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Welcome to the May 2016 issue, comprising a range of content that includes 
reports, news and Features. The reports and news once again demonstrate 
vibrancy, contributions and accomplishment. As always it is heartening to 
reflect on what we do, and how much we do that is positive. The Features 
cover a range of topics with 3 (John Parker; Christoffel Grobler; Shan Naidoo) translating content 
presented at an event previously reported on (November 2015 issue) i.e. the Public Mental Health 
Forum into articles for publication and ensuring that such presentations find an audience beyond 
those who attended. Likewise the Feature by Gerard Labuschagne which follows a presentation 
at a Forensic Seminar also reported on in an earlier issue (February 2016) – related to threat 
assessment. Finally Helen Clark provides content and comment on a growing phenomenon, the use of 
methylphenidate as a cognitive enhancer.  As an editor one is always very conscious of deadlines….. 
and content. With each issue I am pleasantly surprised at how much there is to publish, yet one 
cannot assume what the next issue will bring and as always I urge readers to consider contributing. 

With this issue I would like to welcome a new member to the advisory board, Zuki Zingela, who in 
keeping with the national representation on the board is the Walter Sisulu University member having 
recently been appointed as Head of Department (as reported in the February 2016 issue). One 
should also note that there will imminently be a departure. Jonathan Burns will be heading for the UK 
and the August 2016 issue will no doubt bring a more formal goodbye. As with the announcement 
of appointments, key departures need to be acknowledged. People do leave and move on but 
all too often their contributions to South African Psychiatry are not formally recorded and in a way 
history is lost. Suffice it to say, Jonathan Burns will be missed not only as an enthusiastic colleague 
and fellow Head of Department but as a respected and accomplished academic both locally and 
internationally. I have no doubt that as a fraternity you will share in my wishing him all the very best 
for his future career and an ongoing relationship with South African Psychiatry. 

Following the publication of the February 2016 issue I was approached by one the Feature authors, 
Melanie Esterhuizen regarding a critical omission. In the editing process the word “not” had somehow 
been omitted from a sentence which clearly changed the meaning…profoundly. The sentence should 
have read… “While the social ills of our country are perpetuated in the main by broken attachments, 
relational trauma, lack of education, poverty and unemployment, the situation is not mitigated by a 
dire shortage of Psychiatrists, Psychologists and Psychiatric Nurses.”  

Christopher Paul Szabo      
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The company is also well established in Namibia and 
has successfully registered various dossiers in the 
Southern African region. 
 
“I am looking forward to shaping the future of our 
company together with an excellent local and global 
team. We have strong brands and technologies, 
leading positions in many healthcare classes in SA 
and with Lupin around the world. Building on this 
foundation, together, we will successfully lead Pharma 
Dynamics into the future,” concludes Roos. 
 
Issued by Meropa Communications (Media Statement  

29 March 2016) on behalf of Pharma Dynamics.  For further 
information contact Brigitte Taim on 082 410 8960 or 
brigittet@meropa.co.za
 

ABOUT PHARMA DYNAMICS

Headquartered in Cape Town, Pharma Dynamics now 
employs more than 160 staff and is among the fastest 
growing top 20 pharmaceutical companies in the 
country. It is also the biggest supplier of cardiovascular 
pharmaceuticals in SA, both in terms of value and 
volume. Its products include central nervous system 
(CNS), gastrointestinal, diabetes, gynaecological and 
men’s health therapies. In 2013, it entered the SA anti-
infective market, supplying IV antibiotics to hospitals. 
The firm’s over-the-counter (OTC) product portfolio 
includes antihistamines, cold & flu medication and 
heartburn treatment, among others.

LEADING GENERICS FIRM PHARMA DYNAMICS - 

APPOINTS NEW CEO

nley, who started Pharma Dynamics in 2001, 
has driven the company’s meteoric rise to 

national recognition and prominence. 
Pharma Dynamics is now SA’s biggest 
distributor of cardiovascular medicine 

and ranks as the third largest generic pharmaceutical 
company in the country. 
 
Following the full purchase of Pharma Dynamics in 
April 2015 by the Lupin Group, India’s third largest 
pharmaceutical company by total sales, Anley will 
step down as CEO at the end of March 2016, but will 
remain a non-executive Director.  
 
Erik Roos, former CEO of Mylan South Africa, will take 
over the reigns as CEO of Pharma Dynamics with 
effect from 1 April 2016. 
 
Commenting on the announcement, Anley says 
Pharma Dynamics is ideally positioned to continue 
the sales momentum into the next phase of its growth. 
 
“The company has an experienced management 
team, an extensive and strong sales force, and an 
enviable brand image and corporate reputation. This, 
combined with what could be the largest product 
pipeline in the industry, will ensure its continued 
success,” says Anley.
 
Roos’ vision for Pharma Dynamics is to sustain 
success and remain the fastest growing generic 
pharmaceutical company in SA by identifying unique 
future product portfolios to bolster established lines, 
tightening distribution and logistics in the face of 
exchange rate challenges and investigating the 
feasibility of establishing local manufacturing and 
packaging facilities. 
 
He aims to break into additional therapeutic 
areas, such as oncology and biosimilars to boost 
Pharma Dynamics’ already strong position in the 
cardiovascular, central nervous system and over-the-
counter categories.

ERIK ROOS 

(new CEO of Pharma Dynamics)

Pharma Dynamics’ founder, Paul Anley, has resigned as  
Chief Executive Officer and has named industry-veteran  
Erik Roos as the company’s new CEO. 

PAUL ANLEY

(outgoing CEO of Pharma Dynamics)

SOUTH AFRICAN PSYCHIATRY ISSUE 7 2016 * 7

ANNOUNCEMENT







10 * SOUTH AFRICAN PSYCHIATRY ISSUE 7 2016

PUBLICATION DETAILS:

PRICE: R 749.95

ISBN: 9780199046324

EXTENT: 944

BINDING: Paperback

SIZE: 240 x 168

PUBLICATION DATE: March 2016

CONTENTS

Part 1:   Conceptualising Psychiatric Disorders

Chapter 1:  A brief history of Psychiatry

Chapter 2:  Classification in Psychiatry

 

Part 2:   Causes Of Psychiatric Disorders

Chapter 3:  Psychiatric Epidemiology and 
Genetics

Chapter 4:  The Neurobiology of Psychiatric

    Disorders

Chapter 5: Psychosocial Determinants of  
    Mental Disorders

Chapter 6:  Culture and Psychiatry

Part 3:   Assessment Of Psychiatric Disorders

Chapter 7:  Clinical Assessment in Psychiatry

Chapter 8:  Person-Centred psychiatry

Chapter 9:  Investigating Psychiatric Disorders

 

Part 4:   Psychiatric Disorders

Chapter 10:  Cognitive Disorders

Chapter 11: Schizophrenia & Other  
    Psychotic Disorders

Chapter 12:  Depressive Disorders

Chapter 13:  Bipolar Disorders

Chapter 14:  Anxiety, Fear and Panic

Chapter 15:  Acute Reactions to Adverse Life

    Events

Chapter 16:  Trauma

Chapter 17:  Obsessive - compulsive and  
    related disorders

Chapter 18:  Somatic symptom and  
    related disorders

Chapter 19:  Dissociative Disorders

Chapter 20:  Alcohol-Related Disorders

Chapter 21:  Other Substance-Related and

    addictive Disorders

Chapter 22:  Eating and Sleep Disorders

Chapter 23:  Disorders of Sexual Function, 
    reference and Identity

Chapter 24:  Personality and Personality Disorders

Chapter 25:  Impulse Control Disorders

 

Part 5:    Special Topics in Psychiatry

Chapter 26:  Women’s Mental Health

Chapter 27:  Child & Adolescent Psychiatry  
    1: Assessment and the young child

Chapter 28:  Child & Adolescent Psychiatry  
    2: The older child and adolescent

Chapter 29: Intellectual Disability

Chapter 30:  Psychogeriatrics

Chapter 31:  Psychiatry and Medicine

Chapter 32:  Neuropsychiatry

Chapter 33:  HIV and Mental Health

Chapter 34:  Suicide and the aggressive patient 

Chapter 35:  Legal and Ethical Aspects of  
    Mental Health

 

Part 6:   Management Of Psychiatric   
    Disorders

Chapter 36:  Pharmacological and other 
    Treatments in Psychiatry

Chapter 37:  Psychological Interventions

Chapter 38:  Social Interventions in Psychiatry

Chapter 39:  Public Mental Health

Chapter 40:  Combating Stigma in psychiatry

TEXTBOOK OF PSYCHIATRY 2E 



SOUTH AFRICAN PSYCHIATRY ISSUE 7 2016 * 11

CONTENT EDITORS:

Jonathan Burns is a professor at the Nelson R 
Mandela School of Medicine, University of KwaZulu-
Natal. 

Louw Roos is a professor and psychiatrist at 
Weskoppies Hospital, Faculty of Health Science, 
University of Pretoria.

BRIEF DESCRIPTION:

The completely revised and updated Textbook 
of Psychiatry for Southern Africa, 2nd Edition is a 
comprehensive but accessible resource covering all 
aspects of psychiatry and mental health in Southern 
Africa. 

The textbook represents the collaboration of 63 
experts in their fields from 10 academic institutions 
as well as the private sector in South Africa from 
disciplines including psychiatry, psychology, 
radiology and pharmacology. 

This 2nd Edition includes sections focusing on 
psychiatric classification and clinical assessment, 
including issues of particular importance such as 
women’s mental health, neuropsychiatry, HIV and 
mental health, addictions, culture and psychiatry, 
public mental health, and stigma. Non-core 
additional information in ‘advanced reading blocks’ 
are aimed at the specialist-level reader. 

Numerous informative case studies to illustrate 
common real-life patient presentations of various 
disorders have been included. 

Updated to reflect the current Mental Health Care 
Act (2002) as well as DSM-5 psychiatric classification, 
the Textbook will be an indispensable resource for 
a wide range of students and professionals working 
within and outside of the mental health field in South 

Africa. 

KEY FEATURES AND BENEFITS:

• Updated with latest DSM-5 

• Frequent case studies that illustrate the 
complexity 
 of disorders and build a practical understanding 
 of mental health care 

• Based on the best current evidence from both 
 research and clinical practice in southern Africa. 

• A glossary of more than 400 terms used in 
 psychiatry and mental health, including local 
 terms common to Southern Africa.

READERSHIP:

The textbook is designed for students and health 
professionals studying and working within Southern 
Africa, including medical students, registrars in 
psychiatry and undergraduate and postgraduate 
students in other health care disciplines including 
Nursing,Psychology, Occupational Therapy, Social 
Work, Pharmacy, Family Medicine and Public Health. 

To order your copy of Textbook of Psychiatry 2e , 
please contact:

Oxford University Press Southern Africa 

PO Box 12119, N1 City, Cape Town 7463 

Tel: (021) 596-2300 | Fax: (021) 596-1222 

E-mail: orders.za@oup.com 

For more information on OUP titles, please visit 
our website at www.oxford.co.za.

Oxford University Press only sends information that 
is of relevance to the addressee. However, if you 
would like to stop receiving e-mail from us,  
please unsubscribe here.

If you would like to join our Higher Education Mailing 

PSYCHIATRY
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DEPARTMENTS OF PSYCHIATRY

APPOINTMENT AS EXTERNAL EXAMINER – 
UNIVERSITY OF BOTSWANA/FACULTY OF MEDICINE
Adj Prof. Ugash Subramaney has been appointed as an external examiner in the 
Department of Psychiatry as of 1st March 2016, effective for 3 years.

LOUIS FRANKLIN FREED PRIZE FOR PSYCHIATRY - 2015:
AWARDED TO DR KERRY LEIGH JURY

As a psychiatrist, sociologist, philosopher, lecturer and author, Louis Franklin Freed had few 
equals.  His versatility, the breadth of his interest and his long list of academic qualifications 
set him apart, in this age of specialisation, as a rare intellect, a creative thinker and a man 
who was deeply involved in his society and its problems. During his long and varied career, 
Dr Freed was associated with all the major South African universities; with the University of 
St Andrews where he graduated in medicine; with Oxford, Cambridge and the Hebrew 
University in Jerusalem in matters concerning criminology and mental health. He was a 
member of the New York Academy of Sciences and the South African Association for the 
Advancement of Science.  He had several fellowships: FRSSAF, FSS, FRAI, FRGS and FRCPsych.  
He was a representative on the executive committees of numerous learned societies and 

institutions.  Dr Freed’s two sons, Edgar David and Alan Harvey, both graduated MBBCh from this Medical School 
in 1961 and 1963 respectively.
 
Dr Freed, who died in December 1981, established a prize in 1959 to be awarded to the most distinguished  
postgraduate student for the Master of Medicine degree in Psychiatry.

Sbrana Psychiatric hospital in Lobatse 

(where the students rotate, and site of examinations)  

Dr Davu , Adj Prof. Subramaney,  Dr Ayuggi

KEVIN BOLON IN MEMORIAM 
The recent passing of Kevin Bolon is noted with sadness and regret. Kevin, a clinical 
psychologist,  was a well - respected clinician and regarded as a leading authority on 
Cognitive Behaviour therapy with a specific expertise in the treatment of Obsessive 
Compulsive Disorder. He was an integral part of the Department’s MMed part I 
Psychology programme where for many years he lectured. He will be missed. Our 
sincere condolences to his family.   



UNIVERSITY OF STELLENBOSCH

DR.BONGA CHILIZA 
PhD DEGREE

He received his PhD degree 
in Psychiatry at the March 
2016 graduation ceremony 
at Stellenbosch University. His 
dissertation titled “A prospective 
study of clinical, biological and 
functional aspects of outcome 
in first-episode psychosis in South 
Africa”, was supervised by Prof. 

Robin Emsley. Dr. Chiliza also received a Leadership 
Award from the Africa Alliance of YMCA for 2015.

PROF. SORAYA SEEDAT 
DISTINGUISHED PROFESSOR

She has been awarded the 
status of Distinguished Professor 
for the period 1 January 2016 
to 31 December 2020.  The 
title of “Distinguished Professor” 
was created at Stellenbosch 
University to recognise the 
very best academics who 
have reached the pinnacle of 
achievement in their university 
careers.

PROF. GERHARD JORDAAN 
PROMOTED

Head of Clinical Unit for  
Adult Psychiatry at Tygerberg 
Hospital. Promoted to the rank 
of Associate Professor. 

PROF. DANA NIEHAUS 
MPhil DEGREE/ 
SUBSPECIALIST REGISTRATION

He recently received his MPhil 
in Old Age Psychiatry and 
has been grandfathered by 
the HPCSA as an Old Age 
Psychiatrist. 

DR. LEIGH VAN DEN HEUVEL 
MRC PhD SCHOLARSHIP

A research psychiatrist, she has 
been awarded an MRC Clinician 
Research Programme PhD 
Scholarship.

MS JANU NOTHLING 
PhD SCHOLARSHIP
A Research psychologist, she has been awarded a 
National Health Scholars Programme PhD scholarship, 
to undertake a PhD in Psychiatry. 

PROFS SORAYA SEEDAT & CHRISTINE 
LOCHNER APPOINTMENT AS MEMBERS

They were appointed as 
members of the Organisation 
for Women in Science 
for the Developing World 
(OWSD) for the South African 
National Chapter. OWSD is 
an international organisation, 
headquartered in Trieste, Italy 
whose central role is to promote 
women’s access to science, 

technology and innovation (STI) thus enhancing 
their greater involvement in the decision-making 
processes for the development of their countries and 
in the international scientific community.

DR. LAILA ASMAL 
DISCOVERY FELLOWSHIP

She has been awarded a 
Discover y  Subspecia l i s t 
Fellowship in 2015 to train 
senior registrar, Dr Mari Retief, 
who is subspecialising in 
Neuropsychiatry. 
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SAEEDA PARUK PhD GRADUATION
RISK FACTORS ASSOCIATED WITH ADOLESCENT ONSET 
PSYCHOSIS IN KWAZULU-NATAL, SOUTH AFRICA.

This PhD study was the first 

prospective study in Africa to 

examine the impact of cannabis 

use and family history of mental 

illness on the clinical features 

of ear ly onset adolescent 

psychosis . F indings suggest 

that socio-cultural factors may 

influence the impact of cannabis 

and genetic vulnerability on clinical presentation in 

adolescents. In addition, the study reported on the  

different motivation and patterns of cannabis use in  

psychotic and non-psychotic mentally ill youth.

USHA CHHAGAN MMed GRADUATION

THE CLINICAL VALUE OF DIAGNOSTIC 

BRAIN COMPUTERISED TOMOGRAPHY 

(CT) IN A GENERAL HOSPITAL 

PSYCHIATRY SERVICE.

LINDOKUHLE THELA MMed GRADUATION

COUNTING THE COST OF 
AFROPHOBIA: POST-MIGRATION 
ADAPTATION AND MENTAL HEALTH 
CHALLENGES OF AFRICAN REFUGEES 
IN SOUTH AFRICA.

VARSHA MAHARAJ MMed GRADUATION

FOOD INSECURITY AND RISK 
OF DEPRESSION AMONG 
REFUGEES AND IMMIGRANTS 
IN SOUTH AFRICA.

NARUSHNI PILLAY MMed GRADUATION

SPIRITUALITY, DEPRESSION AND 
QUALITY OF LIFE IN MEDICAL 
STUDENTS IN KWAZULU-NATAL.

KHATJA JHAZBHAY Master of Philsophy

MASTER OF PHILOSOPHY IN PHILOSOPHY AND ETHICS  

OF MENTAL HEALTH (UP)
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Profs Janus Pretorius (FS), Jonathan Burns (UKZN), Dan Stein (UCT), Solomon Rataemane (SM), Soraya Seedat (US), Louw Roos (UP) and Christopher P.  Szabo (Wits)  

The annual Heads of Departments (HoDs) meeting was held on 19th February 2016. The meeting was hosted by 
Lundbeck and attended by all HoDs except for Dr Zuki Zingela (WSU) who was unfortunately not available. The 
meeting was chaired by Prof. Seedat and a range of issues were discussed that included entry requirements 
into the Part II of the fellowship exam, the role of the College versus universities in monitoring HPCSA research 
requirements for the MMed/specialist registration, the publication South African Psychiatry, harmonization of 
registrar selection criteria and GP prescribing rights for psychotropic agents amongst others. 

 HEADS OF DEPARTMENTS - MEETING
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FEATURE

STIMULANTS
“ Improved Quality of life is a universal endeavour. ”

“ In sports, performance enhancing drugs are banned as they 
give unfair advantage. ”

Helen Clark

AS COGNITIVE ENHANCERS
PERCEPTIONS VERSUS EVIDENCE IN A VERY REAL WORLD 

he use of stimulants as cognitive enhancers 
(CE) by normal healthy individuals (NHI) 
has now become widespread in many 
countries in the world and is definitely 
on the increase in South Africa. This has 

stimulated an emerging ethical debate regarding 
perceptions versus evidence base for their efficacy 
in improving cognitive functions. As a consequence 
of this phenomenon the world’s attention was again 
focused, through an article in Nature 2008. The 
article was an informal survey of 1400 people, from 
60 countries, looking at attitudes to the use of these 
agents as cognitive enhancers amongst NHI, as well 
as patterns of use. The most common reason was 
enhancement of concentration, focus and memory.  
Around half of those who had used the agents for 
nonmedical reasons reported unpleasant side effects. 
However 69% indicated that they would risk mild side 
effects to take such a drug themselves.

When looking at the evidence regarding use, it is 
important to consider the neurochemical aspects 
of normal brain functioning to understand the 
potential impact of these agents in the normal adult 
brain. The rest of this article will focus on the use of 
methylphenidate (MTP) as it is the most common 
agent used in South Africa. As MTP works through 
the dopaminergic (DA) synapse (Figure 1), it is this 
synapse that will be discussed. 

The multifold function of this 
synapse in the normal adult is the 
maintenance of effective levels 
of concentration, decreasing 
distractibility, promoting executive
functioning and establishing of 
working memory (in addition to 
containment of behaviour)
 

In true Attention Deficit Hyperactivity Disorder (ADHD) 
there is a decrease in the amount of DA available in 
the prefrontal cortex, leading to a hypo dopaminergic 
state (Figure 2). 

THIS AFFECTS CONSEQUENTIAL BRAIN 
FUNCTIONING BY DECREASING THE LENGTH 
OF CONCENTRATION SPAN, INCREASING 
DISTRACTIBILITY, AND CAUSING DEFICITS IN 
EXECUTIVE FUNCTIONING AND WORKING 
MEMORY. THIS LEADS TO THE OVERALL 
IMPAIRED LEVEL OF FUNCTIONING IN THE 
ADHD PATIENT.

T
Helen Clark

Figure 1

Figure 2



 

FEATURE
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MTP, which is used for the treatment of ADHD, 
works by binding to, and blocking, the presynaptic 
DA re-uptake receptor leading to an increase in 
the DA in the synapse. This renders the synapse 
‘normodopaminergic’ and normalizes DA transmission 
and cognitive functioning in the ADHD adult  
(Figure 3). In this setting side effects of MTP do occur 
in some patients in the form of:
•  Transitional symptom of stomachache, nausea, 
 headaches and dizziness.
• Appetite suppression
• Insomnia
• Mood changes
• Affective blunting
• Caution has to be exercised with use in underlying
 cardiac conditions and epilepsy

The effect of MTP in the normal adult brain is to 
create a hyperdopaminergic state (Figure 4). The 
‘suggested’ consequence of this is one of improving 
the abovementioned cognitive functions beyond the 
normal level. This effect is commonly used by young 
adult tertiary students who use CE to enhance learning.

EVIDENCE BASE FOR EFFICACY IN NORMAL 
HEALTHY INDIVIDUALS

The efficacy of MTP in cognitive enhancement in 
NHI has a limited evidence base and has yielded 
inconclusive results:
• Mixed and ambiguous results on concentration, 
 as well as working memory, executive functioning,

 improved self-regulation and cognitive control
• More predominant (though still limited) positive
 results on long term declarative memory  
• Some benefits may relate to real improvement in 
 the presence of undiagnosed ADHD.
• The hyperdopaminergic state (by interaction 
 other areas of the brain such as reward centres 
 may produce euphoria which may present as 
 improved cognitive functioning through increased 
 motivation, level of interest and levels of frustration)

RISKS FOR HARM
 
The potential risks for harm in the hyperdopaminergic 
state are, to a large degree, more suggestions than 
facts supported by evidence and include: 
• The above listed side effects of MTP
• Euphoria which leads to a potential for 
 dependence and abuse. While MTP is not a 
 strongly and sustained drug of abuse, there is the
 potential for MTP to act as a gateway drug to the
 use of other illegal substances, which would
 provide a more potent state of euphoria.
• The evidence has shown that that there is a risk of
 worsening cognitive performance through 
 decreased cognitive flexibility, rigidity, blunting and 
 increased response to distractions – particularly in 
 the higher functioning individual.
• Use of MTP is not ’prescribed’ for NHI and therefore 
 its use with specific conditions (actual or potential)
 is not identified as risky and not monitored for. 
 These conditions would include sleep disorders,
 suicidality, depression, bipolar disorder, anxiety
 disorders and psychotic disorders. As the use of
 these agents is not monitored the interaction with
 other medications may not be considered.
• The long term risks of this use are at this stage 
 unknown.

CONFOUNDING RESEARCH ISSUES

There are a number of concerns around the above 
limited evidence base which should be considered 
when interpreting efficacy data:
• The current focus in research has been 
 predominately on prevalence of use, and
 individual perceptions of efficacy rather than 
 absolute evidence of efficacy.
• There are relatively few studies.
•  Studies are very small, making it difficult to interpret 
 small degrees of improved efficacy.
• Studies all focus on specific performance in novel
 specific cognitive tasks.
• Efficacy has been shown in restricted laboratory
 settings and cannot necessarily be generalized to
 the real life setting.
• Data is limited to the healthy student population 
 only.
• Many null results may not be published, giving a 
 relative false impression of enhancement.
• Assessment of improved learning capacity is   

FIgure 3

FIgure 4
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 limited by the fact that multiple factors contribute
 to learning
• Responses appear to occur in certain individuals
 – lower ability, personality, COMT met allele status
 and weight. Dosages used may also vary response
 and side effect profile
• The impact of euphoria on interest and motivation
 needs to be further assessed
• The urgent need for further research is 
 counteracted by the fact that pharmaceutical  
 companies are unlikely to fund non disorder based
 research.

PERCEPTIONS OF EFFICACY AND SAFETY

In addition to the evidence based arguments for, 
and against, nonmedical use, the other important 
determinant of use is perception of potential efficacy 
and risk of harm by users. This is where much of the 
research has been done. The most common beliefs 
are that MTP use in the NHI would enable the user to:
•  Improve focus and concentration
• Stay awake and alert
• Facilitate studying
• Improve organization
• Improve cognitive ability
• Deal with urgent pressure to study for multiple
 exams
• Improve retention of information before exams
• Assist focus on the exam itself
• Improve academic performance

The research considers the difference between 
attitudes of those who use versus non users, i.e. 
who will use it? Users will rationalize use with respect 
to individual benefits, the ability to improve their 

own circumstances as well as the right to exercise 
autonomy over their own lives. Non users are aware 
of, and affected, by the safety and ethical factors. 
They see the use of MTP as a form of cognitive 
enhancement which may give unfair advantage to 
those taking it.

ETHICAL ISSUES

Thus we arrive at the crux of this ethical issue, which 
considers evidence versus perception as guidelines 
for use in normal individuals. The reader now has to 
consider their own ethical standpoint with respect 
to being an individual as well as a physician/mental 
health professional in society.

The ethical dilemma was essentially well outlined 
in individual quotes from the article in Nature 2008 
mentioned earlier:

“I WOULDN’T USE COGNITIVE ENHANCING 
DRUGS BECAUSE I THINK IT WOULD BE 
DISHONEST TO MYSELF AND ALL THE PEOPLE 
WHO LOOK TO ME AS A ROLE MODEL “   
                                                       26-35 years old from 

Nigeria

“ AS A PROFESSIONAL IT IS MY DUTY TO 
USE MY RESOURCES TO THE GREATEST 
BENEFIT OF HUMANITY.  IF ENHANCERS CAN 
CONTRIBUTE TO THIS HUMANE SERVICE, IT 
IS MY DUTY TO USE THEM “ 

                                               66 or older from the 
United States
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ETHICAL ISSUES - THE INDIVIDUAL IN SOCIETY
  
• Is the knowledge of efficacy, safety concerns
 and long term effects in NHI adequate to INFORM
 decisions and is the individual adequately
 informed?

• Where and how is the individual getting the  
 CE, given that its use is currently illegal for use in 
 nonmedical conditions? 

• Should you use CE to enhance your weaknesses
 or should you accept that the disparity is part of 
 the human condition?

• Should the individual not have the autonomy and
 individual right to choose optimal achievement
 and the ‘good life’ versus the retention of honesty
 and authenticity?

• Is it fair to enhance cognitive function above that
 of nonusers in the academic setting? Is it a form of 
 cheating ? Does it prejudice against students who
 do not have access to these agents?

• Is competition leading to coercion to use CE?

ETHICAL ISSUES: THE PHYSICIAN IN SOCIETY

Physicians have to involve themselves at another level 
in the ethical debate as they are the ‘prescribers’. 
As a new physician it is mandatory to take the 
Hippocratic Oath. The section of the oath that is 
of particular importance to the subject under 
discussion is:

“… I WILL USE MY POWER TO HELP THE SICK 
TO THE BEST OF MY ABILITY I WILL ABSTAIN 
FROM HARMING OR WRONGDOING ANY 
MAN BY IT…”

• What is the role of the physician - Beneficence 
 and Non Maleficence or the aim to help a person
 to achieve an optimal Good Quality of Life?

• Are physicians optimally informed of efficacy and
 safety concerns,  and does this knowledge
 influence their practice?

• How does the patient’s perception of efficacy
 affect physician decisions? 

“ I’VE USED IT AND IT WORKS. ”

• Does the physician not have the right to consider
 individual cases on their own merits?

• As scientists working according to an evidence 
 base, do we, as physicians, know the impact on  
 future brain development and the emergent state 
 of the synapses when exposed to a frequent 
 hyperdopaminergic state ?

CONCLUSION

The use of CE in normal healthy individuals clearly 
presents major ethical issues, the answers to which lie 
with individuals who consider their use.

It is suggested that readers consider the following 
questions to place their opinions within the ethical 
debate:

• Would the use of CE make achievement a 
 product of science or of human endeavour?

• Is enhancement against nature?

• What would you consider to be the long term
 risks of using CE?

• What is your argument concerning doping 
 in sport to enhance physical performance  
 versus the use of CE to enhance cognitive  
 performance?

• If in an active role as student, would you use a CE 
 and how would you feel about a fellow student 
 using one? 



ore than 1 million South Africans between 
the ages of 20 and 50 are affected by adult 
attention-deficit hyperactivity disorder 
(ADHD), says a new study by Dr Renata 

Schoeman, psychiatrist and University of Stellenbosch 
Business School (USB) top MBA student for 2015. For 
her MBA thesis, she looked at establishing the current 
situation in South Africa focusing specifically on the 
psychiatric management and funding for treatment 
of adult ADHD in the private sector. 
 

DR SCHOEMAN SAYS: “RECOGNITION 
OF ADULT ADHD AS A CHRONIC 
DISORDER IN NEED OF TREATMENT, IS 
CRUCIAL. YET, ADULTS WITH ADHD, EVEN 
THOSE WITHIN THE PRIVATE HEALTH 
CARE SYSTEM, HAVE LIMITED ACCESS 
TO CARE. THIS IS BECAUSE MEDICAL 
SCHEMES THAT COVER CHILDHOOD 
ADHD OFTEN DO NOT PROVIDE 
BENEFITS OR TREATMENT FOR ADULTS. 
PATIENTS STRUGGLE TO AFFORD 
PRIVATE TREATMENT, OVER AND ABOVE 
THE COST OF THEIR MONTHLY MEDICAL 
CONTRIBUTIONS AND FOR THE MOST 
PART, THE DISORDER IS LEFT UNTREATED.
 
“It is a costly, chronic disorder, with significant impact 
on the quality of life of patients and their families.  
The costs (direct, indirect, and intangible) are 
substantial, with disability adjusted life years 
calculated at 424/100 000, a substantial decrease in 
work performance.”
 
Her study identified the lack of knowledge and 
financial support for ADHD as the main barriers to 
accessing treatment and diagnosis of the disorder 
and she has proposed a new funding model for 
private health care as possible solution. 

“Adults with ADHD continue to be faced by scepticism 
from those around them, fuelled by persistent and 
sceptically uninformed media-driven perceptions that 
ADHD is not a real disorder with real consequences 
and costs,” says Dr Schoeman. 

M
If left untreated or 
misdiagnosed, the 
consequences of 
adult ADHD can be 
detrimental to the 
long-term health of 
those affected. 

“Many adults with 
ADHD go untreated 
for the majority of their 
lives.  This can lead to 
significant increases 
in the risk for other 

psychiatric conditions 
such as anxiety and mood disorder as well as 
substance abuse. In the work environment their poor 
time management, goal setting, stress management 
and organisational skills can have a considerable 
impact on their employers.” 
 
ADHD is characterised by severe and impaired 
levels of inattention, hyperactivity and impulsivity. 
As a developmental disorder, symptoms 
are already evident in childhood. 
Although some children 
appear to ‘outgrow’ their 
ADHD, it is more a case of 
some becoming more 
skilled in managing 
t h e  s y m p t o m s 
and, as adults, 
c o m p e n s a t i n g 
for their ADHD-
related impairment 
through lifestyle 
and career choices. 

According to Dr 
Schoeman adults 
suffering from ADHD are 
often viewed by their 
peers and family members 
as good starters but bad 
finishers, poor listeners, bad 
organisers, inconsistent performers, 
distractible, absent-minded and impatient.  

ADULT ADHD
A ‘CHRONIC DISORDER’, REVEALS RESEARCH 
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“Individuals With ADHD Are Often Highly 

Intelligent, Very Creative With Lateral And 

Analytical Thinking - Yet They Often Lead 

A Life Of Underachievement And Perpetual 

Failure, Manifested As Poor Academic And 

Work Performance, Interpersonal Conf lict, 

Marital Disorder And Experience Of Financial 

Difficulties,” She Says.

“These negative experiences can lead to the 
development of destructive, negative thoughts 
and beliefs that further decrease motivation and 
performance and increase avoidance behaviour 
and emotional problems.”

Stimulant medications are considered first-line 
treatment but many adults prefer not to take 
medication due to the stigma attached to the 
diagnosis and treatment. However, medication is 
not the only option. Cognitive behavioural therapy 
targets the destructive thought patterns and beliefs 

and associated emotions that contribute to the 

negative behaviour. 

Many students and professional adults misuse the 
medication to improve concentration without having 
been diagnosed with ADHD. “This is irresponsible and 
potentially risky,” warns Dr Schoeman.

HER STUDY INCLUDED AN ANALYSIS 
OF ONE OF THE LARGEST MEDICAL 
SCHEME ADMINISTRATORS IN TERMS 
OF MEDICAL, PHARMACEUTICAL AND 
CLAIMS DATA FOR THE TREATMENT OF 
ADHD OVER A TWO-YEAR PERIOD. 
IT ALSO INCLUDED A SURVEY WITH 
PSYCHIATRISTS IN PRIVATE PRACTICE 
WHO MANAGE ADULT ADHD. 
QUALITATIVE ANALYSIS FROM IN-
DEPTH INTERVIEWS WITH KEY OPINION 
LEADERS ON THEIR EXPERIENCES IN 
WORKING WITH ADULT ADHD PATIENTS, 
WERE ALSO USED.

Her funding model proposal - developed in 
confidence for the private health administrator 
involved in her research - will greatly assist 
in understanding the long-term needs, improvement 
of access to diagnosis and treatment of adults 
with ADHD.

ISSUED BY: DKC (DE KOCK COMMUNICATIONS) FOR UNIVERSITY OF STELLENBOSCH BUSINESS SCHOOL
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 ne new case of dementia occurs every 
three seconds worldwide.  58% of the 
world’s dementia population resides 
in lower-middle income countries and 
this figure is projected to increase to  

68% by 2050. Social, health and economic  
implications of a growing burden of dementia 
demand investment in preventative strategies in an 
increasingly greying world. 
 
Research findings suggest that a cure for Alzheimer’s 
Disease (AD) remains elusive despite several ongoing 
studies and current evidence suggests that the 
most promising avenue to stem the effects of AD is 
disease postponement. Sachdev explained that by 
delaying AD onset by two years its prevalence can 
be decreased by >20% and delaying it by five years 
can halve its prevalence.

With >50% of dementias due to AD and up to 20% due 
to vascular causes, Sachdev explored preventative 
strategies ranging from population level interventions 
to individual level risk modification.

He proposed the following population level 
intervention strategies: moderate alcohol use in the 
community, reduce rates of head injury and promote 
active rehabilitation following brain trauma, reduce 
sports-related brain trauma (football codes, boxing), 
prevent stroke and prevent HIV infection. Increasing 
brain reserve, improving nutrition and reducing 
vascular risk factors were important strategies that 
individuals could invest in to reduce their risk and 
postpone disease with ideal mental activity being 
identified as having three key ingredients: cognitive, 
physical and social stimulation. 

Sachdev’s talk ended with a list of practical 
interventions with “no side effects and good health 
outcomes”. The public lecture was complemented 
by a seminar the following day, which covered recent 
advances in the classification, aetiology and treatment  
of dementias.   

Perminder Sachdev is Scientia Professor of 
Neuropsychiatry, Co-Director of the Centre for Healthy 
Brain Ageing (CHeBA) in the School of Psychiatry, UNSW 
Medicine, University of New South Wales, Sydney and 
Clinical Director of the Neuropsychiatric Institute (NPI) 
at the Prince of Wales Hospital, Sydney, Australia.

He is the former President of the International 
Neuropsychiatric Association and executive member 
of the International Society for Vascular Cognitive and 
Behavioural Disorders. 

He was awarded the Member of the Order of Australia 
(AM) for service to medical research in the field of 
neuropsychiatry in 2011 and made a Distinguished 
International Fellow of the American Psychiatric 
Association in 2013. With over 500 peer-reviewed 
journal papers, 5 books and a number of other 
book chapters, he has broad research interests, with 
a major focus on dementia and cognitive ageing, 
drug-induced movement disorders, neuroimaging 
and brain stimulation. 

Sachdev’s comprehensive review of worldwide 
research trends and their clinical relevance, enriched 
by his experience in several major population-based 
studies on dementia, made for a clinically rewarding 
and academically stimulating morning for clinicians, 
academics and healthcare providers who attended.

Executive member of the International Society for Vascular Cognitive and 
Behavioural Disorders, Professor Perminder Sachdev delivered a public 
lecture on “Can dementia be prevented? Examining the Evidence” at 
UKZN’s Medical School.

UKZN’S PSYCHIATRY HOSTS 
AUSTRALIAN SCIENTIA 
PROFESSOR SACHDEV 

REPORT

O
Suvira Ramlall

Prof JK Burns-Head of Psychiatry-UKZN; Prof Perminder Sachdev; Dr Jagdeep 
Sachdev (psychiatrist), Dr Suvira Ramlall-Clinical Head of Psychiatry-King 
Dinuzulu Hospital Complex

Suvira Ramlall is a psychiatrist and Clinical Head of psychiatry-King Dinuzulu Hospital Complex. 

Correspondence: Ramlalls4@ukzn.ac.za 
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he purpose of this article is to provide a brief 
overview of current and future trends with 
regard to workplace functional impairment 
assessment in order to provide South African 
psychiatrists with a sense of what the 

developments in this field of practise are.

First, reference will be made to the South African 
Society of Psychiatrists (SASOP) Guidelines to the 
Management of Disability Claims on Psychiatric 
Grounds  published in 2001.2 Thereafter  research 
with regard to the benefits of work will be reviewed 
in conjunction with issuing of sickness certificates 
and legislation governing return to work. Lastly the 
American Medical Association’s (AMA) Guides to the 
Evaluation of Work Ability and Return to Work3 as well 
as the latest Guides to the Evaluation of Permanent 
Impairment4 will be elaborated upon. 

SASOP GUIDELINES TO THE MANAGEMENT OF 
DISABILITY CLAIMS ON PSYCHIATRIC GROUNDS 

The first draft of these guidelines was published in 
1996 after the need for a standardised approach 
to the assessment for medical disability of patients 
with psychiatric disorders was identified.5 The second 
edition was published in 2012 and these guidelines 
were based on the 5th edition of the AMA Guides to 
the Evaluation of Permanent Impairment.6

The SASOP Guidelines2 set out criteria for assessing 
psychiatric disorders, the degree of impairment, 
whether a disorder could be regarded as permanent 
or not and a suggested psychiatric report format. The 
guidelines also included a discussion of psychiatric 
disorders commonly leading to disability claims. 

IT IS IMPORTANT THAT PSYCHIATRISTS 
UNDERSTAND THE DIFFERENCE BETWEEN 
IMPAIRMENT AND DISABILITY.

Impairment refers the 
a l terat ion of  nor mal 
functional capacity due to 
a disease, and is assessed by 
medical means. Impairment 
assessment thus entails making 
a diagnosis and exhausting 
treatment options before 
determining on medical 
grounds which functions the 
person is still able to do and 

which not.

Disability is the alteration of capability to meet the 
personal, social or occupational demands due 
to impairment, and is assessed by non-medical 
means. To assess disability, the extent of the person’s 
impairment needs to be judged in conjunction with 
their job description, policy disability clause conditions 
and personal factors such as education experience. 

Hence disability assessment is a legal and not a 
medical decision, taken by a panel of experts 
including a medical advisor, a legal advisor and a 
claims consultant. The psychiatrist is therefore usually 
in no position to express an opinion on disability. 

Although the psychiatrist may be fully informed on 
the medical condition, information is usually lacking 
on the patient’s working history, previous occupations, 
qualifications, experience, the relevant job description 
applicable and the policy conditions. 
 
An impairment can only be considered to be 
permanent if: 7

• Optimal treatment for a reasonable period has 
 been administered. 
• Treatment has followed known principles of 
 evidence-based medicine. 
• The natural course of the illness is known to lead  
 to deterioration and continued impairment. 

PSYCHIATRIC 
IMPAIRMENT ASSESSMENT
Psychiatrists are from time to time expected to conduct disability and 
impairment assessments. These assessments may include an assessment 
of the worker’s functioning, alleged impairment, risk, capacity to work 
and return-to-work determination. Employers and other third parties e.g. 
the insurance industry subsequently make disability determinations 
based on these assessments. 1

Christoffel Grobler

T
Christoffel Grobler
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• The claimant has complied with treatment and  
 has displayed motivation to improve. 

SICK LEAVE, THE BENEFITS OF WORK AND 
SOUTH AFRICAN LEGISLATION

There is a growing body of research demonstrating 
the detrimental effects on health and wellbeing 
following prolonged certified work absence.8 Doctors 
need to be aware of their role in managing problems 
associated with sickness certification considering 
present day findings about the benefits of work. 9

Many doctors, including psychiatrists, appear 
unaware of the potential harm that medically 
excused prolonged time off work can cause.10 

Recovery is often faster and more successful if people 
can do some work while recovering.8 

Longitudinal studies have revealed that once a 
person commences on certified work absence, they 
commonly start down a slippery slope that leads to 
long term worklessness as work absence tends to 
perpetuate itself. 11 The longer someone is off work, 
the less likely they become ever to return i.e.  if the 
person is off work for: 
• 20 days the chance of ever getting back to work 
 is 70% 
• 45 days the chance of ever getting back to work 
 is 50% 
• 70 days the chance of ever getting back to work 
 is 35% 
 
According to the AMA Guides, 50% of people out of 
work for eight weeks will not return to work and 85% 
of people out of work for six months or more will never 
return to work on a sustained basis. 3

The effects of work absence, according to Dunstan, 
includes a progressive deterioration in physical and 
psychological health, a six fold increase in the rate 
of suicide, interpersonal relationship problems, loss 
of identity and self worth, financial hardship and a 
general erosion of quality of life. 12 

Waddel and Burton’s review found unemployment to 
be associated with the following:9 
• Increased rates of overall mortality and specifically 
 increased mortality from cardiovascular disease 
 and suicide 
• Poorer general health 
• Poorer physical health
• Lung cancer and susceptibility to respiratory 
 infections 
• Poorer mental health and psychological well being 
• Somatic complaints 
• Long standing illness 
• Disability 
• Higher rates of medical consultation, medication 
 consumption and hospital admission. 

In a sense, one could equate long-term worklessness 
to a slow and painful death. 

The terms sickness certificate, medical certificate 
and illness certificate are used interchangeably 
in literature. According to Dunstan12 a sickness 
certificate creates a link between work and health 
and functions as the entry and exit gate to health 
related income support. 

The Basic Conditions of Employment Act13 defines a 
medical certificate as a certificate produced by the 
employee, on request by the employer stating that 
the employee was unable to work for the duration 
of the employee’s absence on account of sickness 
or injury.  

The medical certificate must be issued and signed by; 

1. A medical practitioner 
2. Any other person who is certified to diagnose and 
 treat patients and
 3. Who is registered with a professional council 
 established by an Act of Parliament 
 
Once a person is booked off on sick leave, it could 
in some cases lead to temporary impairment which 
would mean that the person is unable to work for 
a period of time, usually in the region of three to six 
months.  It is usually around this time that insurance 
cover will become an issue if the person or his/
her employer has taken out insurance for such an 
eventuality. 

The treating psychiatrist may then be called upon to 
submit reports to the insurance industry and therefore 
need to be familiar with the legislation governing 
such situations, as well as be proficient in the ability 
to objectively assess work ability and impairment.

The psychiatric profession in South Africa should, in the 
view of the author, be familiar with the Employment 
Equity Act, 55 of 1998 (EEA)14 in particular and realise 
that, once a person has become unable to continue 
working on grounds of mental illness, this person in 
effect is suffering from a disability as defined by the 
EEA and hence enjoys some level of protection in 
accordance with this Act. 

In the definitions section of the EEA,14  “designated 
groups” means black people, women and people 
with disabilities and “people with disabilities” means 
people who have a long- term or recurring physical 
or mental impairment which substantially limits 
their prospects of entry into, or advancement in, 
employment. Reasonable accommodation is defined 
as “any modification or adjustment to a job or to the 
working environment that will enable a person from 
a designated group to have access to or participate 
or advance in employment”. 
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Section 6.9 of the Code of Good Practise15 may 
include but not be limited to:
• Adapting existing facilities to make them 
 accessible; 
• Adapting existing equipment or acquiring new 
• Equipment including computer hardware and
 software; 
• Re-organizing workstations; 
• Changing training and assessment materials and
 systems; 
• Restructuring jobs so that non-essential functions 
 are re- assigned; 
• Adjusting working time and leave; and 
• Providing specialized supervision, training and 
 support in the workplace. 
 
In practice this may mean a phased return to work, 
workplace modifications, altered or reduced hours or 
amended or light duties.

ASSESSING WORK ABILITY AND IMPAIRMENT

If a patient had been booked of for an extended 
period of time, the treating psychiatrist may be called 
upon to assess the ability of the person to return to 
work i.e. their work ability. The AMA’s Guides to the 
Evaluation of Work Ability and Return to Work provide 
a guide to assessments of this nature.3 In accordance 
with these guidelines “the AMA encourages physicians 
everywhere to advise their patients to return to work 
at the earliest date compatible with health and 
safety and recognize that physicians can, through 
their care, facilitate patients’ return to work.”

While psychiatrists are well trained in diagnosis and 
treatment, few, if any, ever received training in how to 
evaluate their patient’s work ability. Three issues are to 
be considered when considering return to work and 
work restrictions: risk, capacity and tolerance. 

Risk refers to the chance of harm to the patient, co-
workers or the general public, if the patient engages 
in specific work activities. Capacity refers to concepts 
such as strength, flexibility and endurance and is 
measurable with a fair degree of scientific precision. 
Tolerance however, is a psychological concept. It 
refers to the patient’s ability to tolerate sustained 
work or activity at a given level. The patient may have 
the ability to do a certain task but not the ability to 
do it comfortably. Thus, tolerance is not scientifically 
measurable or verifiable. 

In Chapter 2 of the EEA, under Section 6, Prohibition 
of unfair discrimination, it is stated: 

NO PERSON MAY UNFAIRLY DISCRIMINATE, 
DIRECTLY OR INDIRECTLY, AGAINST 
AN EMPLOYEE, IN ANY EMPLOYMENT 
POLICY OR PRACTICE, ON ONE OR MORE 
GROUNDS, INCLUDING RACE, GENDER, 
SEX, PREGNANCY, MARITAL STATUS, 
FAMILY RESPONSIBILITY, ETHNIC OR SOCIAL 
ORIGIN, COLOUR, SEXUAL ORIENTATION, 
AGE, DISABILITY, RELIGION, HIV STATUS, 
CONSCIENCE, BELIEF, POLITICAL OPINION, 
CULTURE, LANGUAGE AND BIRTH. 
 
And in Chapter 3, Section 13: Duties of designated 
employers;

EVERY DESIGNATED EMPLOYER MUST, IN 
ORDER TO ACHIEVE EMPLOYMENT EQUITY, 
IMPLEMENT AFFIRMATIVE ACTION MEASURES 
FOR PEOPLE FROM DESIGNATED GROUPS IN 
TERMS OF THIS ACT. 

Affirmative Action Measures in this regard means 
according to Section 15.2(c) “making reasonable 
accommodation for people from designated groups 
in order to ensure that they enjoy equal opportunities 
and are equitably represented in the workforce of a 
designated employer”.
 
In the Code of Good Practice: Key Aspects on 
the Employment of People with Disabilities15 of the 
Employment Equity Act people are considered as 
persons with disabilities who satisfy all the criteria in 
the definition: 

i. Having a physical or mental impairment; 
ii. Which is long term or recurring; and which 
 substantially limits their prospects of entry into, 
 or advancement in employment. 
 Reasonable accommodation according to 

‘MENTAL’ IMPAIRMENT MEANS 

A CLINICALLY RECOGNIZED 

CONDITION OR ILLNESS THAT AFFECTS 

A PERSON’S THOUGHT PROCESSES, 

JUDGMENT OR EMOTIONS.
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Work ability may be evaluated in the following manner:
1.  What is the job in question? 
1.1. Job description 
1.2. Collateral from employer 
2.  What is the patient’s medical problem? 
2.1. Objective signs and symptoms 
2.2. Improvable with treatment? 
2.3. Temporary or permanent? 
3.  Significant risk of harm? 
3.1. Consider work restrictions (what the patient 
  should not do) 
4.  Is the patient physically able to do the job?
4.1. Consider ability, not symptoms 
4.2. If yes, consider tolerance 
5.  If the patient has the ability to do the work task 
  at acceptable risk, and wants to work, certify  
  that he/she is medically able. 
6.  If the patient has the ability to do the work 
  task at acceptable risk, and does not like doing 
  the job based on tolerance (e.g. fatigue or poor 
  concentration) consider; 
6.1. Is there severe objective pathology present 
  and the doctor agrees that work-based 
  problems are likely due to tolerance? 
6.2. If Yes: State that “work problems are present 
  on the basis of believable symptoms and severe 
  objective pathology” but certify that the patient 
  may work despite the symptoms if he/she 
  so wishes. 
6.3. If No: certify that the patient may work but that  
  he/she describes symptoms at a certain level of 
  work activity. 
6.4. This scenario represents a “medically 
  unanswerable question” and should be labelled 
  as such by physicians. 
7.  The decision whether to work or not to work 
  despite symptoms is ultimately the patient’s and 
  not the doctor’s. 
 
In terms of mental illness there are some real 
challenges with regard to assessing work ability 
and return to work e.g. the diagnosis is based on a 
collection of symptoms, there are no objective findings 
on physical examination or routine laboratory tests to 
document the presence of any given condition and/
or its severity and assessment is still mostly dependent 
on the subjective reporting of the patient. 
 

FURTHERMORE, THE PSYCHIATRIST 
NEEDS TO KEEP IN MIND THAT A 
DIAGNOSIS REVEALS LITTLE ABOUT THE 
DEGREE OF IMPAIRMENT. 

Determining whether a person with a given diagnosis can 
work or not is dependent on the severity of the existing 
impairment (symptoms) and the risk, capacity and 
tolerance associated with the condition. Typically the 
mental health problems are not work prohibitive if activities 
of daily living (ADL’s) are not substantially impaired.
 

Capacity issues, when it comes to mental illness, 
include difficulties with attention, concentration 
and judgement that could stem from the underlying 
mental condition and/or the additional effects of 
medication used to treat the condition. Problems in 
these areas may impair work- performance and work 
safety (risk). 
 
Motivation remains an important factor determining 
who tolerates (chooses to work) and who does not 
tolerate (chooses not to work) work. Interpersonal 
conflict with supervisors and co-workers can 
contribute to depression and anxiety but are not 
in themselves reasons to certify work absence for a 
mental disorder. 

Occupational therapists remains grossly underutilised 
in terms of their expertise and knowledge when it 
comes to assessing mentally ill patients’ functional 
capacity.  They are also underutilised specifically 
regarding the return to work process where they can 
have a major impact.

A “FUNCTIONAL CAPACITY ASSESSMENT” 
(FCA) IS A METHOD COMMONLY USED IN 
PRACTICE FOR ASSESSING THE RESIDUAL 
CAPACITY OF THE INJURED WORKER FOR 
RETURN TO WORK. 

The work rehabilitation process usually involves an 
assessment of the match between the demands 
of the worker’s job or workplace and the residual 
functional capacity of the worker, the results of which 
then guide interventions to address any mismatch.16

Vocational rehabilitation (VR) is a process whereby 
those disadvantaged by illness or disability can be 
enabled to access, maintain or return to employment, 
or other useful occupation.17

 
The Return-to-Work Process can be summarized in the 
following steps:18 
1.  Precipitation event. 
2.  The workers current ability to work is assessed  
  with regard to three dimensions: 
2.1. Functional capacity (what can he or she do 
  today?) 
2.2. Functional impairment or limitations (what can 
  he/she not do now that he/she would normally 
  be able to do?) 
2.3. Medical based restrictions (what he/she should 
  not do lest specific medical harm occur) 
3.  Assess demands of usual job and availability 
  of temporary alternative tasks and compare 
  with worker’s current functional capacity, 
  limitations and medical restrictions. 
4.  Identify actions necessary to resolve the 
  situation in order for the worker to return to  
  his/her job. 
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AMA GUIDES TO THE EVALUATION OF 
PERMANENT IMPAIRMENT (6TH ED.) 
 
The 2001 SASOP Guidelines2 were based on the 
5th edition of the AMA Guides to the Evaluation 
of Permanent Impairment.6 In the 6th edition of 
the AMA Guides to the Evaluation of Permanent 
Impairment4, there is a paradigm shift adopting a 
contemporary model of disablement: it is simplified, 
functionally based and internally consistent. Also, it 
uses the terminology and conceptual framework 
of disablement of the International Classification 
of Functioning, Disability and Health19 (ICF), a World 
Health Organization document. 

The newest edition of the AMA Guides to the 
Evaluation of Permanent Impairment aims to be 
more diagnosis and evidence-based and attempts 
to optimize inter-rater and intra-rater reliability. Rating 
percentages are functionally based. It stresses 
conceptual and methodological congruity within 
and between organ system ratings and it has as 
primary purpose the rating of impairment to assist 
adjudicators and others in determining the financial 
compensation to be awarded to individuals who, as 
a result of illness or injury, have suffered measurable 
physical and/or psychological loss. 
 

THE NEW GUIDE DEFINES IMPAIRMENT 
AS A SIGNIFICANT LOSS OF BODY 
STRUCTURE OR FUNCTION IN AN 
INDIVIDUAL WITH A HEALTH CONDITION 
AND DISABILITY AS ACTIVITY LIMITATION 
AND PARTICIPATION RESTRICTION AN 
INDIVIDUAL WITH A HEALTH CONDITION. 

As end objective it has an impairment rating, which 
is a consensus-derived percentage estimate loss of 
activity reflecting severity for a health condition, and 
the degree of associated limitations in terms of ADL’s, 
thus enabling the physician to render a quantitative 
estimate of losses to the individual as a result of his/
her health condition. 
 
The relationship however, between impairment 
and disability remains complex and difficult, if not 
impossible, to predict. In some conditions there is a 
strong association between level of injury and the 
degree of functional loss expected in a patient’s 
activity for example mobility and ADL’s. 

But the same level of injury is in no way predictive 
of an affected individual’s ability to participate in 
major life functions (including work) when appropriate 
motivation, technology and accommodations are 
available. Disability may be influenced by physical, 
psychological and psychosocial factors that can 
change over time. 
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The two terms maximum medical improvement and 
permanency are used synonymously. Maximum 
medical improvement (MMI) refers to a status where 
the patient is as good as they are going to be from 
available medical treatment.  Further recovery or 
deterioration is not anticipated or recovery has 
reached as stage where symptoms are expected to 
remain stable for the foreseeable future. Permanency 
is defined as the condition whereby impairment 
becomes static or well stabilized and is not likely to 
remit in the future despite medical treatment. 

Chapter 14 in the AMA Guides to the Evaluation 
of Permanent Impairment is entitled, “Mental and 
Behavioural Disorders”. The goal of this chapter is to 
provide ratings for permanent impairment related to 
mental and behavioural disorders.

Impairment rating in this chapter is limited to mood 
disorders, anxiety disorders and psychotic disorders. 
Excluded are personality disorders, substance use 
disorders, somatic symptom disorders, dissociative 
disorders, psychosexual disorders and intellectual 
disability.  Also excluded from this chapter but dealt 
with in chapter 13 on the Central and Peripheral 
Nervous System are, dementia, psychiatric 
manifestations of traumatic brain injury and sleep 
disorders. 

IN ASSESSING IMPAIRMENT FOR A MENTAL 
DISORDER, THE FIRST CRITICAL STEP IS TO 
MAKE A DEFINITIVE DIAGNOSIS BASED ON 
THE DSM. THE PRESENCE OF A DIAGNOSIS 
DOES NOT NECESSARILY SUGGEST THE 
PATIENT IS IMPAIRED. 

Despite the wide range and availability of 
psychological tests and ratings scales, the patient 
interview, review of records and mental status 
examination remain the foundation for evaluation of 
the patient and determining impairment rating. 

After assessing a patient, the impairment rating is 
referred to as the “Mental and Behavioural Disorder 
impairment rating” or “M&BD” impairment rating. This 
particular impairment rating is based on three scales 
namely the Brief Psychiatric Rating Scale (BPRS), the 
Global Assessment of Function Scale (GAF) and the 
Psychiatric Impairment Rating Scale (PIRS). 
 
Any psychiatrist performing an Independent Medical 
Examination (IME) is expected to have a neutral, 
unbiased position with regard to the patient therefore 
the treating psychiatrists should avoid serving as an IME 
examiner for legal purposes on behalf of their patient. 
 
Christoffel Grobler is specialist psychiatrist and Clinical Head, Elizabeth Donkin Hospital, Port Elizabeth; an Associate Professor, 

Walter Sisulu University, School of Health Sciences and a Research Associate, Nelson Mandela Metropolitan University, School of 

Health Sciences. References are available from the author. Correspondence: dr.stof@mweb.co.za 

Examiners always need to be aware of the possibility 
of deception or symptom exaggeration when 
assessing either return to work or impairment. It 
occurs along a spectrum; from embellishment to 
exaggeration to outright fabrication. Clues as to 
malingering can be obtained from variations in 
histories by previous clinicians, collateral information 
and psychological testing. 

Deception is usually suspected when an individual’s 
symptoms are vague, ill defined, overdramatized, 
inconsistent and not in conformity with known signs 
and symptoms. The use of the term malingering 
should be used with caution as it can polarize case 
analysis or may lead to personal attacks on the 
examiner. It is clinically still accurate and less likely to 
create disputes by using phrases such as symptom 
exaggeration or magnification. 

CONCLUSION 

THE BEST AVAILABLE EVIDENCE IS CLEAR, 
WORK IS GENERALLY GOOD FOR PEOPLE, 

AND WORK ABSENCE IS NOT. 
WE THEREFORE NEED TO CHANGE HOW 
WE THINK ABOUT HEALTH AND WORK. 

Long term work absence and work disability may not 
seem like life and death matters but we now know 
that they are associated with a range of poor health 
outcomes including increased mortality rates.18 There 
is thus an urgent need for adoption of a “Disability 
Prevention Approach” by psychiatrists when sick 
leave is granted for more than four weeks. 

Recommendations for South African psychiatrists 
include:
1. Adopt a disability prevention model. 
2. Increase awareness of how rarely disability is 
 medically required. 
3. Stop assuming that absence from work is medically 
 required and that only correct medical diagnosis 
 and treatment can reduce disability. 
4. Understand the urgency:  Prolonged time away 
 from work is harmful! 
5. Address behavioural and circumstantial realities 
 that create and prolong work disability. 
6. Effectively address psychiatric conditions. 
7. Act with a long-term view and manage patients’ 
 expectations. 
8. Engage the help of occupational therapists earl 
  in the process. 
9. Engage the patient in a return-to-work program  
 the moment the patient is booked off for more
 than four weeks.
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SASOP NORTHERN GAUTENG SUBGROUP 
- COGNITIVE DYSFUNCTION IN BIPOLAR DISORDER (BD)

n the 25th  February 2016, the South African 
Society of Psychiatrists (SASOP) Northern 
Gauteng Subgroup hosted a CME event 
at Zest Bistro in Pretoria (sponsored by 

Sanofi CNS). Dr Franco Colin did a presentation 
on Cognitive Dysfunction 
in Bipolar Disorder (BD). 
He explained that the 
cognitive dysfunction seen 
in patients with BD is a very 
complex phenomenon 
and many questions 
remain unanswered. His 
presentation did however 
provide some clarity about 
certain aspects of the 
cognitive deficits in BD. 

COGNITIVE DYSFUNCTION CAN BE 
PRESENT IN ALL PHASES OF BD, EVEN IN 
CLINICALLY STABLE PATIENTS AND EARLY 
IN THE COURSE OF THE ILLNESS. SEVERAL 
META-ANALYSES HAVE SHOWN THAT 
EVEN IN EUTHYMIC INDIVIDUALS THERE 
REMAINS STATISTICALLY SIGNIFICANT 
DEFICITS COMPARED WITH HEALTHY 
CONTROLS, ON A WIDE RANGE OF 
MEASURES. COGNITIVE DYSFUNCTION 
IS A MAJOR CONTRIBUTOR TO POORER 
FUNCTIONAL OUTCOMES AND 
DISABILITY IN PATIENTS WITH BD. 

Cognitive domains that are most commonly affected 
are verbal memory, sustained attention and semantic 
fluency. There is no consistent evidence that cognitive 
dysfunction in BD has a progressively deteriorating 
course. Only verbal recall has been shown to have 
a progressive course that is not explained by clinical 
or treatment variables. The clinical course of BD did 
not influence the course of cognitive dysfunction. 
There is some evidence available for more cognitive 
dysfunction in patients with BD-I and with a history of 
psychosis, but the role of antipsychotic medication 
is unclear. 

The causes of cognitive dysfunction in BD are 
multifactorial. Genetic studies have been inconclusive. 
Some possible contributing factors that need further 

REPORT

Carla Kotzé

investigation includes: the course of the illness, age 
of onset and duration of illness, psychotic symptoms, 
exposure to antipsychotics, medication side-effects, 
alcohol dependence, herpes simplex virus type 1, 
neuro-inflammation, history of obstetric complications 
and premorbid cognitive reserve. Pharmacological 
treatments can improve cognition when psychotic 
and mood symptoms improve, but it can also have 
cognitive side effects, especially when combining 
medication. 

Lamotrigine has the fewest cognitive side effects and 
can even improve sustained attention, verbal fluency, 
and concentration. Carbamazepine and SSRIs also 
have good side effect profiles in terms of cognitive 
effects. Lithium and divalproex have been observed 
to cause psychomotor slowing and memory 
impairment, together with some other cognitive 
dysfunctions. The atypical antipsychotics have been 
associated with poorer executive functioning in 
patients with BD, but quetiapine and olanzapine, 
when used as monotherapy, have some positive 
data. In patients with frequent relapses, long-acting 
injectable risperidone can reduce the risk of relapse 
and improve cognitive function. 

Topiramate, tricyclic antidepressants, benzodiazepines 
and polypharmacy should be avoided at all cost in 
this group of patients. There are some early studies 
that show promising effects of cognitive remediation 
programs, especially when combined with other 
treatments. For the pharmacological management 
of cognitive dysfunction in BD, there is very little 
consistent evidence for any medication. 

WITH LITTLE EVIDENCE REGARDING 
THE COGNITIVE EFFECTS OF DIFFERENT 
DRUGS, PREVENTATIVE MEASURES 
BECOME EVEN MORE IMPORTANT. 

This can include: protecting or increasing cognitive 
reserve, increased physical activity and exercise 
programs, healthy diet, adherence to medication 
and psychoeducation to prevent recurrences. 

An excellent paper for further reading was suggested: 
The neurocognitive profile of mood disorders - a 
review of the evidence and methodological issues 
by Porter RJ, Robinsons IJ, Malhi GS, Gallagher P, 
published in Bipolar Disord. 2015 Dec: 17 Suppl 2:21-40. 

O

Franco Colin

Dr Carla Kotzé Is a psychiatrist at Weskoppies Hospital and jointly appointed in the Department of Psychiatry, Faculty of  
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his has not been very high on the 
Government’s agenda and less so in the 
private sector. Government also tends 
to under resource public mental health 
activities (which include community 

psychiatry, occupational therapy and clinical 
psychologists).  

As professionals one can make a difference as 
regards these challenges to the mental health of the 
public. This can be done by taking a leadership role 
in any of the capacities that one works in. Leadership 
is a learnt behaviour. There are tools too that can be 
applied in implementing leadership skills. 

Exploring the concept of leadership and what makes 
a good leader there are important traits i.e. having 
shared vision, compassion, humility, and the ability to 
inspire - amongst others. 

LEADERSHIP AND MANAGEMENT

Leadership should be differentiated from 
management. Management is regarded as more of 
the technical skills that relate to management such 
as how to plan, organise, activate and control. 

On managers and leaders the following is germane: 

“A manager is a leader by virtue of his or her 
appointment to a particular position in an 
organization. The use of force or power is a necessary 
component of getting things done. However a 
leader is a manager by virtue of particular personal 
characteristics which inspire people to achieve goals 
without the need for any coercion.” 

In essence “ leaders lead people (through a  common 
vision) and managers manage things (through  
business plans)”.  However they are often inter-related. 

“Leading means enabling others to face challenges 
and achieve results under complex conditions”, and 

“Managing means organising 
the internal parts of the 
organization to implement 
systems and coordinate 
resources to produce reliable 
performance.”

The issue of change of mindset 
is critical:

“ the new leadership will not be provided for by a 
‘take charge’ mentality but will emerge from the 
capacity that lies within each and every person. It 
will be leadership that does not have to presume to 
have all the answers, but one that seeks to empower 
others.” 

“One needs to shift perspectives from Individual 
heroics to collaboration. From despair and cynicism 
to hope and responsibility. From blaming others to 
taking responsibility. From scattered , disconnected 
activities to purposeful interconnected activities.
From self absorption to generosity and concern for 
the common good.” 

PERSONAL VALUES AND HOW THEY RELATE TO 
BEING A LEADER 

Integrity and Commitment: 
People respect leaders for their ethics and personal 
commitment.

Respect and Trust: 
Respecting others means being willing to listen to 
their points of view. Respect builds trust and trust is 
the foundation of good relationships. This takes time.

Courage to take risks: 
Set an example by taking calculated risks.

Continuous learning: 
Good leaders are open to learning to inspire others 
to do the same.

LEADERSHIP &
FEATURE

Public mental health as a priority within the psychiatric agenda is, from 
the perspective of a public health medicine specialist,  long overdue 
given that a significant contributor to the Burden Of Disease (BOD) in 
South Africa relates to mental ill health.

Shan Naidoo

Shan Naidoo

T
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People are drawn to leaders because of who they are 
and the way they relate to others. They help people 
think bigger than they have before. They encourage 
individuals to take on challenges that they may not 
have thought that they could, and they support 
people in their efforts to forge ahead.

“ If you look to lead, invest at least 40 percent of your 
time managing your ethics, character, principles, 
purpose, motivation and conduct.”

APPLYING LEADERSHIP AND MANAGEMENT 
PRACTICES

To improve your abilities to lead as well as manage for 
results you need to:

• Empower yourself and others to face challenges

• Link leading and managing to positive outcomes

• Strengthen your leading and managing practices

• Become skilled in using the leading and managing  
 practices and integrating them into your daily work.

Leadership tools include: identify needs and 
priorities; adopting best practices; identifying staff 
capacities and constraints; knowing  yourself and 
your staff – values, strengths & weakness; articulating 
mission and strategy;  identifying critical challenges; 
linking goals with strategy; determining key priorities  
– amongst others.

Managing tools include: planning; setting short term  
goals and performance objectives; developing 

multi-year and annual plans; allocating adequate 
resources (money, people, material); anticipating and 
reducing risks; organizing; aligning staff capacities 
with planned activities – amongst others.  

FACING CHALLENGES AS A TEAM

Leading means helping people identify and face 
challenges. Facing a challenge is fundamentally 
different from solving a problem. A challenge is stated 
as follows: “ How can we achieve the result we want 
to achieve in the face of the obstacles we have to 
overcome?” Framing the challenge is what you need 
to learn about.

INSPIRING THE TEAM

Show appreciation regularly to individuals and the 
team for their hard work. Acknowledge the challenges 
they face. Praise them whenever their work is well 
done, even if it is not a major milestone. Thank them 
for their commitment and their daily efforts. Recognise 
them for their accomplishments and show how their 
work has made a difference.

CONCLUSION
The foundation of a proposed leadership model 
is  technical ability (being a public mental health 
specialist and having/learning the appropriate 
management skill). Over and above that is to earn the 
trust of your team by being honest and transparent. 
However, the crowning glory is to have emotional 
intelligence (EI). Simply put if you cannot manage 
your own emotions you cannot manage others. 
Through empathy you will generate loyalty. Ultimately 
your main job is to inspire the people around you, 
daily, every day, all the time.

Shan Naidoo is an adjunct professor and Head, Department of Community Health, School of Public Health, University of the 

Witwatersrand, Johannesburg. References are available from the author. Correspondence: shan.naidoo@wits.ac.za 



THE NEED
It is my experience that most 
companies, and professionals 
working on their own, are 
unsure of how to handle 
communicated threats. Many 
tend to ignore the problem 
hoping that it will just go away. 
Indeed sometimes the threat 
does go away, but often 
the person on the receiving 
end feels as though the 
organisation did not support 
him/her, and until it ‘goes’ away the person lives in 
an unproductive state of anxiety and fear. Telling a 
victim of a stalker that the stalker is not a physical 
danger, usually does little to reduce the anxiety that 
person experiences when further communications 
are received. Furthermore, since threat is dynamic, 
a person whose level of threat has decreased can 
increase at a later stage. Without knowing what to 
look for, an individual or organisation may realize 
too late that action needs to be taken. In other 
circumstances persons go overboard and take 
extreme steps, which may be unnecessary, and can 
actually lead to violence in a person who might not 
have been at the point of committing violence, or 
engage in expensive options such as increased close 
protection services for an extended period of time. 
A professional threat assessment and management 
intervention not only lets the person receiving the 
threat feel more secure and informed, it can actively 
help avoid the violence, and save money in respect 
of unnecessary security measures and possible legal 
consequences if violence does occur. 

RELATIONSHIP TO EXISTING 
PHYSICAL SECURITY  

While physical protection is an essential component 
of safeguarding against violence, such services tend 
to be a last resort and often define the line where 
violence will occur, if not used in conjunction with 
a threat assessment and management process. For 
example, having a security control point may just 
serve to be the point where the offender initiates his 
violent act, it doesn’t necessarily prevent it. When 

iolence risk assessments are often done 
in clinical or legal settings, for example in 
cases of parole reviews, or in mental health 
settings, and tend to be a scheduled 

task. They are often conducted in more controlled 
circumstances. In contrast, threat assessment aims to 
interrupt people on a pathway to commit “predatory 
or instrumental violence,” the type of behaviour 
associated with targeted attacks, therefore a threat 
assessment is initiated as a result of the actions of the 
threatener, in other words it is a response to something 
that has happened. 

Hence, threat assessment is usually taking place 
in more urgent circumstances, and is aimed at 
mitigating something that has already started, to the 
benefit of all those involved. 

Threat management, which follows a thorough 
threat assessment, is the process of determining 
which strategies will best counter or reduce threats 
of violence; stalking, bullying or harassment; and 
cases of persistent and vexatious complaints so as to 
prevent further or escalating harm. 

The core strategies of threat assessment and 
management enhance personal safety, manage fear, 
restore productivity and promote well-being. 

THREAT ASSESSMENT & MANAGEMENT
IS AN ONGOING PROCESS. A PERSON 
WHO IS LOW RISK TODAY CAN BECOME 
A HIGH RISK TOMORROW. ANY THREAT 
ASSESSMENT AND MANAGEMENT 
PROCESS  SHOULD H IGHL IGHT 
POTENTIAL WARNING SIGNS THAT 
COULD INDICATE THAT THE LEVEL OF 
THREAT IS CHANGING, AND THAT A 
FURTHER REVIEW IS NECESSARY. IF YOU 
HAVE EVER RECEIVED A ‘YES’ OR ‘NO’ 
ANSWER IN RESPECT TO THE QUESTION 
IF A PERSON OR THREAT IS A RISK/
DANGER, THEN YOU HAVE NOT HAD A 
PROPER THREAT ASSESSMENT OPINION.
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THREAT ASSESSMENT
Threat assessment involves three functions: identify, assess, and manage. 
Threat assessment is different from the more established practice of 
violence-risk assessment, which attempts to predict an individual’s 
capacity to generally react to situations violently. 

Gerard Labuschagne



when attempting to open a case in a police station 
is “But he hasn’t done anything yet.” 

LEGAL ISSUES

For those of us who employ staff, the Occupational 
Health and Safety Act (No.85 of 1993) states that an 
employer has certain duties towards their employees. 
These duties include providing and maintaining a 
working environment that is safe and without risk 
to the health of its employees. Duties also include 
taking reasonable steps to eliminate or mitigate any 
hazard or potential hazard to the safety of health of 
employees, before resorting to personal protective 
equipment. While this indeed includes PPE such as 
safety hats, steel-tipped boots, and latex gloves, 
most employers don’t think of a safe environment 
in respect of threats. The spirit of this Act can be 
interpreted to include the psychological and physical 
safety of employees in respect of violence and 
threats of violence. Employers case face civil actions 
from employees who are injured in the workplace. 

WORKPLACE VIOLENCE

Wherever there are people, there will be conflict. 
Workplace violence is now recognised as a 

specific category of violent crime that requires a 
clear and specific response from employers and 
law enforcement. While incidents of murder in the 
workplace often take precedence in the media, 
the reality is that the majority of workplace violence 
incidents that employers have to deal with are 
assaults, domestic violence, stalking, verbal or written 
threats, harassment, and verbal and emotional 
abuse.  Such threats may be from known persons or 
anonymously, each requiring a unique approach. 
The extreme violent acts like assaults and murders 
occur on a continuum, and don’t occur without  
any forewarning. 

Hence all forms of threats in a workplace must 
be heeded and assessed to some degree. All 
communicated threats or strange communications 
should be initially taken seriously and be professionally 
assessed, because the instigator may well act 
subsequent to his or her threat.

FEATURE
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physical protection is combined with a proper threat 
assessment, it can help determine if there is a need to 
increase physical security measures, and for how long, 
thus reducing costs involved. Even the most protected 
person in the world, the president of the USA,  
has a threat assessment capacity within his  
protective structures. 

A proper threat assessment also helps prevent 
overreacting to threats that are low level. Proper 
management helps reduce the threat level. The 
overall goal is to bring peace of mind to the person 
or organization who is the focus of the threat, 
and reduce unnecessary expenditure in respect 
of protective services. Threat assessment and 
management is therefore an adjunct to physical 
security and the concepts work hand in hand. 

EXPERTISE

Threat assessment is a specific field of expertise. 
There are professional bodies dedicated to threat 
assessment and academic journals with a sole 
focus on threat assessment. Additionally there is 
a growing body of research and tools to support 
decision making in threat assessments. The mere 
fact that a person was in law enforcement or is a 

qualified mental health expert, does not mean 
that they are experts in threat assessment. Threat 
assessment requires specific training and supervision 
before a person can be deemed to be an expert in 
the field of threat assessment. Obviously if a person 
has a law enforcement background or a mental 
health background, their background brings certain 
advantages to them once they are trained in threat 
assessment. 

Typically in-house security experts in companies 
employ people who are ex-law enforcement to deal 
with their security needs. While these persons are 
often highly experienced in the area of policing and 
security, they rarely have professional training and 
experience in assessing threats of violence. 

Police are often unsure how to deal with threats, 
especially ones that appear vague in nature, as is 
often the case in stalking matters. A typical response 

CONFLICT IS A NATURAL PART OF HUMAN INTERACTION. WHILE MOST CONFLICT 
WILL BE RESOLVED BY THE PARTIES INVOLVED, OR DEFUSE NATURALLY, SOME 

CONFLICT CAN LEAD TO LONG TERM PSYCHOLOGICAL AND PHYSICAL HARM, 
TO THOSE DIRECTLY AND INDIRECTLY INVOLVED. THE WORKPLACE IS NO 

EXCEPTION TO THIS RULE. PEOPLE SPEND THE MAJORITY OF THEIR WAKING DAY 
IN THE WORKPLACE. SOMETIMES, THE NATURE OF A PERSON’S EMPLOYMENT 

INCREASES THE RISK THAT THREATS CAN BE MADE, FOR EXAMPLE, THOSE 
WORKING IN CUSTOMER SERVICES, HUMAN RESOURCES, ETHICS OFFICERS, 

MENTAL HEALTH EXPERTS OR MEMBERS OF THE LEGAL PROFESSION. 
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EXAMPLES: 

• A frustrated patient swears and threatens you or 
 your employees in your practice.

• An employee receives inappropriate sexual emails
 from a co-worker

• An employee receives text messages of a sexual 
 or violent nature from an anonymous person

• A manager receives a posted letter or email 
 from a known or anonymous person making  
 explicit threats

• An employee’s ex-husband threatens to kill her, he 
 makes this threat at her place of work or threatens 
 to come to her work to kill her

• A scholar submits an essay in which he expresses  
  desire to kill people

• The CEO of a company receives bizarre letters or 
 emails with an unclear purpose

• One employee threatens another during an 
 argument. 

• A passenger in an airplane becomes unruly
• A potentially suicidal employee makes threats to 
 harm themselves or others

• A recently discharged employee makes threats 
 before or after their involuntary discharge or 
 retrenchment

• An employee is facing a disciplinary hearing and 
 employees involved are concerned about certain 
 threats the employee has made

Workplace violence or threats can be spontaneous, 
such as a customer who perceives he/she is receiving 
poor service, and they can be more planned, as in 
a person who intentionally, with forethought sends 
threats to a person. Many things are considered 
workplace violence, and it is much wider spread that 
most would think.  Workplace and Campus/School 
Violence is any act in which a person is abused, 
threatened, intimidated or assaulted in his or her 
employment or place of study.

EXAMPLES OF WORKPLACE AND CAMPUS/
SCHOOL VIOLENCE INCLUDE:

• threatening behaviour – such as shaking fists, 
 destroying property or throwing objects.

• verbal or written threats – any expression to inflict 
 harm regardless of whether there is intent to 
 commit a violent act.

• harassment – any behaviour that demeans, 
 embarrasses, humiliates, annoys, alarms or 
 verbally abuses a person and that is known or 
 would be expected to be unwelcome. This 
 includes words, gestures, intimidation, bullying, 
 or other inappropriate activities. This includes 
 inappropriate sexual verbalisations, emails, text 
 messages and the like. 

• verbal abuse – swearing, insults or condescending 
 language.

• physical attacks – hitting, shoving, pushing or 
 kicking.

CONCLUSION

Persons who feel safe in their work environment will 
be more productive. By acting proactively when 
employees are feeling threatened, before any 
violence takes place, employees experience a 
positive attitude towards their employer, whom they 
perceive as caring about their wellbeing. Identifying 
warning signs for potential violence allows for steps 
to avoid such violence taking place. However, 
training and experience is required to effectively 
and responsibly assess and determine the possible 
outcome. Employers have a responsibility to provide 
a safe workplace for their employees and visitors. They 
need to be aware of the indicators of threatening or 
disturbing behaviour. 

With this knowledge they will be better equipped to 
be able to respond to conduct that may adversely 
affect the safety of employees or the company. If 
employees are in a state of fear and anxiety then they 
aren’t productive in the workplace. If they don’t feel 
as though the employer takes their safety seriously, 
then it is highly likely they will seek employment 
elsewhere. 





he annual College of Psychiatrists’ registrar 
workshop was held at the Elangeni Hotel in 
Durban from the 4th – 6th February. The event 
was supported by Servier Laboratories, with 
Elma Du Plessis (Strategic Co-ordinator)  and 

Judith Herald (Group Product Manager) on site. Aside 
from providing funding Servier Laboratories undertook 
all of the logistical arrangements that contributed to 
the success of the event. Traditionally the event also 
serves as a forum for College Council to meet. This 
event was no exception and a number of related 
activities took place. 

These included a Portfolio of Learning (PoL) workshop, 
a Council meeting as well as a workshop related to 
the FCPsych Part I. The Portfolio of Learning workshop 
involved review of the existing PoL with discussion 
and recommendations for revision related to various 
components i.e. psychotherapy(Ugash Subramaney),
clinical rotations (Bernard Janse van Rensburg), 
forensic and neuropsychiatry (Mo Nagdee), 
community psychiatry (Pete Milligan), child and 
adolescent psychiatry (Lynda Albertyn) and geriatric 
psychiatry (Christa Kruger). 

There was also a discussion related to the research 
component (Christopher P. Szabo). The FCPsych 
Part I task team (Mo Nagdee, Pete Milligan, Suvira 
Ramlall, Christa Kruger, Soraya Seedat and Ugash 
Subramaney) reviewed related issues with discussion 
of proposed interventions and refinements. 

The registrar workshop comprised both examination 
technique content (Suvira Ramlall, Soraya Seedat, Liezl 
Koen and Mo Nagdee) as well as lectures on a range 
of topics i.e. eating disorders (Christopher P. Szabo), 
geriatric psychiatry (Carla Kotze), Substance – related 
and addiction disorders (Lize Weich), neuropsychiatry 
(Laila Asmal), women’s mental health (Nadira 
Khamker), genetics (Louw Roos) and personality 
disorders (Zuki Zingela). The registrar workshop was 
attended by 44 registrars from universities across 
the country who intend entering the FCPsych 
part II exams in either the first or 2nd semester of 2016. 

Feedback
Anonymous, structured 
feedback was very positive 
with all registrars mostly 
responding “agree” or 
“strongly agree” that all 
lectures had met their 
expectations, with speakers 
having presented clearly 
and logically, that content 
was relevant for the FCPsych II exams and that the 
presentation had challenged how they thought about 
the exams as well as  produced new information. 

An unsolicited comment was received from one of 
the attendees: 
I attended the Registrar Workshop in Durban over the 
weekend. This was the first time I had attended such 
a workshop and I would like to extend my sincerest 
thank you and gratitude for the two days spent with 
the consultants from the various institutions.I am 
deeply grateful for all the hard work that went into 
making this weekend a thoroughly enjoyable and 
informative one. 

I GAINED VALUABLE DIRECTION FOR 
BOTH MY STUDYING AS WELL AS MY 
EXAMINATION TECHNIQUE. ALL THE 
SPEAKERS ENHANCED MY KNOWLEDGE 
OF THE VARIOUS TOPICS BUT ALSO 
PROVIDED ME WITH MOTIVATION AND 
A SENSE OF BELIEF IN MYSELF. 

And for this I am particularly grateful.On a personal 
note I am an advocate for inspiring young minds, 
whether medical students, registrars, or even 
specialists, through quality teaching and valuable 
research. I particularly enjoy  being involved with 
case presentations and teaching ward rounds, as 
well as, dipping my hands into my own research (in 
the form of the MMed). And so, I would really like to 
acknowledge how important this teaching was to me.

R E G I S T R A R 
College of Psychiatrists Registrar Workshop/Council meeting, 
Durban,  4th – 6th February 2016

WORKSHOP
T
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ith these words, published in an 
article in the Daily Maverick on 19 
November 2015,  David Bilchitz and 
Faraaz Mohamed clearly set out the 
dire situation faced by individuals 

living with mental illness and/or intellectual disability 
in our country today. The picture they paint is not 
simply one of a lack of funding (less than 5% of the 
national health budget is spent on mental health) 
but also one of systemic neglect, stigma, ignorance 
and discrimination resulting in marginalisation and 
abuse.  If, as mental health care practitioners, we are 
truly committed to the well-being of those we treat, 
we cannot limit our role to the clinical space, where 
we too easily hide behind the veil of confidentiality. 
The time is well-nigh for us to stand up, and to help 
our patients to stand up and to challenge the status 
quo, for if we do not do so we will simply be allowing 
this situation to persist - a situation that is at least as 
oppressive as the illnesses we take on.

In developing its Mental Health Policy and Service 
Guidance Package (2003), which is aimed at 
addressing the Mental Health Gap in developing 
nations, the World Health Organisation clearly 
recognises this as a problem internationally and thus 
included an entire section on advocacy as one of 
11 key interventions.  In it, advocacy is described as 
follows: “The concept of mental health advocacy 
has been developed to promote the human rights 
of persons with mental disorders and to reduce 
stigma and discrimination. It consists of various 
actions aimed at changing the major structural and 
attitudinal barriers to achieving positive mental health 
outcomes in populations.” It describes advocacy as 
including all of the following actions: awareness-
raising; information; education; training; mutual help; 
counselling; mediating; defending and denouncing.
It is also important to consider advocacy as a 
component of all rehabilitation work, as rehabilitation 
without advocacy too easily reinforces the idea 

that it is only the person 
with mental illness who 
must adjust. This implies, 
of course, that either 
the social environment 
is blameless (playing 
neatly to accusations 
of  ant ipsychiat r i s t s , 
who would have it 
that we are agents of 
social conformity), or, 
as fr ighteningly, that 
this society, with all its 

problems, simply cannot be changed – either way, 
the message portrayed would be one of profound 
disempowerment. 

A useful way to think about advocacy and how it 
fits into our work, is to consider it on three levels: the 
level of broader society, the level of social systems of 
organisation and the individual level.

SOCIETY

At the social level, what is immediately striking is the 
staggering gap between the prevalence of mental 
illness and the services available to treat it, commonly 
referred to as the Treatment Gap. In a functioning 
democracy, this must point to at least one of three 
factors, a lack of awareness of the prevalence 
and significance of mental disorders, or a denial of 
the extent, severity and impact of the problem or 
simply stigma. The most likely scenario, of course is 
that it is a combination of these that is in play, with 
an interaction between them. As the South African 
Stress and Health (SASH) study showed, in 2003, the 
lifetime prevalence for common mental disorders 
alone, was in excess of 30% and yet only 25,2% of 
those with a mental disorder had sought treatment in 
the past year, with 5,7% gaining access to any form of 
mental health service. Although these figures are now 

ADVOCACY 
“It is not an exaggeration to state that the marginalisation and 
dehumanisation of people with psychosocial disabilities, represents one 
of the most widespread forms of discrimination still prevalent in South 
African institutional frameworks, policies, behaviours, attitudes and, 
perhaps most of all in, our inaction.”

John Parker

W

AND REHABILITATION
IN SOUTH AFRICAN MENTAL HEALTH CARE

John Parker



somewhat dated, there is no evidence to suggest 
that the situation has improved in any way, with what 
little development there has been hardly keeping 
up with population growth and an epidemic of 
amphetamine abuse likely to have further increased 
prevalence.
There is thus a clear need for all of us, involved 
in mental health care, to draw on the evidence 
that exists, to speak loudly and repeatedly, using 
whatever platforms we can, about how prevalent 
and damaging mental disorders are in our society. 
It is also critical that we bring to the fore the positive 
stories about recovery from mental illness, for as we 
know, it is far too tempting to resort to denial and 
helplessness when confronted by bad news alone. 
This is particularly important for those who suffer from 
illness and do not seek 
help, because for many, 
as it was with HIV before 
treatment became 
available, the fantasy is 
that disclosure will only 
lead to stigma, rather 
than to a chance of 
improvement.    

A second key aspect of 
our society that needs 
consideration relates 
to the poverty and 
inequality that remains 
so prevalent. Recent 
research, in particular 
that carried out by Crick 
Lund and colleagues, 
has shown a strong 
association between 
mental ill-health and 
poverty, with evidence 
clearly in support of a 
bidirectional relationship between poverty alleviation 
and improved mental health. There is also global 
evidence showing a relationship between income 
inequality and the prevalence of mental disorders, a 
worrying statistic indeed in one of the most unequal 
societies on earth.

It is thus critical to draw attention to these links in the 
public domain, to make it clear that this struggle is not 
about something unique but that this is part of the 
same national conversation we need to keep having, 
about social equality and the eradication of poverty. 
It is about challenging the exclusion of persons on the 
basis of disability as on the basis of race, gender or 
social class. If we are to take part in these discussions 
with any credibility, we need to own our shadow as 
psychiatrists and openly accept the darker aspects of 
our history as well as the complexities of our work, to 
invite debate about our roles and to show our ability 
to listen. 

Most importantly we need our voices to be part of 
the conversations on diversity, to argue for a society 
that values a range of choices and abilities, that has 
a place for everyone, to point to stigma and to take 
the lead in challenging it.

SYSTEMS

Work by Jonathan Burns in KwaZulu-Natal, published 
in 2014, showed the treatment gap in that region to 
be in excess of 80%. Anecdotal evidence suggests 
that the situation is closer to 65% in the Western Cape 
and far higher in some regions, especially more rural 
areas. It is also clear that resources for the treatment 
of substance related disorders, which remain the 
responsibility of Social Development, are clearly 

inadequate, whilst there 
has been little progress 
in addressing other issues 
related to mental illness 
such as poverty, crime 
and violence.

 On a global level, the shift 
away from institutional 
care has undoubtedly 
brought many benefits, 
most significantly in 
bringing mental health 
care into the social fabric. 
However the failings of 
deinst i tut ional isat ion, 
particularly relating to 
the assumption that 
money would be saved, 
has resulted in significant 
populations of individuals 
with severe mental 
illness ending up either 
homeless or imprisoned, 

in many parts of the world.  

In some ways, South Africa seems trapped between 
systems. Policy clearly supports the development 
of community services but the bulk of treatment is 
still centred in the large hospitals. There is a sense 
of paralysis regarding how to move resources and 
stimulate the development and training necessary 
to make the shift. As practitioners in this country, it is 
crucial that we understand the system and our role 
in making it work more effectively. This demands that 
we develop the discipline of public mental health 
as an essential aspect of our training; we need to 
understand that we cannot afford to set ourselves 
apart from the development that has to take place. 
We must learn to shift our thinking so we can move 
beyond our consulting rooms, to where the unit of 
analysis becomes more than the individual patient, 
but whole populations and communities, to which we 
can apply the best available evidence in achieving 
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the optimum, equitable services for all. In a resource-
scarce country such as this one, this may also mean a 
shift in our tasks from less individual work to a greater 
role in planning, training and supervision.
To do this effectively we have to understand clearly 
how our national and provincial departments 
operate, how planning and budgeting cycles work, 
the key role-players involved and where the power 
lies. We need to be clear about the policy dilemmas 
those in government face and we need to be far 
more strategic about how we involve ourselves in 
debates and make information available such that 
it is meaningful to those trying to address multiple 
demands, with minimal time and limited budgets.

Although we are far behind compared to high-
income nations, in some ways this can work in our 
favour: we don’t have to repeat the mistakes in 
swinging away from and back to institutions; if the 
treatment gap is so huge, there must be informal 
community resources that are somehow doing the 
job. Have we thought enough about what strengths 
our communities do have?

INDIVIDUALS 

In order to understand the role of advocacy at the 
individual level it is essential to have an understanding 
of stigma and how it works. 

THE DEFINITIONS IN MOST DICTIONARIES 
REFER TO STIGMA AS A “MARK OF 
DISGRACE OR DISHONOUR ASSOCIATED 
WITH A PARTICULAR CIRCUMSTANCE”. 
GOFFMAN OBSERVED THAT, ALTHOUGH WE 
ASSUME STIGMA RELATES TO AN “ATTRIBUTE 
THAT IS DEEPLY DISCREDITING” AND LEADS 
TO A “SPOILED IDENTITY”, WHAT IS IN FACT 
MORE CRUCIAL THAN THE ATTRIBUTES 
(WHICH MAY BE REAL OR IMAGINED) IS 
THE NATURE OF THE RELATIONSHIPS THAT 
GIVE RISE TO THEM. 

This is critical in understanding, not only how stigma 
undermines so many aspects of mental health care, 
but also how our attitudes - and the way we relate to 
our patients - act powerfully to influence outcomes.

In reviewing the literature on self-stigma, or the 
internalisation of stigmatising attitudes, Corrigan has 
noted how principles of empowerment act against 
self-stigma and how this is particularly affected by 
peer-operated services that encourage a positive 

self-identity. More generally there is now a broad body 
of research on stigma, from a range of disciplines 
which argues that the key ingredients required 
to undermine stigma are relationships and social 
contact. Importantly for psychiatrists, the evidence 
has not shown any significant improvement in 
attitudes with the adoption of medical models of 
illness, in a range of populations around the globe.

This understanding then speaks to a fundamentally 
different way of working with people suffering from 
mental illness, as it is one that sees empowerment, 
advocacy and social support as essential ingredients 
of positive outcomes.  This has led to a fundamental 
shift in emphasis in service provision, the key element 
of which has been a shift in the locus of care to 
existing community structures and a greater focus 
on developing resilience within communities rather 
that the creation of structures and services that are 
essentially “outside” of community.

In terms of acute care this has resulted in the 
development of specialised community mental 
health teams that address a variety of needs in 
community with an emphasis on accessibility and 
continued integration. A range of alternatives to 
hospitalisation have been developed such as day 
centres and group homes and the emphasis in 
vocational and residential support has now fallen 
to reinforcing the ability of the individual to engage 
with existing opportunities rather than the creation of 
“sheltered” options that effectively reinforce a sense 
of otherness.    

CONCLUSION

There has thus been a key shift in psychosocial 
rehabilitation to an emphasis on the philosophy of 
personal recovery. This shift involves the recognition 
that illness is seldom an all-or-nothing, categorical 
phenomenon but recognises that there is a process 
involved, and that a rediscovery of one’s meaning 
and purpose, as well as a sense of belonging, are 
what really make a difference in people’s lives. This 
philosophy, which has developed into the worldwide 
Recovery Movement, holds the greatest hope for a 
real change in the circumstances of people living 
with mental illness in our country. 

Not only is it essentially empowering but it has the 
potential of developing a powerful, united force of 
mental healthcare professionals, users and supporters 
that can bring about the changes we all envisage. 
As was shown by the Treatment Action Campaign in 
the last decade, this is something that can be done!
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UPDATE

WPA INTERNATIONAL CONGRESS 

IN CAPE TOWN 18-22 NOVEMBER 2016

ABOUT THE CONGRESS
ith the death of Nelson Mandela in 
December 2013, there was a fairly 
general realization in South Africa, 
and elsewhere, that reconciliation, 

transformation and integration of our communities 
and of our clinical practice, have not been completed 
or, in some instances, not even undertaken yet.

The theme of this congress will therefore be “Psychiatry: 
Integrative Care for the Community” and will explore 
concepts, controversies and consequences of 
Psychiatry’s responsibility and accountability to 
society in terms of its scope of practice and of what 
can be considered as Psychiatry’s social contract. 1

The congress will consider how to integrate the 
developing scope of current psychiatric practice 
with emphasis on illness prevention, health promotion, 
clinical care, as well as rehabilitative interventions 
over the course of people’s life time The congress will 
deliberate on the expanding systems required for all 
four dimensions of care to be integrated, including:

•  Psychiatry’s core neuroscience content and
 evidence-base for clinical care (biological); 

•  established psychotherapeutic process
 (psychological) and 

•  active social involvement (social); 

•  undertaken within particular cultural, religious and
 spiritual contexts (spiritual) 

IN THE PROCESS, THE QUESTION OF WHAT 
ASPECTS OF PSYCHIATRIC CARE AND 
PRACTICE REQUIRE FURTHER INTEGRATION 
WILL BE POSED TO MEMBER ASSOCIATIONS 
AND DELEGATES FROM THE 18 DIFFERENT 
WPA ZONES, AS WELL AS TO THE MORE 
THAN 65 DIFFERENT SECTIONS FOCUSING 
ON DIFFERENT INTERESTS WITHIN THE WPA

W

Concurrent local interactive community events, 
such as an exhibition and music production, as well 
as communication forums and awareness programs 
are being planned in Cape Town during the congress.

On behalf of the SASOP and the WPA, we cordially 
invite you to actively participate in the process, and 
to prepare for your attendance and presentation on 
your specific local practice, or area of interest, at this 
important meeting.

Bernard Janse van Rensburg, Chair: Local Organizing 

Committee Correspondence: bernard.sasop@mweb.
co.za; charlene@soafrica.com 

WPA IC 2016

It may be important to report that the congress 

also now have social media 

(Facebook and Twitter) handles: 

https://www.facebook.com/wpacapetown2016/

; and https://twitter.com/wpacapetown2016 

“TRANSFORMATION ALSO 
INCLUDES RECONCILIATION 

AND CREATING A NATION UNITED 
IN THE RICH DIVERSITY OF COMMUNITIES 

PREVIOUSLY FORCED APART.” 

Nelson Mandela. 
State of the Nation Address, SA Parliament; 

10 February 1999. 

“PSYCHIATRY: INTEGRATIVE CARE FOR THE COMMUNITY”
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DR REDDY’S 
ACADEMIC WEEKEND 
15 -17 APRIL 2016

r Reddy’s, in collaboration with the South 
African Society of Psychiatrists (SASOP), 
hosted the 6th annual academic weekend 
on the 15th – 17th April 2016 in Swakopmund 

Namibia. The theme was “Know yourself – 
and your workplace”. Accordingly the  programme 
comprised a range of activities and presentations 
linked to public sector psychiatry in South Africa. 
Dr Lesley Robertson (Community psychiatry – 
Sedibeng; Department of Psychiatry, University of 
the Witwatersrand; Convenor of SASOP’s Public 
Sector Group) played a pivotal role in compiling  
the programme. 

The meeting was attended by 180 psychiatrists from 
across South Africa representing both the public and 
private sectors, notwithstanding the public sector 
focus. The events commenced on Friday afternoon 
(15th April) with a feedback session involving 
each SASOP subgroup discussing key events and 
agendas within their subgroup, the specifics of which  
will be noted in the Headline section of South  
African Psychiatry. 

The official opening followed the same evening. Well 
known television personality, Derek Watts (MNET’s 
Carte Blanche), hosted and interviewed PJ Powers 
talking about her career and life in general (in relation 

to her current biography 
Here I am). The following 2 
days comprised content 
related to the Public Sector 
Group as well as a series of 
presentations that covered a 
range of topics dealing with 
pertinent issues facing South 
African psychiatry. 

The official opening was preceded by a PubSEc 
meeting where regional feedback was provided for 
each SASOP subgroup (Eastern Cape, Dr Thupana 
Seshoka; Free State, Prof Richard Nichol; KZN, Dr 
Varsha Maharaj; Limpopo, Dr Puleng Mokoena-
Molepo; Northern Gauteng, Dr Carla Kotze; Western 
Cape, Dr John Parker; Southern Gauteng Subgroup,Dr 
Tando Melapi / Dr L Robertson; North West Province, Dr 
Sharon Rakosa; Military Services,Dr Thabo Rangaka) 
followed by Dr Gerhard Grobler (SASOP Past 
President & Chair SASOP TQEML Group) discussing 
developments related to the National Essential 
Medicines List and the Tertiary Quaternary Essential 
Medicines List. The following 2 days included scientific 
sessions covering a range of topics of relevance to 
both public and private sector psychiatrists and 
involving not only psychiatrists as speakers but a 
number of non-psychiatrists who are experts in their 
respective fields. 

Christopher Paul Szabo

Christopher Paul Szabo

PJ Powers in conversation with Derek Watts. 

PJ Powers 
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THE TOPICS AND SPEAKERS INCLUDED: 
   
• Implementing Policy - obstacles and opportunities 
  Dr L Robertson 

• Promoting the Mental Health of Our 
 Population - challenges and opportunities for 
 the HPCSA and Ministerial Advisory Committee -
 Prof Solomon Rataemane, 

• Mental Health Issues in South Africa - a role for 
 SAMA? 
 Prof Denise White, 

• Public and Private, Opportunity for Quality 
 and Equity
 Prof Stuart Whittaker  
 (Office of Health Standards Compliance)

• Achieving Mental Health 
 for All - what are the  
 possibilities? 
 Mrs Shivani Ranchod 
 (Insight Actuaries)

• Public Health Reform, NHI, 
 PMBs - where do we  stand? 
 Prof Alex van den Heever   
 (Chair Social Security Systems Administration   
 and Management Studies, Wits University)

• Training Specialists for South Africa
 - for the person, profession and the people 
 Prof Soraya Seedat

• Teaching and Mentoring Needs 
 & Opportunities in The Private Sector 
 Dr Eugene Allers

• Teaching Across Disciplines 
 - the role of scope of practice  
 Adj Prof Rita Thom

• Preparing Young Psychiatrists for the Outside World 
 - A mentor’s experience  
 Dr Ian Westmore

 

IT IS HOPED THAT SELECTED INDIVIDUAL PRESENTATIONS WILL BE PUBLISHED AS FEATURE 

ARTICLES IN FUTURE EDITIONS OF SOUTH AFRICAN PSYCHIATRY. DR REDDY’S WILL 

CONTINUE TO HOST THE EVENT IN COLLABORATION WITH SASOP AS PER THOSE IN 2012  

(1st SESIG STRATEGIC WEEKEND WINDHOEK), 2013  (2nd SESIG STRATEGIC WEEKEND 

OUBAAI), 2014 (3rd SESIG STRATEGIC WEEKEND, TABLE BAY) AND  2015 (4th PUBSEC 

STRATEGIC WEEKEND, ZIMBALI).    

REPORT





MINISTERIAL ADVISORY COMMITTEE 
(MAC) ON MENTAL HEALTH – AN UPDATE

TERMS OF REFERENCE
The following are the functions of the Committee as stated 

in Regulation 9(1)(a)-(g) of the Regulations establishing 

Ministerial Advisory Committee on Mental Health

• Facilitate the achievement of the resolutions of 
 the April  2012 National Mental Health Summit and
 the objectives of the Mental Health Policy 
 Framework and Strategic Plan  2013-2020;

• Provide advice to the Department on evidence 
 based and  cost effective minimum mental health 
 packages for each level of the health system;

• In March 2013 Minister activated this section  
 and relevant Regulations were promulgated on 
 05 September 2014  (Regulation Gazette No. 10261, 
 05 September 2014).

• Engage with mental health care users in policy 
 development and implementation, as well as 
 planning and monitoring of services;

• Provide technical support to the Department 
 to ensure that in the financing of National Health 
 Insurance System, mental health services will be 
 given parity with other health conditions, in  
 proportion to the burden of disease and evidence 
 for cost-effective interventions;

• Recommend to the National Health Council, 
 mental health services norms and standards in line 
 with the Act.

•  Provide technical support to the Department for
 routine periodic population survey of the 
 prevalence and burden of mental illness in South 
 Africa and a national evaluation of mental health 

• Facilitate the development of national mental 
 health research agenda, in consultation with the 
 National Health Research  Committee.

ACTIVITIES TO DATE:

To this end the Committee has been focusing on:

• Getting acquainted with its mandate as well 
 as the context through briefings by  the relevant 
 Department officials and stakeholders and
 studying relevant policies, legislation and literature;
• Determining its working procedures;

• Appointing subcommittees among its members 
 to focus on the various areas in  line with its functions

 as outlined above. Four subcommittees were 
 established namely (1) the Research and Mental 
 Health Policy; (2) Human Resource and Institutional 
 Capacity Building; (3) Infrastructure; and (4)    
 Intersectoral collaboration. 

•  Developing a strategic plan for the five year term 
 of office for the Committee as well as the plans for 
 operational activities that the Committee will
 focus on in the coming  financial year. 
 

IN A SHORT WHILE THE COMMITTEE WILL 
UNDERTAKE THE FOLLOWING ACTIVITIES:

• Submit inputs into the White Paper on the National
 Health Insurance for South Africa;

• Request a briefing by the Infrastructure Unit so as
 to be appraised on efforts to  improve mental
 health infrastructure

• Meet provinces to receive a report on the 
 implementation of the Mental Health Policy 
 Framework and Strategic Plan 2013-2020

•  Meet stakeholders to galvanize them to action 
 around the implementation of the Mental Health 
 Policy Framework and Strategic Plan 2013-2020

Solomon Rataemane

Solomon Rataemane is the Chair of the Ministerial Advisory Committee and Professor and Head, Department of Psychiatry at 

Sefako Makgatho Health Sciences University (SMU). Correspondence: srataema@gmail.com 

Members of MAC present at 1st meeting: Front row: Ms Ramadimetja 
Anna Lesunyane: Senior lecturer in the Department of Occupational Therapy 
at Sefako Makgatho Health Sciences University (left); Ms Manthipi Molamu: 
Director: Services to People with Disabilities (centre); Mr Handsome Muziwandile 
Mzila: Attorney and Director, Mzila HM Inc. (right) Middle row: Prof Tholeni Sodi: 
Head of Department of Psychology, University of Limpopo (Vice Chair) – left; 
Dr A Motsoaledi: Minister of Health (centre); Prof Solomon Rataemane: Head 
of Psychiatry at Sefako Makgatho Health Sciences University (Chair) – right  
3rd row: Prof Christopher (Crick) Lund, Director:  Alan Flisher Center for Public 
Mental Health, UCT -left; Mr S Phakathi: Director: Mental Health and Substance 
Abuse, National Department of Health (2nd from left); Dr Masethunya A Temane: 
Lecturer for Psychiatric Nursing Science (Bcur IV) at University of Johannesburg 
(2nd from right, obscured);  Ms Maria Mabena: Deputy Commissioner, 
Correctional Services (last right) Back row: Dr Sandile Williams: Director: University 
Policy and Development (Higher Education) – left; Mr Conrad Tsiane: Traditional 
health practitioner and chairperson of the Interim National Council of Traditional 
Health Practitioners of South Africa – right. 
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OUT OF THE SHADOWS
MAKING MENTAL HEALTH A GLOBAL DEVELOPMENT PRIORITY

any leaders in global mental health are 
hoping that a meeting that has just taken 
place in Washington DC will be a crucial 
turning point in the fight for parity for 

mental illness.   “Out of the Shadows:  Making Mental 
Health a Global Development Priority” was an event 
co-hosted by the World Bank Group and the World 
Health Organization, and increasing the profile of 
mental health in global health and developmental 
agendas.  Given the availability of efficacious and 
cost effective interventions for mental illness, the 
argument that investment in mental health has 
health, social, and economic benefits for individuals 
and countries is more and more persuasive.  Still, much 
more needs to be done to achieve parity for mental 
health, and to scale up mental health services, and 
this meeting aimed to give the movement for global 
mental health increased momentum.
 
South Africa participated in a number of crucial 
ways at the meeting.  Prof Crick Lund, Head 
of the Division of Public Mental Health at the 
University of Cape Town, was one of those 
whose innovative work on the PRIME study was 
showcased at an Innovations Fair held on the 
first day of the meeting, and he also contributed 
to the mental health section of the World Bank’s 
volume on Disease Control Priorities, which 
was released at the meeting. Inge Petersen, of 
the University of Kwazulu-Natal, and the South 
African Principal Investigator of PRIME, was also 
at the meeting.  Speakers on the second day 
of the meeting included South Africans Melvyn 
Freeman (Director of the Non-Communicable 
Disease cluster in the National Dept of Health), 
Derek Yach (Executive Director, Vitality Health), and 
Brian Davey (Director, World Bank Group’s Health 
Services Department).  
 
Zane Wilson represented the South African Depression 
and Anxiety Support Group, and participated in 
discussions of how technology can contribute to 
transforming mental health services (as exemplified 
in the Talking Books series that she has developed).  
The meeting was inspirational;  there are so many 
examples of good practice in mental health 
interventions from around the world, and there is so 
much hope that these can be scaled up in a cost 
effective way to improve the lives of individuals, and 
the economies of countries.  A luta continua!
 

M
Dan J Stein
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Following on the great success of the Focus Meeting in 2014, Lundbeck 
hosted another Focus Meeting on 5 & 6 February this year. 

He then went on to present 
an overview of multimodal 
antidepressants as a new 
approach to the treatment 
of depression. He gave a 
comprehensive overview of the 
data supporting the efficacy 
of Brintellix and in particular 
the robust studies that have 
shown benefit for cognitive 

symptoms in patients suffering 
from depression. He emphasized the importance 
of cognitive symptoms in the functional recovery 
of patients and how these are often overlooked in 
clinical assessments.

Dr Hoepie Howell moderated the Saturday morning 
session, for which she was well suited having had much 
success in moderating the very popular Lundbeck 
institute meetings. The morning began with the 
launch of the new Lundbeck educational programme 
“Frontiers” which was presented by three South African 
Psychiatrists and Dr Howell. This programme will be 
presented to groups of General Practitioners around 
the country during the coming year.

Dr Maletic returned to the podium and gave an 
exciting talk entitled “The Emerging Understanding 
of the Neurobiology of Major Depressive Disorder”. 
He elucidated a range of current research that 
has revolutionised our understanding of the illness 
including the links between the brain, the immune 
system and the gastrointestinal tract.

The meeting concluded on a high note with a 
presentation by Dr Mariët van Niekerk, a South African 
Neurologist in which she discussed the field of Mild 
Cognitive Impairment and links to depression. 

There was a very positive response to this year’s Focus 
Meeting and it bodes well for future meetings.

undbeck launched The Focus Meetings as 
educational events for Psychiatrists, aimed 
at exposing them to current developments 
in psychiatry. Lundbeck selects respected 

international speakers to present the latest thinking 
and research in the field of depression at these 
meetings. 

This year the Focus Meeting was held at the 
Hilton Hotel in Sandton and was attended by 217 
Psychiatrists who came from all regions of South 
Africa. Delegates arrived at the venue on Friday 
afternoon, and after registration the evening began 
with cocktails. The inimitable Riaad Moosa was the 

compere for the formal 
dinner and scientific 
presentations. After a 
hilarious Introduction that 
had the audience doubled 
over with laughter Riaad 
Moosa introduced the 
speaker for the evening, 
Dr Vladimir Maletic. 
Dr Maletic is a Clinical 
Professor of Psychiatry 
and Neuroscience at the 

University of South Carolina and a consulting associate 
in the division of Child and Adolescent Psychiatry at 
Duke University in North Carolina. His presentations 
were entitled “Brain Blues, Pathophysiology and 
Treatment of Cognitive Impairment in MDD” and 
“A Novel Multimodal Approach to the Treatment of 
Major Depressive Disorder”.

Dr Maletic discussed the complexity of Major 
Depression with particular reference to the 
heterogeneity of the disorder both in terms of 
symptomatology and treatment response. He 
discussed the need for a new way of conceptualizing 
depression and that our current classifications do not 
reflect our knowledge of the disorder. 

Duncan Rodseth

Prof Maletic
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FIT FOR PURPOSE
ews headlines today scream of abuse, 
violence, intolerance, inequality, and moral 
bankruptcy. In South Africa, our violent history 
of apartheid and post-apartheid strife – 

including the recent xenophobic attacks that have 
gripped KwaZulu-Natal – highlight issues of physical 
and emotional anguish, fractured and displaced 
families, acting out around difference, and economic 
suffering that not only inform the backdrop to, but are 
also very palpable within the psychoanalytic space. 
Emerging from this turbulent context Psychodynamic 
psychotherapy in South Africa questions the usefulness 
of psychoanalytically orientated theory and practice 
in post-apartheid South Africa.

OVERALL THIS IS A TOUGH BOOK. IT HAS TO 
BE. IT HITS HARD FROM THE GET GO, DEALING 
WITH OFTEN COMPLEX, DENSE, AND MULTI-
LAYERED CONCEPTS AND ARGUMENTS. 

Heavy weight theories such as postmodernism, 
psychoanalysis, postcolonialism, and social identity 
are grappled with from chapter one. Experienced 
clinicians, teachers, and researchers comprising 
Sally Swartz, Yvette Esprey, Glenys Lobban, Cora 
Smith, Gill Eagle, Gavin Ivey, Tina Sideris, Giada Del 
Fabbro, Vanessa Hemp, and Michael O’Loughlin each 
contribute a chapter. Throughout the book there is a 
persistent analysis of the relevance of psychoanalysis 
to the South African context, where, added to 
post-apartheid discord, there are also international 
issues such as restrictions in terms of resources, time, 
and trained staff. Such a tenacious analysis of the 
relevance of psychoanalysis is deemed necessary if 
psychoanalytic orientated theory and practice are to 
have any purchase in the future of the country.

The book’s ten chapters are grouped into three 
sections, enabling ease of pertinent reading. Section 
one explores issues of race, identity, disavowal, and 
otherness viewed within an intersubjective theoretical 
framework. Section two looks at psychodynamic 
perspectives of trauma, the impact of violence on 
attachment, and the psychotherapeutic dilemmas 
these raise for therapists. Section three looks at current 
social issues relating to clinical practice in South Africa 
such as psychotherapy and traditional healing, the 
politics and psychodynamics of gendered violence, 
group therapy with HIV orphans, the proliferation 

N
of serial murder, and the potential for reparative 
psychotherapy in South Africa.

While all chapters in this book prove worthy, I will 
focus particularly on those that I found most notable. 
Sally Swartz’s Naming & otherness: South African 
intersubjective psychoanalytic psychotherapy and 
the negotiation of racialised histories (chapter 1)
explores the “us-them divide” which undermines human 
connection. She discusses how, psychotherapeutically 
speaking, sharing experience through meaningful words 
sets up a sense of understanding that is potentially 
transformative. However, this process tends to occur 
where there is a sense of commonality. In reality, many 
discourses have the effect of marking difference, of 
“othering”. This has damaging effects: it is an act of 
interpellation that changes an individual into simply an 
agent of a group. 

The challenge is to make a co-constructed 
intersubjective space (an analytic space) in which 
designation is an invitation to play, and where 
difference in identity is not an end-point but a chance 
for further exploration – towards a shared humanity. To 
aid in this endeavour, Swartz suggests several points 
to guide the therapist. Firstly, the more the therapist 
is aware of his or her own gender, race, and history, 
the less likely he or she is to dissociate from their own 
otherness and project it onto the patient. Secondly, 
naming might be less traumatic if the therapist comes 
to terms with the ways s/he has been named. Thirdly, 
the therapist should strive to be playful and curious in 
order to support the potential for the development of 
a transformative space. Fourthly, the therapist should 
bear in mind that through play identity can be 
revealed with dignity, not shame or anger. Ultimately, 
the hope is for psychoanalytically orientated practice 
to be a place for understanding otherness which can 
reach across the divide.

Raising the colour bar: Exploring issues of race, 
racism and racialized identities in the South African 
therapeutic context (chapter 2) by Yvette Esprey, 
highlights how there has been an avoidance of 
psychoanalytical discussion around identity – race, 
gender, and sexual orientation – given the domination 
of patriarchal, heterosexual, and white discourses in 
South Africa. This chapter is about race and the space 
it takes up in the therapy room. In this discussion race 
is seen as an aspect of identity which is a dynamic 

PSYCHODYNAMIC PSYCHOTHERAPY IN SOUTH AFRICA. JOHANNESBURG: WITS UNIVERSITY PRESS.
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of both the patient and therapist in the therapeutic 
space. Continuing this theme, Subjectivity and identity 
in South Africa today (chapter 3), by Glenys Lobban, 
explores how race shapes subjectivity and identity. 
In South Africa psychoanalysis has been concerned 
with therapeutic application, and as a result 
psychoanalysis in this country has been more focused 
on personal insight than on social analysis. South 
African psychoanalytic psychotherapy has tended 
to view the self as unchanging across context, rather 
than focusing on how culture shapes subjectivity. 
However, Lobban explains that the individual cannot 
be separated from the social context, and that both 
individual and social factors are involved in the 
development of subjectivity and identity. Lobban 
highlights how, under apartheid, identity was not 
just an individual choice, how racial identity was 
externally imposed upon South Africans.

PSYCHOTHERAPY AND DISRUPTED 
ATTACHMENT IN THE AFTERMATH (CHAPTER 
4) BY CORA SMITH, LOOKS AT THE LOCAL 
DIFFICULTIES EXPERIENCED UNDERTAKING 
PSYCHOTHERAPEUTIC WORK IN THE POST-
APARTHEID PUBLIC SECTOR, AS WELL AS 
INTERNATIONAL ISSUES SUCH AS THEORETICAL 
DIVERSITY AND ECONOMIC PRESSURE 
TO DEVELOP SHORT-TERM THERAPEUTIC 
INTERVENTION. TAKING A POSTMODERN 
STANCE SHE SEES KNOWLEDGE AS 
CONTEXTUAL. TO ELABORATE LET ME DRAW 
ON DENZIN (1989: 81) WHO EXPLAINS THAT “… 
STORIES MOVE OUTWARD FROM THE SELVES 
OF THE PERSON AND INWARD TO THE GROUPS 
THAT GIVE THEM MEANING AND STRUCTURE”. 

Denzin (1989: 10) quotes Marx in the observation that 
men and women “make their own history, but not … 
under conditions they have chosen for themselves; 
rather on terms immediately existing, given and 
handed down to them”. Therefore, we are not able 
to escape our social and historical context. As a 
result Smith believes psychoanalytic concepts and 
interventions are best understood within the linguistic, 
theoretical, and ideological bases in which they are 
rooted. Developing from this perspective, and given 
the relational nature of psychoanalytical theories, 
Smith believes that there is potential to question the 
socially constructed dimensions – encompassing 
race, class, gender, culture, ethnicity, and sexual 
orientation – of the analytic dyad.

Several local developments are the catalysts for 
Gavin Ivey’s chapter (6), Unconscious meaning 
and magic: Comparing psychoanalysis and African 
indigenous healing. Amongst these is the legal 
recognition that traditional healers have joined other 

health care providers as part of South Africa’s official 
healthcare system. Added to this development is the 
year of post-qualification community service required 
for professional registration as a clinical psychologist. 
Ivey believes that reflective comparison between 
psychoanalysis and indigenous healing can prove 
useful in formulating formal co-operation between 
these two forms of symbolic healing in the future. 
Through undertaking such a comparison Ivey delves 
into an exploration of the sort of place psychoanalysis 
can negotiate for itself through dialogue with African 
cultural realities.Some psychoanalytic reflections on a 
project working with HIV orphans and their caregivers 
(chapter 9) by Vanessa Hemp draws on work she 
undertook to help children psychologically process 
their grief, and deal with their psychic pain, during a 
period of dogmatic denial of AIDS by the South African 
health service. Hemp explores the value of engaging 
in psychodynamic thinking within community work 
and discusses how it provides a way of dealing with 
countertransference feelings and the threat of burnout.

FINALLY, RECLAIMING GENEALOGY, MEMORY 
AND HISTORY: THE PSYCHODYNAMIC 
POTENTIAL FOR REPARATIVE THERAPY IN 
CONTEMPORARY SOUTH AFRICA (CHAPTER 
10) BY MICHAEL O’LOUGHLIN EXPLORES 
OUR NATION’S URGENCY TO FORGET ITS 
APPALLING PAST AND LOOK TO A NEW 
FUTURE – PERHAPS AS HIGHLIGHTED IN THE 
REMOVAL OF COLONIAL STATUES FROM 
PROMINENT POSITIONS AND THE ALTERING 
OF STREET NAMES. 

He suggests that forced amnesia runs the risk of creating 
a version of history that leaves some stories untold, severs 
people from their socio-historical and ancestral roots, 
and leaves skeletons lying in wait in the nation’s closet. 
He notes that, psychoanalytically speaking, skeletons 
from the past inevitably return to haunt us. O’Loughlin 
discusses how we rather need to retell old stories in new 
ways. This may enable new possibilities for expressing our 
identities as individuals, groups, and nations. As a result 
we could mourn our pasts and rise above the parts of 
our pasts that prevent us from imagining how to live our 
lives otherwise.

This refreshing and interesting book certainly opened 
up a space for me to ponder the legacy of apartheid 
in my therapeutic practice. It promotes self-reflexivity 
around the socio-historical context of both therapist 
and patient. In a nutshell, this book is fit for purpose. 
It brings forward a new kind of social articulation of 
psychoanalytic theory and practice that is relevant 
to this country’s unique problems. It is a relevant book 
which would prove a useful addition to any bookshelf. 
It would also be invaluable as a core text for post-
graduate students of psychology.
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ith the 90th birthday celebrations of Her 
Majesty the Queen this year promising 
to be one of the United Kingdom’s 
biggest spectacles since the Diamond 

Jubilee in 2012, I thought it apt to review the film A 
Royal Night Out for this edition of the publication. 

The film takes us back to the night of 8th May 1945 
– ‘Victory in Europe Day’, or V.E. Day as it is more 
commonly known – the day that the Second World 
War finally came to an end. 

QUEEN ELIZABETH II, THEN A 19 
YEAR-OLD PRINCESS (PLAYED BY 
SARAH GORDON), AND HER SISTER 
PRINCESS MARGARET 
ROSE (PLAYED BY 
BEL POWLEY) ARE 
LONGING FOR A 
NIGHT OUT AWAY 
FROM THE STIFLING 
C O N F I N E S  T H AT 
CHARACTERISED THE 
ROYAL PALACES AND 
CASTLES IN WHICH 
THEY WERE SAFELY 
CLOISTERED DURING 
H I T L E R ’ S  B R U TA L 
ASSAULT ON EUROPE 
AND NORTH AFRICA.

Having shown great courage 
and headstrong defiance, 
King George VI and Queen 
Elizabeth refused to leave 
London during the War staying 
in Buckingham Palace where they were nearly killed 
by a bombing raid on the morning of 13 September 
1940 which severely damaged the Palace and killed 
one staff member.

In a letter to Queen Mary later that day she wrote that 
she was ‘battling’ to remove an errant eyelash from 
the King’s eye when they heard the “unmistakable 
whirr-whirr of a German plane” and then “the scream 
of a bomb. 

It all happened so quickly that 
we had only time to look foolishly 
at each other when the scream 
hurtled past us and exploded with a 
tremendous crash in the quadrangle 
[of the palace]”.

The royal princesses Elizabeth and 
Margaret were removed from 
London at the beginning of the War to the safety of 
Windsor Castle  where from the turrets and towers 
of the castle they could sometimes see the sky lit up 
over London following bombing raids by the Nazis. 
There is a famous quote from Queen Elizabeth when 
she was asked why they did not leave London like 

all the other well-to-do families. 
She famously replied “The 
children will not leave unless I 
do. I shall not leave unless their 
father does, and the King will 
not leave the country in any 
circumstances, whatever”.

Which brings me back to 
the film – A Royal Night Out. 
The King (played by Rupert 
Everett) and Queen (played 
by Emily Watson) are both still 
very protective over the two 
Princesses, irrespective of the 
end of WWII, when the girls 
make the request to go out 
onto the streets of London 
to join - incognito - the vast 
crowds who gathered at the 
Palace, in the Mall and on 
the city streets of London to 
celebrate. In the film is seems 
that it is actually at Princess 

Margaret’s instigation that this plan of theirs is hatched 
to spend the night out of palace confines. 

Margaret’s jolly and risqué personality is rather 
evident then already. At first the Princesses’ request is 
firmly rejected by their parents, but after Margaret’s 
nagging, Princess Elizabeth again approaches 
their parents, and this time the King responds more 
positively and he gives his consent for the girls  
to go out. 

A ROYAL NIGHT OUT
A film review by Franco P. Visser

Franco P. Visser

A Hanway Films Association Presentation
An Ecosse Films Production
Directed by Julian Jarrold

W
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A Night out

Queen Elizabeth does not seem amused with the 
idea, and military chaperones are immediately 
arranged for the Princesses, however as you will 
discover, the joys of the night of 8th May 1945 and 
the over-abundance of temptations soon cause the 
military chaperones to become ineffective. A string 
of fortunate-unfortunate events occur, splitting up the 
sisters in on a city where anything, and anyone, went.   

The specifics of this I will leave up to you the viewer to 
discover, but suffice to say that both Princesses made 
it back to the palace safely in the early morning hours 
of the 9th of May 1945 with a total stranger assisting 
in their ‘rescue’ – a discharged officer by the name 
of Jack Hodges (played by Jack Reynor). Needless 
to say, the King and Queen were not amused by the 
Princesses escapades. 

What was striking throughout the night’s events was 
Princess Elizabeth’s sense of decorum and duty 
juxtaposed with Princess Margaret’s impulsive, excess 
driven and irresponsible behaviour, and we now know 
with hindsight that it would seem that Margaret only 
preferred to act royal, and not be royal and all that it 
demands of one in the line of exemplary behaviour 
and care. 

A GREAT BEAUTY IN HER DAY, PRINCESS 
MARGARET, OR ‘MARGO’ AS SHE WAS 
KNOWN WITHIN THE FAMILY, OWES HER 
EARLY DEMISE IN PART TO ALCOHOL, 
DRUGS AND CIGARETTES IN THE ARTSY 
AND AVANT GARDE LIFE-STYLE THAT 
SHE CHOSE TO FOLLOW.

QUEEN ELIZABETH 
DOES NOT SEEM AMUSED

With a film such as A Royal Night Out it goes without 
saying that some artistic licence is taken when 
it comes to the specific content and the events 
portrayed pertaining to the Princesses’ experiences 
that night, for we will never truly know what they 
actually did on their one night out of the palace 
as ‘ordinary citizenry’. Years later (in 1985) in a rare 
television interview for the BBC the Queen reflected 
back to that night as being ‘one of the most 
memorable nights of my life’. 

The film suggests a possible spark of romance 
between Princess Elizabeth and Jack Hodges, and 
it is possible that the Princess had in fact savoured a 
taste of ‘normal life’ on her night out in public when 
no one knew who she was. 

Through an interview with the Queen’s cousin, the 
Honourable Mrs. Margaret Rhodes, it became 
known that the dancing of a conga-line through the 
entertainment rooms of the Ritz Hotel did actually 
occur.



losed. Boarded up. Finished. It had 
achieved its marketing goal and that 
was that, declared the Revolutionaries. 
The best winelands party in town was 
over. The Revolution is dead. Long live 

the Revolution…

Among contenders to fill the hiatus, none are more 
immensely likable than the winemakers of the close-
knit Bot River Wine Route – one that focusses on 
community and the sociability of down-to-earth, 
honest wines. With every waking moment directed to 
the harvest at the tail end of Summer, there’s no time 
to shave. So they don’t; from the 1st of February until 
late March when they compete 
for the best whisker trophy in fun 
fashion once the crop is safely 
in cellar.

“It all started six years ago 
when amiable winemaker, Niels 
Verburg of Luddite, challenged 
his winemaking cronies to a 
‘Bot River Beard-Off’. It was so 
ridiculous that the rest of the 
Botriviera took to it like olives to a 
martini, and here we are today,” 
explains Nicolene Finlayson 
of Gabriëlskloof Estate who 
organizes this annual ‘Baard 
Paartie’ as she calls it. And what 
a bash the Barrels & Beards 
Harvest Celebration is.

The main event on Saturday 
16 March this year saw several 
hundred enthusiasts – who had 
hoovered all available tickets 
online within minutes of release, 
ala The Revolution – gathered to taste the producers’ 
2016’s wares from barrels, benchmarked against 
earlier vintages of the same wine. Then it was onto 
a preview of the contestants in a retro Sixties styled 
pageant that teased the masses while they warmed 
up with the fruits of the producers’ prior labours.

The serious business is not lost amidst the oodles of 
merriment however, and an Auction to raise funds 
for local school-level educational projects is now 
an integral part of proceedings. Rare wines, long, 
languorous lunches – even an Overberg lamb – came 
under the hammer this year and celebrants happily 

donated a whopping R100 000 to 
these development efforts.
After a ‘proudly Botriviera’ dinner 
wholesomely prepared by Penny 
Verburg and Manny de Andrade, 
owner of Manny’s Kitchen (a local 
secret on the square in Bot River), 
it was time for the Beard Parade 
proper. Judges Sandile Mkhwanazi 
(WineLand Media), Leanne Sutherland (Random Hat 
Communications) and Joaquim Sá (Amorim Cork) 
watched fourteen winemakers present their beards 
in cabaret style to a chosen sound track in dramatic 
fashion, while the crowds bayed and boogied.

When the dust settled, it was 
friends Peter-Allan Finlayson 
(Gabr ië lsk loof) , Marel i se 
Niemann (Momento) and John 
Seccombe (Thorne & Daughters) 
with Dave Nel (of Steele Wines – 
representing all three of these 
labels in the Cape Town trade) 
who scooped the R5000 grand 
prize with their rendition of hipster 
outfit “Mumford and Sons”. 
They immediately donated the 
winnings to the education trust. 
Such is Bot River. The dance floor 
then filled and revelry began…
As always, it was delightfully 
chaotic in that Bot River kind 
of way: in spite of a stage with 
professional lights and sound 
this year, the microphones failed 
(cell phone interference I’m 
told), supper was well, a little 
late, and there was a dispute 
over whether or not a beast 

(a real bull, I kid you not) could be paraded as a 
winemaker’s prop. (It wasn’t.) Such is The Bot.

As Barrels and Beards has grown in popularity, so is it 
developing into a weekend affair. Friday night saw 
a chilled get-together at local Honingklip Brewery 
where guests and winemakers eased into form with 
a range of locally brewed, Belgian-styled craft beers 
and Chef Jon Light’s artisanal sausages. This was 
followed by a “Best of Bot vs International Tasting” 
at Goedvertrouw up the quaint van der Stel Pass on 
the Saturday morning. Aimed at the more serious 
cellar buffs, the best Bot River wines – selected by 

BARRELS & BEARDS ON THE BOT RIVIERA

David Swingler

David Swingler

C

There were gasps at last November’s Swartland Revolution – for which R3000-a-head 
tickets to the annual 24-hour wine event sold out in minutes – when it as announced 
that the sought-after jamboree was being canned. 
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The barrel tasting gets going Wine tasting stimulates the appetite

Niels Verburg (Luddite) as Obelix

Barrels & Beards welcome

And serious discussion

The winners aping Mumford & Sons

Preparing chicken for 300 …Charity Auction in full swing

Tyrrel Myburgh (Joostenberg) as Mr T Sebastian Beaumont does Suzelle DIY

The judges deliberate

the winemakers, tasted blind – were matched with 
international counterparts chosen by Wine Cellar 
Director, Roland Peens.

In previous years it’s been clear that Chenin Blanc 
and Shiraz were best suited to Bot River. Striking this 
year, though, was the improved quality across the 
board, especially of the white wines. Sauvignon and its 
blends bristled (Rivendell, Gabriëlskloof Magdelena), 
Chenin shone (Beaumont) and Chardonnay sang 
(Thorne & Daughters Zoetrope).

I hear too that a send-off Sunday Bubbly Brunch is on 
the cards, perhaps next year. With the quality of the 
sensational Genevieve Blanc de Blancs MCC and the

charming Wildekrans Brut Rosé on show, there’ll be no
shortage of high quality fizz.

The 2017 Barrels & Beards takes place the weekend of 
Saturday, 25 March 2017, and tickets go on sale on 01 Feb 
2017. Get on the mailing list so that you are first to know! 
For enquiries and pre-bookings contact bookforbarrels@
gmail.com. More information about the Bot River Wine 
Route is at http://www.botriverwines.com/ 

Declaration of interest: The author serves as the Barrels 
& Beards compère in an unpaid, honorary capacity, 
for the sheer fun of it. A guest this year suggested  
he and Bot River were ‘a good fit’. Whatever that  
may mean!
 



INTERVIEW WITH ELISABETH BINDER
his is the second – following our interview with 
Tom Insel in August – of a series of interviews we’re 
planning with key people in the field, looking at 
their work and what it says about the future of 

applied neuroscience. We hope you enjoy them.

STUDYING THE EPIGENETICS OF STRESS IS HELPING US 
TO UNDERSTAND HOW IT CAN IMPACT INDIVIDUALS 
DIFFERENTLY. “THESE ENVIRONMENT-GENE INTERACTIONS 
ARE FAR-REACHING,” SAYS ELISABETH BINDER, 
MANAGING DIRECTOR OF THE MAX PLANCK INSTITUTE’S 
DEPARTMENT OF TRANSLATIONAL RESEARCH, “BUT WE 
ARE ON THE RIGHT PATH TO GRASPING THEIR ROLE IN A 
NUMBER OF PSYCHIATRIC DISORDERS.” 

DR BINDER SPOKE TO ECNP ABOUT HER WORK, 
THE FUTURE OF PSYCHIATRIC RESEARCH, AND ITS 

UNANSWERED QUESTIONS.

YOU TRAINED AS A MEDICAL DOCTOR, 
GOING ON TO DO A PHD IN NEUROSCIENCE. 
WHAT PROMPTED YOU TO MOVE INTO 
TRANSLATIONAL PSYCHIATRY?

I initially studied medicine, first in Vienna University 
(Austria) but also at the Universite Libre de Bruxelles 
(Belgium). There, I took psychiatry with Julien 
Mendlewicz, one of the founders of psychiatric 
genetics. His lecture was not ‘regular’ psychiatry; he 
really brought up a lot of biological psychiatry and 
genetics in psychiatry. 

This really fascinated me. It initiated my wish to 
continue after my medical studies with neuroscience, 
because I thought this was fascinating, and since 
during my MD I got especially interested in psychiatry. 
My PhD neuroscience was with Dr Charles Nemeroff 
at Emory University (GA, USA). The topic was to 
investigate mechanisms of action of antipsychotic 
drugs. It was about the possibility that certain 
neuropeptides, such as neurotensin, would be 
critical in mediating effects at least in some of the 
antipsychotic drugs. I used a number of different 
animal experiments in blocking neurotensin action, 
to show that its actions are essential at least for some 
of the behavioural read-outs that we have in animals 
with antipsychotic drug action. 

YOU CONTRIBUTED TO THE RECENT LANCET 
PUBLICATION ON THE PRIORITY PROBLEMS IN 
PSYCHIATRY.1,2 WHAT, FROM THE PERSPECTIVE 
OF PSYCHIATRIC GENETICS AND MOOD 
DISORDERS, ARE THE PRIORITY ISSUES THAT 
SHOULD BE GUIDING RESEARCH OVER THE 
COMING YEARS? 

ECNP INTERVIEW
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What cut across this 
number of short articles 
was that we need to move 
towards an understanding 
of mechanisms, and 
that this will lead to a 
recategorisation of disease. 
So we are moving away from 
symptom-based diagnosis 
towards mechanism-based 
diagnosis – on a circuit level, 
on the cell level, and on the molecular level – and the 
importance to tie all of this together. 

We know, for example, that in some types of diabetes 
there is an autoimmune response against certain cells 
in the pancreas. We understand what is going on, 
and we understand all of the consequences. These 
consequences can be extremely diverse, depending 
also on when in the disease course you look. 
We need to move towards this level of mechanistic 
understanding of disease in psychiatry. Now, the time 
is starting to be ripe with all of the new possibilities in 
imaging, the -omics approaches, and novel animal 
models. Also, with the possibility of using pluripotent 
stem cells, this is one avenue that could be hopeful 
and has shown some promise already. These are really 
exciting times in psychiatry. 

YOUR WORK FOCUSES ON RISK AND 
RESILIENCE IN RESPONSES TO STRESS, 
SUCH AS CHILDHOOD TRAUMA. HOW 
DO ENVIRONMENTAL STRESSORS ACTING 
UPON AN INDIVIDUAL TRANSLATE INTO THE 
MALADAPTIVE PATHOPHYSIOLOGY THAT WE 
SEE IN A NUMBER OF DISORDERS? 

Our idea (and that of others) is that the environment 
can leave long-lasting marks on cells via diverse 
mechanisms. One – and this also counts for childhood 
trauma – is the direct activation of certain neural 
circuits. The activation of certain neurons leads 
directly to epigenetic changes. As we know, for 
example, during fear conditioning in animals, neurons 
are not only changing their firing pattern but are 
also changing epigenetically. So when they are 
stimulated again, they will also respond differently 
on a molecular level. 

The other layer that we focus very much upon is that 
early trauma not only initiates direct responses on 
certain nerve cells, but that it also activates the stress 
hormone system. The stress hormone system actually 
has pervasive effects throughout the whole body. It 
binds to certain elements in the DNA – the so-called 
glucocorticoid response elements – and there very 

T
Elisabeth Binder
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Dr Binder, a member of the Executive Committee of ECNP, will present a plenary lecture at this year’s ECNP Congress in Vienna, 

in which she will detail her work in understanding the role of stress and adverse life events in mood and anxiety disorders. 

locally it can lead to long-lasting epigenetic changes. 
The change in response can be different in different 
tissues, but it can change the way the individual then 
responds to future stress. We think that this has to do 
with risk and resilience to psychiatric disorders. 

ARE THERE ANY MECHANISMS YOU CAN 
HIGHLIGHT IN PARTICULAR? 

We are focussing on one gene that is an important 
regulator of the stress response, FKBP53,4. It is highly 
responsive to stress, and it has a feedback regulation 
on the stress system. So if it works too much, you 
actually have a prolonged cortisol response. 

We know that there is an interaction between a 
genetic predisposition and environmental impact 
(such as early-life adversity), that will lead to a 
combined genetic and epigenetic dysregulation 
of this gene. The genetic variant will predispose an 
individual to make more of this gene when stressed, 
and this will impair their feedback downregulation of 
the stress response system. So they will have prolonged 
cortisol responses with every stressor. 

When the stress happens early during childhood, and 
it is a strong stressor like abuse or maltreatment, there 
will actually be an overshoot in cortisol response in 
individuals with specific FKBP5 gene variants that will 
also have epigenetic impact on this FKBP5 gene, and 
will further disinhibit it. You end up with a genetically- 
and epigenetically-disinhibited FKBP5 response to stress. 
We think that this predisposes individuals to be at risk 
of a number of psychiatric disorders, by dysregulating 
the stress hormone response into adulthood, but also 
by the direct effects of this gene. 

We know that if you carry a certain risk variant 
in FKBP5, the high response variant, and you are 
exposed to childhood trauma, you are at higher risk 
for major depression, PTSD and psychosis. There is also 
a tie-in with substance abuse. It seems to be related 
to a more pervasive increase in risk for psychiatric 
disorders. This has now been shown in a large number 
of studies, including  over 14,000 individuals if you put 
them all together. 

YOU HAVE SPOKEN ABOUT THE TIMING OF 
STRESS EXPOSURE AFFECTING THE COURSE OF 
THE DEVELOPMENT OF MALADAPTIVE STRESS 
RESPONSE, AS WELL AS INTER-GENERATIONAL 
EFFECTS.5 WHEN WE ARE DEALING WITH SUCH 
DYNAMIC INTERACTIONS, HOW DO YOU 
TEASE THESE EFFECTS APART SO LONG AFTER 
A TRAUMATIC EVENT?

This is of course extremely difficult, and I would say 
almost impossible in humans. In humans, we can only 
get clues. Now, there are more and more studies in 

children where we see the trauma effects, i.e. the 
epigenetic regulations. What we are still missing is 
longitudinal investigation to really understand when 
the epigenetic changes start, and how it is carried on 
into adulthood. For example, what are the factors that 
determine this, other than the genetic predisposition? 
I know of a number of longitudinal studies that are 
investigating that now. 

What we also do is use cell models, for example, and 
of course animal models. Cell models may be able 
to mimic early stages of development, such as during 
pregnancy. We see that treating cells early on with 
glucocorticoids will leave very long-lasting epigenetic 
marks in exactly the candidate regions that have 
been associated with a number of psychiatric 
disorders, e.g. schizophrenia and depression. But there 
are also some critical genes that are important for 
neural developments. 

WHAT ARE THE CURRENT AND FUTURE 
FOCUSES OF YOUR LAB? 
One main focus is to understand how genetic 
predisposition (either through risk or resilience) 
interacts on a molecular level with stress exposure to 
have a long-term impact on the epigenetic timing 
of cells, and how that translates in different instances 
to activation when you are exposed to a stress test, 
for example. This will bring a better understanding of 
the interplay between genes, the environment, and 
the epigenome. It will give us some clues to getting 
some biomarkers for the individuals at risk, and identify 
targets that could be interesting potential drug 
targets. 

For FKBP5, for example, we know that there is this 
disinhibition that seems to predispose us to psychiatric 
disorders. A colleague of mine here at the Institute, 
Felix Hausch, has developed a small molecule 
antagonist against FKBP5. This is showing, in animal 
experiment, the effects that we would hope for: 
blocking the effect of FKBP5, promoting stress coping, 
and reducing anxiety in these animals. 

We are looking on a genome-wide level to explore 
the interplay between genetic variation, epigenetic 
variation and an environmental stimulus such as 
stress hormone exposure. We do that in humans, but 
also in different cell lines. One exciting area that we 
are moving into is pluripotent stem cells. We want 
to preselect for extremes in resilience or extremes 
in risk genes, especially for these stress-related 
genetic variants. Then we want to explore what 
happens when we take cells from individuals that are 
extremely resilient or extremely vulnerable to stress on 
their genetic profile. We expose these cells to stress 
hormones at different stages of cell development 
and neural development. Then, we are moving to 
the brain organoid to better understand how these 
things relate to the development of neural structures 
and connectivity. 



MESSAGE FROM THE PRESIDENT

March 2016 

The best argument 
for maintaining or re-
establishing research with 
any drug is a combination 
of curiosity and need. I 
think we should still be very 
curious about LSD, and 
serendipity has often been 
psychiatry’s most potent 
route to drug discoveries 
that matter. 

In one of the more interesting sessions at ACNP last 
year, it was described how psilocybin is being used in 
depressed patients with terminal cancer. The effect of 
a psychedelic experience in a supporting environment 
appeared to transform how some patients viewed 
what remained of their lives. 

There are other circumstances in psychiatry where just 
such a radical reframing of the meaning of a person’s 
life needs to take place. For example, when refractory 
depression appears beyond either pharmacological 
or therapeutic help. It is a disturbing fact that in some 
societies doctors are more prepared to consider 
euthanasia for such patients than experimental 
treatment with a psychedelic. So its not just curiosity, 
the need is there too. 

 

Guy Goodwin
ECNP President

he fact that a synthesized chemical - LSD - 
produces spectacular effects on consciousness 
at doses of a few hundred micrograms has to 
rank as one of the most amazing serendipitous 

discoveries ever made by a chemist. It certainly 
changed Albert Hoffman’s lunch hour when in 1943, 
he accidentally absorbed some LSD he had just made 
in the Sandoz (now Novartis) laboratories where he 
worked in Switzerland. 

Before we had an understanding of the chemical 
nature of synaptic transmission or the receptors that 
make up post-synaptic targets, we could almost have 
imputed their existence. More concretely, the effects 
of LSD convinced the first psychopharmacologists to 
seek a neurochemical explanation for mental illness 
and drugs that would treat it. 

Indeed, psychedelic drugs were used as an adjunct to 
psychotherapy in the 1940s and 50s in a fairly limited 
way. The weakness of the research culture in psychiatry 
at the time makes it difficult to reconstruct how and for 
whom their use was beneficial or otherwise. 

The use of LSD became illegal because the rise of 
its widespread use in the counter culture of 1960’s 
America seemed to threaten the fabric of a society 
already bitterly divided by the Vietnam War. 

And as an illegal drug, research on its properties in 
man effectively stopped too. It has been a long time, 
but efforts to evaluate how it, or related compounds, 
might be used effectively are starting or re-starting if 
one wants to put it that way. It is about time. 

We must ensure adherence to a responsible, ethically 
appropriate regulatory framework and then do good 
experiments on interesting questions. 

T
Guy Goodwin

ECNP
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FROM THE EDITOR
We always knew that 2016 
was going to be a big and 
busy year for SASOP, and in 
this issue we report primarily 
on an important fixture in the 
Society – the annual Dr Reddy’s 
PUBSEC weekend, recently 
held in Swakopmund. Whilst the 
event may be remembered for 
peculiar reasons (a spectacular 
dinner in the desert, psychiatrists 
being stranded at Walvis Bay Airport on their return, 
and speakers having to abandon their presentations 
due to an emergency evacuation of the hotel), it 
turned out to be a productive and visionary event as 
far as public sector psychiatry, and how it dovetails 
with private practice, to address the challenges 
of practicing psychiatry in an ever-changing 
environment, is concerned. It was yet another 
important milestone on our road to the “big one” 
– the WPA International Congress in Cape Town in 
November 2016. 

Dr. Ian Westmore

FROM THE PRESIDENT, 
OPENING THE 6TH DR REDDY’S PUBSEC 
ANNUAL ACADEMIC WEEKEND MEETING. 

DR MVUYISO TALATALA. STRAND HOTEL, 
SWAKOPMUND. 15 APRIL 2016

On the 15th of April I opened the 6th Dr Reddy’s 
Pubsec Annual Weekend Meeting which was held 
in Swakopmund, Namibia. This is the annual event 
for the psychiatrists employed in public sector and 
the emphasis is on public sector psychiatrists and the 
practice of psychiatry in the public sector. 

The theme for this meeting was, “Know Yourself, Know 
your Workplace”. Focusing on the public sector 
psychiatrists is one of the key goals of my term of 
Presidency, which is to enhance unity within the 
South African Society of Psychiatrists (SASOP), and 
this weekend served to strengthen this goal. The other 
key goals are the 2016 World Psychiatry Association 
International Congress which will be held in Cape Town 
from 18-22 November 2016, and African Psychiatry.

 In my opening address I emphasised the importance 
of the individual practitioner and the collective voice 
of psychiatrists which strengthens South African 
psychiatry, SASOP and mental health. It is the position 
of SASOP that while there is no health without mental 
health, there is no mental health without psychiatry. 
Psychiatry in South Africa and the collective voice of 
psychiatrists is represented by SASOP.

We as psychiatrists should not overlook the 
importance of our collective voice. Government, 
medical schemes and all other stakeholders, tend to 
fear our collective voice. Often when they require an 
opinion on psychiatry matters they consult individual 
psychiatrists. And they are not ashamed to do so. 
Psychiatrists themselves make matters worse by 
assisting these stakeholders without even mentioning 
the word SASOP. Government enjoys that and I would 
too if I were government.

Early last year we heard a rumour that the Gauteng 
Department of Health was planning to terminate the 
contract it has with Life Esidimeni. Life Esidimeni are 
placement facilities for chronically ill patients run by 
Life HealthCare and they are mainly in Gauteng. In 
about June 2015, we wrote to the MEC of Health in 
Gauteng and Head of Health requesting a meeting 
to discuss the future of placement of mental health 
care users in Gauteng in the event that the contract 

OFFICIAL NEWSLETTER OF THE SOCIETY OF PSYCHIATRISTS OF SOUTH AFRICA (SASOP)

Ian Westmore

SASOP: THE ALTERNATIVE SOLUTION 

MAY 2016

Ian Westmore is psychiatrist in private practice in Bloemfontein and is a Past President of SASOP (2010-2012). He is the current 
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with Life Esidimeni was terminated. We never received 
any response. The MEC of Health went ahead 
and announced the termination of this contract 
in October 2015. We made a second request for 
a meeting but this was met with silence. We only 
received a response when we took legal action in 
December 2015. 

Even after that response, the Head of Health in 
Gauteng was not ashamed to say he will not 
negotiate with SASOP but would only negotiate with 
SADAG, Section 27 and the South African Mental 
Health Federation. He went further and said most 
directors of SASOP are employees of the state, cannot 
negotiate, and have an opposing opinion to the state. 

The assertions by the Head of Health in Gauteng 
leave me with many questions in my mind. 

• Who is representing a public sector psychiatrist in 
 the workplace?

•  Is it the captured SAMA?

• Are public sector specialists under censorship by 
 government?

• How are the public sector specialists going to 
 respond to this censorship in the post-Apartheid 
 South Africa?

•  Can government hear the voice of a psychiatrist, 
 or any specialist, or even SASOP? 

We must accept that government has no interest 
in hearing the voice of SASOP. I am not being anti-
government in saying this but I am being realistic. If 
government was listening to its people we would not be 
having so many service delivery strikes. If communities 
from Zandspruit, Marikana, Ficksburg, and so on, have 
to take it to the streets and even be killed by police 
to be heard, who are we to think that we deserve the 
ear of government? 500 psychiatrists composed of a 
bunch of whites and a few clever blacks? 

I am not preaching a revolution, but I have taken a 
specific path as I lead SASOP in this term of presidency. 
We will use all available avenues to engage with 
government, to engage with medical schemes and to 
engage any and all stakeholders that are important 
in the provision of mental health. While we engage, 
we will not forget the Social Contract that we have 
with the communities that we serve. 

We will take it to the streets to inform our communities 
of what the profession can offer. We are obligated to 
do so because it is part of our social contract. We will 
take it to the media and we will not shy away from 
the courts if necessary. We are doing this to put the 
opinions of SASOP on public record and to inform 
those with whom we have a “contract”. There are 
still many challenges on the ground including the 

freezing of posts, the licensing of beds for voluntary 
mental health care users under the age of 16 years, 
the absence of beds for the involuntary mental health 
care users under the age of 18 years, discrimination 
and stigmatisation of mental health which is 
highlighted by the understanding of Prescribed 
Minimum Benefits by the Department of Health, lack 
of parity between mental health and other medical 
disciplines in the current dispensation and in the NHI 
White paper and many others.

SASOP will continue to engage government on these 
issues and many others that affect the public sector 
psychiatrist. While we engage we will also put the 
opinions of SASOP on public record as part of our 
social contract.

Dr Mvuyiso Talatala
President

THE DR REDDY’S/SASOP PUBSEC 
WEEKEND,SWAKOPMUND, NAMIBIA. 
15 -17 APRIL 2016.

It all started in Windhoek, Namibia with the first 
meeting, aimed at establishing a more active public 
sector component in SASOP. These meetings have 
become a set date on the SASOP calendar, and we 
have come a long way since that meeting in 2012, as 
evidenced by the program for this past weekend. The 
theme for the weekend this year was “Know Yourself 
– and Your Workplace”.

PUBSEC SESSION, FRIDAY 15 APRIL 2016: 

After arrival in the coastal town of Swakopmund, 
delegates got to work with a Public Sector session 
on Friday afternoon. The President, Dr Talatala set 
the scene with his welcome (see above) and this 
was followed by a talk by Prof Bernard Janse van 
Rensburg, President Elect and Convener of the WPA 
International Congress (Cape Town, 2016) on “Our 
Social Contract in the Public Sector”. He started off 
the talk, referring to the “steep learning curve” as far 
as the social contract is concerned, but said that this 
“remains unchartered territory”. 

He made mention of the Public Sector psychiatrists 
and their position as stakeholders in the social 
contract, identifying key issues for psychiatrists to 
fulfil the contract.  These include how to overcome 
challenges, and how to educate all psychiatrists to 
work towards this goal, how to encourage psychiatrists 
to be leaders in mental health and wider health 
care; how to campaign to get their views across to a 
wide range of audiences and fight for good mental 
health of both the population and service users; and 
how to demonstrate openness and honesty about 
what psychiatry can achieve and what it can’t be 
expected to achieve.
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 to terminate contracts with Life Esidimeni 
 Hospital, potentially leaving 2000 chronic  
 care patients out in the cold, as no 
 substantial community care is available.  
 This intervention has resulted in a “slower  
 implementation”.

• This was a good example of the “dual role” that 
 psychiatrists are often called on to play. 

• She reported on how this has affected 
 relationships with the Mental Health Directorate  
 in Gauteng.

 EASTERN CAPE – DR Z ZINGELA 
(FOR DR T SESHOKA)

• The subgroup has been involved in the opening  
 of a Youth Centre in liaison with Dept of Social
 Development.

• The Eastern Cape has a standing problem with 
 poorly functioning Mental Health Review
 Boards.

• Whereas the subgroup has a previously 
 antagonistic relationship with the DOH in 
 the province, things have changed and they 
 now consult on Mental Health issues frequently 
 (The DOH are now aware of fact that they are 
 consulting with SASOP). They have linked issues 
 with “acute risk” and this seems to have made  
 the DOH more attentive.

• However, recently new “organograms” were 
 developed for all health institutions, but this 
 was not done in consultation with the medical 
 profession! The subgroup is hoping for more 
 consulting in this regard in the next month. 

NORTHERN GAUTENG – DR CARLA KOTZE

• The public sector psychiatrists in this region also 
 experience “difficult situations with all our roles”.

• In contrast to many other provinces they have  
 enough psychiatrists and most posts are filled.  
 One person has been receiving forensic 
 training. However, there is still a lack of facilities 
 and services.

• It has been challenging getting registrars 
 involved in SASOP, as they often don’t see the
 need to be members of SASOP. In an attempt 
 to address this situation, the subgroup is looking 
 at funding research projects for registrars in 
 keeping with the “social contract”, as  
  incentive to be more involved in SASOP.

• The subgroup will be hosting another mini 
 symposium in June with the theme “Trauma 
 and Mental Health”.

Prof van Rensburg, in his presentation, made mention 
of so-called “Dual loyalties”, stating that governments 
and other third parties often demand that physicians 
put loyalties to patients aside. He referred to the fact 
that the public sector group in SASOP has “come 
some way since the position statements that started 
in 2012”. These were developed into the Strategic 
Document and now underpin e.g. engagements with 
the Department of Health and Government. Building 
on these achievements will be the WPA International 
Congress in November 2016 in Cape Town. 

3.1.1 DR LESLEY ROBERTSON SASOP PUBLIC 
SECTOR GROUP QUO VADIS

As the convener of the PUBSEC group, Dr Robertson 
introduced herself and gave some background to 
her involvement in public mental health issues in the 
past. She started off her presentation with an outline 
of reasons why she has taken on the role:

  o The looming NHI, stating that PUBSEC  
   could play an important role in assisting 
   government in rolling out NHI and holding 
   them accountable (“They must do what 
   they say they will do”). 

  o Our secondary intervention role is important 
   She made specific reference to the recent 
   court cases where psychiatrists were forced 
   to take on “dual roles” when also standing 
   up for the rights of their patients. 

Dr Robinson alluded to three aspects that she felt 
PUBSEC and psychiatrists have failed in:  “to be more 
cohesive, coordinated and communicate”.
 
It would be important to set as goals for the PUBSEC 
group:

 • Identifying ourselves (public sector psychiatrists) 
  as SASOP members in all Departmental  
  Meetings.

 • The SASOP PUBSEC Response to the NHI

 • The introduction of a Public Sector Forum that 
  spans across all disciplines (similar to Private 
  sector’s).

She closed by referring to the theme: “Know ourselves” 
– showing that as a group, we need to identify where 
we are lacking and where need to change in how we 
approach e.g. government and conduct ourselves.

3.1.2 REGIONAL FEEDBACK 
SOUTHERN GAUTENG – DR L ROBERTSON

• The subgroup has been very involved in standing 
 up for the rights of patients, by opposing the 
 recent decision by the Gauteng Dept of Health 
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  MILITARY – DR T RANGAKA

• Dr Rangaka referred to the need for  
 “Integrated, Comprehensive Primary and 
 Tertiary Health and Social Welfare Services 
 Specific for Military Veterans in SA”. However,  
 he said that, “unfortunately this needs to be
 advocated by us, as government seems to be 
 “walking in the opposite direction””.
 
• The Military Veterans Surgeon General is to 
 convene a council to include specialists 
 heading the various disciplines at Tertiary 
 Military Health facilities to maintain treatment 
 appropriateness and quality, containing costs 
 using information from the Health informatics 
 Program of MVH Services. (The current situation 
 is to be replaced).  

• Dr Rangaka referred to how Military Veterans 
 can access SAMHS services.

FREE STATE – PROF R NICHOL

• The provision of services was severely affected  
 when the FS DOH was put under administration.

• There are now only 4 consultants left in the public 
 sector (where there were 13 several years ago). 
 Good news is that there is now one Cuban
 psychiatrist working in the Kroonstad area.

• The refusal by the FS DOH to pay overtime has  
 implications for the training of registrars.

• Instructions were given by the DOH that every 
 patient should be screened at every visit for TB, 
 HT, DM, and HIV. This has serious implications for how 
 patients are treated e.g. children.

• Certain psychotropic drugs are in short supply.

• The Outreach programme to 17 clinics has 
 resumed and now functions well. Skype is used 
 effectively in certain centres.

• The Department lost accreditation to train child 
 and adolescent psychiatrists. 

• Prof Nichol made a plea that the so-called PatSIS 
 independent reporting system in hospitals be used 
 as a tool when children are admitted to an adult 
 ward (report as a serious event).

LIMPOPO – DR PULENG MOKOENA-MOLEPO

• The situation in the province was referred to  
 as “dire”.

• There is a shortage of psychiatrists and beds across 
 all 5 districts.

• There is a problem with management, as 
 outreach was discontinued due to Dr’s not  
 being reimbursed for travelling expenses.

• There is a particular problem in Polokwane with 
 a hospital manager who has made it clear that 
 he “does not want psychiatry as part of his 
 hospital” and has e.g. reduced posts to only 
 one where there were previously three posts.

• They experience less of a problem with the  
 availability of novel medications.

• There is a restructuring of Forensic Psychiatry 
 Services underway at present.

• RWOPS and commuted overtime is under 
 discussion (recent “down tools” by MO’s). 

KZN – DR JANINE BROOKER

• The province is battling with the issue of registrar 
 posts being reduced. However MO posts have 
 been made available in certain hospitals. This  
 phenomenon has resulted in fewer consultants 
 being available. 

• 7 Posts are now open/unfrozen.

• The group is happy to report that they have 
 managed to open a neuropsych unit (10 beds).
• The Outreach system has largely fallen away. 

• They also experience problems with overtime 
 payment.

WESTERN CAPE – PROF L KOEN

• Whereas the province does not have a problem 
 with posts, there are other problems e.g. high 
 expectations from patients.

• They have not always had a unified strategy on  
 what the approach needs to be. The message 
 is that services need to be primary care driven, but 
 they (psychiatrists) have not been able to make 
 inputs regarding what needs to be a “psychiatry  
 input” at primary care level.

3.1.3 NEMCL & TQEDLC  
DR G GROBLER

(SASOP Past President & Chair SASOP TQEML Group) 

Dr Grobler entitled his talk “Harmony and Accord?” 
and started his presentation with reference to the 
Legislative and Policy framework. He then explained 
a process map outlining the “Revision, Dissemination 
& Implementation of the SA Standard Treatment 
Guidelines”. He also mentioned the principles used 
for selection of Essential Drugs, governance issues, 
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and the establishment of the SASOP TQEDL Task Team 
that was convened in 2014. Proposed projects for the 
group have included the use of Ritalin LA at Level 
2 hospitals, cognitive enhancers, e.g. Donepezil and 
treatments to be used in addiction medicine. 

He alluded to why these issues were important:

 o Affects care

 o Affects training

 o Role of psychotherapy is put under the spotlight

 o Also affects what is available in private 
  healthcare.

 o Affects the pharmaceutical industry

 o NHI benefit packages will be influenced

Dr Grobler ended his presentation with a “Call to 
keyboards”, saying that psychiatrists

 o Need to frequently comment on, and be 
  involved in, meetings at institutional level,

 o Respond to circulars sent out by SASOP asking 
  for comment,

 o Need to be involved in local research for SA 
  conditions especially epidemiological studies,

 o Need to advocate for Mental Health

 o Need to practice pharmaco-vigilance.

 o Should teach registrars to be vigilant, as well 
  as correct prescribing habits. (So called 
  “Psycho-vigilance”).

Referring to the local surrounds, he ended by 
suggesting that we “Need both the hot desert air and 
sometimes the cool sea breeze in our deliberations”.

3.2 SATURDAY 16 April 2016

In the morning, the first session, “Knowing Ourselves” Dr 
L Robertson started off the session with a talk entitled: 
“Implementing Policy – obstacles and opportunities”, 
ending by suggesting specific roles for SASOP. This was 
followed by Prof S Rataemane who gave feedback on 
his roles within the HPCSA and specifically as chair of 
the Ministerial Advisory Committee on Mental Health. 
Prof Denise White, President SAMA 2015/16 spoke on 
a possible role for SAMA in Mental Health Issues in SA. 
In the second session, (“Knowing Our Workplace”) 
Prof Stuart Whittaker, from the Office of Health 
Standards Compliance,  gave some background to 
the establishment and functioning of the new office 

in ensuring quality and equity in both the public 
and private sectors. He specifically mentioned 
that SASOP should be involved in giving input 
regarding the so-called “domain risk areas”. 

Mrs Shivani Ranchod (Insight Actuaries) then spoke 
on “Achieving Mental Health for All – what are 
the possibilities?” She suggested that SASOP be 
involved in:

 o Supporting research on the MH burden of 
  disease.(Understanding our epidemiology 
  is key to planning).

 o Supporting research on establishing staffing  
  norms.

 o There should be a specific MH human resources  
  plan.

 o Working to establish meaningful quality 
  measures for mental health so that we can be 
  held accountable as a country.

Prof Alex vd Heever from WITS then gave an 
insightful presentation entitled “Public Health 
Reform, NHI, PMBs – where do we stand? (Strategic 
institutional choices and the way forward). 

(These will be reported on elsewhere in South African Psychiatry).

3.3 THE PUBSEC AGM 
– SATURDAY 16 April 2016

The Annual General Meeting of the SASOP 
Public Sector Group was held in the Strand Hotel, 
Swakopmund, on Saturday 16th April 2016, chaired 
by the National Convener, Dr. Lesley Robertson
The agenda included:

 o Nominations for national convener and 
  committee

 o Attending departmental meetings as SASOP 
  members

 o SASOPs response to call for NHI white paper 
  comments

 o PUBSEC Strategy for 2016/17

Dr Lesley Robertson (Southern Gauteng) was 
re-nominated as national convener of the SASOP 
PubSec for the term 2016-2018. This nomination 
will be confirmed during the next SASOP AGM 
scheduled for November 2016. Dr Carla Kotze 
(Northern Gauteng) was elected as Treasurer 
of the National Committee, while Dr. Thupana 
Seshoka (Eastern Cape) has been re-elected as 
Secretary.
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  A recommendation was adopted that SASOP 
members who attend various national and/or 
departmental business meetings be encouraged to 
identify themselves also as being SASOP members. 
Although they may not always be attending meetings 
in this capacity per se, it will contribute to the 
consolidation of a uniform message on different issues. 

SASOP MEMBERS SHOULD THEREFORE 
ALSO ASCERTAIN IN TIME WHAT SASOP’S 
FORMAL POSITION MAY BE ABOUT A 
SPECIFIC MATTER TO BE DISCUSSED.  

Comments from the floor were considered and 
incorporated in the draft SASOP response to the call 
for comments on the NHI white paper. Dr Robertson 
will revise and submit the final document on behalf 
of SASOP.

A proposal was adopted to identify one or two main 
topics to focus on during 2016/17 and to ensure 
that the messages and communication about such 
strategic objectives are consistently and uniformly 
pursued and communicated in the different subgroup 
regions as well as nationally.

4. FROM THE FREE STATE SUBGROUP 
DR FRANS BRINK

• A new committee was chosen in Feb 2016 for
 2016-2018 with Dr Frans Brink elected as 
 chairman and Dr Jana Oosthuizen as vice 
 chair. Several registrars have been chosen on 
 the “shadow committee”.

• Due to the WPA Congress, no additional 
 updates or workshops will be held in 2016.

• Monthly journal clubs will continue to be held, 
 as these are usually well attended with around 
 20 doctors (psychiatrists and registrars) 
 attending.

• A family weekend is planned for October 2016
 and there will be a CPD event on the Saturday.

• For Mental Health awareness month (Oct 2016) 
 the subgroup will aim to raise public awareness
 of mental health conditions by distributing 
 relevant pamphlets at e.g. shopping malls.

• The committee is looking forward to hosting the 
 next National Congress in 2018.

5.  HPCSA’S HEALTH COMMITTEE  
DR G GROBLER

The Health Committee of the Health Professions 
Council of South Africa (HPCSA) is established in terms 
of the Council’s mandate to guide the professions 
and protect the public. It is the responsibility of the 
Committee to ensure that healthcare providers 
are able to practice without physical or mental 
impairment. 

The Committee is constituted by six members that 
being a psychiatrist elected by the HPCSA’s council, 
a second psychiatrist appointed in consultation 
with the Medical and Dental Professions Board, 
a psychologist elected by Council and another 
appointed in consultation with the Professional Board 
for Psychology, an occupational health specialist 
appointed by Council and a chairperson elected by 
Council. The Committee’s term of office coincides 
with that of the Council’s five years. 

THE RESPONSIBILITIES OF THE HEALTH 
COMMITTEE ARE TO ESTABLISH POLICIES 
AND PROCEDURES FOR THE PREVENTION 
OR ALLEVIATION OF CIRCUMSTANCES 
THAT MAY LEAD TO IMPAIRMENT IN 
HEALTHCARE STUDENTS OR PRACTITIONERS. 
IT IS ALSO TO ESTABLISH MECHANISMS 
AND PROCEDURES FOR THE EARLY 
IDENTIFICATION OF IMPAIRMENT AND 
TO UNDERTAKE INFORMAL OR FORMAL 
INVESTIGATIONS ON ALLEGED IMPAIRED 
STUDENTS OR PRACTITIONERS IN ADDITION 
TO OVERSEE THE IMPLEMENTATION OF 
TREATMENT PROGRAMMES FOR THOSE 
STUDENTS OR PRACTITIONERS FOUND TO 
BE IMPAIRED. IT MUST ALSO CONSIDER 
APPL ICAT IONS BY STUDENTS OR 
PRACTITIONERS WHO WERE FOUND TO BE 
IMPAIRED, AND TO REVIEW THE CONDITION 
OF EACH SUCH STUDENT OR PRACTITIONER 
AT LEAST EVERY THREE YEARS. 

The Committee has to report on its functioning to 
Council. The aim of the Health Committee is to assist 
impaired students or practitioners to regain their 
health and professional status and is therefore not 
a punitive but rather a supportive and restorative 
mechanism. Confidentiality and a respect for the 
dignity and privacy of students or practitioners 
involved and discretion is of utmost important to the 
Committee.  
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INSTRUCTIONS TO AUTHORS
South African Psychiatry publishes original contributions that relate to South African 
Psychiatry. The aim of the publication is to inform the discipline about  the discipline and 
in so doing, connect and promote cohesion. 

The following types of content are published, noting that the list is not prescriptive or 
limited and potential contributors are welcome to submit content that they think might 
be relevant but does not broadly conform to the categories noted:

LETTERS TO THE EDITOR

*  Novel experiences

*  Response to published content

*  Issues

FEATURES

*  Related to a specific area of interest

*  Related to service development

*  Related to a specific project

*  A detailed opinion piece

REPORTS

*  Related to events e.g. conferences, symposia, workshops

NEWS

*  Departments of Psychiatry e.g. graduations, promotions, appointments, 

 events, publications

ANNOUNCEMENTS

*  Congresses, symposia, workshops

*  Publications, especially books

The format of contributions does not conform to typical scientific papers. Contributors are 
encouraged to write in a style that is best suited to the content.  There is no required word 
count and authors are not restricted, but content will be subject to editing for publication. 
Whilst references may be noted in text, they will not be published with content but noted as 
available from the author/designated author where there are multiple authors. All content 
should be accompanied by a relevant photo (preferably high resolution – to ensure quality 
reproduction) of the author/authors as well as the event or with the necessary graphic 
content. A brief biography of the author/authors should accompany content, including 
discipline, current position, notable/relevant interests and an email address.  Contributions are 
encouraged and welcome from the broader mental health professional community i.e. all 
related professionals, including industry.  All submitted content will be subject to review by the 
editor-in-chief, and where necessary the advisory board. 

All content should be forwarded to the editor-in-chief,  
Christopher P. Szabo - Christopher.szabo@wits.ac.za  




