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9TH NATIONAL CONFERENCE AND NEONATAL EXPO 

“PURPOSEFUL PASSION” WHAT WE DO TODAY WILL 

MATTER TOMORROW……



Failure to follow policies, negligence, not applying 
evidence and safe practices, and human errors may 
create legal risks for individuals and institutions.
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ICE BREAKER
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DEFINITIONS:

RISKS = “the possibility of something bad happening at some time in the future; a 

situation that could be dangerous or have a bad result.” (oxford dictionary)

Something bad happened            disciplinary hearing / SANC / civil litigation / 

criminal 

Court case relating to civil litigation against one in person/hospital – private or 

public sector

Civil litigation due to professional medical negligence

* the faulty conduct of a medical practitioner or hospital staff whose conduct was 

unlawful and or negligent

* the faulty behaviour of the person/s involved lies in the carelessness, unwise or 

indiscreet behaviour of that Nurse.
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• The question asked to establish blame = how a reasonable competent nurse in that specific branch of 

medicine (NICU) would have acted in the same situation? The answer will depend on the expert 

medical evidence placed before the court or at a disciplinary hearing.

The plaintiff has to show on a balance of probabilities that 

- there was negligence

- he/she (the neonate) has suffered damages

- damages suffered are causally linked to the nursing staff’s negligent conduct
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• Test for medical negligence:

- how would a reasonable competent nurse practitioner in the NICU have acted in a similar situation?

- If a reasonable nurse would have foreseen the likelihood of harm, and

- would have taken steps to guard against its occurrence,

- but the nurse whose conduct is under investigation failed to,

- this conduct would fall below the standard of care expected of a nurse in his/her class.
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Medical negligence in criminal law

• Culpable homicide

• Murder

• Rape

• Indecent assault

• Assault

• Criminal defamation

• Crimen injuria

• Fraud



SANC 8

Code of Ethics:

Such ethical principles 

include, but are not 

limited to the following: 

1. (Social) Justice

2. Non-maleficence

3. Beneficence

4. Veracity

5. Fidelity 

6. Altruism 

7. Autonomy.

8. Caring 



SUB-SAHARAN AFRICA IS THE AREA AND REGIONS OF THE 

CONTINENT OF AFRICA THAT LIE SOUTH OF THE SAHARA.

- IN 2022, NEARLY HALF (47%) OF ALL DEATHS IN CHILDREN 

UNDER 5 YEARS OF AGE OCCURRED IN THE NEWBORN 

PERIOD (THE FIRST 28 DAYS OF LIFE), WHICH IS AMONG THE 

MOST VULNERABLE PERIODS OF LIFE AND REQUIRES 

INTENSIFIED QUALITY INTRAPARTUM AND NEWBORN CARE

-- PREMATURE BIRTH, BIRTH COMPLICATIONS (BIRTH 

ASPHYXIA/TRAUMA), NEONATAL INFECTIONS AND 

CONGENITAL ANOMALIES REMAIN THE LEADING CAUSES OF 

NEONATAL DEATHS.

- CHILDREN WHO DIE WITHIN THE FIRST 28 DAYS OF BIRTH 

SUFFER FROM CONDITIONS AND DISEASES ASSOCIATED 

WITH LACK OF QUALITY CARE AT BIRTH OR SKILLED CARE 

AND TREATMENT IMMEDIATELY AFTER BIRTH AND IN THE 

FIRST DAYS OF LIFE.
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…in 9 months 

54 R/N 

professional 

conduct 

cases



RISKS IN NICU
• Policies and protocol/work 

procedures not followed / out 

dated

• Equipment (faulty/how to 

operate)

• Emergency trolley

• Infection prevention

• Visitors

• Consent/info to parents

• Initiating CPR

• Feedings

• Staff delegation / level of 

experience



13

20. Ms X’S testimony was based on her report and the joint minute she signed with the

defendant’s specialist nurse, Ms Z. The key aspects of her testimony may be

summarised thus: She noted that documentation is an important aspect of nursing. She

confirmed a statement that is used in training nurses and relevant to recording as

follows: ‘If it has not been documented, it has not been done.’ She said that as

nurses, they are trained on the importance of record keeping from the early stages. On

the question of how one determines the intervals of monitoring a patient, she stated that

the process begins by evaluating the patient. She referred to various categories of

vulnerable patients such as neonates, babies born prematurely, the elderly, and patients

in comma. She stated that the needs of the patient determine how often the patient must

be monitored. She stated that with this particular baby monitoring on hourly intervals was

necessary because of the history of extravasation.

Case law 1

du Preez N.O obo B.R.S v MEC for Health, Gauteng (58051/2018) [2024] ZAGPPHC 

109 (12 February 2024)



• 21. With reference to the joint minute[19], she confirmed that she and Ms Z

agreed that the lack of care over a period of ten hours on the night of 20

May through to the morning of 21 May led to the baby’s permanent injuries.

They further agreed that there is no record evidencing any evaluation of

the patient to determine the baby’s needs which would have informed

the staff of the necessary intervals of monitoring. Ms X was cross

examined on the source of authority for her assertion that the baby needed

to be monitored on hourly intervals. She replied that the needs of the patient

determine the frequency of inspection. This issue is not only covered in the

defendant’s own specialist nurse’s report but also by the nurses’ joint minute,

which was not disputed by the defendant. There was no re-examination for

Sister X. The plaintiff closed his case after this witness.
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https://www.saflii.org/za/cases/ZAGPPHC/2024/109.html#_ftn19


du Preez N.O obo B.R.S v MEC for Health, Gauteng (58051/2018) [2024] ZAGPPHC 109 (12 

February 2024)

FLYNOTES: MEDICAL NEGLIGENCE –

– Child injured by intravenous drip 

– Drip site left unchecked for ten hours

– Injuries caused by substandard treatment 

– Standard of care in ten hours was substandard compared to care baby previously received 

– The injuries were caused by defendant’s negligence

- No plan to monitor the infant on a hourly basis.
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CASE LAW 2

N.T.H v MEC for Health, Gauteng Province (57301/15) [2021] ZAGPPHC 208 (8 February 
2021)
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MP AND MP OBO JV AND MEC OF HEALTH GAUTNG
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“Case law 3”



N V MEC FOR HEALTH, GAUTENG (44761/2013) [2015] ZAGPPHC 645 
(8 SEPTEMBER 2015)
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Case law 4



PREMIER OF PROVINCE 
OF KZN AND 
KISHORE SONNY1ST RESPONDENT, 
JAYANTHI DEVI SONNY 2ND RESPONDED
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Case law 5



OUTCOMES OF THE INVESTIGATION INTO ALLEGATIONS AGAINST RAHIMA MOOSA
MOTHER AND CHILD HOSPITAL

(OHSC)
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CONCLUSION
➢ System

➢ Lack of quality of care

➢ Skilled care

➢ 1 RN : 381 Human beings in Gauteng.

➢ Documentation

➢ Scientific Nursing process

➢ Failing to diagnose 

➢ The human factor

➢ Situational stupidity

➢ Cognitive overload

➢ Emotional overload

Risks in a high-tech neonatal environment



SANC; THE PLEDGE

• On 12 May 1820, Florence Nightingale was born in Florence, Italy. Her legacy in not only the science of nursing, but also 

the art and value of nursing as an independent and recognised profession, is still visible today and is globally celebrated on 

International Nurses’ Day (12 May) each year. The original Nightingale Pledge, composed in 1893 by Lystra Gretta is an 

adaptation of the Hippocratic Oath taken by physicians and emphasises the following principles:

• Leading by example

• Faithfulness

• Accountability

• Accuracy

• Responsibility

• Confidentiality

• Devotion

• Quality
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https://en.wikipedia.org/wiki/Nightingale_Pledge


• Any questions?
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