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MESSAGE FROM THE 
HEAD OF DEPARTMENT

PROFESSOR B. CHILIZA

Welcome to the first edition of DOPE magazine.

It gives me great pleasure to welcome you to the 
magazine that celebrates the great achievements 
by members of our department during 2018. Our 
vision is to become the Premier Department of 
Psychiatry of African Scholarship. 

The DOPE magazine showcases our contribution to our 
University’s Mission: A truly South African university 
that is academically excellent, innovative in research, 
critically engaged with society and demographically 
representative, redressing the disadvantages, inequities 
and imbalances of the past.

We are really pleased that we have managed to enroll the 
best young African minds to study towards their PhDs 
in our department this year. They will be embarking 

on studies that address our biggest challenges on the 
continent – HIV and trauma. A young psychologist from 
Nairobi will be embarking on a qualitative study to better 
understand why some people who experience childhood 
adversity never become mentally ill, whilst others end 
up with psychosis. A young psychiatrist from Gaborone 
will pioneer a brief psychological intervention for the 
treatment of PTSD in people with serious mental illness. 
A young but highly accomplished psychiatrist working in 
Botswana will pioneer a psychosocial intervention that 
addresses adherence to ARVs in adolescents with HIV. 
Dr Usha Chhagan will examine the clinical features of 
people that present with HIV induced psychosis. Mrs. M. 
Jarvis, a lecturer in the department of nursing, will focus 
her study on social isolation and mental wellbeing in the 
South African elderly. A candidate from Zimbabwe will 
be exploring pathways to autism care and treatment  in 
Harare.

We are indeed very proud of our excellent achievement 
in research this year. We have been awarded a multi-
million rand grant to study the incidence of psychosis 
in the Msunduzi Municipality. Dr Saeeda Paruk received 
the Biological Psychiatry Research Fellowship Award to 
study the course of HIV-induced psychosis in Durban. 
Our registrar, Dr Vidette Juby, was selected to present her 
research at the World Psychiatry Association meeting in 
Addis Ababa.

Our magazine will also illustrate our efforts towards 
improving the clinical service platform. We have 
significantly strengthened our platform by bringing in 
the best people in the country to work in rural mental 
health care and forensic psychiatry. We have also 
continued to expand our teaching platform by adding 
Prince Mshiyeni and R. K. Khan Hospitals as teaching 
sites for the returning Cuban Collaboration students. Our 
collaboration with psychiatrists in the private sector in 
teaching our registrars and medical students have been 
a real highlight of the year. 

Lastly, Dr Naseema Cassimjee and I were pleasantly 
surprised at the amazing talent and skills that some of 
our members have practiced and perfected when they 
are not involved in the business of psychiatry.
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UKZN REGISTRAR TRAINING SITES

TOWN HILL HOSPITAL

 

Town Hill Hospital (THH), built in 1880, is a 
specialised, psychiatric hospital with the vision to 
provide an excellent, holistic, transformed mental 
health care service to the KZN community.

As with much over the last century, there have been great 
advances in the treatment of mental illness. Paralleling 
our country’s development, Mental Health Care has 
undergone a mind-set shift from its original focus on 
custodial care and institutionalization to a recognition 
of human rights and an emphasis on prevention, care, 
treatment and rehabilitation; and service provision as 
close to home as possible. 

In keeping with the Department of Health’s goal to 
decentralize mental health services, and strengthen 
primary mental health care provided at a community 
level, Town Hill Hospital has had to re-evaluate its 
role in providing quality mental health services to its 
community.  As a specialist Mental Health facility, THH 
provides person-centred care for acutely, severely 
ill, mental health care users requiring involuntary 
care; and tertiary level psychiatric services including 
neuropsychiatry, HIV psychiatry, an inpatient intensive 
psychotherapy program, child and adolescent psychiatry 
and psychogeriatric services.

Our focus at THH is to provide comprehensive care 
through multidisciplinary, specialist teams comprising 
of psychiatrists, experienced medical officers, psychiatric 
nurses, clinical psychologists, occupational therapists, 
pharmacists and social workers. Care is based on 
psychosocial rehabilitation and the recovery model. 

Additional to our clinical services, THH aims to be a 
centre of excellence in supporting and developing 
mental health within the province.  Outreach activities 
and skills development programs are core to us 
achieving this vision. Clinical and health promotion 
outreach, expert advice and clinical governance liaison 
is provided by all components to healthcare institutions 
and community groups and other stakeholders. 
Academic activities include: vocational development 
activities; formal teaching of medical students (all 5th yr. 
medical students rotate through THH as part of UKZN’s 
decentralised training platforms), psychiatric registrars, 
nursing students and allied health professional students; 
development of a formal DMH training program; and 
hosting of CPD workshops and events. 

There are currently 5 psychiatrists based at THH: 

Dr Kay Jhazbhay (Head Clinical Unit: Child and Adolescent 
services), Dr Janine Brooker (Head Clinical Unit: Adult 
Psychiatric services), Dr Jayshree Naidoo, Dr Gavin Job, 
Dr Ahlem Houidi. 

2 recently qualified MOs  are awaiting registration:

Dr Kusturi Pillay and Dr Sihle Shabalala 

Dr Cavashu Ankiah – is a medical officer with additional 
qualifications in HIV, who currently runs our HIV services 
at THH, ensuring that all our users receive dedicated HIV 
care.
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FORT NAPIER HOSPITAL

Fort Napier Hospital is the only institution in KZN 
providing inpatient mental health assessments 
under the Criminal Procedure Act (CPA). In 
addition, the hospital provides care, treatment and 
rehabilitation to state patients as well as involuntary 
Mental Health Care Users in line with the Mental 
Health Care Act.

There are 2 forensic psychiatrists:  Dr Raymond (Head of 
Clinical Unit) and Dr Cassimjee. Dr Sibiya has completed 
his FCPsych (SA) examinations, and is awaiting 
registration as a specialist psychiatrist.  He functions 
as an ‘acting consultant’.  We are assisted by 6 medical 
officers, namely Drs Beharie, Dube, Malinga, Matshoba, 
Mngadi, and Tshabalala.  One psychiatric registrar rotates 
through the unit every 3 months.  Clinical psychologists 
are involved in the assessments of rape survivors and 
children referred by the court.  

The following forensic mental health mental services are 
provided:

1. FORENSIC ASSESSMENTS

1. Assessment of awaiting trial individuals referred 
from courts, in terms of:

• Section 77 of the Criminal Procedures Act of 
1977 and related amendments (CPA)

• Section 78 of the CPA

2. Assessment of ‘dangerousness’

3. Pre-sentencing assessments referred by courts

4. Assessments of children in terms of section 11 of 
the Child Justice Act of 2008 as referred by court

5. Rape survivor competency examinations in terms 
of the Criminal Law Amendment Act no. 105 of 
1997 and the Criminal Law Amendment Act no. 
32 of 2007 (Sexual offences and related matters 
amendment)

6. Other witness competency examinations referred 
by court.

2. MANAGEMENT AND TREATMENT OF STATE 
PATIENTS

1. Admission of State Patients in terms of the MHCA

2. Care, treatment and rehabilitation of these patients.

3. Discharge applications for these patients.

3. SPECIALISED ACADEMIC AND CLINICAL 
TRAINING IN FORENSIC MENTAL HEALTH

1. Fort Napier Hospital is the only specialised forensic 
mental health facility for the KZN province (over 11 
million people).

2. Forensic mental health teaching to registrars and 
intern clinical psychologists .

3. Academic teaching/lecturing is provided to 
undergraduate and post graduate students at 
Nelson R Mandela School of Medicine.

4. In addition, in-service training in forensic mental 
health is provided to all other mental health 
disciplines

5. Expert consultative services are provided to 
other government departments both locally and 
nationally.

6. Continuing Professional Development is offered to 
the clinicians.
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KING EDWARD VIII HOSPITAL

King Edward VIII Hospital was officially opened 
on the 3rd of December 1936. The buildings, by  
“non-European” standards were “extravagant“ and  
“lavish”, and the total cost of construction was  
R 265  000 (Stevenson R.E., King Edward VIII  
Hospital : South African Medical Journal, December 
1961)

There were no psychiatric wards, and patients with 
mental illnesses were admitted to the medical wards. The 
psychiatric unit was the first general hospital psychiatric 
unit for black patients in the Durban area.  Today, the 
unit consists of two separate 10 bedded wards for adult 
males and females, and provides a 24 hour psychiatric 
service.  There are daily adult outpatient clinics and a 
weekly child psychiatric clinic.  The busy unit utilises 
a multidisciplinary approach to psychiatric treatment, 
and our team strive to provide compassionate care that 
preserves the dignity of all our patients. 

The psychiatric consultation-liaison service at the 
hospital is run by registrars, under the supervision of a 
psychiatrist. The unit is also responsible for the training 
of medical undergraduate and post graduate students, 
as well as nursing students.  Dr Saloojee is the current 
head of clinical unit.  Dr Alishia Sukool and Dr Vanishree 
Naicker are full time consultants based at King Edward 
VIII Hospital.

R.K. KHAN HOSPITAL

When  the MHCA of 2002 came into effect, R.K. Khan 
Hospital was designated as a 72 hour observation 
unit.

R. K. Khan Hospital is a regional hospital and offers 
inpatient, outpatient and community psychiatric 
services.  Our drainage areas include  Chatsworth, 
Hammarsdale, Inchanga, Kloof, Hillcrest, Marianhill, 
Pinetown, Queensburgh, Malvern and Sarnia.  The 
community psychiatric clinic forms part of psychiatric 
unit at R. K. Khan Hospital.

Dr Yusuf Asmal is the head of clinical unit, and is currently 
the only specialist psychiatrist at R.K. Khan Hospital. 
The unit has 4 full time medical officers and 1 sessional 
medical officer. The sessional medical officer is based 
at the community psychiatric clinic.  Other members 
of our MDT include psychologists, social workers, and 
occupational therapists.

Initially all inpatient MHCU’s were admitted and managed 
in the medical wards. In 2008,  ward AB1 was designated 
as a ward to house male MHCU’s.  We have 24 male beds 
in ward  AB1.  The female MHCU’s are still being managed 
in the medical wards.  

We run daily clinics at our out-patient department, 
where we attend to new referrals and review ‘follow-up’ 
patients. The bulk of our referrals are from community 
clinics and R. K. Khan Hospital casualty department.  
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We also have a weekly child and adolescent clinic, and 
offer a consultation-liaison psychiatry service to other 
departments.  We assist St Mary’s Hospital as part of our 
outreach program.

ADDINGTON HOSPITAL: 
DEPARTMENT OF PSYCHIATRY

We have two full time consultants - Dr Zeenat Kader 
(Head of Clinical Unit) and Dr Mahendra Ramdeyal. 
Dr Usha Chhagan is employed as a sessional 
psychiatrist at the unit.  We have one full time 
medical officer; Dr Asif Gangat .  Three registrars 
rotate through the unit every 6 months.

Services offered:

1. The unit is currently under renovation.  In an ideal 
situation it functions as a 10 bed male and 10 
bed female psychiatric unit attached to a general 
hospital (20 bed inpatient facility)

2. Consultation liaison-psychiatric services to the 
general hospital

3. Emergency after hours psychiatric service at 
casualty and MOPD

4. Outpatient clinic services offered daily.  In addition, 
the mental health care users from Beatrice Street 

Clinic are now being seen at ADH. Therefore, 
the unit also functions as a Primary Health Care/ 
Community Health Care/ District hospital

5. Management of users from old age homes in the 
area e.g.  TAFTA and Natal Settlers

6. Management of users from NGOs in the area

NGWELEZANE HOSPITAL

We have a 30 bed capacity inpatient acute unit at 
Ngwelezana Hospital. We provide general adult and 
consultation-liaison psychiatry services to the local 
area, including Ngwelezana and the surrounding 
district hospitals. 

In addition, we run a child and adolescent clinic and 
provide a forensic psychiatry service for the local courts. 
An interesting aspect of our work are the outreach 
visits to the district hospitals in the region, some of 
which are facilitated by the Red Cross Air Mercy Service 
with flights from Richard’s Bay to outlying areas. 
 
Our team consists of Dr Pete Milligan (HOD), Dr 
Sibongile Hadebe (HCU) and Dr Steve Molefe (part-time 
consultant). We have 5 medical officers, a rotating UKZN 
registrar and two interns. We also provide a teaching 
platform for medical students.
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KING DINUZULU HOSPITAL COMPLEX

This tertiary level acute psychiatric unit offers 
inpatient and outpatient multidisciplinary 
psychiatric services to eThekwini and Ilembe 
districts.

The bed capacity is 130 and has been reduced to 66 
since 2003 pending completion of the revitalization 
programme.

It has a 30 bedded closed unit which receives involuntary 
post-72-hour patients from regional and  district 
hospitals and, until a few months ago, was  the only 
licensed public hospital offering ECT in the province. 
It has a telemedicine facility currently utilised for tele-
education. 

Outpatient services include services in child psychiatry, 
neuropsychiatry, addiction and geriatric psychiatry. 
Outreach is provided to the District hospital in the 
complex and consultation liaison services are rendered to 
the MDR-TB patients, as well as the patients in the district 
and tertiary service wards of the hospital complex.

Dr Ramlall heads the unit and specialises in dementia 
care. She provides outreach support to TAFTA and the 
Bessie Makhatini Foundation. She also consults at the 
monthly Memory Clinic at IALCH.

Dr Karim heads the Child & Adolescent services and also 
conducts clinics at KEH.

Dr Paruk, a child psychiatrist, has an interest in First 
Episode Psychosis, and also conducts monthly clinics at 
KZN Children’s Hospital and the neurodevelopmental 
clinic at IALCH.

Dr Cocolas, psychiatrist, has expertise in  addiction 
services.

The department is a hub of academic activity: final year 
medical students, as well as  nursing,  occupational 
therapy, psychology and pharmacy students rotate 
through the unit throughout the year. Psychology interns 
also train here and are involved in both inpatient and 
outpatient group therapy as well as individual therapy.

Psychiatry registrars spend a year of their training at 
this site where they complete their training in Child and 
Adolescent psychiatry. The strong academic platform 
offered at this site has been instrumental in supporting 
our many successful registrars. 

The psychiatry, psychology and nursing   staff established 
the KZN Mental Health Advocacy Group in 2015 which 
serves as an umbrella body  for many local NGOs 
involved in mental health care services and annually 
conducts a highly successful multidisciplinary Mental 
Health Seminar in July (commemorating Mental Health 
Awareness Month) and Mental Health Advocacy Walk in 
October (commemorating World Mental Health Day).

The hospital is also a hive of research activity with 
psychiatrists and psychologists involved in ongoing 
research and who publish consistently every year. 

It is envisioned that once the revitalisation is completed, 
the services can be expanded to offer other much 
needed tertiary inpatient services.
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M E E T  T H E  S TA F F

                                                      DR PETER MILLIGAN

Dr Peter Milligan, a specialist psychiatrist with more 
than 30 years of experience in the public health sector 
has recently joined Ngwelezana Hospital, Empangeni, 
as the Head of the Psychiatry Department. Dr Milligan 
reports that his main strategic mission is to work towards 
integrating mental health care into the primary care 
system.

Before deciding to specialise, Dr Milligan  spent 15 
years in the Eastern Cape working in primary health 
care facilities and health service management. He then 
returned to Cape Town to specialise in psychiatry  at 
the University of Cape Town.  After completing his 
training, he remained in Cape Town for 18 years on a 
joint specialist appointment with the Western Cape 
Department of Health and the University of Cape Town. 
For the past eight years, Dr Milligan has been the Clinical 
Head at Valkenberg Hospital and has been leading the 
UCT registrar postgraduate training programme.

Dr Milligan was drawn to the field of psychiatry since 
his early days as a medical student. After his youngest 
brother was diagnosed with an Autistic spectrum 
disorder, he became fascinated by the brain and how it 
works. He believes that the field of psychiatry provides 
fascinating opportunities to explore related disciplines 
such as the Neurosciences and Psychology.

His appointment comes at a time where there is a 
strong need for skills transfer for the growing number 
of medical students decentralised in northern KwaZulu-

Natal healthcare sites. In particular, he will develop cost-
effective counseling and brief psychotherapy services 
for people in Uthungulu, UMkhanyakude and Zululand 
districts.

‘I am very excited about returning to rural medicine 
and my aim is to work towards improving public mental 
health and access to mental health care. It’s very exciting 
to join a team of committed professionals working in the 
area. The main focus areas will be Primary Health Care 
services; Hospital Services; Child and Adolescent services 
and Substance Abuse,’ said Dr Milligan

‘I have been looking for an opportunity to return 
to rural medicine. When the opportunity to join 
Ngwelezana Hospital presented itself, I couldn’t say no.  
As psychiatrists, our aim is to take on the challenge of 
moving from an illness model of mental health to a more 
integrated and patient-centred recovery model’.

 ‘Dr Milligan is joining a Department of Psychiatry that 
is concerned with providing optimal mental health care 
and improving the quality of life for all the people of 
KwaZulu-Natal, particularly those that are based in the 
underserved rural areas. This will only be accomplished 
by strengthening primary health care with supervision 
from mental health care specialists’, expressed Professor 
Bonga Chiiza, Head of the Psychiatry Department at the 
University of KwaZulu-Natal.

Words by: Lihle Sosibo 
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                                                      DR NASEEMA CASSIMJEE

Naseema began her career as a specialist psychiatrist 
at King Dinuzulu Hospital; before transferring to 
Sterkfontein Hospital (Johannesburg) to pursue further 
training in the subspecialty of forensic psychiatry. After 
successfully obtaining a certificate in forensic psychiatry 
in October 2017, Naseema returned home to KwaZulu-
Natal; and in March 2018 assumed a consultant position 

at Fort Napier Hospital, Pietermaritzburg.  Her portfolio 
with the UKZN Department of Psychiatry is to assist with 
building forensic services in KwaZulu-Natal.  Applications 
for the accreditation of Fort Napier Hospital as a forensic 
psychiatry subspecialty training unit have been made.  
So, anyone keen in the art of forensic psychiatry - watch 
this space.

                                                      DR VANISHREE NAICKER

Dr Naicker obtained her FC Psych (SA) qualification 
in October 2017; and her MMed (Psych)  degree was 
awarded in March 2018.  The focus of her research was 

on medical conditions in psychiatry.  Dr Naicker joined 
King Edward VIII Hospital in April 2018 as a specialist 
psychiatrist.  



DEPARTMENT OF PSYCHIATRY EXPRESSIONS 11

                                                      DR NOKUKHANYA NGCOBO

Nokukhanya Ngcobo is a senior registrar in the 
Department of Psychiatry, University of KwaZulu-Natal. 
Nokukhanya obtained her MBChB  degree from UKZN 
in the year 2010. After completing community service, 
she joined GJ Crookes Hospital as a medical officer.  It 
was during this period that her interest in psychiatry 
developed. Dr. Ngcobo has been serving as the registrar 
representative for the Department of Psychiatry since 
March 2018. Her responsibility involves liaising with 
the department with regards to registrar training and 

academic matters.  She participated in the planning 
of the 2018 academic seminar program, and was also 
involved in the development of a ‘registrar wellness 
support’ program.   As the UKZN registrar representative 
she frequently engages with registrar representatives 
from other institutions. Dr Ngcobo enjoys outreach and 
has been involved in numerous community outreach 
programs.  Her research interests include ‘cognition’, and 
cross-cultural psychiatry.  

                                                      PHUMLA JILI

Ms. Phumla Jili is the Administrative Officer for the 
Department of Psychiatry, UKZN. She joined in October 
2016, and serves as the primary contact person for the 
department. Phumla is responsible for all departmental 
administrative services. She also serves as the PA to the 
HOD.

Prior to her current position, she was a Program 
Administrator at UKZN Westville, AES, Science & 
Engineering Access Program. She also worked at Varsity 
College as an Academic Operation Administrator from 
2013 – 2016.
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ACADEMIC AFFAIRS

Highlights of the 2017/2018 academic year.

UKZN Department of Psychiatry had the privilege 
of hosting acclaimed international speakers:

PROFESSOR CHRISTER 
ALLGULANDER

“Anxiety as a Risk Factor for Cardiovascular Disease” 
 
Professor Christer Allgulander is an adjunct associate 
professor and senior lecturer of psychiatry in the 
Department of Clinical Neuroscience at the Karolinska 
Institutet in Stockholm, Sweden. Professor Allgulander 
specialises in the pharmacotherapy, epidemiology, 
genetics and prognosis of generalised anxiety, panic, and 
social anxiety disorders. He is also an honorary professor 
in the Department of Psychiatry at the University of 
Cape Town, and an adjunct associate professor at the 
Washington University School of Medicine, Department 
of Psychiatry in St Louis, Missouri.

Pictured left to right -  Professor B. Chiliza, Professor 
Christer Allgulander and Dr Lennart Eriksson

 
In November 2017, the UKZN Department of Psychiatry 
hosted Professor Allgulander at an academic seminar 
held at Medical School. Professor Allgulander’s talk was 
titled “Anxiety as a Risk factor for Cardiovascular Disease”

Professor  Allgulander suggested screening patients 
from a variety of medical disciplines, especially 
cardiology, endocrinology, dermatology, neurology 
and primary health care for symptoms of anxiety and 
depression. He mentioned ‘depression’ as one of the 
psychiatric conditions increasing the risk of myocardial 
infarction, stroke and type 2 diabetes. A more recent 
finding is that anxiety is also a risk factor, and that it 
appears to drive other well known risk factors such as 
obesity, smoking, a sedentary lifestyle and substance 
use. ‘Anxiety may increase the wear and tear of the 
cardiovascular system via stress hormones and by 
impairing adherence to medications. Poor adherence 
must be addressed regarding maintenance therapies for 
both psychiatric and somatic conditions,’ he cautioned. 
 
He recommended the use of PHQ2 - a patient 
health questionnaire and a self-administered 
tool for screening and diagnosing depression 
in patients, by psychiatric specialists.  
 
Professor Allgulander encouraged researchers from 
within the field of psychiatry to widen their scope 
of research and include focus on two interesting 
phenomena, which he says, have not been sufficiently 
explained – Takotsubo Cardiomyopathy (broken heart 
syndrome), and White Coat Hypertension.

Words by: Lihle Sosibo 
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DR DICKENS AKENA

Dr Dickens Akena is a psychiatrist and  lecturer at the 
Department of Psychiatry, Makerere University College 
of Health Sciences, Kampala, Uganda. Dr Akena was 
invited by the UKZN Department of Psychiatry to deliver 
a guest lecture on the 25th July 2018.  His talk touched 
on his current and previous research conducted, and was 
titled: The use of instruments/scales in mental health – 
common mistakes and how to avoid them. 

Dr Akena’s  PhD focused on developing and validating a 
comprehensive visual screening instrument for persons 
of low literacy. This visual instrument is the first of its 
kind to be used in Africa. He completed a Post-Doctoral 
Fellowship, refining and validating the visual scale he 
had earlier developed across sites in Uganda and South 
Africa. Furthermore, during his post-doctoral training, Dr 
Akena developed a multimedia prototype that can detect 
depression and psycho-educate depressed persons. His 
passion for mental health research has seen him design 
research courses, and being awarded numerous grants 
and awards from prestigious organizations including the 
MRC, NIH, and NIMH/PEPFAR.  Dr. Akena has published 
over 20 papers in peer reviewed journals. 

Currently, Dr Akena is the Ugandan based Principal 
Investigator of the Neuro-Genetics of African Psychosis 
(Neuro-GAP) project, a multi-site research project. 

PROFESSOR MICHELLE DURHAM

Professor Durham is an assistant professor of psychiatry 
at Boston University School of Medicine; and the 
Residency Training Director for the Boston Medical 
Center, Department of Psychiatry. She is the Associate 
Director for the Global and Local Center for Mental 
Health Disparities at BUSM/BMC  

Her talk was titled: Team up – A paediatric integrated 
care model for children and adolescents
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PROFESSOR CHRISTINA BORBA

  

Professor Borba is the director of research for the 
Department of Psychiatry at Boston Medical Center. 
She has extensive experience in mixed methods 
research, teaching and training; and development and 
management of randomised clinical trials. Her current 
research focuses on psychotic disorders and cultural 
psychiatry in low-resourced settings in the US and 
abroad, women’s mental health, and gender differences 
in care. Professor Borba is currently examining socio-
cultural aspects of schizophrenia in Ethiopia, with a goal 
of understanding why the disease prevalence ratio has 
been found to be 5:1 male to female (a statistic unlike 
any other in the world). 

Her talk was titled: Clinical insights from Schizophrenia 
Research collaboration in Africa.

Distinguished local speakers that delivered 
guest lectures/ instructed registrar teaching 
symposiums include:

Dr Indhrin Chetty: Temporary Non-Pathological Criminal 
Incapacity in the Forensic Assessment

Dr Tando Melapi: Forensic matters

Dr Shaquir Salduker: Pain and the brain – a paradigm 
shift

Dr Alicia Porter: Chronic Pain and Depression

Dr Kim Domingo: “In these small hours...”  A psychotherapy 
guest talk’

Dr Anusha Lachman: Infant mental health through 
maternal mental health

Dr Suntheren Pillay: Transcranial magnetic stimulation
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RESEARCH MATTERS

Discipline of Psychiatry: Annual Research Report 
2018

In keeping with the University of KwaZulu-Natal’s 
research vision, the Discipline of Psychiatry has a very 
active research program that strives to conduct high 
quality research that will improve mental health care 
meaningfully and enhance research training and 
capacity for our emerging researchers. The Discipline 
of Psychiatry has a rapidly expanding research program 
and we currently have projects involving undergraduate 
students, MMed, MMedSci and PhD students with 
collaborations within our institution and externally, both 
nationally and internationally. 

We have a strong research team and our lead researchers/
supervisors are: 

• Professor B. Chiliza (Head of Department, MBChB, 
FCPsych, PhD). Professor Chiliza’s main research 
interests are first episode psychosis, culture and 
mental health.

• Dr S. Mashaphu (MBChB, FCPsych, MMed). Dr 
Mashaphu is passionate about HIV and mental 
health, and neuropsychiatry research. 

• Dr S. Paruk (MBChB, FCPsych, Cert Child Psych, 
MMed, PhD). Her interests include child psychiatry, 
early onset psychosis, HIV, and first episode 
psychosis research. 

• Dr S. Ramlall (Principal Specialist, King DinuZulu 
Hospital, MBChB, FCPsych, PhD). Her focus is 
cognition and medical education. 

• Dr S. Saloojee (Principal Specialist, King Edward 
VIII Hospital, MBChB, FCPsych, MMed, PhD). Dr 
Saloojee’s main research focus is the physical health 
of patients with mental illness, and consultation –
liaison psychiatry. 

Highlights of our 2018 
Research Program 

Highlights of our research program for 2018 included 
several inspiring workshops and seminars. The February 
Research Development Week: Demystifying the 
Research Process which was jointly hosted by the 
psychiatry faculty (coordinated by Prof Chiliza and 
Dr Paruk), the EARS program (Emerging Academic 
Researchers Support) and by guest speakers from 
Boston University, Professor C. Borba and Professor M. 
Durham. The program titled “Demystifying the Research 
Process” included several workshops and seminars on 
various aspects of research including statistics training 
for beginners and tips on scientific writing by Prof Borba, 
introduction to proposal writing by Prof Aldous, and an 
introduction to qualitative research in health care by Dr 
D. Blackbeard. We also hosted small mentoring group 
sessions for our PhD students to present their proposals. 
We were honoured to have PhD students, Drs Molebatsi 
and Olashore from Botswana join us for the week. 

Pictured from left to right - Dr Molebatsi, Professor C. 
Borba, Professor M. Durham, Professor B. Chiliza and Dr 
S. Paruk  

In March 2018, we hosted the Establishing emerging 
researchers training needs, with visiting speakers 
Professor Lori Chibnik, a biostatistician at the Harvard 
T.H. Chan School of Public Health and the Department of 
Medicine; and Professor Bizu Gelaye, an epidemiologist 
at the Harvard T. H. Chan School of Public Health. The 
Harvard guests presented on their research projects 
and opportunities for training and collaboration were 
explored. 
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The Discipline of Psychiatry coordinated a research 
ethics training workshop with the Biomedical Research 
Ethics Committee Chair, Professor V. Rambiritch, who 
gave us insight on how to navigate research ethics 
particularly in the mental health field. 

The Discipline of Psychiatry hosts Research days 
every June and November to showcase the ongoing 
research. Students presented their research at protocol 
development phase or completed project findings to 
peers. At the June meeting, several completed MMed 
research projects were presented. The topics were varied 
and included neuro-imaging, child psychiatry, HIV, 
psychosis, consultation liaison psychiatry and depression 
in the African male population.  

In October we hosted Professor Noeline Nakasujja, 
an associate professor of psychiatry and Head of the 
Psychiatry Department at the College of Health Sciences, 
Makerere University. She presented findings from her 
research and gave us her expert opinion on our first 
episode research projects.

The October scientific writing workshop held over 2 days 
was another highlight and we were honoured to have 
Prof Leslie Swartz from the University of Stellenbosch 
guide us on writing tips and getting published. 

In October Prof Chiliza attended the TROPICA meeting in 
London. This is an international collaboration with other 
African, English and Caribbean researchers to explore 
the association of childhood trauma and mental illness. 

Our PhD Projects

The Discipline of Psychiatry has attracted several PhD 
students in the past two years and we are proud to have 
South African and international students registered to 
do their PhDs in psychiatry. Our current students and 
topics include: 

1. Miss L Chitwe: Caregiver perspectives on Autism 
Spectrum Disorders in Zimbabwe: Implications 
for context specific diagnostic practice and health 
policy. (Supervisor: Dr S Ramlall)

2. Dr U Chhagan: Clinical and Substance use variables 
in First Episode Psychosis in HIV infected patients 
and non- infected patients in Kwazulu-Natal 
(Supervisors: Dr S Paruk & Prof B Chiliza). This is a 
very exciting project that will be one of few studies 
that have systematically assessed HIV infection in 
first episode psychosis in an African setting. 
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3. Mrs. M Jarvis: Social isolation, loneliness and mental 
wellbeing in South African older persons living in 
a residential care setting: an e-health intervention 
(Supervisor: Dr S Ramlall)

4. Dr SB Mashaphu: a recipient of the NIH research 
grant award: Phodiso/ UCLA collaboration 2015-
2017 is doing very innovative work on  Behavioural 
Interventions to Reduce HIV transmission Amongst 
Serodiscordant Couples and assessing interpersonal 
trauma in these individuals

5. Dr K Molebatsi: Post-traumatic stress disorder 
intervention for people with severe mental illness. 
(Supervisors: Prof B Chiliza)

6. Miss Pema: Cognition in First Episode Psychosis 
in HIV infected and non-infected patients 
(Supervisors: Dr T Naidu and Dr S Paruk)

7. Dr A Olaware: Association of psycho-social 
morbidity and ARV adherence in HIV infected  
youth in Botswana (Supervisors: Prof Chiliza and    
Dr S Paruk) This is an innovative study that assesses 
prevalence of common mental illness, substance 
use and adherence patterns in behaviorally 
acquired and congenitally acquired HIV infected 
adolescents.  

8. Ms L Shabalala: Experiences of black medical 
specialists in training at two universities in the 
Western Cape (Supervisors: Prof L Swartz and      
Prof B Chiliza)

9. Miss GH Wambua: Childhood adversities: The 
construct of resilience in First Episode Psychosis 
(FEP)  (Supervisors: Prof Chiliza & Dr Killian)

Words by: Dr S Paruk
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HOW DOPE IS DOPE?!
CANNABIS: 
A CON COURT CONUNDRUM

The recent decision by the Constitutional Court to 
ratify the decision of the Western Cape High Court 
decriminalising the recreational use of cannabis has 
compounded the confusion surrounding cannabis. 
The debate continues unabated in the popular 
press and psychiatrists have been inundated with 
questions about the new legislation. 

It is unfortunate that the uninformed read into the new 
law that cannabis is safe to use. There is no documented 
evidence for the safety / benefit of recreational cannabis. 
All evidence indicates the contrary. The use of cannabis 
for medicinal purposes is a different debate and not 
under discussion here. Many people have confused the 
issues.

Addiction is a complex medical condition and people 
should be offered treatment rather than punished for 
using substances. However, to merely decriminalise 
without having appropriate structures in place to 
educate and to treat is short-sighted and spells disaster.

The decision brings numerous challenges for those 
who treat patients in clinical settings.  The risks of 
the unfettered use of cannabis are many. Cannabis 
is addictive and its’ use may lead to dependence and 
withdrawal. Cannabis intoxication causes disturbances 
in levels of consciousness, perception and behaviour. 
Motor co-ordination may be impaired leading to an 
effect on driving ability and the increased risk of injury.

People who use cannabis are at higher risk for 
developing depression and anxiety. Cannabis may 
also cause psychosis and lower the age of onset for 
Schizophrenia. Impaired cognitive function as a result 
of the use of cannabis leads to poor school performance 
and diminished achievement.

Adolescents are particularly at risk if exposed to cannabis. 
During this period of rapid neuro-development cannabis 
use may impair neural connectivity in specific brain 
regions especially those concerned with learning and 
memory. 

The decriminalisation of the use of recreational cannabis 
in private spaces may well lead to the greater abuse of 
cannabis, increased rates of addiction and aggravate 
the myriad of medical, psychosocial and psychiatric 
problems caused by cannabis.

The vulnerable will be more affected by these problems. 
South African society is marked by inequality and 
economic disparity. The poor do not have ready access 
to resources, medical aids and rehabilitation facilities.  

In a country with limited resources the provision of an 
adequate health service is a constant struggle. Mental 
health services and treatment for addiction has never 
been a priority. The Constitutional Court decision means 
that this system will suffer further strain and present 
additional challenges to those involved in the treatment 
of addiction.

Hemant Nowbath

25 October 2018
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DRILL

UKZN Developing Research Innovation, 
Localisation and Leadership in South Africa 
(DRILL)

Dr Nisha Nadesan Reddy
Project Manager: DRILL

DRILL was awarded to the University of KwaZulu-
Natal (UKZN) in 2015 to support a research training 
and induction programme for early career academics 
and health professional staff members, under the 
scientific areas of Human Immunodeficiency Virus/
Acquired Immunodeficiency Syndrome (HIV/AIDS), 
Mental Health, Health Professions’ Education, Health 
Research Ethics and Health Systems Research. 

Early career academics and health professional staff 
members at UKZN and the KZN Department of Health 
include but are not limited to lecturers, senior lecturers 
and associate professors, and health professionals 
working within the KwaZulu-Natal Department of Health.

The goal of DRILL is to produce 20 high quality scientists 
skilled to lead socially valuable, locally relevant and 
culturally sensitive research programmes designed 
around the health challenges facing South Africa and 
KwaZulu-Natal in particular.

The objectives of DRILL are:

1. To capacitate, train and produce by the end of 
5 years, twenty world-class scientists in health 
including early career academics of the University of 
KwaZulu-Natal (UKZN) and health professional staff 
members of KwaZulu-Natal Department of Health 

(KZN DOH) in the fields of HIV/AIDS, Mental Health, 
Health Professions Education and Health Systems 
Strengthening

2. To build the eligibility and increase the likelihood of 
retention of the 20 trained scientists at UKZN and KZN 
DOH resulting in a pool of highly skilled researchers 
who will be on an accelerated development track for 
academic leadership

3. To develop skills of mentorship and supervision in 
the 20 DRILL Fellows to inspire, train and support 
other academics in research development and 
building communities of practice.

The principles underpinning the DRILL training programme:

1. Mentorship and support using a triad of DRILL 
Fellows, supervisors and mentors 

2. Development of research knowledge, skills and 
values 

3. Research leadership development, attainment 
of a National Research Foundation (NRF) rating 
and inclusion in the accelerated research career 
development track

4. Building communities of practice to cultivate DRILL 
Fellow-led knowledge hubs 

5. Responsiveness to health priorities underpinned 
by the philosophy of social accountability, research 
integrity and excellence

Owing to the multidisciplinary nature of this training 
program, the need for expert leadership across 
diverse scientific fields, and a strong desire to ensure 
continuity from UKZN-MEPI ENTRÉE Program into the 
current program, DRILL has a Multi-PI Leadership Plan, 
comprising the Communicating PI (Petra Brysiewicz) and 
four additional PIs.

1. Mental Health: Professor Jonathan Burns, Professor 
of Psychiatry at the University of Exeter, U.K. and 
honorary lecturer at UKZN Department of Psychiatry 
relocated to the UK at the end of 2016, and Dr 
Suvira Ramlall, Clinical head of Psychiatry at King 
Dinuzulu Hospital, Durban, initially co-led the track 
with Professor Burns but later assumed the lead and 
has been appointed as a Multi-PI on the grant since 
March 2018.  
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2. HIV/AIDS: Professor Mosa Moshabela, Dean and 
School of Nursing and Public Health and Wellcome 
Trust Fellow.

3. Health Professions’ Education: Professor Petra 
Brysiewicz, Professor in the Discipline of Nursing, 
School of Nursing and Public Health. Prof Brysiewicz 
is the Communicating PI of the DRILL grant

4. Health Systems Strengthening: Professor Fatima 
Suleman, Professor in Discipline of Pharmaceutical 
Sciences and Prince Claus Chair of Development and 
Equity for the theme Affordable (Bio)Therapeutics 
for Public Health (September 2016 to September 
2018), Utrecht University, The Netherlands.

5. Research Ethics: Professor Douglas Wassenaar, 
Professor of Psychology, College of Humanities, 
director of SARETI, UKZN.

The intention of the DRILL training programme is to 
contribute to staff development and succession planning 
programmes in academia and other governmental and 
non-governmental organizations that are involved in 
knowledge production.

Dr Suvira Ramlall, has been facilitating a Personal 
Development series of workshops for the DRILL fellows.  
The goal of the workshop is to equip the fellows with a 
toolkit for success encouraging them to embrace change 
and be comfortable with a critical self-reflection in how 
they journey not only in their academic and professional 
lives but in their personal space too.  

The Mental Health Scientific Track has 3 fellows:  Lihle 
Qulu and Thabisile Mpofana from Cohort 1 and Desiree 
Govender from Cohort 2.
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Dr Lihle Qulu is a qualified Neuroscientist and a lecturer 
in the Discipline of Human Physiology, School of 
Laboratory Medicine and Medical Sciences, University of 
KwaZulu-Natal (UKZN), Durban, South Africa.   She is in 
the process of applying for rating with the NRF.   

Her DRILL Mentor is Professor Moses Chimbari, Professor 
in the School of Nursing and Public Health. Professor 
Chimbari takes the lead in coaching young academics on 
how to supervise postgraduate students effectively and 
how to become responsible students. Dr Qulu’s post-
doctoral research title in DRILL is: “REcidivism Prevention 
Approaches for Incarcerated Rapists: REPAIR” which she is 
conducting under the supervision of Dr Suvira Ramlall. 
The vision is to become the ‘Rape Busters’, and the go-to 
team with regards to rape and rehabilitation of rapists. 
South Africa has gone through a harsh history that has 
left the remnants being of ill social behaviour such as 
violence, aggression and rape. The long-term goal of this 
study is to understand multifactorial attributes resulting 
in this behaviour. To create a rehabilitative method 
that will be holistic and applicable to the South African 
context. This intervention will be a bio-psychosocial 
spiritual approach and will also include treating with 
intranasal oxytocin to replace the potential deficit due to 
predisposition to trauma.  

She is supervising 18 students in total which includes 5 
Masters and 4 PhDs.   She has presented at 2 conferences 
on research unrelated to DRILL:  Lihle Qulu Yasmin Wa-
Matamba and MV Mabandla. The anxiolytic effect of 
oxytocin in a prenatally stressed rat model of febrile 
seizures. 13th International Conference SONA, Imperial 
Resort Beach Hotel Entebbe, Uganda JUNE 11 - 14, 2017 
(Poster) and Lihle Qulu and MV Mabandla. The effects of 
Early life stress on Febrile seizure Development. Biological 
psychiatry congress Lord Charles Hotel, Somerset-West, 
Western Cape, 14 – 17 September 2017 (Oral).  She is 
actively involved in the Mental Health Advocacy group 
and organised a walk this year.

A highlight of her career in the past year was being 
invited to the Society for Neuroscience (SfN) meeting 
in Washington by the Women in World Neuroscience 
(WWN). She is a board member of South African 
Neuroscience (SANS) 2017.  She has written one 
publication in the past year which is unrelated to her 
DRILL research:  The Effect of Quercetin on Pro- and 
Anti-Inflammatory Cytokines in a Prenatally Stressed 
Rat Model of Febrile Seizures  Nombuso Valencia Pearl 
Mkhize, Lihle Qulu, and  Musa Vuyisile Mabandla. 2017.
DOI:10.1177/1179069517704668.

She is currently at the proposal stage of her research 
project and has yet to receive approval from the UKZN 
IRB and Animal Research Ethics Committee (AREC). She 
is awaiting the outcome of a grant application to NRF 
Thuthuka.

Dr Thabisile Mpofana is a Neuroscientist and in 
December 2017 was promoted from Developmental to 
Full Lecturer in the Discipline of Human Physiology at 
the School of Laboratory Medicine and Medical Sciences 
at the University of KwaZulu-Natal. Her DRILL Mentor is 
Professor Ahmed Bhigjee who is the head of Neurology 
at the Nelson R Mandela School of Medicine, UKZN. 
His special interests are neurological infections and 
demyelinating disorders. 

Her post-doctoral research in DRILL is titled:  
“Understanding the role of alpha-synuclein misfolding 
in Parkinson’s disease”. She is conducting her research 
under the supervision of Dr Anand Moodley, Head 
of the Neurology Clinical Unit at Greys Hospital, 
Pietermaritzburg. He is an honorary lecturer in the 
Department of Psychiatry in the School of Clinical 
Medicine at University of KwaZulu-Natal. The aim of 
the study is to understand the role of alpha-synuclein 
accumulation and aggregation on the progression 
of neurodegeneration. The study will further seek to 
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understand the causes of alpha-synuclein by investigating 
clearing pathways involved in the regulation of alpha-
synuclein and to further understand α-synuclein 
involvement in dopaminergic neuron degeneration.

Dr Mpofana presented her PhD research at the Society 
of Neuroscientists of Africa in Uganda in June 2017:  
Identifying Possible Novel Therapeutic Agents in the 
Management of Parkinson’s Disease Related Symptoms. 
Oral presentation.  She is presenting at the Federation 
of European Neuroscientists in July 2018 - Poster 
presentation on her PhD work and which will also include 
her DRILL study on Parkinson Disease.

She is currently supervising 9 Masters students (5 as 
main supervisor and 4 as co-supervisor) and 3 PhD 
students (1 main supervisor and 2 co-supervisor).She 
is at the proposal stage of her research project and has 
yet to receive approval from the UKZN IRB and Animal 
Research Ethics Committee (AREC). She is awaiting the 
outcome of a grant application to NRF Thuthuka.

Ms. Desiree Govender is a qualified physiotherapist and 
is employed as the Chief Physiotherapist at GJ Crookes 
Hospital in Scottburgh, KwaZulu-Natal Department 
of Health (DoH). She is also appointed as an honorary 
lecturer in the Discipline of Public Health Medicine as 
part of the UKZN Memorandum of Agreement with the 
KZN DoH.  Her DRILL mentor is Professor Steven Collings, 
a DRILL Advisory Committee member and a Professor in 
Psychology at UKZN.

Her Doctoral Degree research title in DRILL is: “A 
community of practice model for a multidisciplinary 
and comprehensive approach towards caring for the 
parenting adolescent mother”. She will be conducting 
this study under the supervision of Dr Saloshni Naidoo, 
Chief Specialist/ Head of the Discipline of Public Health 
Medicine at University of KwaZulu-Natal and Prof Myra 

Taylor, a Professor and Research Manager at the Discipline 
of Public Health Medicine at University of KwaZulu-Natal.

The primary aim of this study is to address the problems 
and needs of parenting adolescent mothers by 
establishing a healthcare Community of Practice model 
that will offer a multidisciplinary and comprehensive 
approach towards their care.

She is at the data collection and analysis phase of her 
research and has received the University of KwaZulu-
Natal’s IRB approval (BFC553/16).

She has drafted 2 manuscripts from her DRILL Research 
Project.

1. Under Review: African Journal Health Care and 
Family Medicine: The risk factors and intervention 
for adolescent repeat pregnancy: A scoping review.  

2. The prevalence and predictors of adolescent repeat 
pregnancy in SA.  The first draft has been completed 
and is awaiting comment from her supervisors. 
This will be submitted to the South African Medical 
Journal.

Words by: Dr Nisha Nadesan Reddy
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INCLUSION INTO THE 
WORLD OF WORK - 
Vocational Rehabilitation of 
Forensic Mental Health Care 
Users 

Ms. Margaux d’Hangest d’Yvoy 
Assistant Director: Occupational Therapy
Fort Napier Hospital

The golden standard of psycho-social rehabilitation 
(PSR) in specialist forensic psychiatric services requires 
unique rationalisation for recovery and reintegration of 
forensic mental health care users (MHCUs) into society 
for meaningful community living. Through interventions 
such as vocational rehabilitation, our clients are included 
into a sphere of society (labour sector) which empowers 
and offers long-term opportunity for recovery, health, 
sobriety, and meaningful living. 

Forensic psychiatric occupational therapy services 
need to consider the following barriers faced in the 
reintegration process into the world of work: skills 
deficits, poor MHCU motivation levels and vocational 
goal setting, community attitudes (stigma and 
incomplete reunification), institutionalisation, and 
necessary limitations imposed in restriction of 
movements as a responsibility towards MHCU and 
community safety while hospitalised. 

Work is an important occupation in the life of an 
adult, and provides meaningful identity and roles, 
promoting occupational balance and even health. 

To achieve vocational goals, forensic occupational 
therapy programs have historically implemented facility 
based pre-vocational skills development projects as a  
means of developing work habits and skills required 
for re-entry into the world of work. This is however 
inadequate as programs can be overly structured with 
limited progression opportunities, with limited client 
centredness, limited challenge, and practice of skills in 
an inauthentic simulated work environment. For change, 
authenticity and client centredness is required. 

The transitional employment model allows clients to 
achieve vocational goals in an authentic competitive 
work environment. This is facilitated through inter-
sectoral partnerships with corporate companies in the 
city to provide an environment for learning. A “place and 
train” approach can be used where placed MHCUs receive 
the necessary support and coaching needed for change. 
MHCUs are taken out of segregated, sheltered, and 
simulated environments for meaningful growth in work 
habits and skills. This follows a “clubhouse” model which 
is a partnership between the “clubhouse” (established 
group such as an OT department) and the corporate (for 
example, factory) allowing for selection and rotation of 
relevant persons. 

‘Injection moulded manufactured items - used in 
electrical fittings’
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Risk management however requires serious 
consideration within forensic psychiatry. The selection 
of suitable MHCUs and a risk assessment of the work 
environment is essential for successful transitional 
employment. Preparatory skills development (including, 
social presentation, productivity and quality standards, 
norm compliance, and other meaningful work habits 
and skills) are of the greatest import. 

Forensic psychiatric facilities such as Fort Napier 
Hospital are able to implement such projects. Currently, 
a transitional employment “clubhouse’ project is run in 
collaboration with a local company where MHCUs are 
exposed to authentic job tasks in this authentic factory 
environment. Work related activities include simple tasks 
such as trimming, sorting, and quality checks of injection 
moulded plastic parts. Completed products are counted, 
boxed, and then paid for by the company. Preparatory 
as well as closure groups allow for maximal personal 
development (including community survival skills). 

Great benefit can be derived from transitional 
employment projects for vocational rehabilitation. 
Systemic benefits include changing of culture through 
de-stigmatisation within corporate/ vocational 
environments, facilitating meaningful “corporate social 
investment” to a marginalised community, establishing 
meaningful inter-sectoral relationships, and improving 
the quality of forensic psychiatric intervention.   
Expectations of MHCUs by the multi-disciplinary team 
are raised, and forensic MHCUs are empowered in their 
vocational roles. 

Reintegration of forensic state patients into the open 
labour market is a possibility through rationalised 
projects, client “voice”, and strategic inter-sectoral 
relationships. 

‘MHCU’s assembling the injection moulds for boxing and distribution to a local company’
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RESEARCH PROJECTS

MMed RESEARCH PROJECTS
The following candidates have successfully completed the FCPsych (SA) part 2 examinations in the past 12 months.

PRINCIPAL 
INVESTIGATOR SUPERVISOR TITLE

Dr M. N. Sibiya Dr S. Saloojee The utilization of a mental health service for major depressive 
disorder at a general hospital in KwaZulu-Natal, South Africa

Dr S. Shabalala Professor J. K. Burns Screening for depression in help-seeking individuals with 
psychotic-like experiences in rural South Africa

Dr V. Naicker Dr S. Saloojee Physical illness in patients with mental illness

Dr K. Pillay Dr S. Paruk
Parental report of emotional and behavioural problems in HIV-
infected children receiving ART from an urban clinic in South 
Africa

Dr S. Kamroodien Dr S. Saloojee
The prevalence and correlates of cigarette smoking and tobacco 
use in patients with severe mental illnesses attending the 
psychiatric clinic at King Edward VIII Hospital

Dr Sinethemba Shabalala
Dr Shabalala’s research was judged to be the best MMed 
project for 2018.

Screening for depression in help-seeking individuals 
with psychotic-like experiences in rural South Africa

Sinethemba Shabalala,1 Andrew Tomita,2 Sisanda 
Mtshemla,1 Ndukuzakhe Mbatha,1 Hans Wijbrand 
Hoek,2,4,5 Ezra Susser,3,6 Jonathan K. Burns1

Aim:  To investigate the utility of Community Assessment 
Psychic Experience (CAPE)-42 in screening for major 
depressive disorder (MDD) among help-seeking 
individuals with possible psychosis referred by traditional 
health practitioners (THPs) in rural South Africa. 

Method:  We assessed 149 clients of THPs in Vulindlela, 
KwaZulu-Natal Province, referred with suspected 
psychosis. CAPE depressive subscale (CAPE-DS) and 
Schedules for Clinical Assessment in Neuropsychiatry 
(SCAN) were administered to assess for depressive 
symptoms and a diagnosis of MDD respectively. 

Results: Twenty-one participants (14.3%) were 
diagnosed with MDD. The CAPE-DS optimal MDD cut-off 
score of 42 (sensitivity=81%; specificity=64%; area under 
curve=0.78).

Conclusion: In a study designed to detect psychosis 
among THP’s clients, we found that: MDD frequency 
was higher than expected, and the CAPE-DS performed 
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better than expected in screening for MDD.  Future 
studies should assess the frequency of MDD among 
THP’s clients, ways to identify psychoses and MDD via 
THPs, and the performance of CAPE-DS. 

Key words: depression screening, psychotic-like 
experiences, help-seeking, low- and middle- income 
countries, traditional health practitioners

MMed GRADUATE

Mpho Mhlongo
Research supervisor:  Professor Jonathan Burns
Co-supervisor:  Dr Andrew Tomita
Research title:  Sexual trauma and post-traumatic stress 
among African female refugees and migrants in South 
Africa

Dr Mpho Mhlongo is a psychiatrist working in private 
practice in Durban, and also holds a sessional post at 
Prince Mshiyeni Memorial Hospital. She is currently 
a Psychiatry Management Group (PsychMG) board 
member.  Dr Mhlongo graduated in September 2018 
with an MMed (Psych) degree from Nelson R Mandela 
School of Medicine, University of Kwazulu-Natal.

A cross-sectional study was conducted at the Dennis 
Hurley Centre (DHC) in Durban, South Africa, between 
July 2013 and April 2014.  Participants were female, 
18yrs or older, non-South African citizens, and were 
conversant in English, French or Swahili.   157 DHC clients 
participated in the study.

The aim was to investigate the association between 
exposure to traumatic life events and post-traumatic 
stress disorder risk, with specific focus on sexual trauma. 
The results indicated that exposure to sexual trauma 

was associated with greater odds of post-traumatic 
stress disorder risk. The findings of the study highlight 
the critical importance of a mental health service for 
females with a history of sexual traumatic events in this 
vulnerable population.  

MMedSci  PROJECT

Kalpesh Narsi
MMedSci (Psychiatry) 
Supervisor: Dr S Ramlall
Research title: CONSERVE Study: Cognitive health and 
reserve in anti-retroviral therapy naive HIV-positive 
adults

With the introduction of anti-retroviral therapy (ART), the 
prevalence and profile of HIV associated neurocognitive 
disorder (HAND) has changed: HIV associated dementia 
(HAD) is estimated to have decreased whilst milder forms 
of cognitive impairment - mild neurocognitive disorder 
and asymptomatic neurocognitive impairment, have 
increased to 12% and 33% respectively. South African 
literature has consistently shown a high burden of HAND 
in people living with HIV (PLWH). This substantial burden 
may be due to a multitude of factors that are unique 
to the local setting: the prevalence of clade C subtype 
of the virus, more patients at an advanced stage of the 
disease, delayed initiation of treatment, lower CD4 
counts, a poorer cognitive reserve (CR), and lower levels 
of education.

In the pre-HAART era, nearly 90% of HIV infected 
individuals had evidence of neuropathology on autopsy, 
but clinically under 70% showed cognitive impairment 
on neuropsychological testing. This disparity may be 
accounted for by individuals with higher CR being 
able to compensate against neurological damage. 
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There is evidence that PLWH with a higher CR are at 
lower risk for neurocognitive compromise. Factors 
influencing cognitive reserve include educational and 
occupational attainment, linguistic ability, intelligence 
quotient, and life experiences like engagement in 
physical and social leisure activities. South African 
PLWH particularly face challenges with optimising their 
cognitive reserve. A poor education system, high levels 
of unemployment, social isolation from stigma and 
socio-economic circumstances, and poor physical health 
- may all contribute to a lower cognitive reserve, thereby 
increasing risk to neurocognitive compromise. 

While ART roll-out has succeeded in improving longevity 
for PLWH, it is important from a health and economic 
perspective to ensure that PLWH also remain functional 
and productive.  Local evidence indicates that the 
response of milder forms of HAND to ART has not been 
robust. Despite being a significant determinant of 
cognitive function, CR and its relationship to HAND has 
not been investigated locally in ART-naïve HIV positive 
patients. 

This cross-sectional descriptive study aims to determine 
significant sociodemographic, clinical, and lifestyle factors 
associated with cognitive reserve and neurocognitive 
impairment in a sample of ART-naïve HIV positive adults 
at two community health clinics. Data will be collected 
from a target sample of 211 voluntary participants, 
using a clinical data questionnaire, and standardised 
neurocognitive assessment tools: International HIV 
dementia scale, Clock drawing test, Action fluency test, 
Digit span forward and backward, and Cognitive Reserve 
Index Questionnaire. Statistical analysis, using STATA15, 
will examine the association between the cognitive 
profile and reserve, and sociodemographic, lifestyle and 
clinical factors in participants. 

By hypothesising that cognitive health in ART-naive HIV 
positive adults is significantly associated with cognitive 
reserve, socio-demographic, lifestyle and clinical factors, 
this study aims to advocate a shift towards a more holistic 
and comprehensive model of care to address HAND.
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Sibongile Mashaphu
Research supervisor: Professor E. Gomo                        
(Dept of Traditional Medicine)
Research title: A Pilot Study of an HIV risk reduction 
intervention for serodiscordant couples

Dr Sibongile Mashaphu is employed as a specialist psychiatrist and 
lecturer at the University of KwaZulu-Natal; where she has been 
since August 2016.  Her area of interest is ‘HIV and Mental Health’. Dr 
Mashuphu’s master’s dissertation was on HIV seropositivity in patients 
with first episode psychosis.

With the growing number of serodiscordant couples around the world, 
it is critical to have available interventions that may contribute to the 
increasing number of prevention efforts that are needed to stop the 
HIV epidemic. This thesis is under review and describes an HIV risk-
reduction intervention that was designed to reduce HIV transmission 
amongst serodiscordant couples living in Durban. What makes this 
research unique is the fact that it was carried out in the private health 
sector, the population that is generally excluded from research projects. 
The intervention was effective towards HIV risk reduction by reducing 
transmission through improved condom use. This was a pilot study of 
an existing HIV-risk reduction intervention that was tested for efficacy 
and feasibility in the USA by a team of researchers at UCLA. 

As one of the UCLA exchange scholars, I was afforded an opportunity 
to spend the spring term of 2015 developing my research protocol and 
attending research methodology courses. This study was approved by 
the UCLA IRB in August 2015 and UKZBN BREC IN June 2016.

Data collection commenced in September 2016 and ended in March 
2018.

The preliminary results of this study were presented at local and 
international conferences, including the AAPAP meeting in Accra, 
Ghana; WPA congress in Cape Town, the Botswana HIV conference in 
Gaborone and the World Cultural congress of Psychiatry in New York. 
The results have also been published in local journals, including SAJP 
and SAMJ.

Going forward, the research team intends extending similar 
interventions to homosexual couples. There is also a need to design 
appropriate HIV risk-reduction strategies for teenagers born with HIV 
through maternal transmission.

Usha Chhagan
Supervisor: Dr Paruk
Co-supervisor: Professor B. Chiliza
Research title: The association of HIV, substance use 
and trauma on the clinical features of patients with 
first episode psychosis 

Dr Usha Chhagan is a specialist psychiatrist currently registered for a 
PhD at UKZN, Department of Psychiatry.

The World Health Organization reports that by 2020, psychiatric 
conditions will be ranked the second leading cause of global disease 
burden after ischemic heart disease. In the South African context, 
this will be even more pronounced by the additional burden of HIV 
infection and AIDS. With an approximate overall HIV prevalence rate 
of 11.2% and an estimated 16.6% of the population (adults aged 15-49 
years) being HIV positive, South Africa is in urgent need of interventions 
to address the related adverse consequences. 

Psychosis and HIV infection are both devastating illnesses associated 
with significant burden of disease. There is a need to better understand 
the association of this comorbidity in a resource limited setting. This is 
particularly an area of great concern in KwaZulu-Natal. We are ideally 
positioned to study this association as we are at the epicentre of the 
global HIV epidemic. In addition, in South Africa, substance use and 
trauma remain critical public health challenges that need to be further 
explored. Early insights into the role of substance use and trauma in HIV 
infection and psychosis onset could be used to delay, modify or even 
prevent the onset of HIV psychosis.

The study of the bidirectional associations between HIV, substance use 
and traumatic experiences and psychosis onset and presentation in a 
low and middle-income setting will be a solid foundation for future 
research and treatment. It has both local and global significance, as 
appreciating the contribution of HIV in psychosis, may also allow better 
insight into HIV as a neurotropic virus and the pathophysiology of 
psychosis. This doctoral study will thus provide new information that 
will improve understanding of pathophysiology of psychosis and the 
care and outcome of patients. 

D O C T O R A L   S T U D I E S
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Anthony Olashore
Supervisor: Professor B. Chiliza
Co-supervisor: Dr S. Paruk
Research title: Substance use, mental illness, and 
cognition on HAART adherence in HIV infected 
adolescents

Anthony Olashore is a Nigerian trained mental health care specialist. 
He is a fellow of the West African College of Physicians, and his 
research interest is in the area of child and adolescent mental health. 
He is a university lecturer at the Department of Psychiatry, University 
of Botswana.  Anthony is currently a PhD candidate at the Dept 
of Psychiatry, Nelson R Mandela School of Medicine, University of 
KwaZulu-Natal, Durban. 

His research work is primarily concerned with the exploration of the 
complex interactive effects of psychiatric disorders, substance abuse, 
and cognitive impairment on medication adherence in adolescents with 
HIV infection in sub-Saharan Africa. The work involves comparing these 
effects between two groups of behaviourally infected and congenitally 
infected adolescents using arrays of psychiatric assessment tools. The 
exercise also comprises the exploration of the effect of adapted LIFE 
STEPS therapy (which involve psycho-education and problem-solving 
training) on medication adherence among infected adolescents who 
have problems with medication compliance. 

The research was born out of the need to identify the possible factors 
that are responsible for the slow pace in the reduction of new HIV 
infection and assist in the formulation of affordable and straight 
forward adherence intervention programs for the low and middle-
income settings

Nduku Wambua
Supervisor: Professor B. Chiliza
Research title: Childhood adversities: A construct of 
resilience in first episode psychosis

Nduku Wambua, a clinical psychologist and lecturer from Nairobi, is 
currently registered for a PhD at UKZN.  Her work experience includes 
promoting the mental health care needs of culturally diverse, urban 
poor populations.  By gaining an understanding into the cultural beliefs 
and perspectives of families, she is able to appropriately match mental 
and preventive health services to them.  

Her study examines how individuals develop resilience after 
experiencing adversities in childhood.  It looks at how participants 
conceptualized their experience, and how they utilized resources at 
their disposal (self, family, community). 

Nduku is passionate about mental health care in Africa, and is interested 
in developing and implementing effective ‘homegrown’ evidence-
based interventions.  

D O C T O R A L   S T U D I E S
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Lucy Chitehwe
Supervisor: Dr Suvira Ramlall
Research title: “Pathway to Autism Treatment and Care in 
Harare (PATCH): A Sequential Exploratory Mixed Methods 
Evaluation of Health Systems in Harare, Zimbabwe.” 

Lucy Chitehwe is a UKZN PhD candidate from Zimbabwe.

The focus of her PhD is on the pathway to autism treatment and care 
for children in Harare. The study uses a health care systems approach 
and anchors on the WHO framework for Innovative Care for Chronic 
Conditions (ICCC). The aim of her research is to develop a context 
specific model of care that promotes early screening, identification, 
interventions and long-term care for children with autism by 
cultivating a triad partnership among caregivers, health care workers 
and community support (traditional and faith healers and community-
based organizations). The model is intended to influence policy, 
improve outcome and reduce burden of care. She is at the proposal 
stage of her research

Lucy’s research is funded by African Mental Health Research Initiative 
(AMARI), a mental health research capacity building grant. AMARI 
is a consortium of four African universities from Ethiopia, Malawi, 
Zimbabwe and South Africa supported by three UK universities with 
the overall goal of building an Africa-led network of 47 researchers 
who in their respective countries can meet the needs in mental, 
neurological and substance use. The grant is under the directorship 
of Dr Dixon Chibanda from University of Zimbabwe , College of 
Health Sciences. Through AMARI, Lucy is conducting her study 
under the co-supervision of Dr Rosa Hoekstra from Kings College 
London and Dr Muchirahondo from University of Zimbabwe. 

Keneilwe Molebatsi
Research Supervisor: Professor B. Chilza
Research title: Post Traumatic Stress Disorder 
intervention for people with Severe Mental Illness in 
Botswana: A Randomised Control Trial

Keneilwe Molebatsi is an early career psychiatrist and researcher based 
at the University of Botswana. She obtained her MBChB degree from the 
University of KwaZulu-Natal, South Africa and her MMed (Psychiatry) 
from the  University of Nairobi, Kenya. She is the current secretary for 
the Botswana Psychiatric Association. 

Her current research interests include trauma and mental health, child 
and adolescent mental health, and depression coexisting with chronic 
non-communicable diseases. Keneilwe is currently registered for a PhD 
at UKZN.

There is a growing body of evidence that people with severe mental 
illness have an increased risk of exposure to trauma with consequent 
high prevalence of PTSD compared to the general population. Despite 
the reports, screening for trauma exposure and PTSD is still overlooked 
in the treatment of patients with SMI. It is highly unlikely that one 
would come across documentation about trauma and/or PTSD in files 
of patients with SMI.  This highlights the need for an effective and 
practical intervention in this population.

The objective of the study is to evaluate the effectiveness of the Brief 
Relaxation, Education and Trauma Healing (BREATHE) program for 
the treatment of PTSD in people with SMI in Botswana. BREATHE is 
great for resource limited settings such as Botswana because it can be 
administered by providers without specialized mental health training 
and its brevity (3 sessions) increases chances of completion. BREATHE 
will be the first psychological intervention to be investigated for 
effectiveness for the culturally diverse Botswana population.

D O C T O R A L   S T U D I E S
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Mary Ann Jarvis
Supervisor: Professor J Chipps (UWC)
Co-supervisors: Dr S. Ramlall (UKZN), Dr A. 
Padmanabhanunni (UWC)
Research title: A connected health (mHealth) intervention to address social isolation, loneliness and mental 
wellbeing in persons 60 years and older in a South African residential care setting

Mary Ann Jarvis is a lecturer in the Department of Nursing and Public 
Health.  She is currently registered for a PhD through UKZN.   Mary Ann 
has many years of experience in the field of teaching, with particular 
focus on mental health care nursing.  Prior to joining UKZN she held 
a managerial position in a company pioneering HIV testing in the 
corporate sector. 

mHealth interventions offer an opportunity in resource restricted 
settings to address loneliness in the elderly.  Globally, older persons 
(60+ yrs.) are a growing population group with particular emergence of 
this age group in low and middle income countries. The ageing process 
is often accompanied by increased prevalence of loneliness, especially 
in residential settings. Loneliness may arise from cognitive distortions 
about actual and desired relationships 

The aim of the study was to develop  and implement an mHealth  
intervention to address loneliness and social isolation in elderly without 
neurocognitive disorders living in resource restricted residential care in 
Durban, South Africa (N=825). The study unfolded over three phases. 

The first phase involved a situational analysis which confirmed  
vulnerability to social isolation and loneliness.   A systematic review 
of interventions addressing loneliness in the elderly identified  
social cognition  as the most effective intervention. In addition, 
an ICT (Information and Communication Technologies) landscape 
survey was conducted; a   team with expertise in CBT, mHealth, 
ICT, graphic design, as well as  stakeholders from the research site, 
developed the mHealth intervention branded mLINCC (Living in 
Network Connected Communities) with a specific logo. The ICT 
survey showed feasibility for mobile message delivery, identified 
suitable smart phones and economically viable cellular network 
providers, and also investigated the use of WhatsApp bundles. 
 
 
 

Participants  were then invited to join phase II. The intervention 
was delivered over 3 months and included 4 phases:  Selection of 
phones, Face to Face WhatsApp training (addressing efficacy and 
technological readiness), Face to Face psycho-education supported 
by WhatsApp messages, and lastly, the delivery of positively framed 
messages to counter items found in the Young Schema questionnaire 
using individual WhatsApp messages. The intervention was tested 
using a cross-over randomised comparison study. Data is currently 
being analysed but anecdotally the experience has had a socially 
transforming impact on the novice Whatsappers! 

D O C T O R A L   S T U D I E S
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WHAT DO 
WE REALLY 
KNOW AND 
THINK ABOUT 
MATERNAL 
AND INFANT 
MENTAL 
HEALTH?
(First featured in Psychological Science)

 

Anusha Lachman 
Child and Adolescent Psychiatrist
Tygerberg hospital
University of Stellenbosch
UKZN Alumna

 “The right to good quality, woman-centred maternal & 
infant health care is universal.” 
      
Lancet Maternal Health Series, 2016

The World Health Organization defines maternal mental 
health as “a state of well-being in which a mother realizes 
her own abilities, can cope with the normal stresses of 
life, can work productively and fruitfully and is able to 
make a contribution to her community”.

Life changes around pregnancy can make women 
more vulnerable to mental illnesses, placing women at 
higher risk of developing depression or anxiety during 
the peri and postpartum period. Social determinants 
are an important cause of mental health problems in 
pregnant women and mothers, especially those living in 
developing countries with increased susceptibility.

Globally, in women of child-bearing age, depression 
accounts for the largest proportion of the 
burden associated with mental or neurological 
disorders (RAHMAN A). Approximately 10 % of pregnant 
women, and 13% of women who have just given 
birth, experience depression worldwide. In South 
Africa however, local studies suggest that this rate  
exponentially increases to 33% - more especially in 
women living in adversity who are more likely to 
experience a mental illness during or after pregnancy.

Common Perinatal Mental Disorders

Common Perinatal Mental Disorders (CPMDs) occur in 
about one in six pregnant women in low and middle 
income countries (FISHER et al) with the highest 
prevalence being amongst the most socially and 
economically disadvantaged women, especially those 
living in crowded households or rural areas. CPMDs 
include depression, anxiety, and may include substance 
use disorders. 

A woman’s risk for CPMDs is increased by the following 
factors:

• Gender based factors, including the bias against 
female babies, role restrictions regarding infant care

• Excessive unpaid workloads

• Gender based violence including emotional and 
physical abuse which is especially destructive when 
the women is more dependent during the perinatal 
period. 
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In higher income countries the quality of the intimate 
partner relationship for the woman is closely related to 
her perinatal mental health – standing to reason that 
women who felt better supported and encouraged 
by partners who supported the pregnancy, had better 
emotional mental health. CPMDs during the first 1000 
days of an infant’s life are of particular concern due to 
the potentially disabling effects on the new mothers’ 
ability to function with detrimental effects on the future 
development both physically and emotionally on the 
infant.

According to the World Health Organization, contributing 
to this maternal burden of disease are the following:

• Poor recognition: Mental health problems are 
often underdiagnosed because many of its core 
features like poor sleep or fatigue are commonly 
associated with motherhood itself, or the stereotype 
of what motherhood should include. 

• Complex obstetric needs: Women in the perinatal 
period with mental health problems may indeed 
have poor physical health, increased obstetric 
complications and may have persistent risky 
behaviours such as substance abuse. These women 
are less likely to be able to care for their own mental 
or physical needs and area less likely to have good 
antenatal follow up care. 

• Suicide risk: suicide is a leading cause of maternal 
death in developed countries (WHO), and suicide in 
particular in young women of reproductive age is 
now the leading cause of death in the world’s two 
most populous countries – India and China. Mental 
health problems in mothers can lead to increased 
maternal mortality through adversely affecting 
physical health needs as well as more directly 
through suicide.

• Impact on children: if the ability of a mother to 
take care of her baby is compromised, the survival 
and development of the infant is at risk. Maternal 
depression in resource constrained settings is linked 
directly to poorer infant outcomes including higher 
preterm deliveries, lower birth weights, higher 
malnutrition and stunting rates, and poor adherence 
to immunization schedules. In addition, the impact 
on the social, cognitive and emotional development 
of children is significantly compromised. 

Why do we need to focus on Maternal 
mental health for Infant mental health?

The time from conception up to the first 2 years of life 
– commonly referred to as the “First 1000 Days of Life” is 
a critical time for brain development and growth (Shore 
2005). Early experiences can change the structure of the 
developing brain, the regulation of hormones and can 
affect the capacity of the infant to adapt to stressors later 
in life. Research indicates that the right care and nutrition 
during the first 1 000 days period helps babies to develop 
their brains, fuel their physical growth, strengthen their 
immune system, improve school readiness and academic 
achievement and also reduces their risks of developing 
chronic diseases later in life ( Lewis et al 2014). 

Supportive caregiving relationships in early infancy 
are crucial for biological development, and without 
appropriate regulation from a supportive caregiver, 
exposure to extreme stress or adversity in this period 
can result in wide ranging biological and emotional 
disruptions. 

Infants born to mothers with high anxiety levels 
during pregnancy have decreased motor maturity and 
vagal tone when compared to those of non-anxious 
mothers. They cry more, are fussier behaviourally, and 
are perceived by their mothers as being more difficult 
temperamentally. 

Depressed mothers have been observed to provide 
less quantity and poorer quality of stimulation for 
their infants, and to be slower in responding and less 
responsive to them. Depressed mothers are also more 
likely to have negative views of themselves as parents 
and are less likely to positively influence their children.

The mental health of mothers influences their 
attachment with their infants. A secure attachment is 
a stable emotional bond between an infant and their 
caregiver.   It is established when the infant has been 
made to feel they can freely express their negative 
emotions and needs. Attachment develops over time 
as the infant senses a consistent and sensitive pattern. 
Mothers who are struggling with their own mental 
health needs and distorted negative perceptions of their 
parenting skills, are less likely to be consistent in their 
patterns of attachment, and in turn less likely to respond 
to their babies in an appropriate and sensitive manner. 
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Common misconceptions about 
maternal mental health

“Maternal depression is Rare”

A common perception is that depression is a construct 
of affluent Western societies that is infrequent or non-
existent in traditional local communities. Perinatal 
depression has been reported in all cultures although 
rates may vary considerably depending on the screening 
and access to care reporting. 

“Baby blues is common to all new mothers”

Baby blues is not a common mental disorder but rather 
a temporary psychological state occurring in 50 – 70% of 
mothers. It usually starts about 72 hours post-delivery, 
following hormonal surges and declines. Symptoms may 
include sudden mood lability, irritability, restlessness, 
anxiety, feeling overwhelmed, tearful or lonely and sad. 
The symptoms may last a few hours or up to 2 weeks, 
but usually resolve with support and empathic care. 
The dangerous statistic to remember is that about 20% 
of women with baby blues go on to develop a major 
depressive episode. 

“Only Specialists Can Treat Maternal Depression”

Psychological therapies are first line treatment for 
mild to moderate depression, with only a minority of 
individuals with depression requiring pharmacotherapy.  
Systematic reviews from high-income countries provide 
evidence of the effectiveness of both psychological 
therapies and pharmacotherapy in the treatment of 
perinatal depression. There is evidence however for the 
effectiveness of the non-mental health specialist led 
interventions such as involving nurses and midwives 
which hold promising results. 

“Fathers don’t experience peri-natal depression”

Paternal mental disorders during the postnatal period 
are associated with an increased risk for behavioural 
and emotional problems in their children. Depression in 
expectant fathers may affect the mental health of their 
pregnant partners and thereby have an indirect negative 
effect on the fetus or neonatal outcomes. Matthey et al 
showed that prenatal paternal and maternal depressed 
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mood were significant predictors for the postnatal mood 
of both mothers and fathers. 

How should we be thinking about 
detection and management?

Maternal Health Care

According to the LANCET SERIES on  MATERNAL HEALTH 
(2016), for most women using services, some receive 
excellent care, but too many experience two extremes: 
“too much too soon, or too little, too late” and others may 
receive no care at all. 

In high and middle income countries, there is a risk 
of over medicalization of normal pregnancy and the 
routine use of non-evidence based, often facility based 
routine interventions resulting in wealthier women 
receiving “too much” care. In lower income countries or 
settings marked by environmental fragility, poor quality 
care that is too late and often too little, results in negative 
maternal and neonatal outcomes. Either way, adequate 
and evidence based care remains a priority across all 
settings.

Challenges

Mental health challenges in the perinatal period 
continues to be overshadowed by complex systemic 
issues in the health system – ranging from lack of 
collaborative care between obstetric antenatal and 
psychiatric services, stigma, cultural misconceptions and 
lack of sustainable service delivery models. 

However, this can be addressed in small ways by general 
and mental health care professionals encouraging early 
detection and screening in daily practices.

Early Detection

Ideally, every woman should be screened several times 
during pregnancy and in the first years postpartum, when 
she engages with health or social services. As this is not 
always possible, care should be taken to screen women 
at least once during and after pregnancy. A combination 
of risk factor screening and symptom screening is 
recommended. There are several tools (such as the 
Whooley depression screen, or the Edinburgh postnatal 

depression scale) that have been validated for use in 
the South African setting,  however it is important to 
remember these are screening tools and not diagnostic. 

Screening CPMD’s

Studies show that mothers with untreated CPMDs have 
a greater likelihood of self-medicating with substances 
(alcohol/illicit drugs), have reduced neuro-vegetative 
functions (appetite, sleep), with increased maternal 
morbidity and mortality, and suicide risk. An ultrashort 
screening tool for CPMDs developed by the Perinatal 
mental health project (PMHP) (http://www.pmhp.
za.org/) for use in primary settings in SA includes the 
following: 

In the last 2 weeks, have you on some or most days:

Felt unable to stop worrying or thinking too much? y/n

Felt down, depressed or hopeless? y/n

Had thoughts AND plans to harm yourself or commit 
suicide? y/n

Turner and Honickman (2016) suggest that management 
of CPMDs should be based on the principles of: early 
detection, empathic care, psychoeducation, holistic 
treatment and suicide risk assessment. 

Promote Infant Wellbeing

The following factors promote mental wellbeing for the 
infant during the first 1000 days: 

Proper Nutrition: Infants who get enough nutrition early 
in life are more likely to grow and develop healthy brains 
and healthy bodies. This may include encouraging breast 
feeding in mothers who are able to. 

Nurturing Care: infants who have warm and responsive, 
loving care develop empathy, are better able to cope 
with emotional and social stresses and have tools to 
develop healthy future relationships. 

Stimulation and play: infants who are provided with age 
appropriate learning opportunities and are stimulated in 
kind and loving ways, will have the potential to develop 
good coping skills. Speaking to infants from their time 
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in utero helps lays the groundwork for language and 
communication skills even prior to the development of 
speech. 

Limited exposure to stress – prolonged exposure to 
toxic stress can have negative consequences on the 
developing infant. This may also take the form of 
exposure to maternal mental disorders and substance 
use disorders which are untreated. 

Concluding thoughts

Depression and CPMDs in a parent serves as a modifiable 
risk factor because symptoms can be treated. The 
efficacy of a range of medication and evidence based 
psychotherapy is encouraging as treatment options for 
maternal & paternal depression in the peripartum period. 
Reducing the symptoms of the parent with depression 
to remission has been shown to reduce adverse effects 
on children. Nurturing care takes place in the context of 
families and and is part of essential care for children so 
that they will not only survive but will thrive and fulfil 
their social and developmental potential.
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AWARDS, APPOINTMENTS AND 

ACHIEVEMENTS

Congratulations to the following Faculty 
Members for receiving Research Awards 
/ Grants: 

Dr S. Mashaphu

Dr S Mashaphu received the 2018 Thuthuka Research 
grant -  a highly competitive grant awarded to her for her 
PhD research on HIV serodiscordant couples.  

Dr. S Paruk

Dr S. Paruk was awarded the ‘Biological Society 
Established Researcher Award’ - July 2018. 

She won best poster presentation (staff category) - 
College of Health Sciences Research Day Symposium

RESEARCH 
A W A R D S 
2 0 1 8
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Professor B. Chiliza

Head of  Psychiatry wins prestigious  MRC 
Research Grant 

Professor Chiliza, the lead South African Principal 

investigator, and his team won the prestigious UK-South 

Africa Joint Initiative on Mental Health grant funded by 

the South African Medical Research Council & Medical 

Research Council UK/ Newton Fund.

Professor Bonginkosi Chiliza (SA-PI) head of Psychiatry 

at the University of KwaZulu-Natal (UKZN) has extensive 

experience and expertise in first episode psychosis 

research and is the lead co-PI of the PSYchosis MAPping 

in KwaZulu-Natal (PSYMAP-ZN) project proposal. Prof 

Chiliza and team have been awarded a 3 year highly 

competitive and coveted research grant from the South 

African Medical Research Council & Medical Research 

Council UK/ Newton Fund. The 3-year epidemiological 

study of incident psychosis in a South African setting was 

considered to potentially have high impact, innovative 

and included a strong research capacity building 

component. 

The aim of the PSYMAP-ZN project is to improve our 

understanding of psychosis within a Sub- Saharan Africa 

(SSA) setting. The project will address 3 key research 

questions in the SSA context: 1. What is the incidence 

rate, clinical presentation, and associated risk factors of 

psychosis in a SSA setting? 2. What is the impact of the 

social, economic and physical environment on incidence 

rates, onset and presentation of psychosis in this setting? 

3. What are the help-seeking behaviours and pathways 

to care of people with psychosis and their families/

caregivers in this SSA setting? 

The illustrious research team includes Professor 

Jonathan Burns (UK-PI), who in his capacity as previous 

Chair of Psychiatry at UKZN, led the INCET study upon 

which the current study is built, and is internationally 

recognised in psychosis research as well as global 

systems, policy and population mental health. In 

addition the team boasts several experts including: 

Professor Craig Morgan (Co-I) who has extensive 

experience of successfully delivering epidemiological 

studies of psychoses and of leading large collaborative 

programmes, Dr James Kirkbride (Co-I, UCL) - a 

renowned psychiatric epidemiologist with extensive 

experience in designing, conducting and analysing 

epidemiological studies of the incidence of psychotic 

disorders, Professor Leslie Swartz (Co-I) -  a distinguished 

professor of psychology at Stellenbosch University with 

extensive experience in culture and mental health and 

access to health care for people with disabilities, and Dr 

Andrew Tomita (Co-I) who has expertise with spatial/

social epidemiological methods in mental health and 

HIV in South Africa. 

Other collaborators who provide further expertise 

and will contribute to the overall study as well as 

specific parts as required include: Professor Ezra Susser 

(Columbia University), Dr Alex Cohen (Harvard), Prof 

Hans Hoek (Parnassia Institute), Professor Wim Veling 

(University of Groningen), Professor Frank Tanser (UKZN; 

an epidemiologist with expertise in population health 

(specializing in HIV) and geospatial epidemiology), 

Professor Christina Borba (Boston University; global 

mental health and mixed methods research) and Dr 

Stefan Du Plessis (Stellenbosch University; expertise in 

virtual reality methods).
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Dr K. Roopun 

Dr Roopun, a registrar in his 3rd year of study, was 
awarded the College of Health Sciences Research 
Fellowship (R25 000)

Congratulations! Our 3rd year registrar Dr V Juby has 
been selected to deliver an oral presentation at the 
World Psychiatry Association in Ethiopia in Nov 2018. Her 
research is on the relevance of neuro-imaging in patients 
admitted to a psychiatric hospital. 

APPOINTMENTS

Dr. Suvira Ramlall
Academic Leader: Registrar Training Program

2018 saw the creation of a new post (Academic Leader: 
Registrar Training Program) by the College of Health 
Sciences (CHS), UKZN.  This followed a recognition of 
the need for registrars to be supported academically, 
with research matters, as well as with their mental 
and psychological wellbeing.   Dr Suvira Ramlall was 
appointed into this position in May.  This is indeed a 
prestigious position as she will now be part of the Dean’s 
Management Committee, and leadership of Nelson 

R Mandela School of Medicine.  She will continue as 
Head of Clinical Unit at King Dinuzulu Hospital, and has 
now in essence been seconded to the Dean’s office on 
a sessional basis.  Dr Ramlall will be responsible for the 
holistic support of registrars from all disciplines in the 
three Schools of the CHS and aims to strengthen both the 
academic and clinical training aspects of registrarship. 
As a psychiatrist, she is also well-placed to address the 
topical issues around student mental health which is also 
key to registrar throughput and success.   

We wish Dr Ramlall all the success with this very 
important endeavor.

ACHIEVEMENTS

2018 - 1st Semester FC Psych (SA) part 2 
graduates

Pictured from left to right - Dr K. Pillay, Dr M. Sibiya,         
Dr S. Kamroodien

2018 - 2nd Semester FC Psych (SA) part 2 
graduates

Dr Shabalala (pictured), Dr Rajcoomar
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MILESTONE MOMENT

First satellite branch of SADAG opens in 
KZN

After several years of engagement with SADAG founder, 
Ms Zane Wilson, Dr Ramlall was able to open the first 
satellite branch of SADAG at Durban’s Life St Joseph’s 
Hospital in February 2018. Assisted by fellow director 
Suntosh Pillay and project manager Dr Lynn Norton, 
SADAG KZN has already engaged with several business 
and tertiary education centres by conducting mental 
health education and awareness events, distributing free 
literature, publishing press releases in local newspapers 
and conducting radio talk shows. 

Their main aim is to improve mental health literacy at 
community level  and provide support to those affected 
by mental illness. Towards this end, several groups of 
volunteers have been trained to conduct support groups 
in communities across KZN. Through partnerships with 
other local NGOs,   SADAG KZN plans to expand its 
footprint to target the youth in 2019 with an exciting 
menu of mental health promotion and advocacy events. 

SADAG national toll free helplines are accessible 
to all in KZN and the local office contact details are 
0627971355; kznsadag@anxiety.org.za

Pictured left to right - Dr S. Ramlall, Mr S. Pillay, Dr L. 
Norton
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CONGRESSES AND SYMPOSIA

2018 SASOP CONGRESS - PRESENTATION’S 
by UKZN FACULTY MEMBERS 

Dr S. Paruk

Oral presentation titled “The forgotten group: 
Caregiver burden, depressive and anxiety symptoms 
among caregivers of children with psychiatric 
disorders in Durban, South Africa”  Ramdhial M, 
Paruk S

The talk highlighted the need to identify and manage 
caregiver burden and associated psychopathology in 
caregivers of children with psychiatric disorders. Burden 
of care has been defined as “the presence of problems, 
difficulties or adverse events which affect the lives of the 
psychiatric patient’s significant others”. Her talk was an 
overview on caregiver burden and presented the results 
of a study conducted in KZN by Drs Ramdhial and Paruk. 
Dr Paruk reported that caregiver burden is associated 
with an increased risk of physical and mental health 
problems in the carer, and influences care and outcome 
for the index patient. In practice, the focus is on the care 
of the index patient, and the objective and subjective 
burden of care amongst caregivers of children with 
mental illness is neglected. This is particularly relevant in 
child psychiatry where parents are expected to manage 
the care of children with significant special needs - in the 
context of very poor access to psycho-social support, 
and even educational facilities. 

Traditionally clinicians focused on depression in 
caregivers, but more recently it has been found that 

measuring depression alone was inadequate; as patients 
may not be clinically depressed, but may still experience 
significant caregiver burden in domains such as finance, 
restriction of social activities and personal relationships. 
Hence the need to explore caregiver burden more 
systematically. There were no previous studies on 
caregiver burden in this group from South Africa, and 
the local study reported a high prevalence of caregiver 
burden, depression and anxiety symptoms amongst 
caregivers, suggesting the need for improved screening 
and psychosocial support programs for caregivers, 
particularly mothers. Programs should consider the 
impact of caregiving, particularly on mental health, 
income and social restrictions of caregivers of children 
with psychiatric disorders.  

Professor B. Chiliza

Oral presentation titled: “Environment, food systems 
and mental health”

I think it is fairly simple to see the link between the 
environment, food systems and physical health. There 
have been a number of studies that have looked at the 
impact of the changing environment and subsequent 
food systems on physical health. For example, there are 
some cool studies that have looked at what happens to 
people’s health when a supermarket opens up in a small 
rural town. They have found that people’s diets change 
as they spend their limited resources at the supermarket 
buying ‘junk food’ instead of bartering their excess crops 
with neighbours. This ultimately leads to increased 
prevalence of obesity and other non-communicable 
diseases. A recently published study, using data from 
the National Income Dynamics Study, has shown that 
there is a rapidly increasing body mass index in children, 
adolescents and young adults in our country. The rate 
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of increase is substantially greater than the rest of the 
world. This will have important consequences for our 
health care as the rate of associated non-communicable 
diseases exponentially increase. 

However, the impact of the environment and food 
systems on mental health has not been well studied. 
We have been looking at this question as part of the 
Sustainable and Health Food Systems (SHEFS) study. 
The overall aim of the study is to provide policy makers 
with novel, interdisciplinary research evidence to define 
future food systems policies that delivers nutritious and 
healthy foods, in a sustainable and equitable manner. 
The two mental health studies that we would like to nest 
within the SHEFS project are the evaluation of the School 
Feeding program in South Africa and African traditional 
diets in first episode psychosis. 

The National Schools Nutrition Program provides 
nutritious meals to learners; promotes nutritional 
knowledge and healthy food choices; and promotes food 
gardens to improve food production, knowledge and 
skills. Evidence has shown a link between micronutrient 
deficiencies and cognition and behaviour in children; 
we would thus like to review the program by examining 
cognition and behaviour of school children. There is also 
some evidence that African Indigenous diets using green 
leafy vegetables, collectively known as ‘morogo’, have 
antidiabetic properties as well as positive influences on 
cholesterol. We have thus designed a multi-component 
lifestyle intervention utilising African Indigenous diets in 
a first episode rural cohort. 

Dr. Suvira Ramlall

Oral presentation titled: Myocardial infarction and 
depression. (PUBLISHED IN SA HEART VOL 15 NO 2 ; 
2018)

By 2020 IHD and depression will be the top two 
leading causes of death and disability globally. By 2030, 
depression will become the leading cause of burden 
of disease globally, followed by IHD. Patients with CVD 
have more depression than the general population. 
Persons with depression are more likely to eventually 
develop CVD and also have a higher mortality rate than 
the general population. Patients with CVD, who are also 
depressed, have a worse outcome than those patients 
who are not depressed; the more severe the depression, 
the higher the subsequent risk of mortality and other 
cardiovascular events. Psychocardiology therefore has 
significant clinical and economic implications. More 
than a quarter of patients become depressed post acute 
myocardial infarction with >75% remaining depressed 3 
months later. Depression is associated with a significantly 
increased risk of MI and coronary death. 

Post MI depression is significant associated with 2-2.5 
fold increase  in all-cause mortality, cardiac mortality, 
new cardiac events and major adverse cardiac events. The 
relationship between depression and acute myocardial 
infarction has not be examined locally. 

We therefore conducted a quantitative cross-sectional 
study, in which consecutive patients, admitted to the 
Coronary Care Unit at R. K. Khan Hospital, Durban, 
South Africa, with a diagnosis of AMI, were screened 
for depressive symptoms using the Cardiac Depression 
Scale as well as perceived stress. 
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The study cohort consisted of 117 patients with a mean 
age of 58 years. 49% of the participants were diagnosed 
with depressive symptoms with a significantly greater 
number of females experiencing depressive symptoms 
compared to males. Patients with depressive symptoms 
were more likely to have a previous history of depression, 
positive family history of depression, greater non-
adherence to their medication, and had lower levels of 
physical activity. These patients also reported higher 
levels of stress on objective and subjective rating. A 
significantly greater number of major adverse cardiac 
events were found in those with depressive symptoms.

The prevalence of depressive symptoms in patients post 
AMI and its association with major adverse cardiac events  
highlight the need for a multidisciplinary and holistic 
approach to the management of patients post AMI.

Dr Roojee

 

POSTER 
PRESENTATIONS 
BY DR JUBY AND 
DR ROOJEE
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Dr Reddy’s Academic Weekend
Professor B. Chiliza

Oral presentation at the SASOP Public Sector Meeting, 
George, April 2018

“Psychoeducation for first episode psychosis: 
Bringing Hope Back”

Background: A mother brings her son in for a  
consultation; and after extensive history-taking and 
examination you make a diagnosis of a first episode 
psychosis. He was previously performing well in school 
and is currently in the second year of his university 
degree. What approach do you now use to deliver the 
diagnosis to the patient and parent?

Remembering that the pathway to your rooms is 
usually non-linear, full of dead ends, and very traumatic 
for the family. Remembering that the diagnosis of 
‘schizophrenia’, even to the lay person carries with it a 
poor outcome, poor functioning, as well as multiple 
comorbidities. Historically, schizophrenia has been 
thought to be caused by poor parenting, and more 
recently mothers have been blamed for bringing the bad 
gene that causes schizophrenia into the family. It’s no 
wonder then that the diagnosis almost inevitably leads 
to mom’s uncontrolled tears in your office.

So, what hope is there in educating the patient’s mom? 
Firstly, there is often relief in finally knowing what the 
diagnosis is. Knowing that the odd behavior has a name. 
Secondly, the Early Intervention in Psychosis movement 
sweeping the world has promised that we can change the 
trajectory of illness. If we can comprehensively intervene 
in the early stages of the illness (the first five years: the 
critical period hypothesis), we can change the long-
term outcome of the lives of people with first episode 
psychosis. Lastly, discovery of medication in psychiatry 
has been largely through serendipity. Therefore, we 
cannot predict when the next breakthrough in science 
will occur that will revolutionize treatment for psychosis. 

Recent literature has described the art of breaking 
‘serious news’ as a balancing act. Balancing the need to 
be hopeful, encouraging and supportive versus being 
honest. So, the call is to bring hope back in educating the 
families following the diagnosis of first episode psychosis. 

And then, the parents need to be engaged in a family 
psychoeducation program. Cochrane reviews of family 
psychoeducation in schizophrenia have found that the 
magic number is six. Families need to be engaged in at 
least six sessions focusing on psychoeducation about 
the illness, reduced expressed emotion, and support 
for the family. Our previous work has shown that multi-
family groups with a psychoeducational and behavior 
modification frame are acceptable in an urban African 
setting. However, we need to modify the sessions to 
include factors that relate to poverty, violence, caregiver 
burden, stigma and limited health care access. 

Dr Suvira Ramlall

Oral presentation: “Psychotherapy - a biological 
treatment” 

Based on the Chapter From Mind To Brain: The 
Neuroscience Of Psychotherapy from Talk Therapy 
Toolkit, this provocative talk started off with a reminder 
that many of the earliest psychotherapy pioneers were 
psychiatrists, neurologists and medical doctors. Asked 
to reflect on what defines ‘psychotherapy’, psychiatrists 
were challenged  to clarify their identity on a spectrum 
extending from the biological pole of neurologists and 
the psychological pole of psychologists. Quoting the 
father of psychoanalysis, Freud: “We must recollect that 
all of our provisional ideas in psychology will presumably 
one day be based on an organic substructure”, the 
principles of neuropsychotherapy were introduced. 

Core psychotherapeutic phenomena and constructs 
(therapeutic alliance, empathy, mentalising, memory 
and learning etc.) were correlated  with the neuroscience 
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underlying neuroplasticity, mirror neurons, epigenetics 
and structural and functional brain changes. The small but 
growing evidence base for the impact of psychotherapy 
on the brain in Depression, OCD, Panic disorder, PTSD, 
Phobias and Schizophrenia provide evidence that 
psychotherapy does impact biology and that perhaps 
the title ‘Shrink’ be replaced   with ‘brain whisperer’. “As 
the father or  mother reaches out to the baby, and the 
baby fixes his gaze upon the parent, nerve endings and 
dendrites reach out to each other in the microscopic 
landscape of the brain forming neural bonds that match 
the human bonds”(Morgan, 2006).

20th Annual Mental Health 
Symposium (11 October 2018)

by Liesl Morris
Intern Clinical Psychologist

World Mental Health Day is observed annually on the 
10th of October, with the overall objective of raising 
awareness of mental health issues around the world and 
mobilising efforts in support of mental health. The day 
provides an opportunity for all stakeholders working on 
mental health issues to talk about their work and what 
more needs to be done to make mental health care a 
reality for people worldwide.

Each year, Fort Napier and Town Hill Hospitals’ come 
together to host their annual World Mental Health 
Symposium at the Iris Marwick College (Town Hill 
Hospital). On Thursday 11th October 2018, Fort Napier 
and Town Hill Hospitals’ had the pleasure of hosting 
the historic 20th Annual Mental Health Symposium. A 
number of distinguished guests and delegates attended 

the event, and we had the pleasure of hosting notable 
speakers from various professional domains. 

Session one began with Professor Shannon Hoctor 
presenting on Non-pathological incapacity relating 
to provocation or emotional stress. This was followed 
by Dylan Evans presenting on Ethical issues in the use 
of online technology for the provision of psychological 
services. Professor Bonga Chiliza ended the informative 
first session with a presentation titled Early intervention 
in mental health in South Africa: A pie in the sky?  

The second session commenced with Professor Basil 
Pillay presenting on Equipping youth for a changing world. 
This presentation was followed by Professor Nhlanhla 
Mkhize presenting on African-centred psychology: Its 
relevance to youth concerns in the 21st century. Finally, 
Professor Anthony Pillay ended the symposium with 
a presentation titled Rethinking professional & social 
responsibility in the mental health disciplines. 

The symposium was a great success, it was well 
attended by individuals from various mental health care 
backgrounds and professions including occupational 
therapists, social workers, psychiatrists, psychologists 
and professional nurses. The psychology sections of  
Town Hill and Fort Napier Hospitals would like to thank 
their institutional managements and the Iris Marwick 
College for their ongoing support of the event, the 
speakers - for sharing their wisdom, as well as the 
delegates. We would like to extend our warm thanks 
to the Psychological Society of South Africa (PsySSA) 
for the generous support of the function. We trust that 
delegates left the event feeling enriched and inspired.

Pictured from left to right – Mrs A. Kramers-Olen, 
Professor N. Mkhize, Professor A. Pillay, Mr. D. Evans, 
Professor S. Hoctor, Professor B. Chiliza, Professor B. Pillay
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Durban Mental Health 
Symposium
Fourth annual symposium shines light on 
mental health 

The KZN Mental Health Advocacy Group hosted a 
successful 4th annual Durban Mental Health Symposium 
at UKZN Howard College Campus on July 4.

In line with the national narrative, the symposium was 
themed “Thuma Mina: Together we can do more!” It was 
well attended by 200 mental health care practitioners 
and specialists from the Psychology, Nursing, 
Occupational Therapy, Social Work and Psychiatry fields 
in government, private sector, academic and nonprofit 
organizations in KZN.

This symposium was initiated by Suvira Ramlall and 
Suntosh Pillay in 2015 at the King Dinuzulu Hospital 
Complex (KDHC). It has now grown into a major 
provincial event that was sold out within a week. It aims 
to create a platform where all relevant stakeholders can 
meet to share information, challenges, experiences, and 
offer support, while paving a way forward to strengthen 
mental health awareness at both a professional and 
community level.   

Pictured left to right – Dr  J. Lotter, Mrs S. Ottino, 
Professor M. Marks. Dr K. Narsi, Professor B. Chiliza, Mr S. 
Pillay, Dr S. Ramlall

Dr Ramlall says that the Thuma Mina theme was to prompt 
all of us to be responsible and responsive citizens “that 
put in the effort and play an active role in sensitizing and 
creating awareness around mental health issues within 
our communities”. 

In his address titled  “Language, culture & migration: 
Delivering mental health care ‘met eish’” Professor Bonga 
Chiliza, Head of  the Psychiatry Department at UKZN, 
focused his talk on diagnostic inaccuracies  that ensue as 
a result of language barriers and the deficiencies in our 
translator services. 

“Understanding language is important, and effective 
doctor-patient communication is critical in health care, 
and is something we cannot take for granted,’ he said.

Mrs. Shelly Ottino, a mental health care user & activist 
who has lived with bipolar mood disorder for the most 
part of her life, shared her challenging journey with the 
audience.

‘Mental illnesses, like depression, are very real and can 
turn one’s life upside-down.  All we need as mental illness 
suffers is love and support. I am one of the fortunate 
ones because my family has been with me and been very 
supportive throughout my journey,’ she said.

Prof. Monique Marks, Head of the Urban Futures 
Centre at the Durban University of Technology (DUT), 
presented her research on opioid substitution therapy 
and whether it improves quality of life for heroin users. 
Her study focused on drug users around Durban and she 
challenged the audience to rethink their notions of drug 
abuse and how we approach treatment.

Dr. Kalpesh Narsi,  a Specialist Psychiatrist at the 
eThekwini District Office, shared his views on integrating 
mental health into primary health care. His presentation 
was titled “Begging Bowls & Global Goals”. He advocated 
for a task-sharing approach, but cautioned that this 
should not be at the expense of having more specialists 
in the system.

Dr. Jaclyn Lotter, Head of programmes at the SA College 
of Applied Psychology (SACAP) focused her talk on re-
imagining the possibilities of what mental health care 
can become in South Africa, arguing that “a different 
destination requires new roads”. She challenged the 
audience to be part of a new narrative in mental health, 
one that looks at what is working well and can create 
long-lasting change.
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Mrs. Nerena Ramith, Chief Occupational Therapist at 
Ekuhlengeni Psychiatric Hospital, stressed the importance 
of having a healthy mind as clinical practitioners. She 
also showcased the numerous projects taking place at 
Ekuhlengeni to assist the long-term residents with small 
income-generating activities. Her presentation was titled 
“Skilled hands – healthy minds: Occupational therapy in 
mental health.

Sponsors included Bargain Books and Sanlam.

 words: Suntosh Pillay
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MENTAL HEALTH ADVOCACY 
WALK

EVENTS:

09 OCTOBER 2018

Over 700 people united for mental health walk

Ahead of World Mental Health Day on October 10, over 
700 people from around KwaZulu-Natal met early on 
a Sunday morning to call for improved services in the 
province. Durban’s north beach amphitheatre became a 
hive of activity on October 7 as the KZN Mental Health 
Advocacy Group hosted its third annual walk to raise 
awareness about the neglected issue of mental illnesses, 
substance abuse, and their impact on wellbeing. The 
Advocacy movement and the walk were jointly initiated 
by Suvira Ramlall and Suntosh Pillay, who both work at 
King Dinuzulu Hospital Complex (KDHC).

Dr Ramlall, head of unit at KDHC and academic leader 
at UKZN’s College of Health Sciences, says that mental 
illness is a topic shrouded in misconceptions even 

though “it is not unlike other medical disorders and has 
recognised and effective treatments, such as medication 
and psychosocial therapies.”

“Mental health is everybody’s business, from the home, 
schools to tertiary institutions and the workplace, 
mental health and illness have far reaching and serious 
implications for the health, economy and success of a 
nation,” says Ramlall.

Suntosh Pillay, a clinical psychologist and honorary 
clinical fellow in the psychiatry department at UKZN, said 
that the youth are especially vulnerable to mental health 
problems in a country like South Africa. This year’s global 
theme for World Mental Health Day centred on young 
people in a changing world.

“Suicide and depression are increasing in young people, 
made worse by poverty, inequality and unemployment 
in South Africa. Our larger socio-political situation has 
direct effects on psychosocial wellbeing and mental 
health, so it’s our moral duty to be activists in an area 
that is largely fragmented and consistently side-lined by 
local, provincial and national government,” says Pillay. 

During the walk to uShaka and back, patients, families, 
professionals, and the public spread messages of hope 
carrying placards that called for an end to stigma and 
silence around mental health, with some urging that 
vacant public sector posts be filled. The morning included 
free health screenings, HIV testing, aerobics classes by 
Virgin Active, and free advice from local organisations, 
such as Alzheimer’s KZN, Nurture, Alcoholics Anonymous, 
Advice Desk for the Abused, the Mental Health Review 
Board, Ikhewzi Welfare Organization, HIV Addiction 
Technology Transfer Centre, and the Mum’s Support 
Network. Staff from various government hospitals were 
also present, including Ekuhlengeni, Town Hill, R. K. Khan 
and King Dinuzulu.

Lynn Norton, the manager of Durban’s new SADAG 
office, said the response was inspiring. “The South 
African Depression and Anxiety Group (SADAG) KZN was 
a proud partner in this event, and we had almost 100 
people sign up at our stall to be a volunteer, showing the 
great interest and need for open dialogue about mental 
health,” said Norton. Ramall and Pillay have been at the 
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forefront of setting up the regional SADAG KZN office, to 
help fill the treatment gap at community level.

Shwetha Singaram, President of the Student Society of 
Psychology at UKZN, said volunteering for the walk was a 
fulfilling experience.

“At such a beautiful location, I not only felt Durban’s 
warm atmosphere but the warmth of its people. It was 
so encouraging to see people from all walks and colours 
of life coming together to send an important message. 
I am grateful to the mental health advocacy group for 
organising this significant event,” said Singaram.

Pillay urged all mental health stakeholders to unite for 
the bigger picture. “Once again, this event shows the 
urgent need for collective action and collaboration. Done 
entirely on donations and sponsorships, a wide range of 
corporate and non-profit partners came on board to help 
out. Together we can do more.”  

To get involved, partner, donate, or volunteer, email 
ramlalls4@ukzn.ac.za 

Pictured - Psychology students who volunteered their 
time at the annual Mental Health Advocacy Walk in 
Durban
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Risk 
Assessment 
in Psychiatry: 
Process and 
Implications

Dr Indhrin Chetty
Forensic Psychiatrist
Sterkfontein Hospital
University of the Witwatersrand
UKZN Alumnus

Risk assessment in psychiatry is carried out in various 
settings. These may include emergency settings, non-
emergency clinical settings, inpatient or outpatient 
settings, and in forensic assessments. Any such exercise 
cannot end at risk assessment. It must be followed by 
risk management interventions when there has been a 
measure of significant risk. Failure to institute adequate 
risk management procedures where necessary would 
make the exercise of risk assessment devoid of any 
practical significance. 

The Tarasoff  case was a landmark case in the United 
States of America and is now often quoted in 
discussions on risk assessment. This case “illustrates 
one of the most important issues of all – that 
recognition of threat or risk, and even its systematic 
assessment is not enough. Resultant, appropriately 
informed management strategies are essential”. 

The purpose of risk management procedures is to contain, 
reduce and hopefully eliminate risk. This is the desired 
practical outcome following a risk assessment process. In 
some situations, it is difficult to reduce or eliminate risk 
in the short term and the focus may therefore be on risk 
containment. 

Risk assessment includes assessment of various forms 
of risk. This may include risk to self, risk to others and 
risk to property. A patient may present with different 
degrees of risk in the different areas, for example suicide 
and homicide ideation, or destruction of property and 
threats of physical harm to another. Risk management 
interventions therefore need to be tailored to the risk 
posed. 

It is important to understand certain terms that may be 
used in a risk assessment:     

• violence is the actual, attempted or threatened 
harm to a person or persons.

• a violent offender is one who has committed a 
violent act and been convicted for this.

• a dangerous offender is one who has been 
convicted for a violent offence and for whom there 
is a prediction that he/she will act violently in the 
future. 

The concept of dangerousness is not an objective one. 
Dangers can be described as unacceptable risks. What is 
considered dangerous is influenced by the judgement 
and opinion of the assessor. 

Risk assessment requires one to look at risk factors and 
harm in coming to a determination of risk. The variables 
used to predict violence are referred to as risk factors. 
Static risk factors are features of the patient or offender 
that predict dangerous behavior but are not amenable 
to direct intervention, for example previous offences. 
Dynamic risk factors are those that are potentially 
changeable with intervention, for example substance 
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abuse; and  which can be a focus in risk management.  
Harm refers to the degree and type of violence being 
predicted. Ultimately one arrives at a determination of 
risk, which is the likelihood of harm occurring. 

A risk assessment forms a part of any general psychiatric 
assessment. It is woven into the fabric of a psychiatric 
assessment and is not necessarily a discrete process in 
the assessment. The various risk factors may be revealed 
directly or indirectly in the interview; and others may be 
observed, for example, irritability, hostility and sexually 
inappropriate behavior.  In addition, other risk factors 
may only be uncovered in the collateral history. By the 
end of the psychiatric assessment the assessor would 
be in possession of information pertaining to different 
risk factors. These are then consolidated in a single 
framework which allows the assessor to report on risk in 
a more discrete manner. 

A risk assessment may also form an integral part of 
a forensic psychiatry assessment. Even if the issue 
under consideration does not specifically call for a risk 
assessment, it is still necessary to constantly monitor risk 
so that this may be managed in the assessment period, 
thereby preventing harm materializing. For example, 
awaiting trial detainees who are referred for forensic 
psychiatry assessments may be judged to be high risk 
due to psychiatric illness, personality factors or substance 
related disorders. This risk needs to be managed in the 
assessment period, to prevent harm to the awaiting trial 
detainee, other awaiting trial detainees and to staff. In 
the forensic setting there is also in addition an ongoing 
assessment of risk in state patients as this directly 
impacts their management, the granting of leave of 
absence from the wards and ultimately a decision on a 
discharge process.

Methods of Risk Assessment

Risk assessment may be conducted via clinical methods, 
actuarial methods or through a structured professional 
judgement process. 

In the clinical method, personalized information about 
the patient or the offender is obtained through a 
psychiatric interview. There is a subjective interpretation 
of this personalized information on the part of the 
assessor. The assessment utilises the experience, intuition 
and knowledge of the psychiatrist. The focus is on the 
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particular individual being assessed. The assessment 
does not produce a numerical measure. 

In the actuarial method there is a reliance on the 
statistical associations of risk factors which have been 
elicited objectively. This method produces quantifiable 
data. This data is analysed to provide a relative risk score 
(a numerical score).

In the clinical method there is interaction between 
the psychiatrist and the patient or offender. The 
process is “in part deliberately open and unstructured” 

 The unstructured approach has the advantage of 
avoiding the imposition of preconceived ideas on the 
patient. It allows for a greater understanding of an 
individual’s unique circumstances as the method is 
always individualised. There is a structured element to 
the clinical method as the information is obtained in a 
process that incorporates the elements of a psychiatric 
interview. 

There are various criticisms of the clinical method. It may 
sometimes be conducted by untrained or inexperienced 
clinicians. The conclusion reached may therefore be 
unreliable. When conducted by different clinicians the 
conclusions reached may be inconsistent. Another 
criticism is that inappropriate clinician bias may come 
into play in the assessment. This is often unintentional 
and may be based on preconceived expectations, the 
clinician’s values and incorrect or incomplete data. Also, 
the largely unstructured nature of the method runs the 
risk of the assessment being incomplete or lacking in 
detail. 

There are also criticisms levelled against the actuarial 
method. They are seen as rigid and lacking in ability to 
provide a deeper understanding of individual patients 
or to make judgements based on the data collected. 
These methods also lack the ability to formulate. The 
conclusion therefore presents a simple picture without 
a deeper understanding of an individual’s circumstances. 

The structured professional judgement (SPJ) method is 
an alternative to the clinical and actuarial methods. This 
method is used by many of the risk assessment tools. It 
differs from the largely unstructured clinical method in 
which there are few rules. It also differs from the actuarial 
method which typically applies equations or algorithms 
to arrive at a numeric estimate of risk, with little focus on 
risk management. 

Instruments that utilise the SPJ method make use of risk 
factors that attract broad support in professional and 
scientific literature. This allows for a more comprehensive 
assessment. Risk factors are usually rated using a three-
level system. The method is individualized in that 
assessors need to determine which of the risk factors 
are most important in the given case. The approach is 
therefore a categorical, narrative one. Assessors decide 
whether a person is low, moderate or high risk. This is 
based on the number of relevant risk factors present and 
on the anticipated degree of intervention required to 
manage the risk. 

SPJ methods are useful in that they structure the entire 
assessment process. There is an ordered process of 
information gathering and risk factor ratings. The SPJ 
method also guides the selection and implementation of 
risk management plans that are aimed at mitigating risk. 

Section 286A of the Criminal Procedure 
Act 

Section 286A of the Criminal Procedure Act deals 
with the declaration of certain persons as dangerous 
criminals. Under this section a court may declare a 
person a dangerous criminal after this person has been 
convicted of one or more offences and where the court 
is satisfied that this person represents a danger to the 
physical or mental wellbeing of other persons and that 
the community should be protected against him. 

In such a circumstance a court may, after conviction, 
direct that the convicted person undergoes a psychiatric 
evaluation. This evaluation is essentially a risk assessment. 
The person being assessed has been convicted of an 
offence. He/she is not a person with a mental illness, or 
the assessment is not motivated by the presence of any 
mental illness. The purpose is to obtain an opinion on the 
risk the convicted person poses, which will assist the court 
in coming to a decision on whether or not to declare a 
convicted person a dangerous criminal. The implication 
of being declared a dangerous criminal under section 
286A is that the person so declared will receive a sentence 
of imprisonment for an indefinite period as provided 
for under section 286B of the Criminal Procedure Act. 

The prediction of future violent behavior is the 
justification for the indefinite incarceration. 
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This provision has attracted criticism from a human rights 
perspective and there are various arguments in support 
and against. 

Ultimately the purpose of a risk assessment is to 
identify risk in an individual and institute appropriate 
risk management interventions. The point of risk 
management is to reduce and hopefully extinguish risk 
if possible. Risk assessment is not the exclusive domain 
of forensic psychiatrists. It is a necessary component of 
any general psychiatric intervention as well. Adequate 
risk management in the general psychiatry setting is 
an essential component of the management plan and 
is aimed at protecting patients and others. In forensic 
psychiatry the assessment of risk occurs at the interface 
of psychiatry and the law and is also aimed at protecting 
patients and others. Prediction of future violence 
does not produce any certainties but it does provide a 
considered opinion which has clinical and legal utility. 
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CAN I ASK A 
QUESTION?!
Registrar Krish Roopun interviews Mrs. Ginette Potgieter 
(Head of OT, Town Hill Hospital)

Please tell us a little bit about 
yourself?

I am the Chief Occupational Therapist/Head of 
Department, at Town Hill Hospital. I completed my 
undergraduate qualification at Wits University in 
2004, and thereafter did my community service at 
Fort Napier Hospital. I stayed on there until 2006. 
In October 2006, I transferred to Town Hill Hospital 
to start up the OT department. It had been closed 
for many years at that point. I’ve been at Town Hill 
Hospital ever since. I also completed a Masters 
of Philosophy in Group Therapy at UKZN, and 
graduated in 2017. 
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How does occupational therapy help 
the Mental Health Care User?

An occupation is the core element of everyone’s 
being.  An occupation does not simply mean 
‘doing’; it means ‘purpose for action’.  It’s about 
having purpose for everything that you do in your 
life; about how motivation guides action, and how 
to connect with other people.

And that’s really how OT fits in.  We look at a person 
very holistically.  We look at how the patient exists 
in the world. How does the mental illness impact 
on their functioning, and how do they engage with 
other people? 

So, OT is not only about assessing work functioning.  
OT also teaches you how you brush your teeth, 
how to make a sandwich, how to connect with 
your friends, parents, children - about your social 
engagement.  We really try to get patients back 
to their pre-morbid state.  Basically, it’s about 
“function”, so OT is incredibly activity based. 

And that is why a lot of people misunderstand OT, 
especially in mental health care.  You may walk in to 
an OT session, and you may see me playing a board 
game with a patient, or baking a cake with a patient, 
or the age-old basket weaving activity. We used to 
get laughed at years ago for being basket weavers.  
But it’s more than just doing an activity, it’s really 
about analysing the components of an activity, 
for e.g. attention and concentration, judgment, 
decision-making ability, problem solving.

We have to understand the purpose from a client-
centred perception, and the context of their living. 
We have to look at their goals, what they are 
working towards, and then find activities specifically 
tailor-made for them.  I can give the same activity 
to different people, but what’s important is the 
manner in which I engage in that activity with the 
patient.  That’s what makes the therapy.  It’s not the 
activity itself.

How would you describe your 
experience working with MHCUs?  

I love working in Mental Health Care.  I did a 
strengths and weaknesses analysis for myself, 
and I realised that one of my key strengths lies in 
engaging and connecting with people. When you 
consult with a patient, there’s so much information 
being exchanged, and so much ‘doing’ that takes 
place during the session; that you forget to simply 
‘connect’ with the patient.  And the thing that 
patients remember after the session, is that very 
connection.  It’s knowing that someone listened to 
you, understands you, understands your needs, and 
values your input.  That’s the difference I want to 
make in people’s lives. “She listened enough”.  “She 
was able to give me what I needed”.

Any last words for our readers?

A lot of people misunderstand the purpose of 
OT.  They think it’s about occupying patients 
and keeping them busy. Another fancy term is 
‘diversional therapy’- but it’s not that at all.  There’s 
a lot of thought and planning involved in assigning 
an activity to a patient, and engaging in that activity 
with the patient.  It’s of no value to give patients an 
activity and then expect them to complete for the 
sake of it.  Meaningful engagement in a session is 
essential.  I also want the health care therapist to 
understand the importance of ‘connection’ and 
connecting with the patient sitting before them.
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REPATRIATING PATIENTS FROM AN 
UNLICENSED NGO: Frontline Adventures 
in Reinstitutionalisation

Dr Kalpesh Narsi
Specialist Psychiatrist
eThekwini District Health

Nelly, the mental health coordinator, could barely wait for 
me to say “come in” as she knocked and simultaneously 
scuttled into my office. “The owner says we can remove 
the patients; but, he wants to keep the SASSA cards until 
pension pay-out day next week” – the outcome of a four-
hour negotiation between the NGO and a high-powered 
delegation from the provincial department of health 
(DOH), and social development (DSD). 

The Head of DSD had received reports from community 
members that an unlicensed NGO was housing indigent 
and mentally ill community members in disagreeable 
circumstances. The DOH was consequently approached, 
and the urgency to rescue and repatriate was 
precipitously passed down along the ranks to the District 
Office, “Sort this out today; we do not want another Life 
Esidimeni”. 

A volley of phone calls begins, beseeching Emergency  
Medical Rescue Services for transport, and searching for 
chronic hospital beds in an already bursting-at-the-seams 
service. I quickly learn that referring patients, whom I’ve 
not yet seen, to an overburdened health facility on a Friday 
afternoon is a life lesson in perseverance and humility. 

 
We apprehensively drive to the NGO site, 50km away 
from the city. The setting amidst peaceful, misty rolling 
hills, belied the chaos that was about to unfurl. We are 
greeted by a bevy of nurses and social workers from 
facilities in the area. It’s 15h00 on a Friday afternoon, but; 
anxiety of the unknown process, mixed with a sense of 
righteous purpose (and probably up-titrated with doses 
of Monster and Play) ensures that energy levels are 
peaked. When the first shuttle ambulance arrives, our 
efforts are emboldened. It’s all systems go; things are 
coming together, I think.

The nurses and social workers divide themselves into 
four groups; each group huddle into a corner of a dusty 
room. We discover that there are at least sketchy clinical 
notes for each resident. I open a file, and see sparse, 
neat writing in Americanised English and sketches of 
hexagonal abdomens labelled “no masses or lumps”. My 
quizzical look is assuaged by Nombulelo, a lay caregiver 
working at the NGO, “We had volunteer doctors from 
overseas come in 3 months ago, they were here for a 
Safari, and someone asked them to please help and 
examine the patients.” A second lesson in humility 
dawns: don’t pre-judge backpacking surgeons from USA 
ever again.

We begin to call out the names of each resident, and link 
them to a file. The nurses, social workers, and I do cursory 
assessments, and begin to profile each resident.  We 
divide the residents into three groups: possibly mentally 
ill (who will be transported to Ekuhlengeni Hospital, a 
chronic psychiatric facility), physically disabled or ill (who 
will be moved to Clairwood Hospital, a chronic step-
down facility), and geriatric patients with no obvious 
mental or physical problem (who we decide to send to 
Hillcrest Hospital, chronic neurological rehabilitation 
facility, for observation). As we get into the swing on 
things, a nurse discovers that a resident is pyrexial, has 
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an abscess, and prominent auditory hallucinations.  
She passes the file, with a sympathetic smile. I have to 
now negotiate this admission with the closest hospital 
emergency department. A third lesson in humility arises. 
I need not elaborate.

Next to come in for consultation is June, a 50 year old 
female with evident intellectual disability and blindness, 
grasping on to the arm of Grace, a 70 year old female. 
The team peruses the files intently and declares: “June: 
Ekuhlengeni; Grace: Hillcrest Hospital”. As they walk out, 
we hear a heart-wrenching burst of wailing. Nombulelo 
tells us that June and Grace have a mother-daughter 
relationship. June, abandoned as a child had moved 
from relative to friend to community member, and 
finally sought refuge at the NGO. Grace, at the age of 
70 found herself homeless, her only son serving a life-
sentence; she had no family besides June. A ten-year 
bond of mutual care and new-found purpose was being 
shattered by our hospital admission criteria. We look 
guiltily at each other and quietly decide to allow the 
dyad to go to one hospital, advising on a treatment plan 
for June at the non-psychiatric facility. We wish that the 
receiving clinician could have seen what we saw.

Fred, a Santa Clause-lookalike, with a flowing white 
beard, walks in, and without eye contact or a greeting, 
snarls, “You can send me to whichever place you like, but 
my cupboard must come with!”. Emotionless, he takes 
us to a corner of a dormitory. Perched next to his bed, is 
solid oak dresser, a reminder of his late mother, a vestige 
perhaps of the only significant relationship he’s ever had. 

Four men enthusiastically try to carry the dresser, while 
the perturbed paramedic avoids eye contact, and neither 
protests nor assents. We finally resolve that Fred can stay 
one more night, and DSD will assist a bakkie the next day.

As each resident’s identity is verified, and their 
destination determined, they are given a  name badge, 
and make their way to the appropriate shuttle. They 
carry single bin-bags of the only possessions they have: 
worn-out clothes, the random plastic bottle, a comb, or 
a treasured bottle of Nivea. A decision is taken not to 
send their soiled packets of medication. We asked that 
the receiving facilities order new medication, but then 
realise its Friday night! A round of phone calls again, 
pleading with CEO’s to ask their pharmacists to please 
assist on a Saturday morning.

Jabulani, 30, shouts for assistance; he has a bin-bag of 
clothes, and two canvas bags. He jumps on to his shuttle, 
almost abandoning his bin-bag, but struggles to haul 
up the two canvas bags. One of the bags is agape and 
I furtively peer over to notice it chock-full of crayons 
and khoki pens. Nombulelo explains that Jabulani is an 
artist, and goes everywhere with his bag of pens. I tell 
the junior paramedic: “the bag has his asthma pump and 
nebulizer, he needs it to breathe”.

Gradually we get through 38 residents, reducing their 
rich histories and experiences to a cattle-branding 
of suggested hospital destinations. I realise that I’ve 
pandered to the very reductionist stereotypes I attempt 
to fight in everyday clinical work. Humility lesson, what 
number? I’ve lost count. As they board their respective 
shuttles, there are shouts of joy from some relieved 
patients. There are also deafening peals of silence, 
accompanied by blank looks ahead of an uncertain 
future, and back towards a house they called home.



U N I V E R S I T Y  O F  K WA Z U LU - N ATA L60

It’s almost 21h00; we are finally done. As the last 
ambulance gets ready to leave, and briefly backs up, the 
rear lights illuminate a pair of piercing eyes framed by a 
facetious grin, through a large hole in a window. Our staff 
is startled. The caregivers realise, “We forgot to clean this 
dormitory. None of them talk there”. We rush over and see 
three mute residents with severe intellectual disability 
and contractures. Another round of phone calls, and 
EMRS and the receiving hospital defeatedly oblige.

It’s just after 22h00: we do a final walkthrough to make 
sure no one is left behind; the remaining six residents will 
be leaving with DSD for a homeless shelter tomorrow. 
The eerie silence in each dormitory whispers of forged 
friendships around decrepit beds without sheets. An 
abandoned morabaraba board attests to possible 
moments of mirth amidst a life filled with neglect and 
abandonment. I pull out my cellphone at try to get a 
picture of the haunted board, but notice I’m sitting 
on 6% battery-life. My colleagues’ airtime is depleted, 
batteries and booster packs have gone dead. We decide 
to stop being soldiers, and take turns with the precious 
6% to quickly call our families, reassuring them of our 
safety and imminent return home within the next 30 
minutes. I thank Nombulelo, the dedicated lay caregiver 
that assisted us. She is unemployed of this moment.

It’s Saturday morning. A group-WhatsApp confirms 
that I wasn’t alone with my anxiety and insomnia. We 
decide to visit the residents in two of the hospitals, that 
very Saturday. Armed with a patient register, sore limbs, 
and hope, we meet the patients in their ward. “They’ve 
been well-behaved; and all the vitals are normal”, the 
ward sister snaps. A sigh of relief! “But, we can’t give 
that patient olanzapine if a specialist doesn’t write it 
up.” I quickly pull out my pen, smile for the first time in 
24 hours. I’m on home-ground. I begin chatting to the 
patients that have now formed a circled around us. An 
elderly gentleman tells me in broken English that it’s the 
first time he’s had a warm shower, ever. Another thanked 
the nurses for the tasty breakfast, and enquired whether 
morning meals are provided daily. Jabulani sees me from 
afar, looks up blankly and darts back to his bed at the rear 
of the ward. After 5 minutes he returns to triumphantly 
hand me a history-and-progress sheet with “thank you”, 
flowers and hearts scribbled in variegated colours. I ask if 
I can keep it. “No,” he says, stone-faced. He wants to keep 
it for himself as a remembrance for last night.

I drive off, mentally trying to piece together the required 
report I need to submit. It’s hard to be objective. 
Perhaps wrong. For inspiration and closure, I read 
The Life Esidimeni report. “Adequate healthcare and 
deinstitutionalisation programmes potentially contribute 
to the improved quality of life for MHCUs, enabling them 
to participate in all spheres of life… promoting principles 
of autonomy, equality, and promoting an improved 
standard of living… a life of dignity and is essential in 
promoting respect for the rights of vulnerable groups…” 

I notice myself having the same facetious grin like the 
patient behind the broken glass, as I ponder on the folly 
of an unrecognised and equally traumatic knee-jerk, 
flipside called re-institutionalisation. 

Disclaimer: All names have been changed to protect the 
identities of patients and staff
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2 0 1 8  D E PA R T M E N TA L
 P H O T O  D AY
U K Z N  M O S A I C  M O D E L S

    The boss!  Professor Bonginkosi Chiliza

Front row, left to right – Dr Kader, Dr Sukool, Dr Kamroodien, Dr Saloojee, Dr Cassimjee, Dr Paruk, Dr Cocolus, Dr Chhagan, Dr Naicker
Back row,  left  to right – Dr Asmal, Dr Masinga, Professor Chiliza, Dr Sibiya, Dr Ramdeyal, Dr Shabalala, Dr Brooker

Dr. Ramdeyal and Dr. Masinga 
‘Lacking the camera shy gene’

UKZN Psychiatry Registars: Left to right – Dr. Roojee, Dr. Misra,  Dr. Chonco, Dr. Bhengu, Dr. Yerriah, Dr. Roopun    The boss!  Professor Bonginkosi Chiliza

Look who finally showed up!   
Back row - Dr Karim  |  Front row – Phumla Jili
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THE UNMASKED HUMAN

This feature aims to discover the people behind the work masks we wear.  To remind 
us - that we are so much more than what we do!

Dr Lennart Eriksson; an avid photographer, shared some of his images with us. “These pictures were taken by two 
different Canon Cameras - an SX 60 and a G11. These cameras  are versatile and very light, making them easy to carry; 
and are good for bird and macrophotography. The SX 60 has a fancy zoom lens going from a wide-angle of  21mm to a 
huge maximum zoom of more than 1000mm.”   Dr. L. Eriksson

BUILD A SOLID FOUNDATION, THEN 
SOAR

“This is a picture is of a house-proud lady Marshal Eagle 
on her nest. The décor had to be just right!   She had 
one very young chick in the nest that needed complete 
comfort. After she had rearranged the sticks, she flew 
off and collected a large clump of grass - roots and all – 
which she proceeded to line the nest with. No luxury was 
spared for her beloved baby Eagle”.  

words: Dr. L. Eriksson

LITTLE GREAT THINGS
Inconspicuously beautiful

Macro photography

“This picture illustrates the symmetrical beauty of 
mushrooms. This fungus - sprouting from a rotting log 
- will open its symmetrical beauty to the world for only 
24 hours. By the next day, only a short rotting stem may 
be seen”. 

words: Dr. L. Eriksson
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MAKING THE MOST OF A LIFE YOU WERE 
MEANT TO LIVE

“This picture of dung beetles was taken at Tembe Elephant 
Park. The dung is collected and carried underground to 
the dung beetle nest. The entrance to the Dung Beetle 
nest can be seen on the right of the photograph. This all 
happens with frenetic enthusiasm and is a sheer joy to 
just sit and observe”. 

words: Dr. L. Eriksson

THE BEETLE KNOWN AS DUNG

I recently went on a game drive, eager to view some 
wildlife in their natural habitat. The game ranger halted 
the vehicle unexpectedly. “Look. Dung beetles at work,” 
she said. What! I was there to see the big five; to see some 
wild cats. Not dung beetles!  “They’re saving the world 
from global warming,” she went on to explain. I sat there, 
slightly displeased, forced to look at them. Then, as I was 
looking; I started to see.  My irritation dissipated.  ‘Their 
purpose in life is to live off the dung of more charismatic 
species’, I thought to myself.  To decompose, to feed off, 
to live; in faeces. ‘Children of a lesser God’, I pondered. 
And then it occurred to me. We need these beetles. Our  
environment; our ecosystem; our planet – needs them.  
Our world would be a lot more ‘dungier’ without them.  
I realise that they are an invaluable species.  I should be 
here to view them.  I should be in awe of them.  Little 
unsung hero. Today, I will sing you a song. 

Ramblings by anoN

tree

In quiet contemplation, I sit
Rested at the base, I think of you

Roots, unrevealed, concealed, exposed
Grounded and mighty you appear

But are you weary and in peril?
 

With a stilling mind, I think of you
How long have you lived?

What storms have you weathered?
Whom have you shaded?

What secrets have you kept?
 

In quiet contemplation, I rest
 Still, tranquil, serene

Lulled by the harmony of my surrounds
I close my eyes and drift away

In peaceful slumber, I think of you
 

by  anoN

Picture taken by Dr Krish Roopun  at THH
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A POEM BY A FATHER TO HIS DAUGHTER 
ON HER 3RD BIRTHDAY

NAOMI

Pleasantness of God
Embodiment of His love

Shape of Gods smile
Created, and then formed

Created in heaven
Formed in your mother’s womb

When you were still unidentifiable, 
God had identified you

Before your eyes were formed, God could see you
Before your hands were formed, His hand was upon you

Before your hearts first rhythm, 
His perfect rhythm was within you

Before you took your first breath, 
God was the source of your life

Three years ago, you were born
Two years ago, you took your first step

One year ago, we cycled together
Yesterday, your first day at school

A day at a time, what joy you bring

by Dr. M. N. Sibiya
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Dr. Lennart Eriksson - pictured here with his 
beloved 1931 Leica camera. “It’s the very first 
camera with interchangeable lenses. Mine is 
not in perfect condition, but a perfect camera 
fetches £281 000”.

The Last Word: 

Q and A
with Naseema Cassimjee and Dr Lennart Eriksson

I researched you extensively.  And 
by that, I mean I googled your name.  
In Swedish, Lennart means lion.  
Which brings me to a very pertinent 
question.  What is your spirit animal?

Even my huge dictionary on Astrology, the Arkana 
Dictionary, does not disclose my spirit animal.

If I feel a kinship with an animal it would be a bird. 
The mournful cry of the Trumpeter Hornbill echoes 
my feelings about much of what is happening to 
our society and the world in general. 
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Google also tells me that you play the 
violin.  How did this interest come 
about, and are you any good?

When I was 11 years of age, black and white 
movies were the only movies to see at “the flicks”.  
One Saturday morning the “flick” was interrupted 
by a colour movie.  An orchestra played in colour. I 
was hooked! 

After finding a bad violin, I proceeded to annoy 
my neighbours to distraction. The old saying goes, 
“Dear God protect me from a bad neighbour and a 
beginner on the violin”.  Both proved to be true.

To become a violinist your genes and physiology 
must be right. I do not have a great musical gene 
and my muscle memory is just not there. I play 

badly but with enthusiasm!  

I recently read this quote, “Wisdom 
of the elders is born of knowledge, 
experience and suffering”.  You’ve 
endured some degree of hardship in 
your life.  Can you tell us about it? 

I have enjoyed searching for an answer to the 
question “What is life all about?”.  That has led me 
to pursue many interests and careers.  

I lived in a small room on the Durban Esplanade for 
14 years.  Not having a matriculation certificate at 
age 21 was a bit of a bummer, so I had to go back 
to school. Having no money did not help!  I was 
eventually sponsored by Ampath, who offered me 
financial support in return for my working in the 
laboratory during the night and weekends. During 
the day I worked as a typist at Addington hospital. 
Not really suffering as I enjoyed the challenge, and 
was happy to live a frugal life.

You are the convener of the South 
African Society of Psychiatrists 
Spirituality and Psychiatry Special 
Interest Group.  What drew you to this 
role, and what does your work entail?

My genes are from a long chain of very religious 
relatives. On my mother’s side, my grandfather 
was a priest and my two uncles were two very 
controversial priests. 

On my father’s side, they were dedicated socialists. 
So, I am a mixture of the two. I therefore have 
a strong desire to understand and develop my 
own spiritual path, whilst my socialist genes have 
supported my activist role. The activist role is 
focused on improving the quality of life of the 
common man.

The goal of the Spirituality and Psychiatry SIG is 
to bring a better understanding of spirituality 
and religion to all clinicians for the benefit of any 
patient in their care.

Physician burnout and the high 
suicide rate amongst doctors has 
become a major concern in recent 
times. Any thoughts on introducing 
spirituality into the workplace, 
and can it contribute to employee 
wellbeing?

This is a hot topic getting a lot of attention from 
organised religion, human resource departments 
and agencies providing support for troubled 
workers (e.g. EAP).   The role of physician burnout, 
physician suicide and the possible role of an 
existential void remains theoretical. 

A very useful practice is mindfulness. Objective 
data from supporting studies has showed lowered 
distress levels by 35% amongst health care workers 
who practiced mindfulness. 



DEPARTMENT OF PSYCHIATRY EXPRESSIONS 67

However, from a personal belief system 
perspective, I hold the opinion that spirituality 
and mindfulness are indeed linked. We must have 
‘meaning in life’ and we must have’ ownership’. 
Working in a meaningless vacuum is, in my 
opinion, a recipe for losing drive with only one 
remaining choice. And that final choice may be 
irreversible!  

Does spirituality preach anti-
materialism (difficult to do without 
‘things’ in the 21st century)?

Spirituality is very separate from the issue of 
materialism.  You can be a spiritual person, and 
still be materialistic.  A spiritual experience will 
allow you to connect with something greater than 
yourself.  That experience should hopefully equip 
you with values that are good for both yourself and 
society. 

You were involved in the Commission 
for the Promotion and Protection of 
the Rights of Cultural, Religious and 
Linguistic Communities (CRL).  Tell me 
about your work there?

This is indeed a very topical issue.  The South 
African Commission on Culture, Religion and 
Language is very concerned about organised 
religion abusing the vulnerable in our society. 
The Ngcobo massacre, and the now ongoing 
court case involving a prominent Nigerian Pastor, 
televangelist Timothy Omotoso, are just two cases 
to illustrate a string of similar incidents being 
investigated. 

Money, power and organised religion have the 
freedom to create their own dogma (rules, laws, 
traditions). This makes it possible for organised 
religion to not only accumulate great wealth but 
also abuse the vulnerable in a myriad of unhealthy 
and unhelpful ways. 

South African “religious leaders” have 
made headlines in recent years for all 
the wrong reasons. 

Their practices have involved asking 
congregants to eat grass and rodents, 
drink engine cleaner fluid, get ‘Doom’ 
sprayed onto their faces, make 
financial contributions, and healing 
through sexual acts.  

This raises the question.  Should 
religious leaders be regulated in order 
to avoid this type of abuse, unethical 
practice, and commercialisation of 
religion?

Organised religion offers hope. The vulnerable will 
therefore always be at risk for being exploited by 
any “system” that offers “hope”. 

Freedom of religion is in our constitution. The CRL, 
however, has tabled a document in parliament 
looking at regulating religious practices in South 
Africa. Parliament in the past has proven reluctant 
to legislate on any matter that touches on religion. 
At this stage we can only wait and “hope”.

The Department of Health has 
attempted to regulate traditional 
healers with the Traditional  Health 
Practitioners Act.  The national 
coordinator of the Traditional Healers 
Organisation, Phepsile Maseko, has 
spoken out against this government-
imposed regulation.  Any comments?

The rituals and healing practices performed by a 
range of traditional healers touches up to 80% of 
the South African population. Traditional healers 
are, for most people, a first line treatment choice.
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Again, as with organised religion, legislation that 
touches not only the traditional healers themselves, 
but also on the freedom to choose by the majority 
of South Africans will remain a thorny political issue. 
The attempt to have traditional healers registered 
(as is the case with any medical practitioner) has not 
even started to get off the ground. 

Do you think that the western 
framework of psychiatric practice 
is designed to neglect other ethnic  
groups?

The practice of psychiatry is not an ethnic issue. 
How it is applied by the individual practitioner is 
the central issue. If the practitioner is not aware 
of his or her own attitude or interest in the needs 
of different ethnicities, this may indeed result in 
neglect. 

Language, culture and world view are just a few 
areas that “western psychiatry” must give due 
attention to.  In the final analysis it all comes down 
to the values of the individual practitioner. Interest 
in different cultures, languages and how other 
ethnic groups view the world is driven by the 
individual practitioner and not by any limitations 
imposed by the practice of psychiatry.  

As a ‘white’ person in our current 
political climate, with our political 
history, and working in the field of 
culture and religion with people of 
different ethnic backgrounds, how 
have you been received?  Have there 
been any challenges? 

I do not experience myself as a “white man”. I 
believe that genetically and historically I am a 
Caucasian of Scandinavian descent. 

My genetics, and that includes my more recent 
epigenetics, make me the person that I am. Not the 
colour of my dermis!

Life itself has many challenges. I believe a positive 
attitude and an interest in, and involvement with 
the world and its many peoples will at least make 
challenges logical and therefore, as is  the case in 
my experience, more manageable.    

Changing shoes for a moment. Working as a “white” 
man in a predominantly “black” hospital means 
that patients have also to cross the ethnic divide. I 
have often wondered how I am experienced by the 
patients in my care. Language, attitude, physical 
appearance and my loud voice has, I am sure, often 
been experienced as intimidating. But I can truly 
say that I have had more trouble “from my own 
kind” than from any single “black” patient. Even 
now, when, in my dotage, I walk about our village 
I am often greeted by my old patients who, to my 
embarresment, even greet me by name!  

Any concluding thoughts, words of 
wisdom, lessons to teach?

I hold some fundamental words of wisdom in my 
heart, and head! I repeat two questions. Am I having 
fun? Am I being kind? If the answer to these two 
questions is a solid YES, then that is the best I can 
expect from this mortal experience. 

                                                             



Parting words from 
a departed soul
“Another definition of a hero is someone who is concerned about 
other people’s wellbeing and will go out of his or her way to help 
them – even if there is no chance of a reward.  That person who helps 
others simply because it should or must be done, and because it is 
the right thing to do, is indeed without a doubt, a real superhero.”

Stan Lee (28th December 1922 – 12th November 2018)
Rest Peacefully
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