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FROM THE EDITOR

Dear Readers,
Welcome to the May 2020 issue…a lot has happened since the February
2020 issue…more specifically something happened - an unprecedented
development for most…a pandemic. Unless you have lived through
and directly experienced recent such similar, albeit more localised,
epidemics, Ebola, MERS, SARS…not forgetting the last pandemic, the
Spanish Flu of 1918, just over a century ago…a pandemic that infected
an estimated 500 million and killed an estimated 20 - 50 million people
https://www.history.com/topics/world-war-i/1918-flu-pandemic, for
perspective. Which is not to downplay the current WHO named COVID-19
pandemic…a black swan event if ever there was one (defined as an
event which is extremely rare and unexpected but has very significant
consequences https://www.macmillandictionary.com/buzzword/entries/black-swan.html).
In the midst of this health crisis we suffered an unexpected loss…the tragic passing of Bernard
Janse Van Rensburg. Words here cannot do justice to the memory of his life…and so we compiled
an In memoriam section with some words from myself as well many tributes from friends and
colleagues…there will be no Headline in this issue…but I cannot bring myself to change the names
of our Advisory Board. Bernard will always be a part of that…his support for South African Psychiatry
can never be forgotten.
By the time this is published we will have been through The Lock Down I and will be through The
Lock Down II, and likely living through the next, modified version… The Lock Down III… sounds like
a Hollywood movie franchise…starring humanity, and written and directed by… best I stop here.
During The Lock Down I and II amongst other things I wrote a few pieces for this issue...personal
reflections, but which I will share with you…as Perspectives…both follow this piece.
Most significantly during The Lock Down I it occurred to me that a hardcopy version of the May
2020 issue of South African Psychiatry would not be feasible. In discussion with the publisher we
agreed to publish an electronic version only. However, in keeping with the spirit of the pieces that
will follow it was decided that South African Psychiatry would donate revenue we would save, by
not printing or having to distribute a hard copy version, together with individual contributions to
the State President’s Solidarity Fund. To Industry who advertised in this issue as well as the South
African Society of Psychiatrists – thank you for your contribution to this donation by virtue of your
involvement with this issue.
I have no idea whether the August 2020 issue will appear in hard copy…I am hopeful…until then
enjoy this issue…and if you want to share reflections of your experience on what has happened –
please do…we are open for business ☻

Louw Roos - Department of Psychiatry, University of Pretoria
Zuki Zingela - Head, Department of Psychiatry, Walter Sisulu University
Bonga Chiliza - Head Department of Psychiatry UKZN; President South African Society of Psychiatrists
Headline Editor: Bernard Janse van Rensburg
Acknowledgement: Thanks to Lisa Selwood for assistance with proof reading
Design and Layout: Rigel Andreoli Printer: Imagine It Print It
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Dear Reader,
as Editor-in-Chief I am sure you will agree that these are unprecedented times – living
through a pandemic.
We are experiencing a phenomenon that is historic, and it would be important to capture
these times in writing - as a discipline – not only as a form of sharing…but for future
generations.
I would thus like to invite contributions that would take the form of a Perspective…as per the
various pieces in the current issue…as well as noting the content in this issue’s Wine Forum.
There has been much speculation regarding mental health issues and certainly in this issue
we have some preliminary data from SADAG regarding mental health during this time.
Your contributions can be written as personal observations/experiences/thoughts/
reflections/poetry…aiming for about 1000-1500 words…you decide the content…there are
no constraints…remembering one of the key aims of South African Psychiatry… to be about
the discipline…
I have no doubt that each and every one has a story to tell, something they would like to say,
feel strongly about…I look forward to hearing from you…please forward your contribution to
Christopher.szabo@wits.ac.za ... if you have a thought – capture it…the rest will follow.
Christopher P. Szabo
Editor-in-Chief

SOUTH AFRICAN PSYCHIATRY ISSUE 23 2020 * 7

ANNOUNCEMENT

ABOUT the
thediscipline
discipline
FOR
discipline
ABOUT
FOR
thethe
discipline

ANNOUNCEMENT
I

n light of the COVID-19 situation we have decided that
the May 2020 issue of South African Psychiatry will only
be published online. We have further decided that
revenue derived from advertising that would ordinarily
be spent on printing and distribution will be donated to
the Solidarity Fund set up by President Ramaphosa to assist
with economic consequences of the COVID-19 pandemic.
To our committed advertisers, thank you for your valued
contribution to this special issue:
Sanofi, Cherrymed, Dr Reddy’s Laboratories, Lundbeck, SASOP,
Beethoven Recovery Centre, Janssen, Pharmadynamics,
Sanofi, Adcock Ingram, Mylan, Sandoz, Inqaba Biotec, Le
Basi Pharmaceuticals, Accord Healthcare, Livewell Villages

Christopher P. Szabo, Editor-in-Chief & Vanessa Beyers, The Source PR & Event Management
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t the time of preparing content for
this issue, I had no idea that it would
include paying tribute to a friend and
colleague whose passing happened so
suddenly and unexpectedly. It remains
difficult to process…and to some extent the
physical disconnection of our current Lock Down
circumstances has contributed to that sense.
Bernard was a kind person with a sensitive soul…
involved in many things and with many people…
those who knew him know this. He was committed
and passionate about his work, his mission…he will
be missed and not forgotten…I think only in the
fullness of time will we fully appreciate the loss…
but through that appreciation, he will endure…as
he should. May his soul rest in peace, and his family
take some comfort in not just how they knew him,
but in knowing how many others valued him.
Christopher P. Szabo, Editor-in-Chief, South African
Psychiatry
Aside from these few words, I will reprint words of
others both locally and from around the world.
The Department of Psychiatry, as a collective are
overcome by grief, at the loss of a colleague, a
consummate professional and leader, a mentor, a
dear friend, an academic and kind and humble
soul. Apart from his tremendous contribution to our
department, and the school of clinical medicine,
Bernard was very involved in many endeavours
related to Psychiatry and Human rights. He was
the Immediate Past-President of the South African
Society of Psychiatrists (SASOP), the secretary of
the World Psychiatric Association (WPA) Section on
Religion, Spirituality and Psychiatry and an honorary
member of the World Psychiatric Association (WPA).
He was also the chair of the SAMA Academic
Doctors Association (ADASA). He was known
as an experienced organizer and convener of
CPD-accredited academic meetings, including
chairing the local organizing committee of the WPA
International Congress in Cape Town, co-hosted by
the SASOP in November 2016.
Prof Bernard Janse van Rensburg was an Associate
Professor of Psychiatry at WITS and head of the
psychiatric unit at the Helen Joseph Hospital. He
completed his medical training in 1983 and qualified
as a psychiatrist in 1996, having come to us at WITS
as a senior registrar from Stelllenbosch. This is where
I first met him, as one of my first registrars as a young
consultant in 1996. Even then, Bernard promised to be
a psychiatrist of utmost commitment with a special
way about him that went beyond the academics.
After leaving WITS for a brief stint in Mpumalanga, he
returned to take up a position as a consultant within
the department. Bernard had a myriad of interests in
the academic arena. He obtained a PhD from WITS in
2010 on the role of spirituality in psychiatric practice
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Madrid – September 2014…a toast to life…Bernard & Christopher.

and was actively involved in projects with this theme.
He was passionate about health planning and
epidemiology, general and consultation liaison
psychiatry, research development and governance
of professional associations. He also completed
a Post Graduate Diploma in Health Sciences
Education in 2018. In March last year, Bernard was
appointed as Assistant Head of School for Cluster B
(Psychiatry, Internal Medicine, Neurosciences and
Radiation Sciences).
A stalwart of human rights and public mental health,
Bernard was instrumental in championing the
establishment of the National Mental Health Alliance
of mental health organisations during his presidency
in order to strengthen advocacy for mental illness.
He was also vocal in his thoughts about the stance
SASOP took against the Gauteng Marathon Project
that led to the Life Esidimeni tragedy. It was in fact
thanks to his meticulous record keeping that SASOP
was able to demonstrate all our efforts in advising
the government against the project.
Professional achievements aside, those of us who
worked closely with him will remember his beautiful
soul, his indomitable spirit, his relentless and
hardworking nature, and as a gentle person who
made a huge impact on our lives. He is survived
by his wife, associate professor Ariane Janse Van
Resnburg, 2 daughters and a son. We salute this
son of South African Psychiatry and recognize
his immense personal worth and value and the
significant contribution he made to SA Psychiatry.
Perhaps you can rest now, dear Bernard!
Prof. Ugash Subramaney,
Department of Psychiatry,
Witwatersrand.

Academic Head,
University of the

IN MEMORIAM

This, a warm day in Madrid, Spain, when we attended
the WPA World Congress in 2014. We decided to step
out and explore the city a day before the congress
started. From left to right: Bernard, Solly and Lusanda,
Gerhard, Mvuyiso and his wife. It was a privilege to
break bread and relax with these past presidents of
SASOP. Bernard was at his best, casually dressed and
with his titillating sense of humor. We shared other
moments in Accra,Kampala, USA and many other
WPA and SASOP conferences. I will always remember
him because of his thoughtfulness and meticulous
attention to details. May His Soul Rest In Peace!
Prof Solomon Rataemane, Secretary General World Association for Psychosocial Rehabilitation ,
Dr George Mukhari Academic Hospital (HOD) 20032019, Department of Psychiatry-Sefako Makgatho
Health Sciences University 2003-2019, Chair:
Ministerial Advisory Committee on Mental Health
Bernard was the inspiration that established the
Spirituality and Psychiatry Special Interest Group
(S and P SIG) in 2007. Bernard remained convenor
for many years. During his time both as convenor
and active member he contributed with lectures
in South Africa and in various world forums (Spain,
Brazil and Israel). He established S and P SIG as a
formal member of the World Psychiatric Association
(WPA) and the Royal College of Psychiatrists. In
2012 he authored SASOP’s position statement
on Culture, Mental Health and Psychiatry. In 2016
Bernard presented the S and P SIG vision on the
local guidelines for psychiatric training. These are
now part of both undergraduate and postgraduate
training programmes. In 2010 he completed his
PhD (Department of Psychiatry, University of the
Witwatersrand) with the title “The role of spirituality
in South African Psychiatric practice and training”.
Bernard has been a visionary with the energy which

has informed clinicians and created awareness of
the importance of Spiritual, Religious and Cultural
issues both in our clinical training and our daily
practice as clinicians.
Dr Lennart Eriksson, psychiatrist and member of the
Spirituality and Psychiatry Special Interest Group of
the South African Society of Psychiatrists.
I have learnt with deep sorrow the passing on of
Professor Bernard Janse van Rensburg. At least
to me, Prof. Bernard Janse van Rensburg was
easy going, humble and listened carefully and
contributed to what was being discussed whether in
a group or one on one. He had leadership skills that
your Society (South African Society of Psychiatrists)
recognized when you elected him your President
and the University recognized within the Department
of Psychiatry. He will be missed by all he touched.
On behalf of all Psychiatrists in Zone 14, of the World
Psychiatric Association (WPA), please accept my
condolences - and extend these on my behalf to
his family and his colleagues at the Department. Our
thoughts are with your society and the family as you
all go through this.
Prof. David Ndetei, WPA Zone 14 Representative
We express heartfelt condolences at the sad
and untimely demise of Prof Bernard Janse van
Rensburg, Past President of
the South African
Society of Psychiatrists (SASOP) and Chair of the
local organizing committee of the WPA International
Congress, Cape Town 2016. We join Bernard’s family,
friends and colleagues in this hour of grief.
Prof Roy Abraham Kallivayalil, Secretary General,
World Psychiatric Association
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The sad and untimely demise of Dr Rensburg is
shocking news. I was fortunate to meet him at
Berlin in 2017 and was in touch with him since
then. He was full of life and was very cordial. The
Gods above have this habit of taking away good
people much before their time. We share the grief
of the bereaved family and friends. Our thoughts
are with them.

mental illness. He was passionate about the social
contract that psychiatrists have with our society.
He was also instrumental in the stance SASOP took
against the Gauteng Marathon Project that led to
the Life Esidimeni tragedy. His meticulous record
keeping enabled SASOP to easily demonstrate all
our efforts in advising the government against the
project.

Dr(Brig) M S V K Raju, Veteran Armed Forces
Medical Services of India & Board Member & Zone
16 Representative World Psychiatric Association
2017-2020

Lastly, he put a huge amount of effort, at great
personal sacrifice, in order to successfully host the
WPA International Congress in Cape Town in 2016.This
congress was an important catalyst in showcasing
South African psychiatry on the world stage. Those
of us who were fortunate to serve with him would
probably say that he had an amazing mind of
seeing how different parts of a puzzle fit together, a
beautiful heart, and was deeply passionate about
psychiatry. While we remember him fondly, we salute
his immense personal sacrifices as the past president
of SASOP and we mourn the loss of a gentle giant
in Psychiatry in South Africa. Rest in Peace Beloved
Bernard

I am deeply saddened to inform you of the
devastating news of the untimely passing of
Professor Bernard Janse van Rensburg. Bernard
passed away on Thursday 23rd of April 2020
following a massive heart attack a few days earlier.
To those of us who knew him well, and those who
admired him from afar, this is no doubt a huge
shock and leaves us numbed by the reality of his
passing. As the Board of Directors of SASOP, we are
overcome by grief, and the loss of a colleague, a
leader, a mentor, a dear friend, an academic and
kind gentle soul. Bernard was the Immediate PastPresident of the South African Society of Psychiatrists.
Amongst his numerous other leadership roles
in psychiatry, he was the Secretary of the World
Psychiatric Association (WPA) Section on Religion,
Spirituality and Psychiatry and an honorary
member of the WPA. He was also the chair of the
SAMA Academic Doctors Association (ADASA).
He was an experienced organizer and convener
of CPD-accredited academic meetings, including
chairing the local organizing committee of the WPA
International Congress in Cape Town, co-hosted by
the SASOP in November 2016.
Prof Bernard Janse van Rensburg was an Associate
Professor of Psychiatry at the University of the
Witwatersrand (WITS) in Johannesburg, South Africa,
and head of the psychiatric unit at the Helen Joseph
Hospital. He completed his medical training in 1983
and qualified as a psychiatrist in 1996. He obtained
a PhD from WITS in 2010 on the role of spirituality in
psychiatric practice and his experience included
health planning and epidemiology, general
and consultation liaison psychiatry, research
development and governance of professional
associations. He also completed a Post Graduate
Diploma in Health Sciences Education in 2018,
consolidating an approach to teaching and
learning theory, as well as under and post graduate
curriculum planning, teaching methods and
assessment. He was appointed in March 2019 as
Assistant Head of School for Cluster B (Psychiatry,
Internal Medicine, Neurosciences and Radiation
Sciences) of the School of Clinical Medicine of
the WITS Faculty of Health Sciences. Perhaps we
will best remember Bernard for championing
the establishment of the National Mental Health
Alliance of mental health organisations during his
presidency in order to strengthen advocacy for
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Prof Bonginkosi Chiliza, President – South African
Society of Psychiatrists; Dr Anusha Lachman,
Honorary Secretary of South African Society of
Psychiatrists Board
On behalf of all us at WPA, I send sincere
condolences on the tragic loss of Bernard, to his
family and to you and all at SASOP. We all recall
with great affection and admiration Bernard and
his work in South Africa and with the international
community in psychiatry. We worked closely
with Bernard and several of you to prepare for
the International Congress of Psychiatry held in
Cape Town in 2016. Bernard had a pivotal role in
preparing the Congress. Nothing was too much
trouble and his qualities of dedication, patience,
compassion and academic excellence shone
through. It is with shock and sadness that we
received this news and I will be most grateful if
you can pass on our sympathy and thoughts to
Bernard’s family and to colleagues in SASOP.
Professor Helen Herrman AO, President, World
Psychiatric Association
This is such sad news. I met Prof Janse van Rensburg
several times, he was always gracious, kind and
insightful. His humanity always shone through, even
my wife and children who met him just once recall
this. Bernard will be deeply missed, and heartfelt
condolences to his family and loved ones. In
sympathy,
Dr. K. Sonu Gaind, Chief of Psychiatry/Medical
Director of Mental Health, Humber River Hospital. CoDirector, Adult Psychiatry Health Systems, University of
Toronto Department of Psychiatry. World Psychiatric
Association Zone 1 Representative, Governor &
Associate Professor, University of Toronto

IN MEMORIAM

Sad indeed, difficult to accept. I have known Bernard
since the successful WPA International Congress in
Cape Town in 2016. He was always smiling, kind and
friendly. The untimely passing of Professor Bernard
Janse van Rensburg is a big loss for the WPA, the
South African Society of Psychiatrists (SASOP),
his family, friends and colleagues. My deepest
condolences for his family and SASOP.
Zvi Zemishlany, World Psychiatric Association Zone 8
Representative.
On behalf of all of us at Lundebck SA I would like to
express our sincere condolences on the passing of
Prof Bernard Janse Van Rensburg. Not only will we
remember your dedication to psychiatry, passion for
community mental health and giving South African
psychiatry a voice but we will also remember your
kind, warm and gentle nature. Rest peacefully
Professor.
Wendy Cupido, Country Manager at Lundbeck
South Africa

In my world of Ophthalmology, Bernard was a
gentle, humble, warm and personable soul. I
liked him from the first time I met him and always
enjoyed his presence in - and contributions to meetings we both attended. He had the warmest,
broadest, friendliest smile and just passing
him by in the passage provided a positive
experience. My first interactions with Bernard
were at the initiation of the GEMP programme
in 2004, where we shared perplexed wide-eyed
expressions of desperation with the unfamiliar
tasks that were being required from us, together
with what I purported to feel as a kindred spirit of
bewilderment in the new world of “GEMPing.” He
was always calm, sensible, logical and respectful,
quietly engendering respect. When Bernard
spoke, we listened and we took cognisance of
his suggestions and valuable input. He will be
sorely missed.
Dr Nicky Welsh, Head of Clinical Unit / Division:
Ophthalmology/Department: Neurosciences;
Charlotte Maxeke Johannesburg Academic
Hospital

WPA/AAPAP regional meeting- February 2014, Kampala, Uganda.
Back: Dr Fred Kigozi & Prof Rataemane; Front: Dr G Grobler, Dr M Talatala & Prof Janse Van Rensburg
Photo courtesy of Prof Solomon Rataemane
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It was with shock and sadness that the World
Psychiatric Association (WPA) received the tragic
news of the sudden passing of Professor Bernard
Janse van Rensburg on 23 April 2020. We express
our sincere condolences to his family and to the
South African Society of Psychiatrists (SASOP). We
all recall Bernard - and his work in South Africa
and with the international community - with great
affection and admiration. He worked closely with
Prof Dinesh Bhugra and others from WPA and
SASOP to prepare the 2016 WPA International
Congress of Psychiatry in Cape Town - a meeting
that was pivotal in showcasing South African
psychiatry to the world. Bernard played a lead
role in its preparation and nothing was ever too
much trouble for him; his qualities of dedication,
patience, compassion and academic excellence
shone through.

I am very sad and shocked because of the passing of
our colleague. I would like to extend my condolences
to his close ones. May he Rest In Peace.

Bernard was a leader, a mentor, an academic, a
dear friend to many, and a kind and gentle person
who was deeply passionate about psychiatry. We
mourn his loss to our profession, our community and
to all he touched.

It is a matter of great sorrow for the World Psychiatric
Association (WPA) and the Indian Association for
Social Psychiatry (IASP) that Professor Bernard Janse
van Rensburg suddenly left for heavenly abode on
23 April 2020. He has all along been a stalwart and
contributed immensely to the growth of psychiatry
in South Africa. He also worked for the WPA in
collaboration with world leaders. As an individual
he had an amicable personality and was liked by
one and all. We will all remember him in the times to
come. We pray to Lord Vishwanath to rest his soul in
peace and give strength to the bereaved family to
bear the great loss.

Prof Helen Herrman AO, WPA President, Australia
Prof Afzal Javed, WPA President-Elect, UK
Prof Roy Abraham Kallivayalil, WPA Secretary
General, India
Prof Solly Rataemane, Past WPA Board Member,
South Africa
We are shocked to hear these sad news and so
glad that he had a chance to contribute so much
and specifically so recently to our meeting in
December.
RH Belmaker, MD |  ;רקמלב םייח ’פורפProfessor Emeritus
of Psychiatry, Ben Gurion University |סוטירמא’פורפ
ןוירוג ןב תטיסרבינואב הירטאיכיספל
It was with deep shock and sorrow that we learnt
of the sudden demise of Prof. Bernard Janse van
Rensburg, the Immediate Past President of the
South African Society of Psychiatrists (SASOP).
Prof. Bernard shall be remembered for his great
leadership and gentle nature, especially in SASOP,
and as the Chair of the local organizing committee
of WPA International Congress in Cape Town 2016,
which was a great success. On behalf of the Kenya
Psychiatric Association (KPA), I would like to express
our sincerest condolences to the South African
Society of Psychiatrists (SASOP) leadership and
members. Our thoughts also go out to his family,
friends and colleagues. May you all find peace and
comfort during this time of grief.
Dr. Simon Njuguna, Honorary Chairman, Kenya
Psychiatric Association.
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Peykan G. Gokalp, Istanbul Past President, current
EC Member Turkish Neuropsychiatric Society
I remember Professor van Rensburg well. I attended
the WPA conference in Cape Town in 2016 and
really enjoyed a well organised meeting.
Bernard was a great colleague and we will all miss
him.
Dr Francis Agnew (former WPA Zonal Representative
- New Zealand / former WPA Board Member)

Prof Indira Sharma, President, IASP
Lithuanian psychiatrists express their sincere
condolences to Professors Bernard Janse van
Rensburg’s relatives, colleagues, the community of
the South African Society of Psychiatrists and the
World Psychiatric Association as well.
We also extend our condolences to all the people
to whom his activities have brought health, joy of life
and faith in the humane future of humanity. We have
no doubt that the work he started will be continued,
and the memory of him will further strengthen our
souls and help to solve the most difficult challenges
of life.
Prof Alvydas Navickas, Past president of Lithuanian
Psychiatric Association
Please find below a moving tribute to Professor Janse
van Rensburg from SASOP President Prof Bonga
Chiliza and President-Elect Dr Sebolelo Seape.
h t t p s : / / w w w. w p a n e t . o r g / p o s t / o b i t u a r y remembering-our-friend-and-colleague-professorbernard-janse-van-rensburg-1960-2020

IN MEMORIAM
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FEATURE

INTERPRETING

THE CLINICAL

LITERATURE
David Webb

M

any treatment decisions are guided by
the results of published clinical trials.
However, without a basic knowledge of
how to assess the quality of a trial, the
validity of the results and conclusions, and how to
interpret the data in a way that is relevant to one’s
own clinical practice and individual patients, it
is easy to be misled by poor trial design, biased
reporting and irrelevant data. Furthermore, it is
common to find trials that have a similar design, but
directly opposite results. In that case, how does one
decide which might be more relevant?
The following is a brief summary of some guiding
points to bear in mind when reading published
clinical studies.

GENERAL PRINCIPLES
1. Unless you read the whole article, and very
importantly
thoroughly
understand
the
methodology and inclusion and exclusion
criteria, it is impossible to interpret the results for
yourself.

THE RESULTS OF A CLINICAL TRIAL
APPLY TO THE TYPE OF PATIENT
INCLUDED IN THE TRIAL, TREATED WITH
THAT SPECIFIC INTERVENTION, AT THAT
DOSE FOR THAT DURATION OF TIME
UNDER THOSE SPECIFIC CONDITIONS.
The results will not necessarily, and are often
unlikely to be applicable to people with different
characteristics, treated with different doses of
drug and/or for different treatment durations,

or treated with different drugs.
Often in order to reduce the
chance of non-intervention
characteristics
confounding
the interpretation of the effects
of the study intervention (e.g.,
a medication), patients with
the profile of those who might
be more common in everyday
David Webb
clinical practice are excluded
from the study. For example, the
results of studies done in men do not necessarily
apply to women; those in patients without specific
comorbidities may not apply to those with
comorbidities. Results cannot be extrapolated to
patients with different severities of disease (e.g.,
mild vs. severe depression) or risk of disease
(e.g., high vs. low cardiovascular risk); and results
from studies in adults cannot be extrapolated to
people of different ages and especially not to
children.
2. The results of a study tell you what is expected
to happen in a population of people with the
characteristics of the inclusion and exclusion
criteria and they give you an idea of probability.

THEY DO NOT TELL YOU WHAT
WILL HAPPEN TO AN INDIVIDUAL
PATIENT IN CLINICAL PRACTICE.
3. Statistically significant results only indicate
the probability of repeatability. They are not
necessarily clinically relevant. The clinician
will need to make his/her own assessment of
what clinical significance is. Including a larger
number of subjects in a study can make smaller
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differences in outcomes statistically significant,
which might not have been statistically
significant in a smaller, or a differently designed
study (or with application of a different statistical
test!).

THE P VALUE IS A RUDIMENTARY AND
CLINICALLY UNHELPFUL INDICATION OF
PROBABILITY OF REPEATABILITY. ON ITS
OWN IT PROVIDES NO INFORMATION
ABOUT WHICH INTERVENTION IS
B E T T E R , T H E M AG N I T U D E O F
T R E AT M E N T EFFECT OR CLINICAL
RELEVANCE OF TREATMENT EFFECTS.
4. Relative risk (RR) or relative changes in risk
after treatment can only be interpreted if you
know the baseline risk (i.e., the risk before
intervention) and what the absolute changes
in risk (AR) are. They can never be interpreted
on their own. Despite this, especially in review
articles, RRs and risk changes are often
discussed in isolation without mention of AR or
baseline risk and are, in that case, misleading
and meaningless.
5.

BE CRITICAL WHEN READING THE
RESULTS. BE CAREFUL OF MISLEADING
PRESENTATION OF RESULTS IN THE TEXT,
GRAPHS AND TABLES. FOR EXAMPLE,
IT IS EASY TO MANIPULATE THE SCALE OF
A GRAPH TO MAKE SMALL DIFFERENCES
IN OUTCOMES VISUALLY APPEAR
LARGER THAN THEY ACTUALLY ARE.
Consider the authors’ interpretation of the results
carefully and make your own assessment

TRIAL DESIGN
When reading the trial design, pay special attention
to the following aspects:
•

Inclusion and exclusion criteria.

•

Number of patients included in the study as a
whole (N) and in each intervention group (n).

•

Whether the study is randomised (i.e., patients
are randomly assigned to the different
interventions) and stratified (i.e., patients are
separated out by common characteristics
within randomised groups; e.g., diabetics versus
non diabetics).

STRATIFICATION IS USUALLY DONE
ONLY AFTER RANDOMIZATION TO
E N S U R E TH AT TH E DI F F E RENT
T R E AT M E N T G R O U P S A R E A S
SIMILAR AS POSSIBLE AND AVOID
RANDOMIZATION BIAS.
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•

The specific interventions, comparators and
controls, their doses, allowances for dose
escalation or other dose changes, and durations
of treatment.

•

Parallel or crossover study design. In a crossover
study patients may sequentially receive more
than one of the interventions. Even with a
washout period, there may be a risk of the
first intervention affecting the outcome of
subsequent interventions.

•

Is the study blinded? Blinding should apply
to the patient, clinician and others who
are interpreting outcomes (e.g., radiologist,
laboratory). Any gaps in blinding may
predispose to bias.

•

Concomitant medications may influence the
results positively or negatively. For example, an
intervention added to usual standard of care
(SOC) tells you what will happen when you add
the intervention to that defined SOC. The results
then do not apply to using the intervention
alone or without any of those elements of that
defined SOC.

•

OUTCOMES AND HOW THEY ARE
DEFINED. THE METHODOLOGY SHOULD
INDICATE WHAT TREATMENT EFFECT
IS REGARDED AS SIGNIFICANT
AND WHAT TREATMENT EFFECT IS
CLINICALLY RELEVANT (AND WHO
OBSERVED THEM).

Some pitfalls to look out for in trial design that might
indicate risk of bias are listed in Box 1.
Box 1. Potential sources of bias in trial design and reporting
1. Source of funding.
2. Is the study objective, balanced, clinically relevant
and in context? Are the proposed outcomes clinically
relevant?
3. Inadequate power, so that a conclusion that there is
no difference between treatments may be false.
4. Subgroup analysis to obtain significant P value.
5. Claims of equivalence despite lack of pre-defined
levels of equivalence and adequate power to
demonstrate it.
6. Atypical population enrolled vs. clinical practice.
7. Not properly randomised.
8. Small patient numbers.
9. Inadequate blinding or inadequate concealed
allocation of treatment.
10. Inappropriate controls or no control group. In
comparisons of drugs, is the comparison appropriate?
Is the dose regimen of all drugs comparable and
representative of what is feasible in clinical practice?
11. Distortion of results: what results are emphasised? Is
anything left out? Are the conclusions congruent with
the data?
12. Is statistical and clinical relevance discussed?
13. Are the results put into a balanced context?

FEATURE

ENDPOINTS
•

Primary endpoints: The trial has been designed
specifically to investigate these endpoints and
the requirements for the statistical analysis,
including patient numbers, to test these
endpoints have been included in the trial design.

•

Secondary endpoints: Additional endpoints
that are pre-specified before the trial starts. The
trial may not be powered to show statistical
significance for these.

•

Post-hoc observations: These are interesting
outcomes (e.g., apparent treatment effects
either in the group as a whole or in specific
subgroups of patients) observed once the
results have been analysed.

THESE RESULTS AND THE STATISTICS
ASSOCIATED WITH THEM NEED TO BE
INTERPRETED WITH CAUTION. IF IT IS
WARRANTED, A NEW TRIAL MAY BE
DESIGNED TO SPECIFICALLY CONFIRM
THAT THESE OUTCOMES ARE REAL
AND NOT JUST DUE TO CHANCE.
OUTCOMES
Mean: The sum of the values divided by the number
of observations (the” mathematical mean”). Means
are often used for continuous outcomes - that is
outcomes that are continuously variable, such as
blood glucose or blood pressure. However, on their
own they can be clinically unhelpful, because they
do not indicate what the spread of the results might
be.

FOR EXAMPLE, IF 50% OF PATIENTS
RESPOND WITH VERY HIGH VALUES
AND 50% RESPOND WITH VERY LOW
VALUES, THE MEAN VALUE, LYING
SOMEWHERE IN THE MIDDLE, MIGHT
NOT BE REPRESENTATIVE OF ANY OF
THE PATIENT OUTCOMES IN THE STUDY.
Median: The middle value when all the entire
spread of values is considered. The median tells you
the value where 50% of individuals lie in terms of
results. That is, 50% of the study population will fall
below the median value and 50% will lie above the
median value. Medians are used for survival data
- time to reach a specific endpoint (e.g., HAM-D
score ≤24; time to relapse after achieving remission;
death) and where there is a large spread of data
and means are inappropriate.

WHEN IT IS PRESENTED WITH UPPER AND
LOWER LIMITS OF OBSERVATIONS, THE
MEDIAN MAY BE MORE HELPFUL FOR
PREDICTING HOW PATIENTS IN CLINICAL
PRACTICE ARE LIKELY TO RESPOND.

Mode: The most common value. The modal drug
dose can be more useful than the mean drug dose,
because it tells you the specific dose that was most
commonly required to achieve a specific outcome.
In contrast, mean drug doses may be clinically
meaningless – none of the patients actually receive
that dose and medications are rarely available in
formulations equal to the mean dose.

PREVALENCE AND INCIDENCE
Prevalence and incidence are different, but are often
confused and used interchangeably. Prevalence is
the proportion of patients meeting specific criteria
at a particular point in time. For example, the
percentage of South Africans who are HIV positive
on 1st January 2020. In contrast, the incidence is
the proportion of people in a specific population
who will develop a condition during a defined time
period. For example, the proportion of South Africans
who became HIV positive between 1st January 2019
and 1st January 2020.

HIV IS A GOOD EXAMPLE WHERE TRENDS
IN PREVALENCE AND INCIDENCE MAY
BE VERY DIFFERENT. WITH BETTER ACCESS
TO ANTIRETROVIRAL THERAPY AND
EDUCATION, THE PREVALENCE OF HIV
MAY INCREASE OVER TIME, EVEN THOUGH
THE INCIDENCE MIGHT BE DECREASING.
STATISTICAL MEASURES OF DIFFERENCE
• P value
The P value gives an indication of the probability
of whether an event (e.g., difference between
treatments) is real or has merely happened by
chance. P is the probability that there is no real
difference (i.e., that any observed difference is a
chance event). Statistical significance is defined by
an arbitrary cut-off point of P≤0.05. If P = 0.05 there is
a 5% probability that the result is due to chance and
a 95% probability that the observed event is not due
to chance.

IF WE REPEAT THE STUDY 100 TIMES WE
WOULD EXPECT TO OBSERVE A DIFFERENCE
IN 95 OF THESE STUDIES. P≥0.05 IS REGARDED
AS NOT BEING STATISTICALLY SIGNIFICANT.
The P value is a measure of statistical significance
only. It does not give any indication of magnitude
of result, or in which direction the result
occurs (i.e., which treatment is better). Most
importantly, regardless of how small the P value
is, it tells you nothing about whether an event is
clinically significant or not. On the contrary, by
manipulating trial design and including large
patient numbers, statistical analysis of small and
clinically insignificant differences can yield very
small P values that indicate very high statistical
significance.
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• Confidence intervals
The confidence interval is calculated from the data.
It provides a range of values that we can confidently
say contains the true mean value. Most commonly,
studies report the 95% confidence interval (CI95%).
This gives a range of values which we can be 95%
confident contains the true mean. For example if
one antihypertensive drug reduces blood pressure
on average by 3 mmHg more compared to another
and the CI95% is 2 to 5 mmHg, that tells us that we
can be 95% confident that the true mean difference
in efficacy lies between 2 and 5 mmHg.

NOTICE THAT THE MORE SUBJECTS FROM
A POPULATION WE INCLUDE IN A STUDY,
THE MORE CERTAIN WE CAN BE THAT
THE CALCULATED MEAN REPRESENTS
THE TRUE MEAN OF THAT POPULATION.
Therefore our CI95% will become smaller (more
certain) as the number of subjects included in the
study increases.
• Relative and absolute differences in results
(risk)
Measures of risk are used for survival outcomes.
Although these are called survival outcomes, they
do not necessarily refer to death, but to any endpoint
that is either achieved or not within a specified time
interval. Other examples include time to myocardial
infarction, hospitalisation, relapse or achievement of
remission.
Here is a theoretical example of a study investigating
the ability of a drug to prevent stroke (Table 1). One
thousand patients are assigned to the placebo arm
(i.e., do not receive active drug) and 1000 patients
are assigned to receive drug. After a certain time
period (e.g., 48 months), there are 40 strokes among
the subjects receiving placebo and 26 strokes
among the subjects receiving drug.
As can be seen from Table 1, the risk of having a
stroke if you receive placebo and fit the inclusion/
exclusion criteria of this trial is 4%.

THIS IS VERY IMPORTANT, BECAUSE IT TELLS
YOU WHAT THE BASELINE (ABSOLUTE)
RISK OF THIS POPULATION IS.THAT MEANS
THAT YOU CAN COMPARE WHAT EFFECT
A DRUG TREATMENT HAS ON STROKE TO
NO ACTIVE TREATMENT (I.E. PLACEBO).
The drug reduced the incidence of stroke from 4%
(untreated) to 2.6% (on drug treatment), giving an
ARR of 1.4%. This is the true reduction in risk. However,
one can also calculate risk reduction relative to
the baseline risk. The baseline risk is 4% and drug
treatment reduced the risk to 2.6%. Therefore, drug
therapy reduced the risk of stroke to 65% of what
it would have been without drug treatment (RR =
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2.6/4.0 = 0.65). In other words, you have reduced
the risk of stroke by 35% (relative risk reduction, RRR =
100%-65% = 35%).
Table 1. Hypothetical example of drug versus placebo for
prevention of stroke
Placebo

Drug

Number of patients
included in study

1000

1000

Number of patients
with a stroke after 48
months

40

26

Incidence of stroke
during 12 months

40/1000 =
0.04 (4%)

26/1000 =
0.026 (2.6%)

Risk of having a
stroke in 12 months

4%

2.6%

Absolute risk
reduction (ARR)

4%-2.6% =
1.4%

Relative risk of stroke
(RR)*

2.6/4.0 = 0.65
= 65%

Relative reduction in
stroke risk (relative
risk reduction, RRR)

100%65%=35%, or
1.4/4.0 = 35%

Number needed to
treat (NNT)

100%/1.4%
= 71

*Relative risk is sometimes referred to as ‘risk ratio’.

Note that you cannot interpret relative changes in
risk if you don’t know what your baseline risk is. For
example, a 50% reduction in risk of cancer means
nothing if you don’t know what the chance of you
getting cancer is in the first place. Consider this
example. If the baseline risk of cancer is 10% (that
is 10 out of 100 people in this population will get
cancer over a prespecified time), a RRR of 50%
reduces the chance of cancer to 5% (5 people out
of 100); treatment has saved 5 people. However, if
the baseline risk of cancer is 20% (that is 20 out of
100 people in this population will get cancer over a
prespecified time), a RRR of 50% reduces the chance
of cancer to 10% (10 people out of 100); treatment
has saved 10 people.

MEASURES OF RISK ARE BASED ON
POPULATION RESULTS – THEY TELL YOU
WHAT WILL HAPPEN IN A POPULATION
OF PEOPLE WITH PRESPECIFIED
CHARACTERISTICS. THEY CANNOT
TELL YOU WHAT WILL HAPPEN TO AN
INDIVIDUAL.
RR can be plotted on a Forest plot, which gives
a quick visual representation of the outcomes
data (Figure 1). The RR Forest plot shows mean
RR, represented by a dot, and the 95% confidence
intervals for that RR. Note that if the treatment effect
is the same for both interventions, the relative risk
will be equal to 1. If the 95% confidence intervals
do not cross this equivalence line, then it can be
shown mathematically that the RR is statistically
significant.
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NUMBER NEEDED TO TREAT
Number needed to treat (NNT) tells you how many
patients (with these characteristics) would have to
be treated to prevent one event. NNT = 1/ARR, or
100%/ARR%. In our example in Table 1, NNT = 1/0.014
or 100%/1.4% = 71. The NNT turns risk calculations
into an easily understandable and clinically useful
number. In this example, you would have to treat
71 patients (with similar characteristics to those
included in the study) with the drug to prevent one
stroke. Alternatively, out of every 71 patients treated,
70 would not benefit from treatment. Here, the NNT
appears to be large, but in fact, depending on the
population, it is not terribly different from that of many
drugs used in prevention of disease.

THE PATIENT’S ESTIMATED BASELINE RISK,
COST, COMPLIANCE AND THE POTENTIAL
FOR ADVERSE EFFECTS WOULD NEED
TO BE TAKEN INTO CONSIDERATION
WITH THE NNT WHEN DECIDING ON
WHETHER TO PRESCRIBE OR NOT.

regardless of whether they received intervention. It
includes drop-outs and those with missing data. ITT
is the most unbiased method by which to analyse
data from a randomised controlled trial.

IF A LARGE NUMBER OF SUBJECTS IN
THE STUDY DROP OUT OR DO NOT
RECEIVE INTERVENTION, ITT ANALYSIS
CAN UNDERESTIMATE OR OVERESTIMATE
T HE EFFECT OF INT ERV ENT IO N.
FURTHERMORE, WITHOUT KNOWING THE
REASON WHY PATIENTS DROPPED OUT
(E.G., DUE TO LACK OF EFFICACY,
POOR COMPLIANCE OR ADHERENCE,
SIDE EFFECTS, DEATH) IT IS DIFFICULT
TO FORM ANY CONCLUSIONS FROM
THE AVAILABLE RESULTS.
Therefore, when there are substantial numbers
of subjects without a full set of data, results and
conclusions should be regarded with caution.
In drug trials, a modified ITT (mITT) analysis usually
includes only patients who received at least
one dose of active drug or comparator in each
respective group.
• Per protocol analysis
Per protocol (PP) analysis of results excludes patients
in a trial who did not follow the study protocol. It
excludes non-compliant patients, patients who
used medications not allowed in the study or who
violated inclusion or exclusion criteria, and those for
whom data were missing.

CONCLUSION
Figure 1. Forest plot showing relative risk
The black dot is the mean relative risk (RR) and the horizontal
line running through it indicates the 95% confidence intervals.
The vertical line indicates a RR of 1, meaning that the risk on both
treatments is the same (absolute risk change on treatment = 0).
The Forest plot indicates only statistical significance. Therefore,
the clinician will need to decide for themself the magnitude of
risk reduction they consider to be clinically significant (i.e., that
would justify use of the new treatment over the comparator). In this
example, an arbitrary risk reduction of 15% is considered clinically
significant and is indicated by the dotted vertical line.
RRR: Relative risk reduction

ANALYSIS OF DATA
• Intention-to-treat analysis
Intention to treat (ITT) analysis includes the results
for everybody who was randomised in the study,

Conclusions presented in a clinical trial should never
be interpreted at face value.The authors’ conclusions
are their own interpretation of the results obtained in
the context of their own objectives, a trial design, a
specific (and often unique and clinically unusual)
patient population, specific intervention and the
statistics that have been used to interpret the data.

HAVING A RUDIMENTARY KNOWLEDGE
OF HOW TO INTERPRET TRIAL DESIGN
AND BIOSTATISTICS CAN HELP TO ALERT
TO POTENTIAL BIAS AND SORT OUT
CLINICALLY RELEVANT DATA FROM THAT
WHICH IS MORE DIFFICULT TO ASSESS.
By carefully reading through the whole article it is
possible to gain better perspective and decide for
yourself the relevance to your own practice.

David Webb is a medical doctor, and medical writer. He offers a half-day workshop on interpreting clinical trials based on practical
examples taken from the literature. More information and a descriptive brochure can be found at www.poetryofaddiction.com
Correspondence: dawebb@mweb.co.za
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INTERPRETING CLINICAL TRIALS

PRACTICAL GUIDE TO UNDERSTANDING MEDICAL & CLINICAL LITERATURE
INTRODUCTION

hours is required for a detailed explanation of the
important concepts.

“Interpreting Clinical Trials” is a workshop to equip
pharmaceutical and medical personnel with insight
to make their own critical assessment of clinical
literature in published journals and as it is presented
in marketing material.

• 1-2 hour presentation for conferences or meetings:
This time allows for a brief overview and explanation
of basic statistics. In this hour, simple commonly
misunderstood principles are discussed, or specific
topics requested by the client.

AT THE END OF THE WORKSHOP THEY WILL
KNOW WHAT INFORMATION IS REQUIRED
TO MAKE AN INFORMED ASSESSMENT
ABOUT THE CONTENT OF A PUBLISHED
CLINICAL TRIAL OR SCIENTIFIC PAPER.

• Full morning presentation (3 - 4 hours): Most of the
topics below are covered.

They will be able to look for bias and to determine
the clinical relevance of the results within the context
of the trial design, what information is provided and
how the results are presented.

PHARMACEUTICAL SALES REPRESENTATIVES

• “Interpreting Clinical Trials” is included by various
pharmaceutical companies as a regular part of
their formal sales representative training program.
Trials supplied by the client prior to the workshop
will be included to illustrate the principles where
requested and relevant.

By understanding and critically assessing clinical
literature, pharmaceutical sales representatives will
be able to

WORKSHOP CONTENT

•

Make better use of detailing material and
clinical studies when addressing members of
the medical profession.

2. Types of study design in the context of evidencebased medicine: randomised; observational;
case-control; cohort; ‘real-life’; meta-analysis

•

Insightfully discuss strengths and weaknesses of
published information.

•

Confidently address objections and inaccurate
claims made by competitors.

MEDICAL PROFESSIONALS
The aim of the workshop for doctors and other
medical staff is to assist them in understanding
trial design and statistical analysis, identify bias
and interpret the results from a more practical and
clinical point of view.

“Interpreting Clinical Trials” has been accredited
for CPD ethics and general points, and CPD
accreditation will be arranged as necessary.

PRACTICAL
CONCEPTS

EXAMPLES

1. Publication format

3. Principles of trial design & how they influence
interpretation of the results
4. Definitions of misunderstood terms
5. Statistics and measures of effect and significance
•

Means & medians

•

P values & confidence intervals

•

Measures of risk and outcome: risk; odds;
hazard; effect size; regression; survival

•

N values

•

Statistical vs. clinical significance

6. Presentation of data
Number needed to treat / harm

CPD ACCREDITED

TO

ILLUSTRATE

The workshop is practical and uses examples from
published literature and marketing material to
illustrate the concepts.
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• Full day workshop, covering the topics below
and a workshop discussion reviewing a selected
clinical trial, or specific trials selected by the client.
Question worksheets are supplied for discussion.

•

Determining the applicability of results to
individuals and populations

•

Graphs and tables & misleading presentation
of data

7. Follow-up of trial results
•

Data analysis: Intention-to-treat; weighting;
censoring

•

Dealing with missing data: imputation

•

Duration of follow-up

8. ROC curves

FLEXIBLE TO SUIT YOUR TIME AND NEEDS

9. Review of relevant studies provided

The workshop can be tailored according to specific
needs and time constraints, but a minimum of 3

Contact: Dr David Webb
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E L E C T R O
CONVULSIVE
T H E R A P Y :
THE CONCEPT OF DOSE
Craig Bracken
This article is based on a presentation to the Southern Gauteng Subgroup of SASOP on
the 16th March 2019

E

lectroconvulsive Therapy (ECT) is simply
too effective to ignore in cases without an
alternative or to resign to as a treatment of last
resort. While ECT is synonymous with psychiatry
it is unfamiliar when not routine in most cases. That
electricity is used to induce a therapeutic seizure is
a complicated factor since there is familiarity with
the concept of medication dose but not with the
concept of electrical ECT dose. Unfamiliarity with
the concept of ECT dose may negatively affect its
use and familiarity with the concept may improve
the general attitude towards ECT practice.

THE ARTICLE WILL OUTLINE THE CONCEPT
OF ECT ELECTRICAL DOSE IN MILLICOULOMBS (MC) AS ANALOGOUS TO
MEDICATION DOSE IN MILLIGRAMS (MG).
FOR ILLUSTRATIVE PURPOSES REFERENCE
IS MADE TO THE THYMATRON SYSTEM IV
DEVICE USED IN SOUTH AFRICA.
A colleague reported that a family member from
an engineering background asked “What is the
ECT dose given?” Firstly one answer could be the
frequency of ECT per week where usually twice a
week is done to minimize side effects (three a week
being used for a more rapid effect) or the total
number of treatments until the treatment plateau
is reached. But secondly the more relevant dose
question is the actual dose for an individual ECT
treatment. The ECT dose readout on the Thymatron

System IV is as a % where 100% is 504 mC where
the mC indicates total charge of electrical current.
Electrons in an electrical current flow like water and in
this analogy the total volume is up to 504 mC (100%)
spread over and up to the full 8 seconds. If electrical
current is analogous to water flowing in a drip, then
like an IV drip the restricted total possible current
is 504 mC in the IV fluid bag. The limitation of the
total current is analogous to the limited current of an
electric fence compared to unlimited current in the
case of the electrical mains. The total current is fixed
to a low 0,89A. Further this current dose is delivered
in a physiological way linked to the physiology of
the excitable tissue and the qualities of the dose are
further outlined.
The device gives the dose not as a fluctuating sine
wave but in brief bursts of electrical activity which is
both more effective physiologically and also results
in fewer side effects. More effective physiologically is
a large number of brief stimuli per second (such as
20 per second) which is possible by limiting the time
for each stimulus (to 0,5ms).
The original sine wave with a pulse width of 8.3310ms alternating current induced unconsciousness
but the excess energy (as only the peak had an
effect) contributed to side effects. Since anaesthesia
became available there was a change to lower
amplitude and shorter pulse (1ms and 0,5ms)
width with fewer side effects. Rectangular pulses
with a brief pulse width (0,5ms - 2ms) reduced the
dose required (with a lower seizure threshold) with
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fewer side effects and maintained efficacy. Electrical
silence between the pulses are much longer than
the pulses when current briefly flows.

switched on and off 100 or 160 times a second (50
or 80 Hz; double the readout frequency since it is a
biphasic wave).

The current is used to start a synchronous electrical
discharge, analogous to a Mexican wave in a
football stadium, in the brain excitable tissue. The
muscles of the jaw will however also be stimulated
directly (not through the neuromuscular junction)
irrespective of suxamethonium use, causing a supraphysiological jaw muscle contraction, so the teeth
and especially crowns must be protected during the
treatment stimulus.

A shorter duration with respect to a narrower pulse
width (the duration of each brief stimulus) has been
shown to reduce side effects. The previous Thymatron
System DG delivered a pulse width of 1ms while the
current Thymatron System IV delivers as standard a
0,5ms pulse width (with the option of a 0.25 or 0.3
ms pulse width, with the latter having some favour).

The body has two kinds of excitable tissue: muscle to
move and nervous tissue to decide where to move
to. Animals have more sodium than plants and ions
in solution are the basis for the electrical conduction
of water and are involved across cell membranes in
the physiology of electrical action potentials. Action
potentials are based on ion channel polarity and
there is a physiological range which is utilized with
respect to the ECT stimulus. This means that the
electrical stimulus is not constant but intermittent.
There are more gaps between the stimuli than
electrical stimuli while the ECT treatment is given.

PHYSIOLOGICALLY THE LOWER LIMIT
OF USEFULNESS BASED ON NEURONAL
PHYSIOLOGY IS 0.2MS AS A PULSE-WIDTH.
An ECT treatment stimulus is therefore an intermittent
electrical current with a physiological effect sufficient
to trigger the synchronous cortical electrical
discharge (analogous to a soccer stadium Mexican
wave, which must circle the soccer stadium) for a
duration of 25 seconds.
The total volume of current in the analogous drip
bag is therefore limited by the % setting of the dose.
This conceptually makes ECT closer to a low current
electrical fence which is intermittent. An ECT device
intermittent charge is limited to a total current of 0.9A
up to a total volume of 504 mC whereas a kettle is a
constant 15A with an unlimited total current in mC.
The total charge is described by the formula:
Charge (as a % of 504mC) = 0.5ms x Hz x 2 x
duration in seconds x 0.9A
Dose = Pulse width in milli-seconds x Hz (Hertz
or number per second) x 2 (as a biphasic
wave) x Time in seconds x Amps in mC.

Diagram 1: Examples of ECT stimulus waveforms: (a) sine wave, (b)
bidirectional rectangular pulses with indicated parameter definitions and gaps
between stimuli, (c) unidirectional rectangular pulses

Diagram 2: Three ECT stimulus trains all with a total charge of 3.2 mC and
widely different parameters: [Vertical axis: current in milli-amps; Horizontal axis:
duration in milli-seconds; total dose is the area under the curve]
Top - Bidirectional:
Middle - Unidirectiona
Bottom - Bidirectional

3.2mC = 0,8A x 0,5ms x 2 x 100Hz x 8pulses
3.2mC = 0,8A x 2ms x 25Hz x 2pulses
3.2mC = 0,05A x 8ms x 2 x 50Hz x 8pulses

The time per second with the intermittent electrical
stimulus flowing is shorter overall than the time with
current not flowing. That is analogous to a drip being
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ALL ARE ADJUSTABLE EXCEPT THE FIXED
AMPS WHILE THE PULSE WIDTH IS SPECIFIED
BY THE SPECIFIC PROGRAM CHOSEN. THE
PULSE WIDTH AND FREQUENCY RANGES
ARE BASED ON NEURO-PHYSIOLOGY TO
MAXIMISE THE ELECTRICAL NEURONAL
STIMULATION EFFECTS.
The equation describes the relationship between
the different dose components. Changing one
parameter determines changes and determines
the others for a set dose. Many different parameters
add up to the same total charge or dose. If the
dose increases and the pulse width and Amps
do not change then what changes is only the Hz
frequency (per second) and the total duration (up
to a maximum of 8 seconds).
The seizure threshold is lower for a shorter pulse width
and low frequency. An increased dose automatically
receives a higher frequency and the electrical device
adjusts the parameters automatically according to
the total dose to be given.

FEATURE

10% = 50.4mC = 0,9A x 0,5ms x 2 x 10Hz x 5.6s
20% = 100.8mC = 0,9A x 0,5ms x 2 x 20Hz x 5.6s
30% = 151.2mC = 0,9A x 0,5ms x 2 x 30Hz x 5.6s
40% = 201.6mC = 0,9A x 0,5ms x 2 x 30Hz x 7.47s
50% = 252mC = 0,9A x 0,5ms x 2 x 40Hz x 7s
60% = 302.4mC = 0,9A x 0,5ms x 2 x 50Hz x 6.72s
60% = 302.4mC = 0,9A x 0,5ms x 2 x 60Hz x 5.6s
60% = 302.4mC = 0,9A x 0,5ms x 2 x 70Hz x 4.8s
80% = 404.2mC = 0,9A x 0,5ms x 2 x 60Hz x 7.47s
100% = 504mC = 0,9A x 0,5ms x 2 x 70Hz x 8s

The best stimulus is therefore the lowest adequate
dose to get an observed generalized bilateral seizure.

Diagram 3: Relationships between the dose parameters. Dose (charge)
= (current amplitude) x (pulse width) x 2 x (pulse pair frequency) x (train
duration)

In pharmacotherapy the dosage is described
in mg
In ECT the summary of dose was the total
energy later superseded by the total charge
in mC
Dose (charge) = (current amplitude) x (pulse
width) x 2 x (pulse pair frequency) x (train
duration)
Two identical options for total dose with
different parameters
50.4mC (10%) = 0,9A x 0,5ms x 2 x 10Hz x 5.6s
50.4mC (10%) = 0,9A x 0,5ms x 2 x 20Hz x 2.8s
50.4mC (10%) = 0,9A x 0,5ms x 2 x 30Hz x 1.87s
50.4mC (10%) = 0,9A x 0,25ms x 2 x 30Hz x 3.73s
Usually the low dose program with a pulse width of
0,5 millisconds is selected, the program then adjusts
the other parameters automatically.
7 automatic stimulus programs or adjust
manually:
•
DGx (previous Thymatrom DGx = 1ms
pulse width);
•

LOWEST, lowest charge rate;

•

LOW 0,25 (varies frequency to maximise
duration), above 50% frequency is 70140Hz;

•

LOW 0,5 (varies frequency to maximise
duration);

•

INTERMIT (intermittent bursts of 4
unidirectional quarter sine wave pulses
repeated at 6hz) - no comparative studies;

•

2xLP, lowest possible pulse width 0,5-1ms;

•

2xDOSE

Electrical seizures stop when the subcortical structures
are activated to result in cortical suppression
by subcortical grey matter. This is probably the
mechanism accounting for the efficacy of ECT
and conversely the comparable lack of equivalent
efficacy found for other brain stimulation procedures
which has a more localised cortical effect.
Subcortical versus cortical activation is seen in the
spike and wave decreasing frequency (slowing)
in the second half of the seizure as the amplitude
increases. This slowing and increasing amplitude is
seen both with epileptic seizures and therapeutic ECT
seizures and is associated with the termination of the
seizure. This is usually abrupt with post-ictal electrical
suppression, analogous to football stadium crowd
fatigue after the Mexican wave. Seizure threshold
correspondingly is then elevated with often a need
to increase treatment dose through the ECT course.

THE ADEQUACY OF THE TREATMENT
IS DEMONST RAT ED B Y PAT IE NT
IMPROVEMENT IRRESPECTIVE OF ALL
ELSE BUT THIS IS NOT ROUTINELY THE CASE
AFTER A SINGLE TREATMENT.
Features of an adequate therapeutic seizure are
then useful, indicated by the EMG/EGG having a
of duration over 25 seconds (with the EMG often
10 seconds or so shorter than the EEG). A clear
peak heart rate from the sympathetic response to a
seizure. On the bilateral EEG a progression from rapid
polyspike and to slower δ 3Hz spike and wave with
post-ictal suppression.
A lot to think about in a short time but for the sake of
brevity, as an aid a one-page summary is provided.
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ONE PAGE ECT PRACTICAL REGISTRAR
ORIENTATION REFERENCE
Thymatron system IV: Constant current 0,9A, limited to
450V
Stimulus programs: DGx; LOWEST; LOW; LOW 0,5;
INTERMIT; 2xLP; 2xDOSE
Dose (charge) = (current amplitude) x (pulse width) x
2 x (pulse pair frequency) x (train duration)
1.
2.

CHECK INFORMED CONSENT.
SWITCH ON MACHINE: do not unplug the recording
and treatment cables from the machine, the
connections are vulnerable to damage if
not inserted in the correct orientation. To see
current program: press flexi-dial button and keep
depressed (to print out the current program: press
flexi-dial button then stop/start button).
3. CHECK PROGRAM SELECTED Usually used is LOW
0,5ms pulse width program
4. RECORDING CONNECTIONS (no EEG recording if
attached incorrectly): Clean skin sites for left and
right EEG leads with hibitane in alcohol (or soap
& water) or you will not get a reading due to skin
resistance and the very low EEG voltages (ECG
voltages are much higher) AND depending on the
stick-on electrodes used, can put a very small drop
of electrode gel (not ultrasound or lubricating gel
as this does not contain ionic salts) under the stickon EEG electrodes.
a. CONNECT
FIRST
EEG
PAIRED
RED/BLACK
RECORDING LEADS FOR LEFT HEMISPHERE
b. SECOND EEG RED/BLACK LEADS (to check seizure

FEATURE
is bilateral) for right hemisphere. Apply these four
EEG leads above EACH EYEBROW and over each
MASTOID PROCESS (over bone behind the ear, not
on the neck); with same bilateral red/black lead
orientation (both foreheads black or red leads)
for left and right hemispheres. This provides good
contrast as the frontal areas are relatively high
amplitude & the mastoid bone is relatively inactive
electro-physiologically. Do not put one lead onto
the L and R forehead as two prefrontal EEG leads
cancel each other out, so harder to read.
c. EMG: brown, long to reach leg, requires an
independent person to monitor. (Neutral on front of
the tibia, other over calf muscle)
d. ECG: attach paired cardiac red/black leads 8cm
apart above and below heart
e. SINGLE GREEN “EARTH LEAD” TO A SHOULDER
5. THEN PRESS FAR LEFT YELLOW IMPEDANCE BUTTON
(below the readout screen) to start baseline (EEG
and heart rate) and immediately release. When
finished it will display BASELINE (=OF EEG AND ECG)
6. CONNECT DISPOSABLE TREATMENT ELECTRODES TO
THE TREATMENT CABLE
7. APPLY THE BI-TEMPORAL TREATMENT ELECTRODES
(or right unilateral position (RUL) position), use
electrode/defibrillator gel to lower impedance
over hair under the treatment electrodes
8. PUSH YELLOW BUTTON AND KEEP PRESSING TO
CHECK IMPEDANCE <3000 (0=short circuit; >3000=
no connection)
9. Can hold treatment electrodes in place (keep gel
off fingers) during the treatment
10. PRESS STOP/START BUTTON TO PRINT OUT A SHORT
5-10 SECOND STRIP so that post ictal suppression
can be checked visually afterwards.
11. AS CLINICALLY INDICATED SET DOSE ON THE DIAL
AS A% in 5% increments of 504mC (100%), turn

and then turn back to display % in mC); SEIZURE
THRESHOLD DOSE TITRATION: 5/10/20/40/80/100
for <50 yrs (for >50yrs 10/20/40/80/100); HALF AGE
DOSE TITRATION for bilateral start with half age %
and full age % for RUL and titrate as needed. Can
reset for 2x dose (200% = 1008mC) when only 10%
dose increments are possible which limits the pulse
width and frequency possible.
12. ANAESTHETIC, limb isolation for EMG,
HYPERVENTILATE (decreases seizure threshold)
1 3 . Insert teeth bite guard (or airway; gauze; rubber
tubing etc), SUPPORT JAW CLOSED (anaesthetist)
/ RECHECK IMPEDENCE <3000
14. ADMINISTERING TREATMENT DOSE: keep pushing
the TREATMENT YELLOW BUTTON (UNDER THE PLASTIC
COVER) UNTIL the tone ENDS.The full pulse width train
duration is up to 8 seconds and the button must be
kept depressed THROUGHOUT, releasing the button
early STOPS the stimulus train. AUDIBLE SEIZURE WILL
THEN SOUND (volume on back of machine). The
printout will run automatically, use start/stop button to
STOP the printout when the seizure stops
15. INDICATORS
OF
AN
ADEQUATE
SEIZURE:
SYMPTOMATIC TREATMENT RESPONSE irrespective
of EEG record / facial flush / PEAK HEART RATE
SYMPATHETIC RESPONSE to seizure / EEG SEIZURE
DURATION OF 25 SECONDS or more (17s if propofol
was used; etomidate or ketamine have longer
seizures) / EEG PROGRESSION FROM POLYSPIKE
TO SLOWER δ 3Hz SPIKE AND WAVE; POSTICTAL
SUPPRESSION INDEX >87%
16. DECIDE IF RESTIMULATION IS REQUIRED (after at
least 20s)
17. TO REPRINT (if paper runs out halfway:
FLEXIDIAL→DATA OUT→REPRINT)
18. COMPLETE THE MHCA form 48 & decide on DOSE
for next treatment

The smart choice for all your ECT needs
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OF PERSONALITY

D I S O R D E R S
Lebogang Phahladira1, Sizwe Mazibuko2, Matthew Mausling1
1
2

Department of Psychiatry, Stellenbosch University
Department of Psychiatry, University of Pretoria

P

ersonality disorders (PDs) are common and are
associated with a clinical burden and public
health problems. For clinicians, the lack of
clear etiological and biological underpinnings
limit diagnostic approaches. Accurate diagnosis
is important for precise therapeutic interventions,
eligibility for social services and to quantify the impact
of illness on a person’s life (Esbec and Echeburua,
2015). The proposed changes have heightened the
longstanding controversies of dynamics related to
classifications in psychiatry, the role of psychology
in diagnosis, validity of certain constructs and the
value assigned to non-evidence based clinical
wisdom or acumen (Gunderson, 2013)

HISTORY
Neither the first nor second edition of the DSM
was supported by any research evidence or
epidemiology. In 1952 the DSM I personality
disorder section only had brief descriptions of the
six subtypes, namely antisocial, sexual deviation,
alcoholism, drug addiction, dissocial reaction. The
second edition published in 1968 had three pages
devoted to description of the disorders. There was
also a short definition of the ten named disorders,
paranoid, cyclothymic, schizoid, explosive, obsessive
compulsive, hysterical, asthenic, antisocial, passiveaggressive and inadequate. In 1987 a categorical
diagnostic system consistent with medical
diagnoses was adopted for the DSM III. In addition,
it incorporated multi-axial diagnosis, with PDs on Axis
II. The eleven disorders plus the Personality Disorder
Not Otherwise Specified (PDNOS) in three clusters
gave hope for new research. In the DSM IV of 1994
passive aggressive personality disorder was moved
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to the appendix and the criterion driven categorical
approach was left unchanged (Trestman, 2014)

CHALLENGES WITH DSM IV-TR

This classification was is riddled with significant
limitations. The excessive personality disorder
comorbidity, the modest inter-rater reliability, high
prevalence of diagnosis of PDNOS and the arbitrary
threshold for diagnosis and treatment have led to
challenges in the clinical and research settings.
Additionally, multiple studies have demonstrated
the lack of validity of some personality types,
increased heterogeneity with the disorders (e.g.
256 symptom combination for borderline PD),
that the general definition for personality disorder
lacked evidence and diagnosis is often made by
“impression” in some clinical settings (Skodol et
al., 2011). As a consequence of these shortfalls,
diagnoses are erroneously used (on the basis of too
few symptoms, underused (PDNOS most frequent)
or not used at a;; (deferred on axis II).

RATIONAL FOR CHANGES

THE WORKING GROUP WAS HOPING TO
EMERGE WITH A MORE EVIDENCE-BASED
FORMULATION OF THE CRITERIA AND
THAT HAS A CLEAR CONCEPTUAL BASIS
OF PD PATHOLOGY.
Further, there was goal to improve the effectiveness and
efficiency of the approach to assessment and diagnosis
of personality disorders in clinical and research settings
(Skodol et al., 2011, Widiger et al., 2011).

FEATURE

THE PROPOSED MODEL

THE ALTERNATIVE MODEL FOR FURTHER
STUDY WAS PRESENTED IN THE “EMERGING
MEASURES AND MODELS” SECTION OF
THE DSM 5. THE UNDERPINNING IDEA IS
THE PDs ARE AN EXTREME VERSION OF
THE PERSONALITY TRAITS THAT EVERYONE
HAS.
It is a hybrid dimensional-categorical model which
includes: i) five identified severity levels of personality
functioning based on degrees of impairment in
core self and interpersonal capacities. Each level of
functioning is characterized by typical functioning
in the areas of identity, self-direction, empathy and
intimacy ii) a measure of the rate of dimensions
of the following pathological traits, negative
affectivity, detachment, antagonism, disinhibition,
and psychoticism, ii) six personality types that are
defined by impairment in core capacities, a set
of pathological personality traits, and one traitspecified type the diagnostic categories derived
from this model include only antisocial, avoidant,
borderline, narcissistic, obsessive-compulsive and
schizotypal. Furthermore, there has been revision
of the general diagnostic criteria for the PD (Skodol
et al., 2011, Widiger et al., 2011, Hopwood et al.,
2012).

ADVANTAGES OF THE PROPOSED MODEL
The proposed model has improved the awareness
on the interface between normal personality and the
personality disorders.The dimensional measures can
be converted into categories, but not the opoosite. A
measure of dimensions may allow cut-off points that
may be relevant in different socio-cultural settings
and individual factors. The inter-rater reliability of the
assessment is improved and minimises the problem
of high comorbidity rates in previous editions.

UNRESOLVED PROBLEMS

THE REDEFINITION OF PD INTO SELF AND
INTERPERSONAL DOMAINS SEEM TOO
COMPLEX AND LACKS EMPIRICAL
EVIDENCE. THERE SEEMS TO BE
INADEQUATE CLINICAL JUSTIFICATION
FOR THE REMOVAL OF OTHER PDs AND
THAT SOME OF THE PROPOSED TRAITS
MAY NOT SIGNIFICANTLY CORRELATE
WITH THE PARENT PD CONSTRUCT.
Utility of the proposed model is important for those
in clinical settings because it assists clinical decision
makers in fulfilling functions such as communicating
clinical information, choosing effective interventions
and predicting future clinical needs. A diagnostic
criterion must be easy to use in clinical practice
for differential diagnosis and conceptualization
of diagnostic entities. Field trials appear to have

focused more on reliability and validity and less on
clinical utility. The relationship betweens personality
disorder and the trait domains need further
examination. The rating of personality severity is
limited to representation by self and others, this could
be expanded to be more inclusive. Taking all the
afore-mentioned shortfalls into account, it appears
that substantially more work is needed to improve
clinical relevance for the personality section (Clarkin
and Huprich, 2011, Bornstein and Natoli, 2019).

CONCLUSION
Much work still needs to be done.This hybrid approach
to the diagnosis of PDs is complex and requires more
empirical evidence before it can be incorporated
into clinical practice. It is also important to mention
that validity and utility are two sides of the same coin
and that one does not trump the other. Structured
clinical interviews may help improve the assessment
of dimensions. Gradual transition and ongoing
debates will hopefully contribute to progress.
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DEVELOPMENTAL ORIGINS

OF SUICIDE RISK
ACROSS THE LIFESPAN
– A LECTURE BY DR MASSIMILIANO ORRI
Shona Fraser

M

assimiliano Orri received his training in
both psychology (BSc and MSc, University
of Padua, Italy and PhD, University Paris
Descartes, France) and public health (MSc
Methodology and Statistics, University Paris Sud
and Postdoc, University of Bordeaux, France). He
is currently a Marie-Curie and Canadian Institute
of Health Research (CIHR) postdoctoral fellow at
McGill University in the McGill Group for Suicide
Studies and Research Unit on Children Psychosocial
Maladjustment. Dr Orri’s current research focuses on
childhood risk factors for suicidal behaviours across
the lifespan in population-based cohorts.
Dr Orri began his talk by asking a number of
fundamental questions:

1)

WHY IS IT IMPORTANT TO STUDY SUICIDE?

Suicide accounts for approximately 800 000 deaths
per year which equates to one every 40 seconds.

COMPLETED SUICIDES ARE THE TENTH
LEADING CAUSE OF DEATH WORLDWIDE
AND THE SECOND LEADING CAUSE OF
DEATH IN PEOPLE BETWEEN THE AGES OF
15 TO 19 YEARS, SECOND ONLY TO ROAD
ACCIDENTS.
Trends in the international literature demonstrate
that suicide attempts are continually increasing, with
attempts shown to be up to 20 times more prevalent
than completed suicides, and suicide ideation up to
50 times more prevalent than completed suicides.
Suicide, suicide attempts, and suicide ideation are
most prevalent during adolescence, with cohort-

Dr Massimiliano Orri

based research in the UK and Canada indicating
that roughly one in eight teenagers attempt suicide.
Additional risk factors in this age group have been
identified as low socio-economic status, lack of
partnerships, and having not completed high
school.

2)

WHY IS IT IMPORTANT TO STUDY SUICIDE
FROM A DEVELOPMENTAL PERSPECTIVE?

It is well known that early childhood is a critical
period in which to support healthy child
development and for the prevention of broader
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mental health difficulties. The International Society
for Developmental Origins of Health and Disease
(ISDOHD) has found that poor developmental
experiences prior to or around birth can increase
the risk of non-communicable diseases later in life.
For example, low birth weight (<2kg) is associated
with an increased risk of medical conditions such
as cardiovascular disease and diabetes, as well
as psychiatric disorders including Attention-Deficit/
Hyperactivity Disorder (ADHD), Autism Spectrum
Disorders (ASD) and Bipolar Mood Disorder (BDM).
Suicidality most prominently emerges toward the end
of childhood and the beginning of adolescence,
indicating
that
there
are
developmental
contributions to suicidal behaviours. The notion
of death emerges gradually through childhood
and is conceptualised more fully in adolescence,
contributing to the risk during this period. In parallel,
biological and cognitive changes result in different
strategies for managing stress. These factors make
adolescents more vulnerable for suicidal behaviours.

IN ADDITION, AS FOR THE MEDICAL AND
PSYCHIATRIC DISORDERS MENTIONED
ABOVE, WE ARE BEGINNING TO
UNDERSTAND HOW IN UTERO AND
PERINATAL FACTORS ALSO PREDICT
HEIGHTENED SUICIDALITY IN
ADOLESCENCE.
3)

WHAT ARE THE RISKS DURING DEVELOPMENT
OF SUICIDALITY?

An association has been shown between early
life influences (in utero and perinatal) and suicide
mortality, attempts, and ideation. Birth order has
been identified as a possible risk, with suicidality
associated with being born later in the birth order:
children who were born second onwards were at
a 26% higher chance of presenting with suicidal
behaviours than firstborns. In addition, maternal age
below 20 years old has been found to be a risk factor
for suicidal behaviours in children and adolescents.
Further factors that suggest an increased risk is
children of single mothers, lower levels of education
in both parents, low socio-economic status and
the context in which the child was born, low birth
weight (<2.5kg), and potentially mothers who smoke
during pregnancy and within the first two years of a
child’s life. Taken together, the research thus suggests
that that family and parental characteristics and
variables which impact on foetal growth are major
risk factors for later suicidality.
In the current literature, higher income countries
are better represented and less is known about
suicidality in lower income nations. There is also a
non-independence of early life influences where
associations between risk factors identify entry points
for intervention that would be useful to prevent the
risks.
Dr Orri spent the remainder of his talk discussing his
research in this particular field.
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EARLY LIFE FACTORS CONNECTED TO
SUICIDE RISK LATER IN LIFE
A recent study led by researchers in the Department
of Psychiatry at McGill University’s Faculty of Medicine
and published in Lancet Psychiatry (Orri et al., 2019),
is the first that summarizes available evidence of the
association of in utero and perinatal factors with
suicide risk. The study, which involved a literature
review of 42 articles from 21 different cohorts
examined 21 risk factors. Employing a systematic
review and meta-analysis, the researchers, including
Dr Orri, were able to perform a quantitative summary
of the study for 14 of these risk factors.The researchers
found that children born with a birth weight lower
than 2500 grams were about 30% more likely to
die by suicide than children born with normal birth
weight. They also found that children of teenage
mothers were about 80% more likely to die by suicide
than children of older mothers, and that children
born from low-educated parents were about 30%
more likely to die by suicide than children born from
highly educated parents.
Fur ther developing this understanding, a
longitudinal study (in press) was conducted where
the correlation between maternal smoking and risk
of suicide was investigated. The selected sample
were assessed annually from birth up until 23 years
of age. The results demonstrate that the children
of mothers who smoked during pregnancy and
during the postpartum period had an increased
risk of suicidal behaviours by adolescence. Children
who are exposed to mothers who persistently
smoked further present with an increased risk of
presenting with suicidal behaviours. The findings
suggest that cumulative exposure to prenatal and
post-natal smoking is associated with higher risk
of suicide attempts by early adulthood. The study
further explored the mechanisms of explaining
associations of early life influences and risk of suicidal
behaviours. Thirty-two variables were considered as
mediating factors including foetal growth, delivery
complications, socio-economic adversity, and
parental psychopathology. The mediating factors
that were identified as increasing the risk were
predominantly psychosocial adversity and parent
mental illness. However, the mediator that was most
significantly associated with risk was untreated
hyperactivity and impulsivity in children.
Dr Orri concluded his talk by emphasising that it is
crucial that risk factors for suicide attempts in later
life are identified and mitigated through intervention
in early development. Prevention of suicidal
behaviours throughout development will likely
reduce the statistics of deaths due to suicide and
allow for a deeper and more holistic understanding
of the interface of neurological development,
environmental factors, and development of the
mind.
Shona Fraser is a Clinical Neuropsychologist based at
Tara the H. Moross Hospital and jointly appointed
in the Department of Psychiatry, University of
the Witwatersrand, Johannesburg, South Africa
Correspondence: shona.fraser@gauteng.gov.za

ANNOUNCEMENT

COPING WITH STRESS
DURING THE 2019-nCoV OUTBREAK1
Dear Healthcare Professional,
Stress, anxiety, and a sense of isolation amid the
global COVID-19 pandemic, and South Africa’s
current lockdown, can aggravate psychological
distress.

FOR THOSE ALREADY STRUGGLING WITH
MENTAL HEALTH DISORDERS, IT IS NOW
MORE IMPORTANT THAN EVER TO KEEP
UP WITH TREATMENT.
Please connect to MEDePRO for a downloadable
poster to assist and educate your patients. We
encourage you to make use of our online CPD
platform MEDePRO (www.medepro.co.za).
We wish you good health over this period, and thank
you for your invaluable service to the community.

Michelle Badenhorst

HELPLINE
0800 21 22 23 www,sadag.co.za

Dr. Reddy’s Laboratories (Pty) Ltd. reg. no. 2002/014163/07. Block B,
204 Rivonia Road, Morningside, Sandton, 2057, www.drreddys.co.za
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S A N O F I
HELPING LEAD THE WAY

A

s the unprecedented COVID-19 pandemic
continues to spread around the world, Sanofi is
at the forefront of initiatives to fight the disease,
while also carrying on the daily business of
making and delivering medicines for patients.
The company is studying two of its existing medicines
as potential treatments for COVID-19 and leveraging

SANOFI TO DONATE 100 MILLION DOSES
OF HYDROXYCHLOROQUINE ACROSS 50
COUNTRIES

its expertise to develop a new vaccine, measures
that could have both an immediate and lasting
impact.
Dealing with a pandemic as daunting as COVID-19
requires collaboration to create as many paths
forward as possible, and Sanofi is helping lead the
way.

•

Sanofi CEO calls for greater international
cooperation among the entire Hydroxychloroquine
chain, if proven safe and effective in
COVID-19.

Paris - April 10, 2020 - As of today Sanofi has
committed to donating 103 million doses of
Hydroxychloroquine to 50 countries around the
world, and has begun to progressively deliver the
medicine to authorities that have requested it.

HYDROXYCHLOROQUINE DONATION
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•

Sanofi
will
provide
Hydroxychloroquine
for COVID-19 wherever possible, securing
the provision of treatment to patients for
approved indications in countries where
Hydroxychloroquine is registered;

•

The company already increased its production
capacity by 50% and is on track to further
increase production over the corning months;

•

Ongoing global clinical studies are assessing
the efficacy and safety of Hydroxychloroquine in
the treatment of COVID-19;

•

If the ongoing clinical studies demonstrate
its efficacy and safety in COVID-19 patients,
Sanofi commits to donating the medicine to
governments worldwide;
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In this global health emergency Sanofi stands ready
to assist as many countries as possible, starting
with countries where its medicine is registered for
current approved indications as well as countries
where there are no Hydroxychloroquine suppliers or
countries with underserved populations.

SINCE THE BEGINNING OF THE COVID-19
CRISIS, SANOFI HAS RECEIVED A
GROWING NUMBER OF REQUESTS FROM
LOCAL GOVERNMENTS AROUND THE
WORLD. THE COMPANY IS REGULARLY
EVALUATING ITS INCREASING SUPPLY
CAPACITY AND REASSESSING HOW BEST
TO HELP THOSE COUNTRIES IN THE MOST
ETHICAL WAY.

ANNOUNCEMENT

Sanofi’s priority is to ensure supply continuity for
patients treated under the current approved
indications of the medicine, notably including
lupus and rheumatoid arthritis, while working hard
to supply governments wishing to increase stocks in
the hope that it may be an effective treatment of
COVID-19.

To date, there is insufficient clinical evidence to
draw any conclusion over the safety and efficacy
of Hydroxychloroquine in the management of
COVID-19 patients. It is one of several medicines
being investigated by the World Health Organization
(WHO) in its international clinical trial seeking a
treatment solution for COVID-19.

SANOFI WILL CONTINUE TO DONATE
THE MEDICINE TO GOVERNMENTS AND
HOSPITAL INSTITUTIONS IF ONGOING
CLINICAL STUDIES DEMONSTRATE ITS
EFFICACY AND SAFETY IN COVID-19
PATIENTS.

Sanofi is supporting ongoing trials by providing the
medicine to some participating investigator sites
and other independent research centers.

PRODUCTION CAPACITY RAMP UP
Sanofi has already doubled its incremental
production capacity (on top of the usual
production for current indications) across its eight
Hydroxychloroquine manufacturing sites worldwide
and is on track to quadruple it by the summer.

CALL FOR GREATER INTERNATIONAL
COOPERATION
Sanofi is calling for coordination among the entire
Hydroxychloroquine chain worldwide to ensure the
continued supply of the medicine if proven to be a
well-tolerated and effective treatment in COV1D-19
patients.
“The COVID-19 pandemic is an unprecedented
health and economic crisis which is shaking some of
the very fundamentals of international solidarity and
cooperation among countries, says Paul Hudson,
Chief Executive Officer at Sanofi. This virus does not
care about the concept of borders, so we shouldn’t
either. It is critical that international authorities, local
governments, manufacturers, and all the other
players involved in the chain work together in a
coordinated manner to ensure all patients who may
benefit from this potential treatment can access it.
If the trials prove positive, we hope our donation will
play a critical role for patients.”
The company is already actively working with
different stakeholders at local and international
levels, and is ready to play its part in contributing to
a more coordinated global initiative.

WHILE
HYDROXYCHLOROQUINE
IS
GENERATING A LOT OF HOPE FOR
PATIENTS AROUND THE WORLD, IT SHOULD
BE REMEMBERED THAT THERE ARE NO
RESULTS FROM ONGOING STUDIES,
AND THE RESULTS MAY BE POSITIVE OR
NEGATIVE.
SANOFI’S EFFORTS IN THE FIGHT AGAINST
COVID-19
Sanofi remains at the forefront of initiatives to fight the
coronavirus while also carrying on the daily business
of making and delivering important medicines for
patients. The company is also exploring alternative
treatment options such as Sarilumab for severe
COVID-19 patients, and leveraging its expertise
to develop a new vaccine. Both measures could
have an immediate and a lasting impact. Dealing
with a pandemic as daunting as COVID-19 requires
collaboration to create as many paths forward as
possible and Sanofi is helping lead the way, playing
its part.
•

Please note that Hydroxychloroquine is not a
registered product by the South African Health
Products Regulatory Authority (SAHPRA).

•

Sanofi South Africa is willing to support any
clinical research that has been or will be
authorized and validated by the National
Department of Health

•

Sanofi is also willing to provide Hydroxychloroquine,
if specifically requested by the National
Department of Health

ABOUT SANOFI

At this point, the interpretations of the available
preliminary data on Hydroxychloroquine in the
management of COVID-19 differ widely. In this
context, patient safety must always be the guiding
principle.

Sanofi is dedicated to supporting people
through their health challenges. We are a global
biopharmaceutical company focused on human
health. We prevent illness with vaccines, provide
innovative treatments to fight pain and ease
suffering. We stand by the few who suffer from rare
diseases and the millions with long-term chronic
conditions.

Hydroxychloroquine has several serious known
side effects and should be used with caution. Not
everyone can take this medicine.

With more than 100,000 people in 100 countries,
Sanofi is transforming scientific innovation into
healthcare solutions around the globe.

ENSURE PATIENT SAFETY
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OROS® engineered
for full patient benefits1

*

Effective1

*

Affordable2

*

*

*Not actual size
References: 1. Coghill D, Seth S. Osmotic, controlled-release methylphenidate for the treatment of ADHD. Expert Opinion Pharmacotherapy 2006;7(15):2119-2138. 2. Data on File.

S6 NEUCON® OROS® 18 mg, 27 mg, 36 mg or 54 mg extended-release tablets containing 18 mg, 27 mg, 36 mg, 54 mg of methylphenidate hydrochloride, respectively. Reg. No’s.: 46/1.2/0380; 46/1.2/0381;46/1.2/0382; 46/1.2/0383.

14146

For full prescribing information, refer to the package insert April 2018.

LICENCE HOLDER: Janssen Pharmaceutica, Reg. No.: 1980/011122/07, No. 2, Medical Street, Halfway House, Midrand, 1685. Tel: (011) 518 7000. www.janssen.co.za
Marketed by sanofi-aventis south africa (pty) ltd, reg. no.: 1996/010381/07. 2 Bond Street, Grand Central Ext. 1, Midrand, 1685, South Africa. Tel: (011) 256 3700.
Fax: (011) 256 3707. www.sanofi.com. CP-97720
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D E PA R T M EN T S O F

PSYCHIATRY
CONGRATULATIONS
The Department wishes to congratulate the following
registrars who have completed their Part 1 exams in
the first semester of 2020:
Dr James Burger - completed all three (3) modules.
He has obtained exceptional results by achieving an
aggregate of 70% in the CMSA 2020 First Semester
exams FC Psych Part One. The CMSA will be awarding
him the “Lynn Gillis” medal;
Dr Mzamo Jakavula - passed Introduction to
Psychiatry and Behavioural Science;

Dr Inette Swart - passed Introduction to Psychiatry
and Behavioural Science;
Dr Chales Crookes - Passed Introduction to Psychiatry
& Behavioural Science (Dr Crookes is a medical
officer in C22 and is registered for MMed Psychiatry
for NDP);
Dr Gaopelwe Motswiri - passed Introduction to
Psychiatry; and
Dr Keagan Clay - passed Introduction to Psychiatry

ARTICLE IN ‘DAILY MAVERICK’: “LOVE IN THE TIME OF COVID-19 – THE MENTAL
HEALTH AND WELL-BEING OF INDIVIDUALS AND COMMUNITIES” (20 MARCH 2020)
By: Colleagues in the Alan J Flisher Centre for Public Mental Health, University of Cape Town
The following is an extract from the above article
which appeared in the “Daily Maverick” of 20 March
2020:

into their response activities and the systems in
which they work. Patients in quarantine should have
access to mental healthcare if they need it.

“South Africans are slowly coming to grips with
the new Covid-19 reality. Overcoming fear, anxiety
and uncertainty are very real challenges for many
people.

By mapping existing MHPSS service providers and
institutions, efforts can be pooled to address the
need for mental healthcare that is very likely to
increase.

The Inter-Agency Standing Committee (IASC)
for Mental Health and Psychosocial Support in
Emergency Settings advise that Mental Health and
Psychosocial Support (MHPSS) ‘should be a core
component of any public health response’, in a
briefing note on addressing mental health and
psychosocial aspects of the Covid-19 outbreak.

We must make an effort to create safe and protected
environments for care and make use of existing
resources and strengths. We need to encourage
physical distancing along with social solidarity. And
any MHPSS intervention during this time needs to
include key psychosocial principles, including hope,
safety, calm, social connectedness, and self- and
community efficacy.

The IASC is the longest-standing and highest-level
humanitarian coordination forum of the UN system.
The South African government needs to provide its
healthcare cadre with a MHPSS strategy for Covid-19
cases, survivors and contacts that are integrated

We have identified key interventions that can help
general populations, people exposed or infected
and healthcare workers.”
Read the full article here
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INAUGURAL RESEARCH SYMPOSIUM: 11-12 MARCH 2020
(THE NEUROSCIENCE INSTITUTE, UNIVERSITY OF CAPE TOWN)
The international “Inaugeral Research Symposium”
was held from 11-12 March 2020 and hosted by the
Neuroscience Institute, University of Cape Town. The
following topics/issues were covered:
•

Stability and plasticity of brain circuits;

•

Neurodevelopmental disorders in the African
context;

•

Improving outcomes from tuberculous meningitis;

•

The human in humanity;

•

Neuroinfection;

•

Brain development;

•

Basic neuroscience;

•

Innovation, intellectual property and technology
transfer; and

•

Building resilience among specialist trainees

MENTAL HEALTH ASPECTS OF THE COVID-19 CRISIS IN AFRICA
(WEBINAR – 14 APRIL 2020)
The African Mental Health Research Initiative
(AMARI) and the Alan J Flisher Centre for Public
Mental Health, University of Cape Town hosted a
webinar on “Mental Health Aspects of the Covid-19
Crisis in Africa”, on 14 April 2020.
The ongoing Covid-19 pandemic is leaving a myriad
of unanswered questions in its wake - and many of
these relate to the mental health of populations
under lockdown, quarantine, or self-isolation. The ill
effects that this pandemic can have on the global
mental health burden should not be underestimated
- even more so in low-resource settings such as most
countries on the African continent.
The four invited speakers each presented and
participated in a panel discussion.

Dr Jose Luis Ayuso-Mateos MD
is Chairman at the Department
of Psychiatry and Director of
the WHO Collaborating Centre
for Mental Health Services
Research and Training at the
Universidad Autónoma de
Madrid. He is also Head of the
Department of Psychiatry at
the Hospital Universitario de la
Princesa (564 beds).
Dr Ayuso-Mateos is part of a team of international
experts assigned by the WHO and ILO to estimate
the attributable risk of depression related to long
working hours exposure.

The speakers and their respective topics are reflected
below:

Topic: Availability and provision of essential mental
health services to allow continuity of care for those
in need: Lessons from Spain

Prof. Chiwoza Bandawe, MSc/
PhD, is an associate Professor
in the department of mental
health at the University of
Malawi’s College of Medicine.

Dr Simone Honikman is the
Director of the Perinatal Mental
Health Project and Associate
Professor at the University of
Cape Town (Ashoka Fellow).

Topic: Coping with anxiety and
stress related to Covid-19
Prof Dixon Chibanda is an
Associate Professor at the
Centre for Global Mental
Health and the Director of
the African Mental Health
Research Initiative (AMARI).

She is a board member of
International Marcé Society
for Perinatal Mental Health
and sits on the leadership
committees
of
Global
Alliance for Maternal Mental Health and the
African Alliance for Maternal Mental Health. Dr
Honikman contributes to several World Health
Organisation initiatives.

Topic:
Psychological
and
psychosocial care for people
directly affected by Covid-19

Topic: “Messages for Mothers” and other mental
health responses to COVID-19 for mothers in South
Africa

PANEL DISCUSSION: 22 APRIL 2020
A panel discussion was hosted on 22 April 2020 with two of our colleagues, Prof Bonga Chiliza from the University
of KwaZulu-Natal in South Africa and Dr. Edith Kwobah from Moi Teaching and Referral Hospital in Kenya. Drs.
Chiliza and Kwobah discussed “Addressing Mental Health During the COVID-19 Outbreak in Africa as Health Care
Systems Brace for a Battering.” The talk was hosted by Drs. Karestan Koenen and Bizu Gelaye from Harvard Chan
and the Broad Institute
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SEMINAR: 7 FEBRUARY 2020
The Alan J. Flisher Centre for Public Mental Health
(CPMH) is a joint initiative of the Department of
Psychology at Stellenbosch University and the
Department of Psychiatry and Mental Health at the
University of Cape Town.
The CPMH’s monthly seminar programme is an
opportunity to share on-going work and invite
broader participation in the Centre.
The CPMH’s latest MPhil group (please refer the
photograph below) took turns during the seminar on
7 February 2020 to discuss their research, research
methodology, and expected findings.

The topics as covered by the respective individuals
were as follows:
John Kuyokwa (Malawi) - Prevalence and predictors
of risky alcohol use among HIV positive Malawian
adolescents attending selected anti-retroviral
treatment clinics in Blantyre, Malawi
Hayley Julius (South Africa) - A validation study of
the PID-5 and Level of Personality Functioning of the
DSM-5 scales in identifying personality disorders in
psychiatric treatment unit inpatients
Ndemange Mutuku (Kenya) - Perceived need
and acceptability of a psychological intervention
for mental distress in medical trainees and junior
doctors.
Nonhlanhla Ndondo (Zimbabwe) - Salon-driven
interventions: An exploration of the mental health
needs and acceptability of alternative community
services to address intimate partner violence among
young women in Zimbabwe
Gloria Kalolo (Malawi) - Investigating changes
in knowledge after watching a brief video-based
educational intervention on postpartum psychosis
and exploring attitudes in primary healthcare
workers in Thyolo, Malawi

From left to right: John Kuyokwa (Malawi), Hayley Julius (South Africa),
Ndemange Mutuku (Kenya), Nonhlanhla Ndondo (Zimbabwe), Gloria Kalolo
(Malawi), Elliott Matoga (Malawi)

Elliott Matoga (Malawi) - Assessing medical students’
knowledge, attitudes, and behaviour in identifying
and managing common mental disorders

PRESENTATIONS
1. MMed Protocol presentation - 25th February 2020
By: Dr Bailee Romburgh
Title: “Consultation Liaison Psychiatry: An analysis
of referrals to the department of consultation liaison
psychiatry at a tertiary hospital in South Africa over
a five-year period.”
Summary of study: Mental health professionals
working in the department of consultation liaison
psychiatry (CLP) at Groote Schuur Hospital (GSH)
are experiencing an increase in the volume of
referrals to their department.
The aim of this study is to outline the characteristics of
the inpatient referrals to CLP at GSH and to determine
the outcomes of these from a study period of 2014
to 2018. This is to better facilitate understanding of
the functioning of the service and potentially to find
ways in which it may be improved.

2. MSc Protocol Presentation - 26th February 2020
By: Dr Jeanri Combrinck

Title: “The World Health Organization Caregiver Skills
Training intervention for caregivers of children with
developmental delays, disorders, or disabilities: a
focus on implementation strategies in South African
settings.”
Abstract: There are more than 50 million children
with developmental disabilities under 5 years of
age. The majority of these children live in lowand middle-income countries (LMICs), where
access to care is lacking. The number of children
with developmental disabilities is significantly
increasing in sub-Saharan Africa. The Caregiver
Skills Training Program (CST) for families of children
with developmental disabilities was developed by
the World Health Organization (WHO) to address
the treatment gap for these children and families,
particularly in LMICs
This study is a small part of a larger study called the
‘Diamond Families Study.’ The Diamond Families
Study is a project to implement and evaluate the
WHO CST intervention in South Africa
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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 The Department of Health, The Department
of Social Development , The BHF and all medical aids



Member of the National Hospital Network

Situated at Hartbeespoort in a peaceful, secure and supportive
environment. For more information please visit our website:

012 253 9922 / 076 051 6016

info@beethovenrecovery.co.za

PERSPECTIVE

Claudia Campbell

C

an one overcome fear of that which one
does not understand? Maybe it is possible,
but I don’t think it is probable.

As I write this, the whole world has been upended
by a common, unseen enemy, which has wreaked
unspeakable horrors across our planet. We know its
name. It is called: Covid-19. However, a name does
not equate to understanding.

EVERY MOMENT OF EVERY DAY, PEOPLE
AROUND THE WORLD READ NEWS
COLUMNS, SCOUR RESEARCH ARTICLES,
LISTEN TO INTERVIEWS WITH SCIENTISTS,
EPIDEMIOLOGISTS, ECONOMISTS AND
VIROLOGISTS.
In South Africa we watched as deadly terror ripped
through Europe and the United States of America,
and we hang on the tiniest hope that just maybe
we’ll escape the enormity of fatal tragedy which has
torn through so many countries before us. However,
as we tune our radios in we hear experts warn that,
for South Africa, the worst medical scenario is most
likely yet to come. This is aside from the immense

psychosocial
distress
already
being experienced by our nation.
It’s unsettling that in relation to
Covid-19, the word ‘progress’ is
usually coupled with statements
such as ‘cannot state conclusively’,
‘too early to be sure’ and
‘uncertainty’. What is certain is that
Covid-19 is dangerous, it does kill,
it does not discriminate, there is no
Claudia Campbell
vaccine, there is no herd immunity.
Perhaps a universal, indiscriminatory truth right now
is that gaining mastery over fear is much harder
than it was 6 months ago.
For many years the effect of trauma gripped my
life though panic attacks, racing thoughts, and
the irrational physical and mental responses
hypervigilance creates. The sensory onslaught
of supermarkets was often too much to bear. As I
finished up the last of my errands, the day before
South Africa’s lockdown began, I watched as
people’s minds and sometimes bodies were driven
into panic reminiscent of that which I had previously
experienced a decade ago. In a few instances I felt
as if I was ‘reading’ the first page of their personal
stories of trauma. The expressions in their eyes,
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the tightness around their mouths, and faltering
reasoning unfolding in the very same grocery
aisles which had triggered my own panic attacks.
Their current stories echoed familiar emotional and
cognitive elements within me.
The setting is so very different now. The cause of
my PTSD was intimately private, however there is
no secrecy to the cause of the fear and trauma
gripping people now - not just of catching Covid-19,
but of ‘losing themselves’ to uncertainty and tumult.

IN TIMES OF CRISIS AND UNCERTAINTY,
FEELINGS CAN OVERTAKE REASONING.
‘WE’RE IN THIS TOGETHER’ IS A LOGICAL
COURSE OF REASON, BUT ‘I’M ALONE
IN MY TERROR’ IS A SOLITARY PRISON.
SOLITARY CONFINEMENT IS TORTURE.
When I was confronted with these mental and
emotional conundrums years ago, I could access
the medical care and mental health support to not
just get me through those times, but to help me build
a very precious toolbox which is proving invaluable
right now. I thank my doctors and their kindness for
many of my ‘tools’. Although I have my toolbox, for
now I also have the privilege to leave those scenes
of chaos and retreat to the quiet, tranquil comfort
of home - a place quiet from the ‘noise’. I can be
present in the calmness of home without feeling that
the chaos from beyond our boundary wall is going
to drown me. This is a luxury afforded to me because
I concurrently have a ‘toolbox’ and I am not an
essential service provider.

ESSENTIAL SERVICE PROVIDERS, INCLUDING
DOCTORS, ARE HUMAN FIRST. AS
PEOPLE THEY ARE DEALING WITH THEIR
OWN EMOTIONAL WAVES SUNK INTO
THE REALITY OF WHAT IS HAPPENING.
EXCEPT, ESSENTIAL SERVICE PROVIDERS
CAN’T ESCAPE THE FRONTLINE INTO THE
TRANQUILLITY OF HOME, THEY HAVE
TO STEP TOWARDS THE FRONTLINE.
BRAVERY AND COURAGE ARE REQUIRED,
BUT IN THE PRESENCE OF COVID-19’S
UNCERTAINTY, NOBODY CAN EXPECT
ESSENTIAL SERVICE PROVIDERS TO BE
FREE FROM THEIR OWN FEAR.
I don’t believe courage and fear are mutually
exclusive – they can exist together. Having the
brave courage to step towards the frontline does
not eliminate the fact that it must be really scary.
As much as community difficulty can engender
communal solidarity and strength, the truth is there

will be many whose minds, hearts and bodies will
falter under these exceptional times of anxiety and
uncertainty. Medical professionals are expected to
‘show up’ despite what their personal and unseen
journeys look like. Psychiatrists will need to dig deep
to find the fortitude for those who can’t - day after
day, month after month.

IT’S A JOB THAT WILL REQUIRE COURAGE,
BUT GIVEN THE FACT THESE ARE
UNCHARTERED WATERS, IT WILL HAVE
TO BE EXECUTED WITHIN ANXIETY’S
PRESENCE. ANXIETY THAT SPANS FROM
PERSONAL, TO COMMUNITY, NATIONAL,
TO GLOBAL.
Through my journey as a patient and time working
within mental health care I have come to know many
mental health care practitioners, and have seen that
often those who provide mental health care do not
necessarily receive mental health care. Assisting a
patient build their own mental health ‘toolbox’ does
not mean that you automatically have your own
‘toolbox’. Helping patients strengthen their family
bonds and support networks, does not indicate that
the mental health practitioner has been helped to
strengthen their family bonds and build their own
personal support networks.

PROVIDING TRAUMA CARE DOES NOT
EXEMPT ONE FROM EXPERIENCING
TRAUMA. THE TYPE OF HUMANS WHO
PROVIDE MENTAL HEALTH CARE ARE
OFTEN MORE INCLINED TO GIVE THAN
TO RECEIVE. I ENCOURAGE ALL THESE
HUMANS TO ALLOW THEMSELVES TO
RECEIVE KINDNESS WHEN IT IS GIVEN, TO
TELL THEIR STORIES WHEN A LISTENING
EAR IS OFFERED, TO PAUSE IN ORDER
TO RESET, TO REMEMBER TO BE HUMBLE
ENOUGH TO ASK FOR HELP AND
GRACIOUS ENOUGH TO ACCEPT IT.
All treatment choices doctors make must be based
on solid and current professional knowledge. It is my
wish though, that patients do not only remember
their doctors because of knowledge, but by their
kindness. As a doctor you have the ability to save a
life with your knowledge, but all of us have the power
to change a life with kindness. So, when a patient
offers you a smile, even a fleeting one, accept their
gift of kindness and notice the fortitude it gives you
– add it to your ‘toolbox’. Even though history will
define 2020 by a pandemic, let us allow the chisels
of kindness and gratitude to be our sculptors of this
momentous year.

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
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THE TIME OF THIS
VIRUS WILL END...

AND THEN?
Christopher P. Szabo

I

“

t is day 9...of our 21 day lockdown...here in
Johannesburg the rain is pouring...a perfect
day to be inside...warm, dry, hot drinks, books...
but this is no ordinary, rainy day...there has
been nothing ordinary about the days before this
one and there will be nothing ordinary about those
which follow...who knows what ordinary will be...” I
wrote this as a diary entry that I might have written
had I been keeping a diary, which I wasn’t...but it
captured for me the idea of ordinary...the ordinary
day...in extra ordinary times...a time of pandemic.
On that day I read a News24 article of 2 doctors
detained in Limpopo - having tested positive for the
coronavirus - to undergo an official quarantine...this
despite their resisting and with further consequence
to surely follow as the Chairperson of the South
African Medical Association had become involved
(https://m.news24.com/SouthAfrica/News/watch2-doctors-allegedly-forced-into-quarantine-afterclaim-of-bringing-coronavirus-to-limpopo-20200403).
On the same day 2 articles appeared in The
Conversation...both of which are reprinted in this
issue...and are written with a focus on the South
African situation in relation to the pandemic.
The first (Etheredge, 2020)* deals with individual
freedom and autonomy versus the obligation of
the State to impose and limit such freedom...for the
greater and ultimately individual good...of direct
relevance to the aforementioned News24 story and
something we in Psychiatry know a lot about...it is
well to consider this notion because we do not know
how the necessity of imposing such state control
will become the new normal...the new iteration of
ordinary.
As a society we are acutely sensitive to rights...
and freedom. The second article (Hamann, 2020)*
that deals with the need to revisit societal inequity
was equally compelling... speaking as it did for the
need to reconsider links between state and private
sectors...but specifically highlighting economic and
social circumstances that were not unknown but
that have been brought into even sharper focus as
a consequence of the pandemic... circumstances
that have to be addressed.
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One might question the relevance
to Psychiatry, but as a discipline
that espouses a bio-psycho-social
approach...it behoves us to be
actively aware of and responsive
to the social component of
existence...and care.
Ordinary will be redefined... of
that I have no doubt... and for
Christopher P. Szabo
all the grimness of what the post
pandemic landscape may look like... another article
in News24 by Helena Wasserman from the day before
painted a different, pragmatic picture (https://www.
news24.com/Analysis/analysis-the-surprising-wayscorona-will-change-sas-economy-forever-20200402)...
not one viewed through rose tinted lenses...but one
that essentially spoke of the pandemic setting the
scene for things that will follow, economically, socially,
medically...necessary changes to address what has
been brought into sharp focus...changes that may
move the country forward...finally...
These are going to be challenging times, things will
change...ordinary will be different...and I suspect
terms such as social solidarity and social cohesion
will form part of the lexicon of the new ordinary...and
given our discipline’s holistic ethos...I have no doubt
that we will have an important role to play in shaping
the post pandemic landscape of our country.
If I appear to be waxing positively lyrical...nowhere
have I said it will be a smooth and easy journey...only
that I believe a new path has opened up by virtue
of circumstance...and beyond the health crisis...the
harsh economic realities brought into sharp focus...
we need to work towards averting a social crisis that
might be more devastating to the country than the
health and economic ones...as much as we value
insight in our patients...of what value is it if not used
constructively...we have insight, we have capacity to
influence...there will be opportunity...there is surely
hope
*The articles by Etheredge and Hamann are
republished in full in this issue, courtesy of The
Conversation.
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COVID-19:

HOW PERSONAL VERSUS

PUBLIC FREEDOMS

ARE PLAYING OUT IN SOUTH AFRICA
Harriet Etheredge

A

s the COVID-19 pandemic took hold in
South Africa two weeks ago, the first glimpse
emerged of the lengths to which people
would go to avoid isolation. The country also
saw what mechanisms law enforcement had at their
disposal to impose such measures.

THE CASE THAT RECEIVED THE GREATEST
COVERAGE INVOLVED A MOTHER AND
DAUGHTER WHO HAD TESTED POSITIVE
FOR COVID-19 FLEEING A HEALTH
FACILITY WITH A THIRD FAMILY MEMBER.
THE DEPARTMENT OF HEALTH APPLIED
FOR AN URGENT COURT ORDER TO TRACK
THE FAMILY DOWN AND COMPEL THEM
INTO ISOLATION. THIS WAS GRANTED. THE
FAMILY WAS SUBSEQUENTLY LOCATED
AND ISOLATED.
Very soon afterwards the government sought
to clarify the legal position around the event. It
gazetted a new regulation for COVID-19 that makes
it a criminal offence to refuse testing, treatment or
isolation. If an individual does refuse isolation, they
may be held involuntarily for 48 hours.
During this time an urgent warrant must be obtained
to extend the isolation period. Any person who
contravenes these regulations is subject to fines or
imprisonment.
This case is polarising and peppered with prickly
ethical issues. Many may be scandalised by the
arrogant and irresponsible actions of the family. The
opposing contention is that the family was hindered
in exercising its autonomy.

In any national health disaster calling individuals to
voluntarily restrict their movements and interactions,
the tenuous no man’s land between public interest
and personal autonomy is bound to become a
messy quagmire. On one hand, there is the evasive
action of those who feel their autonomy is being
restricted. On the other hand are people seeking a
larger public good.

IN THIS CASE IT’S THE QUEST TO “FLATTEN
THE CURVE” OF THE PANDEMIC BY
REDUCING INFECTION RATES.
PUBLIC VERSUS PERSONAL INTERESTS
Autonomy is a person’s right to self-determination. So,
it’s my right to do what I want to, when I want to and
in the manner I want to – provided the continued
exercise of my autonomy does not infringe on the
autonomy of another. Both ethically and legally, this
is where autonomy meets its limit.

THROUGH EVADING ISOLATION, THE
FAMILY MAY HAVE JEOPARDISED THE
AUTONOMY OF MANY WHO ARE AT
RISK OF COVID-19 AND ARE TAKING
MEASURES TO AVOID IT, LIKE SOCIAL
DISTANCING. THAT’S SURELY ENOUGH TO
MAKE PEOPLE FEEL ANGRY.
There is a great deal of historical precedent in ethics
literature for curbing personal autonomy in the
interests of the wider public. Some examples are so
obvious we take them for granted because they are
inherently “wrong”. They include murder, theft and
kidnapping.
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Other examples are more subtle and include the
right to freedom of speech, which is limited at the
point where it offends the privacy or dignity of
someone else.
Modern health policy leans demonstrably towards
public health interests over those of individuals.
Hence, we have notifiable diseases like tuberculosis
where disclosure is mandatory.
In the case of HIV the Health Professions Council’s
guidelines allow healthcare workers to disclose
the status of an HIV-infected individual to their
sexual partner after sufficient counselling – even if
the individual disagrees. Disclosure here is justified
because it’s seen to be in the interests of the wider
public.

THE BENT TOWARDS PUBLIC HEALTH
PRIORITIES IS ALSO CLEAR IN PRIMARY
CARE PRACTICES LIKE VACCINATION
AND FLUORIDATING WATER.
LOCKDOWNS
In the case of COVID-19 it could argued that the
demand on healthcare systems could be greater
in developing countries than northern hemisphere
countries. This suggests that the decision to impose
lockdowns is all the more imperative.

THE GLOBAL SOUTH HAS WEAK HEALTH
SYSTEMS. IT ALSO HAS HUGE GROUPS
OF INDIVIDUALS WITH DISEASES LIKE HIV
AND TB. AND MILLIONS OF PEOPLE LIVE
IN VERY CLOSE PROXIMITY, IN INFORMAL
HOUSING THAT FACILITATES THE RAPID
SPREAD OF DISEASE.
Because of this (and because in a novel pandemic
like COVID-19 where there is very little data –
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and hence evidence – on which to base health
recommendations) the decision to impose a
lockdown makes sense. Under these circumstances,
it is always advisable to proceed with utmost caution
and in the interests of public health.

BUT A LOCKDOWN PITS PERSONAL
CHOICE AGAINST COLLECTIVE GOOD.
GIVEN THE CIRCUMSTANCES IT APPEARS
REASONABLE TO EXPECT PEOPLE TO
AGREE TO LIMITING THEIR FREEDOMS.
ENFORCING LOCKDOWN AND ADAPTING
TO IT
Can authorities trust citizens to take measures like
social distancing of their own accord?
The answer seems to be no and, in these cases, it
has been necessary to cleave a legal framework
compelling people to act in a morally responsible
manner.

TO ENSURE THAT PRINCIPLES LIKE
JUSTICE AND EQUALITY ACROSS SOUTH
AFRICAN SOCIETY DON’T SUCCUMB
TO COVID-19, IT WILL BE NECESSARY
TO CLAMP DOWN ON THOSE WHO
FLAUNT THE LAW WHILE THE REST OF THE
COUNTRY ABIDES BY IT.
But such enforcement must be elastic enough
to respond to the South African context, and
demonstrably address the practical and social
challenges that many face.
Harriet Etheredge is a Bioethicist and Health
Communication Specialist, University of the Witwatersrand

The origial article may be viewed here:
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C O R O N AV I R U S W I L L H AV E
LO NG-TERM I MPLI CATI ONS
F O R B U S I N E S S L E A D E R S.

H E R E A R E T H E TO P F I V E
Ralph Hamann

A

s the COVID-19 crisis unfolds, the focus of
business leaders and others has been on
immediate responses and short-term time
horizons. This is for good reason. Yet there are
initial signs of how the crisis may be shaping longerterm assumptions about business and its context.
The spread of the pandemic has brought to the
fore the need for business leaders to recognise the
crucial interdependencies between business and its
environmental, social, and governance context.
In addition, given the massive public sector
contributions to companies during the crisis,
and recognising companies’ reliance on healthy
societies, business leaders will need to appreciate
amendments to the social contract that underlies
societal support for their operations.
They will need to do much better in working with
others in safeguarding planetary boundaries,
strengthening the social immune system, and
building capable and accountable states.
Below I set out five implications of the pandemic for
business leaders.

PAYING ATTENTION TO
BOUNDARIES

PLANETARY

The emergence of the virus is linked to humans’
callous treatment of wild and domesticated animals
for food and dubious medicinal benefit.

COVID-19 THUS SHOWS THAT CURRENT
APPROACHES
TO
THE
TRADING
AND CONSUMPTION OF WILD AND
DOMESTICATED ANIMALS ARE NOT
ONLY ETHICALLY AND ECOLOGICALLY
PROBLEMATIC, BUT ALSO HIGHLY RISKY
TO OURSELVES.
More broadly, the risks of zoonotic diseases (those
that spread to humans from animals) have risen as
people increasingly squeeze wildlife into ever tighter

corners. As noted by the author David Quammen,
as: “we disrupt ecosystems… we shake viruses loose
from their natural hosts”.
Many scientists – and also an increasing number
of business leaders – thus see COVID-19 as a tragic
example of the broader risks to business and societies
from our seeming inability to address environmental
risks associated with climate change, biodiversity
loss, and other “planetary boundaries.”

STRENGTHENING THE ‘SOCIAL IMMUNE
SYSTEM’
COVID-19
highlights
for
businesses
their
interdependence with the social fabric in which they
are embedded. One implication is that businesses
are directly affected by the scope and quality of
countries’ social welfare systems. Provisions of the
welfare state, including sick leave, have turned out
to be crucial. They not only cushion the blow to
vulnerable workers, but also help reduce the spread
of the disease.
A related concern is the vicious cycle between
COVID-19 and poverty and social inequality. Poor
people are particularly exposed to contracting the
disease, and they are less likely to receive good
medical attention if they get sick.They are also much
more exposed to the negative economic impacts.
The health of the society on which businesses
depend thus depends on the existence of a decent
social welfare system and the absence of extreme
poverty and inequality. This has been referred to as
the “social immune system.” Business leaders will
need to recognise how vital it is for their companies’
long-term health, as well.

BUILDING CAPABLE AND ACCOUNTABLE
STATES
For the last 50 years, many business leaders inspired
by Milton Friedman and his doctrine, or just motivated
by selfishness, have chipped away at the idea that
we need a strong state. The emphasis has been on
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reducing the role of the state and leaving more and
more responsibilities to market actors.
But now business leaders are crying out for decisive
government action in response to COVID-19.
The assumption that we don’t need capable
governments has been turned on its head.

BUSINESS LEADERS HAVE ALSO STOOD
IDLY BY IN RECENT YEARS AS POLITICAL
LEADERS HAVE SELF-SERVINGLY ERODED
CONFIDENCE IN SCIENCE. COVID-19
HAS HIGHLIGHTED THE FOLLY OF THIS.
The US’s President Donald Trump and Brazil’s Jair
Messias Bolsonaro openly derided scientific advice
on the pandemic. President John Joseph Pombe
Magufuli of Tanzania has urged churches to stay
open because the coronavirus is “satanic.”
COVID-19 is showing how leaders’ lack of interest in
or inability to make good use of science can have
disastrous consequences. It is showing up with great
urgency a similar problem with other serious but more
longer-term challenges, such as climate change.

Often, ensuring business continuity is a vital
contribution that business leaders can make to the
communities in which they operate. For example, in
many countries pharmacies and retailers still have
products in store. This isn’t an accident but the result
of highly sophisticated and energetic responses that
commenced already in January.
The news has also been full of impressive efforts by
companies to repurpose their production facilities or
to make products and services available to medical
workers.
Other efforts to continue with business during the
crisis have been less benign. Some have sought to
keep operating despite public health warnings to the
contrary, such as some gyms. Others are more brazenly
opportunistic, for instance by peddling questionable
“health products” or through price gouging.

At the same time, there are concerns that some
government leaders are using the crisis as an
opportunity to deepen their authoritarian grasp on
societies.They are applying surveillance mechanisms
to control the pandemic, but also to control people.

Another form of opportunistic behaviour is for
companies or associations to make use of the
crisis to influence public spending or policy in their
favour. For example, coal companies have lobbied
hard (and in the US, quite successfully) to benefit
from government stimulus packages. This has been
despite widespread calls to align such stimulus efforts
with the imperative to address climate change.

This is expressing itself in states known for their
authoritarianism, such as China and Hungary. But a
much broader range of states are using technologies
to monitor people in ways that would have been
considered preposterous a few months ago.

In coming decades, business leaders will need
to distinguish themselves by showing strong crisis
management capabilities in maintaining business
continuity, and by contributing more clearly to
societal resilience.

So, on the one hand, business leaders will need to
recognise the need to build capable states and
evidence-based government. At the same time, they
will also need to be proactive in ensuring that states
remain accountable and respectful of individual
freedoms.

COLLABORATING
CONTRACT

MANAGING CRISES RESPONSIBLY
The COVID-19 crisis is many ways unique. But it is also
part of a broader pattern of increasingly frequent
crises, as we push beyond planetary boundaries.

IN SOUTH AFRICA, BUSINESSES WERE
JUST RECOVERING FROM A RECORDBREAKING DROUGHT WHEN THE CRISIS
HIT. IN AUSTRALIA, PEOPLE WERE STILL
REELING FROM DISASTROUS FIRES.
Business leaders will need to recognise that crises will
become less exceptional and thus their responses
must become better prepared, more proactive,
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IN

A

NEW

SOCIAL

The crisis is of such scope and depth that many business
leaders and managers are engaging in a radical
shift towards coordination and collaboration with the
government and civil society organisations. In South
Africa, for example, business leaders have established
working groups interacting with national government to
coordinate the crisis response in terms of public health,
as well as social and economic impacts.
This shift is as swift, far-reaching, and seemingly
natural as would have been unimaginable a few
months ago.
The challenge for the next few years will be for a
similar commitment to collaboration to address
shared social and environmental problems before
they manifest in crises like this one.
Ralph Hamann is a Professor at the University of Cape Town

The origial article may be viewed here:
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E AT I N G ,OR

STARVING,
IN A TIME OF COVID 19

– CONSEQUENCE OF

THE LOCK DOWN
Christopher P. Szabo

I

was asked to comment on eating during the
lock down…specifically regarding the basis
for increased eating. My initial thought was
boredom…then anxiety…then – survival… maybe
one eats in response to the need to store up in the
face of possible shortage…maybe…like a squirrel
storing nuts for winter…maybe.
But then I started thinking about survival…about
many of our fellow citizens who cannot eat…
full stop…for whom issues of boredom, anxiety or
stocking up for a time of famine are moot…for many
famine stares them in the face… they simply do not
have.

At the time of drafting this content we had seen the
beginnings of social unrest, the looting of shops…
for food, some for alcohol. After Lock down I had
ended and Lock down II commenced the answer
to the question “when will the tipping point be
reached?” (regarding when a health crisis, having
precipitated an economic and financial crisis leads
to a social crisis)… was starting to be answered…the
cracks were appearing.
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THE REFRAIN OF RATHER DYING FROM
THE VIRUS THAN DYING FROM HUNGER
WAS BEING HEARD FOR DAYS BEFORE…
AND FRANKLY, AS UNCOMFORTABLE
TO HEAR AS THAT WAS…IT WAS REAL…
REALITY.
The virus has done many things, but most profoundly
it has exposed the frailty of the world order and
within the South African context brought into sharper
focus than ever – the great divide…the wealth
gap…In South Africa we have one of the largest, if
not the largest worldwide. One can advance a host
of reasons from a legacy of apartheid to corruption
and mismanagement…this piece is not intended
to explore the basis of the status quo…rather it is to
reflect on an unanticipated consequence of what
had appeared to be a perfectly rational decision…
lock down…to flatten the curve…to buy time…to
prepare for the worst…if the models upon which
decisions were being taken were correct…if. Dealing
with an unprecedented crisis in real time is not an
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exact science… and hindsight is 20/20 vision. No
doubt there will be exhaustive analyses when all is
said and done.

AND SO I RETURN TO THE ISSUE THAT
SPARKED THESE WORDS – EATING.
I recall the words apparently uttered by Marie
Antoinette leading up to the French Revolution –
and I am probably paraphrasing – “…if they haven’t
got bread let them eat cake…” we all know what
happened to her. There are no winners coming out
of this pandemic…unless you are a wily investor
who prior to the stock market crash had shorted
the market (please read up on that…)…but if as a
society we heed the beginnings of social unrest and
understand that this is not going to be a transient
phenomenon but is something that has been
building and with the virus has led to a perfect storm
of emergence…then we will have understood that
the status quo has to change, meaningfully.

This time will end…by the time you read this the lock
down may likely have softened…the question then is
what will follow, and where we will position ourselves
in shaping the future.
I have no doubt that the person who asked me to
write about eating during the lock down will have
anticipated something quite different…at one level
eating is about sustenance – sustaining the self…
and that the self is embedded within a societal
context…we need a healthy society…the oft cited
World Health Organization “no health without mental
health” could just as easily be “no mental health
without health” … some food for thought

ON THE ONE HAND ONE COULD ARGUE
THIS IS GOVERNMENT’S RESPONSIBILITY…
BUT GOVERNMENT IS AN EXTENSION OF
THE PEOPLE WHO PUT THEM THERE – TO
GOVERN.
This piece would appear to have nothing to do
with Psychiatry, directly. And yet, as psychiatrists we
are very conscious of social issues as they relate
to mental health...we know – or should - of the link
between poverty and mental health and if you need
evidence please refer to the work of Crick Lund and
colleagues in this regard. In that respect – maybe
it has.

AS A COMMUNITY OF HEALTH
PROFESSIONALS, WE ARE UNIQUELY
PLACED IN THIS REGARD AS SUCH
AWARENESS IS BUILT INTO THE BIOPSYCHO-SOCIAL APPROACH TO OUR
DISCIPLINE… AS IS ADVOCACY FOR
THOSE WHO CANNOT ADVOCATE FOR
THEMSELVES. FINALLY, ASIDE FROM
INDIVIDUAL POLITICS – AS A DISCIPLINE
WE ARE POLITICAL - AND IN THIS RESPECT
I REFER TO THE SOUTH AFRICAN SOCIETY
OF PSYCHIATRISTS (SASOP). AND SO I AM
MAKING THE CASE THAT THE ISSUE OF
SOCIAL AND ECONOMIC INEQUALITY
IS ONE FOR EACH OF US AS PRIVATE
CITIZENS, AS MEDICAL PRACTITIONERS,
AS MENTAL HEALTH PROFESSIONALS...
AND AS A SOCIETY OF PSYCHIATRISTS.
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ADDICTION
CARE D U R I N G
THE COVID-19
PANDEMIC
Michélle Bezuidenhout

T

he world is facing a challenge that is not only
testing our resilience but has changed the
way we view our reality. We are bombarded by
a constant news feed of statistics, death rates,
and updates on the progression of the countries’
efforts to maintain control over the pandemic daily.
For most individuals, this pandemic brings a level
of uncertainty and anxiety which is to be expected.
Panic buying of groceries and stock piling of
sanitiser has become the norm. Our daily lives and
routines have been disrupted, which seems surreal.
During the lockdown period people’s lives changed
drastically. Individuals were confined to their homes
and they were no longer able to go on nature hikes,
walk the dog, meet friends for dinners, attend family
gatherings, go to gym, have beauty appointments or
go on holidays. What would have been a mundane
experience of buying groceries has become a
production of masks, sanitiser and the majority of
shoppers trying to distance themselves socially. Post
lockdown, movement may be less restricted, but until
the COVID-19 virus has become manageable, there
may still be lingering anxiety within society.
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THE QUESTION IS WHAT
DOES ADDICTION CARE
LOOK LIKE - NOT ONLY
DURING LOCKDOWN BUT
AS ONGOING PATIENT
CARE DURING THE COVID-19
PANDEMIC? WHAT DOES
THIS LOOK LIKE WITHIN OUR
NEW REALITY?

Michélle Bezuidenhout

Individuals in the recovery stage of their addiction
may be faced with new challenges. Patients that
have recently left treatment centres have been thrust
into a new world reality and the need to integrate
and adapt to their environment has become more
of a challenge. Addiction modalities all vary, but
a common theme is that of connection and not
isolation. A lucky few are with friends or family, but
there are those individuals upon whom lockdown
has enforced a sense of isolation and a feeling of
powerlessness. The addiction fellowship advocates
for meetings (AA, NA, GA etc) and building
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connections with fellow addicts in recovery; now
these meetings are held on an online platform which
restricts those who do not have access to the internet.
Post lockdown, fellowship meetings may continue
but again within a new reality of social distancing
in meetings, perhaps incorporating masks and there
may be fewer individuals in attendance due to fear
of becoming infected with COVID-19.

IF YOU ADD COMORBIDITY TO THE
EQUATION, THE INDIVIDUAL IN RECOVERY
HAS A GREATER BATTLE. THE TRIGGERS
TO RELAPSE MAY BE AGGRAVATED BY
A GROWING INABILITY TO COPE WITH
THE LOCKDOWN MEASURES, LACK OF
ROUTINE AND THE INCREASE OF THEIR
ANXIETY AND/OR DEPRESSION.
Individuals with a comorbidity of depression or
anxiety may experience exacerbated symptoms
during the crisis. Natural levels of anxiety may be
elevated and being unable to see loved ones or
engage in activities that brought you joy such as
hiking, eating out, the beach etc. may contribute to
an increase in depressive symptoms.

TREATMENT METHODS MAY ALSO SEE
A DRAMATIC CHANGE DUE TO THE
COVID-19 PANDEMIC.
Online therapy has become a popular alternative
to face-to-face treatment but again, one could
question the level of true connection and feeling of
rapport between therapist and patient. Face-to face
contact may become limited or altered due to the
use of PPE by therapists, or the measures they need
to implement to ensure the minimisation of risk.

assists in the treatment of the patient. It is necessary
to question how the therapeutic relationship
may be altered when we are advised to keep our
social distance, to be mindful of PPE and to avoid
all unnecessary human interactions. Patients are
vulnerable as is and so we need to consider how
they may experience the new reality of therapy, and
how this may impact their pursuit of acceptance,
connection and a safe space to recover.

M O DA L I T I E S O F I N PAT I E N T A N D
OUTPATIENT TREATMENT MAY NEED
TO BE ADAPTED AND ALTERED TO
IMPLEMENT RELEVANT PROTOCOLS TO
MINIMISE RISK.
As mentioned previously, the face-to face
therapeutic frame may be affected in the individual
and the group sessions. In addition, in-patient
admissions are, to date, not allowing visitors from
family or friends as per the government regulations,
and as such patients have limited engagement with
loved ones and may be able to contact them only
telephonically or via a device. Out-patient programs
may differ in the level of their protocols and the
extent of therapeutic interventions.
Addiction care has changed. The world is facing a
new reality and learning a new way of engaging with
each other. The need for connection remains, and
our task is to find alternatives tthat simultaneously
are therapeutic, but also minimise risk.

OF COURSE, ANY FORM OF THERAPY IN
CONTAINMENT IS BENEFICIAL IN LIEU OF
NONE, HOWEVER THE THERAPEUTIC
SESSION MAY BE AFFECTED WHEN
CONSIDERING A SESSION WITH A
THERAPIST WEARING A MASK OR
SANITISING REPEATEDLY.

HISTORICALLY TREATMENT METHODS
HAVE EVOLVED AS WE LEARN MORE
AND AS THE WORLD HAS CHANGED.
THERE IS NOW AN OPPORTUNITY TO
ADAPT AND TO STILL PROVIDE A HIGH
QUALITY OF CARE WITHIN THIS NEW
REALITY. IT IS ACKNOWLEDGED THAT
THIS IS AN ADJUSTMENT FOR BOTH
THERAPIST AND PATIENT, HOWEVER, THIS
SHARED ADJUSTMENT COULD FOSTER
THE THERAPEUTIC RELATIONSHIP WHICH
IS THE FOUNDATION OF PSYCHOTHERAPY.

Therapists themselves have their own emotions
and the need to adapt to a new reality of societal
norms presents a challenge. Therapy is ultimately
a relationship, and the strength of this relationship

A common slogan of the fellowship life on life’s terms
is very relevant to this pandemic, and accepting this
would be the first step towards adjusting to our new
normal for both therapists and patients.

Michélle Bezuidenhout is a Counselling Psychologist and Clinical leader of Akeso Stepping Stones Correspondence:
michelle.b@akeso.co.za
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LOCK
DOWN
T H E G R E AT PA U S E
Brian Blem
“

Y

ou can’t go to work, you can’t go to school,
you can’t socialize, you can’t travel, you
can’t do sports activities, you can’t drink,
you can’t smoke, you can’t, you can’t, you
can’t!!!” This kind of refrain has become the new
reality across the entire planet, as the once active
and resourceful human race are told to do nothing
much at all, but “stay at home!”
And so we find ourselves in this strange time of
the great pause, a time of inactivity, frustration
and uncertainty, as we try to understand what it
means for each of us, our families, our plans, and
our lives going forward. Many of the freedoms we
took for granted have being drastically limited, as
governments across the globe become far more
directive and restrictive in terms of choice.

HOW ARE WE TO MANAGE OURSELVES
IN THIS UNPRECEDENTED TIME IN WORLD
HISTORY? THIS I BELIEVE WILL HAVE
IMPORTANT CONSEQUENCES FOR OUR
HEALTH AND THE HEALTH OF THOSE
AROUND US. WHAT WE THINK, AND
HOW WE THINK REALLY DOES MATTER,
ESPECIALLY IN TIMES LIKE THESE.
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It could be suggested that things
are probably going to get worse
before they get better. So how
resilient can we become for what
lies ahead?
I think belief becomes ever more
important when there are times of
hardship. Each one of us carries a
belief of how the world works, our
Brian Blem
personal worldview. Covid-19 is
challenging our worldviews, and we are all going
to have to revisit and recalibrate our worldviews in
order to better understand and position ourselves
through this time of testing.
Viktor Frankl, an Austrian psychiatrist found himself
caught up in a dark moment of human history
during the second world war. As a Jew, he was sent
to Auschwitz, a Nazi concentration camp, along
with members of his family, most of whom perished.
He survived and came to realise the importance of
our consciously chosen thoughts during times of
crisis. He discovered what he called the last of the
ultimate human freedoms, the freedom to chose
how he would react to the circumstances at hand.
He realised that ‘He who has a why to live can bear
almost any how.’

PERSPECTIVE

LOCK DOWN - THE GREAT PAUSE

We each need to know our why, why are you here,
which relates to the meaning of life, and your
greater purpose. These are all important existential
questions that you might never have taken time to
properly consider. Lock down – the great pause is
giving us all the opportunity to revisit our worldview
and consider whether our lives make sense to us
or not. If they do not, then this could be a good
time to do some deeper soul searching about the
meaning of it all.

I HAVE A FAVOURITE SCRIPTURE FROM THE
BIBLE WHERE JESUS SAYS, “WHAT DOES
IT PROFIT A PERSON TO GAIN THE WHOLE
WORLD, BUT TO LOSE THEIR OWN SOUL?”
MATTHEW 16:26. I THINK THAT IN THE
WESTERN WORLD, AND MORE RECENTLY
WITH GLOBALIZATION, WE HAVE AS A
HUMAN RACE BECOME JUST THAT, A
RACE TOWARDS HAVING THE WHOLE
WORLD, BUT AT THE REAL RISK OF LOSING
OUR OWN SOULS. COVID-19 MAY BE
THE BENEVOLENT HAND OF DISCIPLINE
TO CORRECT AND ENCOURAGE US TO
LOOK AGAIN AT OUR SOULS.
Soul work for me as a psychologist is to consciously
consider what I think, feel and want about issues in
life. It is the place of ultimate freedom, as Viktor Frankl
pointed out, within each human being, where we
can consider and choose what we believe. Belief

formation often takes place more automatically
and unconsciously than we realise. Our lives are
largely determined by the programming influences
of family, religion, education, economics and
politics, not to mention the media. These are
powerful systems that define our lives, over which
we experience limited control. But there does come
a time, and for many it might be now, where we can
and should take back responsibility for the way we
think, feel and want.

COVID-19 IS A FEAR-PROVOKING
PANDEMIC THAT HAS SEEN THE ENTIRE
PLANET GO INTO LOCK DOWN. WHY,
BECAUSE IT SPREADS ALARMINGLY
QUICKLY, AND THE MORTALITY RATE IS AT
A LEVEL THAT IS DISTURBINGLY HIGH.
Death is knocking on the door of life, a reality that we
generally find very uncomfortable and hard to deal
with. But perhaps it is also time for each one of us to
come to terms with the fact that we are going to die
one day. Having limited time on earth should help us
to think deeper and harder about the meaning of
life and what our why really is.
And so I encourage you to make the most of the
great pause. Go and sit alone for an hour, and after
settling yourself in the stillness and sounds of nature
that can once again be heard above the din of
human activity, ask yourself three very important
questions. “Who am I? What is important to me?
What do I want out of my life?” It is time for some
soul work.

Brain Blem is a counselling psychologist at Lighthouse Therapy Centre, 7 Mulberry Hill Office Park, Broadacres Drive,
Dainfern. His special interest is in Men’s Work, Marriage and couple counselling, and Career coaching. Correspondence:
brian@lighthousetherapy.co.za or www.lighthousetherapycentre.co.za
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Dear Doctor
We want to THANK YOU for the countless hours you are working in
order to flatten the curve. We appreciate all your efforts immensely.
Without you, this fight against the Coronavirus wouldn’t be possible.
Your courageous and enduring spirit to fight this pandemic and save
lives every day is acknowledged and appreciated
Stay safe.
Accord Healthcare (Pty) Ltd. Reg. No.: 2004/011257/07. Tel: +27 11 234 5701/2/3, Fax: +27 11 234 5700, Customer Care No.: +27 11 234 5950. Building 2, Tuscany
Office Park, 6 Coombe Place, Rivonia, 2128,Gauteng, SOUTH AFRICA. Postnet Suite 182, Private Bag X51, Rivonia, 2128. Email: medinfo@accordhealth.co.za
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COVID-19: IS THERE A

NEW NORMAL

FOR HEALTHCARE
PRACTITIONERS?
Merlita Kennedy

D

octors and other healthcare practitioners
need to be aware of regulations that apply
to them during the outbreak of Covid-19
and national lockdown - particularly the risk
of being held criminally liable for assault, attempted
murder or murder if they intentionally expose others
to Covid-19.

INCLUSION OF HEALTHCARE PRACTITIONERS
AND STAFF AS ESSENTIAL SERVICES
The Regulations to the Disaster Management Act
do not specify which healthcare practitioners would
be categorised as essential services, but simply
refer to: “Medical, Health (including Mental Health),
Laboratory and Medical Services and the National
Institute for Communicable Diseases”.

THIS DEFINITION IS BROAD ENOUGH
TO INCLUDE EVERYONE INVOLVED IN
OPERATING HOSPITALS AND MEDICAL
PRACTICES, FROM DOCTORS AND OTHER
MEDICAL PRACTITIONERS TO SUPPORT
STAFF. THERE IS NO SPECIFICATION
OR LIMITATION IN THE REGULATIONS
ON WHAT TREATMENT HEALTHCARE
PRACTITIONERS MAY PROVIDE TO THEIR
PATIENTS.

The Regulations do, however,
appear to limit what individuals
may seek medical attention for
during the lockdown: “emergency,
life-saving or chronic medical
attention”.
The answer for members of the
public asking: “Can I still go for my
annual check-up with my GP now?”
or “Should I take this time to see my
dentist for that cleaning?” is “Yes”.

Merlita Kennedy

CERTAIN PROVINCES HAVE PLACED
RESTRICTIONS ON ELECTIVE SURGERIES,
AND, OUT OF THEIR OWN VOLITION,
MEDICAL PRACTICES HAVE LIMITED
TREATMENTS THEIR DOCTORS AND OTHER
MEDICAL PRACTITIONERS MAY OFFER.
Some practices are open for individuals to come in
as usual, while other practices have decreased the
number of staff members and limit doctors visits to
emergency situations.

LIABILITY FOR ASSAULT OR MURDER
For healthcare professionals to be held criminally
liable for assault, attempted murder or murder if
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they intentionally expose others to Covid-19, it is
necessary to demonstrate intention.
In the recent case of NEHAWU v Minister of Health
and Others, an urgent application was brought by
the union on the basis that the Minister of Health
failed to take reasonable steps to minimise the risk
of Covid-19 infection to healthcare professionals
and support staff. The application was, however,
dismissed due to a lack of evidence.

THE COURT CONFIRMED THE PRINCIPLE
FROM THE CASE OF JOUBERT V BUSCOR
LIMITED THAT AN EMPLOYER CANNOT BE
HELD LIABLE FOR AN EMPLOYEE WHO
WAS INJURED ON DUTY IF THE EMPLOYER
TOOK REASONABLE CARE TO PREVENT
THE RISK OF ANY ILLNESS OR INJURIES AT
ITS WORKPLACE.
In the recent outbreak of Covid-19 at St Augustine’s
Hospital after 66 people were found to have
contracted the coronavirus, liability under the Act
would require evidence that the management
intentionally exposed its staff and did not take any
reasonable steps to prevent risk to its employees.

ST AUGUSTINE’S AND A NUMBER OF
OTHER HOSPITALS HAVE CLOSED THEIR
DOORS AFTER MEMBERS OF THEIR STAFF
CONTRACTED THE VIRUS. THIS IS A
PROACTIVE STEP IN PROTECTING THEIR
STAFF AND PATIENTS.
However, the steps taken prior to such closure and
whether they sought to prevent avoidable risks
may be considered, if these hospitals and their
management were to face charges.
A further possibility, outside the Regulations, is the
charge of culpable homicide, where a person
negligently causes the death of another. Unlike
the Regulations, culpable homicide contemplates
negligence, not intention.
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THERE HAS BEEN AN INCREASING TREND
TO CHARGE DOCTORS WITH CULPABLE
HOMICIDE, EVEN WHERE NO INQUESTS
HAVE BEEN HELD TO DETERMINE THAT
THE DOCTOR IN QUESTION DID IN FACT
CAUSE THAT PERSON’S DEATH.
It is imperative that all medical practitioners and
their practices take all possible precautionary
measures to avoid any potential charges based on
either intention or negligence.
Some healthcare practitioners and practices are
doing patient surveys and pre-screening before
patients enter their practices to decrease the risk of
spreading or contracting Covid-19. They may also
reduce the number of patients entering the practice
simultaneously and require both practitioners and
patients to follow social distancing guidelines and
stricter hygiene measures.

WHERE
PRACTITIONERS
MAY
BE
REQUIRED TO DEPART FROM THEIR
ESTABLISHED PROCEDURES, THEY SHOULD
DO SO RESPONSIBLY, REASONABLY,
ETHICALLY, AND IN THE BEST INTERESTS
OF THEIR PATIENTS.
AN EXAMPLE
WOULD BE THE HPCSA’S APPROVAL OF
TELEMEDICINE. HOWEVER, TELEMEDICINE
IS ONLY PERMISSIBLE WHEN THERE IS AN
ALREADY-ESTABLISHED
PRACTITIONERPATIENT RELATIONSHIP, EXCEPT FOR
TELEPSYCHOLOGY AND TELEPSYCHIATRY.
More stringent preventative measures, novel ways
of consulting with patients, and the practice of
what one could call “defensive medicine” make
it ‘business unusual’ for healthcare practitioners
during the Covid-19 pandemic.
Merlita Kennedy is a par tner at Webber Wentzel
Correspondence: merlita.kennedy@webberwentzel.com
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CA R E G I V E R S

MUST TAKE CARE OF THEIR OWN MENTAL
HEALTH DURING THE COVID-19 LOCKDOWN,

O R R I S K BU R N O U T.

HERE’S HOW…

by Livewell

S

outh Africans – and around a quarter of
the world’s population – are now weeks into
lockdown or “shelter at home” decrees, as the
novel coronavirus (COVID-19) continues to
make its devastating mark on the world. For carers
of people living with dementia, the lockdown means
being the primary (or sole) caregiver around the
clock – piling stressor on top of existing stressors, and
making burnout an ever more imminent threat.
Social distancing measures have begun to bolster
efforts to slow the infection rate (or #flattenthecurve),
but many people are struggling with other effects of
the lockdown, including isolation, depression, and
anxiety.

THIS IS A PRE-EXISTING PANDEMIC,
OF WHICH CARERS WERE ALREADY A
SIGNIFICANT PROPORTION OF THOSE
AFFECTED.
THE “SILENT KILLER”
The South African Depression and Anxiety Group
(SADAG) calls depression the silent killer and reports
that around 20% of South Africans will experience a
depressive disorder at least once in their lifetime,
and that women are twice as likely to suffer from
depression than men. Incidentally, women also
form the majority of caregivers.

THE LAST DEFENCE
Clinical psychologist, Louis Awerbuck, a speaker
at the Livewell Wellness Talks, says caregivers are
especially vulnerable because of the emotional
burden they shoulder, and that they are keenly
aware that there are very few aspects of human
behaviour that we can control.
“We try our best to soften the anxiety of others, knowing
very well that we do not have any answers or the
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ability to provide certainties in others’ lives. More than
often, we are the last barrier between life’s random
onslaughts and a patients’ inability to adequately
cope with the anxiety caused by these onslaughts.”

WATCH FOR THE SIGNS
Awerbuck says there are often early signs of burnout
apparent in the way you deal with those in your
care. “If you are mentally fatigued, chances are that
your own anticipatory anxiety is filtering into your
caregiving.”
Four indicators that your mental reserves are running
in the red:
1.

Struggling to maintain concentration while
working;

2.

Getting irritated with patients;

3.

Secretly wishing that the day would pass as
quickly as possible;

4.

And not being able to remain in the moment
with patients.

Caregivers, he adds, “have to guard against
psychological burnout, and we have to monitor
ourselves. Nobody else will do it for us.”

WALK THE TALK
Awerbuck points out that caregivers, already
know some of the ways of managing stress and
anxiety of patients or loved ones, but the difficulty is
implementing it for oneself.

THE TRIED AND TESTED
MANAGING STRESS:
1.
2.
3.
4.

BASICS

OF

Sticking to a routine;
Staying physically active;
Maintaining regular sleeping patterns; and
Focusing on areas that we can control and
what is needed to be done.

PERSPECTIVE

CHANGE YOUR LANGUAGE

wellness topics. You can keep abreast on upcoming
topics here:
https://www.youtube.com/channel/
UCsVVPiRK8Cz4HWueJQLjYQA

The idea of looking for silver linings is well
established but can seem impossible in the face of
such adversity.

Whatever steps you take, give yourself permission
to focus on yourself. This is the mental health
equivalent of ‘securing your own oxygen mask first’ or
acknowledging that you cannot pour from an empty
cup.

ONE APPROACH IS TO ACTIVELY CHANGE
THE NARRATIVE: INSTEAD OF SAYING ‘I’M
STUCK INSIDE’, TRY ‘I AM SAFE INSIDE’.

To keep up to date on Livewell’s free wellness talks
and support groups visit www.livewell.care

Awerbuck says “Being stuck in lockdown due to the
coronavirus definitely holds a myriad of disadvantages,
but the situation also provides
opportunities”, such as:
•

opportunity for families to
communicate;

•

extra time to personally
indulge in activities you
previously never had time
for;

•

and most importantly,
to seriously reconsider
the way we manage
ourselves and the planet.

ASK FOR HELP
Finally, reach out, early and
often.
“Caregivers often feel understood
by other caregivers,” he says,
“so I suggest staying in regular
contact with other carers.”
• If you are a family member
or spouse of a dementia
patient, there are support
groups to help you connect
with others. Livewell runs a
free dementia Facebook
support
group
where
like-minded people can
connect
with
Livewell
experts and other families
experiencing the same
struggles. You can join
the
Livewell
support
group here: https://www.
fa c ebo o k. co m / g rou p s/
livewellvillages/.

VENLAFAXINE HCI

• For resources and help
relating to depression and
anxiety, visit www.sadag.org.
Finally, with lockdown in
place, many therapists and
counsellors have taken to
providing
online
sessions
through tools like Skype,
Zoom or YouTube. Livewell
is hosting free Wellness Talks
on a variety of health &
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SADAG’S

ONLINE SURVEY

FINDINGS ON COVID-19

AND MENTAL HEALTH
The content for this article comes from a SADAG press release - 21 APRIL 2020

T

he South African Depression and Anxiety
Group (SADAG) has been receiving more
calls since the start of lockdown from people
feeling anxious, lonely, worried and depressed.
Many callers are stressed about a combination of
issues including the spread of COVID-19, finances,
relationship problems, job security, grief, gender
based violence and trauma.

home life, their mental health before and during
lockdown, how they accessed information and what
coping tips helped them to manage their mental
health during the lockdown.

“COVID-19 and the lockdown has affected many
South Africans, and it has had a serious impact
on people living with a mental health issue often
making their symptoms more heightened.

SADAG’S HELPLINES RECEIVE CALLS
FROM PEOPLE ACROSS THE COUNTRY FROM ALL RACES, GENDER, AGE, SOCIOECONOMIC BACKGROUNDS – WHICH
AGAIN HIGHLIGHTS THAT MENTAL ILLNESS
DOES NOT DISCRIMINATE.

SADAG HAS BEEN RECEIVING CALLS
FROM PEOPLE WITH NO HISTORY OF
ANXIETY OR DEPRESSION WHO ARE
FEELING OVERWHELMED, ANXIOUS AND
STRESSED”, SAYS SADAG’S OPERATIONS
DIRECTOR CASSEY CHAMBERS.
SADAG conducted an online survey on Mental
Health during the COVID-19 lockdown via various
online platforms including their website, newsletter
members, Facebook and Twitter.
Within 10 days there were over 1200 participants
(total 1214 respondents) who completed the short
7-minute survey asking participants about their

While a massive 92% of the respondents supported
the lockdown – 65% of the people who completed
the survey felt stressed or very stressed during it.

In the survey, females were the majority of
respondents – 85% versus males with only 15%. 48%
of respondents were between the ages of 26 – 45
years old. The majority of respondents were from
Gauteng which accounted for 60%, while 17% were
from the Western Cape.
The research showed that 62% of respondents are
currently employed, while 38% were not employed
at the time of the survey. Approximately two-thirds
of the respondents (62%) were currently employed,
while a third (38%) were unemployed at the time of
the survey.
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A total of 59% of respondents said they were
diagnosed with a Mental Health issue prior to
lockdown.

DEPRESSION WAS THE MOST COMMON
MENTAL HEALTH DIAGNOSIS AT 46%,
ANXIETY WAS REPORTED AS THE SECOND
MOST COMMON DIAGNOSIS AT 30%,
AND THEN BIPOLAR DISORDER AT 12%.
“These conditions could certainly be exacerbated
by the lockdown,” says SADAG Board Chairperson,
Psychiatrist and Psychologist, Dr Frans Korb.
“Particularly if the individual lives alone or in a
dysfunctional home situation.” As 16% of the
respondents live along, this may be especially
problematic for them.

OF CONCERN, IS THAT 16% OF
RESPONDENTS LIVE ALONE – AND
THE LONELINESS AND ISOLATION IS A
RECURRING THEME FROM THE HUNDREDS
OF CALLERS WHO CONTACT SADAG’S
HELPLINES EVERY DAY. LONELINESS COULD
HAVE MENTAL HEALTH IMPLICATIONS.
“For many people, this is a worrying amount of alone
time when they are forced to face themselves, their
fears and anxieties alone,” says Dr Frans Korb.
The main challenges experienced during lockdown
included:
•

55% Anxiety and Panic

•

46% Financial stress and pressure

•

40% Depression

•

30% Poor family relations

•

12% Feelings of suicide

•

6% Substance abuse

WHILE 47% OF RESPONDENTS LIVED WITH
THREE TO FIVE PEOPLE IN A HOUSEHOLD,
ANOTHER RISK IS THAT IT ALSO PUTS FAMILY
MEMBERS (OR HOUSEHOLD MEMBERS)
IN A DIFFICULT POSITION SHOULD ONE
BE ILL – PHYSICALLY OR MENTALLY – AS IT
WOULD IMPACT THE ENTIRE HOUSEHOLD
AND THE RISK FOR SPREADING THE VIRUS
WITHIN A HOUSEHOLD ARE HIGH.
SADAG has been encouraging callers, members
and the general public to use reliable sources of
information on COVID-19 to help alleviate the fear,
misinformation and fake news that can create anxiety
and stress. Respondents accessed information
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regarding COVID-19 during lockdown through
various platforms including: press and media (72%),
televised Government speeches (71%), social media
(60%), friends and family (41%) and the Government
Whatsapp group (17%).
The main sources of coping skills and resources
was led by SADAG social media and website (49%),
followed by news websites (27%) and international
organisation websites like CDC and WHO (26%).
Respondents shared the top 5 activities that helped
them feel better during lockdown which included:
•

Getting some exercise (50%)

•

Chatting to someone (50%)

•

Watching a film/TV show (not the news) 		
(48%)

•

Doing housework or a home project (44%)

•

Sharing a meal with family members (35%)

“WHILE THE SURVEY SAMPLE SIZE IS
STATISTICALLY USEFUL, IS NOT SUFFICIENTLY
LARGE TO ALLOW FOR TRUE NATIONAL
OR PROVINCIAL REPRESENTATION.
HOWEVER, THIS SET OF FINDINGS DOES
ACCURATELY REPRESENT THE VIEWS OF
THOSE CONTAINED WITHIN THE SAMPLE
OF VALID SURVEY RESPONSES (N=1214),”
SAYS SENIOR RESEARCH ASSOCIATE, DR
BRONWYN DWORZANOWSKI-VENTER.
Support during lockdown is vital – whether you have
a pre-existing mental health issue or not. “The survey
has given SADAG insight into the challenges that
so many people are facing throughout the country,
and SADAG will continue to provide various online
resources and support, self-help tips and coping
skills addressing some of the issues highlighted in
the survey,” says Cassey Chambers.
SADAG is providing these kind of support services
during this difficult time:
•

Online toolkit on www.sadag.org providing
articles, coping tips, podcasts, online videos, etc.

•

Sms 31393 and a counsellor will call back
(available 24 hours a day)

•

Helplines providing free telephonic counselling
on 0800 21 22 23, 0800 70 80 90, 0800 456 789 (24
hours a day), 0800 12 13 14 (24 hours) and the
Suicide Crisis Helpline 0800 567 567 (24 hours)

•

Whatsapp chat (076 88 22 77 5) with a counsellor
7 days a week, 9am – 4pm

•

Daily expert online Q&A on SADAGs Facebook
page “The South African Depression and Anxiety
Group”
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Depression can
make keeping
on top of daily
tasks a struggle

Brintellix can help with her mood,
concentration and fatigue, so she is able
to organise her day again

10 mg once daily

Lundbeck South Africa (Pty) Ltd. Unit 9, Blueberry Ofﬁce Park, Apple Street, Randpark Ridge Extension 114 Tel: +27 11 699 1600 S5 Brintellix 10 mg ﬁlm-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

OPINION

Instruc�ons need to be communicated in a clear, concise,
respec�ul and pa�ent way.

LESSONS FROM BEFORE
AND AFTER COVID-19:
WHY HEALTHCARE
It may also be helpful for informa�on to be
displayed in pictures, or wri en down.

Engage their families and other support networks in providing informa�on
and helping them prac�ce preven�on measures
(e.g. handwashing etc.).

SHOULD NEVER

Tell your pa ents that

THEY ARE
NOT ALONE!

BE THE SAME

1.h ps://www.who.int/docs/default-source/coronaviruse/mental-health-considera ons.pdf

Lundbeck (Pty) Ltd.
Unit 9 Blueberry Oﬃce Park,
Apple Street, Randpark Ridge X114,
2196, South Africa.
Tel: +27 11 699 1600
Fax: +27 86 548 7887
www.lundbeck.com

“

D

Lisa Selwood

isease X” was a term coined during
a World Health Organisation (WHO)
meeting held in 2018. It refers to a
hypothetical entity that would cause a
devastating pandemic with disastrous effects for
humanity. At this meeting, and in light of “Disease
X”, the WHO pledged resources to design a
Research and Development Blueprint that would
include a ‘preparedness plan’ allowing for the rapid
activation of response activities at the onset of an
epidemic.

work longer hours, in poorly resourced settings.
Psychiatrists, psychologists and other HCPs who
work in the mental health care field are not exempt.
Although protective measures such as telephonic
or virtual consultations could be trialled, there are
still original scripts which patients need, there are
still patients who need to be hospitalized, there
are still patients who need to receive ECT. Many
existing patients may relinquish professional help,
be suspect of online solutions, and fearful of direct
interaction.

THIS TASK TEAM, AT THE TIME, DID NOT
INCLUDE MENTAL HEALTH WORKERS. THIS
WAS A CONCERNING EXCLUSION AS
DURING A PANDEMIC, THERE WILL BE VERY
FEW PEOPLE WHO DO NOT EXPERIENCE
AN EMOTIONAL AND DELETERIOUS
REACTION OF SOME KIND TO A POSSIBLY
DEADLY INFECTIOUS OUTBREAK.

PANDEMICS BRING AN INCREASE IN
SYMPTOMS SUCH AS DEPRESSION,
ANXIETY AND PANIC, ALL OF WHICH ARE
NORMAL RESPONSES TO A STRESSFUL
SITUATION. PATIENTS WITH ALREADY
EXISTING PSYCHIATRIC DIAGNOSES MAY
EXPERIENCE A WORSENING OF THEIR
SYMPTOMS DURING THIS TIME, THEY MAY
RESORT TO USING SUBSTANCES, THEY
MAY RELAPSE AND THEY MAY ENGAGE
IN RECKLESS BEHAVIOUR.

Added to that, Health Care Professionals (HCPs)
are at an increased risk; as an ‘essential service’
they are still working, with exposure to patients,
while the rest of the country is in isolation. They
have a higher chance of being exposed to and
contracting the virus. At the same time, they
are worried about bringing the virus home to
their families and loved ones. They may have to

Furthermore, this is only during the pandemic itself.
Post-crisis, there are profound psychological effects,
including Post Traumatic Stress Disorder (PTSD),
depression and anxiety.

CLICK HERE FOR A SPECIAL MESSAGE FROM LUNDBECK
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“IS TIRELESSLY DEDICATED TO
RESTORING BRAIN HEALTH, SO
EVERY PERSON CAN BE THEIR BEST ”
ASK YOUR
PATIENTS TO

STAY
HOME

AS MUCH AS THEY CAN
It’s important to acknowledge that staying home —
especially for long periods of me and during an unprecedented
public health crisis — can have an emo onal toll.1
Social distancing can quickly lead to feelings of loneliness.

THERE’S A BIG LINK BETWEEN
LONELINESS AND DEPRESSION
SOCIAL ISOLATION AND LONELINESS
CAN LEAD TO OTHER HEALTH CONCERNS1

Experts found that social isola on can have a profound eﬀect on mental health
and, in the long run, can increase the risk of premature death. More isolated people
may suﬀer from addi onal chronic disorders.2

WAYS TO FIGHT LONELINESS
FROM SOCIAL ISOLATION 1

Added to the burden mentioned above, the crisis
situation includes risks and many unknown variables.
How long will this isolation continue for? Will I earn an
income whilst I am isolated? Will there be enough
food for me and my family to eat?
What if something happens to a loved one, and I
can’t get there? The ‘what ifs’ are abundant.There is a
public demand for information and, unfortunately, in
today’s digital world, this includes Google, Facebook
and WhatsApp groups, where there is a mass sharing
of information which is often a half-truth, a rumour
or fake news. Hence the cycle continues leading to
increased anxiety and panic.

HOWEVER, PANDEMICS ARE NOT NEW.
THIS IS NOT THE FIRST TIME THE WORLD
HAS EXPERIENCED A PANDEMIC. IF
WE TAKE A STEP BACK, AND LOOK
AT SOME OF THE PANDEMICS THAT
HAVE OCCURRED OVER THE LAST ONE
HUNDRED YEARS, WHAT LESSONS CAN
WE LEARN AND POSSIBLY APPLY TO THE
CURRENT COVID-19 PANDEMIC?
The 1918 Influenza pandemic (Also known as the
‘Spanish Flu’) was an H1N1 strain of influenza, with a
10 -20% mortality rate. There were long lasting effects
of the virus. For instance, babies born to women
who had been exposed to the virus experienced
increased physical ailments, lower levels of
educational attainment, lower socio-economic
status and lower income levels compared with the
other birth cohorts.
This pandemic peaked and waned within a ninemonth period, with an interesting observation noted
in the book referenced at the end of this article:

GET TO KNOW YOUR NEIGHBOURS

Maybe you can’t go to a public place, but you and your neighbours can chat outside from a
safe distance where it doesn’t feel quite so closed in.

USE PHONE AND VIDEO CALLS TO
RECONNECT WITH FRIENDS

A half an hour phone chat with a friend whose voice you haven’t heard in months or
years can go a long way to making you feel less isolated.
Tell your pa ents that

THEY ARE
NOT ALONE!

1.h ps://creakyjoints.org/living-with-arthri s/coronavirus-isola on-loneliness-chronic-illness-pa ents/ [Last accessed 07 April 2020]
2.h ps://www.theguardian.com/world/2020/mar/18/coronavirus-isola on-social-recession-physical-mental-health [Last accessed 07 April 2020]

Lundbeck (Pty) Ltd.
Unit 9 Blueberry Oﬃce Park,
Apple Street, Randpark Ridge X114,
2196, South Africa.
Tel: +27 11 699 1600
Fax: +27 86 548 7887
www.lundbeck.com

‘THIS IS HOW SOCIETIES DEAL WITH SUCH
RAPIDLY SPREADING PANDEMICS – AT
FIRST WITH GREAT INTEREST, HORROR
AND PANIC, AND THEN AS SOON AS THEY
START TO SUBSIDE, WITH DISPASSIONATE
DISINTEREST’.
Lesson 1: We need to monitor and support
women who are currently pregnant. We must
provide reassurance and follow up on childhood
developments and outcomes. Research will be a
valuable weapon in the future.
Lesson 2: History repeats itself. Let us not forget the
panic, anxiety and concern we are feeling now,
as well as the mental health symptoms we may
experience post COVID-19. If we are prepared and
calm in the face of a future outbreak, we can lessen
the panic within our communities and circles of
friends.
Human Immunodeficiency Virus (HIV) / Acquired
Immunodeficiency Syndrome (AIDS) is considered
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a slowly progressing pandemic, with a lifetime
prevalence in Sub-Saharan Africa of 25%. It is
estimated that patients with HIV/AIDS have a lifetime
prevalence of depression caused by many factors the associated stigma, the shame that comes with
the diagnosis and uncertainty about the future.

THESE PATIENTS MAY ALREADY BE
EXPERIENCING COGNITIVE IMPAIRMENT
FROM THE ANTIRETROVIRALS (ARVs) THEY
ARE TAKING, OR FROM THE ILLNESS ITSELF.
IT WOULD NOT BE UNREASONABLE TO
EXPECT THAT THE COVID-19 PANDEMIC
WILL HAVE A SIMILAR LIFETIME MENTAL
HEALTH EFFECT ON PATIENTS.
Lesson 3: HIV/AIDS is a pandemic, occurring within
a pandemic. This group of patients are already
immunocompromised and at a higher risk for
contracting the virus, as are many other vulnerable
groups. Extra education and support need to be
provided where possible.

OTHER NOTABLE PANDEMICS INCLUDE
THE SWINE FLU/H1N1 PANDEMIC IN 2009
(SIMILAR TO THE ‘SPANISH FLU’ PANDEMIC
IN 1918) BUT THE CONSEQUENCES WERE
FAR LESS DEVASTATING, WITH FEWER
DEATHS THAN REGULAR INFLUENZA
CAUSES ON A YEARLY BASIS.
However, there was a positive spin-off from this
outbreak as it was one of the first outbreaks
where policy reports included mental health and
recognized the need for it to be included as an
aspect of preparedness.

“IS TIRELESSLY DEDICATED TO
RESTORING BRAIN HEALTH, SO
EVERY PERSON CAN BE THEIR BEST ”

CORONA IN

THE BALANCE
OF PSYCHIATRY
Prolonged quaran ne or social isola on
(WITHOUT COMPENSATORY METHODS IN PLACE)
may exacerbate anxiety, depression and cause
a sense of helplessness.1

HERE ARE SOME TIPS

to share with your pa ents to help reduce the psychological impact of the virus2

ACCEPT NEGATIVE EMOTIONS

By allowing nega ve emo ons to come and go, and focusing on how to spend this me to
s ll engage in meaningful and joyful ac vi es,
we will get through this.
Instead of ﬁgh ng our emo ons, we can invest our energy in crea ng
the best possible life, given the circumstances.

CREATE NEW ROUTINES

It’s good for adults and crucial for children to s ck to regular wake-up,
grooming and meal mes.
Where and how everyone works and plays at home should also be planned,
while understanding that we all need to be ﬂexible and adapt as needed.²

The Zika virus (2015 – 2016) initially had a mild
course, but it was later found to cause Guillain-Barre
syndrome, and severe microcephalia in unborn
children of infected mothers.
The Zika outbreak showed how rapidly a virus can
spread globally, in this case from Micronesia, across
the Pacific to Brazil where it continued to spread. It is
still a public health concern, as there is no vaccine,
and it has continued to spread to South and Central
America, the Caribbean and several states within
the USA.

WHAT WAS NOTEWORTHY ABOUT THE
ZIKA OUTBREAK WAS HOW PROMINENTLY
IT APPEARED IN SOCIAL MEDIA. IN
THIS INSTANCE, SOCIAL MEDIA WAS
UTILIZED POSITIVELY TO DISSEMINATE
INFORMATION, TO EDUCATE AND TO
COMMUNICATE ANY SPECIFIC CONCERNS
RAISED BY THE PUBLIC.
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YOUR MESSAGE TO YOUR PATIENT:

Keep in mind that experiencing stress and nega ve
emo ons can have posi ve consequences.

Studies show that people who go through very diﬃcult life experiences can emerge
from them with a stronger sense of psychological resilience, rekindled rela onships
and a renewed apprecia on of life.2
Tell your pa ents that

THEY ARE
NOT ALONE!

1.h ps://europost.eu/en/a/view/experts-warn-about-the-psychological-impact-of-quaran ne-27618 [Last accessed 08 April 2020]
2.h ps://www.washingtonpost.com/lifestyle/wellness/anxiety-coronavirus-mental-wellness- ps/2020/03/16/f187faf2-67b811ea-9923-57073adce27c_story.html [Last accessed 08 April 2020]
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Lesson 4: Social media can be an incredibly
positive and useful tool when the right
messages are communicated. Figures who
are in control such as Departments of Health,
Governments, Prime Ministers and so on, need
to respond to peoples’ fears with support,
reassurance and, most importantly, accurate
and timely information. Official and credible
news sources should be identified and
recommended to a panicked populace.

PANDEMICS DISRUPT OUR SENSE
OF REALITY, ROUTINE AND ORDER.
THEY INDUCE ANXIETY; THE ILL
ARE UNCERTAIN ABOUT THEIR
SURVIVAL AND RECOVERY; THE
HEALTHY ARE WORRIED THEY
MAY GET SICK AND THEY ARE
WORRIED ABOUT THEIR LOVED
ONES WHO ARE ILL. PANDEMICS
CAUSE UNCOMFORTABLE FEELINGS
OF HELPLESSNESS AND LOSS OF
CONTROL.

Lundbeck

“IS TIRELESSLY DEDICATED TO
RESTORING BRAIN HEALTH, SO
EVERY PERSON CAN BE THEIR BEST ”
CORONAVIRUS

Mental Health and Psychosocial
considera ons for

OLDER ADULTS
& PEOPLE

WITH UNDERLYING
HEALTH CONDITIONS1
OLDER ADULTS, especially in isola on and those with cogni ve decline or
demen a, may become more anxious, angry, stressed, agitated, and
withdrawn during the outbreak or while in quaran ne.

Provide prac�cal and
emo�onal support during
the coronavirus pandemic
to ensure they feel
and stay safe.

During this time, it is imperative that the people
on the forefront, the Health Care Professionals
look after their own health, both physical and
mental.

TRY TO DISSEMINATE ACCURATE
INFORMATION INCLUDING WEBSITES
WHICH LEAD TO THE WHO, THE
N AT I O N A L I N S T I T U T E F O R
COMMUNICABLE DISEASES (NICD)
OR OTHER RELEVANT BODIES.

Share simple facts about what is going on and give clear informa�on
about how to reduce risk of infec�on in words older people with/without cogni�ve
impairment can understand.

Finally, ensure you have and maintain a
support system. Let’s try and implement past
lessons learnt, and actively learn from the
current pandemic. We will be the ones people
turn to for advice and reassurance when
another pandemic hits in the future.

Repeat the informa�on whenever necessary.

Insights, ideas and quotations come from
the following:

Instruc�ons need to be communicated in a clear, concise,
respec�ul and pa�ent way.

Huremoviç D, Duan C, Linder H, St. Victor G,
Ahmed S. Psychiatry of Pandemics – A Mental
Health Response to Infection Outbreak.
Switzerland: Springer Nature, 2019

It may also be helpful for informa�on to be
displayed in pictures, or wri en down.

Lisa Selwood is the Medical Affairs Manager
at Lundbeck, South Africa. Correspondence:
LIEW@lundbeck.com
To access additional articles, videos, congress highlights
and other educational resources, please visit the
Lundbeck South African Progress in Mind Resource
Centre at www.progressinmind.co.za

Engage their families and other support networks in providing informa�on
and helping them prac�ce preven�on measures
(e.g. handwashing etc.).
Tell your pa ents that

THEY ARE
NOT ALONE!

1.h ps://www.who.int/docs/default-source/coronaviruse/mental-health-considera ons.pdf
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(e.g. handwashing etc.).
ANNOUNCEMENT

Tell your pa ents that

THEY ARE
NOT ALONE!

LYNDA LAWRENSON

LEAVES LUNDBECK

1.h ps://www.who.int/docs/default-source/coronaviruse/mental-health-considera ons.pdf

Lundbeck (Pty) Ltd.
Unit 9 Blueberry Oﬃce Park,
Apple Street, Randpark Ridge X114,
2196, South Africa.
Tel: +27 11 699 1600
Fax: +27 86 548 7887
www.lundbeck.com

I

t is with a heavy heart that I announce the
leaving of Lynda Lawrenson, Head of Commercial
Operations of Lundbeck South Africa.

Lynda joined Lundbeck as a Medical Representative
33 years ago. She was promoted to Product Manager
a few years later where she was responsible for the
Clopixol and Fluanxol brands. Lynda has spent most
of her working career in Marketing and during this
time was instrumental in the successful launches of
Cipramil, Cipralex, Ebixa and Azilect.

Wendy Cupido
WE WISH LYNDA WELL IN THE NEXT
CHAPTER OF HER LIFE AND I AM CERTAIN
THAT SHE WILL MAKE A DIFFERENCE AND
CONTINUE TO HAVE A POSITIVE IMPACT
ON EVERYONE SHE ENCOUNTERS.
Wendy Cupido is the Country Manager for Lundbeck South
Africa

Lynda became Head of Marketing in 2010 and
led the marketing department during the launch
of Brintellix. She expanded into the role of Head of
Sales and Marketing in 2015 and successfully led
this team during the early and critical launch years
of Brintellix. She then became Head of Commercial
Operations in 2019 and became the backbone of
the Sales Team.
Lynda has led all these teams with distinction,
commitment and passion and for these reasons
will be missed by the entire South African Psychiatry
community.
Lynda has also built long lasting relationships with
doctors and her classy and graceful demeanor has
always left a lasting impression.
The Lundbeck Team with Lynda Lawrenson far right
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IF THIS WAS THE CIRCUS,

MENTAL HEALTH CARE
PROFESSIONALS
WOULD BE THE

JUGGLERS.
Shelley Hall

T

he COVID-19 social media discourse is rapidly
shifting from anxiety about contracting the virus,
to anger and fear about lockdown’s impact on
our economic survival.

AT THE START OF LOCKDOWN, THE
MAJORITY OF POSTS SUPPORTED
GOVERNMENTS’ INSTRUCTION TO
#STAYATHOME AND WE SAW REGULAR
RETWEETS OF THE MANY EMOTIVE PLEAS
FROM ESSENTIAL WORKERS ON THE
FRONTLINES.
In fact, there was public condemnation of what was
then deemed far right, conspiracy theorist, doom
and gloomers filling up news feeds.
Weeks in, with the dawning realization that livelihoods
are the next casualty of the coronavirus, people
facing certain poverty - as opposed to uncertain
risk of infection - are fast changing their tunes. In
fact today, my first scan of social media highlights
what appears to be a fundamental shift in public
opinion in many of the countries most impacted by
coronavirus and the subsequent lockdowns.
Posts from Spain seem to be warning others to
reject being disempowered and controlled by
governments through extended lockdowns. Here in
South Africa, a growing body of citizens are saying
they will not accept COVID-19 vaccinations and the
country that applauded Ramaphosa for his decisive
leadership, is now claiming that the government has
made bad decisions. Many shout that lockdown will
kill our country’s economy and bleed its people into
poverty and beyond.

THE REALITY IS THAT IT’S
NOW MORE THAN A WAR
ON THE VIRUS, IT’S ALSO A
WAR ON THE PSYCHE OF
CIVILIZATION AS WE KNOW
IT.
For us mental health care
Shelley Hall
professionals, we are left trying to
juggle a situation that impacts not
just our clients, but our own lives too. It’s never been
more important to be able to balance holding
psychological space for our clients, and ourselves,
than it is now - ensuring objective professionalism
at all times.
We know that to serve our clients well, we cannot
let our own beliefs bias us. We know that we should
guide our clients using ‘the best of the best’ scientific
knowledge and methods to support them during
the stresses of this global and personal uncertainty.
We must give our clients space to explore and
express their emotions, but, we also know we need
to take care of ourselves and our own emotions
properly if we are to be able to take care of clients
wellbeing too.
The challenge is that this situation is unprecedented
and the science is not very clear; in fact it seems
to be becoming ever more grey. Finger pointing
and vocalizations against larger research/ medical
organisations were already the order of the day for
conspiracy theorists pre the Covid-19 panic. Now,
the global pandemic has provided an unparalleled
platform for outrage, seeing the condemnation
become even louder.
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FOR MENTAL HEALTH PROFESSIONALS, IT
IS BECOMING HARDER TO GRACEFULLY
KEEP THOSE BALLS WE JUGGLE,
ON BEHALF OF OUR CLIENTS AND
OURSELVES, IN THE AIR. OUR OWN
LEARNT BEHAVIOURS ARE CHALLENGED
AND EVERY WEEK SEEMS TO BRING
SOMETHING NEW.
As a fellow juggler, I understand the responsibility
of my colleagues keenly; we are working to help
people facing a world in flux, achieve balance
and perspective. It’s not easy. However, alongside
this shift to an increasingly angry country, I have
also observed our capacity to stand together, to
learn and adapt. #Strongertogether is more than a
campaign, it is an irrefutable truth.
I am proud to be part of a community of mental
health care professionals who have pulled together
to support, learn and share during the global crisis.
As soon as it emerged that our country was facing
real virus transmission risks, our mental health
community stepped up to create platforms such as
#COVIDCARERs offering free counseling services to
frontline workers. Free or cost reduced webinars to
share juggling skills and co-develop solutions have
also become the order of the day.
I am proud of how we banded #together.
•

Together, we created groups and internally
offered one another support

•

Together we continue to learn ways of supporting
our clients digitally, and

•

Together we took on the medical aid providers
on behalf of our clients when they threatened
confidentiality and fair payment prices - even
though contracts are between client and
medical scheme. And, together, we won.

Many of us are sole breadwinners and have
experienced huge drops in income.

MANY OF US ARE ALSO TRYING TO
HOMESCHOOL OR LOOK AFTER SMALL
CHILDREN. BUT YET, HERE WE ARE,
CONTINUING TO JUGGLE AS BEST AS WE
CAN.

PHARMACOGENETICS
SOLUTIONS IN PSYCHIATRY

bonosi genomics, a division of Inqaba
Biotechnical Industries (Pty) Ltd,
offers several human molecular
genetic assays.

Cost-effective solution for
pharmacogenetics (PGx) testing using
the Agena MassARRAY system. The
assay provides simultaneous testing
of key pharmacogenetics variants and
copy number variation analysis.

Today I offer a standing ovation to all of you, my
colleagues, my peers and my heroes. Well done for
keeping those balls moving by learning, adapting,
sharing and most of all, focusing on hope….
together.
Shelley Hall is an experieced clinical psychologist in
private practice with an enduring interest in neuroscience.
She is a BWRT Practioner and has experience with Psycholegal cases. She has worked in general and psychiatric
government hospitals, and for large companies in the past
Correspondence: shelleykimhall@icloud.com & www.
linkedin.com/in/shelley-hall-zululandpsychologist

Inqaba Biotechnical Industries (Pty) Ltd.
PO Box 14356, Hatfield 0028
Pretoria, South Africa
Tel: +27 12 343 5829
E-mail: orders@bonosigenomics.co.za

www.inqababiotec.co.za
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TECHNICAL ENQUIRIES
Dr AB Abera
Technical Support Manager
aron.abera@inqababiotec.co.za
PATHOLOGY ENQUIRIES
Dr PM Durand
Consultant Molecular Pathologist
pierre.durand@wits.ac.za

IACAPAP UPDATE

MESSAGE FROM THE

I ACA PA P
P R E S I D E N T

Daniel Fung

D

ear Colleagues:

We reach out to you today in the midst of
the global COVID-19 pandemic. These are
unprecedented times, but not the first time in our
80-year history in which we face crises that seemed
unsurpassable at the time.
We are reaching out with three concrete items, and
a broader message relevant to the days we are
living through:
First, we have decided to postpone the World
Congress in Singapore this July, which we had been
so looking forward to. We are currently considering
future alternatives and will share our plans in
due course. But for now, we want to remind all of
our members about the extensive set of online
resources that we have available and that we
have been steadily building over the past decade.
Resources include the IACAPAP e-Textbook and its
many translations, our massive open online course
(IACAPAP MOOC Essentials Program), the IACAPAP
Monographs, and of course, the IACAPAP Bulletin. All
of these materials are completely free of charge and
we encourage you to make use of them and share
them with colleagues around the world.

Second, as an umbrella international
‘association of associations’, we
have done our best effort to collate
materials related to the COVID-19
pandemic in one place. To access
some of the materials that we have
found most relevant to the practice
of child and adolescent psychiatry
during these times, please click visit
our website. This is a living collection
Daniel Fung
of documents and resources,
and we certainly encourage you to contact us with
additions, which we will be glad to incorporate.

THIRD, IN AN EFFORT TO COMMUNICATE
ALL THAT WE ARE LEARNING ON A
DAILY BASIS DURING THESE TIMES,
WE ENCOURAGE YOU TO CONSIDER
SHARING YOUR OWN EXPERIENCES AS A
PRACTICING CHILD AND ADOLESCENT
PSYCHIATRIST OR ALLIED PROFESSIONAL.
We welcome submissions on any aspect pertaining
to our practice during the pandemic, and specifically
urge you to consider one of two different venues:
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OUR BULLETIN REACHES A BROAD
READERSHIP THROUGH FACEBOOK AND
SOCIAL MEDIA, AND IS AN APPROPRIATE
PLACE TO SHARE EXPERIENCES IN
YOUR CLINICAL PRACTICE, SUPPORT OF
FAMILIES, ADJUSTING TO TELEHEALTH,
DEALING WITH THE CRISIS IN AREAS THAT
MAY NOT HAVE SUFFICIENT PROTECTIVE
EQUIPMENT OR ABLE TO FULLY IMPLEMENT
SOCIAL DISTANCING – AMONG MANY
OTHERS.
To pitch an idea or submit to the Bulletin, please click
here.
Many of you are involved in scholarly and research
activities at this time. We encourage those of you
active in research to consider submitting to a
forthcoming special issue of our scholarly outlet,
Child and Adolescent Psychiatry and Mental Health,
an issue that will be entirely devoted to the practice
of child and adolescent psychiatry and allied
professions during the pandemic crisis. To pitch an
idea or submit to CAPMH, please click here.
Finally, we want to share some of our thoughts about
the extraordinary times we are living through. It is all
too common to say that ‘we are all in this together’.
At one level, this is true, in that COVID-19 has claimed
over 100,000 lives in the world by now, the virus
knows no borders, and the impact of the pandemic
continues to have a global toll. In that sense, we are
indeed united as one large human community, and
our fates are interconnected.

BUT AT ANOTHER LEVEL, IT IS NOT QUITE
ACCURATE TO SAY THAT WE ARE IN THIS
TOGETHER. SPECIFICALLY, THE VIRUS
HAS TAKEN A DISPROPORTIONATE TOLL
ON THE POOR, THE ELDERLY, AND ON
MINORITY
AND
DISENFRANCHISED
COMMUNITIES AROUND THE WORLD.
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SOCIAL DISTANCING IS NOT A HUMAN
RIGHT; IT IS VERY MUCH A PRIVILEGE. WE
SHOULD RECOGNIZE HOW PRIVILEGED
WE ARE IN BEING ABLE TO COMMUNICATE
THROUGH THIS ELECTRONIC MEANS.
TO BE ABLE TO HAVE EACH OTHER AS
A COMMUNITY. TO BE ABLE TO TAKE
PRECAUTIONS AGAINST THE VIRUS.
Regrettably, that is not true for countless families
around the globe. Many families around the globe
don’t have access to safe water or basic safety,
let alone to the Internet. Although the virus has
mercifully had a small direct impact on children and
those underage, it has shown no such mercies on
the families and extended community of caretakers
supporting children. Even if this is not a ‘childhood
pandemic’, it is very much a family and society
pandemic. It is clear that the reverberations of this
time will be enduring, and that our work will be more
needed than ever.
This pandemic should remind us of our commitment
to children and families and to underserved
communities all around the globe. It should also
serve as a powerful reminder of the fact that we are
not alone: we have each other. We hope that this
message and the many resources included in it may
provide not only solace and comfort but enhance
your practice through access to concrete clinical
tools. Ultimately, we want to support the efforts we
have all committed our professional lives to: to take
care of the children and families we are privileged
to serve.
We wish health to you, your family, your patients and
your communities.
In closing, dear friends, and paraphrasing William
Faulkner’s words, we shall prevail, not merely endure.
Sincerely yours,
Daniel Fung, President, and the IACAPAP EC
Committe
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WINE

IN THE TIME OF COVID-19

P

robably reflecting prevailing middle-class
views, the tone of local wine writing at the
announcement of the Covid-19 lockdown
was whimsical, rather like excited-if-anxious
anticipation of a hastily arranged family camping
expedition.
Columnist Tim James, who lives alone (like 34
million people in the USA and 60% of Stockholm
households, apparently), took delight that Covid-19
made it ‘acceptable to drink (a little bit of wine)
alone’. He took issue with the celebrated New York
Times wine writer, Eric Asimov, who posits that ‘wine
is for sharing’, that drinking alone ‘may not be ideal’
but ‘it’s not a crime’, and that ‘the standard 750ml
bottle reinforces the idea that drinking is not a solo
activity’. (One wonders if Asimov may be FB friends
with Mrs Zuma, Gen Cele and Mr Patel…)

IN THE SAME VEIN, CHRISTIAN EEDES
(EDITOR OF THE ONLINE WINEMAG.
CO.ZA) PENNED A PIECE ABOUT WINE
‘MAKING CORONAVIRUS SLIGHTLY LESS
INTOLERABLE’. HE LAMENTED EARLY ON
THAT HIS COLLECTION WAS ‘GETTING
DEPLETED’…
That things were a little more serious became
apparent when the initial lockdown regulations
suddenly prohibited agricultural activity, a death
knell to the industry when grapes still hung on vines,
and most wines of the 2020 crush were only half
made. Representations were quick and thorough,
and sense prevailed, the farmers being allowed to
conclude the harvest, mercifully.

But they weren’t able to sell their
wares, as alcohol sales were
banned. The rationale for this,
apparently, was that intoxication
reduces
disciplined
social
distancing, that impaired liver
function is a risk in Covid-19, and
that health care resources usually
consumed
by
alcohol-related
trauma were needed for Covid-19.
The result has included the
David Swingler
depletion of wine drinkers’ cellars,
the rise of pineapple beer bootlegging, and the
imminent demise of many small wine producers.
(Not forgetting Min Cele’s rosy crime statistics.)

Worse was to come. In early April a truck ferrying wine
to harbour for export was hijacked. (Rumour is that it
was an ‘inside job’.) The government responded, not
by applying measures to secure citizens and their
goods, or by requiring producers to provide their own
security, but by summarily banning wine exports.

EXPORTS ARE THE LIFE BLOOD OF THE
INDUSTRY. THEY ALLOW YOU TO SIP ON
YOUR SAUVIGNON BLANC AROUND R100
A BOTTLE WHEN IT WOULD OTHERWISE
COST MUCH MORE.
Wine is South Africa’s second biggest agricultural
crop export after citrus, generating 4.3% of GDP and
employing 290 000 people. Exports garner R9-billion
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in foreign currency and yield R5.7bn in taxes. And
once you vacate a space on a foreign shelf, many
other bottles take your place. Van Loveren CEO
Phillip Retief estimated producer losses of over R200million weekly – approaching R1-bn when ports were
reopened on May Day.

Developing some way to include a portion of wine
in the take-away basket could reap rewards. Online
auctions are looking up. With air-travel moribund,
winelands tourists and traditional marketing
channels are gone; reaching new customers and
engage them will require much innovation.

BY COPY DEADLINE – LEVEL 4 WITH A
CURFEW – LOCAL WINE WRITING HAD
GONE FROM THE WHIMSY OF DRINKING
ALONE TO NIHILISM AND NIETZSCHE.
winemag.co.za‘s Eedes (who has an Honours in
Philosophy) draws heavily on the German thinker in
a piece ‘Beyond Coronavirus Nihilism’.“What doesn’t
kill you makes you stronger,” and “Whoever fights
monsters should see to it that in the process he does
not become a monster,” are two quotes that set up
the predictions of Rico Basson, MD of producer body
Vinpro. ‘The industry will run into a cashflow drought
in June, July and August… The smaller wineries, the
premium, interesting ones – we risk losing a lot of
them. The numbers are severe. Without assistance
we could lose 60 to 80 wineries, which will be a
catastrophe.’

What awaits those producers that do survive? The
new retail will be online, with delivery. (Delivery looks
like a good business, across the board.) Drinking at
home – a trend around the wine-drinking world – is
the new normal.

RESTAURANTS WILL BE SLOW TO REOPEN
AND TO REACH PROFITABLE CAPACITY
– THE FEW THAT DO WAITING FOR ONCONSUMPTION WINE SALES WILL BE AKIN
TO WAITING FOR GODOT.

Eedes draws on South Africa’s political transformation
in search of light: ‘The ability to pivot, to embrace the
new and to join forces is innate – we’ve done it before
and can do it again.’ He closes by wryly observing ‘a
comfort of sorts that financial institutions are unlikely
to foreclose on farmers … because vineyards are
more valuable with said farmers to tend them than
without – lifestyle estate developments will be on
hold for the meantime, you would think.’

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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ANTIPSYCHOTIC
OF

CHOICE!

Dr. Reddy’s

1

HELPLINE
0800 21 22 23 www.sadag.co.za

Dr. Reddy’s

1. IQVIA, TPM data, Nov Mat 2019; Impact RX, Mat. November 2019.
S5 Dopaquel 25/100/200/300. Each tablet contains quetiapine fumarate equivalent to quetiapine 25 mg/100 mg/200 mg/300 mg. Reg
No’s 43/2.6.5/0429;0430;0431;0432. Dr. Reddy’s Laboratories (Pty) Ltd. Reg no. 2002/014163/07. 204 Rivonia Road, Block B, Morningside,
Sandton. 2057. www.drreddys.co.za.
ZA/01/2020-22/Dopaquel/003
For full prescribing information refer to the package insert approved by the medicines regulatory authority.
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ANNOUNCEMENT

SCHIZOPHRENIA WEBINAR

JOIN US AT 10AM TUESDAY 26 MAY 2020

I

n acknowledgement of World Schizophrenia Day,
Medical Chronicle will be hosting a free CPDaccredited webinar on this topic. Join Prof Bonga
Chiliza, president of the South African Society of
Psychiatrists, who will present on this condition and
give us an update on the biology and new trends.
Bonga Chiliza is an Associate Professor/Chief
Specialist and Head of the Department of Psychiatry
at the University of KwaZulu-Natal. He completed
his medical degree and psychiatry specialisation
at the University of KwaZulu-Natal and his PhD at
Stellenbosch University. His research interests include
schizophrenia, consultation-liaison psychiatry, health
services and medical education.

He is the president of the South African Society of
Psychiatrists, as well as the deputy editor of the South
African Journal of Psychiatry. Prof Chiliza has received
several awards including the Hamilton Naki Clinical
Research Fellowship and the South African Health
Excellence Award. He has authored over 60 peer
reviewed articles and book chapters. He has also
served on a number of NGO Boards, including the
SA YMCA and Life Choices. He is one of the Founding
Directors of Harambee Medical Consulting and the
Africa Global Mental Health Institute

CLICK HERE TO REGISTER
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STRONGER
TOGETHER
DUAL:

ACTION & CONTROL
1
FOR DEPRESSION & DPNP*

Dr. Reddy’s

HELPLINE
0800 21 22 23 www.sadag.co.za

Dr. Reddy’s

* Depression, as defined by DSM-IV Criteria; DPNP = Diabetic peripheral neuropathic pain
Reference: 1. Yelate 30/60 package insert. Dr. Reddy’s Laboratories (Pty) Ltd. December 2012
S5 Yelate 30/60. Each capsule contains duloxetine hydrochloride equivalent to duloxetine 30/60 mg. Reg No’s
44/1.2/0114;0115. Dr. Reddy’s Laboratories (Pty) Ltd. Reg no. 2002/014163/07. 204 Rivonia Road, Block B,
Morningside, Sandton. 2057. www.drreddys.co.za. ZA/01/2020-22/Yel/001
For full prescribing information refer to the package insert approved by the medicines regulatory authority.
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SAFETY MEASURES TO REDUCE
RISK IN PSYCHIATRIC UNITS -

LESSONS FROM CHINA

AND THE WHO
Dear Colleagues
We are aware of the challenges mounting in this period of national crisis and concern around COVID-19
infections.
We are in discussions with the relevant stakeholders to provide you with up to date guidelines in terms of medical
protection and HPCSA regulations regarding Telepsychiatry and options for our colleagues in both the Private
and State Sectors.
While we try and heed the warnings from Europe and the East, please find linked two useful documents - one
from the WHO and an article from colleagues in China on measures to consider in minimizing risk in Psychiatric
Facilities.
World Health Organisation: https://www.who.int/emergencies/diseases/novel-coronavirus-2019
Article from China: Yu-Tao Xiang, Yan-Jie Zhao, Zi-Han Liu, Xiao-Hong Li, Na Zhao, Teris Cheung, Chee H.Ng The
COVID-19 outbreak and psychiatric hospitals in China: managing challenges through mental health service
reform. International Journal of Biological Sciences 2020; 16(10): 1741-1744. doi: 10.7150/ijbs.45072

GUIDELINES ON MENTAL HEALTH INTERVENTIONS

D U R I N G T H E C OV I D - 1 9 D I S A S T E R
Find herewith COVID-19: GUIDELINES ON MENTAL HEALTH INTERVENTIONS DURING THE COVID-19 DISASTER
from the Department of Health.
Stay safe!
SASOP BOD
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WOMEN’S MENTAL HEALTH SPECIAL INTEREST GROUP

COPING WITH ANXIETY
AND PSYCHOLOGICAL DISTRESS

RELATED TO COVID – 19
DURING PREGNANCY
A N D P O S T PA R T U M
COMMON WORRIES THAT PREGNANT AND
POSTPARTUM WOMEN MAY HAVE RELATED
TO COVID-19
1.

How can I prevent myself from getting the
infection?

2.

What will be the impact of the virus on my unborn
baby?

3.

Will my partner or support person be allowed to
stay with me during delivery and before that?

4.

Will transportation be available if I go into labour?

5.

Is it safe to go to a hospital for antenatal checkups or scans?

6.

Is excessive use of hand sanitizer safe during
pregnancy?

7.

Should I get tested for COVID-19?

8.

Will breast feeding affect the baby?

9.

Can my relatives hold the baby?

10. How can I prevent my mood from becoming low
when no one can visit and I don’t have enough
support with baby care?
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SOME FACTS BASED ON AVAILABLE EVIDENCE
1.

For women in early pregnancy, there is no
evidence to suggest an increased risk of
miscarriage with COVID-19.

2.

Newborn babies and infants are not at increased
risk of complications from the infection – routine
antenatal investigations, ultrasounds, maternal
and fetal assessments should continue as before
with precautions taken.

3.

The safest place to birth your baby is in a
hospital or clinic, where you have access to
highly trained staff and emergency facilities, if
required.

4.

Women who wish to breastfeed their babies
should be encouraged and supported to do so.
At the moment there is no evidence to suggest
that the virus is carried in breast milk. There is
sufficient evidence to suggest that breastmilk
boosts the immunity of your baby.

5. If the mother has or is suspected to have
the COVID-19 infection, she should NOT be
automatically separated from her baby, but
should be encouraged to take enhanced
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precautions with general hygiene and consider
using a face mask when feeding or expressing
and bottle feeding.
6. Maintain the usual precautions of social
distancing and hygiene as you would if not
pregnant. Maintain the usual precautions
of sanitisation and sterilisation to protect
your infant from any other infections that
they would be prone to. Continue the usual
immunisation schedule for your baby as
advised by your paediatrician or clinic
sister. Please remember that some amount of
anxiety is natural and understandable. However,
it helps to talk to someone about it, so talk to
friends and family whom you trust.
Sometimes the anxiety may become excessive and
these are times that you must reach out to your
healthcare provider, which could be your doctor or
your clinic sister or your midwife.

HOW WILL I KNOW IF MY ANXIETY OR DISTRESS
IS NORMAL OR EXCESSIVE?

and numbness in your fingertips, feeling like
you’re not getting enough air, feeling trapped
and wanting to escape

HOW CAN WOMEN WHO ARE PREGNANT
OR WITH NEW BORN BABIES PREVENT
THEMSELVES FROM GETTING EXCESSIVELY
ANXIOUS?
The Four Ways – Sharing and Managing Time,
Planning and Preparation, Decreasing Anxious
Thoughts, and finding ways of Calming yourself

A. SHARING
1.

Keep in regular touch with your gynae or GP or
your clinic sister. Ask them how you can get in
touch if you feel too anxious or worried. Find out
if the hospital or clinic has a number you can
call.

2.

Divide your day into four parts- Rest, Hobbies,
Work, and Exercise. Try to create a timetable for
yourself using these four headings equally. Break
your time into smaller chunks and only focus on
what you need to do for the next hour, instead of
the entire day. Continue old routines which will
feel familiar and comforting to both yourself and
your baby. Encourage your husband and other
family members to find their own routine and try
not to take on the task of managing everyone’s
schedule for them.

3.

Try not to stay isolated and find ways of
interacting with relatives and friends through
phone and video calls.

4.

Stay away from disturbing social media and TV
programs and request your friends and family
not to send you messages that are negative. If
needed, opt out of groups where there are too
many messages. Dedicate a specific time in the
day when you will update yourself on current
information/news and use reliable websites and
certified resources.

5.

If there is a lockdown, and people are stuck at
home, it has been seen that in some households
interpersonal conflicts might increase. In case
you face violence, there is a risk to your baby
or unborn child and to you, please inform a
friend or family member about the violence or
the threat of violence and have a safety plan
ready in case you have to leave home. You can
also call the GBV (Gender- Based Violence) call
command on 0800428428

6.

During social isolation you may not be able to
have the regular pregnancy related celebrations

These are some symptoms that will help you
recognise whether you have excessive anxiety or
psychological distress:
•

Excessive worry about getting the infection even
when all precautions are being taken and even
after reassurance

•

Lack of sleep because of anxiety; unable to
“switch off worries” while trying to fall asleep

•

Focusing excessively on social media messages
about COVID-19

•

Getting extremely anxious about infection
control procedures in family members

•

Worrying too much about missing work

•

Feeling sad and angry because of isolation and
not being able to meet family and friends

•

Feeling nervous, anxious, or on edge

•

Not being able to stop or control worrying

•

Trouble relaxing

•

Being so restless that it’s hard to sit still

•

Becoming easily annoyed or irritable

•

Feeling afraid as if something awful might
happen

•

Getting sudden episodes of panic where you
may experience some of these symptoms:
racing heartbeat, trouble breathing, tingling
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and this may disappoint you. Try to find other
unique ways of making yourself feel special
such as having a small function with just your
immediate family and sharing the pictures with
others.

6 pm. This helps in postponing the worry and
decreasing its intensity.
•

B. PREPARATION AND PLANNING

ONE GOOD WAY OF MANAGING
ANXIETY IS TO BE PREPARED FOR
EVENTUALITIES. WHILE SOME THINGS ARE
DIFFICULT TO PLAN FOR, YOU CAN HAVE
A PLAN READY IN CASE YOU HAVE ANY
URGENT REASON TO VISIT THE HOSPITAL.
7.

Keep phone numbers of ambulance services,
two or three of your friends, and your immediate
family members handy, and inform them that
you may need their help.

8.

Send a copy of your Antenatal Card and share
phone numbers of the hospital, clinic or your
doctor with your immediate friends or family in
case they need to come to the hospital to be
with you. If there is a curfew or lockdown they
will need to show it to the police if they are asked
for proof

9. Once the baby is born, keep the telephone
number of the pediatrician or clinic handy.
Speak to them about what needs to be done
about immunization.

C. DECREASING ANXIOUS THOUGHTS

WHAT CAN YOU DO TO MINIMISE WORRY?
•

•

Sometimes, naming the worry will help point out
that the worry is needless.

•

Try to avoid ‘fueling the worry’ or adding `fuel
to the existing fire’ by staying away from social
media posts, blogs, chatrooms discussing similar
topics.

•

Ask yourself – Have I looked at all the options
given the current situation?

•

86

Name the core worry. This stops it from getting
tangled up with too many different issues. Is
it about the delivery? Is it about the baby’s
health? Is it about how your partner will reach
home after he went out to get groceries during
the lockdown?

* SOUTH

Assign a specific time to worry – when a worrying
thought arises, tell yourself you will think about it
only during `the worry time’- say between 5 and

AFRICAN PSYCHIATRY ISSUE 23 2020

Create a Comfort Box or Bag for yourself – this
could have a picture that makes you happy,
a piece of cloth or a stone or a piece of wood
to touch, something with a nice aroma, some
words of a song in a piece of paper- basically
anything that can soothe you and help you
calm down.

POSITIVE THINGS TO DO:
•

Talk to someone, not necessarily about the worry.
Just chat.

•

Identify an activity that you enjoy and get
immersed in it - reading, listening to music,
solving a puzzle, going for a walk, playing with
kids around you, trying a new recipe, cleaning
a cupboard, trying some craft, making posters
out of inspirational quotes, writing a diary/blog
or singing

•

Find ways to seek comfort – an inspirational talk,
soothing music, chanting, a book of wise words,
laughing and sharing jokes with your family,
being silly with your children.

•

Try writing a gratitude journal, list all the things
that you are thankful for.

D. RELAXING AND MINDFULNESS
Find ways to relax – yoga, meditation, deep breathing,
mindfulness. You don’t need any fancy equipment,
and don’t try hard for a perfect, undisturbed time/
space.

SIMPLE RELAXATION EXERCISES:
Mindful breathing - Close your eyes, relax in a
chair or on the bed. Notice your feet resting on the
ground. Focus on your breathing. Observe each
breath as it comes in, and goes out, and in, and
out. If you notice your thoughts straying, bring them
back to:
•

Your breathing. If any sounds around you claim
your attention (the doorbell, birds chirping,
sound of traffic), notice the sound, but bring
your attention back to your breathing. You
can do this for ten breaths (or for 1 minute, or
3 minutes, or 5 minutes), and slowly open your
eyes.

•

Square breathing – Breathe in to a count of 1-23-4. Hold for 1-2-3-4. Breathe out for 1-2-3-4. Hold
for 1-2-3-4. Do this for three to five breaths, or until
you feel calmer.
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•

There are many resources online for guided
meditation or mindfulness practice that you can
do alone or along with your family, including
ones that are suitable for children. Find the ones
that you relate to and try to practice whenever
you can.

WHAT CAN FAMILY MEMBERS OF PREGNANT
AND POSTPARTUM WOMEN DO TO HELP THE
WOMAN?
1.

Be aware of the signs of excessive anxiety or
psychological distress

2.

Try not to minimise the woman’s worries - tell her
it’s natural for her to feel this way

3.

Try to address some of the concerns and
encourage her to talk to her healthcare provider
about her worries, rather than stressing over
them herself

4.

Ensure that she follows a routine and engage
her in interesting conversations

5.

Find some activity that you can do together playing a game, doing a craft or telling stories.
Also help her find quiet time where she can
recuperate and not worry about chores.

6.

Ensure that you have a copy of her reports and
hospital card or the baby’s card and tell her
that you have them readily available. Discuss
a plan for handling a situation in case she has
pain, bleeding or she goes into labour. Create a
plan for support with baby care if the lockdown
continues.

7.

Teach her simple methods of relaxing and do
them with her.

8.

Ensure that you and other family members also
care for your own anxieties and worries.

9.

Ensure that a mother with a newborn baby
gets adequate sleep and help with baby care.
Encourage her to sing to the baby and play with
the baby and decrease screen time.

10. Some of the routine childbirth-related rituals may
not be possible due to the lockdown or social
isolation drive. Try to find other simple ways of
celebrating at home, such as creating a memory
book of the baby’s first month and writing down
messages from friends, grandparents and

relatives, or get them to record music or lullabies
or messages and send them to the mother and
baby. Create palm prints or footprints of babies
with natural dyes in the house and save them on
paper which can be framed later. These small
activities will help the mother to feel connected
even if her parents or partner cannot be nearby.

SOURCES
•

https://www.who.int/news-room/q-a-detail/
q-a-on-covid-19-pregnancy-childbirth-andbreastfeeding

•

https://w w w.rcog.org.u k/e n/gu i delin es research-services/guidelines/coronavirusp re g n a n c y / c ov i d 1 9 - v i r u s - i n fe c t i o n - a n d pregnancy/

•

h t t p s : / / ra n z c o g. e d u . a u / s ta te m e n t s guidelines/covid-19-statement

NOTE - THIS IS EDUCATIONAL MATERIAL
AND NOT MEDICAL ADVICE. PLEASE
CONTACT YOUR OBSTETRICIAN OR A
MENTAL HEALTH PROFESSIONAL IF YOU
WOULD LIKE HELP. SOMETIMES YOUR
ANXIETY MAY NOT COME DOWN WITH
THE USUAL MEASURES, IN WHICH CASE
YOU MAY NEED PROFESSIONAL HELP.
THIS WILL HELP YOU TO BETTER ENJOY
YOUR PREGNANCY AND EARLY YEARS
WITH YOUR BABY.
Developed by the Women’s Mental Health Special
Interest Group of the South African Society of
Psychiatrists based on source material from
the Perinatal Mental Health Services, National
Institute of Mental Health and Neurosciences,
Bangalore, India and Task Force on Perinatal
Psychiatry of the Indian Psychiatric Society on
29th March, 2020
Please access the SADAG helpline 0800212223
for support and help. Women in the perinatal
period, partners, families and health care workers
can call for advice on any mental health matter
Another useful source of information is the South African
Covid-19 Hotline:
0800 029 999 or 0800 111 132
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DISRUPTS THEIR LIVES
AND FUNCTIONING

BUILD THEM
UP AGAIN WITH

Restoring order to their lives

1,2,3

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.
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
to atomoxetine 10 mg. S5 INIR 18. Reg. No.: 43/1.2/0810. Each capsule contains atomoxetine hydrochloride equivalent to atomoxetine 18 mg. S5 INIR 25. Reg. No.: 43/1.2/0811. Each capsule contains atomoxetine hydrochloride
equivalent to atomoxetine 25 mg. S5 INIR 40. Reg. No.: 43/1.2/0812. Each capsule contains atomoxetine hydrochloride equivalent to atomoxetine 40 mg. S5 INIR 60. Reg. No.: 43/1.2/0813. Each capsule contains atomoxetine
hydrochloride equivalent to atomoxetine 60 mg. Dr. Reddy’s Laboratories (Pty) Ltd. Reg. No. 2002/014163/07. Tel: +27 11 324 2100 www.drreddys.co.za ZA/09/2019-21/001
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CO-SPACE STUDY (SURVEY)
ARE YOU A PARENT OR CARER OF A CHILD
WHO IS IN SCHOOL GRADE R – GRADE 12
AND LIVES IN SOUTH AFRICA?
Stellenbosch University in partnership with the
University of Oxford is doing a research project on
children and adolescents’ mental health throughout
the COVID-19 crisis. The aim of this research is to find
out how the responses and actions of parents over
this time can protect children and teenagers from
poor mental health, as well as to learn more about
the qualities of the child and the family.
We are looking for parents or carers of a child or
adolescent who is in school (Grade R – Grade 12)
who will be prepared to take part in our research
project.The survey should take around 15-20 minutes
with some shorter follow up surveys at later stages of
the lockdown and beyond this time.

If you are interested please open the survey in your
web browser by clicking the link below:

Thank you!
Dr Anusha Lachman and Professor Soraya Seedat
Stellenbosch University
In collaboration with
Oxford University
CO-SPACE research

SASOP SOUTHERN GAUTENG SUBGROUP

The SASOP Southern Gauteng Subgroup is hosting
a CPD Webinar on:

TOPIC TO BE CONFIRMED

Saturday, 30th May 2020
10:00

Invitation & Webinar link will be sent out to
members shortly
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ROADSH OW 2 0 2 0

INCLUDING EARLY CAREER WORKSHOP

POSTPONED

Due to recent developments surrounding the Covid-19, all dates have been postponed
until further notice. We are monitoring the situation and will advise accordingly.
(venues are being finalised and information to follow)
POSTPONED to 2 September 2020

Johannesburg
54 on Bath
54 Bath Avenue, Rosebank

POSTPONED to 3 September 2020

Pretoria
Kleinkaap Boutique Hotel
87 Jim Van Der Merwe St, Clubview, Centurion

POSTPONED to 9 September 2020

Bloemfontein

POSTPONED to 10 September 2020

Durban

POSTPONED to 12 August 2020

Port Elizabeth
(incl. delegates from East London & George

28 August 2020

Polokwane

20-22 November 2020

Cape Town

This Roadshow is proudly
sponsored by:

Contact: Joey Swart
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events@healthman.co.za

083 279 5920

INSTRUCTIONS TO AUTHORS
South African Psychiatry publishes original contributions that relate to South African Psychiatry. The aim of the
publication is to inform the discipline about the discipline and in so doing, connect and promote cohesion.
The following types of content are published, noting that the list is not prescriptive or limited and potential
contributors are welcome to submit content that they think might be relevant but does not broadly conform to
the categories noted:
LETTERS TO THE EDITOR
* Novel experiences
* Response to published content
* Issues
FEATURES
* Related to a specific area of interest
* Related to service development
* Related to a specific project
* A detailed opinion piece
REPORTS
* Related to events e.g. conferences, symposia, workshops
PERSPECTIVES
* Personal opinions written by non-medical contributors
NEWS
* Departments of Psychiatry e.g. graduations, promotions, appointments,
events, publications
ANNOUNCEMENTS
* Congresses, symposia, workshops
* Publications, especially books
The format of the abovementioned contributions does not need to conform to typical scientific papers.
Contributors are encouraged to write in a style that is best suited to the content. There is no required word count
and authors are not restricted, but content will be subject to editing for publication. Referencing - if included should conform to the Vancouver style i.e. superscript numeral in text (outside the full stop with the following
illustration for the reference section: Other AN, Person CD. Title of article. Name of Journal, Year of publication;
Volume (Issue): page number/s. doi number (if available). Where referencing is not included, it will be noted
that references will be available from the author/authors. All content should be accompanied by a relevant
photo (preferably high resolution – to ensure quality reproduction) of the author/authors as well as the event or
with the necessary graphic content. A brief biography of the author/authors should accompany content, including
discipline, current position, notable/relevant interests and an email address. Contributions are encouraged and
welcome from the broader mental health professional community i.e. all related professionals, including industry. All
submitted content will be subject to review by the editor-in-chief, and where necessary the advisory board.
REVIEW / ORIGINAL ARTICLES
Such content will specifically comprise the literature review or data of the final version of a research report
towards the MMed - or equivalent degree - as a 5000 word article
*
*

*

A 300 word abstract that succinctly summarizes the content will be required.
Referencing should preferably conform to the Vancouver style i.e. superscript numeral in text (outside the full
stop with the following illustration for the reference section: Other AN, Person CD. Title of article. Name of
Journal, Year of publication; Volume (Issue): page number/s. doi number (if available); Harvard style or
variations of either will also be acceptable
The submission should be accompanied by the University/Faculty letter noting successful completion of the
research report.

Acceptance of submitted material will be subject to editorial discretion
All submitted content will be subject to review by the editor-in-chief, and where necessary the advisory board.
All content should be forwarded to the editor-in-chief, Christopher P. Szabo - Christopher.szabo@wits.ac.za

You, only better.
Clobazam, i.e. Urbanol® is unique and structurally different to conventional anxiolytics. 1
As a 1,5-nitrogen-based benzodiazepine, clobazam, i.e. Urbanol® offers an established
safety and tolerability profile 1,2,3
•

Clobazam, i.e. Urbanol® is a suitable daytime anxiolytic. 4
Compared to 1,4-benzodiazepines, clobazam, i.e. Urbanol® causes: 5
- Less sedation
- Less impairment of psychomotor function
- Less effect on cognitive function
- Less amnestic effect

•

Low risk of dependence 2

•

Equivalent efficacy to conventional anxiolytics 2
- Compared to diazepam, lorazepam, alprazolam, bromazepam,
dipotassium clorazepate, chlordiazepoxide
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