional education simulation laboratory trained as a nurse educatoherAnot
member (D) is the provincial head of nursing services, who trained as a nurse edRiaibr at
level, and was once the Chief Executive Officer of the South African Council of Nursing.
Another member (A), who is the head of the nursing education uaisohool of nursing, a
consultant to the Department of Health, had served on the Board of the South African Nursing
Council and was a leading member of a contsied curriculum committee of a university

in sub-Saharan Africa. Another committee memberi§F lecturer in a department of nursing

of a university in Africa and is the team leader for the first corbapéd undergraduate
nursing curriculum insub-Saharan Africa. The variability among the committee members
regarding concegbased curriculum wsaimportant in the selection of the concepts. The
difficulty in determining how many concepts to be included in the curriculum was also
reported byGiddens, Wright & Gray, (2012 their statewide undergraduate concepaised

curriculum development.

Fifty percent of the conceptoveredthe Advance Nursing Prace specialityarea. The rest
of the included concepts covered research, education and health systemsanthochvital
knowledge, skillsand attitudes needed by the Advanced Practice Nurse to function

effectively.

The APN will be expected to providxpanded roles that involve comprehensive assessment
and diagnosing, managing of illness and diseases, which require extensive knowledge and
skills in the disease process to function effectively. The concept&\dweance Nursing
Practice were carefully smited to equip the APN with the needed skills in clinical

management.
For the APNs to be competent in evideibesed practice, they need to understand how

evidence is generated, be able to generate evidence themselves and be competent in utilizing

such ewdence.
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The APN will be expected to do clinical teaching for nursing programmes and to educate the
patient in the clinical setting. To do that, the conceptsursing education are necessary. The
APN will acquire enough knowledge, skillsnd attitudes ® teach students and clients

effectively in hospital settings.

The health system is the larger context within which the APN will practice. To be able to
function within their confines of terms of law and to produce positive effects in practice, the
APN needs to understand the health system, the players in it and their demands. Three
concepts were included under health systems to guide the APN to understand the health
systems. He or she is envisaged aslé¢laeler at the community heattre level, therefore

| eadership and governance skills are i mport

9.2.8 CHNP Curriculum Framework

The framework developed consists of the eight common elements of a curriculum framework
outlined by Stabback(2007). current context, educational policy statement, broad learning
objectives and outcomes, structure of the educational system, structure of the curriculum
content, standards of resources required for implementation, teaching methods and assessment

and eporting methods.

The sub-Saharan African context was described from the scoginigw and was confirmed

by the interdisciplinary health expert team as a true representatsab-8aharan Africa. The
educational policy statement, essentially, seeksradyze enough competent CHNPs, who

are willing to accept posting to the rural and underserved community, to help combat the
devastating effects of preventable child deathsuinrSaharan Africa, and to improve the
healthcareindices of the region toward m#ng international standards, such as the
sustainable development goals. Historically, APN programmes are developed based on
government sdé6 goal of pr e v éfe of the gopulhtiors taraughe s a
primary healthcare Three main reasorferm the foundation of all APN programmes. These
include making Aquality healthcareo Auni ve
afford, without burdening them with the negative consequences of the high cost of healthcare
(Madubuko, n.d.; Duffield et al., 2009; Donelan et al., 2013; Swan et al., 2015; Nursing and
Midwifery Board of Ireland, 2017)
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The statement of broad learning objectives reported in this sitelyn six knowledge
domains. The knowledge domains defined in this study are not that different from the
competencesf advanced practice nursing prescribed byNbesing and Midwifery Board of

Ireland (2017) AProfessional Val ues and Conduct
Practitioner; ClinicalDecision Making; Knowledge and Cognitive Competences;
Communication and IntpersonalCompetences Management and Team@ompetences
Leadership and Professional Schol arship Co
the course structure of the Nurse Practitioner programme implemented byittegsity of

British Columbia (2017) wi th the exception that t he |
programme lays emphasis on pathophysiology and pharmacolbgyRoyal College of

Nursing (2012)also emphasisegathophysiology and pharmacology. All other components

are the same, with the exception that this curriculum is a ccebesptd and does not
encourage the emphasis on content, rather concepts such as decision making and treatment

selection, which includes pathophysiology and pharmacology.

In a study to explore the fundamental aspects of Advanced Practice Nursing in aesthetic
medicine,Greveson (2013) epor t ed f d e-e@ dewipe] patignt assessmantsaad
decision making; consultation skills; treatment selection;medical prescribing; insurance

andr ecord Kkeeping; audi t and research and C
components of aesthetic medicine Advanced Practice Nursing. These components are

consistent with the concepts reported in this study, with a few nomenclature differences.

The concepts developed in this study are of higher thinking and problem solving than those
developed for undergraduate nursing by Giddens, as the Advanced Practice Nurses are
expected to practice at a higher level than the graduate nuradganced assesgnt,

diagnosing, prescribing and management of aze & Fitzgerald, 2008)

The structure of the education system reported in this study is supported by the Advanced
Practice Nursing programmes implemented in the United States of America, United

Kingdom, Canada and other parts of the world. The differences are the numbeliteffore

the programme, type of the curriculum and context in which the programme is being

implemented. Differences in credits are a result of the different credit systems used in
different jurisdictiongDuffield et al., 2009; University of British Columbia, 2017)
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The structure of the curriculum content has been organized into modules, wehiolade up

of concepts. This is a unique way of curriculum content organization, as the ebasegt

curricula reported by other authqiGiddens, 2013; Caputi, 2014; Ignatavicius, 20d/&ye

organized into coues. The modular structure of curriculum best suits padtigta education

and reformechigher education from its traditional subject, course, semester r{&nareh,

2015) Modularization of the curriculum allows for:

1 the curriculum to cater for the needs of the diverse student population

1 the opportunity for the students to make choices and manage their own learning, which is
important for adult education

1 the opprtunity for students to combine academic and vocational qualifications, which is
important for nursing
encouragement of interdisciplinary learning

1 reduction in cost andhaximiseghe use of institutional resourcgsench, 2015)

The standards of resources for the CHNP programme has been described, with focus on the

resource limitations of suBaharan AfricdFrerch, 2015)

The concepbased epistemological perspective of this curriculum is essential in reducing the
content of the Advanced Practice Nursing curriculum, while giving the Child Health Nurse
Practitioner the opportunity to acquire the knowledge, ssitid attitudes needed to function
at a competent level of critical thinkingroblem solving Less content will also give the

CHNPs enough time for clinical practice and to reflect on their practice.

The experts in the Delphi Survey, who responded ® dbnfirmation, stated that the
curriculum framework is an exact representation of the findings from the scoping review and
the extra information they provided during the four phases of the Delphi. The confirmation

was necessary to keep the curriculum fearark context specific, responsive and relevant.

The faculty from various Nursing Education Institutionssi-Saharan African countries,
who evaluated the curriculum framework, rated the curriculum framework from good to
excellent, with very good beintdpe highest, followed by excellent and good. No faculty has
rated the curriculum framework as either poor, bad or very bad. No part of the curriculum

framework was revised after the evaluation because the responses were all in the affirmative.
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The faculty stated that the CHNP curriculum framework can easily be adapted to other
Advanced Practice Nursingpecialitiesbecause the framework is comprehensive, easily
understandable, generic, contspecific and innovativeThey also stated that for the
curriculum framework to be adopted and adapted for each courdgtypiSaharan Africa, it is
necessary for it to be disseminated to the key stakeholders of nursing education and practice

within the countries.

9.3LIMITATIONS OF THE STUDY

The initial study designed was conduct a scoping reviean Advanced Practice Nursing in
sub-Saharan Africa, review the master of nursing (child health speciality) curriculum of three
Departments/Schools of Nursing of highly rated universities in Africa (one each from East,
West andSouthern Africa), interview the lecturers or facilitators of masters of nursing
programmes in those institutions on how best an Advanced Practice Nursing (Child Health
Nurse Practitioner) curriculum could be developed to respond to the needs of thenghildre
sub-Saharan Africa and then triangulate the results from the three sources to develop the
CHNP curriculum frameworkThe researcher could not access curricula from the proposed

institutions leading to the revision of the study.

1 A Delphi was used toddlect data from the respondents. The online platform used in the
Delphi could have excluded some experts who could have provided some key information
or recommendations for this study due to tésourcepoor nature of SSADelphi only
permits a selectegroup of people to be included. This does not allow for the inclusion of
a vad majority of stakeholders of the nursing education and practice irSaharan

Africa.

1 The researcher could not include the Delphi Survey, concept development and the faculty
involved in the evaluation of the curriculum framework from all the individual countries
of sub-Saharan Africa. Even though all the four gelgions of theSSA are fairly
represented; involving participants from all countries would have been better.

1 There vere more nurses than other health professionals included in the Delphi study. The
findings in this study might be biased towards the views of nasespposed to other

healthcare professions
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The researcher included studies from published works in gngktween January 2007

and December 2016 in the scoping review, from five databases. There could be other
studies published outside the time frame, in other languages and in other databases that
the researcher could have missed. Those potentially misséigéss might have had an

impact on the findings in this study.

The curriculum frameworkvas not implemented. Even though it was evaluatdte

researcher could not confirm that there would not be limitatioapplicationin SSA

9.4RECOMMENDATIONS

Recommedations for education, practice amesearch are outlined below.

9.4.1 Education

T

Nursing Education Institutions that will use this curriculum framework shentteavour

to train their faculty in concegifased curriculum issues, as it is complex and confusing to
beginners.

Nursing Education Institutions that will apply this framework shamdeavouto adat it

to fit their local healtbare needs and resources available to them to make it context
specific and responsive.

Nursing Education Institutions acrosgb-Saharan Africa should collaborate with each
other to enable them to share their reso
order to implement the CHNP programme successfully.

Governments and Ministries of Health should increase funding to Nurgingakon
Institutions to enable them to prepare andolstudents for CHNP programmes.

Nursing educators should advocate for CHNP programmes to be introduced in their
countries to make training responsive to
Nursing Councils should bencouraged, through evidence and professional advocacy, to
create the APN category and provide schools with practice and standards for their
training.

Nursing Education Institutions should put pressure on Ministers of Health to adopt the
training of CHNRin their respective countries.

Training of the CHNP should be structured in a way to encourage CHNPs to accept

postings to rural communities with ease.
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1 The nursing leadership should lobby and professional advocacy for funding and
introduction of CHNP progimme as a collaborative process between government, clinical

services, the public and educational institutions, and propose how this can be done.

9.4.2 Practice

1 Trained APN should be willing to be posted to the underserved communities.

1 The ACHNP should be cultally sensitive and competent in evidefiiased practice to
produce effective results.

1 Leaders of nursing services should advocate for the training of the CHNP with evidence,

to help them reduce child mortality and also reduce the workload on their staff.

9.4.3 Research

1 There should be more studies conducted on the feasibility of the Child Health Nurse
Practitioner and other Advanced Practice Nursipgcialitiesn sub-Saharan Africa.

1 More studies should be conducted on the responsiveness of this curriculunvdrérre
sub-Saharan Africa, and othegsource poocountries globally.

{ Studies should be conducted on how to overcome the threats to the introduction of the
CHNP programme isub-Saharan Africa.

1 Further research should be conducted to develop scopesdafcprand standards or
education and practice for the CHNPsub-Saharan Africa.

1 Faculty and institutions irsub-Saharan Africa should be receptive to research that is

aimed at improving nursing education and practiceilmSaharan Africa.

9.5CONCLUSION

Sub-Saharan African healthcare systems are discriminatory against those who live in deep
rural areas. While those in cities and towns only have to walk for short distances to access
healthcare those in rural areas have to travel long distances to reauhscbnly to be
demanded service fetsbe treatedKong et al., 2013; Sambo, 2014; Brinkerhoff, Wetterberg

& Wibbels, 2017)

Canada, USA, the United Kingdom and many other nations and states have recognised the
APN &s the best category in the healthcare workforce to respond to the poor access to quality
and costeffective healthcare, especially in deprived areas where medical doctors are either
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resistant to going or are not enough to cof@anadian Nurses Association, 2008; Sheer,
Wong & Wong, 2008; Duffield et al., 2009; Currie, Chiarella & Currie, 2013; East et al.,
2014; Swantal., 2015)

Globally, Advanced Practice Nurses provide care for the underserved commsudiess
rural sub-Saharan Africaat the same or higher level of quality and patient satisfaction than
general practitioneré&Seale, Anderson & Kinnersley, 2005; Hutt et al., 2013; Pirret, Neville &
La Grow, 2015; Swan et al., 2015)

The S&\ environment is ready for Advanced Practice Nursing investment. The population

dynamics, inequality, inaccessible healthcare systems, and proportion of rural dwellers
compared to that of urban creates the opportunity for the APN programme to be introduced
ACHNP programme will be very important in responding to the large and increasing number

of children with poor access to timely quality healthcare in SSA.

Shortage of medical doctors or refusal of medical doctors due to the lack of capacity to
produce ad outbound immigration coupled with the refusal of medical doctors to accept

posting to rural settings is no news to S&Aucat, Scheffler & Ghebrey, 2013)

The nursing workforcéasshown time and again that it is capable to fill the gap in healthcare
if their roles are expanded to practice advanced skills to provide quality care for the
underserved chdren in SSA. This has been demonstratgdheir ability to improve early
diagnoses and management of HIV/AIDs through nurse initiated management of antiretroviral
therapy, wound care, PHC and community healthcare programmes acrogStas#busho

et al., 2009; Collaghan, Ford & Schneider, 2010; Nganga & Woods, 2012; Terry et al., 2012)

Opposition from the medical profession has been recorded in the history of APN programmes
globally. The determination of nursing jpessionalorganisationsthe will and support from
government and the need to shift healthcare focus from curative to preventative in Primary
Healthcare have been the greatest tools in legitimizing APN prograig8hesr, Wong &
Wong, 2008; Duffield et al., 2009Unfortunately, governments sub-Saharan Africa only

talk about the significance of nurses in PrimBigalth Gire but policies andegislationsdo

not corroborate their talk, leaving the general population to suffer the consequences

(Ugochukwu et al., 2013Nursing Councils irsub-Saharan Africa are being advised the
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ministries/departments of health as to what to do instead of the reverse. This gives stronger
power to the opposition as the heads of ministries of health in SSA are mostly medical doctors
(Frenk, Chen, Bhutta, Cohen, Crisp, Evans, Fineberg, Garcia, Ke, Kelley, Kistnasamy,
Meleis, Naylor, Pable$lendez, Reddy, Scrimshaw, Sepulveda, Serwadda, Zurayk, et al.,
2010)

Opportunities exist. Therare enough fowyear degree registered nurses whauld like to
develop a career in APN. There is enough collaboration between theesmirced
universities and theesource limitednstitutions in SSA to implement the APN programme
(INEPEA, 2010; Bell et al., 2014; Coetzee et al., 2016; Regan et al.,.2016)

Advanced Practice Nursintggislation wasestablished abouseven decadeago in
developed countries, at a time when they had milder forms of inequality in healthcare,
espeially against the rural underserved and vulnerable populaticsuleBaharan Africa
(Sheer, Wong & Wong, 2008; Duffield et al., 2009At the same time iAfrica, it was still

being questioned if degreed nurses were needed to carry bédpes, Kwashie & Korsah,
2014)

The roles of the BNP programme are viable in SSA considering the need, level of
opposition, opportunitieand resources available. There is, therefore, the need for nurses to
take advantage of their numbers and use theddour organizations to advocate for
governments t@dopt CHNP programmes, and for Nursing Councils to develop roles for the
CHNP as required.

The additional roles of the CHNP to that of the general nurse will include: thorougtichead
toe assessment, differential medical diagnosis, requesting and ititgrpadoratory medical
diagnostic tests, prescription of medication and monitoring therapeutic effects, referral of
clients to a higher level of heatthre, admitting and discharging of children, managing the

healthcare resources and conducting clinieséarch.

The Child Health Nursing Practitioner curriculum framework is comprehensiv@gext
specific has the potential to respd to the special child heatitwre needs ofub-Saharan
Africa and is adaptable for other Advanced Practice Nurspegiaity programmes irsub-

Saharan Africa.
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ANNEXURES

ANNEXURE A: DATA MATRIX

SESSION 1: ADVANCED PRACTICE NURSING IN SSA

(Study, Year),
Setting

ATitleo

PURPOSE

Research Design

Contribution to APN Curriculum

(Academy of Nursing of
South Africa, 2015)
South Africa

ASummary Rep
Academy of Nursing of
South Africa Colloquium
20150

To obtain an overview of status |
specialist nursing, discuss issue
around generic competenc
framework, education and trainini
and matters relating to speciali
training on South Africa.

Discussion paper

The specialist nurse is expected to help in improving the indicators of life expectaneynah
mortality, HIV/AIDs burden, Tuberculosis burden in order to strengthen the health system.
Minister of Health created categories of specialist nurses and Nursing Council dev
competencies for the specialist categories
Nursing Council have contfoover: conceptual clarification, scope of practice, compete
framework, standard of practice, code of conduct, continuing professional education.

| CN6és definition of Advanced Practice N
cont ext ,ancdd Aractice dNurse is a leader in clinical field, makes clinical judgs
develops or advices regarding policy development in clinical area, is an interdisc
consultant, initiates and places premium

(AdjaponYamoah, 2015)
Nigeria

APossibiliti
practice nursing through
the eyes of physicians: a
descriptive qualitative

studyo

To discuss how
about the introduction 0
Advanced Practice Nursing i
Nigeria.

Qualitative
descriptive study.
Data were
thematically
analysed.

The Advanced Practice Nursing programme is in high demand due to the physician sho
Nigeria. Currently there is no APN in Ghana but nurses aréyksp through task shifting t
practice without proper documentation. APN is necessary for the upscaling of primary heg
in Nigeria. If nurses could prove themselves worthy of the expanded roles, there will be ph
support.
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(Ahmed et al., 2011)
SSA

AMedi cal edu
meeting the challenge of
implementing primary
health care in Sub
Saharan Afri

Supporting Primary Health Care i
a means of meeting SSA heal
needs

Position paper

Medical education must be focused on the needs of the people served. Primary healthcar
suited for the special health needs of Africa.

Population is largely rural, healthcare facilities allocated at city and towns, access to hea
difficult due to bad transport system, fastest growing world region with 2.4% growth
population expected to double in 30 years (2040), more than 40% of population earn less
daily, half the population is less than 18yrs, rapid urbanization. Estimated67%tynagdtown
dwellers by 2050, Controlled HIV leading to high chronic disease burden, Maternal and n
mortality are on the rise despite worldwide decrease.

Primary Health Care is very important in responding to the population health needs-g
Sahaan Africa.

(Currie, Chiarella &
Currie, 2013)
International

AANn investig
international literature on
nurse practitioner private
practice mod

To review literature on model
usedby APN in private practice

Literature review.

Thematic  conten
analysis was used {
synthesize

information from the
studies identified in
2012

Only a few nurse practitioners are in private practice. The main location of private prag
clinic settngs. There is difficulty with nurse practitioner private practice, : laws permitting
private practice, acceptability by patients as care provider, and financial reimbursement.

(Doodhnath, 2013)

South Africa
AExperiences
psychiatric nurses on theil
practice in an
Occupational Specific
Dispensation hospital
settingo

To describe how the experienc
of psychiatric nurses practicing |
an OSD clinic was used to devel(
guidelines to support umses
practicing in OSD wards

Qualitative,
exploratory,
descriptive and
contextual design.
In-depth interviews
were conducted

The guideline recommends the APN practice according to their scope of practice and en
adoption of advanced practice neireles to allow the APN to practice advanced nursing skillg

(Duma et al., 2012)
South Africa

iSpeci al i st
specialist nursing and

mi dwi fery pr

To differentiate between the tw
levels of Advanced Practic
Nursing in South Africa in line
with ICN perspectives

There ismuch ambiguity in terms of roles and practice across the world. This ambiguity
clarification in order to delineate scopes of practice.

I n South Africa, a fAnurse/ midwife speci
authorised to praicte in a specialist field. Their roles including: teaching, administration
research. The second specialist group (Advanced nurse/midwife specialist) is trained
masterdés | evel with a broader aut on &hayrhe
needs enough knowledge attitudes and skills to assess, diagnose manage therapeutic reg
specialised area and in private practice

The practices of this entire category must be founded on the context in which they are licg
practice.
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The programme entails 180 credits a year with much of it being in clinical multidisciplinary]
roles.

The roles of the advanced nurse specialist should include: autonomy in assessment,
diagnosis, management of caseloads, education, consultaimogry care, development of beg
practice guidelines and research

Topics to be studied include: ethics, professionalism, primary health care, literature re
statistics, interprofessional skills, literature review, eviddreged practice

The programme should have core courses taking 42% of the credits and the rest assi
speciality courses and practice. It is proposed that for evergdit, three should be 4 clinic
hours practice, making 480 clinical practice hours for adr2dit year.

About 50% of the advanced practice nursing training should be research based. But the
should be clinical/practice based. The programme should be less classroom based ang
towards the acquisition of clinical expertise and competencies. Fxaahieation should bg
practical in nature.

FUNDI SA recommended that
to focus on service delivery during their training.

registrarsd pos

(East et al., 2014)
Kenya

AExploring t
for advanced nursing
practice role development
in Kenya: A qualitative
studyo.

To determine whether Advance
Nursing Practice existed or th
potential to implement APN ir
Kenya

Exploratory
qualitative design

Lower cadre of nurses have more autonomy in practice than highly qualified ones.
categories of nurses are either in managerial position or in education practice. There is a
neel for ANP in Kenya. The existence of I
APN programme. Private hospital nurses are more autonomous than those in public faciliti
Perceived ANP roles taken by the participants are: providing spedatist leading evideneg
based practice, collecting data, leading units, Consultancy, Advocacy, autonomou
management, teaching nursing students, nursing research.

The law does not permit nurses acting in these roles to prescribe so they take tharacti@it
for the physician to document. There however is an allowance for Private Practice Nurse
with mini mum of 5 yearsbd6 experience and
least requirements for APN by ICN standards.

(Essa, 2011)
South Africa

ARefl ecti
challenges facing

postgraduate nursing
education n Sout |

ng

To examine reasons wh
postgraduate students did n
complete their degrees

Qualitative
interpretive

All students are working: Patime programme. Students are all adults: Students have fz
responsibilities. Students lack knowledge wfaching methods, examination policies, ¢
programme structure. Many students realised they should have registered for a ¢
programme. Some students do not have the necessary prerequisites to take on the prq
Students lack computer skills. Ugents lack resources: computer, transport, internet. Stu
believe postgraduate programmes demand time management, hard work and sacrifices
felt lecturers are unapproachable and unavailable. Students were new to the telematic b
and fdt uncomfortable and distanced from lecturers. Network interruptions during online
made students anxious. Students do not have enough information on the programme.
receive study materials late

(Heale, Rieck Buckley &
Heale, 2015

International

To review Advanced Nursini
Practice status globally

An online survey

Data were analyse
through descriptive

Responses from the 4 #dan countries involvedngola, Batswana, Sierra Leone and Togo.
The barriers detected are that of resistive legislation and unwelcoming organiz
environment.
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AANn internat
perspective of advanced
practice nursing
regul ati ono

statistics and 25 of the programmes reviewed are at tdres

thematic analysis

roles but here is no regulation. The rol
advanced practice nurse; nurse specialist.

10.

(INEPEA, 2008a)
East Africa

AAdvanced Nu
Practice competence/
capability i

To describe Advanced Practi
Nursing competency framewor
for east Africa

Synthesis
competency
framework

An advanced practice nurse must be registered and acquire complex dexkiog skills and
be competent clinically in his or her speciality field and the context in which he/she pra
AAPN i s aevemaogranente.6Tkerelis the need for the APN to be experienced in ¢
practice, be a critical thinking leader, and clinically competent.

Levels of nursing in Africa can be <cl as
nurse, Specialist ur se and Advanced practice nurse
The lower cadre of recognised prescribers (clinical officers, medical assistants, ph
assistants) stalls the expansion of roles for nurses for APN.

In addition to ICT, there must be: ICT use, knowledge managerRestarch, innovation ar
change, Education and mentoring, Budget management and value for money, Human
management, Biostatistics and other epidemiology, Report writing and presentation, worki
international partners, Evidence based practitapowerment of staff and healthy communiti
Patient and staff safety and infection control

The domains of knowledge to studied by the APN include: Leadership and management,
and knowledge management, education and monitoring, empowermemtaltid/ communities
professional and ethics practice

The programme should focus on maternal and child health among others

The roles of Advanced Practice nursing should be distinguished from other levels of nursin

11.

(Kleinpell et al., 2014)
International

AAddressing
impacting Advanced
Nursing Practice

wor |l dwi deo

To describe te barriers to the
APN roles worldwide

Discussion paper

APN include fdficertified nurse midwife, c
specialist, and nurse practitionero.
APN is a minimum of a masterés | evel pro

The Institute of Mdicine (IOM) stated that nurses need to be equipped and allowed to prag
their full potential in order to provide quality and ce$fectives services. Confusing scope
practice, role confusion, too many advanced practice nursing titles, incahsidteational leve
of training, variable processes of training the APN are major challenges facing APN globall

Global characteristics of APN is to diagnose, prescribe medications and treatments, ref
clients, admission of patients, legislatioegarding APN and the legal use of the Advan
Practice Nurse title,

Difficulties encountered by the APN is the lack of education programmes, inability to unde
the APN roles and disrespect to the nursing profession

Because countries are differenttheir level of health and healthcare capacity, the IOM stateg
country specific regulations put restriction on the APN roles.

Medical practitioner byyaws put restriction on APN. Authoritative medical leaderr5ship
inhibits interprofessional ca@boration
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To remove the barriers, it is important to communicate the APN roles, use of media cam
lobbying with stakeholders, publish and proclaim the achievements of APN, demonstratior
roles for the public to have confidence in the programfiteere is the need to ask patie
receiving care from APN to advocate for the programme

12.

(Kolars et al., 2012)
USA and SSA

APartnering
education inSubSaharan
Africa: Seeking the
evidence for effective
coll aborati o

To present the perspectives
collaborations between universitit
in the USA and SuSaharan
Africa

Discussim paper

Good staff from SSA may be lured with inflated salaries. SSA cultures are influenced by c
powers. SSA has 24% disease burden with 3% world health care personnel. Meagre f
support to produce health care workers in SSA. Most SSA shwffer infrastructure, ICT|
faculty and curricula issues.

Curriculum is not developed to produce students with needed competencies in SSA. Cur
not responsive to societal healthcare need. Some professions make it difficult for the roles
to be created. Some partnerships with USA undermine the needs of SSA healthcare
another form of ne@olonialism.

13.

(Mccarthy, 2012)
South Africa
ADescription
regulation and nursing
regulatory bodiesn east,
central, and southern
Africado

To survey the practices of nursir
councils in East, Central an
Sout hern Afric
especially task shifting.

Nursing council
registers ang
stakeholders  wery
reviewed and
Interviewed
respectively

Task shifing existed in all the countries but the regulation and scope of practice have ng
reviewed to confer the legal right on nurses to take on the roles they already being perform

The nursing councils have major role to play in making nursing reguoled march up with the
advancing roles of nurses. Only Tanzania have updated its regulation to cater for nurses n
HIV cases. There is need for nursing council to play their roles for the development of the
profession.

14.

(Madubuko, n.d,)West
Africa

ANur se
Practitioner/Advanced
Nursing Practice
development in West
Africa: A pr

To propose that defines the role
education and scope of practice
Advanced Practice Nurses in We
Africa

Position paper

There is no advanced practice nurse in west African nursing registers.

There is need for lobbying, advocacy for the practice to be recognised.

All registered nurses in West Africa have one or more specialist training. There are about
registered nurse with a masterdds degree
The nurse practitioner rolerahdy exists but not registered. The nurse practitioners work in
assessment, medical diagnosis and Management of minor medical conditions, treatr
chronic illnesses.

The programme for the APN should be at the Masters Level.

The APN programmes shlal be developed in collaboration with universities, push the nut
councils to prepare registers for the category and motivate nurses to enrol in the programn
The broad learning objectives proposed by the West African Council of Nurses in
assesment, diagnosis, counselling, referral services, admission and discharge, evidenc
practice.

The shortage of medical profession creates a burden and a gap that the APN can easily
provide quality care for the neglected communities. The derimaRiC means there is the ne
to retrain nurses to take on the medical practice roles in PHC centres where the nu
medical doctors cannot reach.

The APN should be able to correctly request and interpret medical laboratory examinati
results, give nutritional advice, promote health, involve in public screening services su
breast, cervical and prostate cancer screening.
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15.

(Martelet al., 2014)
Ghana

AThe devel op
sustainable emergency
care in Ghana: Physician,
nursing and prehospital
care trainin

To describe the process a|
initiative taken in the developmel
of emergency care in Ghana

Discussion paper

Neal assessment was conducted in 2010: nurses have interest in the emergency progra
months emergency programme initiated: didactic, clinical and simulation based learning
African emergency programme adapted for Ghana. South African expertsusegteéo mento
Ghanaian. More emphasis on mudisciplinary education.

16.

(Mutea & Cullen, 2012)
Kenya

AfKenya and d
education: A model to
advance graduate
nur singo

Developing a distance educati
model for advanced continuin
nursing education

Discussion paper

Collabaation between four major stakeholders: health services, the community, the
education institutions and the international partners

Lessons: Distance education is economical, distance education increases access, ad
technology supports distae education, distance education has been successfully impleme
South Africa, Zimbabwe and china.

17.

(Mwangi, 2017)
Africa

fiHow | nterna
Council of Nurses can
export Advanced
Registered Nurse
Practitioner Policies in
Afr i cao.

To discuss how the Advance
Practice Nursing Policies can |
exported to Africa

Discussion paper

Di sease burden and health worker mi smat c
disease burden is being treated by the meagre 3% ofthe | d6s heal t h wo
healthcare resources, 30% of the worlds healthcare workforce uses 25% of the resource
only 3% of the disease burden in North America.

The healthcare worker per population ratio in Africa is 2.3/1000. mhgrity of this being
nurses. Nurses have played major roles in reducing the malaria endemic in west Africa an
same for the general healthcare system if APN programmes are implemented.

With Norrcommunicable disease burden rising despite the dweming communicable disea
burden, it is important to implement health promotion services to respond to the healthcar
of the population. This could easily be done by the APN. While more than % of the m
doctors in SSA are concentrated in thitées, the majority of the population are rural dwellers.
The ICN should implement projects in which nurses provide care for communities in order,
the successes of those projects to advocate for ANP programmes.

18.

(Mwangi, 2016)
Kenya

AWhy we need
certified nurse
practitione's /ARNP in
Africabo

A memorandum from Kenyi
Nurses to Kenyan parliament (
the need for independent certifi¢
nurse practitioners /ARNP i
Africa.

Position paper

ARPN shall be a 2 years masters level programme. Advance Registered Nurse Prag
Certified Nurse Midwife, registered Nurses Anaesthetic. The curriculum content shall cong
Al nterpreting Laboratory findings, Phar
treatment, Assessment of community resources and referral systemsefbidgnment, Legal
issues in ARPN, Health Care Systems, Management of selected diseases, Differential d
related to speciality probl ems, and 500
the practice of the ARPN. AARPN shall usetanslard protocol in her practice. ARPN shall
supervised by a physician or dentist.
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19.

(Pulcini et al., 201Q)
International

AAn internat
on advanced practice
nursing education,

practice, an

To provide an overview of th
development of APN worldwid¢
with respect to naming, educatio
where they practice, their scope
practice, the laws and politic:
environment within which it is
practiced.

A web-based survey

of APN
conducted.
91 nurses from 3

was

countries responded

There were 13 different names/titles given to APN discovered in this study.
71% of the 32 countries have APN education programmes. 50 % of these programmes a
Masters level. 23 of these couatr had the role of APN officially recognised.48 % of th
1 recognition and maintenance of registration status comes through licensure examinations.
The programme is supported by local nursing organizations, nurses and the government
the greatestmposition came from the medical doctors and their organizations

The APN programmes are gaining grounds all over the world as it has the potential to
quality healthcare to the world, especially, the underserved communities.

20.

(Regan et al., 2016)
Rwanda

i Cur r iDevelbpmeant
for Maternal, Newborn,
Child Health:
International
Collaboration to Enhance
Nursing Education in
Rwandabo

To describe the collaboratig
between Rwanda and Canada

develop maternal, neworn, and
child health curriculum for
Rwanda

The developrant of

the first bachelors ir
curriculum

nursing
in Rwanda

There was an extensive collaboration between the stakeholders of nursing education and f
Needs assessment was done to set the foundation for the curriculum development. Then {
the revision of the curricula, the development of the programme, training of the lecturers
paediatrics programme,

The developed curriculum was also reviewed by international experts.

Burundi has learned from Rwanda to also develop a similar typeradudum in nursing.

21.

(SANC & South African
Nursing Council, 2005)
South Africa

fi @mpetencies for
Paediatric Nurse
Specialist

Competencies of the paediati
nurse specialist (PNS)

Nursing Regulation

The focus is primary healthcare but can practice at all healthcare levels.

The PNS screens, assesses, diagnose, plan care, implemeetvakrate care provided and
refers client to the appropriate healthcare setting for specific care.

A child is anyone less than 19 years

The competencies are in five domains: Professional, ethical & legal practice; Clinical pr
Quality of practicemanagement and leadership; and research.

22.

(SastreFullana et al.,
2014)
International

ACompetency
for advanced nursing
practice: a literature
revi ewo

To review literature of ANF

worldwide

Literature review

There were six roles identified througho
nurse specialist, nare  mi d wi f e, nurse anaesthetist,
The APN role is the most common in all the countries included in the review.

There were controversies surrounding the introduction of the programme as the medical
are not wiling to allow nurses to take on diagnosis and prescription roles. More and
countries are turning to APN as the right category of health workers to respond to the ing
in the healthcare system.

The APN are expected to be competent in leaderghigrprofessional collaboration, clinic
judgement, Ethicdegal practice, teaching, evidenbased practice, health promotion, cultu
sensitivity, advocacy and change management.

There are much commonalities in competencies in APN across the world.
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There is need for policy makers to develop tools to compare APN in different jurisdictions.

23.

(Seboni et al., 2013)
SSA

To describe the roles of nurses
SubSaharan Africa to help polic|

Qualitative
descriptive study.

The common nursing roles in S@aharan Africa are: patient care, health education,
environment management, patient advocacy, involving in policy making, emergency,

AShapi ng Subth g onfuture nursing education 253 participantg stakeholder consultation and collaboration, midwifery services and child healthcare
Saharan Africa Nurses from 8 countries The stakeholders could not reach agreement on the diagnosis and prescription Gfsniotess.
and Midwives: were involved in| There need for the roles to be made explicit for the benefit of our societies we serve.
stakehol der 8 focus group
of the Nur se discussions
Mi dwi vesd t a
rol eso

24.| (Sheer & Wong, 2008) Examining how Advance( Literature review. Nurses in Botswana and South Africa are evolving into the advanced practicg®walgland had
International Practice Nursing has develop{ Documents availabl¢ an NP pre gram that was discontinued, but efforts are being madeestablish the program ¢

worldwide to ICN on 14| the post baccalaureate level

AfThe devel op countries and 3
advanced nursingrpctice regions were Africa is experiencing significant health issues including limited resources, extreme p
gl oballyo analysed. overwhelming chromi diseases such as HIV/AIDS, and a shortage of healthcare providers

opening address for the ICN NP/APN conference in Sandton, South Africa, Hlongwa (2(
member of the Executive Council for Health, Gauteng, South Africa, acknowledge
contribution of nursing in health care, improving the quality of care with little resources.
World Health Organization officials estimate that in some nations, over 80% of the hea
needs are met by nurses (Hancock, 2005). Botswana is moving from a lyetdth svhere car
was provided by missionaries to a system of primary, district, and hospital care.

In Botswana, the programme is confronted with lack of role model and reimbursement

25.

(Sietio, 2000)

Botswana

AThe Family
Practitioner in Botswana:
| ssues and (

To describes the issues a
challenges faced by the Fami
Health Practitioner programme |
Botswana

Discussion paper

Nurses form about 70% of the healthcarerkforce and therefore serve as the first contag
patients entering the health system. Achieving success in Primary Health Care, therefore,

dependent on nurses.

The curriculum of the Family Health Nurse places emphasis on skills such asresgessedical
diagnosis, management of common illnesses, preventive health and health promotion. T
are acquired through theoretical nursing training, courses in social and medical sciences
health courses, and an intensive clinical practice

The oneyear programme was extended to 18months to better train the family health nu

meet the needs of the population. A mast
is lack of faculty to deliver the programme.
The courses taken incld e : iFamily Nurse Practice 1]/

Health Intervention; Family Nursing; Maternal and Child Health; Pharmacology; Public H
Sciences (Epidemiology, Research, Statistics); Clinical Nutrition; Mental Health Interve
Dental Health Intervention; Laboratory Intervention; Maternal and Child health; Family N
Practice 11/ Disease Diagnosis and manage
The nurse practitioners mostly practice in the underserved community where they a@stl
gualified and therefore lead the PHC team. They also work in the OPD of higher level ho
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in industries, rehabilitation clinics a and in private care. Private practice is difficult due to |
reimbursement policies.

The National Standing DguCommittee rated the family health practitioners high with regarg
their assessment, diagnosis and appropriateness of prescriptions in comparison to medics
in Botswana.

The challenges faced by the family nurse practitioners include lack ritfy dla their roles, no
pathway for carrier progression, and ambiguity in legislation regarding their practice. The
of practice is silent on prescription by the family health practitioners

26.

(So et al., 2016)
International
AEnhancement
nursing education in low
and middleincome
countries: Challenges and
strategiesao

To discuss challenges ai
recommend strategies to enhar
oncology nursing education i
develophg countries

Discussion paper

Challenges: Lack of educational specialization in oncology, lack of legal framework for ong
specialization education, limited opportunities of continues education, difficulty in recr
general nurses to oncology nungi

Strategies: Incorporate basic cancer care into preregistration programme, develop nursing
establish programme sharing collaborations, involve international organizations, emphasi
practices, sustain oncology nursing programme by localvement

27.

(Terry et al., 2012)

SSA

ATask shifti
the human resources nee
for acute and emergency

To describe the effect of tag
shifting on emergency nursin
care.

Literature review

Task shifting has been successful in the management of many conditions where there
prepared haith professionals. It is the potential solution in meeting limited access emergen
in SubSaharan Africa.

care in Afri

28.| (Uys et al., 2013) To describe the roles that nursf A survey  was| Nurses are mostly functioning in general nursing services and less in maternal and chilg
SSA play in the healthcare system | conducted with 734 care service. Those in French countries have lesser scopes of practice compared to
ARol e anal ys SubSaharan Africa. nurses from 9 SSA speaking countries. It is important for the regulatory bodies to develop roles beyond

nurse/midwives in the
health services in Sub
Saharan Afri

countries

general nursing practice. There is also need for the nursing profession in Bresadting
countries to be assisted to develop.

29.

(Wolf et al., 2012)
Africa

AfiDevel oping
for emergencyursing
practice in

To discuss how an emergen
nursing practice framework we
developed for Africa

Discussion paper

Challenges facing emergency nursing: Nursing and physician shortage leading to unde
and heavy workloads and task shitimurses are practicing outside their scope of practice,
occupational hazards. critical thinking in insufficiently taught in training, poorgmistration
emergency nursing training, no scope of practice, inconsistency in terminology across
nurses are disrespected by some members of the-dimdiplinary team, nurses are poo
remunerated, only one emergency nursing professional body in Africa.

Using Bannerdés framewor k, the frameworKk
phases: Mvice, advancedbeginner, competent, proficient and expert nurse levels. The rolg
responsibilities must be assigned according to the level of the nurse within the framework.

SESSION 2: CHILD HEALTH IN SSA
N | STUDY AIM RESEARCH FINDING/RECOM MENDATION
0. DESSIGN
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30.

(Ansong et al., 2016)
Ghana

AEpi demi ol og
paediatric poisoning
reporting to a tertiary

To record the incidence an
prevalence of home poising in
city in Ghana

Retrospectie record
review

Paediatric poisoning a threat to the children in Ghana due to lack of parental supervision g
storage of harmful substances at home. Comprehensive education of the population W
prevent such poisonings

hospital i n
31.| (Avogo, 2010) To study how forced migratiol Quantitative Delivery at clinical facility, use of child healthcare services and child immunization status
Angola affected the survival of children i| descriptive  study| affected by war and newar migrants. War migrants being the most affected

AForced migr
child health and mortality
in Angol ao

Angola

Data from a surve
conducted 2 vyear
after the civil war in
Angola

There is need to make evidertased policies to cater for war migrants in Saharan Africa.

32.

(Breen, Daniels &
Tomlinson, 2015)

South Africa
AChildren's
corporal punishment: A
gualitative study in an
urban township of South
Africado

To discuss <chil
of corporal punishment in Soul
Africa

Qualitative
descriptive study, 24
gualitative
interviews using

children aged 8 to 1}

Children experienced corporal punishment daily. This has negative emotional and behg
effects on them. Information providddy the significant others differ from those of childre
leading to gaps in evidence that humper the development of policies that address the m
resource poor countries.

33.

(Burke, Heftneal &
Bendavid, 2016)

SSA

ASources of
under5 mortality across
SubSaharan Africaa
spati al anal

To describe -mortality rate in

Africa from 1980 to 2010

82 demographig
survey data from 2§
countries involving
393685 deaths werg
used in the study.

The mortality rate differs from country to country significantly. Local authority intervent
compared to the national interventions is only found -ib58% of the population. 23% of th
children in SSA lives in mortiy prone areas. It will be difficult to reach the sustaing
development goals if the mortality rate is not responded to.

The local temperature, the burden of malaria and conflict within a country all affected
mortality rate. Policies should betpua place to respond to undgrmortality in mortality proneg
zones in Africa.

34.

(Cheema, Stephen &
Westwood, 2013)
South Africa

ifPaedi atri c
South Africa

To explain the key paediatri
triage tools being used in Sou
Africa.

Discussion paper

Reducing Child mortality and morbidity is essential in Sdharan Africa.
One of the iage tools (Emergency Triage Assessment and treatBwrth Africa or South
African Triage Scale should be used at all level of care in prioritizing emergency cases.

35.

(Childrenos
2015)
South Africa

The importance of

The importance of paediatric nur:
training in Africa.

Web Publication

Approximately half of the total population of Southern Africa is made up of children and infg
Mortality is high across Africa. This is due to many factors not least the lack of expert hea
specialists. South Africa helped Malawi to start specialist drélath nursing training. The ne¢
for Paediatric nurses in Africa is a need we can no longer ignore
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paediatric nursing in
Africa

36.

(Claassen et al., 2016)

South Africa

To describe the related factors
the delay in communication amor
children 0 to 12 months in Sout

Qualitative

descriptive study. A |
structured interview

Maternal flu infection during pregnancy, pieus miscarriage, smoking antepartum, low liter
evel and poor economic status are the
There is need for early communication interventions in PHC

ARi sks f or c Africa was used to colleg
delays and disorders in data.
infants in an urban
primar y heal th
37.| (Cluver & Orkin,2009) To assess the effects of fo( Survey. Stigma and bullying were most associated factors to AIDs orphanhood. Three is the

SSA

ACumul ati ve
AIDS-orphanhood:
Interactions of stigma,
bullying and poverty on
child mental health in

South Africa

insecurity, bullying and AIDS
related stigma on AIDs orphans
acquiring diseases

1025 adolescents
sample.

g provide psychosocial counselling services to these orphans.

38.| (Coetzee, 2014) To i nvesti gat e]| Colloquium Curricula must be linked with national needs. Nurses form the fowmdatichild health care g
paediatric nurse training an clinics and hospitals. 50% of dead children die before arrival to the hospital
South Africa develop ways to improvi Nurses learn how to recognise severity of disease, early detection and prevention, develq
postgraduate  paediatric  nur delays and malnutrition, IMCI, history taking, clinicassessment and resuscitation, empowe
i R-envisioning paediatrig training parents to care for their children at home.
nurse training in a re Explore ways of developing a responsive and more flexible curriculum. Make educators t
engineered health care dual clinicatlecturer roles, ensure nursing research is linked to chdlirhissues
systemo The stakeholders of child healthcare are in South Africa are the department of Hea
Department of Higher Education, the Nursing Education Institutions and the South A
Nursing Council
Paediatric nursing training must focus on PHE draduates should remain clinically competer|
Both taught curricula and nursing practice must be evidbased. Paediatric nursing curricy
redesign is eminent to inculcate clinical specialist views. Community placement is esser
paediatric nurs training
39.| (Coetzee et al., 2016) Developing, evaluating an| Discussion paper Paediatric nurse training need to be strengthened to reduce child mortality-8aBatan Africa
refining a sustainable an Training must be aligned with SSA population health needs.
Africa contextual paediatric nurs Nursing training in Africa had been benchmarked on western iaatand philosophy
training programme in Malawi an Curriculum is at the centre of sustainable paediatric nursing workforce.
There is an acute paediatric nurse shortage in many African countries
ABuil di ng p a SouthAfrica Start with community engagement (Nursing Council, Ministry of Health)
training capacity for Blended programme beter UCT and KCN.
Africa, in A Contextual child issues are one module.

Dialogue between university, ministry of health and ministry of education were necessary
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recognition and registration of the nursing graduates.

There is the need to develop SSA specific ngrpirogramme for child health.

The training should be responsive to the context, population characteristic and the he
system.

40.

(Davis et al., 2014)
South Africa

AfJour nal cl u
research awareness into
postgraduate nurse
trainingo

To describe the importance |
curriculum evaluation ant
refinement

Action
fi a s planact
0 b s edesiga 6

research

Postgraduate paediatric nursing programme included foundations of child health and w
around the six major systems affected in childhood critical illness in Africa. The curricul
refined regularly to meet the needs of Sdharan AfricaThe journal club helped in teachir
evidencebased practice

41.

(Ebuehi, 2010)

Nigeria

AUsi ng c-basedu
interventions to improve
disease prevention
practices of caregivers of
under5s in llelfe, south
westernNi ger i ao

To compare the knowledge ar
practices of caregiver practicin
IMCI at community level

Crosssectional
design. Setting.

Implementation of IMCI produces positive child health outcomes than not introducing it. T
agaptobefiledinthecaget ver 6 s skill s and kn-6ehldedge

42.

(Fairall et al., 2012)
South Africa

AfiTask shifti
antiretroviral treatment
from doctors to primary
care nurses in South Afric
(STRETCH): A pragmatic,
parallel, cluster
randomi sed t

To determine  whether ne
physician can effectively and saf
identify patients eligible for AR]
prescribe and dispense ART to
edified clients at PHC level.

Pragmatt, parallel,
clusterrandomised
trial

Task shifting of ART from Doctors to Nurses is essential for ART expansion in Africa due
acute shortage of medical doctors.

43.

(Feucht et al., 2012)
South Africa

Incorrectly diagnosing
children as HIVinfected:
Experiences from a large
paediatic antiretroviral
therapy site in South

Africa

To evaluate the degree to whi
children are falsely diagnosed wi|
HV

A
record reviews.

retrospective|

About 1 526 patient files were reviewed with the proportion of 1.01: 1 male to female ration
About 51children were wrongly diagnosed as HIV positive. This created psychological pro
for children and limits their life goals and expectations.
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44,

(Foster & BrooksGunn,
2015)

South Africa, Sierra
Leone, Gambia and
Rwanda

fi C h ier'sdxposure to
community and war
violence and mental healt

To review the results of exposu
to war on child

Literature review.

Review of 24| violence exposure amidst war and economic disadvantage. Findings of the review ac
qualitative  studied quantitative studies from 2004 to 2015 indicate consistent associations between exposur|
from African | and community violence and children's symptoms of Feostimatic Stress disorder (PTSL
countries depression, and aggression. School climate and family support mitigate these ETV inf

Regions of Africa pesent important macfoontexts for understanding children's various type

upon children: however, more research is needed on the bufferimgsedfesuch resources. Tk
effects of war violence are mediated by perceived discrimination in communities;ondigtt.
We integrate findings across studies to synthesize knowledge on children's ETV in Africa
a model of its correlates, mediatoemyd moderators in relation to mental health. Emerg

in four Afri research points to avenues for prevention and future inquiry.

45.| (Fowler et al., 2015) Assessing the readiness of Ch| Qualitative survey | Child and family health mges play an important role in individual and family care. Child
International and family health practitioner family nursing is complex and requires prlarowledge to cope with it. Clinical placement
ifReady f or p after education the greatest impact on students.

child and family health
nurses say about

educationbo

46.| (Gilmore & Mcauliffe, To analyse the effectiveness of t| Literature review. The studies included came from ten ci@s. The quality of the studies was moderate. The
2013) community health worker{ 17studies, out of th¢ areas of preventive services rendered by the community health nurses were: preve
Middle-Income maternal and child health care | 10281 studied malaria, health education, promotion of breastfeeding;lm@w care and counselling.
Countries resource poor countries identifies, were| The community health wkers were much effective in mother related strategies of preventi
AEffectivene included underfive mortality such as exclusive breastfeeding and skin to skin kangaroo care.
community health workers
delivering preventive
interventions for maternal
and child health in low
and middleincome
countries: a systeatic
revi ewo

47.| (Hendricks, McKerrow & | Determining the sociodemograph Retrospective Malnutrition resited in about 16.6% child mortality rate.
Hendricks, 2016) factors and paediatric assessm| review

Sub-Saharan Africa

AFactors pr ¢
admission associatedlith
increased mortality in
children admitted to a
paediatric intensive care

tool to use in maximizing benefit
to children on admission

Ri

c s k
3 all

edi

a atr
he

mor t

of

mortality, p
under t

predicted

unit (Pl CU)ZQ
48.| (Khalil, 2006) To define, explore and descrill Discussion paper Africa is huge with diverse sociocultural activities. Girl children are counted secondary ch
SSA girl child abuse inSubSaharan in many patriarchal societies in Africa. Many of the children are abuses through avoida

289



AfAbuses of t
some African societies:
implications for nurse
practitioner

Africa

education, fema genital mutilation, arranged marriages, neglect, child prostitution, and
labour.

49.| (Kidman et al., 2010Q) To determine which HIV relate| Survey data werq The study found that the children whose parents kHVerelatedillnesses carry a higher burdg
Malawi phenomenon exposes childréo | analysed using of chronic diseases. Bhs e chi |l dren who have I|little pa
high risk of poor health logistic multilevel | exposed to many dangerous situations.
AAlI DS in the modelling Children living with diseased parents are at high risk of cross infection. There is ne
community: The impact or community based programmes to identify and ngenahildren living with mother who ar
child health suffering from HItrelated illnesses.
African countries must give enough attention to protection of children against HIV/AIDs a
related sicknesses.
50.| (Kruger et al., 2016) To determine the prognosis ( Retrospective Main causes of deathrea Lower raspatory tract infections, acute gastroenteritis, asphyxia
South Africa children admitted to a gener| descriptive prematurity. 70% of the children admitted were treated and discharged.
healthcare unit in Cape Tow
i Out c o nidreno f South Africa
admitted to a general high
care unit in a regional
hospital in the Western
Cape, South
51.| (Lake, 2014) To describe the lessons learn Discussion paper The course creates the opportunity for healthcare workers to reflect on their child care pr
from a short C | The course advocates for the inclusuaon o
South Africa right and ¢ild law for health in The course serves as a framework developing child rights into curricula regardir
cape town, South Africa. competencies that the healthcare professionals must acquire for effective child healthcare.
6Chil drends

education: An imperative

52.

for health p
(Liu et al., 2016)
International

iGl obal , reg

national causes of undér
mortality in 2000¢ 15: an
updated systematic
analysis with implications
for the Sustainable
Devel opment

To update the estimates of chil
mortality from 200 to 2015 with
regards to the MDG targets

Retrospective study

About 2.7million neonates die compared to the 5.9million wdéeaths.

The major causes of death include: preterm birth, pneumonia, intrapatisesc
In SubSaharan Africa, the most cause of urBenortality is pneumonia.

The reduction of malaria, measles, diarrhoea, pneumonia, intrapartum related cases of d¢
to about 35% reduction in undBrmortality rate.
Child survival interventionsnust be based on the causes of death in each MDG country. TH
the need for continuous quality improvement in such strategies to meet the MDG argets.

53.

(Martyn et al., 2013)

To discuss the importance ¢
paediatric nurse practitioners (

Discussion paper

Paediatric nurse practitioners can help meet the needs of underserved children.
Children healthcare neestary according to their growth and development
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file:///E:/hiv-related

International childrendés heal Access to quality paediatric health care is essential for the children
There is the need to increase paediatric nurse practitioners substantially
AThe paedi at Paediatric nurse education must address: access to the traipprgpriate clinical experience
practitioner wakforce: and efficiencies in length of time spent on degree
Meeting the health care
needs of <chi
54.| (Masuku & Owaga, 2016)| To reinforce the need for| Position paper Inadequate feeding, diarrhoeal diseases, HIV/Alp&erty, inadequate production of food, pq

Swaziland

collaboration among stakehold
for the sustainability of chilg

in-depth analysis o
the causal factors @

care of children and women, poor access to healthcare services, unhealthy living enviro
inadequate maternal education, insufficient child healthcare workforce, poor distribut

AChi |l d mal n u nutrition strategies. childhood resources and ineffeg#d policy making are major causes of child malnutrition in Swaziland.
mortality in Swaziland: malnutrition and
situation analysis of the mortality in
immediate, underlying and Swaziland
basic causes
55.| (Minoiu & Shemyakina, To evaluate the effect of civil wg Household  survey Children from areas much affected by the conflict kadous healthcare deficits compared
2014) on children6s hfdata collected those in areas with no conflict.
Ivory Coast before, during and
AArmed confl after the 2002007 | The economic loses made by the households during the conflict had the most impart on th

household victimization,
and child health in Cote
d' Il voirebo

conflict
analysed.

was

of children

56.

(Mokomane et al., 2017)
South Africa,

AAvail abilit
accessibility of public
health services for
adolescents and young
people in Sqg

To explore the accessibility ¢
public health facilies to children
and youth in South Africa.

Mixed method study|

There are structure and systemic issues that hamper accessibility of the healthcare servig
adolescents and children. The cost of transportation to the clinics is a major barrier.

The poverty level of the young in society is high but there is no social protection program
such group except the disabled. This increases the financial burden on the adolescents
young people to access health. The adolescent and the youngtbeoplemain vulnerable hen
adopts dangerous behaviours which affect their health.

57.

(Mulaudzi, 2015)

South Africa
AAdherence t
management guidelines o
Integrated Management o
Childhood lliness (IMCI)
by healthcare workers in

Tshwane, Sou

To evaluate the adherence to IM|
guidelines at Primary Health Ca
settings in a city in South Africa

Retrospective  dat

analysis

IMCI guidelines were not followed before referring children to hospitals.
Seriously ill patients wergiven wrong IMCI classifications

Prioritization of patients was poor due to wrong classification

Expected primary healthcare was not given before referral

Health care workers at primary healthcare clinics should be retrained in IMCI
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58.

(Mulumba & Wilson,
2015)

Africa

ASickle cell

children in Africa: An
integrative literature
review and global
recommendat.i

This paper presents an integrati
review of 63 references related
SCD among children less than

18 years of age in Africa
published between 2000 and 201

This review
descriles the
prevalence,

incidence and
morbidity and
current practices

regarding sickle cel
disease in Africa

There is the need to implement early diagnosis and treatment ebarew with sickle cel
disease as such practices have proved to reduce the ityodyid mortality in the develope
world. Collaboration with the high resourced countries can help improve sickle cell disea
and indices in Africa.

59.

(Nannan et al., 2012)
South Africa

i U n dsemortality
statistics in South Africa:
Shedding some light on th
trend and causes 1997
2000

Summary of child mortality ir
South African hospitals fron
20052009

Retrospective study

Five condtions accounting for 77% of child deaths include: acute respiratory infect
diarrhoea, septicaemia (bacterial), tuberculosis and meningitis. 3% of children die on ar
hospital. 35% of children who died were malnourished and 30 % underweightoB@leaths
occur within 24hours. 26 of deaths were considered avoidable.

Delay in seeking care and inability of care givers to identify the severity of the conditio
modifiable factors.

Clinical personnel are responsible for 55% of modifiable faatorgributing to death. Empowg
care givers to recognise danger signs. Ensure all health workers dealing with childs
competent. Ensure curricula are relevant for the health needs of the country

60.

(Nutor, 2012)
Ghana

fiHousehold resources ag
determinais of child
mortality in

To investigate the contribution ¢
household resources on unde
mortality in Ghana

Maternal reports o
child death were

compared with
household resource
using survey

weighted logistic
regression

Possession of refrigemtwas highly associated with child mortality. Other associated factor
lower level of education, older maternal age, rural dwelling, and ‘paitity.

61.

(Ob6Mall ey ,et
Africa
AAfricads
demographics and the
worl dés futu

c h

To discus the demography c
Africa compared to the world.

Discussion paper

Africads popul ation doubled in 50 years
the current population trends, there will be half of the population of the children in tha
living in Africa by the end of this century.

The increasing fertility rate and decreasing child mortality in Africa are the two main f
driving the population explosion.

There is the need to invest in the health and wellbeing of children in Affiicagh PHC service
and principles so as to respond to the expanding population.

Paying attention to the demographics of Africa can inform policies and strategies to avoid
another generation of children

62.

(PetrocchiBartal &
KhozaShangase, 2014)
South Africa

AfHearing scr

To explore the adherence to PH
hearing assessment guidelines
South Africa

Qualitative
descriptive stdy

There is lack of adherence to South African hearing screening guidelines at PHC clinics
lack of equipment, budgetary constraints and lack of human resources.
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procedures and protocols
in use at immunisation
clinics in S

63.

(Reddy, Patrick &
Stephen, 2016)

South Africa
iManagement
diarrhoeal disease at
Edendale hospital: Are
standard tratment

gui delines f

To determine the adherence
medical doctors to standal
treatment guidelines in treatin
acute diarrhoeal diseases

Retrospective
clinical audit

Diarrhoea diseases are a significant cause of tindemortality.

More work tobe done to prevent preventable deaths.

There is a significant neadherence by doctors to standard treatment guidelines in marn
children with diarrhoea diseases by doctors.

64.

(Reid et al., 2016)
South Africa

AfWhere do ch
and what are the causes?
Under5 deaths in the
Metro West geographical
service area of the Weste
Cape, Sout h

To review the undeb mortality
rate in a province in South Africa

Retrospective stud
of under5 deaths
mortality using the
hospital data captur
platforms

There was undeb mortality death rate of 18 per 1000 live births.

The major causes of death include: pneumonia, gastroenteritis, prematurity and injuries.
Alarming, was the 55% out of hospital deatml ahe 65% deaths caused by pneumonia
gastroenteritis.

65.

(Solamons et al., 2008)
South Africa
AfAN overvi ew

A at Tygerberg Children's
Hospitalo

To discuss collaboration betwe
University of Rwanda and Weste|
University and other stakeholde
in a project to enhance child heal
resources in Rwanda

Retrospective recor
review

There are gaps in Advanced Paediatric Nurse training regarding the need for the a
practice nursing in paediatric nursing and the capacity of lecturers to teach in such prog
Nurse educators were trained by the Camadiollaborating institution on distance educat
basis. The lessons learned from Rwanda are being used to develop same programmes in

66.

(Thandrayen et al., 2010)
South Africa

AQual ity of
children attending primary
health care clinics in
Johannesbur g

To assess the quality of chil
health care services, provide at t
PHC in South African city.

Observational stud

There was long waiting time a at the PHC. Identification and attention to danger sign
poorly done. Unwarranted antibiotics were prescribed in almos33% 0 of cases

Growth monitoring and nutritional counselling was inadequate. Food supplements vig
giving to deserved children. A deliberate and pragmatic restructuring of the PHC for chilg
required to improve quality of care for the children

67.

(Tong, 2015)

Kenya
ADescribing
care needs of schoalge
children inSubSaharan
Africain order to develop
a model of a nurseun
schootbased health

To determine the lapses in hea
care for school going children i
order to propose a model 1
address it.

A systematic review

was triangulateg
with stakeholder
interviews

Physical, human and financial resource limitations affected the healthcare of children in K¢
nurse ruprschool tased clinic is proposed to address the healthcare delivery deficit in for g
children
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clinicbo

68.

(Vaaltein & Schiller,
2017)

South Africa
AAddressing
dimensional child poverty:
Theexperiences of
caregivers in the Eastern
Cape, Sout h

This paper explores th
experiences of caregivers in tl
Eastern Cape Province regardi
the alleviation of child poverty
and presents a case for t
expansion of monetary support
effectively address the muiti
dimensional focus of child povert
in South Africa.

Phenomenological
research design
was followed by
conducting semi
structured interviews
and a focus grouj
discussion with 20
participants

who were
purposively drawn
from four urban ang
rural areas in the
Eastern Cape

The employment level is such that most of the caregivers depend on the child support gra
to the children. The findings concur with the view that the Child Support Grant (EBGhetary
support should be increasedhiietter accommodate the mediimensional child poverty needs
the CSG recipients.

The findings illustrate that most of these children were not experiencing any chronic illnes
challenges to accessing quality health care services against thedpaokdrsing the CSG t
alleviate child poverty. When children experience common ilinesses, caregivers indic
preference to access health care services from private facilities rather than from public fg
This is due to challenges with distaremed mobility, as well as the caregiver's perceived
quality services received when in public health centres. They did indicate, however, th
have to find other means to pay for the medical costs as the CSG cannot be stretched that]

Participants reported experiencing challenges with lack of support from the children's fathe
are either unable to support children because they have passed away or they negl
responsibilities for their children. This then leaves the participantg¢ofaathe children on thei
own.

69.

(van As, 2010)

South Africa

fiThe heal th
children should be the
measure of (o

Opinion titled
children should be the measure
our progress

Expert Opinion

Approximately half of South African population are children.

A child is anyone less than 19years of age

University of Cape Townds depart ment lo
transplantation, paediatric trauma care and child accident prewentio

Unintentional injuries kill about 6500 children yearly in South Africa.

70.

(Westwood, Levin &
Hageman, 2012)

South Africa
APaediatric
hospitals in the Cape Tow
Metro distri

To determine the level of cal
requirement of children in Cap
Town.

A point prevalence
survey

10 % of children hospitalized do not need to be in hospital. 77% of children hospitalised ar
five years of age. Respiratory and gastiestinal condittns dominated at level one and 2 unit
Only 28% of level 1 patients were in level one hospital as more than whereas 200% of
requiring level one care are in level 2 hospitals than in level 1. Services too sophisticag
patient needs. Level 1 ses are predominantly infectious and nutritional problems.

There is shortage of level 1 beds.

71.

(Whitworth, Sewankambo
& Snewin, 2010)

Africa

Improving
Implementation: Building
Research Capacity in
Maternal, Neonatal, and
Child Health in Africa

To discuss the failure f
implement evidencéased
maternal and child health servic
in SubSaharan Africa.

Discussion paper o
maternal and chilg
health

There is the need for African governments to support and fund research in child health.

The high numbers of child mortality in Africa needs urgent solutions. There is the need
government to support institutions and researchers to investibatecause and formula
interventions to deal with the issues relating child mortality in Africa.

The evaluation of West African child survival programme shows that there was no improy
in child survival in the region. Most of the welleaning interentions are developed
Washington, Geneva, or London with little or no consultation with the-Sataran Africa
grassroot. International organizations are important but they must come and listen to the
on the grounds in SSA.
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72.

(Witternberg, 2010)

South Africa

AEarly inter
child health in South

Af ricao

Early intervention in Child Healtl
in Africa

Expert opinion

Early detection and intervention is the right of every individual in community according t
Batho Pele priniples.
Early detection and prevention of childhood hearing loss is of primary focus.

73.

(Wittenberg, 2013)

South Africa

iQou Vadis (
in South Afr

Child health in Solit Africa

Expert opinion

Many of the interventions that have positive impact on child healthcare in Africa is Pr
Health care.
These interventions are ceaffective

74.

(World Health
Organization, 2016b)
International
ASustainabl ¢
Goals (SDGs) SDG 3:
Ensure Healthy Lives and
Promote Wellbeing for All

To present the Sustainab
development goals to health

Working document

on healthcare

Under5 mortality rate must be at 25 per 1000 live births and neonatal mortality to 12 pe
live births by 2030. All preventable child deaths must be ended by. 203Be same periog
AIDS, tuberculosis, malaria and neglected tropical diseases epidemics must be ended
fight against hepatitis, watdrorne diseases and other communicable diseases.

at All Ages 0

75.| (World Bank Group, To discuss whether the populati{ Discussion paper Countries in Sutbaharan Africa have both higher fertiliand higher undeiffive mortality than
2015) growth of Africa will help improve elsewhere in the world. The importance of lower child mortality in fertility decline suggest
Africa or hamper healthcare delivery African countries with high child mortalitsates should focus first on improving child health a

Africa’s Demographic
Transition; Dividend or
Disaster?

then on reducing fertility. The responsiveness of fertility to a decline in mortality also mea
health interventions that save <children
period of population growth is temporary and counterbalanced by falling fertility in the long
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ANNEXURE B: DELPHI P HASE 1 QUESTIONNAIRE

Confidential

1)

2]

3)

Page 1 of 9

DELPHI PHASE 1: Development of an Advanced Practice
Nursing (Child Health Nurse Practitioner) Curriculum
Framework for Sub-Saharan Africa

The purpose of this study is to develop a curriculum framework to guide the development of an Advanced Practice
Nursing (Child Health Nurse Practitioner) curriculum that will meet the healthcare needs of Sub-Saharan Africa.

A scoping review has been conducted to develop the first phase questionnaire of the Delphi. A subsequent
guestionnaire will be derived from the results of phase one of the Delphi to which you are being invited to
participate. The questionnaire should take approximately 20-25 minutes to complete, There is space provided at the
end of each session for any additional comments/suggestions. It is expected that the documents will reach you by
the middle of February 2017. It is anticipated that the Delphi will progress through a minimum of three phases. If the
expert group has not reached consensus on the 3rd phase, a fourth phase and subsequent phases will be included.
You are kindly requested to complete the questionnaire within ten (10) working days 5o as to enable the study to
progress according to schedule, Depending on the results of each round’s questionnaire, an adapted questionnaire
will be compiled for the subsequent round of the Delphi technique. The results of a previous phase of the Delphi will
be communicated to you along with the questionnaire for the subsequent phase.

The guestionnaire is in three sessions. Session one covers the socioeconomic environmeant and the healthcare
cantext within which the Advanced Practice Nurse is expected to be trained and function, Session two covers the
international and national expectations of the Child health Nurse Practitioner (CHNP).

The last session describes who the CHNP is and what knowledge, skills and attitudes she/he must acquire. Consensus
on these three phases will enable us to decide on what must be taught and learned in the Child health Nurse
practitioner programme,

Please select the option from strongly disagree (1)- strongly agree (5) to each statement as follows.

SESSION 1: CURRENT CONTEXT

This section describes the social and economic environment in which educational policy is
made and in which teaching and learning occur.

Please select the option from strongly disagree (1)- strongly agree (5) to each statement as
follows.

Strangly Disagree Neutral Agree Strongly agree

Healthcare in Sub-Saharan Africa disggree O O O @]
should be oriented maore to
preventative than curative care

The Child Health Nurse O O O @] Q
Practitioner (CHNP) is relevant to

the healthcare needs of children

in Sub- Saharan Africa.

03-01-2018 17:11 www.projectredcap.org RE DCap
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4)

5)

6)

7

8)

9)

10)

11)

12)

13)

The CHNP programme should be
at a masters level (NQF level 9
of South Africa) of nursing
education.

The CHNP should practice
autonomously

The CHNP should prescribe
medications for children

The CHNP should practice only
at Primary Health Care and
District hospital settings

The CHNP should practice under
the supervision of a
paediatrician at all levels of care

The CHNP training programme
should be fully funded by the
national governments.

A "child" is anyone less than 19
years of age.

The CHNP practising at PHC level
should be remunerated with
additional salary compensation.

The CHNP's should be posted to
areas where they can speak the
local language of the
community.

The CHNP should be licensed to
provide private care (setup a
private clinic).

Please comment on session one:

03-01-201817:11
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14)

15)

16)

17)

18)

19)

20)

21)

Page 3 of 9

SESSION 2: EDUCATIONAL POLICY STATEMENT

Describes the government's goals for education, such as the development of skills needed for
economic prosperity and the creation of a stable and tolerant society.

Sustainable Development Goal 3 is essential for Child Health Care and PHC in Sub-5aharan
Africa.

To achieve the Sustainable Development Goal 3 targets relating to Child mortality and access
to health: 1, "By 2030, end preventable deaths of newborns and children under 5 years of age,
with all countries aiming to reduce neonatal mortality to at least as low as 12 per 1,000 live
births and under-5 mortality to at least as low as 25 per 1,000 live births" 2. "Achieve
universal health coverage, including financial risk protection, access to quality essential
health-care services and access to safe, effective, quality and affordable essential medicines
and vaccines for all"

Strongly Disagree Neutral Agree Strongly agree
By the 10th year of disggree O o @] @]
implementation of the CHNP
programme, there should be a
Child Health Murse Practitioner
at every Primary Health Care
clinic.

By 2030 under-five mortality O O O @ O
rate should be 12 per 1000 or
below.

By 2030 there should be at least O O O @] O
one(l) CHNP per 1000 children
in Sub-Saharan Africa

In the 20th year of implementing O O ] O O
the CHNP programme, there

should be at least two (2) Child

Health Nurse Practitioner in

every children's ward in all

district hospitals

The CHNP should be a district 0] O O O O
and community IMCI (Integrated

management of Childhood

illnesses) coordinator.

The CHNP should be an expert in O O o Q O
the resuscitation of babies

The CHNP programme should O O ] ] O
aim at decreasing the rate of

admission of children into acute

wards

Please comment on session two

03-01-201817:11 www._projectredcap.org 'ﬁEDcap
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22)

23)

24)

25)
26)

27)

28)

29)

30)

31)

Page 4 of 9

SESSION 3: STATEMENT OF BROAD LEARNING OBJECTIVES

Describes what students should know and be able to do when they complete their school
education. Outcomes should be expressed in a range of domains, including knowledge,

understanding, skills, and competencies, values and attitudes.
1. Domain A: Leadership and Management (22-30)

2. Domain B: Quality Practice (31-36)

3. Domain C: Etheco-legal and professionalism (37-47)

4, Domain D: Education and Research (48-54)

5. Domain E: Advance Nursing Practice (55-73)

6. Domain F: Attitudes and Values (74-83)

Strongly Disagree Meutral
The CHNP should be a disggree O O
mentor,coach, change agent and
a consultant in child health
nursing all of these things in one
go?

The CHNP should engage in O O @]
setting standards for child health
nursing practice in their country

The CHNP should initiates @] ] @]
programmes that will improve
the lives of children in 554

The CHNP must be a team

PN should lead the

management of clinical care of
children at PHC level

[ON®
[ONE
ONe

The CHNP should manage or Q O @]
assist in managing healthcare
resources at their settings

The CHNP must be a child O O O
advocate within their community
and country

The CHNP should contribute to O O O
research and professional

engagements in the

development and

implementation of practice

standards.

The CHNP should use best @] ] o
practice in the management of
children.

03-01-2018 17:11 www.projectredcap.org
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32)

33)

34)

35)

36)

37

38)

39)

40)

a1)

42)

The CHMP should implement
quality improvement practices in
order to improve access, safety
and effectiveness of PHC far
children in the community they
serve.

The CHMP should keep up to
date on current best child health
practices and implement them in
hisfher practice.

The CHMNP must ensure her/his
practices conform to
professional practice standards.

The CHNP should engage in
lifelong learning within the
practice area

The CHNP should ensure
personal development to
maintain competence in PHC
{Primary Health Care}.

The CHMNP must engage the staff
and community leadership in the
development of short learning
programmes for community
healthcare staff.

The CHNP should utilise ethical
theories and principles in
paediatric services

The CHNP must adhere to and
enforce staff adherence to all
relevant ethical codes of conduct
set by the nursing profession
and regulatory body.

The CHNP must engage the
community in ensuring children
are protected from dangerous
healthcare practices

The CHNP must contribute to the
resolution of ethical issues in
practice.

The CHNP rmust ensure practice

is within the houndaries of the
law of the country.

02-01-201817:11
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43)

44)

45)

46)

a7)

48)

49)

50)

51)

52)

33)

The CHNP must evaluate her/his
own practice in relation to
professional practice standards.

The CHNP should be responsible
and accountable for own
decisions, actions or omissions
in childcare,

The CHNP should engage in
performance appraisal on a
regular basis

The CHNP must provide a
rationale for decisions and
actions in the care of the child

The CHNP should develop
community- specific child
healthcare programmes to
improve community health
outcomes

The CHNP should accurately
document all clinical information
related to child health care
provided.

The CHNP should engage in
teaching, mentoring, supervision
and coaching, giving feedback
into educational curriculum, do
school and community health
education and screening

The CHNP should ensure
research and clinical experience
are inculcated into practice

The CHNP should critically
evaluate paediatric nursing
research in order to determine
their clinical significance and
application

The CHNP must use best
practice evidence to guide

ﬁ;ractice )
he CHNP should engage in

clinical research problem
identification

03-01-201E17:11
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54)

55)

56)

57)

58)

59)

60)

61)

62)

63)

64)

The CHNP must participate in @ O
clinical research projects to
improve child health

The CHNP must develop policies, O O
procedures, and guidelines
based on research findings

The CHNP should provide
family-centred care

The CHNP should conduct a
needs assessment and provide
health education that enhances
risk reducing behaviours
(safety), developmental needs
and activities of daily living.

The CHNP must develop child O O
health promotion programmes

for the community based on

needs assessment,

The CHNP must conduct a O O
thorough head-to-toe physical

examinations to diagnose and

manage clients,

The CHNP should apply critical O O
inguiry skills and clinical

reasoning to do differential

diagnosis.

The CHNP must doecument and O O
share case management

procedures and lessons learned

with client, family and members

of the health care team

respecting clients”

confidentiality and privacy.

The CHNP should employ @] o
evidence hased information to

make clinical judgements on

clients' overall health status,

The CHNP must prioritise and O O
manage emergencies, and

life-threatening conditions

accordingly.

The CHNP should utilise expert O o
knowledge to interpret results of

screenings and diagnostic

investigations conducted.

03-01-201817:11
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65)

66)

67)

68)

69)

70)

T1)

72)

73)

74)

75)

76)

mn

The CHNP should provide
outcome criteria for diagnoses
made

The CHNP should develop a
prioritised plan of care that
includes interventions and
alternatives

The CHNP must prescribe
appropriate medication for
specific diagnosis.

The CHNP must review the client
management plan with other
staff and family members,

The CHNP must refer clients to
an appropriate health care
setting.

The CHNP should collaborate
with other staff and family to
implement the management
plan.

The CHNP must manage side
effects of medications
successfully.

The CHNP should monitor and
evaluate the progress of the
childcare plan

The CHNP must provide
follow-up care.

The CHNP must involve the
client, family and
multidisciplinary team the
evaluation of care provided.

The CHNP must collaborate and
cammunicate with the child,
family, multidisciplinary team
and community in providing
health services

The CHNP should make care
patient-centered,
family-centered or community
centred,

The CHNP should make farmily
and community members
responsible for health projects
and life style changes.

03-01-201E17:11
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78)

79)

20)

81)

82)

83)

The CHNP should be friendly and
approachable to clients, family
and community.

The CHNP should engage
community members in research
and evaluation of care.

The CHNP should have high level
of autonomy in practice and
responsible for actions taken.

The CHNP must demonstrate
critical thinking, and complex
decision-raking skills.

The CHMP rust be culturally
sensitive to the needs of the
community.

The CHNP should strive to

continually improve health care
services

Please comment on session three.

03-01-2018 1711
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ANNEXURE C: DELPHI P HASE 2 QUESTIONNAIRE

DELPHI PHASE 2 (FOLLOW UP ON PHASE 1): QUESTIONNAIRE

DEVELOPMENT OF ADVANCED PRACTICE NURSING (CHILD HEAT. TH NURSE
PRACTITIONER) CURRICULUM FRAMEWORK FOR SUB-SAHARAN AFRICA: A
MULTI-METHODS STUDY

Out of the 80 Likert scale questions (1-12_ 14-20, 22-82), consensus (80% and abowve) have been
reached on seventy one (71). The expert group could not reach consensus on nine (9) Delphi
statements which are all in session 1 (current context) 1.e. questions 3, 4, 6, 7,8.9,10.11 and 12.
These nine (9) questions have been modified for follow-up phase two as seen below. The
cotmments made by some experts on the questions have also been provided with the questions
below.

Q3 The CHNP programme should be at a master’s level (NQF level 9 of South Africa) of
nursing education.

Result: The expert group reached 78 9% agreement that the CHNP programme should be at the
master’s level 5 8%5 disagreed and 15.8% were neutral. [Comment: The CHNP programme
should be at a minimum of bachelor s degree level].

Please advise:

Q4. The CHNP should practice autonomously.

Result: 76.3 % of the expert group reached agreement that the CHNP should practice
autonomously 10.5% disagreed whereas 132 remained neutral. [Comments: To be autonomous,
the CHNP should have a pharmacy dispensing certificate. The CHNP should work under
paediatrician jor at least 3 vears te be autonomous. It is time to have the CHNP practice
autonomously. I am not sure what autonomous means ' since CHNP s will work with
multidisciplinary team. The CHNP and paediatrician should work collaboratively. The CHNP
should work autonomously but refer client when need be. |

Please advise:
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Q6. The CHNP should practice only at Primary Health Care and District hospital settings.
Result: 44.7% of the expert group agreed that the CHNP should practice at PHC and district
hospitals 42.1% disagreed and 13.2% of the experts remamed neuiral. [Comments: The CHNP
should practice at all levels and in private practice. The essential skills af the CHNP should be at
all levels. Looking at the health care system structure, it will be better for CHNP te practice at
PHC and district hospitals.]

Please advise:

Q7. The CHNP should practice under the supervision of a paediatrician at all levels of care.
Result: 632 % of the expert group disagreed to the fact that the CHNP should practice under the
supervision of the paediatrician at all levels. 18 4 percent agreed and 18 4% remained neutral
[Comments: The CHNP should only be supervised for 3 vears. The CHNP should work at all
levels. The CHNP should practice under paediatrician at all levels. The CHNP should
collaborate with paediaivician ar district hospitals]

Please advise:

Q8.The CHNP training programme should be fully funded by the national governments.
Result: 605 % of the expert group agreed that the CHNP programme should be government
funded. 13.5% disagreed whereas 26 3% of the experts remained neutral. [Commernts:
Government can fund the CHNFP programme depending on their econamyy and priovities. Full
government funding will attract more nurses but individuals (students) should take part of the
cost. Non-governmental and international organisation should assist governments in fimding the
CHNP programme. Funding training will be very usefid to ensure more nurses get into the

CHNP programmes.
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Please advise:

Q9. A "child" is anyone less than 19 years of age.

Result: 47 4 % of the experts disagree that a child is anyone less than 19 years 36 8% agreed on
the definition whereas 15 8% were neutral. [Comments: Not all countries define a child to be
less than 10 years. Other countries use less than 16 vears. I think 18 years old person is not a

child. A child is 5 yvears and younger. I believe aryone age 18 is no longer a child ]

Please advise:

Q10. The CHNP practising at PHC level should be remunerated with additional salary
compensation.

Result: 68 4% of the expert group believes that the CHNP practicing at the PHC level should be
given extra remuneration, 21.1% disagreed whereas 10.3% remained neutral. [Comments:
Compensation should be changed to remuneration. CHNP 's will not need any extra
remuneration. Training should be fimded by government and no additional remumerations should

be given. It is very necessary fo adeguately remunerate CHNP s.]

Please advise:

QI11. The CHNP's should be posted to areas where they can speak the local language of the
community.

Result: 71 1% of the expert group have agreed that the CHNP should be able to speak the
language of the community served, 21.1% of the group disagreed whereas 7.9% remained

neutral. [Comments: speaking the local language is important but it must not be adhered to
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strictly in posting as some areas may be disadvantaged due to lack of CHNP s not being posted
to them. limiting posting based on language may not make work interesting and will create
challenges like not learning from other cultures. I strongly believe HNP's should be posted to
where they can speak the language af the people_]

Please advise:

Q12. The CHNP should be licensed to provide private care (set up a private clinic).
Result: 76.3% of the expert group agreed that the CHNP should be licensed to provide private
healthcare. 10.5% of the experts disagreed whereas 13 2% remained neutral [Comments: The
CHNP should be licensed to practice in private practice. I believe the CHNF should have the

option to go into private practice.
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ANNEXURE D: DELPHI PHASE 3 QUESTIONNAIRE

DELFPHI PHASE 3: QUESTIONNAIRE
DEVELOPMENT OF ADVANCED PRACTICE NUESING (CHILD HEALTH NURSE
PRACTITIONER) CURRICULUM FRAMEWORK FOR. SUB-SAHARAN AFRICA: A MULTI-
METHODS STUDY

SECION 4: STRUCTURE OF EDUCATION SYSTEM

The structure of the educational system describes the organisational system in which the curriculum
framework is to be implemented, specifying the number of vears, the number of school weeks within the
vears and number of hours to be completed for school work within a school week. Please respond to the
following questions.

e

TIP: To select the checkbox [ |, double click on the box[>], Select checked under the option
‘Default value’ and click ok

At what level of education should the Child Health Bachelors Nurse Practitioner programme be

implemented?
a. Bachelors 1
b. Postgraduate Diploma [ ]
c. Master's ]

What form of enrolment (Full-time or Part-time) will be effective for the implementation of the
Advanced Child Health Nurse Practitioner Programme)

a Fulltime [:l

b. Part-time ]

How many academic vears should a full-time Advanced Child Health Nurse Practitioner programme be

implemented?
a One Year ]
b. Two (2) Years 1
c¢. Three Years Il

How many weeks within the academic year should be covered in the Child Health Nurse Practitioner
programine?

a. 44 weeks ]

b. 42 weeks O

c. 40 weeks [l
How many hours within the academic week should be covered in the Child Health Nurse Practitioner
programme?

a. 100 hours ]
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b. 80 hours ]
c. 60 hours ]

. How many vears of internship/preceptorship should a graduate Child Health Nurse Practitioner
undergo?

a. No internship ]
b. One (1) year N
c. Two(2) Years ]

. Which of the following learning systems should be implemented in the Child Health Nurse Practitioner
programme?

Case-based leamning ]

Concept-based leaming  [_]

Problem-based Leaming ]

Community-based learning] |

Qutcome based O

ooap o

Please comment on this session:
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SESSIONS 5, 7 and §: STRUCTURE OF CURRICULUM CONTENT, TEACHING AND ASSESSMENT METHODS

DOMAIN A: LEADERSHIP AND MANAGEMENT
Leadership and management aspect of the CHNP programme covers leading change, mentoring, initiation of programmes that improve
the lives of children, resource management, child advocate, contribute to development of practice standards, policies and protocols and
promote the use of best practices. Please provide at least five key topics to be learned under this domain, how they should be
learnt/taught and how learning could be verified (assessed).

No. Topic Teaching methodology Mode of assessment

LR N

DOMAIN B: QUALITY PRACTICE
The quality practice domain of the CHNP programme includes quality improvement and continuous professional development.

Please provide at least five key topics to be learned under this domain, how they should be learnt/tanght and how learning
could be verified (assessed).

No. Topic Teaching methodology Mode of assessment

@ B

DOMAIN C: ETHICO-LEGAL PRACTICE AND PROFESSIONALISM

Ethico-legal practice and professionalism domain include the use of ethical theories and principles. adherence to ethical codes of
conduct set by regulatory bodies. resolution of ethical 1ssues in practice, ensure practice within the boundaries of the laws of the
country served, engage in performance appraisal, utilise knowledge of child development in providing overall child care, develop
community specific child healthcare programmes to improve community health outcomes and provide accurate documentation of all
clinical information related to child health care provided. Please provide at least five key topics to be learned under this domain,
how they should be learnt/taught and how learning could be verified (assessed).

No. Topic Teaching methodology Mode of assessment

DOMAIN D: EDUCATION AND RESEARCH

Engagement in teaching, reviewing education curriculum, school and commumty health education. promote evidence based practice,
participate and in research and utilize research 1n practice to improve child health. Please provide at least five key topics to be
learned under this domain, how they should be learnt/taught and how learning could be verified (assessed).

No. Topic Teaching methodology Mode of assessment
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DOMAIN E: ADVANCED NURSING PRACTICE
The Advanced Practice Nursing domain includes provision of patient-centred care through holistic assessment (including requesting
and interpreting laboratory tests), diagnosing (medical diagnosis), planning care (prescription of medications), evaluating care and
promoting good therapeutic relationship with client, family and commumity.
Please provide at least five key topics to be learned under this domain, how they should be learnt/taught and how learning
could be verified (assessed).

No. Topic Teaching methodology Mode of assessment

DOMAIN F: ATTITUDES AND VALUES
This domain deals with the CHNPs attitudes towards the child. family and the community. She'he is expected to friendly and
approachable to clients, show high level of autonomy and take responsibility for actions, be culturally sensitive, show commitment in
improving the healthcare of the community served, demonstrate critical thinking and complex decision making skills and make family
and community responsible for health care projects and lifestyle changes within the commumnity. Please provide at least five key
topics to be learned under this domain, how they should be learnt/taught and how learning could be verified (assessed).

No. Topic Teaching methodology Mode of assessment

Please comment on this session:
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ANNEXURE E: DELPHI PHASE 4 QUESTIONNAIRE

Confidential
a el of 2

Resources Needed for Advanced Practice NursingL(Ch
Health Nurse Practitioner) Programme in Sub-Saharan
Africa

I am very grateful for your expert inputs into this project. it has been a very interasting journey with you.
Please complete this survey.,

Thank you!

The Advanced Practice Nursing (Child health Nurse Practitioner Programme]) is:

1. A 2-years full-time masters programme

2, 40weeks a year

3. 60 hours a week

4. One year post graduation internship

5.administered mostly by problem-based learning.

Please give your expert inputs on the resources needed to implement this programme
successfully in SSA.

1)  What (minimum) nursing gualification should be (7 Three(3) years BSc/BN/BCur Nursing
accepted for this programme? () Four (4) years BSc/BN/BCur Nursing
[ Advanced Diplema in Nursing
2)  What grade point average (minimum) should be (O 50%
considered for admission into the programme? O 60%
O T0%
3)  How many years (minimum) should the student practice (7 One(1} year
nursing (post community/national/youth service) to (O Two (2) years
he qualified for this programme? (O Threel 3) years

(O Four(4) years

4)  Please indicate any prerequisite preregistration
courses/subjects/modules the student should have
taken before qualifying for this programme

5) Please indicate any other student requirements for
admission into the Advanced Practice Nursing (Child
Health Nurse Practitioner) programme.

6)  What should be the minimum qualification of a nursing () MSc Nursing (Coursework + Research Report)
lecturerffacilitator in this programme? (O MSc Mursing {Research)
(2 Ph.D. Mursing
7] What should be the minimurm qualification of a "y MBChB
nan-nursing lecturer/facilitator in this programme? O Masters{MMed, MPharm etc)
(O PhD
06-07-2017 00:49 www.projectredcap.omg RE DCap
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8) What specific gualifications should a
lecturerffacilitator have to qualify him/her to
teach Essential Skils in Nursing (Communication,
Ethos, Therapeutic relationship, Scope of Practice
and Critical thinking)?

9)  What Library resources will you prefer an institution [ 1 textbook per 5 students
in 55A to have to be able to implement this [ 1 textbook per 10 students
programme? [ 1 computer per 3 students

[] 1 computer per 5 students

] one computer per 10 students

[ Internet Services

[] At least one online learning platform (eg.Sakai)
[ Subscription to Research database

[ Online book
10) What classroom resources should a school have to be [] @ne LCD projector per class
able to implement this programme? [[] Comfortable table and chairs for students
[] Air conditioning /heater/fan per class
[ Chalkboard

[ Marker board
[ Good lightening
[ good ventilation

11) How many studentsimaximum) should be in one class? 15
O
O30
45
50
 More than 50

06-07-2017 00:49 www.projectredcap.org hEDcap
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ANNEXURE F: GUIDELIN ES FOR CONCEPT DEVELOPMENT

SELECTING CONCEPTS FOR A CONCEPT-BASED ADVANCED PRACTICE
NURSING CURRICULUM: GUIDELINES FOR AN EXPERT GROUP

CONCEPTUAL DEFINITIONS
Concepts are abstract ideas or thought patterns that have distinct characteristics exhibited in phenomena,
thus, generalisable. A concept-based curriculum is a student-centred, competency-based andragogic
curriculum in which concepts form the framework of the learning programme and are learned/taught
through exemplars

REVIEW THE PROGRAMME:
Programme Learning OQutcomes (SLOs), credits hours, the content
provided, clinical education components

REVISE HOW CONCEPTS ARE DEVELOPMENT IN CBC
SELECT AND DEFINE THE APPROPRIATE CONCEPTS

DEVELOP A CONCEPT PRESENTATION FOR EACH CURRICULA CONCEPT

Definition

Scope of the concept, especially continuum if there is

Common risk factors of a concept if the individual is skewed to the undesirable portion of the
concept continuum.

Any physiological or psychological outcomes as a result of undesirably skewed concept.

How the coneept is assessed

Multidisciplinary interventions to promote the concept or treat its dysfunction.

PICK AT LEAST 4 AND MAXIMUM OF 8 EXEMPLARS FOR EACH CONCEPT

For example

Communicable

Disease

\""H.._\_‘_‘__,_-’J/

Figure 3.2 Instructions for concept development by an expert
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ANNEXURE G: CONCEPT ANALYSIS QUESTIONNAI RE

Confidential
Page 1 of 12

Concept Analysis: The Develol:_:ment of a Concept-based

Advanced Practice Nursing (Child Health Nurse

EFa_ctitioner} Curriculum Framework for Sub-Saharan
rica.

Dear expert,
I am glad to invite you to participate in the review of the concepts for a Child Health Murse Practitioner curriculum.

The committee is made up of 8 experts, Three of the experts have developed the draft concepts for the Child Health
Murse Practitioner curriculum.

Your expert inputs and comments will be very much appreciated.

Please see attached the review guestionnaire,
Sincerely,

CD Christmals.

The Concept Development ProcessA scoping review was conducted followed by a multinational multidisciplinary
expert Delphi to validate the scoping review results and provide information on to other essential portions of a
curriculum framework. The results of the Delphi and the scoping review were then used to select concepts for the
Child Health Nurse Practitioner curriculum framework for sub-Saharan Africa by an expert curriculum
committee.Please see attached the overview of the programme for your perusal.

[Attachment: "THE OVERVEW OF THE PROGRAMME AND RESEARCH FOR THE CONCEPT.pdf"]

The results of the Delphi and the scoping review were then used to select concepts for the Child Health Nurse
Practitioner curriculum framework for sub-Saharan Africa by an expert curriculum committee. The first set of the
committee members developed the concepts for review by the second set.Please see attached the overview of the
developed concepts for your perusal.

[Attachment: "DRAFT CONCEPTS FOR CURRICULUM COMMITTEE REVIEW.pdf™]
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9

10]

11)

Page 2 of 12

TRANSFORMATIONAL LEADERSHIP

CHARACTERISTIC FEATURES: Execution, partnership, others, communication, self (to set personal example, |deal
impact, strong motivation, intellectual stimulation, and personal consideration.

Transformational leadership is the process in which a 2 Include
leader inspires the followers in developing higher (O Revise and include
order goals and motivating them to reach such goals () Exclude

through the refinement of the followers' worldview
and attitudes (Bass 1995; Giddens 2017).
Transformational leaders help in the establishment
of direction or purpose and creating the right
conditions for the followers to work towards
fulfilling the organization's purpose (Bass 1995;
Avolio and Bass 2007 Giddens 2017).

Please comment on the section above (stating why a
concept needs to be modified or excluded).

Please rank the five exemplars of the concept of transformational leadership in the list below.
[1st being the most important and 5th the least important]

1st 2nd 3rd ath 5th
Changing curriculurm O O @] @] O
1.5.2.Inter-level patient referral @] O @] O @]
Scarce resource management @] o @] Q C
MIMART O O O O @]
Clinical nursing education @) O @] O @]

Please state any more exemplars that need to be
included under the concept.

Please identify other concepts from the attached list
of concepts that are inter-related with this one
{transformation leadership).

GOVERNANCE

CHARACTERISTIC FEATURESAccountable, transparent, responsive, rule of law, stable, equity, empowerment,
inclusive, consensus orientation, effective and efficient.

Governance refers to the legally recognised ) Include
structures and procedures that are created to (O Revise and include
guarantee "accountability, transparency, (2 Exclude

responsiveness, rule of law, stability, equity and
inclusiveness, empowerment, and broad-based
participation” in an organization, institution or
society (Page 2013; UNESCO 2017).

Please comment on the section above (stating why a
concept needs to be modified or excluded).

03-01-2018 17:08 www_projectredcap.org ﬁEDCap
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Please rank the five exemplars of the concept of governance in the list below. [1st being the
most important and 5th the least important]

1st 2nd 3rd Ath 5th
12) Managing absenteeism O O 9] O O
13) Universal access O O O O O
14) NIMART O O Q O Q
15) Clinical audit O O ] O O
16) Financial audit O O @] @] @]

17) Please state any more exemplars that need to be
included under the concept

18) Please identify other cancepts from the attached list
of concepts that are inter-related with this one
igovernance).

HEALTH SYSTEMS THINKING

CHARACTERISTICSLeadership and governance, service delivery, health system financing, health workforce, medical
products, vaccines and technologies, health information systems, systems organization, systems network, systems
dynamics, systems knowledge

19) Systems thinking is a quality improvement process in ) Include
which the understanding of the relationships and (O Revise and include
interaction between the components of a system is ) Exclude

engineered to generate synergy in the system

20) Please comment on the section above (stating why a
concept needs to be modified or excluded).

Please rank the five exemplars of the concept of governance in the list below. [1st being the
most important and 5th the least important]

Ist 2nd 3rd 4th 5th
21) Vaccination O O O O O
22) Memorandum of understanding O O 9] Q @
23] Quality impravement project O O O O @]
24) Managing adverse events O 9] O @] O
25) Development of a Community O O O O @]

Outreach

26) Please identify other concepts from the attached list
of concepts that are inter-related with this one
{health systems thinking).

03-01-2018 1708 www.projectredcap.org ‘ﬁEDCap
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34)

35)

Page 4 of 12

QUALITY OF CARE

CHARACTERISTIC FEATURESEffective, efficient , accessible, acceptable and equitable

The World Health Organization (2006) defined quality O Include
of care in six dimensions. These include: O Revise and include
effectively delivering evidence-based healthcare (O Exclude

that responds to the needs of the client

(individual, family or community); delivering
healthcare in an effective way to maximize the use
of resources and prevent wastage; healthcare
delivery that is accessible, timely, geographically
reasonable and in settings where the human and other
resource are appropriate for the needs of the
clients; the delivery of patient-centred care,
delivery of culturally acceptable that considers the
health aspirations of the clients; delivering
healthcare which is equitable and not discriminatory
against gender, race, location or socioeconomic
status; delivery of care that is safe, thus

minimizing the risks to healthcare users.

Please comment on the section above (stating why a
concept needs to be modified or excluded).

Please rank the five exemplars of the concept of quality practice in the list below, [1st being
the most important and 5th the least important]

4 2nd 3rd ath 5th
Managing medical malpractice O O O Q O
Universal coverage O O O O @]
NIMART o O @] O O
Clinical audit O O O O O
Financial audit @] O @] O O

Please state any more exemplars that can be added
under the concept

Please identify other concepts from the attached list
of concepts that are inter-related with this one
{quality of care).

CLINICAL ASSESSMENT

CHARACTERISTIC FEATURESHIstory taking, Physical assessment (Biopsychosocial, spiritual, emergency), laboratory
examination, imaging studies

03-01-2018 1708 www.projectredcap.org “Encap
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Page 5 of 12
Clinical assessment is the process of gathering (2 Include
patient information through patient history taking, O Revise and include
physical assessment, laboratory examination and () Exclude

imaging studies to guide the clinician's and patient
decision making processes especially in the
selection of treatment or referral for an
appropriate treatment (Mcalpine 2002; Lata and
Elliott 2007; Waghel et al. 2016; Fernandez et al.
2017).

Please comment on the section above (stating why a
concept needs to be modified or excluded).

Please rank the five exemplars of the concept of clinical assessment in the list below. [1st
being the most important and 5th the least important]

1st 2nd 3rd 4th 5th
Diarhoeal diseases @] @] O O O
Pneumonia O o O O o
Malaria O O O @) O
Critically ill child O 9] O @] O
Meglected child O O ] 9] O

Please state any more exemplars that can be added
under the concept

Please identify other concepts from the attached list
of concepts that are inter-related with this one
(clinical assessment).

CLINICAL DECISION MAKING

CHARACTERISTIC FEATURESPathophysiology, clinical judgement, diagnosis, current-evidence, clinical expertise and
patient preferences and characteristics {uniqueness, criticalness, urgency, stability, risks), variables [certainty,
similarity, congruencefconflict).

Clinical decision making:-Clinical decision making, O Include
synonymous to clinical diagnosis, is the process of ) Revise and include
deciding on the health status of the client in order (O Exclude

to select the best treatment that responds to the
client's condition with the primary purpose of
improving the health of the client and community
(Panagiotou 2013; Bordini et al. 2017; Nursing and
Midwifery Board of Ireland 2017; Zalts et al. 2017).

Please comment on the section above (stating why a
concept needs to be modified or excluded).

03-01-2018 1708 www.projectredcap.org 'hEDcap
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60)

61)
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Please rank the five exemplars of the concept of clinical decision making in the list below, [1st

being the most important and 5th the least important]

1st 2nd 3rd ath
Managing medical malpractice @) O O @]
Critically ill child @] 8] O O
MIMART O ®] o O
clinical audit @] O O @]
Use of clinical guidelines @] 9] O @]

Please state any more exemplars that can be added

under the concept

Please identify ather concepts from the attached list

of concepts that are inter-related with this one
(clinical decision making).

w
-4
o

[ORONONONS]

TREATMENT SELECTION

CHARACTERISTIC FEATURESPharmacological, non-pharmacological (complementary and alternative medicine),

pharmacovigilance, cost effectiveness

Treatment selection is the selection of appropriate O Include

and cost-effective treatment that responds to (O Revise and include
patients' needs for a requisite period of time (O Exclude

{Greveson 2013; Management Sciences for Health 2017).

Please comment on the section above (stating why a

concept needs to be modified or excluded).

Please rank the five exemplars of the concept of treatment selection in the list below. [1st

being the most important and 5th the least important]

1st 2nd 3rd 4th
Managing medical malpractice @] o O O
Diarrhoeal diseases O O @] O
Critically ill child O O O Q
Prieumonia Q @] O O
Clinical pathways @) O ] O

Please state any more exemplars that can be added

under the concept

Please identify other concepts from the attached list

of concepts that are inter-related with this one
(treatment selection).

03-01-2018 17:08 www.projectredcap.org
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73)
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NURSING CASE MANAGEMENT

CHARACTERISTIC FEATURESassessment, clinical decision making, treatment selection, referral services, follow-up
care and costing of services, Primary healthcare, Family centered care, referral system, Clinical progress, safe,
timely, effective, efficient, cost-effective, equitable and patient-cantered, payer, level of care, benefits.

Case management refers to the actions taking by the ) Include
Advanced Practice Nurse in coordinating an ongoing ) Revise and include
comprehensive medical services (assessment, clinical O Include

decision making, treatment selection, referral
services, follow-up care and costing of healthcare)
that responds to the needs of the patient, family or
community (Zeng et al. 2016). It is defined by the
Commission for Case Manager Certification (2017) as
the process in which the practitioner collaborate
with the patient and other healthcare professionals
in the assessment, planning, implementation,
monitoring, and evaluation of healthcare services.

Please comment on the section above (stating why a
concept needs to be modified or excluded).

Please rank the five exemplars of the concept of medical record management in the list below.
[1st being the most important and 5th the least important]

1st 2nd 3rd dth 5th
Managing medical malpractice O O O Q O
Use of clinical guidelines O O @] O O
Patient referral O O @] Q O
Universal coverage O O O O O
Clinical audit O O @] Q Q

Please state any more exemplars that can be added
under the concept

Please identify other concepts from the attached list
of concepts that are inter-related with this one
(nursing case management).

CHILD MORTALITY

CHARACTERISTIC FEATURESPneumania, Diarrhoeal disease, malaria, HIV, severe malnutrition and contributing
factors {country of birth, preterm birth, poverty, gender, neonate, rural settlement, urban slum settlement, small for
age, child abuse)

Child mortality is the number of child deaths per (2 Include

1000 live births in a specified geographical or ) Revise and include

political location. ) Exclude

Please comment on the section above (stating why a

concept needs to be modified or excluded).
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Please rank the five exemplars of the concept of child mortality in the list below. [1st being
the most important and 5th the least important]

1st 2nd 3rd Ath 5th
Managing diarrhoeal diseases 8] 9] O O Q
Managing Preumonia O O 9] O O
Managing HIV/AIDS O @] O @] O
Managing critically ill children O O Q O Q
Neglected child O O O ] O

Please state any more exemplars that can be added under the concept

Please identify other concepts from the attached list
of concepts that are inter-related with this one
ichild mortality).

MEDICAL RECORD MANAGEMENT

CHARACTERISTIC FEATURESPrinciples (Evidence, legal, confidential, safety, critical information, retention period)
Uses (continuity of care, guality improvement, research, medicolegal) Types (paper-based, electronic), Content
(demographic, consent, admission, management, discharge, financial).

An accurate medical record contains adequate data (O Include
describing the patient, the diagnasis, the reason ) Revise and Include
why the patient attended the identified hospital, (O Exclude

the treatment provided and the practitioner
responsible for the services (World Health
Organization 2006¢). Medical record management
refers to the organizational policies and

regulations and procedures governing the collating,
handling, storage and use of patient medical records
{World Health Organization 2006¢; Bali et al. 2011;
|efferson Lab 2017).

Please comment on the section above (stating why a
concept needs to be modified or excluded).

Please rank the five exemplars of the concept of medical record management in the list below,

[1st being the most important and 5th the least important]

1st 2nd 3rd 4th Sth
Managing medical malpractice O O O O O
Patient referral O O O O O
Patient cardex O 9] O O O
Clinical audit @) @] @] O O
Financial audit O O o O @]

Please state any more exemplars that can be added under the concept

03-01-2018 1708 www.projectredcap.org ‘ﬁEDCap
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87) Please identify other concepts from the attached list
of concepts that are inter-related with this one
(medical record management).

TEACHING

CHARACTERISTIC FEATURESHealth promation, Health education, Clinical teaching, patient education, curriculum,
andragogy, learning, assessment, knowledge brokering.

88) Teaching is the process in which students are O Include
assisted to acquire knowledge, skills and attitudes O Revise and include
through their participation, Student-centred (O Exclude

teaching is advocated over teacher-centred
approaches as it stimulates changes in the student
through an intentionally planned curriculum

89) Please comment on the section above (stating why a
concept needs to be modified or excluded).

Please rank the five exemplars of the concept of teaching in the list below. [1st being the
most important and 5th the least important]

1st 2nd 3rd 4th 5th
90) Curriculum change ®] O O O @]
91} Patient education O o o O o
92) Clinical nursing education O O @] @] @
93) OBSCE @] Q O O O
94) Health promotion O O ] QO C

95) Please state any more exemplars that can be added
under the concept

96) Please identify other concepts from the attached list
of concepts that are inter-related with this one
(teaching).

INFLUENCING CURRICULUM

CHARACTERISTIC FEATURESAdvocacy, professional organization, needs analysis, programme development,
programme evaluation, feedback.

03-01-201& 17:08 www._projectredcap.org “Encap
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97)

98)

99)

100) Clinical nursing education
101) OBSCE

102) Child health advocacy
103) Writing journal article

Curriculum is an intentionally designed learning
opportunity provided by an institution to students

as an interactive event integrated with learning
experiences throughout the programme of study (Hall
2014). According to Beigi, Keramati and Ahmadi
(2011}, it is the why, what, when, where, how and
the who of teaching and learning. Professional
influence of curriculum occurs at the review and
evaluation or pilot testing stage of the curriculum
development process where the practitioner's
istakeholder's) views are sorted on the

effectiveness of the curriculum (Parsons and
Beauchamp 2012). Influencing curriculum , therefore
refers to advocating and positively determining the
course of teaching and learning in nursing.

Please comment on the section above (stating why a
concept needs to be modified or excluded).

Page 10 of 12

) Include
) Revise and include
2 Exclude

Please rank the five exemplars of the concept "influencing curriculum" in the list below, [1st
being the most important and 5th the least important]

b=
W
=g

Changing curriculum

0000

104) Please state any more exemplars that can be added

under the concept

105) Please identify other concepts from the attached list

of concepts that are inter-related with this one
linfluencing curriculum).

[
3
=8

ol oNoNoN®]

3rd 4th 5th
O @) Q
@] O O
@) @) O
@] Q 0]
O Q O

NURSING RESEARCH

CHARACTERISTIC FEATURESResearch proposal, data collection, data analysis, Interpretation, dissemination,
principles (privacy, anonymity and confidentiality, ethical approval, institutional approval).

106) Research is the study or exploration of a defined

phenomenon, It is defines as a " diligent and
systematic enguiry to validate and refine an
existing knowledge and generate new knowledge"
(Grove et al. 2014).

107) Please comment on the section above (stating why a

concept needs to be modified or excluded).

03-01-2018 17:08
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Please rank the five exemplars of the concept “research project” in the list below. [1st being
the most important and 5th the least important]

st 2nd 3rd ath Sth
108) Qualitative research O O o O Q
109) Quantitative research O O O O 0]
110) Literature review O O 9] Q Q
111} Research proposal O O ] @] O
112) Writing research report O 8] O @] O

113) Please state any more exemplars that can be added
under the concept

114) Please identify ather concepts from the attached list
of concepts that are inter-related with this one
inursing research).

RESEARCH DESSEMINATION

CHARACTERISTIC FEATURESInstitutional factors (Dissemination strategy, organizational culture, incentives), Values
and skills { academic integrity, plagiarism, academic writing), types (research report, journal papers, conferences
presentation, research brief)

115) Research dissemination is well planned process in ) Include
which research findings are exposed to a wider (2 Revise and Include
audience through written and verbal means for () Exclude

appropriate evaluation and inclusion into policy and
healthcare practice to facilitate evidence-based
practice (Wilson et al. 2010).

116) Please comment on the section above (stating why &
concept needs to be modified or excluded).

Please rank the five exemplars of the concept "research dissemination” in the list below. [1st
being the most important and 5th the least important]

1st 2nd 3rd 4th 5th

117) Managing plagiarism O O O O O

118) Research protocol development O O O O O

119) Evidence-based poster O @] 9] O o
development

120} Writing research report O O O Q O

121) Writing a journal articles O O @] )] O

122) Please state any more exemplars that can be added
under the concept

03-01-2018 17:08 www.projectredcap.org hEDcap
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123) Please identify other concepts from the attached list
of concepts that are inter-related with this one
(nursing research).
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ANNEXURE H: THE CONFIRMATION QUESTIONNAIRE

Confidential
Conformation of the Child Health Nurse Practitioner curriculum framework for sub-Saharan Africa

Confirmation of Results from Delphi Survey peetent

Record ID

Please confirm if the curriculum framework represents the findings from the Delphi study that you were part of,

Please state any deviations from the Delphi result.

09-01-2018 09:24 www_projectredcap.org %Encap
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ANNEXURE I: CURRICUL UM FRAMEWORK EVALUAT ION QUESTIONNAIRE

Confidential
EVALUATION OF THE CHILD HEALTH NURSE PRACTITIONER CURRICULLIM FRAMEWORK
e 1 of 1

EVALUATION F THE CHILD HEALTH NURSE PRACTITIONE
CURRICULUM FRAMEWORK FOR SSA

EVALUATION OF THE CHILD HEALTH NURSE [RACTITIONER
CURRICULUM FRAMEWORK FOR SUB-SAHARAN AFRICA

Please rank the Child Health Nurse Practitioner (O Excellent
curriculum framework for its applicability within () Very Good
your institution and country, 0 Good

(O Poor

(O Bad

() Very bad

Please explain your choice above

Can this curriculum framework be adapted for other O Yes
specialty areas in Advanced Practice Nursing? O No

Flease explain your choice above

Please suggest any other way this framework can be
made applicable to your institution and country.

0%-01-2018 0924 www, projectredcap.org ‘hEDcap
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ANNEXURE J: CHILD HEALTH NURSE CURICULUM FRAMEWORK FOR SUB -

CHILD HEAT. TH NURSE PRACTITIONER. CURRICULUM FRAMEWORK FOR SUB-
SAHARAN AFRICA

1.1 INTRODUCTION

Curriculum framework in this study refers to a document that guides any academic or research
mstitution to develop a responsive Advanced Practice Nursing (Child Health Nurse Practitioner)
curriculum within Sub-Saharan Africa. Pennsylvama Department of Education (2017) defined
curriculum framework to include “big 1deas, concepts, competencies, and essential questions aligned
to standards and assessment anchors and, where appropniate, eligible content™. A well-established
principle of the use of a curniculum framework 15 to leave the formulation of the syllabi and lesson
plans for the respective countries, if it is internationally based or for local authorities, if it is national.
This allows for flexibility and innovation at the lower level of the curriculum implementation

(Parsons and Beauchamp 2012).

The Advanced Practice Nursing (Child Health Nurse Practitioner) curniculum framework for sub-
Saharan Africa consists of: current context. educational policy statement, statement of broad learning
objectives, structure of the Child Health Nurse Practitioner programme_ concepts for the Child Health
Nurse Practitioner curriculum, resources required for the implementation of the Child Health Nurse

practitioner programme, and teaching and assessment methods.

1.2 CURRENT CONTEXT

This refers to the socioeconomic setting within which the Advanced Practice Nursing (Child Health

Nurse Practitioner) policy 1s made and the programme implemented (Stabback 2007).

Sub-Saharan Africa 1s culturally diverse. The population of the region 1s 1.033,106,135 1n 2017 wath
a population growth rate of 2.74% per annum. About 43.04% of sub-Saharan African population are
between the ages of 0-14 wyears whereas 51 1% are children less than the age of 19. The majonty
(62.24%) are rural dwellers whale 37.76% (including urban slum dwellers) are in urban settlements.
The under-five mortality rate 1s currently estimated at 81 35 per 1000 live births and the rate of chald
(age 5-14years) deaths per 1000 children living at age 5 15 19.00 in the vear 2016, Neonatal mortality
rate 15 28 32 per 1000 live births The life expectancy from birth was estimated at 39 90 in the year
2015.

The population of sub-Saharan Africa 1s very poor, for mnstance, about 70% of sub-Saharan African

population are living on less than $2 .00 (R 26 40) per day whereas about 48% live on $1 25 (R16.27)

1
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Educational policy 1s influenced by local health needs and international policy. The SDG 3 demands
that preventable deaths to new-borm babies and children under the age of 5 years should be ended
(World Health Orgamization 2016). Countries all over the world are expected to end preventable
deaths with at most 12 neonatal deaths and 25 under-5 deaths per 1000 live births Sustainable
Development Goal 3 also believes that there must be a universal coverage of quality healthcare,
medicine and vaccines, and vital health services at a cost they can afford (World Health Organization
2016) The UN also expects all countries to continually increase the amount of money they input inito
healthcare, increase healthcare workers traiming and development, and promote recruitment and
retention of healthcare in developing countries (World Health Organization 2016).

s The Child Health Nurse Practitioner programme will provide adequate numbers (to be
determined by institutions and governments) of guality trained practitioners who are willing to
provide patient-centered evidence-based healthcare for the rural population of sub-Saharan
Africa.

s The APN (Child Health Nurse Practitioner) will assist countries in sub-Saharan Africa to meet
the sustainable development goal 3 which seeks to “end preventable deaths of new-borns and
children under 3 vears af age,... reduce under-3 mortality to at least as low as 23 per 1,000 live
births” and “Achieve universal health coverage, including financial risk protection, access to
guality essential health-care services and access to sqfe, effective, gquality and agffordable
essential medicines and vaccines for all by 2030".

* The Child Health Nurse Practitioner programme will respond to the healthcare challenges of the
Sub-Saharan Africa: thus, reducing the communicable disease burden, and engaging in early
detection and prevention of childhood illnesses to reduce the rate of admission to the acute care
units.

s The expert team also believes that there must be at least one child health nurse practitioner at
every district hospital and primary health care clinic who is competent in the integrated
management of childhood diseases (IMCI) and resuscitation of babies.

s The practitioner 1s expected to be knowledgeable in management and administration as he/she

will lead primary health care teams.

14 BROAD LEARNING OBJECTIVES AND OUTCOMES

This stipulates what the Advanced Practice Nurse (Child Health Nurse Practitioner) should know and
be able to do when he or she completes the programme (Stabback 2007). The ocutcomes are expressed
in a range of domains, including knowledge, understanding, skills and competencies, values and

attritudes.
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The Child Health Nurse practitioner should be knowledgeable and have competent skills and

attitudes in the following knowledge domains:

1.4.1 Domain A: Nursing Leadership, Management and Administration
The key responsibilities of the APN in their setting is healthcare governance, leadership,
management, advocacy and resource management (South African Nursing Council 2005; Duma et

al. 2012; East er al. 2014; Sastre-Fullana er al. 2014; Academy of Nursing of South Africa 2013).

1.4.2 Domain B: Quality Practice

This domain covers issues of quality in healthcare delivery and continuous professional development.
The Advanced Practice Nurse should be able to identify child healthcare indicators, conduct quality
audits and implement quality improvement practices in order to improve access, safety and
effectiveness of PHC for children in the community they serve (South African Nursing Council 2005;
Reid ef al. 2016).

1.4.3 Domain C: Ethico-legal Practice and Professionalism

This domain covers the ethos of professional practice. It refers to all the legal aspects of the Advanced
Practice Nurse’s practice. It 13 comprised of the boundaries, mles and regulations, and scope of
practice and standards within which the Advanced Practice Nurse must operate.

The APN training must make him or her capable of utilizing ethical theories and principles in
paediatric services, adhere to and enforce staff adherence to all relevant ethical codes of conduct set
by the nursing profession and regulatory body (Madubuko n.d_; INEPEA 2008a; Duma et al. 2012;

Lake 2014). She or he must contribute to the resolution of ethical issues in practice.

1.4.4 Domain D: Education and Research

The CHNP should engage in teaching, mentoring, supervision and coaching, giving feedback into
educational curriculum, provide school and community health education and screening (Madubuko
n.d ; South African Nursing Council 2005; INEPEA 2008b). He or she must be able to teach and

mentor nursing students in clinical practice (Sastre-Fullana et al. 2014)

1.4.5 Domain E: Advanced Child Health Nursing Practice

The Advanced Child health Nurse practitioner (CHNP) iz expected to conduct assessment (history
taking, physical examination, request and interpret laboratory and imaging stodies), diagnose
children_ prescribe treatment (pharmacological and non-pharmacological), admit, discharge or refer

patients and manage cases comprehensively in their practice settings.
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1.4.6 Domain F: Attitudes and Values

The CHINP should engage the community with patient centred care principles. He or she must respect
and value the child and family. The CHNP must understand that the final decision on care lies with
the child and family and respect their decisions after counselling. The CHNP must be culturally
competent and should mostly be able to speak the language of the community served to facilitate

communication, confidentiality and trust.

1.5 STRUCTURE OF THE EDUCATIONAL SYSTEM

This stipulates the general educational system within which the Advanced Practice Nursing
programme will be implemented as outlined in table 1 below. This section of the curmculum
framework specifies the duration of the programme, number of school weeks 1n an academic year,
notional hours and associated credits for the Advanced Practice Nursing (Child health Nurse
practitioner) programme.

Table 1: Structure of the educational system

Variable Description
Level Master's level (SAQA exit level 9)
Ontological Orientation Andragogy and experiential learming approaches
Epistemological orientation [ Concept-based curriculum/learning
Total Credit 360 credits
Number of years 2-years full-time
Number of weeks 40 weeks a year
Number of Hours per week 40 hours a week
Total Clinical Hours 800-1000 hours
Internship One-year post graduation internship

1.6 STRUCTURE OF THE CURRICULUM CONTENT

This section presents the concepts for the Child Health Nurse Practitioner Programme. The concepts
are presented with definition, scope, characteristic features, attributes. exemplars and interrelated
concepts (Table 2). These concepts are organised mto modules with assigned credits as presented in

figure 1 below.
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