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Dear Readers, 

Welcome to the 3rd, and penultimate issue for 2019. A mixed bag of 
content... variety is the spice of life...but is worth highlighting that our 
range of Features cover topics including burnout, mental health in the 
workplace, post traumatic stress disorder, bipolar disorder and dementia 
with a Review article based on the literature review content of a 
successfully examined (and graduated) MMed…of which there should 
be many more to come – so,  to all successful MMed graduands, their 
supervisors and Heads of Departments… please consider submission 
(see Instructions to authors)…a straightforward process and a good 
start to a potential future of further publications.
  
As this issue goes to press the National Health Insurance (NHI) legislation has come before 
Parliament... and one wonders what this will mean for healthcare in South Africa. It appears that 
the Government is intent on implementation... based on comments from Government (courtesy of 
News24.com)... viewing this as a transformative process that will serve to provide universal access 
to care... which I had always assumed our public health system to be... moreover reassuring us that 
the process and institution that will become the NHI will be professionally managed... Eskom, the 
SABC, SAA, Transnet, Denel spring to mind... for in reality what is NHI other than another State Owned 
Enterprise (SOE)? I have seen regular communications from the South African Private Practitioners 
Forum (SAPPF) providing useful interpretations and insights, likewise one from Mediclinic as well 
as Discovery... it seems that whatever the political capital to be extracted - and putative patient 
benefits - from pursuing NHI there are many unresolved issues, ranging from cost of implementation 
to reimbursements - noting comments from Treasury regarding cost… to reported outstanding 
supplier payments in Gauteng which may provide tangible evidence underlying the reimbursement 
concern... a further key concern regarding implementation is whether it is feasible to proceed with 
a public health system where many state hospitals have not received satisfactory audits i.e. were 
not compliant with required standards... no one can doubt that minimum acceptable standards of 
healthcare should be available and accessible to all South Africans... the question is whether NHI is 
the answer, or the  beginning of a meaningful engagement between all role players towards taking 
steps to rise to that challenge which will indeed be transformative. 

Finally, this issue will appear in hardcopy at the forthcoming Biological Congress and following 
discussion with the Convenor it is anticipated that the November 2019 issue of South African 
Psychiatry will feature all abstracts together with reports of presentations by the international 
speakers noted in this issue, which I hope you will enjoy.

Bonga Chiliza - Head Department of Psychiatry UKZN; President South African Society of Psychiatrists

Headline Editor: Bernard Janse van Rensburg

Zuki Zingela - Head, Department of Psychiatry, Walter Sisulu University

Acknowledgement: Thanks to Lisa Selwood for assistance with proof reading

FROM THE EDITOR

Louw Roos - Department of Psychiatry, University of Pretoria

Design and Layout: Rigel Andreoli Printer: Imagine It Print It
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The  l i te ra tu re  rev iew i s  f rom D r  Morgan ’s  MMed -  G raduat ion : May  2016 ;

Nirvana Morgan

The commission of violent and non-violent crime is an area that both intrigues and repels society.  The non-criminal 
population may find such acts of violence unfathomable.  They may seek an explanation as to how and why 
a human being could act in such a manner. The presence of a mental illness that drives a crime may be an 
explanation that soothes the more questioning mind or it may leave one with even more of a moral dilemma; 
does a mental illness excuse criminal behaviour? Is the behaviour truly criminal if a person is mentally unstable?

The concept of the criminally insane has been dramatically captured on the big-screen in movies like Silence of 
the Lambs (1991). At the core of such movies is a dangerous and psychopathic individual. In the field of forensic 
psychiatry, although not as always as thrilling as on the big screen, these concepts are dealt with on a daily basis. 
Forensic psychiatrists attempt to assess dangerousness and the risk of re-offence amongst mentally disordered 
offenders.

 Criminal recidivism is the act of committing another crime subsequent to the first offence. This review will critically 
discuss existing literature on the topic of recidivism within forensic psychiatry. The intention is to identify gaps in 
content and applicability of existing literature.  Before delving into an in-depth analysis of recidivism, it is important 
to provide a context i.e. an overview of the practice and scope of forensic psychiatry as well as defining a ‘state 
patient’. Thereafter to provide a discussion on recidivism. The major part of the review will discuss criminological, 
demographic and clinical risk factors for recidivism.

FORENSIC PSYCHIATRY AND STATE PATIENTS

Forensic psychiatry is a sub speciality of psychiatry that deals specifically with mentally ill patients that commit 
crimes (Kaliski, 2006). Between 20% and 40% of persons with severe mental illness encounter the criminal justice 
system at least once in their lifetime (Swanson, 2001). Countries differ vastly in their delivery of care to mentally 
disordered offenders (MDOs). Some models are based on retaining most MDOs within the judicial system while 
others make every effort to divert MDOs to forensic psychiatric facilities for the purpose of receiving treatment 
and sometimes for incarceration as well. These differing models of management of MDOs will be of significance 
later in the review when various studies on recidivism are compared and contrasted.

REVIEW

F A C T O R S 
ASSOCIATED WITH

RECIDIVISM:
A LITERATURE REVIEW
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State patients are certified by the court under 
Section 42, Chapter 6 of the Mental Health Care Act 
(MHCA) No. 17 of 2002. The process of becoming a 
state patient begins when a MDO is charged with a 
crime and then appears in a court of law. Within the 
South African criminal justice system it is incumbent 
on the legal team to refer alleged perpetrators that 
are suspected of having mental illness to a forensic 
psychiatric institute for an assessment. The stated 
assessment is usually conducted over a 30 day 
period in a designated state forensic psychiatric unit. 
The assessment is conducted by a multidisciplinary 
team. After the evaluation is complete, forensic 
psychiatrists provide a report to the court pertaining 
to the accused’s fitness to stand trial and their 
criminal capacity at the time of the alleged offence 
and recommend further management for the 
accused. Most often if the accused is not fit to stand 
trial or not criminally responsible due to the presence 
of a mental illness the magistrate will divert the MDO 
from the criminal justice system to a forensic mental 
health facility (Kaliski, 2006). 

IN CASES OF MAJOR OR MORE SERIOUS 
OFFENCES THE MDO IS SENT TO THE 
FORENSIC INSTITUTE UNDER SECTION 
42 OF THE MHCA AS A STATE PATIENT. 
IN CASES OF LESS SERIOUS CRIME THE 
MDO MAY BE REFERRED TO THE INSTITUTE 
AS AN INVOLUNTARY MENTAL HEALTH 
CARE USER, UNDER CHAPTER 5 OF THE 
MHCA. INVOLUNTARY MENTAL HEALTH 
CARE USERS ARE MANAGED WITHIN THE 
GENERAL PSYCHIATRIC FACILITY AND 
NOT THE FORENSIC UNIT.

Once declared a ‘state patient’ there is no specific 
time frame for which this status applies. Various 
restrictions are automatically imposed on state 
patients. For example, the patient may not leave 
the hospital unless a custodian is willing to sign 
responsibility and a psychiatrist authorises the 
leave of absence. During admission into a forensic 
psychiatric institute state patients are under 
the care of a multidisciplinary team. The team 
comprises of psychiatrists, nurses, psychologists, 
occupational therapists and social workers. Leave 
of absence (LOA) is a period of time when a state 
patient is granted permission to leave the hospital 
for a specified period of time. During this time legal 
restrictions are imposed on all state patients in the 
community and a breach of these conditions can 
result in immediate readmission. Examples of these 
restrictions include adherence to medication, 
abstinence from substance use and regular review 
at the local clinic. The restrictions are largely decided 
by the treating team and the guardian of the patient 
is required to sign a document in agreement with 
the conditions of LOA.

If a state patient has been successfully managed 
in the community for a minimum period of two 
years, forensic psychiatrists may apply to the court 

for a conditional discharge. The two year period of 
successful LOA is used as a rough guide by certain 
clinicians (e.g. Sterkfontein Hospital’s forensic 
service); however this is not explicitly stated by the 
Mental Health Care Act.  After a successful period 
of ‘conditional discharge’ a state patient may be 
discharged form his/her status as a state patient 
by means of an order from the judge in chambers 
(Zabow, Van Rensburg. & Voster, 2001).

It is critical to note that in South Africa under the 
Mental Health Care Act of 2002 a state patient 
is sent to a psychiatric institute, not as a means 
of sentencing but to receive care, treatment and 
rehabilitation. Psychiatric rehabilitation is the process 
of restoration of community functioning and well-
being of an individual who has psychiatric disability 
(Lindqvist&Skipworth, 2000). Arguably one of the 
greatest challenges in forensic psychiatry is the 
rehabilitation of patients (Neville &Vess, 2001).  The 
risk of the patient reoffending whilst in the community 
is of paramount concern to health professionals, the 
public and the criminal justice system. It is therefore 
essential that forensic psychiatrists have adequate 
evidenced based knowledge on the factors 
associated with recidivism and risk assessment.

RECIDIVISM IN FORENSIC PSYCHIATRY

“A recidivist is one who, after release from custody 
for having committed a crime […] falls back, or 
relapses into former behaviour patterns and commits 
more crimes” (Maltz, 1984, p.54). Within studies on 
recidivism, re-offence is most often the outcome 
that is measured. Each researcher may however 
define recidivism differently; for example, re-arrest, 
revocation of community leave (either for violation of 
leave conditions or new offence) or re-incarceration 
(Skeem, Manchak & Peterson, 2011). Furthermore 
recidivism can be separated into specific recidivism, 
violent recidivism or general recidivism. Specific 
recidivism describes re-offence which matches the 
index offence, violent recidivism includes only violent/
major re-offence and general recidivism describes 
any offence after the index crime (Pflueger, Franke, 
Graf, & Hachtel, 2015). Despite these nuances, there 
is common ground in that a recidivist is generally 
understood as an individual who after committing a 
first offence commits another. For the purposes of this 
review recidivism or a recidivist encompasses broad 
parameters and there are no specific limitations on 
the re-offence type or outcome. 

Studies looking at factors associated with recidivism 
have emerged as a significant body of research 
within psychiatry. Contributions however have roots 
in many different disciplines such as law, sociology, 
psychology, anthropology and psychiatry. Each 
discipline mentioned above attempts to assess 
recidivism from their perspective of proficiency. For 
example a sociological approach to recidivism may 
look at environmental factors such as homelessness 
or family structure while a study from the legal 
sciences may assess legislature or the impact of 
mental health courts on recidivism. Irrespective of 
the discipline, it can be agreed that it is important 

REVIEW



SOUTH AFRICAN PSYCHIATRY ISSUE 20 2019 * 9

to study recidivism within the psychiatric population 
in order to understand its prevalence in society and 
the management thereof (Lamberti, 2007).

One of the challenges of analysing studies in 
recidivism is that different sample populations have 
been used. Many studies compare MDOs with 
general offenders (Bonta, Law, & Hanson, 1998). Some 
studies follow up psychiatric patients discharged 
from mental health facilities and compare them 
to MDOs released from prison (Castillo & Alarid, 
2010). MDOs that reoffend (recidivists) may also 
be compared to MDOs that have not reoffended. 
Therefore despite researchers attempting to assess 
the same variables, challenges in validity and 
applicability may arise (Nilsson, Wallinius, Gustavson, 
Anckarsäter & Kerekes, 2011).

THE MENTALLY ILL AND VIOLENCE

Before considering the mentally ill ‘reoffender’ it is 
worth looking at whether a psychiatric patient is 
more dangerous than a general member of the 
public without a mental illness. In the 1990s there 
was a growing body of literature linking mental 
illness with violence (Eronen, Tiihonen & Hakola, 
1996; Hodgins, 1992; Woodward, Williams, Nursten, & 
Badger, 1999). The MacArthur (1998) study however 
was a hallmark study that refuted these findings and 
thereby attempted to dispel the stigma attached 
to psychiatric patients. The MacArthur study (1998) 
found that unless a psychiatric patient had a 
comorbid diagnosis of substance abuse, psychiatric 
patients were not more dangerous than other 
members in their neighbourhood (Steadman et al. 
1998).

OVER TEN YEARS LATER THERE ARE 
STILL DEBATES ABOUT THE FINDINGS 
OF THE MACARTHUR STUDY (LAMBERTI, 
2007; TORREY, STANLEY, MONAHAN & 
STEADMAN, 2008).

Studies have also assessed risk factors for re-offence 
amongst MDOs and compared these with risk 
factors in the general offender population. The first 
large meta-analysis by Bonta et al (1998) found 
that having a major mental illness was actually 
protective and inferred reduced risk of re-offence. A 
similar meta-analysis was replicated by Bonta, Blais 
and Wilson (2013) This study examined articles on 
MDOs and recidivism from 1959 to 2011 with peak 
number of studies published in 2004. This meta-
analysis once again confirmed that the same major 
risk factors for recidivism amongst general offenders 
apply to MDOs. However the second analysis found 
that the presence of a mental illness did not infer less 
risk for recidivism rather it found that having a major 
mental illness did not have any effect on re-offence.

RATE OF RECIDIVISM AMONGST MDOS

Typically studies would follow up patients over 
different intervals to derive specific rates of recidivism 

within their respective cultural context.  An acclaimed 
study by Swanson (2001) in North America reports 
that the rate of violent re-offence of MDOs was 
approximately 30% while another American study 
by Lovell (2002) found that 70% of MDOs released 
from prison received charges for new minor crimes 
and 2% re-offended with very serious crimes. In the 
United Kingdom, Coid, Hickey and Kahtan (2007) 
conducted a large scale cohort study on MDOs 
discharged from medium secure forensic hospitals 
and found that on a six year follow up period an 
average of one third of male MDOs recidivated 
while another United Kingdom prospective study by 
Maden, Scott, Burnett, Lewis and Skapinakis (2004) 
found that 15% of MDOs were reconvicted in a 
two year follow up and only 6% committed violent 
offences. Grann, Belfrage, and Tengstrom (2000) from 
Sweden made a significant contribution to the body 
of research in a number of studies on recidivism and 
found that 26% of MDOs with personality disorder 
and 14% of MDOs with schizophrenia committed 
violent crimes within two years post discharge. A 
more recent Swedish study by Lund, Hofvander, 
Forsman, Anckarster and Nilsson (2013) followed up 
MDOs for 13 to 20 years post offence and found that 
47% were reconvicted for violent crimes. This study 
aimed to look at the difference between psychiatric 
patients that received different sentences post trial – 
a prison sentence, forensic psychiatric treatment or 
non-custodial sanctions. The study did not find major 
differences in each group (Lund et al, 2013).  A Swiss 
study by Pflueger et al (2015) recorded a rate of 
reconviction amongst MDOs as follows: of a total of 
259 MDOs, 51% were reconvicted and of those 13% 
committed violent re-offences.

THESE FINDINGS SHOW THAT RECIDIVISM 
STUDIES ARE A FLOURISHING FIELD 
OF RESEARCH. THERE IS HARDLY ANY 
RESEARCH DONE IN THIS AREA IN 
SOUTH AFRICA - AND THE REST OF THE 
DEVELOPING WORLD - DESPITE THE 
PRESSING NEED FOR SUCH STUDIES.

STATIC AND DYNAMIC RISK FACTORS

Risk factors can be broadly divided into static and 
dynamic factors (Chaimowitz, 2008). Static risk 
factors are also known as non-modifiable factors. 
Typical examples of non-modifiable factors are 
age, marital status, offence type and age at first 
conviction. Static risk factors are historical and do 
not fluctuate. Dynamic risk factors, as the name 
suggests are modifiable factors. A few commonly 
mentioned modifiable factors are active mental 
illness, medication adherence, insight into their 
mental illness, and involvement with criminal 
associates (Chaimowitz, 2008). Static risk factors 
have been more extensively studied and shown to 
be the strong predictors of recidivism.  They also tend 
to be the focus of risk assessment tools (McDermott, 
Edens, Quanbeck, Busse & Scott, 2008). Dynamic 
risk factors are particularly valuable to clinicians 
as once the factor is addressed there may be a 

REVIEW
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reduction in recidivism (McDermott et al, 2008). The 
rest of this report discusses risk factors grouped into 
three main categories; criminological, demographic 
and clinical. The first two incorporate static variables 
whilst the latter includes mostly dynamic factors. 

CRIMINOLOGICAL FACTORS ASSOCIATED 
WITH RECIDIVISM

Generally criminological factors include variables 
such as age of first conviction, number of criminal 
charges, heterogeneity of charges, type of index 
offence (e.g. minor offence versus violent offence), 
previous convictions and incarcerations.

The meta-analysis by Bonta et al (1998) is a 
frequently quoted study on risk factors for recidivism. 
This analysis, as well a second meta-analysis by 
Bonta et al (2013) revealed that criminological 
factors such as number of previous convictions 
and age of first crime are the strongest predictors 
of recidivism. Maden, Rutter, McClintock, Friendship 
and Gunn (1999) in the United Kingdom reported 
that the average age of a recidivist on admission 
was 29 years old compared to 35 years old for a non-
recidivist; and recidivists had a mean of 13 previous 
convictions compared with six for non-recidivists. 

INTERESTINGLY THESE ARE THE SAME RISK 
FACTORS AS FOR A GENERAL OFFENDER. 
IN A LARGE MAJORITY OF STUDIES IN 
THIS FIELD YOUNGER AGE AT FIRST CRIME 
AND HIGHER NUMBER OF CONVICTIONS 
HAVE BEEN REPORTED THE STRONGEST 
AND MOST RELIABLE PREDICTORS OF 
RECIDIVISM (BONTA ET AL, 2014; KINGSTON 
ET AL, 2015; LUND ET AL. 2011; MONAHAN, 
2001; NILSSON ET AL, 2011; SKEEM ET AL, 
2001).

The relationship between the type of index offence 
and recidivism has also been noted. A large scale 
Canadian National Trajectory Project analysed 
MDOs with regard to rate of and risk factors for 
recidivism (Charette et al, 2015). The project yielded 
interesting results in that it found the rate of recidivism 
amongst MDOs less than that of general offenders. 
It also revealed that MDOs with more serious index 
offences were less likely to reoffend. Similarly, Pflueger 
et al (2015) stated that MDOs with less serious 
index offences were more likely to reoffend. Public 
opinion may assume that an offender with a more 
serious offence is more dangerous and more likely 
to reoffend however these studies tell of an opposite 
association. The relationship between offence type 
and recidivism is complex and should be studied 
further. 

Specific offences such as homicide and sexual 
offences in the MDO population have been 
studied. A systematic review and meta-analysis 
of homicide recidivism in schizophrenia reported 
that approximately 2% of homicide offenders with 

schizophrenia had committed an earlier homicide 
(Golenkov, Nielssen & Large, 2014). This study 
concluded that the rate of homicide recidivism in 
schizophrenia is likely lower than some reports have 
suggested. A large-scale study of over 1000 sexual 
offenders found that any psychiatric diagnosis 
including psychosis and mood disorders were risk 
factors for sexual recidivism (LÅngström, Sjöstedt 
& Grann, 2004). A more recently published study 
assessed the relationship between recidivism and 
mental disorders amongst sexual offenders (Kingston 
et al, 2015). In this study 95% of sexual offenders 
had a mental health diagnosis, 27.8 % committed 
sexual recidivism, 51.1% violent (including sexual) 
recidivism and 69.6 % general recidivism (Kingston 
et al, 2015). 

HOWEVER, THIS PROSPECTIVE STUDY 
AND A STUDY BY ABRACEN ET AL (2014) 
INDICATED THAT SUBSTANCE ABUSE 
AND PERSONALITY DISORDER WERE THE 
ONLY DIAGNOSES ASSOCIATED WITH RE-
OFFENCE AMONGST SEXUAL OFFENDERS. 
PSYCHOSIS OR ANY OTHER PSYCHIATRIC 
DIAGNOSES WERE NOT SIGNIFICANT 
PREDICTORS. 

DEMOGRAPHIC FACTORS ASSOCIATED 
WITH RECIDIVISM

Demographic factors related to gender, age, marital 
status and employment have been linked with 
recidivism. Age at first conviction is often grouped with 
criminological factors and has been discussed above.

Male gender has been found to be a predictor 
of re-offending in some studies (Bonta et al, 1998; 
Buchanan, 1999; Coid et al, 2007;Davies, Clarke, 
Hollin, & Duggan, 2007) however many other studies 
with large sample sizes and long follow-up periods 
did not replicate this finding (Friendship, McClintock, 
Trutter & Maden, 1999; Lund et al, 2013; Phillips et al, 
2005). Differences in outcome could be attributed 
to differing methodologies or population sample, 
however, studies by Coid et al (2007) and Philips et al 
(2005) both assessed MDOs released from medium 
secure units in the United Kingdom but have differing 
results with regard to male gender. Hence the link 
between gender and recidivism is unclear.

Some studies that have assessed marital status with 
regard to recidivism have not found it to be a predictor 
of recidivism (Edwards et al, 2002; Friendship et al, 
1999; Philips et al, 2005). Contrastingly the regularly 
mentioned meta-analysis by Bonta et al (1998) found 
that among demographic variables age, gender and 
single marital status were the strongest predictors of 
recidivism. The second analysis by Bonta et al (2013) 
reported that problems with employment, being 
single and having family problems were predictors 
of general and violent recidivism. Castillo and Alarid 
(2011) from the USA examined characteristics of 307 
adult MDOs and did not find employment status to 
be a predictor of recidivism.

REVIEW
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NOT MANY STUDIES COMMENT ON 
LEVEL OF EDUCATION AS A RISK 
FOR RECIDIVISM. HOWEVER BONTA 
ET AL (1998 AND 2013) STATE THAT 
EDUCATIONAL LEVEL WAS NOT A 
SIGNIFICANT RISK FACTOR FOR BOTH 
GENERAL AND VIOLENT RECIDIVISM.

These correlates have only been established in 
developed countries and cannot be extrapolated 
to a South African population. A socio-demographic 
study that compared MDOs from Zimbabwe 
to MDOs in England and Wales showed major 
differences in population groups in terms of age, 
marital status and level of literacy. Only employment 
status was comparable between the two groups 
and furthermore 53% of Zimbabwean MDOs had 
committed homicide compared to 20% of English 
and Welsh MDOs (Menezes, Oyebode & Haque, 
2007). The assumption following these contrasting 
findings is that different geographical groups do not 
always follow the same trends. It is therefore important 
that the relationship between demographic factors 
and recidivism continues to be (re)examined on a 
local level.

CLINICAL FACTORS AND RECIDIVISM

THE TWO MOST IMPORTANT CLINICAL 
VARIABLES LINKED TO INCREASED RISK FOR 
RECIDIVISM ARE SUBSTANCE ABUSE AND 
ANTISOCIAL PERSONALITY DISORDER 
(BUCHANAN, 1998; GAGLIARDI, LOVELL, 
PETERSON & JEMELKA, 2004; MADEN 
ET AL, 2004; NILSSON ET AL, 2011; LUND 
ET AL, 2013). THE LIST OF REFERENCES 
SUPPORTING THIS FINDING COULD 
EXTRAPOLATE TO THE MAJORITY OF 
STUDIES ON RECIDIVISM IN MDOS. 

The presence of a mental illness alone such as 
schizophrenia or bipolar disorder has not shown to 
be a significant predictor of recidivism (Coid et al, 
2007; Nilson et al, 2011; Phillip et al, 2005) however 
substance abuse and personality disorders alone 
or in combination with mental illness are strong 
predictors of recidivism (Castillo and Alarid, 2011; 
Grann et al, 2008; Lund et al, 2011). The MacArthur 
study (1998) reported that among recently 
discharged psychiatric patients the prevalence rate 
for violence was 18% for major mental illness without 
substance abuse, 31% for major mental illness with 
comorbid substance abuse and 43% for personality-
disordered patients with comorbid substance abuse. 
In a long-term study on schizophrenic patients the 
risk for violence was increased 30-fold in patients 
with schizophrenia and substance abuse compared 
to 16-fold in schizophrenia alone (Wallace, Mullen & 
Burgess, 2004).

Bonta et al (2013) found that drug abuse was a 

significant predictor of general recidivism while 
alcohol abuse was strong predictor of violent 
recidivism. Overall alcohol is the substance most 
strongly associated with recidivism (Bonta et al, 1998). 
Alcohol has been found to facilitate aggression and 
antisocial behaviour and correlations have been 
made between alcohol, sexual violence, intimate 
partner violence and murder (Bonta et al, 2013). 
Thus, it is not surprising that there is such a strong 
association between alcohol and recidivism. 

Psychopathy and antisocial personality disorder are 
often used interchangeably. Robert D Hare pioneered 
studies in psychopathy in offender populations. 
This research led to the development of the Hare 
Psychopathy Checklist (PCL). The PCL was revised 
to a 12-item checklist and is now referred to as the 
PCL revised (PCL-R) or PCL screening version (PCL: 
SV). The PCL-R is used extensively both for research 
and clinical purposes. It has also been used for 
research that influenced the Diagnostic Statistical 
Manual (DSM) criteria for ASPD (Hare, 1996). Dr Hare, 
in an article in the Psychiatric Times (1996), warned 
against using the terms ASPD and psychopathy 
synonymously. While most psychopaths will also fulfil 
the criteria for ASPD, the majority of those diagnosed 
with ASPD are not psychopathic (Hare, 1996).  The 
DSM IV diagnostic criteria for ASPD states that 
these patients have a pervasive disregard for and 
violation of others’ rights and also list seven common 
characteristics in ASPD. Psychopathic individuals also 
present with deviant and disrespectful behaviour; 
however, psychopathy is a personality disorder 
that denotes more specific problems with affective, 
interpersonal, and behavioural characteristics. These 
present with impulsivity, superficial emotions, lack of 
empathy, guilt, or remorse, pathological lying, lack 
of responsibility and persistent violation of social 
norms and expectations (Thomson et al, 2015). 
Common terms used to describe psychopaths at 
an interpersonal level are grandiose, arrogant, cold-
hearted, superficial, domineering and manipulative. 
Psychopathic individuals are also quick-tempered 
and lack the ability to form meaningful emotional 
bonds (Hare, 1991). The prevalence of psychopathy 
is less than 1% in general populations (Coid, Yang, 
Ullrich, Roberts & Hare, 2009). Psychopathy and high 
scores on the PCL-R are consistently found as strong 
predictors of re-offence (Coid et al, 2015).
 
Associations have been made between active major 
mental illness and violence. Mentally ill patients with 
threatening or paranoid delusions are twice as 
likely to become violent as non-paranoid psychotic 
patients (Buckley, Noffsinger, Smith, Hrouda & Knoll, 
2003). Approximately 20% of violent psychotic 
patients were motivated by their hallucinations or 
delusions (Taylor, 1985). Anger attacks were reported 
in 44% of patients with depression (Fava, 1998) and 
amongst MDOs a diagnosis of depression has been 
linked with risk for sexual offence (Coid et al, 2007). 
Patients with dementia and intellectual disability 
are also a subgroup that pose risks for violence 
(Rueve & Welton 2008). The study by Swanson et al 
(1990) showed that the risk for violence increased 
linearly with the number of psychiatric diagnoses; 
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nevertheless, a diagnosis of substance abuse 
remained the single most important diagnosis in 
predicting violence. Furthermore, the majority of 
studies on recidivism in the MDO population have 
not found an association between psychosis, mood 
or anxiety disorders and re-offence (Bonta et al, 1998, 
Bonta et al, 2013). Bonta et al (2013) states, “these 
results leave us to conclude that major mental 
illnesses are unreliable predictors of general and 
violent recidivism” (Bonta et al, 2014, pg. 285).

Coid et al (2015) published the first study that 
compared multiple diagnostic subcategories and 
risk for re-offence. Most other studies combine all 
psychotic, mood, and anxiety disorders into one 
clinical category and have concluded that these 
diagnoses are not predictors of re-offence. However, 
with a large sample size Coid et al (2015) have 
concluded that while personality disorder remains 
the highest clinical category for violent re-offence, 
there are also important distinctions to be made with 
regard to specific diagnoses. Patients with depressive 
disorders were least likely to reoffend. The study also 
found that incidence rates for violent and acquisitive 
offences were higher for those with delusional 
disorder compared to patients with schizophrenia/
schizoaffective disorder (Coid et al, 2015). Patients 
with mania/hypomania were more than twice as 
likely to be reconvicted of a violent offence, and four 
times more likely to commit a sexual offence (Coid 
et al, 2015).

LEVEL OF INTELLIGENCE IS ANOTHER 
CLINICAL VARIABLE THAT MAY INCREASE 
RISK FOR RECIDIVISM. LEVEL OF 
INTELLIGENCE AS AN INDIVIDUAL 
CATEGORY IS THE ONLY OTHER CLINICAL 
VARIABLE (OTHER THAN SUBSTANCE 
ABUSE AND PERSONALITY DISORDER) 
THAT HAS BEEN ASSOCIATED WITH 
RECIDIVISM. 

A few older studies show that lower intelligence level 
moderately increased risk for recidivism (Gleuck & 
Gleuck, 1950; Hirschi & Hindelang 1977). However, 
the study by Gray, Fitzgerald, Taylor, MacCulloch 
and Snowden (2007) included 145 mild to severely 
intellectually disabled offenders and found that lower 
intelligence level was predictive of less crime. Bonta 
et al (2013) taking all studies into consideration 
concluded that lower intelligence significantly 
predicted general recidivism.

Length of stay in hospital is also an important clinical 
variable to be considered. Coid et al (2007, p.223-p. 
225) states that “risk of violent conviction was 
reduced among those who had stayed 2 years or 
more in medium secure services.” A study in Scotland 
focused on patient readmissions post discharge 
(Duncan et al, 2002). The authors found that the 
most apparent risk factor for readmission was a 
previous admission of less than one-year duration. 
Patients with greater than five-year length of stay 

were rarely readmitted and violence was overall the 
most common reason for return to the State Hospital 
(Duncan, Short, Lewis & Barrett, 2002). A retrospective 
study by Maden et al (1999) also found a relation 
between length of stay in hospital and reconviction. 

THE STUDY REPORTED THE AVERAGE 
LENGTH OF STAY IN A MEDIUM-SECURE 
PSYCHIATRIC UNIT WAS 223 DAYS 
FOR RECIDIVISTS AND 325 FOR NON-
RECIDIVISTS. PHILIP ET AL (2005) 
IDENTIFIED ONLY THREE FACTORS THAT 
PREDICTED RECIDIVISM AND NUMBER 
OF DAYS IN HOSPITAL WAS ONE OF 
THE THREE FACTORS. THE OTHER TWO 
FACTORS WERE AGE ON ADMISSION AND 
THE NUMBER OF PREVIOUS OFFENCES.

“One hundred patients wait for beds at Sterkfontein” 
was the title of an article in the Times Live on 22nd 

June 2011. The sub heading stated “The families of 
more than 100 mentally-challenged inmates waiting 
for beds at Sterkfontein Psychiatric Hospital will listen 
with huge interest to what the head of the hospital 
has to say in court next week” (Ndlovu, 2011). A 
guest editorial by Ogunlesi, Ogunwale, De Wet, Roos 
and Kaliski (2012) highlighted the challenges in 
forensic psychiatry in Africa – the main ones being 
lack of knowledge about forensic psychiatry and 
resource shortages. It is for the above reason that the 
duration of first admission was of particular interest 
to the author of this thesis. Due to bed shortages and 
long waiting lists, clinicians at Sterkfontein Hospital 
are often under pressure to allow state-patients back 
into the community on LOA. It is therefore important 
to know whether specific duration of admittance 
impacts recidivism as authorising an LOA very soon 
after admission due to bed shortages may impact 
society at large.

The time from discharge to re-offence is an important 
variable to consider as it may provide information as 
to when an MDO is at greatest risk for reoffending. 
Steadman et al (1998) and Yoshikawa et al (2007) 
found that most MDOs reoffend within the first two 
years in the community. Castillo and Alarid (2011) 
and Lovell et al (2002) reported that most reoffended 
within the first year. Phillips et al (2005) assessed 
MDOs for an average of six years post discharge 
and stated the risk for re-offence was highest in the 
first three years. Coid et al (2007) made a slightly 
different finding and stated that the risk for re-offence 
increased each year post discharge and peaked at 
nine years. 

RISK ASSESSMENT

The South African legal system regarding 
management of MDOs differs considerably from 
other countries.  Most often risk assessments are 
made by means of clinical judgement as most 
actuarial tools are not specifically validated for 
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a South African population. Countries that have 
scientifically validated risk factors for recidivism, have 
gone on to formulate risk assessment tools such as 
the Violence Risk Appraisal Guide and the Offender 
Group Reconviction Scale (Snowden, Gray, Taylor 
& MacCulloch, 2007). Another commonly used 
and validated risk assessment tool is the Historical 
Clinical Risk Management rating scale (HCR-20) 
(Webster, Douglas, Eaves & Hart, 1997). The HCR-20 
combines actuarial measures with structured clinical 
judgement.  Many argue that actuarial prediction of 
risk is more reliable than clinical judgement (Lawlor, 
2002; Quinsey, Harris, Rice & Cormier, 2006). 

OTHER RESEARCHERS STATE THAT THE 
MOST EFFECTIVE MEANS OF ASSESSING 
RISK OF VIOLENCE IS THROUGH CLINICAL 
JUDGEMENT (BUCHANAN, 1999). ONE 
OF THE MOST RECENT ARTICLES ON 
VIOLENCE RISK ASSESSMENT WAS 
AUTHORED BY TWO WELL-KNOWN AND 
HIGHLY ACCLAIMED RESEARCHERS IN 
THE FIELD – J MONAHAN AND J SKEEM 
(2014). THE PUBLICATION HIGHLIGHTS 
THAT LAWS HAVE BEEN IMPLEMENTED IN 
VARIOUS COUNTRIES MAKING INFORMED 
RISK ASSESSMENT MANDATORY. 

The article also states that there is no one consensus 
on the best risk assessment tool, however a 
combination of approaches should be used based 
on the purpose of the risk assessment (Monahan & 
Skeem, 2014).

CONCLUSION

In South Africa we have yet to assess whether the 
internationally known risk variables apply to a South 
African population of MDOs.  It is imperative that one 
assesses recidivism and MDOs in the context of the 
current challenges within the South African system.

The MMed which served as the basis for the literature 
review addressed risk factors for recidivism in a South 
African setting. The data is available as follows: Morgan 
N, Del Fabbro G. Factors associated with recidivism at 
a South African forensic psychiatric hospital. South 
African Journal of Psychiatry | Vol 24 | a1125 | 2018 | 
https://doi.org/10.4102/sajpsychiatry.v24i0.1125.
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A tul Gawande’s Being Mortal1  is an intense 
book. I wanted to devour it, but – like a rich 
pâté – I found I could only consume it in 
small doses, stopping every few pages to 

digest the contents and author’s thoughts. 

IT IS A WONDERFUL READ, A JOURNEY 
OF REDISCOVERY INTO THE ESSENCE 
OF MEDICINE, HEALING, CARING, WHAT 
CONSTITUTES THE DIGNITY WE ARE ALL 
ENTITLED TO, AND THE VALUE WE PLACE 
ON LIVING WITH DIGNITY. THE AUTHOR’S 
IDEAS BURIED DEEP INTO MY MIND, 
AND LEFT ME QUESTIONING MY OWN 
UNDERSTANDING OF DEATH, CARING 
FOR THE SICK AND FRAIL, AND EVEN MY 
OWN MORTALITY. 

Whether it’s a book, an article in a publication like this, 
or another source that sparks the thought, I believe 
this re-examining of our methods and modalities2  is 
one of our duties as practitioners in the sphere of 
health care, physical and/or psychological.

IN SEARCH OF A NEW CARE PHILOSOPHY

In an era such as now, where action and 
independence are highly valued, there are few as 
vulnerable as dementia patients. These patients 
(young and old) face cognitive decline in which 
they must relentlessly surrender pieces of themselves 

– like a protracted, one-sided game 
of chess. For the sake of dignity, 
we need to follow life-affirming 
approaches as a key component 
in providing better dementia care.3

This is a fundamental shift in how we 
think about dementia care, and one 
that I believe care providers must 
embrace. With Gawande’s ideas 
and a heart-felt duty to advocate 
for our dementia patients in mind, I ask: what are 
the characteristics of organisations that embrace 
the new paradigm? Holistic, humanistic approaches 
mean better quality services; wider support services 
to families; more humane approaches; greater 
engagement; and an emphasis on improving the 
experience of a person living with dementia.

BEING & CARING

AS A FIRST STEP, HEALTHCARE TEAMS 
NEED TO UNDERSTAND THAT BEING 
WITH PATIENTS IS DIFFERENT FROM 
CARING FOR PATIENTS, AND WE NEED 
TO INCORPORATE THE FORMER INTO THE 
LATTER. 

Caring focuses on actions to address a patient’s 
immediate needs. Being with them means engaging 
on an emotional level: meeting your patient in their 
moment of vulnerability, on their timeline, in their 
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sorrow or embarrassment, without judgement, and 
without burdening them with our expectations. Care 
is acknowledging a patient’s loss of power and 
autonomy; being meets the patient where they are, 
with the intention of giving them back some of their 
power.

DEMENTIA PATIENTS ALREADY EXPERIENCE 
DISEMPOWERMENT. DEMENTIA IS SO 
PERSISTENTLY ASSOCIATED WITH 
CALAMITY THAT CHANGING THE 
SENSE OF HELPLESSNESS STARTS WITH 
FLIPPING OUR DISCOURSE ON THE 
TOPIC.4 MEETING PATIENTS IN THEIR 
VULNERABILITY AND CREATING CLOSE 
RELATIONSHIPS AROUND THEM PROVIDES 
AN EMOTIONAL STRUCTURE FOR A 
SAFETY NET. AT THE HEART OF A CHANGED 
DISCOURSE IS THE IMPERATIVE ON US IN 
THE CARE BUSINESS TO PROTECT DIGNITY 
AT ALL COSTS; THIS MEANS IN HOW 
WE MANAGE BEHAVIOUR, MEMORIES, 
LEGACY, STORIES, POSSESSIONS, AND SO 
ON.

WE DO BETTER WHEN WE THINK TOGETHER

As we know, dementia is multifaceted. To address 
multiple areas requires a mix of medical disciplines; 
including psychiatry, geriatrics, psychology, 
physiotherapy, occupational therapy, and nutrition. 
A great deal of research confirms that collaborative, 
interdisciplinary care leads to better treatment, and 
ultimately results.

RESEARCH HAS ALSO SHOWN A DECLINE 
IN MORTALITY RATES IN INTENSIVE 
CARE UNITS5 WHERE PATIENTS ARE IN 
THE CARE OF A TEAM OF SPECIALISTS, 
THAT “TEAM TREATMENT” IS MORE 
SUCCESSFUL. THE EVIDENCE THAT WE 
MAKE BETTER DECISIONS TOGETHER 
IS OVERWHELMING. ADDITIONALLY, 
HEALTHCARE UNITS CREATING MORE 
EFFECTIVE TREATMENT PLANS6 LEADS 
TO LOWER OPERATIONAL COSTS7 AND 
EFFICIENT RESOURCE MANAGEMENT, 
AN OBVIOUS BENEFIT TO BOTH FACILITIES 
AND PATIENTS.

In this regard, I specifically highlight five of the US 
Department of Healthcare8 principles for designing 
and improving care:

1. Care must be based with continuous healing 
relationships in mind.

2. Encourage and promote the free flow of 
knowledge and information.

3. Safety remains an important element.
4. Systems must anticipate patients’ needs.
5. Encourage cooperation between clinicians.

CULTIVATING EXPERTISE

WE ALSO NEED TO PROMOTE AND 
SUPPORT SPECIALISED NURSING CARE. WE 
KNOW THERE IS A SHORTAGE OF NURSES 
IN A SPECIALISED FIELD SUCH DEMENTIA 
CARE. 

This problem is exacerbated by a shortage of 
training facilities. Research shows that we have an 
aging nursing population, and the retirement rate 
exceeds new applications. 

We cannot rely on tertiary institutions alone to supply 
qualified nurses. We must retain nurses and be 
proactive, by employing the following tactics:

1. Regular engagement with nursing teams on 
what increases their satisfaction9 in terms of  
resources, work environment, benefits, and 
remuneration.

2. Increase expertise through specialised 
training that teaches nursing staff to nurture 
patient independence as this reduces the 
overall care burden.

3. Try not to lose them in the first place by making 
sure nurses have development and career 
opportunities, and incorporate senior nursing 
staff in decision-making.10

CARER-CENTRED APPROACHES

OUR NURSES AND CAREGIVERS NOT 
ONLY FACE ECONOMIC AND CAREER 
IMPEDIMENTS, BUT ALSO BURNOUT11 
AND BEREAVEMENT CHALLENGES. WE 
MUST BE COGNISANT OF THE CAREGIVER 
AS A HUMAN BEING WITH NEEDS IN THEIR 
WORKPLACE, AND GIVE THEM THE TOOLS 
FOR SELF-CARE12 AND MOURNING, 
UNDERPINNED BY AN UNDERSTANDING 
THAT THEIR ROLE IS SO MUCH MORE 
THAN “JUST CARING” – THEY ARE THE 
ONES WHO ARE THERE TO BE WITH 
PATIENTS, TO ENGAGE, ENCOURAGE, 
AND HOLD THEM UP (METAPHORICALLY, 
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AND OFTEN LITERALLY). THEIR JOB IS 
BEING PRESENT IN A PATIENT’S END 
JOURNEY; AND THEY ARE OFTEN THE 
FINAL CUSTODIANS OF THE PATIENT’S 
DIGNITY AND RELATIONSHIPS.13

CONCLUSIONS

When we talk about a life well lived, we inevitably 
refer to the full meaning thereof; including the end-
of-life care arrangements. 

NEW THINKING IS DRIVING NEW CARE 
PRACTICES, AND OUR FACILITIES, 
HEALTHCARE WORKERS, MEDICAL 
SPECIALISTS, HOSPITALS AND OTHER 
STAKEHOLDERS HAVE TO TAKE AN 
EVALUATIVE LOOK AT OURSELVES.

We must consider what we need to change our 
management philosophies, methods, procedures 
and every aspect of our operations – and decide 
how best to close the gap between caring and 
being.
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T he economic consequences due to work 
absence is well recognized, however the 
health- and economic effects on the sick 
employee, their families and the community 

is less well recognized.

There is a strong evidence base showing that 
work is generally good for physical and mental 
health and well-being. Work can be therapeutic 
and can reverse the adverse health effects of 
unemployment.  

OVERALL, THE BENEFICIAL EFFECTS 
OF WORK OUTWEIGH THE RISKS OF 
WORK, AND ARE GREATER THAN THE 
HARMFUL EFFECTS OF LONG-TERM 
UNEMPLOYMENT OR PROLONGED 
SICKNESS ABSENCE. WORK IS 
GENERALLY GOOD FOR HEALTH AND 
WELL-BEING AND PROLONGED SICK 
LEAVE AND CESSATION OF WORK IS 
DETRIMENTAL TO A PERSON’S HEALTH.

The value of reasonable accommodation in the 
return-to-work process after a person has been 
declared disabled is a familiar concept. This article 
aims to also discuss the value of reasonable 
accommodation when a person with a mental 

illness is still working and has not 
been classified as disabled or 
does not meet the criteria to be 
classified as disabled. 

Equipped with this knowledge, 
we would like to encourage 
psychiatrists and other mental 
health care providers to empower 
their patients with this information, 
making them aware of their rights 
and advocating on their behalf 
to get the benefit of reasonable 
accommodation. 

LEGISLATION

South Africa has agreed to adopt 
in both principle and policies the 
United Nations Convention on the 
Rights of Persons with Disabilities. 
The purpose of the Convention is to promote, 
protect and ensure the full and equal enjoyment of 
all human rights and fundamental freedoms by all 
persons with disabilities and to promote respect for 
their inherent dignity.

In South Africa, our Bill of Rights (The Constitution) is 
the principal source of legal rights for persons with 
disabilities. It states that everyone is equal before the 
law and has the right to equal protection and benefit 
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from the law. The Constitution supports the right to 
equality, dignity and freedom for all. This means that 
any discrimination, including discrimination based 
on a person’s disability status, is a human rights issue 
and holds no place in a democratic country, such 
as South Africa. 

UNFORTUNATELY THE LAW, IN PARTICULAR 
THE EMPLOYMENT EQUITY ACT, ONLY 
GIVES GENERAL GUIDELINES AND IS NOT 
EXPLICIT ENOUGH, THEREBY FAILING TO 
PROVIDE ADEQUATE PROTECTION FOR 
BOTH EMPLOYERS AND EMPLOYEES WITH 
DISABILITIES. 

The Code of Good Practice and the Technical 
Assistance Guidelines on the Employment of 
Persons with Disabilities requires employers to design 
and implement a workplace that eliminates unfair 
discrimination and includes guidelines on how to 
effect this purpose. 

Many employees are reluctant to disclose their 
disability status (if it’s not obvious e.g. mental illness), 
but once an employee discloses, the employer has 
3 duties placed upon them:

1. To investigate

2. To consult with the employee

3. To implement reasonable accommodation.

Sadly, employees with mental illness will usually 
only disclose when a crisis has been reached. At 
this point, employers have typically already started 
incapacity proceedings. 

What employers also fail to take into consideration 
is whether incapacity is temporary or permanent, 
and whether the person would be able to perform 
the essential functions of their job with reasonable 
accommodation. 

SHOULD AN EMPLOYER DISMISS AN 
EMPLOYEE ON THE GROUNDS OF 
THEIR DISABILITY, THE DISMISSAL IS 
AUTOMATICALLY UNFAIR. 

Should the employee be unable to perform the 
job with reasonable accommodation, alternative 
positions should be considered for the employee. 
Alternatives to dismissal should always be considered 
first. 

IMPORTANT TERMINOLOGY

The three terms below are not synonymous and 
describe very different states and suggests the need 
for different actions to be taken by both the health 
care practitioner, employer and employee. Employers, 
employees and even health care practitioners are 
not always aware of what these terms mean and 
the impact they have on the process of disability 
management.  The terms are:

IMPAIRMENT

The American Medical Association Guides To 
The Evaluation Of Permanent Impairment defines 
impairment as “a significant deviation, loss, or loss 
of use of any body structure or body function in 
an individual with a health condition, disorder, or 
disease” and the Merriman Webster dictionary 
defines impairment  as “diminishment or loss of 
function or ability”. So in layman’s terms: there has 
been a loss or decline in a person’s ability to perform 
certain functions, either physically, mentally or both. 

DISABILITY

According to the Employment Equity Act in South 
Africa, people with disabilities are people who have 
(1) a long-term or recurring (2) physical, including 
sensory, or mental impairment which (3) substantially 
limits their prospect of entry into or advancement in 
employment.

The EEA clearly states that a person has to meet 
the 3rd criteria (substantially limited) in order to be 
classified as disabled. Should a person meet criteria 
1 and 2, but not be substantially limited (criteria 3), 
they cannot be classified as disabled in terms of the 
Employment Equity Act. 

INCAPACITY

The National Human Resource Directory defines 
incapacity as the situation where an employee is 
unable to carry out or perform to his/her contracted 
obligations due to the inherent inability on the part 
of the employee. Incapacity is distinguished from 
misconduct and discipline in that ‘fault’ or ‘blame’ is 
not alleged in incapacity. 

The easiest way to understand this term is for an 
employer to ask: “is my employee able to perform 
the core functions of a specific job with reasonable 
accommodation?” If the answer is no, the employee 
is incapacitated. 

The employer also has to consider whether 
alternative positions in the company could 
potentially be suitable for the employee.  Should 
the employee refuse the alternative position or if the 
employer can prove that there is no suitable position 
available, only then may the employer start to think 
of pursuing the incapacity option. 

REASONABLE ACCOMMODATION

The Employment Equity Act states that all designated 
employers under the Act and Code should 
reasonably accommodate the needs of Persons 
with Disabilities. Reasonable accommodation is 
both an elimination of unfair discrimination and 
an affirmative action requirement in terms of 
employment equity plans. 

IMPAIRMENT INCAPACITY DISABILITY
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The aim of reasonable accommodation is to remove 
barriers impacting on the person’s ability to perform 
the essential functions of the job. It can also be 
described as modifications or alterations to the way 
a job is normally performed. 

In terms of physical disabilities, reasonable 
accommodation can be as simple as modifying the 
workstation i.e. placing items at a lower level in order 
for a person in a wheelchair to be able to reach 
those items. 

MANY EMPLOYERS ASSUME THAT 
REASONABLE ACCOMMODATION WILL 
BE COSTLY, BUT THAT IS NOT ALWAYS 
THE CASE AS IT MIGHT ONLY REQUIRE 
MAKING SMALL ADJUSTMENTS IN WORK 
SCHEDULES OR RE-ASSIGNING NON-
ESSENTIAL TASKS.

For persons with mental illness, reasonable 
accommodations that may be considered in 
preparation for return-to-work after ill health, or to 
ensure that the patient stays at work during a period 
of decline in function could be as straightforward as 
allowing the employee to take breaks in a private 
space such as a small conference room or meeting 
room. It may also be beneficial to the employee 
to allow them to work from home some days, be 
allowed to wear headphones to block out noise or 
to be seated in a space that is quiet, with little traffic. 

Many persons with mental illness experience high levels 
of anxiety and may need to be warned of changes 
in expectations and demands by their manager well 
in advance. The manager can also consider allowing 
the employee to not attend non-essential meetings 
or to indicate when they feel overwhelmed and need 
a break. A person with mental illness may also find it 
difficult to prioritize and structure their days during 
periods of ill health. It may be helpful if the manager 
could assist the person to prioritize their tasks, allow 
more time for tasks that require attention to detail and 
to provide flexible deadlines.

In order to ensure inclusivity and promote an 
environment of acceptance at work, sensitization 
training for colleagues is advised, which should 
ideally be performed by an occupational therapist.

HOW TO SUPPORT AND GUIDE YOUR PATIENT

STEP 1: PSYCHO-EDUCATION 
Explain the patient’s illness to him/her in layman’s 
terms, including the reason for medication and 
possible side-effects.

STEP 2: ENCOURAGE 
Encourage the patient to investigate and understand 
the effects of their illness on their ability to function at 
home and at work.
STEP 3: REFER 
Encourage the patient to see an occupational 

therapist and/or psychologist to support them in 
addressing issues that are essential for their well-
being and rehabilitation. 

STEP 4: INFORM 
Make the patient aware that they have rights in 
terms of disclosure, confidentiality and reasonable 
accommodation. Further inform your patient that 
it is important to obtain a copy of their company’s 
disability policy.

STEP 5: FACILITATE RETURN TO WORK/STAY AT WORK 
Should your patient already be on sick-leave or 
temporary disability, guide your patient to determine 
their readiness to return to work or ability to stay at 
work by referring to an occupational therapist who 
specializes in the vocational rehabilitation area.

CONCLUSION

It is our plea that psychiatrists familiarise themselves 
with these principles and not to wait until the 
patient is in need of sick leave before the option 
of reasonable accommodation is discussed. We 
propose that a lot of patients who are suffering from 
common mental illnesses and who are continuing 
to work in spite of their mental illness, for example, 
social anxiety disorder, generalised anxiety disorder 
or major depression, may benefit greatly from early 
intervention at their place of work in the form of 
reasonable accommodation. 

Even though the person may not technically fulfil 
the criteria for being disabled according to the TAG; 
i.e. have a mental impairment that is long-term or 
recurring, which substantially limits their prospects 
of advancement in employment, engaging with an 
understanding employer who is prepared to assist 
the patient to function optimally at work, in spite of 
their struggles with mental illness, will go a long way 
in destigmatizing mental illness in the workplace 
and substantially improve the quality of life and 
happiness of their employees.

IT IS YOUR RESPONSIBILITY AS PHYSICIAN 
TO ENSURE THAT YOUR PATIENT IS AWARE 
OF THEIR RIGHTS AT WORK AND TO 
FACILITATE A PROCESS WHEREBY THE 
PATIENT IS ABLE TO EITHER CONTINUE TO 
WORK OR RETURN TO WORK AS SOON 
AS POSSIBLE AND APPROPRIATE FOR THE 
PATIENT AFTER A RELAPSE.
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C omorbidity indicates the occurrence of two 
or more diseases or syndromes in the same 
patient, where diagnosis of one condition 
does not categorically exclude the 

diagnosis of the others. In patients with psychiatric 
conditions, clinical comorbidities are common 
and are associated with high levels of functional 
impairment and mortality, and increased risk of 
suicide. Furthermore, in patients with comorbidities, 
one disorder may affect another in terms of course, 
outcome and treatment response. 

THE LIFETIME PREVALENCE OF 
PSYCHIATRIC COMORBIDITIES HAS 
BEEN REPORTED IN COMMUNITY AND 
CLINICAL STUDIES AND MOST OF THE 
PATIENTS HAVE MET CRITERIA FOR 3 OR 
MORE LIFETIME PSYCHIATRIC DISORDERS.

Reasons for this include the genetic basis of these 
disorders and the elevated risk of substance abuse 
and anxiety among those with psychiatric illnesses. 
Bipolar Disorder (BD) is commonly associated 
with both psychiatric and medical comorbidities. 
In general, the earlier the onset of BD, the more 
common are psychiatric comorbidities (Figure 1). 

CHALLENGES IN THE CLINICAL DIAGNOSIS OF 
BD

The average patient with BD may endure around ten 
years of affective symptoms before being diagnosed 
and receiving treatment. The most common 
incorrect diagnoses include Major Depressive 
Disorder (MDD), anxiety disorder, substance abuse 
disorder, Attention Deficit Hyperactivity Disorder 
(ADHD), impulse control disorder and medical 

disorders. Often misdiagnosis 
can be attributed to the variable 
phenomenology of BD, including 
different subtypes, mood states 
and illness courses, as well as age-
specific presentations. 

THE PERVASIVENESS OF 
DEPRESSIVE SYMPTOMS 
MEANS THAT MDD IS A 
COMPELLING DIFFERENTIAL 
DIAGNOSIS. NEVERTHELESS, EARLIER 
ONSET OF DEPRESSION IS AN IMPORTANT 
POINTER TO INCREASED RISK OF 
BIPOLARITY. 

CO-MORBIDITY 
IN BIPOLAR 
D I S O R D E R
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BD onset age >18 years (n=341)

Pe
rc

e
n

ta
g

e

Figure 1. Prevalence of comorbid Axis I diagnoses among 
prepubertal-, adolescent- and adult-onset bipolar patients. 
Adapted from Perlis RH, Miyahara S, Marangell LB, et al. Long-term 
implications of early onset in bipolar disorder: data from the first 1000 
participants in the Systematic Treatment Enhancement Program for 
Bipolar Disorder (STEP-BD). Biol Psychiatry 2004; 55: 875-881.
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In comparison to BD type II, the diagnosis of BD 
type I is more straightforward, because it requires 
severe manic or mixed episodes entailing 
psychosis, hospitalisation or severe impairment of 
occupational and psychosocial function (Figure 2). 
However, approximately half of patients diagnosed 
with BD have an index major depressive episode 
rather than a hypomanic or manic episode. 

The prominent psychotic symptoms in patients with 
BD I disorder may also be suggestive of a diagnosis 
of schizoaffective disorder or schizophrenia.

DESPITE KRAEPELIN’S FORMULATION 
THAT CATEGORICALLY DIFFERENTIATES 
BD AND SCHIZOPHRENIA, THERE IS 
INCREASING EVIDENCE THAT SUPPORTS 
THE THEORY OF A CONTINUUM BETWEEN 
THESE DISORDERS WITH SCHIZOAFFECTIVE 
DISORDER BEING AN INTERMEDIATE 
CONDITION. 

The presence of comorbidities can present a 
significant challenge to diagnosis. Alcohol and 
substance use disorder (especially stimulants and 
cocaine) in younger patients or medical disorders 
(neurological, endocrine and infective conditions) 
and their treatments (e.g., corticosteroids), particularly 
in older patients may cause or exacerbate mood 
elevation symptoms, which may confound as well as 
delay the diagnosis of BD I. 

Disruptive behaviour disorders (e.g. ADHD, oppositional 
defiant disorder and conduct disorder), anxiety 
disorders and cluster B personality disorders are 
complex comorbidities that significantly confound 
diagnosis in a patient with BD.

ANXIETY IN BD

Recent studies show that rates of anxiety in BD tend 
to exceed those in the general population. The 
estimated lifetime prevalence of comorbid anxiety 
disorder in BD is estimated to exceed 50%, while rates 
for a current anxiety disorder are approximately 30%. 
In studies, comorbid anxiety disorder was more 
common in patients with BD I than in those with BD II. 

PATIENTS WITH BD ARE AT HIGHER 
RISK FOR MANY ANXIETY SUBTYPES 
INCLUDING GENERALISED ANXIETY 
DISORDER, SIMPLE PHOBIA, OBSESSIVE 
COMPULSIVE DISORDER, POST TRAUMATIC 
STRESS DISORDER AND PANIC DISORDER.  

Panic disorder seems to have the highest risk of 
comorbidity and together with anxiety tends to 
be manifested in bipolar mixed states, which may 
explain Emil Kraeplin’s description of mixed states 
as ‘anxious mania’ or ‘excited depression’. Anxiety 
predicts an earlier age of onset of BD and results in 
a more complicated and severe disease course. It 
is also associated with increased suicide, psychotic 
features, substance abuse, panic comorbidity and a 
poor response to lithium. 

SUBSTANCE USE DISORDER (SUD)

Comorbid SUD has been found in approximately 
60% and 50% of patients with BD I and BD II, 
respectively, which are the highest rates within any 
psychiatric disorder. Research from the Stanley 
Foundation Bipolar Network found that the lifetime 
prevalence rate of alcohol abuse/dependency was 
approximately 50% among bipolar men and 30% 
among bipolar women. Whereas in men with BD 
genes play an important role in the occurrence of 
comorbid alcoholism, in bipolar women it appears to 
be more likely related to depression, and depressive 
symptoms are especially common in female bipolar 
patients with alcohol abuse. 

AS IS TRUE FOR MANY OF THE OTHER 
COMMON COMORBIDITIES OF BD, 
SUBSTANCE USE MAY PRECEDE THE 
PRESENTATION OF ACTUAL BIPOLAR 
SYMPTOMS AND MAY OBSCURE THE 
MOOD DIAGNOSIS. THE TEMPORAL 
ONSET OF SUD AND BD MAY ALSO 
REFLECT DIFFERENT CLINICAL COURSES, 
RECOVERY TIMES AND REMISSION RATES.
 
Comorbid SUD is associated with an increased 
risk of violent behaviour. Likewise, impulsivity is an 
overlapping and overarching feature of BD and SUD 
and further complicates the course of the illness. 
In bipolar patients, comorbid SUD is a significant 
contributor to treatment non-adherence.

ATTENTION DEFICIT HYPERACTIVITY DISORDER 
(ADHD)

Only recently are we beginning to gather an insight 
into the onset and atypical phenomenology of 
bipolar disorder in childhood and adolescence. 
This atypical mixed-state phenotype seems to 
overlap with symptoms of ADHD, including irritability, 
impulsivity, distractibility, hyperactivity, rapid speech 
and emotional lability. Some studies suggest that 
ADHD may be a marker for the development of early 

Figure 2. Comparison of symptomatology of bipolar disorder I and II. 
Adapted from Substance Abuse and Mental Health Services 
Administration. An Introduction to Bipolar Disorder and Co-
Occurring Substance Use Disorders. Advisory 2016; 15(2). Available 
from: https://store.samhsa.gov/system/files/sma16-4960.pdf
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onset BD. In the absence of effective diagnostic 
tools the overlap of these disorders with conduct 
disorder and oppositional defiant disorder adds to 
diagnostic confusion. 

PERSONALITY DISORDER (PD)

Another diagnostic cofounder in patients with BD 
is the presence of a comorbid personality disorder, 
which complicates treatment decisions and may 
negatively influence the outcome of BD. The severity 
of residual mood symptoms in bipolar patients with 
PD differs from that in bipolar patients without PD 
even during periods of remission. Features of PD may 
overlap with a bipolar mood episode and it can be 
difficult to diagnose a PD until the mood episode 
has been successfully treated.  

A careful and thorough personal and collateral 
history may be most instructive in establishing the 
presence of personality traits that predate the onset 
of a mood disturbance. Conversely, personality 
features that endure after the resolution of a mood 
episode may reveal the comorbid conditions.  A 
positive family history of a mood disorder and 
antidepressant-induced mood elevation can also 
serve as important clues.  

A RECENT STUDY FOUND THAT CLUSTER 
B PERSONALITY DISORDER FEATURES 
WERE EVIDENT IN ABOUT ONE-THIRD 
OF BIPOLAR PATIENTS, WITH POSSIBLE 
ASSOCIATIONS TO CHILDHOOD ABUSE.

An independent elevated lifetime risk of suicide was 
attributed to cluster B comorbidity.  Recent literature 
advocates a more careful approach to diagnosing 
borderline personality disorder within the context 
of the mood cycling pattern seen in BD II where a 
cyclothymic temperament has been proposed as 
the underlying feature of this atypical mood-anxiety-
impulsivity continuum. 

MEDICAL COMORBIDITIES

Cardiovascular disease, type 2 diabetes mellitus 
and other endocrine disorders tend to occur 
more often in patients with BD than in the general 
population (Figure 3).  Reasons for this observation 
include medication side effects, smoking, diet, 
sedentary lifestyle, and other risk factors that may go 
unrecognised (e.g., insulin resistance, inflammation, 
elevated cortisol levels). Population-based studies 
have shown that in comparison to the general 
population, cardiovascular mortality is almost 
doubled in BD patients, which may be attributable 
to a higher rate of obesity in these patients.

Comorbid neurological disorders, including migraine 
headaches, have also been reported in patients 
with BD, especially BD II.

TREATING COMORBID BIPOLAR DISORDER

Relatively few controlled clinical trials have studied 
the treatment of bipolar disorder with comorbidities 

(i.e., complicated or comorbid bipolar disorder). 
However, the first step in treating any type of 
complicated BD is to stabilise the mood, which may 
also improve the comorbid disorder.  

Standard mood stabilisers, atypical antipsychotics and 
non-antimanic anti-epileptic agents are emerging as 
potentially useful treatments for several of the disorders 
that frequently co-occur with BD, and therefore may be 
useful treatments for complicated BD. 

CONCLUSION

The substantial overlap of symptoms between 
BD and other psychiatric conditions is inherently 
challenging to making an accurate diagnosis. A 
careful longitudinal assessment that establishes the 
chronology of onset of different conditions, symptom 
and functional profile between mood episodes, 
course of the illness and responses to treatment are 
essential for a more robust diagnosis. Furthermore, 
an accurate history requires corroboration from 
family members.

Research into the management of BD with 
comorbidities is limited. Whereas clinical guidelines 
for BD acknowledge the complexity of treating the 
illness, most provide few recommendations specific 
to the patient with comorbidities. The price of 
diagnostic and therapeutic uncertainty, however, is 
reflected in the high cost of chronicity with elevated 
rates of suicide, legal and interpersonal difficulties, 
as well as repeated hospitalisations.

As more is understood about the neurobiology of 
BD and affective disorders, we can hope to begin to 
refine our understanding of how to manage patients 
with complicated BD. A deeper understanding of the 
pathophysiological links between specific medical 
illnesses and BD, including the use of clinical 
biomarkers to help refine the understanding of bipolar 
subtypes, may help clarify the pathophysiology of 
bipolar disorder itself.

References available upon request from the author.

Alma Kalaba is a psychiatrist in private practice, based at 
Wilgeheuwel Hospital -  Roodepoort and Life Poortview Hospital, 
Roodepoort. Correspondence: kalabawh@gmail.com 

Figure 3. Lifetime prevalence rates of common medical comorbidities 
in patients with bipolar disorder.
Adapted from Mcintyre RS, Nguyen HT, Soczynska JK, et al. Medical 
and substance-related comorbidity in bipolar disorder: translational 
research and treatment opportunities. Dialogues Clin Neuroscience 
2008; 10: 203-213.
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Ugash Subramaney 

P ost Traumatic Stress Disorder (PTSD) is a 
disorder that has evolved in terms of its criteria 
since its recognition in the DSM III in 1980 
as a clinical entity. It is the only disorder for 

which the diagnostic criteria specify a clear cause/
precipitant, namely the experience of a traumatic 
event.   Whereas PTSD was once conceptualized as 
a normal response to an abnormal event, it is now 
increasingly viewed as an abnormal response to 
events that turn out to be relatively common.   

BY DEFINITION PTSD REQUIRES EXPOSURE 
TO TRAUMA, INCLUDING ACTUAL OR 
THREATENED DEATH, SERIOUS INJURY, 
OR SEXUAL VIOLATION.  IT IS CHARACTERIZED 
BY INTRUSIVE AND DISTRESSING MEMORIES 
OR DREAMS, DISSOCIATIVE REACTIONS, 
AND SUBSTANTIAL PSYCHOLOGICAL OR 
PHYSIOLOGICAL DISTRESS RELATED TO 
THE EVENT. 

A diagnosis of PTSD requires the disturbances to be 
present for longer than one month; symptoms of >3 
days but less than one month may be diagnosed as 
acute stress disorder (ASD), if the required ASD criteria 
are met. Compared to the DSM-IV-TR, changes to 

the diagnostic criteria for PTSD in 
the DSM-5 include adjusting the 
symptom clusters, adding some 
new symptoms, and re-classifying 
PTSD as a ‘‘trauma- and stressor-
related disorder’’ instead of an 
anxiety disorder.  

The DSM-5 diagnostic criteria for 
PTSD also sharpens the definition 
of “traumatic event,” and there are 
now four symptom clusters rather than three with the 
“avoidance” and “numbing of reponsiveness” being 
separated. The DSM-5 also eliminated the acute and 
chronic PTSD specifiers. The PTSD diagnostic criteria 
apply to adults, adolescents and children >6 years 
of age.   A subtype has been added for children 
≤6 years of age, as well as a dissociative symptoms 
specifier for patients of all ages. 

BIOCHEMICAL ASPECTS 

Monoamines, by regulating fast chemical 
neurotransmission, modulate all forms of brain 
function, including sleep/wakefulness, biological 
drive-related activities mediated by the hypothalamus, 
emotional/motivational activities mediated by 
limbic circuitry and value-based behaviours in the 

POST TRAUMATIC 
S T R E S S 
D I S O R D E R : 
A N  U P D A T E

Ugash Subramaney 
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neocortex. However, it is ultimately the changes in 
excitatory transmission, counterbalanced by the 
inhibitory component, that actually mediate these 
functions. 

Environmental stress has a heavy impact on brain 
tissue morphology and is considered a risk factor 
for mood/anxiety disorders. However, the stress 
response is a complex physiological mechanism 
and, although much of this mechanism has been 
unveiled in recent years the way whereby an incorrect 
stress response is linked to pathophysiology is still far 
from being completely understood. It is well-known 
that higher than normal extracellular concentrations 
of glutamate cause excitotoxicity neuronal 
degeneration and death, a phenomenon that is 
central to pathophysiology of neurodegenerative 
diseases. So, since glutamate transmission is tightly 
regulated in the brain, if one or more of its regulatory 
aspects are endangered by stress this may in turn 
produce alterations in synaptic connections and 
circuits that, particularly in the presence of a genetic 
background of vulnerability, may play a vital role in 
the pathophysiology of mood, anxiety as well as 
trauma and stressor related disorders. 

Functional and structural brain imaging studies have 
contributed to understanding the neurocircuitry 
of PTSD.  A meta-analysis of functional findings has 
emphasized the role of amygdala hyper responsivity 
to threat and decreased activity in prefrontal areas 
such as the anterior cingulate cortex, consistent with 
disruptions in fear conditioning and extinction. 

A META-ANALYSIS OF STRUCTURAL 
STUDIES HAS SUGGESTED REDUCED 
HIPPOCAMPAL VOLUMES IN PATIENTS 
WITH THE DISORDER. HOWEVER, THERE 
IS SOME DATA TO SHOW THAT THIS 
COULD HAVE PREDATED THE DISORDER, 
SUGGESTING THAT IT MAY BE A MARKER 
FOR VULNERABILITY.  

Specific neurotransmitter changes in this neurocircuitry 
are thought to be important in mediating PTSD.   
Both indirect (from pharmacologic challenge and 
pharmacotherapy trials) and direct (molecular 
imaging studies) evidence indicate dysfunction in 
neurotransmitter systems, including the serotonin, 
noradrenaline, glutamate and GABA systems. 
Specific neuroendocrine (and neuroimmune) 
findings have also been postulated - such as 
reduced concentrations of plasma cortisol on the 
basis of enhanced negative feedback within the 
hypothalamic pituitary adrenal (HPA) axis. There is 
a growing range of work on animal models, often 
consistent with the human data.   
 
NEUROBIOLOGY OF STRESS AND ANXIETY 

Anxiety is a normal emotional and neurophysiological 
reaction to a perceived threat. It serves the purpose 
of preparing one to “freeze, take flight, or fight” an 
appropriate and adaptive survival mechanism 

in presence of actual threats allowing one both 
to escape the current threat and to avoid future 
ones through conditioned fear learning. When the 
reaction occurs in the absence of a realistic threat, 
however – whether because the threat itself is 
unlikely or because harm from the perceived threat 
is unlikely, then it serves no purpose and instead can 
significantly disrupt one’s ability to function, thus 
constituting an anxiety disorder. 

THE AMYGDALA’S ROLE IN FEAR AND ANXIETY
 
Anxiety is a state that encompasses both an internal 
“feeling” of fear and the physiological expression of 
that fear. Although separate circuits mediate these 
different aspects of anxiety, they share in common a 
central role of the amydala.  

THE AMYGDALA BOTH REGULATES AND 
IS REGULATED BY OTHER BRAIN REGIONS 
IN ORDER TO PRODUCE (OR SUPPRESS) 
A FEAR RESPONSE: PERIAQUEDUCTAL 
GREY AREA (PAG), LOCUS COERULEUS 
(LC), PARABRACHIAL NUCLEUS (PBN), 
ORBITOFRONTAL CORTEX (OFC) AND 
THE ANTERIOR CINGULATE GYRUS (ACC).

The physiological reaction to a fearful stimulus 
involves activation of multiple systems, including 
the autonomic system.  Activation of this system is 
regulated by connections between the amygdala 
and the locus coeruleus (LC) and leads to an 
increase in heart rate (HR) and blood pressure that 
is necessary for a fight / flight reaction.  Although 
acute activation of the ANS is important for survival 
in response to real threats, chronic activation can 
lead to increased risk of cardiovascular issues such 
as atherosclerosis, cardiac ischaemia, hypertension, 
myocardial infarction (MI) or even sudden death.

The hypothalamic pituitary adrenal axis (HPA) is 
responsible for the endocrine output during the fear/
stress response, and is regulated by the amygdala 
via reciprocal connections with the hypothalamus. 
During acute stress, such as exposure to a fearful 
stimulus, HPA activation increases the release of 
glucocorticoids such as cortisol, but only for a short 
time, until the perceived danger is gone. 

AN ABNORMAL STRESS RESPONSE MAY 
OCCUR DUE TO CHRONIC, UNRELENTING 
STRESS AND/OR DUE TO STRESS DURING 
CRITICAL DEVELOPMENTAL PERIODS, AND 
CAN BE ASSOCIATED WITH INCREASED 
RATES OF MEDICAL COMPLICATIONS 
SUCH AS CORONARY ARTERY DISEASE, 
TYPE 2 DIABETES, AND STROKE. 

STRUCTURAL BRAIN CHANGES IN PTSD 

Functional and morphological changes within the 
hippocampus have been noted in PTSD. Other brain 
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regions implicated include reduced temporal lobe 
volume and frontal lobe loss.  This is thought to be a 
direct effect of the cascade of events that occurs to 
the body during a traumatic event. 

Activation of the amygdala and associated anterior 
paralimbic regions of the brain, regions that are 
involved in the processing of negative emotion, as 
well as in the expression of autonomic arousal have 
shown in separate studies evidence for a failure to 
activate the anterior cingulate/medial frontal cortex 
during symptom provocation.

FEAR CONDITIONING 

An important part of the normal fear response is the 
amygdala’s ability to “remember” stimuli associated 
with the stressor so that it can react more efficiently if 
the stressor is ever reencountered – a process known 
as fear conditioning.

IS ALL STRESS BAD? 

The experience of life stress can create stress 
sensitisation and consequently increased risk for 
psychiatric illness. The degree of stress seems to 
make a difference, with only severe, or overwhelming 
stress leading to sensitisation.

IN FACT, EXPOSURE TO MILD STRESS IN 
INFANCY MAY ACTUALLY BE PROTECTIVE: 
STUDIES HAVE SHOWN THAT ANIMALS 
WHO HAVE EXPERIENCED MILD STRESS 
IN INFANCY MAY BE LESS REACTIVE TO 
FUTURE STRESSORS THAN ANIMALS NOT 
PREVIOUSLY EXPOSED TO STRESS.

THE STRESS DIATHESIS MODEL 

Psychiatric symptoms often develop due to 
both genetic and environmental influences. 
Environmental stressors such as childhood abuse, 
divorce, viruses, or toxins – can increase the risk, or 
diathesis of developing mental illness; individuals 
with a normal genome and thus normal circuits 
may experience only normal activation of circuits in 
response to these stressful events.  Such individuals 
would not express a mental illness, exhibiting 
instead a normal phenotype with no adverse 
behavioural symptoms. Disorders such as PTSD 
develop as a result of malfunctioning circuits due 
to an interaction of the balance between genetics 
and the environment.

EPIDEMIOLOGY OF PTSD

Rates of PTSD in the general population range from 
1-9.2%, and up to 14% in women.   In the National 
Comorbidity Survey, Kessler et al found the lifetime 
prevalence of PTSD to be around 7.8%, and in primary 
care populations, the rate of PTSD is reported to be 
between 7% and 10%. In Canada, lifetime prevalence 
rates of 9%, and current prevalence (1 month) 
rates of 2.4% have been found. US and European 
community studies report lifetime prevalence rates 

of 6.4-6.8% and 12-month rates of 1.1-3.5%.  Lower 
rates were however found in Nigeria and in South 
Africa in the World Mental Health Survey (WMHS).

In the Canadian study. the most common forms 
of trauma resulting in PTSD included unexpected 
death of someone close, sexual assault, serious 
illness or injury to someone close, having a child 
with a serious illness, and being beaten by a partner 
or caregiver.  

ONSET IS GENERALLY IN THE MID TO LATE 
20s, AND THE PREVALENCE IS ABOUT 
TWICE AS HIGH AMONG WOMEN VERSUS 
MEN.

PTSD was associated with significant QoL and 
functional impairments, which increased with 
increasing severity of symptoms.  In addition, 
PTSD is associated with high rates of chronic pain, 
sleep problems and sexual dysfunction, as well as 
cognitive dysfunction and alexithymia. The risk of 
suicide attempts is increased two- to three-fold by 
the presence of PTSD. In primary care, PTSD was 
associated with more and longer hospitalizations as 
well as a greater use of mental healthcare services.

PREVENTION AND EARLY INTERVENTION

A number of studies have assessed early intervention 
with psychological and pharmacological strategies 
for the prevention of PTSD. Meta-analyses do not 
support the efficacy of wide spread use of single-
session or multiple-session psychological debriefing 
after trauma in preventing or reducing the intensity 
of PTSD in individuals who have been exposed to 
a traumatic event but have not been identified as 
suffering from any specific psychological difficulties.  
These interventions may have an adverse effect on 
some individuals.  Conversely, meta-analyses have 
demonstrated the benefit of multisession trauma-
focused-CBT (TF-CBT) in patients with ASD or PTSD.     
 

THEREFORE, DEBRIEFING OF ALL TRAUMA 
VICTIMS IS NOT RECOMMENDED, RATHER, 
SCREENING AND TREATING APPROPRIATE 
INDIVIDUALS IS PREFERRED. FOR THE 
PREVENTION OF CHRONIC PTSD IN 
PATIENTS WITH ASD OR ACUTE PTSD, BRIEF 
TF-CBT WAS MORE EFFECTIVE THAN BOTH 
WAIT-LIST AND SUPPORTIVE COUNSELING 
INTERVENTIONS. 

PHARMACOTHERAPY IN THE PREVENTION OF 
PTSD
 
There are few data on the use of pharmacotherapy 
for the prevention of PTSD. In a cohort study and 
a RCT, the early use of benzodiazepines following 
trauma was not beneficial, and may increase the 
risk of developing PTSD.  Similarly, retrospective 
data suggested that gabapentin and pregabalin 
had no effect on PTSD development. Data from 
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cohort studies on the use of the beta-blocker 
propranolol have been conflicting. SSRI therapy 
was significantly more effective than placebo in 
preventing PTSD symptoms according to parent 
reports but not child reports in a RCT in children.  
Cohort studies suggest that the early use of 
morphine during trauma care may reduce the risk 
of the subsequent development of PTSD in children 
and adults. 

PSYCHOLOGICAL TREATMENT 

Psychological therapies for PTSD generally include 
education about the disorder and its treatment, as 
well as exposure to cues relating to the traumatic 
event.  Psychotherapy has demonstrated significant 
efficacy, although a meta-analysis suggested 
it may be less effective than pharmacotherapy 
in improving PTSD and comorbid depression 
symptoms. 

META-ANALYSES OF OVER 30 RCTS 
OF PSYCHOLOGICAL INTERVENTIONS 
PROVIDE EVIDENCE OF THE EFFICACY 
OF SEVERAL CBT APPROACHES FOR 
THE MANAGEMENT OF CHRONIC PTSD 
COMPARED WITH WAIT-LIST OR USUAL 
CARE CONTROL GROUPS. 

There was evidence that individual TF-CBT, EMDR, stress 
management, and group TF-CBT were effective, while 
other nontrauma focused psychological treatments 
(supportive therapy, nondirective counseling, 
psychodynamic therapy, and hypnotherapy) did not 
reduce PTSD symptoms as significantly.  Individual TF-
CBT and EMDR appeared to be equally effective, but 
superior to stress management in the treatment of 
PTSD.  Another meta-analysis also found EMDR and 
TF-CBT were equally effective. 

Cognitive processing therapy (CPT) is an effective 
protocol that combines cognitive therapy and 
written accounts; however, an analysis of the 
components found no differences in outcomes with 
either component alone or the combined protocol. 
Prolonged exposure (PE), a widely studied CBT 
approach was found in a meta-analysis of 13 RCTs 
to be more effective than wait-list or psychological 
placebo control conditions, and as effective as other 
active treatments (e.g., CBT, CPT, EMDR).  

ONE STUDY FOUND THAT 30-MINUTE 
IMAGINAL EXPOSURE SESSIONS WERE 
AS EFFECTIVE AS 60-MINUTE SESSIONS.  
IMAGINAL EXPOSURE APPEARS TO BE AS 
EFFECTIVE AS IN VIVO EXPOSURE. DATA 
ARE CONFLICTING AS TO THE BENEFITS 
OF ADDING COGNITIVE RESTRUCTURING 
TO EXPOSURE THERAPY; SEVERAL STUDIES 
SUGGEST THAT EXPOSURE ALONE IS 
SUPERIOR TO THE COMBINATION. 

Meta-analyses and systematic reviews reveal two 
current limitations of CBT for PTSD. The first is that 
about one-third to one- half of patients experience 
substantial residual symptoms and functional 
impairments posttreatment, still report symptoms 
meeting diagnostic criteria at follow-up, or relapse 
and require booster sessions.  The second issue 
pertains to external validity. 

WHILE CBT FOR PTSD HAS BEEN SHOWN
TO BE EFFICACIOUS IN RCTS, THERE IS A
DEARTH OF EFFECTIVENESS STUDIES TO 
SUGGEST THAT CBT CAN BE GENERALIZED 
TO MANY PATIENTS COMMONLY FOUND
IN CLINICAL PRACTICE. MANY RCTS HAVE
EXCLUDED PATIENTS WITH COMPLEX
CLINICAL PROFILES INCLUDING CHILDHOOD 
ABUSE HISTORIES, CURRENT SUDS, 
PERSONALITY  DISORDERS, SUICIDALITY 
OR SELF-INJURIOUS BEHAVIOUR AND 
HOMELESSNESS. 

Combined psychological and pharmacological 
treatment research evaluating combined treatment 
in PTSD is limited; a meta-analysis found only four 
small trials. Combination SSRI plus psychotherapy 
was not superior to psychotherapy alone in two 
RCTs, but was superior to pharmacotherapy alone 
in the other two trials. In contrast, a more recent RCT 
found that combination therapy was superior to 
psychotherapy alone. 

THE ROLE OF COMBINING PSYCHOTHERAPY 
AND MEDICATION REQUIRES FURTHER 
STUDY. ADJUNCTIVE PROPRANOLOL 
WITH TRAUMA REACTIVATION THERAPY 
WAS FOUND TO HELP PREVENT 
RECONSOLIDATION OF THE TRAUMATIC 
MEMORY AND THUS DECREASED 
PHYSIOLOGICAL RESPONSES AND PTSD 
SYMPTOMS DURING SUBSEQUENT 
FOLLOW-UP IN RANDOMIZED AND 
OPEN TRIALS.  TWO RCTS HAVE FOUND 
THAT USE OF D-CYCLOSERINE DID NOT 
ENHANCE THE OVERALL TREATMENT 
EFFECTS OF EXPOSURE THERAPY, AND 
MAY IN FACT DECREASE RESPONSE TO 
PSYCHOTHERAPY. 

PHARMACOTHERAPY 

First line: 

Fluoxetine, paroxetine, sertraline, venlafaxine XR.  

Second-line: 

Fluvoxamine, mirtazapine, phenelzine.  
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Third-line : 

Amitriptyline, aripiprazole, bupropion SR, buspirone, 
carbamazepine, des ipramine, duloxet ine, 
escitalopram, imipramine, lamotrigine, memantine, 
moclobemide, quetiapine, reboxetine, risperidone, 
tianeptine, topiramate, trazodone. 

Adjunctive therapy 

• Second-line: 

 eszopiclone (NB not available in SA), olanzapine, 
risperidone. 

• Third-line: 

 aripiprazole, clonidine, gabapentin, 
levetiracetam, pregabalin, quetiapine, 
reboxetine, t iagabine.

The following treatments for specific symptoms have 
been used effectively:

Nightmares: Prazosin

Flashbacks: Naltrexone 

Re-experiencing: Fluphenazine

BIOLOGIC AND ALTERNATIVE REMEDIES 
SUCH AS TMS, ECT, ACUPUNCTURE, 
HYPNOTHERAPY, MANTRA REPETITION, 
TM AND CANNABIS HAVE BEEN 
CONSIDERED, AND FOUND TO HAVE 
LITTLE EMPIRICAL USE FOR PTSD.

SPECIAL POPULATIONS

Pregnancy and postpartum: Anxiety and related 
disorders during pregnancy or postpartum may 
have a negative impact on the pregnancy, the child, 
or the mother.  While studies report that maternal 
anxiety disorders are associated with adverse 
pregnancy outcomes such as a shorter gestational 
age, premature delivery, or elective cesarean delivery, 
a meta-analysis found no relationship between 
anxiety symptoms per se and adverse perinatal 
outcomes.  Anxiety symptoms during pregnancy 
have been associated with depressive symptoms, 
substance use, and anemia, as well as decreased 
use of prenatal vitamins.

Parenting may also be affected by maternal anxiety 
and related disorders.

MOTHERS WITH ANXIETY DISORDERS 
HAVE BEEN FOUND TO BE LESS 
PROMOTING OF PSYCHOLOGICAL 
AUTONOMY THAN THOSE MOTHERS 
WITHOUT ANXIETY.  MATERNAL ANXIETY 
HAS BEEN FOUND TO BE PREDICTIVE 
OF CHILD COGNITIVE DEVELOPMENT, 
ASSOCIATED WITH BEHAVIOURAL/
EMOTIONAL PROBLEMS IN CHILDHOOD, 
AND MATERNAL ANXIETY AND RELATED 
DISORDERS HAVE BEEN FOUND TO BE 
RELATED TO SUBSEQUENT DEVELOPMENT 
OF AN ANXIETY DISORDER IN THE CHILD.

TREATMENT ISSUES IN THE PERINATAL PERIOD

The lack of data on the use of structured 
psychosocial interventions for anxiety and 
related disorders during the perinatal period is 
a significant gap in the literature, however some 
psychosocial treatments, with CBT specifically, 
have strong empirical support for the treatment 
of anxiety and trauma related disorders. It is 
important to consider the risks and benefits of 
pharmacotherapy during pregnancy and while 
breastfeeding during the postpartum period.  
Risks to the fetus and newborn should be weighed 
against that of the potential harm of untreated 
anxiety and related disorders.

DIALECTICAL BEHAVIOUR THERAPY 
(DBT), WHICH WAS DEVELOPED TO 
REDUCE SELF-HARM BEHAVIOUR IN 
PATIENTS WITH BPD, WAS SHOWN TO 
BE USEFUL IN PATIENTS WITH PTSD. 
WHEN USED AS A PRETREATMENT, DBT 
REDUCED SELF-HARM, ALLOWING OVER 
HALF OF PATIENTS TO BECOME SUITABLE 
CANDIDATES FOR PTSD TREATMENT. 

INTERNET BASED TREATMENTS

Internet-based treatments are being increasingly 
investigated, in part because they can be 
administered remotely and anonymously to under-
served or disaster-stricken areas at a relatively low-
cost.  In addition, a strong therapeutic relationship 
can be established through the internet. Virtual reality 
exposure (VRE) therapy has also demonstrated 
some utility in improving PTSD symptoms. Compared 
to face-to-face CBT, video-conference CBT was 
equally effective.
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As people of all walks of life struggle 
to adapt to our fast-paced caffeine-
fueled deadline-driven lives, a buzzword 
constantly cropping up is that of burnout. 

So much so, that the World Health Organisation 
(WHO) has taken to classifying burnout in the next 
International Statistical Classification of Diseases and 
Related Health Problems (ICD) as an “occupational 
phenomenon”1. The statement was followed by a 
frenzy of articles in mainstream media, erroneously 
proclaiming that “burnout is now recognised as a 
medical illness”.

At the recent 9th Dr Reddy’s SASOP Academic 
Weekend in Fancourt, George on 13th April 2019, the 
topic of ‘Burnout and Psychiatrists’ was addressed. 
The presenter stirred interest in the room by posing 
three questions to the audience: 

1. Is burnout an actual phenomenon? 
2. Should it be classified as a mental illness? 
3. On a more personal note, who thinks they have 

previously suffered or are currently suffering from 
burnout? 

The majority at the Dr Reddy’s 
conference agreed that burnout 
is an actual phenomenon, but 
that it should not be classified as 
a mental illness. The overwhelming 
majority indicated that they have 
had personal experience with 
burnout at some point in their 
careers. 

THIS IS CERTAINLY NOT 
THE FIRST TIME THE TOPIC 
OF BURNOUT AMONGST 
DOCTORS HAS COME UP 
DURING AN ACADEMIC 
MEETING. 

In 2018, at a SAMA CPD function 
on ‘Depression in Doctors’, the 
impression from the audience was that doctors 
seemingly have resigned themselves to the fact that 
they will be practicing medicine for the remainder of 
their days in a state of constant emotional fatigue.

BURNOUT AND 
P S Y C H I AT R Y:

W H O
SAID WHAT?

Stoffel Grobler, Tejil Morar

Stoffel Grobler 

Tejil Morar 
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The duty rests with the psychiatric fraternity, as 
experts on both mental illness and mental wellness, 
to be well-versed with regards to current thinking on 
the subject.

Currently the Diagnostic and Statistical Manual 
of Mental Disorders 5th edition (DSM-5) does not 
acknowledge the term burnout, as sufficiently 
valid and internationally agreed upon diagnostic 
criteria are lacking1.  Hence it is not recognised as a 
diagnosis or clinical entity at this time.

The ICD-10 already recognised burnout under 
‘Problems related to life-management difficulty’ 
(Z73.0).2

As mentioned, the WHO recently revealed in May 2019 
that burnout will be appreciated in the ICD-11 as an 
occupational phenomenon and has now added 
more detail to its definition1. It is described in the 
chapter “Factors influencing health status or contact 
with health services”, which details for people 
contacting health services. However, these reasons 
are not classed as illnesses or health conditions.

Burnout is defined in the ICD-11 as follows: 

“Burnout is a syndrome conceptualized as resulting 
from chronic workplace stress that has not been 
successfully managed. It is characterized by three 
dimensions:

• feelings of energy depletion or exhaustion
• increased mental distance from one’s job, or 

feelings of negativism or cynicism related to 
one’s job

• reduced professional efficacy.

BURNOUT REFERS SPECIFICALLY TO 
PHENOMENA IN THE OCCUPATIONAL 
CONTEXT AND SHOULD NOT BE APPLIED 
TO DESCRIBE EXPERIENCES IN OTHER 
AREAS OF LIFE.” 1

Hence, whilst most of the audience as well as the 
WHO acknowledges the existence of burnout, 
it remains an occupational phenomenon and 
not a medical condition. That being said, the 
phenomenon is increasingly recognised and likely 
to gain momentum in the future as it is regarded as 
impairing and consequential. 

HISTORY OF BURNOUT

The term “burnout” was coined in the 1970s by the 
American psychoanalyst, Herbert Freudenberger. 
It was used to describe the consequences of 
severe stress and high demands in the ‘helping 
professions’. Those in the helping professions, “who 
sacrifice themselves for others”, were at increased 
risk of being “burned out”. The term conjures up 
images of being demoralised, used up, spent, 
exhausted and struggling to cope with life’s 
demands.3

Burnout is said to be an occupational hazard for 
various people-oriented professions, such as human 
services, education and health care. The therapeutic 
relationships in these types of occupations require 
an ongoing and intense level of personal contact, 
which can be rewarding but also quite stressful and 
emotionally draining4. The habitual behaviours in 
these professions are to be selfless and directed to 
putting others’ needs first, work long hours to go the 
extra mile and do whatever it takes to help a client 
or patient or student; in essence, to literally give one’s 
all. Di Lallo aptly referring to burnout as “compassion 
fatigue” or “the dark side of self-sacrifice”.5

UNFORTUNATELY, THE ORGANISATIONAL 
ENVIRONMENTS FOR THESE JOBS ARE 
ALSO SHAPED BY VARIOUS SOCIAL, 
POLITICAL AND ECONOMIC FACTORS 
(SUCH AS FUNDING CUTBACKS OR 
POLICY RESTRICTIONS) RESULTING IN 
WORK SETTINGS THAT ARE HIGH IN 
DEMANDS AND LOW IN RESOURCES, A 
SCENARIO WITH WHICH WE ARE ALL TOO 
FAMILIAR WITH IN SOUTH AFRICA.6

Recently, as other occupations have become 
more oriented to “high-touch” customer service, the 
phenomenon of burnout has become relevant for 
other jobs as well, from stressed-out celebrities to 
overworked employees and homemakers.7

DEFINITIONS AND CONCEPTUAL MODELS

Freudenberger suggested a 12-stage chronological 
model of burnout:8

Burisch described seven symptom clusters of 
burnout: early cautionary symptoms (for example 
excessive commitment to work), subsequent reduced 
commitment, emotional reactions, decreased 
activity, flattened emotional life, psychosomatic 
reactions and lastly despair.9 

Currently one of the most influential researchers 
on burnout, Maslach, refers to the phenomenon as 
an “occupational-specific dysphoria”, specifically 
connecting the experience of symptoms to an 
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occupation. It is a psychological syndrome emerging 
as a prolonged response to chronic interpersonal 
stressors on the job. According to Maslach, there 
are three key dimensions of burnout:

The significance of this three-dimensional model is 
that it clearly places the individual stress experience 
within a social context and involves the person’s 
conception of both self and others10. To ascertain 
the presence of burnout, one of the most commonly 
used and validated instruments is the Maslach 
Burnout Inventory (MBI).11

Defined as a “prolonged response to chronic 
emotional and interpersonal job stressors”, Maslach 
and colleagues describe burnout as that point at 
which important, meaningful, and challenging work 
becomes unpleasant, unfulfilling, and meaningless. 
Energy turns into exhaustion, involvement (also 
referred to as engagement) becomes cynicism and 
efficacy is replaced by ineffectiveness.4

There have been various conceptual models about 
the development of burnout and its subsequent 
impact.  The following models are currently receiving 
attention:

The Transactional Model refers to sequential stages 
and imbalances. Its three stages are: 

a) job stressors (an imbalance between work 
demands and individual resources) 

b) individual strain (an emotional response of 
exhaustion and anxiety)  

c) defensive coping (changes in attitudes and 
behaviour, such as cynicism).12

The Job Demands-Resources Model13 focuses on 
the notion that burnout arises when individuals 
experience incessant job demands and have 
inadequate resources available to address and to 
reduce those demands whilst the Conservation 
of Resources model14 follows a basic motivational 
theory assuming that burnout arises as a result 
of persistent threats to available resources. When 
individuals perceive that the resources they value are 
threatened, they strive to maintain those resources.  
The loss of resources or even the impending loss of 
resources may aggravate burnout.

The Areas of Worklife model15 frames job stressors in 
terms of a person-job imbalance, or mismatch, and 
identifies six key areas in which these imbalances 
take place: workload, control, reward, community, 

fairness and values. The greater the mismatch 
between the person and the job, the greater the 
likelihood of burnout.

CAUSES

Most of the above models of burnout are based on 
an underlying implicit causal theory: certain factors 
(both situational and individual) cause burnout and 
once burnout occurs, it causes certain outcomes 
(both situational and individual). 

RESEARCH HAS IDENTIFIED SIX KEY 
DOMAINS IN TERMS OF ORGANISATIONAL 
RISK FACTORS WHICH CAN CONTRIBUTE 
TO BURNOUT: WORKLOAD, CONTROL, 
REWARD, COMMUNITY, FAIRNESS AND 
VALUES (AS DESCRIBED BELOW).4,16,17

Workload: work overload depletes the capacity of 
a person to meet the demands of the job. When 
overload is a chronic job condition, there is little 
opportunity to rest, recover and restore balance. 

Control:  there is a clear link between a lack of control 
and burnout. When employees cannot exercise 
professional autonomy and do not have access to 
the resources necessary to do a job effectively, they 
are more likely to suffer from burnout. In the South 
African setting, policy and decision makers are at 
provincial or national level, leaving doctors feeling 
isolated and out of control of decisions which have 
major impacts on themselves.18

Reward: lack of recognition and reward (whether 
financial, institutional or social) increases vulnerability 
to burnout, as it devalues both workers and the 
actual work they perform. This is closely associated 
with feelings of inefficacy. 

Community: this refers to the relationships 
between employees. When these relationships are 
characterised by a lack of support and trust with 
unresolved conflict, there is a greater risk of burnout. 

Fairness: this refers to the extent to which decisions 
at work are perceived as being fair and equitable. 
Cynicism, anger and hostility are likely to arise when 
people feel they are not being treated with the 
appropriate respect. 

Values: these are the ideals and motivations that 
originally attracted people to their job, thus being 
the motivating connection between the worker and 
the workplace. When conflictual values are present 
or a gap between individual and organizational 
values, employees will find themselves making a 
trade-off between work they want to do and work 
they have to do, which can lead to burnout. 

A recent publication by the World Medical 
Association observed: “Physicians in many countries 
are experiencing great frustration in practicing their 
profession, whether because of limited resources, 
government and/or corporate micro-management 
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of health care delivery, sensationalist media reports 
of medical errors and unethical physician conduct, 
or challenges to their authority and skills by patients 
and other health care providers”.19

CONSEQUENCES

The consequences of burnout in doctors include 
absenteeism, decreased productivity, poor quality 
of work, job dissatisfaction, low organisational 
commitment, lower quality of care, increased 
turnover of skilled staff, poor patient care and greater 
patient dissatisfaction.4 A Canadian study found 
that burnout may cause people to relocate, as more 
than half of the respondents in the study considered 
relocating due to burnout.20

PEOPLE WHO ARE EXPERIENCING 
BURNOUT CAN HAVE A NEGATIVE 
IMPACT ON THEIR COLLEAGUES, BOTH 
BY CAUSING GREATER PERSONAL 
CONFLICT AND BY DISRUPTING JOB 
TASKS. THUS, BURNOUT CAN BE 
“CONTAGIOUS” AND PERPETUATE ITSELF 
THROUGH SOCIAL INTERACTIONS ON 
THE JOB.21,22 BURNOUT RISES IN WORK 
ENVIRONMENTS CHARACTERISED BY 
INTERPERSONAL AGGRESSION.23 IT HAS A 
COMPLEX BIDIRECTIONAL RELATIONSHIP 
WITH OVERALL HEALTH, IN THAT POOR 
PHYSICAL HEALTH CONTRIBUTES TO 
BURNOUT AND BURNOUT CONTRIBUTES 
TO POOR PHYSICAL HEALTH.24 

Of the three burnout dimensions, exhaustion is the 
closest to an orthodox stress variable and is therefore 
more predictive of stress-related health outcomes 
than the other two dimensions.  Exhaustion is 
typically correlated with stress symptoms such 
as headaches, chronic fatigue, gastrointestinal 
disorders, muscle tension, hypertension, cold/
flu episodes and sleep disturbances.25 A ten-year 
longitudinal study of industrial workers found 
burnout to predict subsequent hospital admissions 
for cardiovascular problems.26 Increased scores on 
the MBI were also associated with an increased risk 
for hospital admission for mental health problems 
and cardiovascular problems.27,26

The World Health Organization (WHO) states that work 
stress is associated with cardiovascular disease, 
disorders of the digestive system, hypertension and 
musculoskeletal disorders.28 Burnout has also been 
shown to alter neural circuits in the brain, specifically 
the amygdala. Its effects include cortical thinning, 
decreased fine motor function and decreased 
ability to shift attention.29 Individual consequences 
of burnout in those affected include psychiatric 
sequelae like depression, adverse effects on 
relationships, substance abuse, physical illness and 
an increased risk of suicide.30

BURNOUT AS A CLINICAL DIAGNOSIS

There has been a drive to “medicalise” burnout 
by some medical professionals. The driving force 
appears to be the goal of establishing a clinical 
diagnosis for burnout in order for health professionals 
to receive reimbursement for treating individuals 
suffering from the condition.10  This shift to diagnosing 
burnout as an individual disorder has mostly been 
taking place in Northern Europe, primarily in Sweden 
and the Netherlands. Sweden began using “work-
related neurasthenia” as a burnout diagnosis in 1997 
which soon became one of the five most frequent 
diagnoses.31 

In 2005, Sweden revised the ICD-10 burnout 
diagnosis (Z73.0) as a difficulty in life management 
characterised by “vital exhaustion”. The signs of vital 
exhaustion include two weeks of daily experiences 
of low energy, with difficulties in concentration, 
irritability, emotional instability, dizziness and sleep 
difficulties. Additionally, these symptoms must 
interfere with the patients’ capacity to perform their 
work responsibilities. 

In the Netherlands, the term “overspannenheid” 
or “overstrain” is used to indicate burnout. 
This diagnostic approach estimates burnout 
prevalence at 3-7% across various occupations, 
with psychotherapists at 4%.31 It is interesting that 
America has been reluctant to recognise burnout as 
a clinical diagnosis, partially due to concerns about 
a flood of requests for disability coverage.10

Unfortunately, the lack of an official diagnosis 
of burnout limits access to treatment, disability 
coverage and workplace accommodations. 
Inaccurate diagnoses may reduce possibilities for 
successful recovery and return to work. However, 
medicalisation of burnout in the above manner 
is a one-dimensional approach i.e. focused on 
exhaustion. Current research on burnout has now 
begun focusing on all three dimensions of burnout 
which allows for identification of multiple distinct 
patterns on the burnout-engagement continuum, 
following the realisation that exhaustion alone is not 
a proxy for burnout10. 

BURNOUT IN MEDICINE AND PSYCHIATRY

The Hippocratic Oath portrays the physician’s 
character as a combination of ideals including a 
reliable diagnostician, ethical conscience, doer 
of no harm, empathic, insightful, compassionate, 
life-saving and a lover of life and medicine. The 
imperfections of the profession – the burned-out, 
depressed, sadistic, drug-dependent, boundary-
crossing, shaming, unaware, authoritarian symptoms 
which can emerge when a good-intentioned 
physician experiences too much stress are harder to 
confront.32

To a large extent, the research literature on burnout 
in psychiatry echoes previous themes. Workplace 
variables have been found to be more stressful for 
psychiatrists than other factors, and thus may be 
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more likely to perpetuate burnout. These variables 
include too much work, long working hours, chronic 
staff shortages, an aggressive administration and 
lack of support from management.33

In psychiatric registrars poor relationships with 
management and supervisors have been related to 
burnout.34 In the largest study on burnout amongst 
psychiatric trainees to date, Jovanovic et al. obtained 
data from trainees in 22 countries (including 20 
South African participants), severe burnout was 
discovered in 36.7% of all participants.35

Some studies have raised the possibility that 
psychiatrists show an even more negative risk 
profile for burnout than do other health care 
employees.36 For example, one study found that 
89% of psychiatrists had either thought about or 
experienced a clear threat of severe burnout.37 The 
process has also been described in terms such as 
compassion fatigue, secondary traumatic stress 
and vicarious traumatization.38,39

The link between burnout and poor self-care is 
supported by research in terms of how burnout 
manifests in psychiatrists. Changes in appearance 
(e.g. looking fatigued), behaviour (e.g. avoidance, 
making less eye contact) and mood (e.g. irritability 
and agitation, communicating poorly) have been 
observed. In addition, perfectionist and obsessive 
traits may perpetuate burnout, particularly when the 
workload is heavy or stressful.40 Physicians develop 
maladaptive coping mechanisms as a result of 
burnout. These include detachment from emotional 
engagement, which is especially detrimental in the 
field of psychiatry.41

Interacting with demanding patients and their 
families has been found to be closely associated 
with psychiatrists’ levels of exhaustion and 
depersonalisation.34 These relationships may reflect 
psychiatrists’ frustrations with the limits of their craft.  
Feelings of frustration are heightened when patients’ 
family members demand unrealistic expectations 
of treatment. Psychiatrists are emotionally drained 
by their inability to meet the strenuous demands 
they put upon themselves, as well as the demands 
inherent to their interactions with patients and 
patients’ families.10

Over time, studies have confirmed that relationships 
with colleagues and supervisors are equally, if not more, 
relevant to the experience of burnout. For example, 
recent research on attachment styles found that an 
anxious attachment was accompanied by more 
frequent incivility from colleagues and was associated 
with an increase in exhaustion and cynicism. 10 

BURNOUT AND MENTAL ILLNESS

When the construct of burnout was first proposed 
in the 1970s, there were arguments that it was not 
a distinctly different phenomenon, but rather a 
new label for an already known state. However, 
there were many differing opinions about what the 
“already known state” actually was.  It included job 

dissatisfaction, anomie, job stress, anxiety, anger, 
depression or some combination of these.42,43

For example, one psychoanalytic perspective 
argued that burnout was not distinguishable from 
either job stress or depression, but represented a 
failure to achieve narcissistic satisfaction in the 
pursuit of ideals.44 The results of many studies have 
however established that burnout is indeed a 
distinct construct.16  

Previous discussions have often focused on 
depression. Questions have been raised as to 
whether burnout is a precipitating factor for 
depression, and thus a predictor for it, or whether 
burnout is the same thing as depression, and thus is 
in itself a mental illness.  Research has demonstrated 
that the two constructs are indeed distinct: burnout 
is job-related and situation-specific, as opposed 
to depression, which is more general and context-
free. Burnout should be seen as an occupationally-
specific dysphoria that is distinct from depression 
which is a broadly based mental illness.10

HOWEVER, DEPRESSION AND BURNOUT 
ARE CLEARLY LINKED. FOR EXAMPLE, 
ONE STUDY FOUND THAT 90% OF
RESPONDENTS WITH SEVERE BURNOUT
(I.E. DAILY OCCURRENCE OF BURNOUT
SYMPTOMS) REPORTED A PHYSICAL OR
MENTAL DISEASE, WITH MUSCULOSKELETAL
PAIN AND DEPRESSION AS THE MOST 
COMMON FINDINGS.45 A LONGITUDINAL 
STUDY FOUND THAT INCREASES IN 
BURNOUT PREDICTED INCREASES IN
SUBSEQUENT PRESCRIPTIONS OF 
ANTIDEPRESSANT MEDICATIONS.46

These studies confirm that burnout and depression 
are not separate entities. Each state has implications 
for the other. However, the relationship the two 
entities share is far from saying that they are the 
same mental illness.10

A new understanding of this linkage comes from a 
recent longitudinal study in Finland, which found 
a reciprocal relationship between burnout and 
depression, with each predicting subsequent 
developments in the other. It was noteworthy that 
burnout fully mediated the relationship of workplace 
strains with depression: when problems at work 
contribute to depression, experiencing burnout is a 
step in the process.45

TREATMENT AND PREVENTION

Former president of the World Medical Association, 
Dr Dana Hanson, has advised governments and 
healthcare practitioners to focus more on stress 
and burnout amongst physicians. Hanson is of the 
opinion that healthy physicians mean healthier 
patients, greater satisfaction, safer care and a 
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sustainable workforce.47 Former president of the 
South African Society of Psychiatrists, Professor 
Bernard Janse van Rensburg, places emphasis 
on the responsibility on an organisational level for 
management in the healthcare system to recognise 
burnout as a problem.48

INTERVENTIONAL STRATEGIES FOR 
BURNOUT HAVE TO BE CONSIDERED 
DUE TO THE HIGH COSTS INVOLVED, 
BOTH PERSONAL AND ORGANISATIONAL.  
SOME ATTEMPT TO TREAT BURNOUT 
AFTER IT HAS OCCURRED, WHILE OTHERS 
FOCUS ON HOW TO PREVENT BURNOUT 
BY PROMOTING ENGAGEMENT. IN 
GENERAL, THE PRIMARY EMPHASIS HAS 
BEEN ON INDIVIDUAL STRATEGIES, RATHER 
THAN SOCIAL OR ORGANISATIONAL 
ONES, DESPITE THE RESEARCH EVIDENCE 
FOR THE PRIMARY ROLE OF SITUATIONAL 
FACTORS. 

The most common recommendations have 
included:31

• changing work patterns (e.g. working less, taking 
more breaks, avoiding overtime work, balancing 
work with other aspects of life)

• developing coping skills (e.g. cognitive 
restructuring, conflict resolution, time 
management)

• obtaining social support (both from colleagues 
and family)

• utilising relaxation strategies 
• promoting good health and fitness
• developing a better self-understanding (via 

various self-analytic techniques, counseling or 
therapy)

Unfortunately, there is limited research in evaluating 
the efficacy of any of these approaches in reducing 
the risk of burnout. It is not yet clear whether burnout 
is generally susceptible to a range of strategies or 
whether it is crucial to fit a strategy into the specific 
context of a workplace to be effective.  One fairly 
common recommendation emphasises the 
importance of various forms of support. This support 
includes peer support groups, formal support via 
regular feedback and performance evaluation or 
the use of a community-based approach in the 
work environment.33

A Canadian study involving physicians identified 
resilience as a dynamic, evolving process of positive 
attitudes and effective strategies. The study found 
four main aspects of physician resilience:49

1. Attitudes and perspectives: this includes 
valuing the physician role, maintaining interest, 
developing self-awareness, and accepting 
personal limitations

2. Balance and prioritisation: setting limits, taking 
effective approaches to continuing professional 
development and honouring one’s self 

3. Practice management style: sound business 
management, good staff and using effective 
practice arrangements

4. Supportive relations: including positive personal 
relationships, effective professional relationships 
and good communication 

For psychiatrists in particular it is suggested that 
workload is frequently evaluated in an effort to 
ensure that they are not at risk for burnout. It is 
also recommended that a more versatile lifestyle 
is developed. This includes diversifying work (for 
example taking on a part-time teaching job, research, 
clinical work, writing, extending practice to a variety of 
patients etc.) and/or engaging in activities outside 
of work (such as hobbies and personal interests).10

NO MEASURES TO PREVENT BURNOUT 
WILL BE EFFECTIVE UNLESS ATTENTION IS 
PAID TO ENHANCING A POSITIVE WORK 
ENVIRONMENT. ISOLATED STRATEGIES 
DIRECTED AT INDIVIDUAL DOCTORS MAY 
PROVE OF LIMITED BENEFIT.7 A POSITIVE 
WORK ENVIRONMENT IS DEFINED AS 
ONE “THAT ATTRACTS INDIVIDUALS INTO 
THE HEALTH PROFESSION, ENCOURAGES 
THEM TO REMAIN IN THE HEALTH 
WORKFORCE AND ENABLES THEM TO 
PERFORM EFFECTIVELY TO FACILITATE 
BETTER ADAPTATION TO THE WORK 
ENVIRONMENT”.50

Key features of a positive work environment include 
one in which a work-life balance is encouraged 
in the form of supporting a social life as well as 
flexible working hours. Protection from exposure to 
occupational risks, enhancing job security, provision 
of childcare opportunities, compensation for 
reduced employment and maternity/parental leave 
were identified as attributes of a work environment 
which is protective against burnout.7

As much as a positive work environment lowers the 
risk of burnout, the opposite is also true. The risk of 
burnout increases for doctors working in poorly 
functioning organisations.33

CONCLUSION 

Over the past few decades, our lifestyles have seen a 
massive transformation. After an exhausting day, the 
pressures of work follow one home through midnight 
emails and persistent phone calls. This leaves one 
questioning when there will be a moment to simply 
self-care. 

Psychiatry as a field is making great strides, including 
developing our understanding of conditions such as 
burnout.  By deepening this understanding, we can 
benefit our patients through caring for ourselves. 
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THE DALAI LAMA MADE AN INSIGHTFUL 
COMMENT REGARDING BURNOUT: 
“IN DEALING WITH THOSE WHO ARE 
UNDERGOING GREAT SUFFERING, IF 
YOU FEEL “BURNOUT” SETTING IN, IF YOU 
FEEL DEMORALISED AND EXHAUSTED, 
IT IS BEST, FOR THE SAKE OF EVERYONE, 
TO WITHDRAW AND RESTORE YOURSELF. 
THE POINT IS TO HAVE A LONG-TERM 
PERSPECTIVE.” 
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W hat is ‘The Memory of Chiffon’ about?

‘The Memory of Chiffon’ chronicles a 
‘beautiful sad’ journey of Alzheimer’s 

and adventure, self-discovery and loss, mythical 
creatures and memories, recipes and travel, family 
and forgetting, hope and love. Inspired by true events, 
the book is the story of Cate, whose personal life is 
in crisis. Recently divorced and having just lost her 
job, Cate is struggling with her mother’s Alzheimer’s 
and her eight-year old daughter’s alienation. She’s 
also unable to confront the mess that is her life, or 
her daughter Hanna’s creation of a fantasy world of 
mythical creatures. When Cate’s ex-husband tells her 
that he’s decided to climb Mount Everest and fulfil a 
long-time dream, she decides to take her daughter 
and her mother, Meg, on a journey to amazing 
countries around the world, retracing a trip she took 
with her parents when she was a little girl. Along the 
way, Cate learns to bake, discovers her past and finds 
herself, through her adventures and her mother’s old 
recipe books.

Why did you decide to write it?

A FEW YEARS AGO, MY MOTHER LEFT 
HER BROKEN BODY AND A MIND 
CONTROLLED BY ALZHEIMER’S, AND 
CROSSED OVER TO THE PLACE WHERE 
SHE BELIEVED MY FATHER WAS WAITING 
FOR HER.

 The ‘Memory of Chiffon’ is my journey to remember, 
to chronicle the beautiful and the heart-breaking 
that was her life, and to share her joy in baking for 
the people she loved, and her awesome recipes.

Why the title ‘The Memory of Chiffon’?

Because my mother was good at everything she 
did, but baking made her happy. It made her proud. 
Throughout my childhood, my mom’s distinguishing 
feature was her ability to produce a fluffy, towering 

THE MEMORY 
OF CHIFFON
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Chiffon cake at every significant family event – her 
niece’s wedding, her brother’s funeral, her son’s 
confirmation, her own anniversary. And one of her 
deepest hurts happened the day she could no 
longer remember how to make it. When she was no 
longer able to bake any more. When switching on 
an oven became dangerous to her and others, and 
the words in a recipe book turned into an unfamiliar 
foreign language.

The title is an accurate description of the journey 
that we take in the book, through its deeply flawed 
but vibrantly human fiction characters.

In what ways does this novel differ to other 
books about Alzheimer’s?

Firstly, Alzheimer’s features in the novel but it’s not 
the entire story. Just as in life. The character Meg’s 
Alzheimer’s is a tremendous catalyst for change and
adventure and self-discovery in the lives of those 
who love Meg. 

SECONDLY,  THERE IS A LOT OF INFORMATION 
ABOUT ALZHEIMER’S DISEASE AVAILABLE, 
AND A LOT OF MEDICAL AND SUPPORT 
GROUPS TELLING YOU ABOUT THE 
SYMPTOMS, THE PROGRESSION, THE 
TREATMENT. BUT NONE OF THEM REALLY 
TELL YOU HOW IT FEELS. HOW IT FEELS FOR 
YOU, THE PERSON WHOSE MOTHER HAS 
ALZHEIMER’S. OR HOW IT FEELS FOR HER, 
THE WOMAN WHOSE LIFE HAS BECOME A 
DEEPLY DISTURBING AND UNFATHOMABLE 
PLACE. 

A mother whose mind has become unrecognisable 
to her. And none of them tell you what to do with 
those feelings. None of them tell you how distressing 
Alzheimer’s really is, how much time and patience it 
takes, how deeply it impacts the lives of everyone in 
a family. How heartbreakingly destructive it is.

And this novel does that. It offers deep insight into 
what living with Alzheimer’s means. I’m not an expert 
on everyone’s Alzheimer’s experience...only my own, 
only my mother’s. But I lived it for over 13 years and 
at the end of it all, I did find a way to survive it. All of 
us who loved my mom did. And we all hated it. And 
if I can help by sharing my experience, then maybe 
some of those years will have been worth it.

What is one of the fundamental messages of 
your novel?

That you have to love, even when it’s hard. Love is the 
only way to survive living with Alzheimer’s disease. 
You need to love the person suffering. You need 

to take care of yourself because you are suffering 
too. And you need to take help and support from 
wherever you can get it. Through ‘The Memory of 
Chiffon’, I am able to share my experience with 
Alzheimer’s disease with the world and especially 
others suffering because of the impact of Alzheimer’s 
and dementia in their lives, and maybe my journey 
will help them on theirs.

What is the journey that you take readers on 
in the novel?

This writing pilgrimage – this emotional exploration 
– will give me a chance to relive and relearn the 
harrowing journey that I took with my mother during
the last 13 years of her life. A journey to half-
remembered places, to selfdiscovery, to forests of 
mythical creatures in an eight-year old’s imagination,
adventure, food…and memories. Making them…
losing them…and losing yourself. A journey into 
forgetting. And remembering. A journey that shaped
and changed my life in the saddest and - sometimes 
most profound and beautiful - ways.

When my mother’s journey ended six years ago 
– when she passed away at the age of 88 on the 
morning of my brother’s birthday - all of her suffering
ended. But mine didn’t. It just changed shape. After 
Mom died I didn’t know how to grieve for her, even 
as every inch of my being missed her so much. How 
do you mourn for someone who left you long before 
they died?

BUT AS A WRITER I EXPERIENCED A 
GROWING AND URGENT NEED TO TELL 
THIS STORY, TO HELP OTHERS WHO ARE 
GOING THROUGH THE SAME THING WE 
DID, AND ULTIMATELY TO CREATE MORE 
AWARENESS OF ALZHEIMER’S IN THIS 
WORLD. TO TELL THE TRUTH ABOUT IT. 

And the truth is that having someone you love to 
suffer with Alzheimer’s is horrendous, on the deepest 
human level. It is a harrowing struggle characterized 
by profound fear, paranoia, loneliness and a deep 
sense of loss. 

THERE ARE OVER 44 MILLION PEOPLE 
IN THE WORLD SUFFERING FROM 
ALZHEIMER’S TODAY, WHO ARE LOVED 
BY SOMEONE. SOMEONE WHO LOSES 
THEM OVER AND OVER AGAIN, AS THEY 
‘COME BACK’ FOR A MINUTE, AN HOUR 
OR A DAY, AND THEN LEAVE AGAIN, UNTIL 
ONE DAY THEY ARE GONE FOREVER. 
SOMEONE WHO NEEDS TO KNOW THEY 
ARE NOT ALONE.
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The Memory of Chiffon
Over those 13 years my mother lost everything. 
She lost time, she lost her sense of self, she lost her 
precious memories. Friends and family – everyone 
she loved – just disappeared into ether, leaving her 
completely alone and surrounded by strangers. 
And us ‘strangers’ who loved her – lost her too. Even 
though she was right there in front of us, looking like 
my mom, sounding like my mom, she was not my 
mom. I still hung on to brief and fleeting glances of 
the mother I knew and loved. 

I STILL SAW FRAGMENTS OF HER, LOCKED 
INSIDE HER BREAKING BODY, AND I KEPT 
TRYING TO REACH HER THROUGH MUSIC, 
HER FAVOURITE FOOD, TELLING HER 
STORIES OF HER LIFE AND REMINDING 
HER SHE WAS LOVED.

But she never came back – not until the last three 
weeks of her life when her organs began shutting 
down and she was unable to speak. Then, her entire
spirit was my mom again. She came back to say 
goodbye. She came back to tell me she loved me. 
She couldn’t say the words, but her love for me filled 
the space around us until she took her very last 
breath. While I watched and waited. Helpless and 
hurting.

BUT ON THE OTHER WISE, ALZHEIMER’S 
IS ALSO A PROFOUND LEVELER, AND 
AN ENLIGHTENED TEACHER. IT SHOWS 
YOU WHAT LIVING WITH GRACE REALLY 
MEANS. AND HOW TO CHOOSE PATIENCE 
AND KINDNESS EVERY SINGLE DAY. 
ALZHEIMER’S IS ALSO AN INCREDIBLE 
JOURNEY OF SELF-DISCOVERY.

You are intending to fund your writing journey 
through a pre-order campaign. How can 
readers preorder the book?

I know that it’s going to take a village to make this 
book happen. I won’t be able to do it alone and 
without the love of family, friends and complete 
strangers. But it’s something I believe with all of me, 
that I am meant to do - to write a book that shows 

the ugly-beautiful experience of living with someone 
who suffers from Alzheimer’s, to raise awareness and 
funds for Alzheimer’s research in the future and to 
share my mother’s recipes with the world.

In order to fund the research and writing of the book, 
we’re undertaking a pre-order campaign, which 
gives readers an opportunity to pre-order the book 
while I am still writing it, and receive it when the book 
is finished.

The pre-order campaign details are available 
through the website:

www.thememoryofchiffon.com

Or you can visit:

https://igg.me/at/thememoryofchiffon.

I WOULD REALLY LOVE PEOPLE TO LOOK 
AT THE VIDEO THAT RUNS WITH THE PRE-
ORDER INFORMATION, AND TO SHARE IT 
WITH AS MANY PEOPLE AS POSSIBLE.

ABOUT THE AUTHOR:

Elle Matthews is South African author, whose previous 
works include the novel ‘Oil on Water’, a book about 
undiagnosed schizophrenia that was the basis of 
the international feature film of the same name. 
She is also the creator and writer of the ‘Animal 
Adventures in Africa’ children’s book series, which 
encourages children to develop a love for wildlife 
and conservation at a young age. Elle moved from a 
background in psychology to becoming a filmmaker 
and writer, and apart from being a screenplay writer, 
is also the producer of a number of documentaries 
and feature films.

For interviews or more information please contact:

Elle Matthews

elle@thymepublishing.com

www.thememoryofchiffon.com

To preorder The Memory of Chiffon:

https://igg.me/at/thememoryofchiffon
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I t is with great sadness that Lundbeck bids farewell 
to Ben Christen, who is leaving the organisation 
after 23 years to take early retirement. Ben has 
had a long and highly successful career at 

Lundbeck where his focus and specialization has 
been on the South African Market. He started at the 
company in June 1996 as Managing Director (MD) 
and together with the management team, launched 
Cipralex®, Ebixa®, Azilect® and Brintellix®. In addition 
to this there has been an exciting expansion into the 
Sub Saharan Africa markets. Ben has given so much 
not only to Lundbeck, but to the psychiatry industry, 
and his enthusiasm, high energy and spirit will be 
missed.

BEN, WE WISH YOU THE BEST OF LUCK 
FOR THE FUTURE AND HOPE YOU ENJOY 
YOUR WELL-DESERVED RETIREMENT! 
THANK YOU FOR EVERYTHING YOU HAVE 
DONE FOR LUNDBECK OVER THE PAST 
TWO DECADES. 

Following on from Ben’s retirement, we are delighted 
to announce the appointment of Wendy Cupido 
to the position of Country Manager. Wendy joined 
Lundbeck in 2002 and has had a highly successful 
career at Lundbeck where she began as a Sales 
Representative. Her most recent position was as 
Head of Marketing, before being promoted to 
Country Manager. Wendy has done an outstanding 
job in launching several brands in the South African 
market. She will play a key role in growing the South 
African business, and we have no doubt that her 
energy and drive will continue to make a difference 
for patients and for Lundbeck in South Africa   

HELLOS &
G O O D B Y E S

Lundbeck StaffLeft to right: Wendy Cupido and Ben Christen

Lundbeck South Africa (Pty) Limited
www.lundbeck.com 
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Brintellix can help with her mood, 
concentration and fatigue, so she is able
to organise her day again

Lundbeck South Africa (Pty) Ltd.  Unit 9, Blueberry Offi ce Park, Apple Street, Randpark Ridge Extension 114  Tel: +27 11 699 1600   S5  Brintellix 10 mg fi lm-coated tablets.  
Each tablet contains vortioxetine hydrobromide equivalent to 10 mg vortioxetine. Reg No. 48/1.2/0430  Namibia: NS 3:15/1.2/0071  Botswana: S2: BOT 1502705  MO 08/17

10 mg once daily
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Lundbeck South Africa recently had the 
pleasure of hosting Associate Clinical Professor 
at Washington University and President of 
the Midwest Research Group, Prof Gregory 

Mattingly, from St Louis, Missouri, USA. Prof Mattingly 
presented at four major centres across the country, 
to a total of 244 health care professionals. The title 
of his presentation ‘Epigenetics, Early Life Stress 
and Resiliency – The Importance of Wellness’ was 
a drawcard as it promised to cover many themes 
which are current hot topics in medicine.

The traditional way of thinking about the heritability 
of psychiatric conditions is changing; no longer 
is it believed that the set of genes you were born 
with remain constant throughout life, as genes are 
constantly being changed and modified. The field of 
epigenetics studies the changes in an organism  that 
occur by modification of gene expression, rather than 
the alteration of the genetic code itself. Epigenetic 
mechanisms are affected by in utero development, 
early childhood development, environmental 
chemicals, drugs and pharmaceuticals, ageing and 
diet.

As a person ages, their DNA naturally becomes 
more methylated, however, it has been found that 
there is accelerated epigenetic aging in patients 
with depression, which results in premature aging 
of anywhere between 1.5 and 5 years. The number 
of days spent depressed, or partially depressed, 
increases the methylation of DNA in the brain. 

ONGOING DEPRESSION ALSO CAUSES 
DECREASED CELL DENSITY OF UP TO 48%, 
WHICH RESULTS IN IMPAIRED NEURAL 
CONNECTIVITY. THIS IS IMPORTANT AS 
IT PREDICTS DISABILITY. ‘YOU WOULDN’T 
STOP YOUR HEART MEDICINE FOR FEAR 
OF HAVING SMALL HEART ATTACKS 
AND DAMAGING THE HEART - DON’T 
STOP YOUR MEDICINE FOR DEPRESSION 
EITHER, AS IT CAN DAMAGE YOUR BRAIN!’

Epigenetic modulation of Brain Derived Neurotrophic 
Factor (BDNF) promoter gene results in lower levels 
of BDNF and a subsequent increase in depression 
and suicidality. Chronic stress also decreases BDNF 
and neural connectivity. Positive life events result 
in ‘small puffs of BDNF’, and when experienced on 
a regular basis, decreases the risk of depression. 
Positive life events are not necessarily limited to life   
altering events, but can be small things that bring 
happiness, such as enjoying a great cup of coffee in 
the morning, laughing with colleagues or watching 
a sunset.

Prof Mattingly also emphasised the importance of 
measurement-based care, using rating scales that 
fulfilled three criteria – they must be free of charge, 
they should not be associated with a pharmaceutical 
company, and they should be easy for the patient 

LUNDBECK INTERNATIONAL SPEAKER ROADSHOW

THE IMPORTANCE OF 
E P I G E N E T I C S , 
R E S I L I E N C E 
AND HOPE !

Lisa Selwood
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to complete beforehand. He specifically cited the 
Patient Health Questionnaire (PHQ) – 9, as research 
has shown that ‘knowing the number’ is important 
to make appropriate adjustments to medication. 
Depressive symptoms should be measured before 
the patient sees a doctor – just as blood pressure (BP), 
cholesterol levels or glucose is monitored in patients 
with these conditions. Medication adjustments 
would not be made in patients whose BP had not 
been measured first and the same should apply to 
patients with depression.

It is important to be cognisant of residual symptoms 
of depression as up to 50% of patients still report 
these, even after they have been treated. Residual 
symptoms can cause a relapse within 32 weeks, 
as opposed to 135 weeks in patients who report 
asymptomatic recovery. 

OFTEN, RESIDUAL SYMPTOMS MANIFEST 
AS COGNITIVE DEFICITS, AND THIS IS THE 
NUMBER ONE SYMPTOM THAT PREDICTS 
DISABILITY IN THE WORKPLACE DUE TO 
IMPAIRMENT. PATIENTS CAN STILL GO 
TO WORK WHEN THEY FEEL SAD, BUT 
THEY CAN’T WORK IF THEIR ATTENTION, 
MEMORY AND PROCESSING SPEED ARE 
IMPAIRED, SO IT IS IMPORTANT TO SELECT 
THE CORRECT MEDICATION FOR EACH 
PATIENT.

REMEMBER: PARTIALLY BETTER STILL MEANS 
PARTIALLY ILL.

Other scales which health care professionals can 
use include the Connor-Davidson Resilience Scale,
the Functional Assessment Screening Tool (FAST) 
20 item, and the FAST 3 item. In addition to using 
antidepressants and Cognitive Behavioural Therapy 
(CBT), what more can patients do? In one word 
– exercise! Exercise increases BDNF, improves 
depression and improves sleep measures. Remission 
rates doubled in patients who exercised regularly.

A PARTICULARLY INTERESTING STUDY WAS 
SHARED WITH THE AUDIENCE, LOOKING 
AT 70-YEAR-OLD HEALTHY PATIENTS, 
FOLLOWING THEM UP FOR 20 YEARS, 
AND THEN LOOKING AT THE PROBABILITY 
OF SURVIVING TO AGE 90.

 If a patient had all five risk factors (Diabetes, BMI 
> 25, smoking, alcohol use and no exercise), their 
chances of survival was just 4%. In contrast, those who 
had no risk factors had a 54% chance of survival. It 
was also noted that moderate alcohol consumption 
3 – 4 times a week was better than no alcohol use! 
This is likely due to the associated social interactions 
that come with social drinking. Exercise should also 
be in moderation, 3 times a week was better for you 
than exercising 6 times a week or not at all.

REPORT

The Lundbeck Mission Statement

In a nutshell – Factors which promote resilience
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Finally, a study among young adults who were 
genetically loaded for mood disorders tried to 
ascertain why some would not develop mood 
disorders, even though they were genetically primed.

THE NUMBER ONE REASON WAS THAT 
THESE YOUNG ADULTS HAD INCREASED 
NEURAL CONNECTIVITY, WHICH MADE 
THEM MORE RESILIENT TO DEPRESSION. 

Positive life events, as mentioned earlier, increase 
BDNF, which increases neural connectivity which 
improves resilience to depression.

Factors which may promote resilience – 
differentiating between remission and response 
and ensuring the patient reaches remission; 
‘normalise’ the brain by putting the patient on 
pharmacological therapy as soon as possible; 
decrease daytime sedation so the patient is 
able to function at an optimum level, minimize 
metabolic events; promote cognition and, perhaps 
most importantly, prescribe with hope. If you are 
hopeful, go on the journey with the patient and 
fully believe in their ability for recovery, this gives 
the patient confidence in their recovery, and in 
you. Examine your choice of words, your body 
language and prescribe with hope.

Some of the Lundbeck team with Prof Mattingly in Cape Town, 30 May 2019  Back from L to R: Denzil Bart, Raakesh Gheewala, Julie Howarth, Heinrich Boonzaaier, Jona-
than Tuck, Prof Greg Mattingly, Ben Christen, Lisa Selwood, Fatima Davids, Brendan Bell Front from L to R: Wendy Cupido, Charmaine Thomas, Marelize Bosch

Some of the Lundbeck team with Prof Mattingly in Johannesburg, 28 May 2019  From L to R: Christel Malherbe, Erica Palin, Magda van der Merwe, Charline Pelzer, 
Charmaine Thomas, Marieta Venter, Prof Greg Mattingly, Marelize Bosch, Lorinda Griffith, Lynda Lawrenson
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“Somewhere, something incredible is 
waiting to be known.” 
- Carl Sagan.

On the 19th of June 2019 The Department of 
Psychiatry at the University of the Witwatersrand held 
its 31st Annual Research Day, allowing registrars, 
consultants, psychologists and allied health workers 
to share the knowledge they’ve gained through 
their research. It’s certainly true that hard work pays 
off and the gratifying passion expressed by each 
presenter was inspiring.

This year’s keynote speaker was the 
highly qualified Emeritus Professor 
Pravin Manga who shared pearls 
of wisdom on “How to write great 
articles for publication.” His 
experience as the Deputy Editor 
of the Journal of the American 
College of Cardiology as well as 
his experience as the founder and 
Editor of the WITS Journal of Clinical 
Medicine meant we were treated 
to a motivating and informative 
talk. Mention must be made of every presenter who 
shared the findings of their research (please see 
right). 

Amongst the amazing presentations mentioned, 
Dr S Mondlana stole the show presenting on 
“The Perspectives of Traditional Healers in the 
Sedibeng District of Gauteng On Mental Illness and 
collaborative work with Western Mental Health Care”. 
She was awarded with a generous prize sponsored 
by the SASOP Southern Gauteng Subgroup.  

Two PhD presenters stirred interest in all: Dr Madigoe 
with his findings as to the development of a “Culturally 
Appropriate Trauma Assessment Tool” and Dr Farber 
with “Integrity Versus Despair: The Experience  of 
Traumatised Child Holocaust Survivors”.

 Presenter Title Supervisor

Mokwatsi M

Substance use prevalence 
and outcomes in a psychiatric 
outpatient population in 
Southern Gauteng

Robertson

Mondlana S

Perspectives of Traditional 
Healers in the Sedibeng District 
of Gauteng on mental illness 
and collaborative work with 
western mental health care

Robertson, 
Mall

Nkhahle S 

Comorbidities of children 
and adolescent with specific 
learning disorders or 
intellectual disability attending 
a specialised psychiatric clinic

Albertyn, Alison

Jayrajh P

A study of torture victims at 
the Centre for the Study of 
Violence and Reconciliation 
(CSVR), using the Harvard 
Trauma Questionnaire as an 
assessment tool

Pillay, 
Subramaney

Miseer P

Childhood trauma, exposure 
and adherence to antiretroviral 
therapy (ART) among 
patients attending a public 
neuropsychiatric health facility

Subramaney,
Jonsson

Nxumalo V
Factors associated with 
substance use in adolescents 
admitted to Tara Hospital

Nel

Pitjeng M
The prevalence of autistic 
spectrum disorder at Tara Child 
and Adolescent Clinic

Hoffman,
Madigoe

Farber T
Integrity Versus Despair: The 
Experience Of Traumatised 
Child Holocaust Survivors

Smith,
Eagle

DEPARTMENTS OF 
PSYCHIATRY

NEWS

Professor Pravin Manga

31ST ANNUAL PSYCHIATRY RESEARCH DAY
By Dr Tejil Morar

31st Annual Psychiatry Research Day
19 June 2019

Sunnyside Park Hotel
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Minty Y

Attitudes and knowledge of 
private and state-employed 
non-specialist medical doctors 
towards mental illness

Moosa

Mngomezulu 
P

The profile of neurocognitive 
disorders in patients attending 
psychiatric outpatient services 
at a tertiary level academic 
hospital in Johannesburg

Pillay

Letseli K

Descriptive analysis of the 
impact of early childhood 
trauma in a group of people 
undergoing rehabilitation for 
substance abuse

Schutte, 
Subramaney

Madigoe T

The Development of a 
Culturally Appropriate Trauma 
Assessment tool in a South 
African Zulu Community

Subramaney,
Eagle

We were fortunate enough to have the guidance of 
Professor Bernard Janse van Rensburg and Professor 
Ugasvaree Subramaney (Head of Department of 
Psychiatry) whose hard work was a big part of the 
day’s success.

Psychiatry lies on the verge of ground-breaking 
discoveries and there is possibly no better way 
to push psychiatry and humanity forward if not 
through research. It underscores our past victories in 

mental health and lays the foundation for coming 
achievements; not only for ourselves – but most 
importantly, for our patients. 

Thank you to the 2019 Research Day 
Committee Members and Sponsors:

Chair – T Morar, N Nhiwatiwa, N Veyej, J Subrayadoo, 
N Zikalala, P Botho, E Goolam-Amod, J Mwenda, JC 
de Jager, A Prior, R Devraj, M Tau

Advisor: Professor Bernard Janse van Rensburg
Photographer: Nonjabulo Matsila
 
Dr. Tejil Morar is currently a 2nd year registrar in the 
Department of Psychiatry, University of Witwatersrand.
She is the registrar representative for the Department of 
Psychiatry’s Executive and Postgraduate Committees and 
chaired the Research Day Committee for 2019. She is also 
the registrar representative of the SASOP Southern Gauteng 
Subgroup. Correspondence: tejilmorar@yahoo.co.uk 

Dr P Miseer Dr T Morar (left) & Prof U 
Subramaney (right)

Dr S Mondlana (left)
receiving her award from 

Dr P Naicker (right)

Dr P Mngomezulu Prof U Subramaney Dr T Madigoe

Dr A Ajith Venue

Prof B Janse van 
Rensburg (left), Prof U 
Subramaney (middle) & 
Mrs J Kooverjee (right)

19TH WPA WORLD CONGRESS OF PSYCHIATRY LISBON, 21-24 AUGUST, 2019

Prof. Christopher Paul Szabo was an invited panellist 
for a session entitled “The future of publications 
in psychiatry”. The session was chaired by Michel 
Botbol (France) with fellow panellists including Jair 
Mari (Brazil), Joan Marsh (United Kingdom) Lynn 
DeLisi (USA) and Florence Thibault (France).  Photos 
courtesy of Prof. Solomon Rataemane  

From L-R: Jair Mari, Christopher Paul Szabo, Michel Botbol, Lynn DeLisi, Joan 
Marsh

Christopher Paul Szabo  
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GOODBYE TO STAFF

The division of Intellectual Disability and Lentegeur 
Psychiatric Hospital’s Intellectual Disability Services 
(IDS) sadly had to say farewell to consultant 
psychiatrist Andrew Hooper. 

The thoughtful and personal speeches at his small 
but intimate farewell were testament to the great 
impact Andrew has made on the service, the staff 
and many patients over his nearly a decade long 
leadership at IDS.  He will be missed by colleagues, 
patients and caregivers alike.  

The division of General Hospital Psychiatry bade farewell to psychiatrist Linessa Moodley who was based at 
Lentegeur Psychiatric Hospital Female admissions as a consultant. Wishing her well on the next steps  

Compiled by  Delcia Liedeman-Prosch - Senior Clinical Psychologist

GALVIN, Lisa Jane Psychiatry
RESEARCH REPORT: Contraceptive use among 
female mental health care users of childbearing 
age attending Chris Hani Baragwanath Academic 
Hospital in Soweto

GOVENDER, Mallorie Psychiatry
RESEARCH REPORT: A review of individuals charged 
with common assault and assault with intent to do 
grievous bodily harm, referred for forensic psychiatric 
observation

HEYDENRYCH, Xandri Psychiatry
RESEARCH REPORT: Current practice of anticholinergic 
use in conjunction with antipsychotic agents at 
Helen Joseph Hospital Psychiatric Outpatients

LETLOTLO, Bokang Lipuo Psychiatry
RESEARCH REPORT: Clinical use of Neuro-Imaging 
in psychiatric patients at the Charlotte Maxeke 
Johannesburg Academic Hospital

MDAKA, Nokuthula Audrey  
RESEARCH REPORT: Long-term outcomes of 
psychiatric patients initiated on anti-retroviral 
therapy (ART) at Luthando Clinic in 2008-2010 

MOHAMED, Faeeza Psychiatry
RESEARCH REPORT: The lunar cycle and inpatient 
sedation usage in a psychiatric setting

MOODLEY, Sanushka Psychiatry
RESEARCH REPORT: The lived experience: A 
qualitative study of mentally ill women who commit 
filicide, exploring their perceptions of the offence 
and their experience of the rehabilitation process as 
a State patient

RAMIAH, Carmel Psychiatry
RESEARCH REPORT: A retrospective record review 
of Electroconvulsive Therapy (ECT) at a specialist 
psychiatric hospital in Johannesburg 

SAPINOSO, Rudhie Psychiatry
RESEARCH REPORT: Internalised stigma among 
psychiatric outpatients

Left to right: Dr Thuli Mdaka and Prof. 
Subramaney

Left to right: Drs Faeeza Mahomed, Mallorie Govender, Sanushka Moodley, 
Prof. Subramaney and Rodhie Sapinoso

Left to right: Drs Bokang Letlotlo, Prof. 
Subramaney and Dr Lisa Galvin

MMED GRADUATIONS – JULY 2019 

NEWS
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FLEUR HOWELLS RANKS 4TH IN 
SOUTH AFRICA 

“RESEARCH STORIES” DAY

PASS STAFF NEWS

Adele Marais (Chair: Departmental Research 
Committee), the Research Committee, and all 
speakers/presenters at this year’s Research Day are 
congratulated.

Laila Asmal, Goodman Sibeko, Tania Swart, Sam 
Nightingale and Elona Toska gave very moving and 
inspiring presentations about the way in which their 
lives and their work intersected.

Particular congratulations to Stefan van der Walt 
and Wakithi Mabaso, in MB ChB VI, on an excellent 
presentation!  

Associate Professor Fleur M 
Howells, Head of Division of 
Psychopharmacology and 
Biological Psychiatry, ranked 
4th in Women’s Recurve 
Archery at the SA National 
Championship in April 2019, 
Marks Park Johannesburg, 
a World Archery event.  Fleur 
is pictured below in the 
elimination Olympic round, 
standing at 70m from target  

Kareema Poggenpoel celebrated 
her Business Administration 
Bachelor’s Degree graduation in 
April. 

She has been enrolled as a part-
time student at UWC for the past 
four years while being full-time 
employed as an Administrative 
Assistant in the Unit. 

Kareema is the first PASS staff member to complete 
an undergraduate degree while being employed in 
the Department. She is currently registered for her 
Honours in Industrial Psychology. 

Kim Hendricks will be taking up a position in the HR 
department.  This is a career move for Kim and we 
wish her well in the next part of her journey  

CONGRATULATIONS
DISTINCTION

Honorary Professor Mary Robertson graduated with 
a Master’s degree in Music with Distinction.  Her 
dissertation focuses on opera & perfume.   A fine 
complement to her earlier DSc focused on Tourette’s. 

DOCTORATES

The following 4 doctoral students will be graduating 
at the next graduation:

Sheri Koopowitz - PhD in the area of brain imaging

Nicole Philllips - PhD in the key clinical area of 
adolescence HIV/AIDS

Henk Temmingh - PhD in the key clinical area of 
comorbid schizophrenia and substance abuse, 
with a particular focus on evidence-based reviews 
and psychometrics

Taryn Williams - PhD on the evidence-based 
pharmacotherapy of PTSD and social anxiety disorder
 
DIVISION PUBLIC MENTAL HEALTH

The following graduates are congratulated on their 
respective achievements:

Dr Emily Garman (PhD in Psychiatry and Mental Health)

Rhulani Beji-Chauke; Richard Banda; Leandri 
Hattingh; Joyce Chikwinde Nambindo; Manson 
Mwachande Msiska (Mphil in Public Mental Health)

FCPSYCH (SA) PART 2

The following most recent Part 2 graduates are 
congratulated, while all supervisors and mentors are 
thanked:

Avani Maharaj, Shazia Mungly, and Talia Planting  

Fergus Ashburner has been appointed 
as a Lecturer in the Division of 
Addictions; he will convene the PGDip 
in Addictions, and he will also teach 
in the SA HIV Addictions Technology 
Transfer Centre (ATTC).

Welcome back to Dr Faadiel Williams who 
returned to Lentegeur Psychiatric Hospital’s Female 
Admissions unit and the Department.

Waseem Hawa, Clinical Psychologist, 
joined Valkenberg Psychiatric 
Hospital in January 2019 as Principal 
Psychologist in the Department. He 
is also Deputy Chair for the Division 
of Psychotherapy, a member of the 
Division of General Adult Psychiatry, 
and convenor of the Child Criminal Capacity 
Assessment Service. 

He was previously based at Lentegeur Psychiatric 
Hospital’s Male Admissions and prior to this, correctional 
services in the Breede River Management Area.

Dr Zuma Zuma has also joined the Department and 
Female Acute Admissions team at Valkenberg Hospital. 

A number of new registrars were welcomed in 
February this year.  They are Dr James Burger; Dr 
Richard Goncalves, Dr Dipika Haripersad, Dr Jeanri 
Combrinck, Dr Mzamo Jakavula, Dr Keagan Clay 
and Dr Kadenge (International Registrar)  

WELCOME TO STAFF 

NEWS
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CHILD AND ADOLESCENT PSYCHIATRY AND MENTAL HEALTH - SUSTAINING 
DEVELOPMENT AT THE SA-ACAPAP CONFERENCE IN JOBURG

INTELLECTUAL DISABILITY - CARING FOR CARERS OF PERSONS WITH INTELLECTUAL 
DISABILITY EVENT

PSYCHOPHARMACOLOGY AND BIOLOGICAL PSYCHIATRY 

The South African Association for Child and Adolescent Psychiatry and Allied 
Professions (SAACAPAP) held its biennial conference in Johannesburg, themed 
‘Sustaining Development’, from 23-25th May 2019. 

At the conference AGM Prof Petrus de Vries of UCT was elected as Chairperson 
of SA-ACAPAP for the next two years and will no doubt take the association from 
strength to strength!

In total, UCT was represented in 15 different oral presentations over the two-day 
conference while UCT students were awarded the Nursing Award in Research 
and Best Publication in the student category.

Many also had the opportunity to share their research, including UCT 6th year medical students, Stefan van 
Der Walt and Wakithi Mabaso (on the burden of depression and anxiety among medical students at UCT); 
Willem de Jager, Principal Psychologist at DCAP (presentation on Parent Child Interaction Therapy); and Sr Stella 
Mokitimi, Psychiatric nurse specialist at DCAP (on exploring child and adolescent mental health services in the 
Western Cape, from her current PhD)  

The Social Responsiveness Committee and the Division for Intellectual Disability Mental Health co-hosted an 
event themed “Caring for Carers of Persons with Intellectual Disability (ID),”on 19 March 2019, to celebrate 
Intellectual Disability Awareness Month.

A number of speakers from various organisations shared information relevant to the 
theme of the day, representing  “The Western Cape Forum for ID” (provides a carer 
training course); “Iris House” (provides an array of creative projects on offer to both 
persons with ID and their respective carers); “ Sibongile Day and Night Care Centre”;  
and Cape Mental Health (provided an informative talk on self-care for carers). 
Siyabulela Mkabile, a clinical psychologist and member of the Division, shared insights 
obtained from hs PhD research which focuses on caregivers of persons with ID.

He shared thought provoking findings on the practical challenges faced by caregivers as well as the use of 
traditional and modern medicine in meaning making and treatment of persons with ID. Research agendas like 
this, serve to bolster our collective quest for meaningful social inclusion for PWID and those who care for them  

Dr Jonathan Ipser is congratulated on an incredible 
accomplishment, regarding the submission of 2 
doctoral theses (Taryn Williams and Sheri Koopowitz); 
and 3 masters theses, (Angelo Dias, Candice Morris, 
and Marilyn Lake). 

The following new members are welcomed: Dr Simo 
Zulu (postdoctoral fellow); Kimberley Williams and 
Mary Mufford(doctoral candidates); Lauren Blake 
and Ruth Levin-Vorster (second year of doctoral 
study); Kimberley Blake (master’s student); Tatum 
Sevenoaks (second year master’s student); and 
Hanne van der Huijden and Carey Pike (interns).

Prof Fleur Howells, as Chair of the Southern 
African Neuroscience Society, submitted a bid 
to host the 2023 International Brain Research 
Organisation’s (IBRO) World Congress.  She will 
present the bid with her team at the 2019 IBRO 
World Congress in Daegu, South Korea in the 
latter half of 2019. 

Dr Nastassja Koen (a Senior Lecturer in the 
Department and deputy head of the Division of 
Psychopharmacology and Biological Psychiatry, who 
also co-heads the Psychiatric Neurogenetics Group 
of the Brain-Behaviour Unit) attended the Thirteenth 
H3Africa Consortium Meeting in Tunis, Tunisia from 
12-18 April 2019 as representative for the ongoing 
H3Africa/NIMH-funded project, “Transgenerational 
Effects of Maternal Stressors: Investigating the Role of 
Infant Gene Expression”. 

This five-year project – led by Dr Koen, Prof Dan 
Stein and collaborators at Emory University in the 
USA, and drawing on maternal-child data from the 
Drakenstein Child Health Study birth cohort (http://
www.paediatrics.uct.ac.za/scah/dclhs) – will 
investigate genes and pathways underlying the 
transgenerational effects of exposure to prenatal 
maternal psychological stress, anxiety, or depression; 
and will aim to build South African capacity in 
genomic and gene expression research  

NEWS

John-Joe Dawson Squibb

Toni Abrahams 

Fleur Howells and Nastassja Koen

Delegates from the conference

Speakers
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PUBLIC AND COMMUNITY MENTAL 
HEALTH - THE PERINATAL MENTAL HEALTH 
PROJECTS -PMHP- UPDATE

MOTIVATION IN ACTION - DR MEMORY 
MUNODAWAFA’S PHD JOURNEY 

POSTGRADUATE ORIENTATION 
WORKSHOP 

ON MY MIND - A NEW DEPARTMENTAL 
DISCUSSION FORUM 

THE ANNUAL DEPARTMENTAL RESEARCH 
DAY

As part of its Training and Capacity Building 
programme, three new open access resources were 
produced (Empathic Engagement Skills video and 
an animated video about a mothers struggle to 
bond with her child, as well as the second edition 
of its Maternal Mental Health book, published by 
Bettercare).

The eight peer-reviewed publications included 
a book chapter and spanned topics such as 
screening, domestic violence, food insecurity and 
training for maternal mental health  

Dr Memory Munodawafa is a clinical 
social worker, working full-time as a 
trainer and supervisor of community 
health workers for the “AFrica Focus on 
Intervention Research in Mental Health” 
(AFFIRM) project led from the Alan J. 
Flisher Centre for Public Mental Health.
 
Her PhD formed part of a larger 
study within the AFFIRM project (she graduated 
in December 2018).  The birth of her twin girls 
strengthend her resolve to finish, while friends, family, 
UCT resources and an informal support group of 
other female students assisted greatly in keeping 
going. 

Memory encourages others to keep working on their 
theses, and not to put it on the back burner, in spite 
of getting inundated with work and life at times! “The 
PhD journey is very humbling but also very fulfilling.”  

In line with the aim of ensuring that postgraduate 
students are supported in their research endeavours 
in the Department, the Postgraduate Committee ran a 
Postgraduate Orientation Workshop on 27 March 2019. 

Below is Dr Alistair Hunter (Deputy Chair, Faculty of 
Health Sciences Human Research Ethics Committee) 
as he prepares to present on HREC aspects to 
postgraduate students  

A new departmental discussion forum, called “On My 
Mind”, aimed at developing collective discussion and 
critical thinking about our future, as an academic 
Department in the field of mental health care, in South 
Africa at this time, will enable the participation of every 
member of the Department. 

The first session was presented by John Parker, who 
spent some time reflecting on the theme of “the 
way we speak” and on ways of thinking about what 
stifles discussion; and then went on to raise some 
challenging questions about the appropriateness of 
the dominance of a medical model in mental health 
care 

The DRC hosted its annual Departmental Research 
Day on the 11th of June 2019, with the theme 
‘Research Stories’. Speakers were asked to share 
when and how their research stories developed; how 
they built a research path as part of their academic 
identity; what were challenges and barriers; and 
what were tips and advice they would offer others. 

Several distinguished guest speakers shared their 
stories. Associate Prof Laila Asmal from Stellenbosch 
University gave a very inspiring and self-reflective talk 
entitled ‘The Clinician-Researcher and the pursuit of 
reward and unhappiness’. 

Three colleagues from the Department (Sam 
Nightingale, Tania Swart and Goodman Sibeko) 
shared their interesting research work, PhD journeys, 
and personal stories. 

Dr Elona Tosca ended the day with an excellent talk 
on ‘Researching Resourcefulness, Resilience and Risk: 
personal and professional trajectories in adolescent 
health research’, and shared her 10 lessons learned 
with the audience. 

Many guest speakers shared moving stories that 
foregrounded their personal journeys whilst doing 
their research work.  This resonated with – and inspired 
- many audience members who have expressed their 
appreciation, and has made many reflect on their 
own intertwined personal and professional narratives. 

There was also an ‘Oral Presentations’ session where 
speakers showcased their research in the Department, 
two of whom, Stefan van der Walt and Wakithi Mabaso 
- both undergraduate 6th 
year medical students - 
won the award for best 
oral presentation for their 
study on ‘The Burden of 
Depression and Anxiety 
among Medical Students 
in South Africa: A Cross-
Sectional Survey at the 
University of Cape Town’.   

Simone Honikman

Memory Munodawafa

John Parker

Adele Marais - Chair: Departmental 
Research Committee - DRC

Dr Memory 
Munodawafa  

Left to Right: Prof de Vries, Wakithi 
Mabaso and Stefan van der Walt

NEWS
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ADDICTION PSYCHIATRY - ATTC HOSTS PROF STEVE ROLLNICK/ANNUAL NATIONAL 
ADVISORY BOARD MEETING 

The South Africa HIV Addiction Technology Transfer Centre (ATTC - Department of Psychiatry and Mental Health) 
hosted Prof Steve Rollnick of Cardiff University for a lecture on 12 March 2019.  The said lecture explored the clinical 
applicability of Motivational Interviewing (MI) in various contexts ranging from harmful substance use, ARV 
adherence and mental health. Earlier in the day, Prof Rollnick had provided Master Training to the ATTC team in a 
growing collaborative partnership aimed at maintaining a high standard of training delivery.

The South Africa HIV ATTC in addition hosted its second Annual National Advisory Board Meeting in Durban, in 
March 2019.  The Advisory Board consists of several key members of the mental health, substance abuse and HIV 
fields in South Africa  

Goodman Sibeko

SOCIAL RESPONSIVENESS - THE 2ND ANNUAL LOREN LECLEZIO MEMORIAL LECTURE

STUDENT PSYCHIATRY SOCIETY 

The 2nd annual memorial lecture 
in honour of Loren Leclezio was 
hosted at Valkenberg Hospital 
on 28 May 2019 by the Social 
Responsiveness committee. 

Prof Maretha De Jongh, an
 orthopedagogue based at 

Leiden University (orthopedagogy 
centres on the education of 

children with a focus on context, relationships and 
making connections between the child’s home, 
school and society to give the child the skills he or 
she requires to use in society), shared her experience 
of socially responsive research and care from the 
perspective of the orthopedagogy.

She also works at the Psychiatry Department of 
the University Medical Centre Utrecht as a child 
and educational psychologist and cognitive 
behavioural therapist, while she specialised 
in assessment and treatment of children with 
developmental disorders, specifically Autism 
Spectrum Disorders.Prof De Jongh shared some of 
her work with parents of children with disabilities in 
Morocco, to open a school as well as the creation 
of an online treatment for Selective Mutism.  She 
reminded attendees that socially responsive 
research and care requires researchers to follow the 
lead of caregivers and mental health care users, to 
see how they can assist to meet those needs and 
develop equal partnerships where they can and 
should be open to learn from each other  

The UCT Psychiatry Society hosted their first movie 
night in order to spark interest in psychiatry and 
related topics.  After the movie, Prof Dan Stein led a 
discussion about OCD.  

A few weeks later the Society also hosted a talk by 
Dr John Parker, entitled “Voting Rights for People with 
Psychosocial and Intellectual Disability: Why Universal 
Franchise in South Africa Remains a Myth?”   

Toni Abrahams

Georgia Lilford - Chair

     Loren Leclezio

From left to right, Michelle Anderson, Kristien van der Walt, Georgia Lilford, Prof Dan 
Stein, Sylvia van Belle and Jessica Andras

WPA CONGRESS LISBON 21-24 AUGUST 
2019
Dr Sibongile Mashaphu discussed intimate partner violence 
among HIV sero-discordant couples. Of interest is that substance 
abuse was not a contributory factor. There were more women 
with a positive HIV status. The anger about this led to violence 
unleashed by men who most probably were overwhelmed by 
this uncomfortable finding. The e-poster session was co-chaired 
by Prof S Rataemane.

SEFAKO MAKGATHO HEALTH 
SCIENCES UNIVERSITY
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ANNOUNCEMENT

T he University of Stellenbosch Business 
School’s (USB) Corporate Mental Health 
Awareness initiative was launched in 
2016. Now, in the third year of this drive, 

the focus has shifted are from human resource 
and health care practitioners to decision-
makers: the leaders of organizations. 

USB INTENDS TO CHANGE THE CULTURE 
OF SILENCE SURROUNDING MENTAL 
HEALTH PROBLEMS IN THE WORKPLACE 
THAT STILL EXISTS IN SOUTH AFRICA. 
EMPLOYERS AND EMPLOYEES ARE 
UNWILLING TO TALK OPENLY ABOUT 
CONDITIONS SUCH AS ANXIETY AND 
DEPRESSION FOR FEAR OF ASSOCIATION 
WITH WEAKNESS AND FAILURE. 

However, healthy employees are productive 
employees. Investing in a mentally healthy workforce 
is good business. It can curb medical costs, increase 
productivity, decrease absenteeism, and prevent 
and decrease disability costs. Investing in mental 
health also improves employee motivation, staff 
retention and competitiveness.

On Friday, the 14th June 2019, a Corporate Mental 
Health Conference was held at USB, Bellville. The 
interactive panel discussion, facilitated by Prof Andre 
Roux, granted organizational leaders the opportunity 
to discuss and debate the various issues with the 
experts and to equip themselves with knowledge 
and strategies to apply in their organizations.

The discussion covered the ethical responsibility of 
leadership to enable multi-dimensional staff wellness, 
the clinical aspects and financial impact of common 
mental health problems (including burnout) in the 
workplace, the prevention of mental health disorders 
and disability (as well as the financial imperative to 
care),  reintegration in the workplace, and disability 
prevention.

SAVE THE DATE: 

USB’s Corporate Mental Health Conference, 
Port Elizabeth, 27 September 2019
For more information: gvr@belpark.sun.ac.za

UNIVERSITY OF STELLENBOSCH BUSINESS SCHOOL

CORPORATE MENTAL HEALTH 
AWARENESS CONFERENCE

PORT EL IZABETH
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The purpose of the Train-the-trainee workshop 
was to provide training to registrars from 
UCT and Stellenbosch in diagnostic and 
management aspects of ADHD. 

PRESENTATIONS INCLUDED:

Prof Renata Schoeman (convenor of the SIG): 
the neurobiology of ADHD, the diagnosis of adult 
ADHD, pharmacological and non-pharmacological 
interventions for ADHD, workplace interventions for 
ADHD, ethical aspects in the management of ADHD.

Dr Eleanor Holzapfel: neuropsychology of ADHD, 
comorbidity in ADHD, psychotherapeutic interventions, 
and lifestyle management for ADHD.

The venue and refreshments were kindly sponsored 
by Novartis.

“IT WAS HIGHLY INFORMATIVE, WITH THE 
PRESENTERS FOCUSING ON PRACTICAL 
APPROACHES THAT OFTEN RECEIVE 
LITTLE ATTENTION IN THE ACADEMIC TEXTS. 
I FOUND THIS PRACTICAL INFORMATION 
VERY HELPFUL AT THIS STAGE IN MY 
TRAINING, WHERE THE CHALLENGE 
IS TRANSLATING THE ACADEMIC 
KNOWLEDGE INTO CLINICAL PRACTICE. 

It became clear to me that ADHD is a prevalent 
condition, with multiple comorbidities, that is under 
diagnosed. This has an obvious negative impact on 
management, that can be avoided by increasing 
the competency of practitioners in diagnosing and 
treating ADHD. I think the changes in presentation 
over the lifespan course of the condition makes 
diagnosis particularly challenging, especially in 
adults. 

Therefore, I found it very helpful hearing about the 
different presentations, especially how it presents in 
adulthood.

I would like to thank the presenters and sponsors for 
the large amount of effort that must have went into 
producing a workshop of this calibre. I can highly 
recommend it to fellow registrars as well as all other 
mental health professionals.” (Dr EJ Smith, 3rd year 
registrar, UCT)

“THE WORKSHOP WAS WELL STRUCTURED 
AND PRESENTED COVERING ALL 
CLINICALLY RELEVANT ASPECTS OF 
ADHD: NEUROANATOMY, PHYSIOLOGY, 
ETIOLOGY, CLINICAL PRESENTATION(S), 
DIAGNOSES AND TREATMENT OPTIONS. 

The approach made no assumptions of prior 
knowledge and was relevant to professionals at all 

SASOP SPECIAL INTEREST 
GROUP FOR (ADULT) ADHD

TR IN THE TR  INEE 
W O R K S H O P

Renata Schoeman  

REPORT

On the 25th June 2019 a Train-the-trainee workshop for registrars was hosted by the SASOP 
SIG (adult) ADHD at the Century City Convention Centre.
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levels: from a student, general practitioner, registrar, 
allied professional and specialist level; laying the 
foundation and building up the knowledge in a spiral 
method in a manner that would be understandable 
even to lay persons.

Most interestingly, were the non-pharmalogic 
treatment approaches including psychosocial 
interventions which can be used alongside rationally 
prescribed treatment regimens and evidence-based 
supplementary/complementary medicine(s) e.g. 
the role of Omega 3 and 6 fatty acids.

DUE TO INCREASED AWARENESS, MOST 
INDIVIDUALS HAVE SOME AWARENESS 
OF CHILDHOOD ADHD, AND YET THE 
SAME LEVEL OF AWARENESS (AND 
EMPATHY) DOES NOT TRANSLATE TO 
ADULT ADHD.

When one considers the level of avoidable distress 

in affected individuals, both patients and those in 
their lives; lifetime of preventable suffering and loss 
of human potential, the cost of untreated ADHD is 
enormous – both at an individual and at a societal 
level.

ALTHOUGH MEDICATION COSTS ARE 
NOT NEGLIGIBLE, THE OPPORTUNITY 
COSTS – THE ECONOMIC PRODUCTIVITY 
LOST AND INCOME FOREGONE DUE 
TO MENTAL ILLNESS, FAR EXCEEDS THE 
DIRECT TANGIBLE AND INTANGIBLE 
FINANCIAL COSTS.  

Moreover, in modern society, the attainment of 
mental health should not be a luxury but rather a 
basic human right. Whether in a socialist or capitalist 
system, diagnosing and adequately treating ADHD 
makes sense as the benefits far outweigh the costs 
involved.” (Dr Abongile Makuluma, 2nd year registrar, 
Stellenbosch)

Back (from left to right): Drs Bailee Romburgh, Idorenyin Akbapio, Susan Minne, Catherine Farmer, Eleanor Holzapfel, Sandra Swart, EJ Smith, Abongile Makuluma
Front (from left to right): Drs Khin Kyaw, Gillian Booysen, Danell Coetzee, Prof Renata Schoeman, Me Deidre Clements, Dr Angus Beyers, Kingsley Chauke

REPORT

Renata Schoeman  is a Psychiatrist in Private Practice; Associate-Professor, Leadership, University of Stellenbosch Business School. 
Correspondence: Renata@renataschoeman.co.za 
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I am so grateful for this classification given to my 
motley collection of articles, which weirdly appear 
in this publication. I am genuinely touched by 
the assurance that my ‘perspective’ has been 

of interest to a readership I so respect. However, this 
time it’s not about my perspective, specifically, rather 
that which Ophelia’s story abundantly offers.
 
I had planned to submit a ‘psychiatry specific’ article 
for this issue. After hours of work it was 90% complete, 
but one night recently whilst walking out of a hospital 
it was Ophelia’s story, which felt 100% relevant.  
 

OPHELIA’S JOURNEY MET WITH MINE 
ONE RANDOM TUESDAY MORNING 
LAST YEAR. ON THE SIDE OF THE ROAD I 
SAW A FRAIL, EMACIATED SCRAP OF A 
DOG. A PAIR OF SORROWFUL EYES MET 
MINE, AND ALTHOUGH NOT FAR FROM 
EXTINGUISHED, THERE WAS A SMALL 
GLINT - I READ IT AS ‘HELP’. IT WAS A 
DODGY AREA, BUT FOOLHARDY OR NOT 
I STOPPED ANYWAY. AS I STEPPED OUT 
MY CAR TWO HOMELESS MEN CAME 
UP TO ME, THEY ASKED NOTHING FOR 
THEMSELVES - ONLY IF I COULD HELP 
THEM WITH THIS TRAGIC SKELETON.

Between the three of us and a few others who 
emerged from an auto-electrician and a Russian and 
chips shop, we managed to load the little creature 

into the back of my car. She wasn’t 
friendly at all, she snapped and 
snarled - but wouldn’t you if you 
were a mutt starved within an inch 
of your life?
 
At this point there were 20 people 
waiting for me to facilitate their 
session at the psychosocial rehab 
up the road. What to do? I thought 
- ‘here we go’! Group facilitation 
is going to be ‘operation rescue’. It was amazing! 
For obvious safety reasons, little mutt who would 
be named Ophelia, had to stay confined to the 
back of my car. Besides, she didn’t have strength 
for anything else. Whilst a permanent temperature 
and shade ‘guard team’ took position under the 
canopy of the parking lot jacaranda tree, others 
rushed to find water, another rustled up little 
portions of cooked rice, while yet another provided 
a bit of gravy. I hesitantly sat on my back seat, 
within an arm’s length of Ophelia’s quivering snarl 
and her determined gaze. The group handed small 
morsels of rice to me, and gingerly I lowered them 
to this suspicious, terrified dog. Everyone there was 
poised and ready to encourage and help with 
anything little Ophelia might need to live another 
day. I couldn’t have managed without my group, 
without the homeless men, or without anyone else 
who pitched in that day. It was an unforgettable 
experience of joint rescue. Having all experienced 
illness and deep hurt ourselves, we could think of 
nothing other than soothing the pain and hopefully 
saving the life of this struggling little creature. The 
rescued helping rescue. 

O P H E L I A : 
FROM ANCIENT GREEK

ὠ φ έ λ ε ι α 
(OPHÉLEIA, “HELP”)

Claudia Campbell

Claudia Campbell

PERSPECTIVE
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 After the joys of M1 traffic in Jo’burg and a classic 
Highveld hailstorm, getting to an animal rescue 
centre was not an option, and so I drove straight to 
our vet. The news was devastating. Although there 
were no obvious breaks or disease, Ophelia was far 
too emaciated for a shelter to admit her.  A dog that 
should have weighed over 20kg, only weighed 9kg; 
‘Claudia, she’s too far gone’.  To avoid euthanasia, 
the only choice I had was to take her home and 
strengthen her for a few days before taking her to a 
shelter. After getting her out of my car at home (and 
after a rabies shot for me) I knew our story already 
had too many pages to give up on - my husband 
could see that too. It took huge amounts of work, 
courage, patience and determination on her part, 
on ours and on many others to navigate a journey 
fostering healing, trust and love. What followed was 
the greatest gift we could imagine. The beautiful 
results of courage and tenacity to hold onto life 
when death was so close are poignant reminders 
to not let hope slip away. I learnt the Greek meaning 
of Ophelia is ‘help’. Our life with Ophelia started out 
by helping her, but her story helps so many others 
understand that amazing things can happen when 
you mix ‘hope’ with courage and determination. 
Ophelia’s mind will never be entirely ‘free’ from her 
past, but that pales in significance to the abundant, 
joyful, exuberance her life has become. 
 
There is a reason why Ophelia’s story felt entirely 
relevant as I walked out of the hospital that day 
having seen my neurologist for treatment and a 
MRI. My husband came into the Prof’s consulting 
room with me - his last appointment at the end 
of a long week. I guess it boils down to projection, 
however I kept thinking about Ophelia’s story. I had 

little more than a scrap of hope the first time I saw 
Prof. Yet, I now have a life filled with more pain free 
days than I previously risked imagining. Prof asked 
me something about doses of anti-convulsants and 
as I replied to the question, I also randomly passed a 
photo of Ophelia’s first day with us to Prof. His was the 
standard reaction of tragic horror, but flip to the next 
picture and that’s when everyone’s face fills with the 
smiles of excitement; that hope come true is really 
beautiful – Ophelia… strong, healthy and happy. In 
that moment my husband, myself and Prof all leant 
back and smiled. After all aren’t help and hope 
things all of us want to share with others? 

THERE IS SOMETHING ABOUT THE STORY 
OF A RESILIENT DOG, WHICH ALLOWS US 
TO FEEL SORROW, EMPATHY AND JOY IN 
THEIR SIMPLEST FORMS.  EVEN THOUGH 
STORIES OF HUMAN RESILIENCE CAN BE 
ENORMOUSLY MOTIVATING, SOMETIMES 
THEY CAN ALSO LEAVE A SENSE OF 
INADEQUACY IN READERS WHO, PERHAPS 
IN COMPARISON, FEEL THEY SHOULD BE 
‘BRAVER’ OR ’STRONGER’.  

A dog’s story doesn’t leave one questioning oneself.  
I think a dog’s story is a way to understand what 
sorrow, empathy, and joy are without the static of 
our own insecurities getting in the way.  I feel that 
Ophelia has made me a more insightful person.  She 
is courageous, but helping her made me find the 
courage to believe in hope - the hope of what she 
could become.

Claudia Campbell Claudia Campbell holds a post-graduate degree in psychology and has 10 years experience in the field of 
corporate transformation strategy. Claudia works in a voluntary capacity as a psychosocial facilitator, public speaker, and consultant.  
Due to various health challenges, Claudia’s personal life includes many experiences from the patient’s side of the consultation room. 
Correspondence: claudia@redbench.co.za

PERSPECTIVE
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In 2007, then-Minister of Health Dr Tshabalala-
Msimang published ‘Regulations relating 
to Health Messages on Container Labels of 
Alcoholic Beverages’ in terms of section 15 of 

the Foodstuffs, Cosmetics and Disinfectants Act, 
1972 (Act No. 54 of 1972). These called for one of 
seven health messages set out in the Annexure to 
be ‘legible and indelible’, in at least 1/8 the space of 
the label, printed black on white. Warnings include 
‘Drinking during pregnancy can be harmful to your 
unborn baby’, ‘Alcohol reduces driving ability, don’t 
drink and drive’, ‘Don’t drink and walk on the road, 
you may be killed’, and so on, all things we know.

The Regulations failed to address two added risks of 
fine wine in particular. Firstly, you may become an 
anorak. When it’s not a parka, an anorak is a person 
‘obsessively interested in a topic that doesn’t warrant 
such attention’; read “geek”, “nerd”, the Spanish 
“friki”, or “otaku” in Japanese. They are so named, 
I reckon, because they can be found thumbing 
special-interest periodicals in the aisles of Exclusive 
Books wearing olive green anoraks with those 
old fashioned (‘classic’) duffle coat toggles, on a 
perfect summer’s day. Apart from fine-winos, petrol-
heads and other collectors are at risk. The tipping 
point is when Popular Mechanics just doesn’t do it 
anymore. Secondly, there’s the risk of wine travel. I 
saw the warning signs when a mentor noted that 
I only attended foreign conferences near vineyards 
I’d not yet visited…

THREE YEARS AGO, MY FRENCH CHEF 
FRIEND SUGGESTED HE, I AND AN 
ENTREPRENEURIAL MATE EXPLORE 
PIEDMONT, THE HOME OF BAROLO AND 
BARBARESCO, BOTH HISTORIC WINES IN 
RESURGENCE. IT’S ALSO CLOSE TO THE 
FOODIE PARADISE OF EMELIA-ROMAGNA 
AND WAS A TWO-WEEK TRIUMPH THAT 
TOOK US PAST THE THRESHOLD. THERE 
WAS NO TURNING BACK; WINE TRAVEL IS 
ADDICTIVE.

We set about a Summer 2019 visit 
to Burgundy, home of the finest 
chardonnay and pinot noir on the 
planet. The Celts made wine here 
before the Romans conquered 
Gaul in 51BC, but it was the 
Benedictine and Cistercian monks 
who not only kept viticulture going, 
but observed, in detail, which plots 
produced better wine. Then the French Revolution 
changed the face of the territory forever. Church 
land was confiscated and sold as state property; 
add Code Napoleon rules of inheritance and 
ownership was diluted; now a family may own small 
and disparate parcels of vines across villages.

The heart of Burgundy, the Cote d’Or – golden slope 
– runs less than 50km from Gevry-Chambertin in 
the north to Chassagne-Montrachet in the south. 
It’s never more than 2km wide and rises up to 400m 
above sea level. A section of mid-slope has, over 
centuries, in some villages but not all, been exposed 
as marl, a limestone clay, that the monks identified as 
the best site for grapes. The result is that wines from 
vines mere metres apart may command exponential 
cost differentials. A Grand Cru is at least 10 times 
more pricey than entry-level Bourgogne, sometimes 
20- or 30-fold. If you can get an allocation…

W I N E
T R A V E L

It’s a gentle slope

WINE FORUM
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But our wine travels were not agri-tourism, which they 
do really well in Burgundy (cycling through pretty 
vineyards and towns while the operator takes your 
pesky bags on ahead to the next soft bed). Ours were 
hard-core wine-&-food endeavours, not for the faint 
hearted! While a visit to the Hospices de Beaune and 
tasting are de rigueur for visitors, a friend has said 
that if you’re paying to taste wine in Burgundy, you’re 
in the wrong place. This is the world of introductions. 
Access to the best producers is difficult and visits 
are often on allocation to importers. But friendship 
comes to the fore; if you’re a friend of my friend, you’re 
a friend of mine. And the generosity that follows can 
be overwhelming.

THE STATISTICS OF OUR FIRST WEEK – 
ROOTED IN THE COTE D’OR – TELL THE 
TALE: IN SEVEN DAYS WE ENJOYED 17 
RECEPTIONS, TASTED 241 WINES, OF 
WHICH 128 WERE PREMIER CRU STATUS, 
AND AN EXTRAORDINARY 42 GRAND 
CRU. A TRADE FRIEND MUSED THAT, 
HAD WE BOUGHT THE BOTTLES, THE BILL 
WOULD HAVE TOPPED R1-MILLION…

Thierry Amiot met us at 6pm when he parked his 
tractor for the day, and treated us to three hours 
of adventure in his Guy Amiot cellar, including 
Montrachet – the finest dry white wine in the world – 
2018 ex barrel, recently bottled 2017, and 1995 to see 
how beautifully it aged. Similarly, Sabine Mollard of 
Marc Morey, Virginie Taupenot of Taupenot-Merme, 
Martin Prieur of Jacques Prieur and Philip Lecheneaut, 
Jacques Fournier and Bertrand Ambroise of 
eponymous cellars – proprietors all – lavished us with 
top wines and heartfelt generosity. Jayne Eyre, who 
started out as a hairdresser in Australia, Denis Pommier, 
Olivier Leflaive and Jean-Marie Fourrier reflected the 
new wave, while Joseph Drouhin, De Montille, Henri 
Gouges, La Pousse d’Or and Remoissenet cemented 
the centre ground. David Duband served five 2017 
Grands Cru in a row, of which three matched my first 
1990 Burgundian epiphany – Charmes-Chambertin, 
Latricieres-Chambertin and Chambertin itself were 

indescribably beautiful, delicate, finely chiselled, 
taste without weight in the mouth, power without 
force. It was good to be alive.

A Sunday offered a water-&-lettuce break during 
which we roasted a legendary Bresse chicken, 
procured from the farm market, for lunch. Then it was 
on to Beaujolais in the south, but first via Mercurey 
on the Cote Chalonnaise. Amaury Devillard, who 
did a harvest at Glen Carlou in the Nineties, was our 
host. He set out an exposition of the wine business 
of Famille Devillard before loading us into his 4X4 
to for an eye-opening tour of the vineyards with 
particular interest in soils, aspects and counters to 
damaging frost. An extensive, extremely generous 
tasting followed, with a superb lunch highlighted by 
pike quenelles – a regional speciality as Nantau and 
Lyon are both close by. What a day.

The visit to Beaujolais was strategic. It’s best known 
for the ‘carnival’ of Nouveau, when the first young, 
fresh, gluggable wine of the harvest is released with 
much fanfare on the third Thursday of November. 
Sure, it sells a lot of bottles, but ‘cheap-&-cheerful’ is 
antithetical to the fine gamay wines of Beaujolais 
Village appellations, such as Morgon Cote du Py, 
Brouilly, Fleurie and Chiroubles. We visited celebrated 
producers Dominique Piron and Pierre-Marie 
Chermette, the astonishingly beautiful Chateau de 
la Chaize (being renovated without accountants in 
the cockpit), and the young Baron de L’Ecluse, to 
understand. Is Beaujolais on the up and away; will it 
be the next best thing? You bet!

As I boarded the plane home, I realised I hadn’t 
been to the winelands of Australia and New Zealand 
for a while…

David Swingler  is a writer and taster for Platter’s South 
African Wine Guide over 21 years to date. Dave Swingler 
has over the years consulted to restaurants, game 
lodges and convention centres, taught wine courses 
and contributed to radio, print and other media. A 
psychiatrist by day, he’s intrigued by language in 
general, and its application to wine in particular.  
Correspondence: swingler@telkomsa.net 
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Chateau de la Chaize

Winemakers
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“On the 22nd  June 2019, the SASOP Special 
Interest Group for adult ADHD hosted a 
Train-the-trainer workshop for general 
practitioners and paediatricians at 

Evertsdal Guesthouse, Durbanville.

This workshop presented by Prof Renata Schoeman 
and Dr Rykie Liebenberg really pinpointed the 
nitty gritty information for the attendees on how to 
manage ADHD in their practices, both adults and 
children.” (Dr Tertius Christie, paediatrician)

THE BASIC UNDERLYING PATHOLOGY 
(INCLUDING NEUROBIOLOGY AND 
NEUROPSYCHOLOGY) IN ADHD 
CREATED A GOOD PLATFORM FOR THE 
TALKS THAT FOLLOWED. THE NEED TO 
MAKE AN ACCURATE DIAGNOSIS WAS 
AGAIN STRESSED. 

Dr Christie emphasised that he now understand 
the reason for the accurate diagnosis (through 
a comprehensive assessment) better: not only to 
avoid labelling an individual with an inappropriate 
diagnosis, but also to ensure that those really 
struggling with ADHD can obtain optimal funding 

for the management thereof. The presenters 
also emphasised the importance of the careful 
consideration of possible comorbid conditions, 
often mimicking as ADHD, as well as substance use 
disorders.

The workshop also emphasised the importance of 
a multimodal approach: not only pharmacological 
management, but also therapeutic interventions 
and lifestyle management. Thoughts on ADHD in the 
workplace included the fact that it is real and comes 
with a huge cost. An ethical talk and discussion 
around the misuse and abuse of the stimulant drugs 
concluded the day.

“ALL IN ALL, AN EXCELLENT WORKSHOP 
FOR CLINICIANS DEALING WITH ADHD 
THAT SHOULD HAVE STIMULATED THEM TO 
TREAD CAREFULLY IN THEIR PRACTICES, 
HANDPICKING THE REAL ADHD PATIENTS 
WITH ACCURATE DIAGNOSES AND 
OPTIMAL TREATMENT OPTIONS. AND BY 
DOING JUST THAT THEY WILL SURELY ADD 
A LOT OF QUALITY TO MANY PEOPLE’S 
LIVES.” (DR TERTIUS CHRISTIE)

SASOP SPECIAL INTEREST 
GROUP FOR ADULT ADHD

TR IN THE TR  INER 
W O R K S H O P

Renata Schoeman  

REPORT

On the 22nd June 2019, the SASOP Special Interest Group for adult ADHD hosted a 
Train-the-trainer workshop for general practitioners and paediatricians at Evertsdal 
Guesthouse, Durbanville.
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DR LOUISE SERFONTEIN (GENERAL 
PRACTITIONER) SAYS SHE FOUND THE 
WORKSHOP “MOST HELPFUL AND 
VALUABLE”. ALTHOUGH SHE CONSIDERS 
HERSELF REASONABLY UP TO DATE AND 
COMPETENT WITH REGARD TO THE 
DIAGNOSIS AND TREATMENT OF ADHD, 
THERE WAS A LOT FOR HER TO LEARN 
AND UPDATE. SHE MENTIONED THAT 
“THE CONTENT OF THE WORKSHOP WAS 
COMPREHENSIVE AND ADDRESSED 
ALL ASPECTS OF DIAGNOSIS AND 
MANAGEMENT. IT WAS PRESENTED 
WELL AND CONCISELY, HIGHLIGHTING 
IMPORTANT ASPECTS AND A PRACTICAL 
APPROACH.”

The following were highlights for her:

• Understanding the neurobiology of ADHD and 
how to explain it to parents. “This will be extremely 

helpful for them to understand the importance 
of therapeutic intervention.” 

• Practical aspects of the diagnosis with practical 
advice regarding taking a good history. 

• Checking for comorbidities

• Non-pharmacological and lifestyle interventions

• ADHD in the workplace: practical aspects to 
address

“THANK YOU FOR A VERY PRACTICAL 
AND INFORMATIVE WORKSHOP. I DO 
FEEL MORE CONFIDENT AND SKILLED 
IN DEALING WITH ADHD, ESPECIALLY 
REGARDING DIAGNOSIS AND MANAGEMENT
IN ADULTS. IN A NUTSHELL: WELL WORTH 
THE TIME ATTENDING THE WORKSHOP” 
(DR LOUISE SERFONTEIN)

The venue and refreshments were kindly provided by 
Mylan.

Back (from left to right): Hennie du Plessis, Mine Swart, Dewald Richter, Nico Nel, Jaco Marais, Andre Raats, Grant Fourie, Nico Vermeulen, Magdel Smit
Front (from left to right): Pieter Fourie, Bernard Linde, Camilla Moolman, Elra Agenbach, Louise Serfontein, Rykie Liebenberg, Renata Schoeman, Tawni Voges, Claire Tobin, 
Trix Gassner, Hester vd Walt, Jonda Kerner

REPORT

Renata Schoeman  is a Psychiatrist in Private Practice; Associate-Professor, Leadership, University of Stellenbosch Business School. 
Correspondence: Renata@renataschoeman.co.za 
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ADDICTION AND MENTAL HEALTH 

“ S T R O N G L Y
INTERRELATED”
PATIENT OUTCOMES TEND TO IMPROVE WHEN 

TREATED IN TANDEM

NEWS

Addiction, whether involving substance 
abuse or behavioural addictions, frequently 
manifests together with psychiatric 
conditions such as depression, anxiety or 

mood disorders. They have, however, traditionally 
been treated separately. The dual diagnosis units 
at Akeso psychiatric hospitals provide integrated 
treatment programmes that take into account that 
addiction and psychiatric conditions are often 
strongly interrelated. 

“People suffering from stress, anxiety or symptoms of 
depression may try to ‘self-medicate’ with drugs or 
alcohol in an attempt to feel better. In the short-term 
this may help to mask the symptoms of a mental 
health condition but ultimately it fuels addiction 
and makes the condition worse,” says clinical 
psychologist, Janine Deiner, who practises at Akeso 
Alberton.

“THE REVERSE IS ALSO OBSERVED, WHERE 
PEOPLE WHO HAVE A DRUG OR ALCOHOL 
DEPENDENCY, OR OTHER ADDICTIVE 
DISORDER, BEGIN TO DISPLAY CHANGES 
IN THEIR BEHAVIOUR, NEGLECT THEIR 
RESPONSIBILITIES AND ARE UNABLE TO 
FUNCTION IN THEIR DAILY LIVES,” ADDS 
DEINER.

She explains that such changes are broadly 
characteristic of symptoms associated with certain 
mental health conditions, and often it is difficult to 
separate the effects of the addiction from those of 
underlying mental health issues. Also, drugs may 
exacerbate anxiety or mood disorders to the point 
where they become unmanageable. 

“It is something of a ‘chicken and egg’ scenario, 
irrespective of which came first. Both the addiction 
and the mental illness contribute to a destructive 
cycle. We consequently find that a holistic treatment 
approach, which seeks to address both the addiction 
and the mental health problems in tandem, tends to 
offer better patient outcomes.” 

THE DUAL DIAGNOSIS UNIT AT AKESO 
ALBERTON RUNS A 21-DAY IN-PATIENT 
PROGRAMME FOR INDIVIDUALS WITH 
VARIOUS TYPES OF ADDICTION AND 
CO-MORBID PSYCHIATRIC CONDITIONS. 
THE MULTI-DISCIPLINARY TEAM INCLUDES
PSYCHOLOGISTS, PSYCHIATRISTS, 
OCCUPATIONAL THERAPISTS, AN 
ADDICTIONS COUNSELLOR, A GENERAL 
PRACTITIONER AND A SOCIAL WORKER, 
WHERE REQUIRED, WHO WORK CLOSELY 
TOGETHER TO PROVIDE COMPREHENSIVE 
TREATMENT. 

Deiner adds that many of the substances people 
become addicted to can interfere with the effects 
of prescribed psychiatric medications. Alcohol, 
for example, may counteract the benefits of 
antidepressant medication as it is a central nervous 
system depressant. 

“While many people understand addiction to 
mean dependence on drugs or alcohol, there 
are also a wide range of other addictive disorders 
that can have devastating consequences if they 
are not addressed. Our programme also assists 
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those grappling with gambling, sex or pornography 
addiction, and we are also increasingly seeing 
patients who are addicted to online gaming.”

IT IS ALSO POSSIBLE TO DEVELOP AN 
ADDICTION TO ‘LEGAL’ MEDICATION, 
SUCH AS CODEINE, WHICH IS FOUND 
IN OVER-THE-COUNTER PAINKILLERS, 
SLEEPING PILLS, OR BENZODIAZEPINES, 
WHICH ARE PRESCRIPTION TRANQUILISERS. 

“While the individual may begin using these 
substances on the advice of a healthcare 
professional, it is all too common for the person 
to develop a tolerance for the medication, which 
means they need to take more and more to get 
the same effect. In time, they may find they cannot 
function normally without taking the medication.”

According to Deiner, people often have difficulty 
realising that they are in the grip of a potentially 
devastating addiction, and therefore delay seeking 
treatment. She suggests seeking help if you notice 
any of the following:

• YOUR LIFE BECOMES UNMANAGEABLE. 
THIS CAN MANIFEST IN MANY DIFFERENT 
WAYS, BUT TYPICALLY NEGATIVELY 
AFFECTS WORK PERFORMANCE AND 
SOCIAL OR FAMILY RELATIONSHIPS.

• A PREOCCUPATION WITH THE 
ADDICTIVE SUBSTANCE OR BEHAVIOUR, 
PARTICULARLY IF IT CONSUMES A 
CONSIDERABLE AMOUNT OF YOUR 
TIME AND ENERGY. 

• FEELING ANXIOUS OR STRESSED 
ABOUT THE PROSPECT OF NOT HAVING 
ACCESS TO THE ADDICTIVE DRUG OR 
ACTIVITY.

• JUSTIFYING WHY YOU “NEED” TO 
PARTAKE IN THE ADDICTIVE SUBSTANCE 
OR BEHAVIOUR, FOR EXAMPLE “IT’S 
BEEN A STRESSFUL DAY, I NEED A JOINT 
TO UNWIND”.

• FAILED ATTEMPTS TO CUT DOWN OR 
CONTROL USE OF THE SUBSTANCE OR 
THE BEHAVIOUR.

“We are seeing improved outcomes in our dual 
diagnosis unit, when compared with traditional 
addiction rehabilitation programmes. It is essential, 

however, for the patient to realise that recovery from 
addiction is a lifelong process that requires long-
term commitment,” she adds.

A medical doctor examines each person on 
admission, and a specialist psychiatrist supervises 
all medication. Patients benefit from one-on-one 
sessions with mental health professionals and 
experienced addiction counsellors, who have 
themselves been through addiction recovery, as well 
as from group therapy sessions. 

“THE PROGRAMME AIMS TO EQUIP 
INDIVIDUALS WITH THE NECESSARY 
SKILLS FOR SUSTAINED BEHAVIOURAL 
CHANGE TO HELP BREAK THE CYCLE OF 
ADDICTION, AS WELL AS THE TREATMENT, 
THERAPY AND SUPPORT REQUIRED TO 
MANAGE MENTAL HEALTH CONDITIONS 
ON AN ON-GOING BASIS.

“Social and family support is extremely important, 
especially once the person leaves our care and 
continues their recovery at home. We provide follow-
up support, including family meetings that are 
hosted monthly, where the individual and their family 
members receive support and are equipped with 
skills to cope with the recovery process.”

Akeso Alberton hospital manager, Gathlyn Watkins, 
says the treatment provided in the dual diagnosis 
unit is helping many individuals and families to 
rebuild their lives. 

“ADDICTION CAN SEEM LIKE AN 
INSURMOUNTABLE PROBLEM, AND 
MANY PEOPLE WHO TURN TO US FOR 
HELP HAVE ALL BUT GIVEN UP HOPE. 
BREAKING ADDICTION IS NOT AN EASY 
JOURNEY, BUT IT IS POSSIBLE WITH THE 
RIGHT SUPPORT.”

“Thanks to our multi-disciplinary approach, the root 
causes of addiction can be effectively addressed 
and individuals can be empowered to regain control 
over their lives,” Watkins concluded. 

Issued by:         MNA on behalf of Akeso Alberton 
Contact: Martina Nicholson, 
  Graeme Swinney and 
  Meggan Saville 
Telephone: (011) 469 3016
Email:  martina@mnapr.co.za, 
  graeme@mnapr.co.za or 
  meggan@mnapr.co.za

NEWS
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On the 27th July 2019, Lundbeck launched 
to a group of healthcare practitioners, 
including psychiatrists, pharmacists 
and general practitioners in Mauritius. 

In addition to our Classics portfolio (Clopixol® 
Acuphase, Clopixol® Depot and tablets and 
Fluanxol® Depot and tablets), Brintellix® (vortioxetine) 
is also available. Lundbeck is tirelessly dedicated to 
restoring brain health so every person can be their 
best, and we are excited to have the opportunity to 
do this in Mauritius.

Dr Pevashnee Naicker presented on ‘Schizophrenia: 
Improving outcomes with Long Acting Injectables 
(LAIs)’ and aptly opened with a quote by RD Laing: 
‘Schizophrenia cannot be understood without 
understanding despair’. Schizophrenia is a serious, 
debilitating mental illness which is complex in 
presentation, and is associated with a high economic 
burden. Antipsychotics are the mainstay of treatment, 
and the choice of which agent to use depends on 
a multitude of factors, including response, tolerability, 
treatment guidelines, medication availability, patient 
preference and individual symptomatology.

It was highlighted from the CATIE and CuTLass trials 
that first- and second-generation antipsychotics 
have similar efficacy but the side effect profile 
between the two groups is different. The goal of 
intervention is to improve functionality and quality 
of life. This is achieved by decreasing the number of 
psychotic episodes, socially reintegrating the patient, 
improvement of cognitive functioning, prevention of 
functional decline and providing health education 
and support programs to improve early detection 
of relapse and continued adherence. LAIs are now 
recognised as the best management strategy to 
prevent relapses, and thereby improving long term 
outcomes. 

WHEN PRESCRIBING LAIS, GIVE A TEST 
DOSE TO ENSURE TOLERABILITY IF THE 
PATIENT HAS NOT BEEN ON THE PRODUCT 
BEFORE, BEGIN WITH THE LOWEST 
THERAPEUTIC DOSE, ADMINISTER AT THE 
LONGEST POSSIBLE LICENCED INTERVAL 
AND ADJUST DOSES ONLY AFTER AN 
ADEQUATE PERIOD OF ASSESSMENT. 
CONCOMITANT IMI ANTICHOLINERGICS 
ARE NOT NECESSARY.

Following Dr Naicker’s presentation, the meeting 
switched from treatment of schizophrenia, to 
the treatment of depression. Dr Bjarke Ebert, 
Chief Medical Advisor, Medical Strategy and 
Communication from Lundbeck headquarters in 
Copenhagen gave a presentation entitled ‘Will this 
work in theory? A tale of 19 years with vortioxetine’. 
He outlined that antidepressant treatments have 
limitations - patients may experience persistent 
symptoms despite response, including disturbed 
sleep, cognitive impairment and emotional blunting. 

L U N D B E C K

NOW LIVE IN
MAURITIUS

Lisa Selwood

Dr Pevashnee Naicker

REPORT
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In addition, they may experience tolerance issues, 
such as GIT symptoms, insomnia, sexual dysfunction 
and weight change and because of these symptoms 
they may become non-adherent to treatment. 

COGNITION IN DEPRESSION IS USUALLY
A NEGLECTED CRITICAL TARGET. 
COGNITION ENCOMPASSES FOUR 
DOMAINS, NAMELY ATTENTION, MEMORY,
EXECUTIVE FUNCTION AND PSYCHOMOTOR 
SPEED AND IMPAIRMENT CAN RESULT 
IN CONCENTRATION DIFFICULTIES, 
FORGETFULNESS, INDECISIVENESS AND
SLOW PROCESSING SPEED RESPECTIVELY.  
A STUDY BY CHOKKA ET AL (2019) 
SHOWED THAT LONG TERM FUNCTIONING 
OUTCOMES IN WORKING PATIENTS 
TREATED WITH VORTIOXETINE WAS 
PREDICTED BY COGNITIVE SYMPTOMS.

Across several short and long term studies, the 
multimodal antidepressant vortioxetine consistently 
showed antidepressant effects and increased 
cognitive performance in patients. In addition, the 
side effects related to weight were at a level equivalent 
to placebo, there was minimal sexual dysfunction 
and the product has no effects on blood pressure. 
Nausea is the most common adverse event.    

Lundbeck are looking forward to partnering with 
healthcare professionals in Mauritius. In addition, 
educational initiatives for allied healthcare 
professionals have been planned for October 2019 
and will continue into 2020. 

Launch of Brintellix (vortioxetine) in Mauritius

Speaker panel: Dr Bjarke Ebert (Lundbeck), Dr Pevashnee Naicker

Lisa Selwood (Medical Affairs Manager), Wendy Cupido (Head of Marketing), 
Ashraf Gooljar (Lundbeck Sales Representative – Mauritius), Julie Howarth 
(Product Manager), Heinrich Boonzaaier (Regional Sales Manager)

Lisa Selwood, Ashraf Gooljar, Julie Howarth, Dr Bjarke Ebert, Dr Amina 
Mohamed, Wendy Cupido, Dr Pevashnee Naicker, Heinrich Boonzaaier

Lisa Selwood is the Medical Affairs Manager at Lundbeck South Africa (Pty) Limited Correspondence: LIEW@lundbeck.com 

REPORT



012 253 9922 / 076 051 6016 info@beethovenrecovery.co.za

  Treatment of psychiatric disorders for people 16 years & older

  Treatment of drug, alcohol, prescription medication and   
 behavioural addictions for people 18 years and older

  Professional and experienced multi-disciplinary team   
 supervised by specialist psychiatrists

  Registered with 

  Member of the National Hospital Network 

The Department of Health, The Department  
 of Social Development , The BHF and all medical aids    

Situated at Hartbeespoort in a peaceful, secure and supportive 
environment. For more information please visit our website:
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T O W N S H I P
Y O G I

ANNOUNCEMENT

The Township Yogi Project aims to change the 
lives of people suffering from the devastating 
effects of HIV/Aids, unemployment, poverty, 
substance abuse, crime and violence in 

townships in South Africa and Namibia - through the 
power of yoga.

After witnessing the devastating effects of the 
social issues faced by township dwellers in KwaZulu 
Natal, a team of yoga practitioners decided to 
launch the Township Yogi Project in 2013, setting 
up grassroots yoga clinics in townships to bring 
about transformation in the lives of HIV/Aids and 
TB sufferers, Whoonga addicts, victims of crime and 
violence, and those living a tough, tense, stressful 
existence in poverty-stricken township areas. The
project is bringing a sense of peace and a way of 
coping to people who need the physical, emotional 
and spiritual tools that yoga gives, and tools to 
manage their lives in a better way. 

IN ADDITION TO OFFERING FREE YOGA 
CLASSES TO SCHOOLS, CLINICS, HOSPICES 
AND DRUG REHABILITATION CENTRES, 
ANOTHER IMPORTANT ASPECT OF THE 
TOWNSHIP YOGI PROJECT INVOLVES 
TRAINING UNEMPLOYED PEOPLE FROM
TOWNSHIPS AS CERTIFIED YOGA 
TEACHERS, SO THAT THEY ARE ABLE TO
GO BACK INTO THEIR COMMUNITIES, 
TEACH YOGA, AND BRING ABOUT CHANGE
FROM WITHIN THEIR OWN COMMUNITIES. 

It has been scientifically proven that regular practice 
of yoga relieves stress, helps strengthen the immune 
system and improves overall physical and emotional 
wellbeing. International studies have proven that 
yoga benefits people with TB and HIV, in a number 

The Township Yogi Project is bringing yoga, empowerment and hope to townships in 
South Africa and Namibia
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of ways. Living with HIV and Aids is stressful and yoga 
can assist with stress reduction, and help ease some
symptoms, as well as the side effects of HIV 
medications, including joint pain and digestive 
problems. Other studies have shown that yoga can 
improve mental health, body image, and even help 
prevent the spread of the virus by encouraging a 
more pro-active approach to care and treatment. In 
terms of TB, yoga is all about breathing and improving 
lung capacity, and numerous studies have shown 
the benefits of yoga in treating people with TB.

Studies have also shown a significant and lasting 
effect of meditation on drug and alcohol abuse. 
Many addictions begin as a coping mechanism or 
a way of filling a spiritual or emotional void. When 
this is replaced with yoga, people in treatment for 
addiction can learn to deal with their emotions and
environment in healthier ways. Yoga also shows 
potential as a treatment for drug addiction through 
demonstrated anti-depressant and stress reduction 
effects. The intense breathing patterns in forms of 
yoga such as Kundalini, release the body’s natural 
pleasure-producing endorphins, so a healthy yoga 
practice is a wonderful complement for addictive 
behaviour treatment, helping to restore the brain’s 
dopamine functions to healthier levels.

THE TOWNSHIP YOGI PROJECT BELIEVES 
THAT YOGA HAS THE POWER TO CHANGE 
LIVES IN A POWERFUL WAY, AND SINCE 
ITS INCEPTION, HAS GARNERED SUPPORT 
FROM THE GLOBAL YOGA COMMUNITY, 
INCLUDING ACTOR/PRODUCER BLAIR 
UNDERWOOD WHO HAS ASSUMED 
THE ROLE OF AMBASSADOR FOR THE 
PROJECT.

The NPO relies heavily on donations to operate and 
grow into new areas. Funding is completely reliant 
on donations and all administration work is done 
voluntarily, the Directors are not paid, so everything 
goes directly to the people in the townships who 
benefit from the project. The only ‘salaries’ paid by 
Township Yogi Project are the small stipends paid to 
township yoga teachers, once they qualify and start 
teaching their communities.

To assist the fundraising efforts of the project, a 
documentary has been produced by GreenShoot 
Films that looks at the way Yoga can bring about 
positive transformation in townships in South Africa. 
The founders of the NPO could see the potential of 
amazing stories coming out of the project, and it 
made sense to film a documentary and give a part 
of the profits of the film to the project, as a means 
of fund-raising and continuing the project into the 
future. The documentary – called ‘Township Yogi’ - 
focuses on six township yoga students whose lives 
are irrevocably changed through the power of yoga. 

The intention is to use profits from the film to sustain 
the Township Yogi Project and grow it to opeerate 
in more townships in South Africa and other 
countries in Africa, touching individuals, families,
neighbourhoods and broader communities. Bringing 
about lasting, positive change.

For donations or more information on Township 
Yogi Project, please contact:

Sam Du Preez or Elle Matthews
+27 83 7805554
townshipyogi@gmail.com

ANNOUNCEMENT
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Tessa Roos

S ASOP Western Cape held its third and final 
Saturday morning CPD event for the year on 
the 3rd of August 2019 at The River Club. It was 
our annual neuropsychiatry event which is 

usually our most popular one. We had 5 talks and an 
enjoyable brunch in between. 

The first speaker was Dr Surita Van Heerden, 
geriatric psychiatrist, who gave an overview of the 
management of BPSD (behavioural and psychological 
symptoms of dementia / neurocognitive disorders). 

THIS WAS A PRACTICAL SESSION 
FOCUSING ON THE PHARMACOLOGICAL 
TREATMENT AND GIVING VALUABLE 
ADVICE FROM HER EXTENSIVE CLINICAL 
EXPERIENCE. 

Next, we heard from the Registrar winners of the 
university best MMED project award for 2018-2019. 
SASOP Western Cape awards a prize to the University 
of Cape Town (UCT) and Stellenbosch University 
top project and they each presented an overview 
of their research. Stellenbosch University winner, 
Ntombizanele Menze did her MMED on Profiles of 
traditional healers and their healing practices in the 

Eastern Cape. UCT winner, Kaveshin Naidu reported 
on his project: Depressive symptoms and associated 
factors in medical interns at a tertiary hospital. 

We then heard a different perspective on dementia 
care by the executive director of the NPO Dementia 
South Africa, Karen Meyer-Borochowitz. She 
described their work and What we wish psychiatrists 
knew about Dementia. The day ended with a 
forensic perspective on neuropsychiatry; forensic 
psychiatrist, Nyameka Dyakalashe, gave a complex 
case presentation investigating the problem of 
amnesia in the forensic setting. 

Thank you to event organisers Londocor and 
sponsorship from Dr Reddy’s.

Tessa Roos is a psychiatrist at Valkenberg hospital and 
senior lecturer at the University of Cape Town. She runs 
the outpatients department, intake coordination and 
early intervention clinic. She sits on the Registrar Training 
Committee and division of General Adult Psychiatry.  She 
graduated with her FCPsych and MMED from Stellenbosch 
University in 2015. She has an interest in mindfulness and is 
currently doing the 2 year IMISA mindfulness post graduate 
course.  Correspondence: Tessa.Roos@uct.ac.za  

SASOP WESTERN CAPE 
NEUROPSYCHIATRY 
S Y M P O S I U M

Registrar winners, Kaveshin Naidu and Ntombizanele Menze with her 
daughter Ayaza Menze

SASOP Western Cape event organisers Rasmita Ori (left) and Tessa Roos 
(right) with speaker Nyameka Dyakalashe (centre)

REPORT



For full prescribing info please refer to package insert approved by the South African Health Products Regulatory Authority (SAHPRA.) S5  INIR 10. Reg. No.: 43/1.2/0809. Each capsule contains atomoxetine hydrochloride equivalent 
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  BUILD THEM 
                UP AGAIN WITH

DISRUPTS THEIR LIVES 
AND FUNCTIONING 

Restoring order to their lives1,2,3

References: 1. De Bruyckere K, Bushe C, Bartel C, Berggren L, Kan C, Dittmann R. Relationships Between Functional Outcomes and Symptomatic Improvement in Atomoxetine-Treated Adult Patients with Attention-Deficit/
Hyperactivity Disorder: Post Hoc Analysis of an Integrated Database. CNS Drugs 2016; 30:541–558. 2. Young JL, Sarkis E, Qiao M, Wietecha L. Once-Daily Treatment With Atomoxetine in Adults With Attention-Deficit/Hyperactivity 
Disorder: A 24-Week, Randomized, Double-Blind, Placebo-Controlled Trial. Clin Neuropharm 2011; 34:51–60. 3. Lenzi F, Cortese S, Harris J, Masi G. Pharmacotherapy of emotional dysregulation in adults with ADHD: A systematic 
review and meta-analysis. Neurosci Biobehav Rev 2018; 84:359–367.
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STUDENT MENTAL 
HEALTH & WELLNESS 

CONFERENCE

3-4 October 2019
 Protea Hotel Midrand

JHB,RSA 

+27 11 883 3536 / +27 78 167 1459 
sean@alintacorp.com

jacobs@alintacorp.com

FOR MORE INFORMATION 

ANNOUNCEMENT
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ABOUT THE CONFERENCE

Health is defined by the World Health Organization as, “…a state of complete physical, mental, 
and social well-being, and not merely the absence of disease or infirmity.”

Higher Education is facing an increasing crisis in student mental health;
 1 in 4 students are affected by depression and anxiety, student drop outs have trebled, and student suicide rates have
 reached record highs. It is therefore essential that Universities/Schools are placing mental health at the top of the agenda
 to remove barriers, reduce stigma and better support their student population.

Mental Health conference aims to improve mental health literacy through greater depth and breadth of understanding of
mental health issues. The purpose of MH is to teach participants how best to assist someone showing signs of a mental 
health problem or experiencing a mental health crisis. The purpose of this session is to learn how to recognize concerning
behaviours among students and how to respond with particular emphasis on someone in immediate distress and/or in crisis. 

Participants will gain practical tips on what to say and what to do in order to connect someone with the appropriate
resources available both on and off campus.

AT THE END OF THE 2-DAY CONFERENCE, PARTICIPANTS WILL:
·Improve mental health literacy

·Learn skills and knowledge to help people better manage potential or developing mental health problems

·Learn how to recognize signs and symptoms of mental health problems

·Be able to provide initial help to someone experiencing a mental health problem

·Be able to guide someone towards appropriate professional help

·How to recognize when a student is in distress

·Strategies to meet the unmet mental and behavioural health needs of students

·Trauma sensitive practices

·Common stressors and student concerns

WHO SHOULD ATTEND: 
Department of Student Affairs 
Rector and vice Chancellors 
School mental health professionals
Students' Union Representatives / Student Officers
Head of Campus and Operational Services | Diversity and Inclusion Officers
Student Counselling | Student Support Coordinator
Health professionals
Lecturers | Educators & Teachers
Principles & Administrators
Students   | Student Information Advisor
Academic staff | School Security officer

+27 11 883 3536
+27 78 167 1459

sean@alintacorp.com
jacobs@alintacorp.com

3-4 October 2019
 Protea Hotel Midrand

JHB,RSA 

“YOUR PHYSICAL AND MENTAL HEALTH IS VERY IMPORTANT AND WILL HELP YOU ACHIEVE YOUR ACADEMIC AND CAREER GOALS”

·
·

·
·
·
·
·
·
·

·

·

ANNOUNCEMENT
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#empathyhopeproject is an immersive art 
exhibition with a focus on the impact of 
our social environments on the health of 
our minds. Spotlight on #EMPATHY to curb 

stigma and #HOPE to encourage mental well-being. 
The exhibition includes the following elements: 

+ Photographic artworks

+ PhotoVoice installation

+ Audio art installation

+ Friendship Support Bench

+ Hopeful Minds Wall

+ Empathy engagement performance 

+ Drama performances

+ Slam poetry

+ Mental health talks

+ Community  engagement events

The exhibition aims to explore the factors that 
causes harm to our minds and our health, and to 
create an awareness of mental health. With a local 
South African focus, the exhibition will opening up 
a visual discussion, on a public platform, informed 
by local voices. The space will allow people to 
relate to our shared experiences with mental 
illness as well as the elements that impacts our 
mental health.

With success this exhibition will travel to other cities 
that will incorporate local artists and local content 
that speaks to relevant communities.

The opening of the exhibition on Thursday, 5 
September 2019 will see attendees from all 
spheres of our local community to international 
support. We will be joined by local government 
reps, patrons of the art industry, students, mental 
health professionals, non-profit organizations, 
university faculty, advocacy organizations, social 
worker organizations and more.

Additional theme-focused events are planned 
during the course of the exhibition.

ANNOUNCEMENT

SOCIAL AWARENESS 
ART EXHIBITION
5th  to 29th  September 2019 @ Durban Art Gallery, Smith Street, 2nd Floor 
City Hall, Durban, KZN

FOR MORE INFORMATION:

+ Facebook: 
 https://www.facebook.com/empathyhopeproject/

+ Email: empathyhopeproject@gmail.com

+ Chantelle Booysen Global Mental Advocate
 Tel: +27 82 307 1011
 Twit: @channy_bird



SOUTH AFRICAN PSYCHIATRY ISSUE 20 2019 * 85

SASOP 
BIOLOGICAL 
C O N G R E S S

INTERNATIONAL
SPEAKERS 

 

20 - 23 September 2019

www.biopsychsa.co.za

Christer Allgulander is a retired adjunct associate professor 
and senior lecturer of psychiatry, affiliated in the Department 
of Neuroscience at Uppsala University. In clinical research he 
specialized in the pharmacotherapy, epidemiology, genetics 

and prognosis of generalized anxiety, panic anxiety, and social anxiety. 
He is an honorary professor at the University of Cape Town, adjunct 
associate professor at the Washington University School of Medicine, 
Department of Psychiatry in St. Louis, Missouri, as well as an honorary 
member of the American Psychopathological Association, and an 
honorary member of the South African Society of Psychiatrists. He is a 
member of the Anxiety Disorders Research Network of the ECNP, and a 
member of the F1000 Faculty.
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Cherie Armour is a Professor of Psychological Trauma and Mental 
Health in the School of Psychology at Ulster University and the 
Associate Dean for Research & Impact in the Faculty of Life & 
Health Sciences. Professor Armour also directs the Institute of 

Mental Health Sciences. Cherie has published extensively (>120) in the 
field of Psychotraumatology and Mental Health; conducting research 
with many traumatised groups. Cherie has also published on the 
nosology, comorbidity, and longitudinal course of disorders such as 
PTSD, dissociation, anxiety, and depression. Recently, Professor Armour 
has focused on research that investigates the mechanisms that explain 
risk and resilience as related to a wide variety of mental health outcomes. 
A new and exciting line of research enquiry relates to the underpinning 
mechanisms explaining the relationship between sleep and mental 
health outcomes such as PTSD. Additionally, Cherie is leading two large 
sleep based intervention studies; one with Veterans in NI and another 
with traumatised adolescents in South Africa. Cherie also has particular 
expertise in the application of advanced quantitative statistical 
modelling to population representative data. In addition, Cherie has 
completed several research projects utilising qualitative interviewing 
methodology.  To date, Professor Armour has delivered in excess of 100 

conference presentations and is regularly invited to speak about her research at universities, conferences and 
events across the world. Cherie has several research awards for her contributions to the field of traumatic stress. 
Professor Armour leads several research groups and thus several postdoctoral researchers and PhD students 
within Ulster University. To date, Cherie has secured more than £6 million to fund her programme of research. 
Professor Armour also holds a number of leadership positions external to the University. She is currently the 
President of the UK Psychological Trauma Society (UKPTS) and the Associate Editor of the European Journal of 
Traumatic Stress Studies. Professor Armour holds a number of editorial positions on several internationally leading 
journals, for example, the Journal of Anxiety Disorders, the Journal of Traumatic Stress Studies, and Psychological 
Trauma; Theory, Research, Practice and Policy.

SASOP BIOLOGICAL CONGRESS

Matcheri Keshavan is Stanley Cobb Professor of Psychiatry at 
the Beth Israel Deaconess Medical Center; Harvard Medical 
School (HMS), a position he assumed in April 2008. He is also 
Vice-Chair for the department’s Public Psychiatry division, and 

a senior psychiatric advisor for the Massachusetts Mental Health Center. 
Since September 2017, he serves as the Director of the Commonwealth 
Research Center at BIDMC.  Dr. Keshavan received his medical training 
in Mysore, India (where he graduated at the top of his University), and his 
psychiatric training in Bangalore (India), Vienna, London, and Detroit. In 
1986, Dr. Keshavan joined the faculty at Western Psychiatric Institute and 
Clinic, Pittsburgh, PA. He was appointed full tenured Professor in 1998. 
Between 2004 and 2008, he served as Tenured Professor and Associate 
Chair of the Department of Psychiatry and Behavioral Neurosciences, 
Wayne State University, Detroit, MI.  Dr. Keshavan is closely involved in 
research in neurobiology of psychosis, especially as it pertains to first 
episode psychotic disorders. His research has resulted in over 550 
publications to date, including over 500 peer-reviewed papers, and 4 
books. He has received several awards including the Gaskell Gold Medal 
of the Royal College of Psychiatrists (1985); Nancy Roschke Certificate 
for Teaching Excellence of the American Psychiatric Association in 1993; 
Teaching awards at the Departments of Psychiatry in Pittsburgh (1992, 1994, and 2004), Wayne State University 
(2008) and at Harvard (2011); the Research Scientist Development Award from NIMH (National Institute of Mental 
Health); the 2003 NAMI (National Alliance for the Mentally Ill) of Pennsylvania Psychiatrist of the Year Award, the 
2014 Stuart Hauser mentoring award at HMS, the 2013 Gerard Hogarty Award for Research from the University of 
Pittsburgh and the 2016 Kempf award of the American Psychiatric Association. He is a distinguished Fellow of the 
American Psychiatric Association; a Fellow of the Royal College of Physicians, Canada; and a Fellow of the Royal 
College of Psychiatrists, UK.  His main areas of research include the neurodevelopmental basis of schizophrenia, 
neuroimaging, biomarkers and early intervention. He teaches HMS medical students and residents, and co-
directs the neuroscience, critical thinking and public psychiatry courses for Harvard BIDMC residents. 

ANNOUNCEMENT



SOUTH AFRICAN PSYCHIATRY ISSUE 20 2019 * 87

 

Melissa Milanak is a licensed clinical psychologist and Assistant 
Professor in the Sleep and Anxiety Treatment and Research 
Program (SATRP) at the Medical University of South Carolina 
(MUSC) in Charleston, SC, USA.  Her current research focuses on 

insomnia and anxiety treatment the nature of, etiology, and treatment 
of PTSD and comorbid sleep disorders as well as examining how 
sleep can play a role in the onset, maintenance, and/or prevention 
of PTSD. She also has conducted significant research examining the 
relationship between PTSD symptoms factors and the processing of 
emotional information, both in the USA as well as in Northern Ireland 
and recently South Africa. Clinically, Dr. Milanak specializes in providing 
evidence-based treatments (e.g.,Cognitive Behavioral Therapy) for 
sleep disorders including insomnia, Posttraumatic Stress Disorder (PTSD) 
and anxiety disorders including , Social Anxiety Disorder, Generalized 
Anxiety Disorder (GAD), Panic Disorder, Obsessive Compulsive Disorder 
(OCD), and specific phobias. She has designed and implemented a 
customized group treatment program within an intensive outpatient 
addictions program focusing on sleep, anxiety and emotion symptoms 
to positively impact recovery. She also has significant clinical experience 
providing treatment for anger management and other emotional 
processing/regulation issues.  Dr. Milanak received her doctorate in Clinical & Community Psychology from the 
University of Illinois at Urbana-Champaign, completed her clinical internship through the Charleston Consortium 
at MUSC, and completed a two-year NIMH research postdoctoral fellowship at the National Crime Victims 
Research and Treatment Center  (NCVC) at MUSC.  She is the Director of Continuing Education, Community 
and Alumni Relations (CECAR) in the Department of Psychiatry & Behavioral Sciences and supervises clinical 
trainees in the SATRP, supervises and directs training for PGY-3 residents in CBT techniques, and serves as one of 
the Faculty Advisors for the Medical Student Psychiatry Interest Group (SPIG).

David C. Henderson, MD, currently serves as Psychiatrist-in-Chief 
at Boston Medical Center and Professor and Chair of Psychiatry 
at Boston University School of Medicine. Dr. Henderson previously 
served as Director of The Chester M. Pierce, MD Division of Global 

Psychiatry at Massachusetts General Hospital (MGH), Director of the MGH 
Schizophrenia Clinical and Research Program, and Medical Director of 
the Harvard Program in Refugee Trauma. Dr. Henderson serves as Co-
Director of the NIMH T32 Boston University School of Medicine (BUSM)/
Massachusetts General Hospital (MGH) Global Mental Health Clinical 
Research Fellowship. He has worked internationally for the past 25 years in 
resource-limited settings, and areas impacted by mass violence, disasters 
and complex emergencies. Dr. Henderson has conducted research 
and training programs in Bosnia, Cambodia, East Timor, Ethiopia, Haiti, 
Liberia, New Orleans, New York City, Rwanda and Peru, South Africa, and 
Somaliland among other places. His work has consisted of field studies, 
needs assessments, mental health policy development and strategic 
planning, quantitative and qualitative surveys, mental health capacity 

building programs for specialized and primary health professionals, and skill-transfer program evaluation. In the 
United States, he has conducted more than 30 randomized clinical trials in  severely mentally ill populations.

SASOP BIOLOGICAL CONGRESS

Jonathan Downar is an Associate Professor of Psychiatry at the 
University of Toronto, Scientist at the Krembil Research Institute, and 
Director of the MRI-Guided rTMS Clinic at the Toronto Western Hospital.  
Open since 2011, this free clinic receives >700 new referrals annually 

and treats >80 patients every day.  

Dr. Downar is a clinician-scientist with a PhD in functional neuroimaging.  His 
work has been published in Brain Stimulation, Biological Psychiatry, Nature 
Neuroscience, Nature Medicine, and Lancet.  His current research focuses 
on improving the cost-effectiveness, accessibility, success rates, and range 
of indications for therapeutic rTMS in psychiatric disorders

ANNOUNCEMENT
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Paul Pauli is since 2001 Professor (chair) of Biological Psychology, 
Clinical Psychology and Psychotherapy at the Department of 
Psychology, Faculty of Human Sciences, University of Würzburg, 
Germany, and head of the department’s psychotherapy 

outpatient clinic. He is executive board member of the University’s Centre 
of Mental Health and co-opted member of the Faculty of Medicine.  After 
studying psychology at the University of Tübingen, Germany, he worked 
as research fellow at the Max-Planck-Institute of Psychiatry in Munich, 
Germany, as assistant and associate professor at the Department of 
Medical Psychology and Behavioural Neurobiology at the University of 
Tübingen, Germany, and as Professor of Clinical Psychology Research 
at the University of Southampton, UK.

He is past president of the German Society for Psychophysiology and 
its application (DGPA) and the European Society for Cognitive and 
Affective Neuroscience (ESCAN) and presently editorial board member 
of International Journal of Psychophysiology, PlosOne, Frontiers in 
Human Neuroscience, and Helyion.

His research on emotions and anxiety disorders was continuously funded by the German Research foundation, 
presently within the Collaborative Research Centre “Fear, Anxiety, Anxiety Disorders”.  

He has co-authored more than 300 peer reviewed journal articles and is co-author of a German textbook on 
Biopsychology. His more recent research focusses on the use of virtual reality as a promising technology to study 
emotions and treat emotional disorders by using highly controlled but ecological valid virtual environments.

Mataix-Cols is a clinical psychologist specialised in the 
study and care of patients with obsessive-compulsive and 
related disorders. He completed his PhD in 1999 (University of 
Barcelona). In 2000 he was awarded a Marie Curie Fellowship 

to conduct post-doctoral research at Imperial College London. From 
2002, he was appointed lecturer at King’s College London, where he 
eventually became a full professor in 2012. In parallel, he developed his 
clinical activity at the Maudsley Hospital. He is now professor of child and 
adolescent psychiatric science at the Karolinska Institutet, Stockholm, 
where he runs a program of research aimed at understanding the 
causes of obsessive-compulsive and related disorders across the lifespan 
and the development of cost-effective treatments for these conditions. 
From 2006-2013, he was advisor to the DSM-5 Obsessive-Compulsive and 
Related Disorders Workgroup. He is author of over 250 peer-reviewed 
publications and recipient of multiple grants and awards from the UK, 
US, EU, Sweden and Spain. His H-Index is 55 (ISI Web of Science) and 
he has appeared in the Clarivate most cited researcher list for 4 years 
in a row (2015-2018). He is currently associate editor of the Journal of 
Obsessive Compulsive and Related Disorders.

20 – 23 September 2019
Century City Conference Centre
Cape Town, South Africa
www.biopsychsa.co.za 
Sonja Du Plessis  l  +27 (0)82 455 7853  l  sonja@londocor.co.za
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The August edition of the SASOP 
HEADLINE reports on the following 
activities and developments:

• PsychMg Business and Scientific 
weekend in collaboration with 
Dr Reddys

• SASOP press releases 

Best regards

Prof Bernard Janse van Rensburg
HEADLINE Editor
August 2019

1. PSYCHMG BUSINESS AND SCIENTIFIC
 WEEKEND IN COLLABORATION WITH
 DR REDDYS 

Report by Dr Kobus Roux, SASOP Board Member - 
Private Sector Vocational Group. Blouberg Beach 
is the newest yuppie suburb in Cape Town, mostly 
for those who are fleeing the fast pace of inland 
life. But not that Capetonians pay much attention, 
they still seem reluctant to cross over the “boerewors 
gordyn” north to Blouberg and Durbanville. However, 
during the weekend of 12th to 14th July 2019, 
PsychMg members, being mostly “out-of-towners”, 
had a wonderful time - taking #selfies with Robben 
Island in the background, while lazing on the grass 
terraces in front of the Blue Peter Hotel. Watching the 
windsurfers “jumping” over Table Mountain, while 
being completely ignorant to the smells of waste 
water behind Milnerton’s oil refinery, or the pollution 
of the Swartrivier.

Our scientific subject for the weekend was LGBTIQ 
issues in Psychiatry and Medicine. To highlight this 
issue, a special guest was welcomed on Friday 
evening: Castor Semenya was interviewed by 
Bongani Bingwa, from 702 and Carte Blanche. 
Castor was a great inspiration to all of us, a crowd 
favourite who took even more #selfies with members.

The business part of our vocational meeting was 
scheduled on Saturday, with lectures starting with Dr 

Ian Westmore, who highlighted the problems with our 
current coding structures. Dr Westmore suggested 
changes to the coding system, which were generally 
accepted by 98% of the attendees.

Dr Mvuyiso Talatala then gave feedback on the SA 
Commission on Human Rights’ report, followed by 
Mr Casper Venter (Healthman Director), who spoke 
about the costs of running a private practice.

THE NEXT SESSION INCLUDED DR SEBO 
SEAPE, CHAIRPERSON OF PSYCHMG, DR 
EUGENE ALLERS AND DR LITHA FATSHA 
(FROM MEDSCHEME), WHO EMPHASIZED 
THE IDEA OF VALUE-BASED CARE IN 
THE FUTURE FOR BETTER PSYCHIATRIC 
SERVICE DELIVERY IN SOUTH AFRICA.

PsychMg is currently involved in a project of 
gathering and analyzing practice data, to empower 
us as doctors to manage our own business (which 
is psychiatric service delivery) and destiny. PsychMg 
believes that doctors should be empowered to 
manage healthcare through their own HMOs. In 
the last session of the day, Mr JG Cowper (Health 
Bridge) and Mr Paul Suanders (MediSwitch) gave 
feedback on the progress with this project. 

 AUGUST 2019

SASOP HEADLINE

EDITORIAL

Prof Bernard Janse van 
Rensburg

         Castor Semenya, Dr Sebo Seape (PsychMG Chair)
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2. SASOP PRESS RELEASES

Towards the end of July 2019, SASOP will be releasing 
a press statement on SASOP’s Public Sector 
Executive Committee (PUBSEC EXCO), as well as 
reports received by Public Sector Vocational Group 
Subgroup representatives.

2.1 SASOP’S  PUBL IC SECTOR EXECUT IVE 
 COMMITTEE (PUBSEC EXCO)

Report by Dr Kagisho Maaroganye, SASOP Board 
Member – Public Sector Vocational Group. 
SASOP took a decision at its 2018 AGM to form a 
new executive committee for the Public Sector 
Vocational Group to percolate, formulate and 
implement strategies and objectives concerning 
the public psychiatric sector similar to what PsychMg 
is concerned with in the private psychiatric sector. 

THIS NEW PUBSEC EXCO WOULD BE LED 
BY THE NEW PUBLIC SECTOR CONVENOR 
WHO WAS DULY APPOINTED TO THE SASOP 
NATIONAL BOARD SEPTEMBER 2018. HE 
WOULD BE TASKED WITH ACHIEVING 
SASOP’S PRIMARY OBJECTIVE OF 
ENCOURAGING THE PROMOTION OF 
MENTAL HEALTH IN THE COMMUNITY 
AT LARGE THROUGH COLLABORATIVE 
OR SPECIALIZED INTERVENTIONS AND 
PROVIDE QUALITY EVIDENCE BASED 
MANAGEMENT OF MENTAL ILLNESS IN 
THE PUBLIC MENTAL HEALTH SECTOR. 

The PUBSEC EXCO was envisioned as a team 
of energized, committed and experienced 
psychiatrists working, or being interested in public 
mental health/community psychiatry. Indeed such 
team was formed with Prof Chiliza, current SASOP 
President, as an interested and engaged member 
of the new PUBSEC EXCO, ensuring alignment of this 
committee’s objectives and activities with the SASOP 
national agenda.

The PUBSEC EXCO duly started its activities by 
identifying four main objectives that it intended to 
tackle in the current 2-year 2018/2020 term of office. 
These were: 
1. enhancement of advocacy capability amongst 

psychiatrists especially those in the public sector 

2. review training practices for early career 
psychiatrists and the distribution of human 
resources in the country 

3. develop inputs into national strategies processes 
so that the outcome of these process achieves 
and not compromises the aforementioned 
primary objective of the PUBSEC EXCO 

4. develop a  working relationship with the cohort 
of private sector psychiatrists tackling issues 
of common concern that need collaborative 
efforts to best achieve the desired outcome. 

FIRSTLY, THE PUBSEC EXCO, NEEDED TO 
INFORM ITSELF ABOUT THE STATE OF 
THE PUBLIC MENTAL HEALTH SECTOR. 
LIFE ESIDEMINI WAS PERHAPS THE MOST 
DRAMATIC EXAMPLE OF HOW TRAGIC 
A TURN A PRECARIOUS HEALTH CARE 
SITUATION CAN TAKE, IF PSYCHIATRISTS’ 
AND ALLIED PROFESSIONALS’ EYES ARE 
NOT ON MORE THAN THE PATIENT IN 
FRONT OF THEM.

 Therefore, whilst this newly established Committee 
is still finding its feet towards achieving its main 
objectives, the lived experience and pressing 
concerns of SASOP’s public sector members in 
different Subgroups should not be forgotten and left 
unattended. Therefore, during the 2019 Dr Reddy’s 
Weekend held at Fancourt, George, reports, inputs 
and discussions by public mental health sector 
colleagues were collated and presented.  

Dr John Parker (Western Cape representative) 
presented lessons he learned whilst pursuing his 
advocacy agenda to get the voting rights of patients 
with mental illness recognized constitutionally. Dr 
Suvira Ramlall (KZN Subgroup) spoke of the need to 
start tailoring registrar training to the current needs of 
the broader patient base and develop psychiatrists 
with as much advocacy zeal as academic excellence. 
Prof Bernard Janse van Rensburg (SASOP immediate 
Past-President) highlighted work already undertaken 
by the recently formed Public Private Partnership 
Working Group. Dr Kagisho Maaroganye (PUBSEC 
EXCO Chair) distilled the 4 main PUBSEC objectives 
hoping that the Pubsec AGM that took place on 
the 11th April 2019, would adopt these as “marching 
orders” for the PUBSEC EXCO going forward. 

From the different SASOP Subgroups, the following 
information was presented.

Western Cape. Psychiatric services in the province 
are provided through several hospital facilities most 
of which are headed by psychiatrists. The referral 
system between these facilities and the community 
works reasonably well with under-capacitated rural 
areas still relatively well organised. In the urban areas 
the referral system is strained by a large population 
size with high levels of pathology in a system that’s 
not equitably distributed in terms of resources such 
psychiatric nurses at clinics. Concentration of tertiary 
hospitals in the similar psychiatric catchment area 
leads to confusion in the referral system. 

SASOP HEADLINE
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Challenges include limited psycho-geriatric facilities, 
“integration” policy often resulting in mental health 
services playing second fiddle to other imperatives 
at local levels, medicine availability at clinics, lack 
of services for common mental illnesses due to 
load of severe mental illnesses, lack of facilities and 
services for children and smaller district hospitals 
ill-equipped for 72-hour observations. With regard 
to allied professionals, they are reasonable well-
functioning and well-staffed teams at tertiary and 
specialist level, but dire shortages or total absence 
apart from nurses at district and community level. 
What staff do exist, are not dedicated and tend to 
be swallowed by demands of other disciplines. 
   
Dr John Parker also highlighted challenges of 
the hurried closure of NGOs, which did not meet 
stringent licence requirements, leading to a growing 
inpatient pool of patients who are stable but cannot 
be discharged. Other identified problems include: 
little evidence of any interest in following the National 
Mental Health Policy Framework (2013-2020) as 
the province steams ahead with its “integrated 
delivery” policy; no Mental Health Directorate so little 
coordination of any plan occurs to get mental health 
care implemented on the ground; no evidence of 
District Mental Health Teams; static bed numbers 
in the face of general population growth with high 
levels of migration and urbanisation and high levels 
of pathology; a severe lack of facilities and services 
for children and adolescents persists and is perhaps 
worsening; social services support severely lacking 
and a significant substance misuse epidemic with 
very little in the way of rehabilitation facilities.

Limpopo. Dr Ndala from Limpopo gave attendees a 
déjà vu experience of continual severe challenges 
besetting this region. The human resource capacity 
in this large province remains one head of 
department, 4 psychiatrists and 7 registrars. Limpopo 
has 40 hospitals but only 6 general hospitals have 
psychiatric wards (Donald Fraser, Elim, Siloam, 
Malamulele, Mankweng and Matlalamolepo). 

THERE ARE 3 SPECIALIZED PSYCHIATRIC 
HOSPITALS (THABAMOOPO, HAYANI 
AND EVUXAKENI) AND 2 REGIONAL 
HOSPITALS WITH PSYCHIATRIC WARDS 
(TSHILIDZINI AND LETABA). BOTH WARDS 
WERE BURNED BUT FORTUNATELY THE 
WARD AT LETABA WAS RENOVATED AND 
OPENED FOR USE IN 2018. 

All of the specialized hospitals admit state patients 
but there is a severe shortage of psychiatrists with 
1 each at Thabamoopo and Hayani but none at 
Evuxakeni. Their services are left to medical officers 
to provide the shortfall. There nursing vacancy rate 
ranges from 45-77% and whilst the bed capacity is 

high, many of the beds are not usable because of 
old and dilapidated infrastructure. It is noteworthy 
that senior administration posts in these hospitals are 
unfilled. There are no forensic observation units in the 
province and no child and adolescent psychiatric 
units, while a new Mental Health Review board is in 
the process of being appointed. Worryingly, there is 
no provincial mental health staff establishment like 
a mental health directorate, and certainly no district 
mental health teams. Dr Ndala remarked that there 
is no provincial budget for mental health services 
which is a general problem throughout most of the 
country. The Shivulana Life Esidimeni contract has 
been extended to 2022 and there are 2 community 
residential facilities which are under the Department 
of Social Development. Meetings are being held to 
arrange a takeover of these facilities by the DoH. A 
concern remains whether the DoH in the province 
has the capacity to takeover these facilities. 

BUT THERE HAVE BEEN SUCCESSES 
SUCH AS: DISTRICT MENTAL HEALTH 
COORDINATORS BEING APPOINTED; 
MULTIDISCIPLINARY MENTAL HEALTH 
STEERING COMMITTEES HAVE BEEN 
ESTABLISHED AND WORK TOWARDS 
INTEGRATING MENTAL HEALTH SERVICES 
IN THE PHC. THERE WAS A VISIT BY THE 
NDOH IN 2017 TO DETERMINE THE 
STATUS OF IMPLEMENTATION OF THE 
MENTAL HEALTH POLICY FRAMEWORK 
AND STRATEGIC PLAN BUT, AS REPORTED 
BY DR NDALA, THIS PLAN IS STILL POORLY 
IMPLEMENTED PERHAPS BECAUSE 
OF PIECEMEAL AND TEMPORARY 
STRUCTURES/PERSONNEL BEING SET UP 
INSTEAD OF FOLLOWING THE PLAN IN ITS 
ENTIRETY. 

Southern Gauteng Subregion. Dr Thuli Mdaka spoke 
of activities in the post Life Esidimeni era aimed at 
preventing another similar tragedy in the future. 
These activities were prescribed in the Arbitration 
Order issued by Justice Moseneke in March 2018 
and included establishment of a Mental Health 
Advisory Task Team (MHTAT, June 2018). It comprised 
of clinicians and health managers from Gauteng’s 
5 districts (Sedibeng, West Rand, Ekurhuleni, COJ, 
Tshwane), general hospitals, specialised psychiatric 
hospitals and academic departments in the 
province. The team’s main task was to provide expert 
advice and guidance as it reviews and makes 
recommendations in relation to mental health and 
psychiatry policy in Gauteng. The team is expected 
to make their inputs through the Clinical Governance 
Subcommittee which comprises of 13 members of 
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various clinical disciplines. This would become the 
official governance structure that would advise the 
GDoH on how to institutionalise the principles of 
good clinical governance. 

ONE OF THE MAIN TASKS OF THE MHTAT 
HAS BEEN TO DEVELOP A MENTAL HEALTH 
RECOVERY PLAN, WHICH WILL SCALE UP 
INTEGRATED PRIMARY MENTAL HEALTH 
SERVICES, PROMOTE MENTAL HEALTH, 
PROTECT HUMAN RIGHTS, EMPOWER 
COMMUNITIES, ESTABLISH MONITORING 
AND EVALUATION SYSTEMS, AND 
PROVIDE EVIDENCE BASED PLANNING 
FOR THE PROVISION OF MENTAL HEALTH 
SERVICES. UNIT SPECIFIC ISSUES IN 
GAUTENG STILL CENTER AROUND 
LACK OF POSTS FOR NEWLY QUALIFIED 
CONSULTANTS AS WELL AS EXPERIENCED 
MEDICAL OFFICERS INTERESTED IN 
MENTAL HEALTH. 

There needs to be greater establishment of 
these posts at community level to have a greater 
service delivery impact as there are large volumes 
of patients at this level. New psychiatric units or 
renovations need to be created or completed but it 
takes an inordinately long time for these activities to 
be initiated or completed.

Free State. Dr Francois Potgieter from the Free State 
lamented the long 30-day observation waiting list 
and state patient admission waiting list. The reasons 
are variable and include: (1) inability to discharge 
patients to halfway houses as none of the NGOs 
meet the required criteria to obtain licensing after 
the Life Esidimeni crisis; (2) lack of capacity within 
families to look after these state patients; and (3) 
partially functional observation units with only 2 
psychiatrists to perform the task required by the 
courts. Dr Potgieter highlighted the risk of physical 
and sexual abuse in prison whilst state patients 
are awaiting care, treatment and rehabilitation 
in psychiatric hospitals. There is no specialized 
psychiatric hospital in the Free State so psychiatric 
services are provided through various hospitals 
in the province (Universitas Academic Hospital, 
Pelonomi Provincial Tertiary Hospital, Mofumahadi 
Manapo Moheli Regional Hospital, Dihlabeng 
Regional Hospital, Bongani Regional Hospital, 
Boitumelo Regional Hospital). The prevailing 
problem in most, if not all, of these hospitals are 
the lack or shortage of psychiatrists and acute 
beds.This leads to psychiatric patients lying in the 
same ward as medically ill patients. These medical 
wards as expected have no seclusion facilities 
and the nursing personnel in these wards are not 
comfortable with nursing psychiatric patients. 

GENERAL DOCTORS ARE ALSO NOT 
WILLING TO CONDUCT PSYCHIATRIC 
ASSESSMENTS DUE TO THEIR OWN 
DISCOMFORT. MEDICAL INTERNS MAY 
ROTATE THROUGH THE PSYCHIATRIC 
UNITS BUT OCCASIONALLY. ALLIED 
HEALTH PROFESSIONALS MAY BE 
AVAILABLE AT SOME OF THESE HOSPITALS, 
BUT THEY ARE NOT DEDICATED TO THE 
UNIT (NOT EVEN ON A ROTATIONAL 
BASIS) DUE TO CAPACITY CHALLENGES. 
A GENERAL CONCERN ESPECIALLY IN 
THE REGIONAL HOSPITALS IS THAT WARD 
ROUNDS FOR PSYCHIATRIC PATIENTS ARE 
NOT DONE ON A DAILY BASIS DURING 
THE WEEK AND THIS IS OF CRITICAL 
IMPORTANCE.

KwaZulu Natal. Dr Brooker reported that human 
and infrastructural resources for mental health 
care in KZN are predominantly hospital-bound, 
urban centred and generally insufficient and 
inadequate to manage the burden of mental 
disorders in the population. The mental health 
directorate in the province seems committed to 
true PHC integration of services to broadly provide 
mental health in the community but there may 
be uncertain commitment from role players in the 
KwaZulu Natal Department of Health. The province 
is also committed to investing in tele-psychiatry 
services which will expand the reach of psychiatric 
services in the province. 

NOT HAVING DISTRICT MENTAL HEALTH 
TEAMS HAS HAMSTRUNG THE DELIVERY 
OF COMMUNITY MENTAL HEALTH 
SERVICES. IN DISTRICT AND REGIONAL 
PARTS OF MENTAL HEALTH SERVICES, 
THERE ARE MASSIVE INFRASTRUCTURE 
CHALLENGES. 

Although the province has committed to a 10-year 
infrastructure plan, it remains a confidential exercise 
with limited technical specialist input. There are high 
occupancy rates (90%) for regional psychiatric 
units and extremely high occupancy rates (128%) 
for district hospitals. The majority of users are treated 
in mixed general medical wards. Only one third of 
required acute beds are available (33%). Key area/
critical posts such as allied posts (OTs/psychologists) 
are frozen leading to complete collapse of MDT 
services. There is also a serious shortage of forensic 
beds with an ever-lengthening waiting list. There are 
ongoing practices that violate the rights of the child, 
as in the majority of cases child and adolescent 
cases are admitted to adult wards 

SASOP HEADLINE
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 Journal, Year of publication; Volume (Issue): page number/s. doi number (if available); Harvard style or
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Restored Sleep

The Dormonoct Definition:
•  An effective hypnotic3

•  ‘Intermediate’ half-life (6 – 8 hours)3,4

•  Unaltered REM sleep3,5

•   Rapid sleep onset and maintenance of sleep3,4

•  Refreshed morning awakening3

•    Helps reduce anxiety symptoms associated with  
insomnia3,6,7

 -  Caution should be exercised in patients suffering from anxiety 
accompanied by an underlying depressive disorder


