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presence of glucocorticoid receptors (GR) in the brain
which mediate feed back action of steroids.8

• That in catatonic patients, as Northoff hypothesizes,
there is modulation of cortical and sub cortical
structures due to various conditions. The resultant
hyperdopaminergic mesolimbic system may attempt a
restitutive down regulation of dopamine to ward off
psychosis, thus affecting other systems and producing
motor symptoms seen in catatonia via the nigrostriatal
pathway.9 Hence, corticosteroids which have been
known to affect cortical and sub cortical structures can
invariably cause catatonic features.

The catatonic features observed in this patient were
managed successfully with a parenteral benzodiazepine
while the psychotic symptoms were managed with
risperidone. The choice of benzodiazepines was due to
the unavailability of ECT. Benzodiazepines have also been
used successfully in the management of catatonia
associated with a range of disorders.10 Also, the choice of
risperidone in the management of psychosis due to
corticosteroids has been reported.11

This case report illustrates that psychotic symptoms
with catatonic features can be a complication of
corticosteroid use with parenteral benzodiazepines and
oral antipsychotics beneficial in the management of such
presentations. 
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Mental Health Review Boards (MHRBs) are regarded as the
watch dog structures to protect the human rights of mental
health care users and to generally uphold the principles of the
Mental Health Care Act (MHCA).1 According to the MHCA,
MHRB’s have to: consider assisted and involuntary admissions;
consider ongoing admission (more frequent periodical
reports); respond to appeals; consider transfer of patients to
maximum security facilities (including state patients); and
consider periodic reports of mentally ill prisoners. Procedures
of admission and discharge are described by the MHCA for
voluntary users (Section 25, Chapter 5), for whom no legal

application is required. Non-voluntary users include assisted
users (Sections 26 to 31), with an impaired capacity to make
an informed decision about own mental health care due to
mental illness, and involuntary users (Sections 33 to 38) who, in
addition, also refuse treatment. 

Helen Joseph Hospital (HJH) in Auckland Park
(Johannesburg, South Africa) in southern Gauteng, is a 480-
bed regional hospital in an urban setting. The psychiatric unit
of the hospital is designated as a 72-hour assessment unit. It is
a 30-bed acute adult unit providing inpatient, outpatient, and
consultation/liaison services. After initial assessment and

Tracking the legal status of a cohort
of inpatients on discharge from a 
72-hour assessment unit
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treatment, service users are transferred –as required - to
other specialized units of The Tara H. Moross Center
(TARA) and Sterkfontein (SFH) hospitals, for ongoing care.
Alternatively, users are discharged for follow-up at HJH-
outpatients clinic (HJH-OPD) and the community psychiatric
services in southern Gauteng (CPSG), or for longer term
placement at a Life Health Esidimeni facility (LHE). Three
health districts exist in the southern Gauteng area
(Johannesburg Metro, Ekurhuleni - East Rand, West Rand),
with two MHRBs for the region. 

It has been observed in previous studies, that a number
of users were re-admitted to the HJH psychiatric unit in a
“revolving door” pattern.2,3 Following a period of 72-hour
assessment, most mental health care users were referred to
SFH as involuntary users according to Section 34. Referrals
to TARA were usually assisted or voluntary users, while
those to LHE were either assisted or involuntary. Most users
referred to CPSG or HJH-OPD, were voluntary users. It
became clear though that in order to gain a meaningful
perspective on the outcome of psychiatric services
rendered at HJH, it would be necessary to track the
subsequent progress of cohorts of inpatient users after
discharge. 

The purpose of this brief study was to track users that
were discharged from the psychiatric unit, in order to
assess their progress and establish their legal status after
12 and 24 months. The current data relates to the first
(2007) cohort of patients referred from HJH to TARA, SFH
and CPSG.

A retrospective clinical record review was undertaken of
the legal status of mental health care users discharged from
HJH and referred to SFH, TARA, LHE, HJH-OPD and CPSG,
identifying cohorts of discharged users for subsequent
years. These cohorts were tracked to assess their progress
12 and 24 months later, also using the routine data on
admissions and discharges from the facilities/services that
subsequently received these users. The data used
consisted of the required completed forms, including
MHCA Forms 1, 4, 5, 7 and 6 for admissions, and MHCA
Forms 8, 11 and 3 on discharge. Data on the admissions and
discharges from HJH and from the different
facilities/services was compared with information from the
MHRBs on the referral of these users. 

Permission to do this study was obtained from: the
relevant chief executive officers of HJH, TARA, SFH and LHE;
the different district managers; and the chairs of the
MHRB’s. Ethical clearance for this study was obtained from
the Human Research Ethics Committee of the University of
the Witwatersrand. 

Data from community psychiatric services was not
available, as only the overall total number of mental health
care users seen at district clinics is included in routine
statistics of the districts. The information on users’ individual
clinical management, including their legal status, was not
readably available in a format that could be used in a
review. The data of the MHRBs for regions A and B was also
not available in a format to correlate and track the
movement of users in the system from one facility to the
other. 

The total number in the cohort of HJH care users for
2007 was 565. Of these, the legal status of 2% (n=9) on

admission was not specified, while it was not specified for
30.4% (n=172) on discharge. Referrals on discharge from
HJH included: 27% (n=139) to HJH-OPD (all voluntary); 30%
(n=157) to CPSG (voluntary); 9% (n=51) to TARA; and 16%
(n=98) to SFH. The total number of users whose legal status
was specified on discharge from HJH was: voluntary
(n=251); assisted (n=55); and involuntary (n=87). Of the 9%
referred to TARA, the legal status of 55% (n=28) of users
were subsequently not specified on discharge from TARA,
and of the 16% referred to SFH, the legal status of 44%
(n=39) users were subsequently not specified on discharge
from SFH. 

This brief review showed that the legal status of a
significant proportion of users’ admitted to, or discharged
from HJH during 2007, and subsequently referred to TARA
and SFH, was not specified. The MHRBs in this case study
seemed to have inadequate capacity to effectively track the
transfer and changing legal status of users as they moved
through the referral system. Data from the MHRBs database
represented record entries and not users, in other words,
several unrelated records may exist for the same user, or no
record may exist for others. No overview of the total patients
in any facility at a specific time was routinely obtained by the
MHRBs, with the result that no conclusions could be drawn
about the completeness of their records. Although there may
have been an apparent underreporting of admissions to HJH
during 2007, or perhaps forms may have been lost, there
also seems to have been no follow-up action about this
matter from the MHRBs.

It can therefore be assumed that responses by MHRB’s
may often be irrelevant, inappropriate and out-dated, based
on the incomplete information that they may receive. This
results in red-tape and, in fact, no consistent “legalization” of
admissions through the timely return of instructions by
means of the MHCA Form 14. This inadequate oversight of
admission procedures and of the changing legal status of
users is indicative of the poor capacity of the MHRB’s to
discover human rights or other violations. 

It can be recommended that while adequate clinical
assessments and reports in support of applications for
admission should continue to be ensured by clinicians, the
quality of referral procedures and administrative record
keeping must dramatically be improved. An effective
tracking system, without which human rights of mental
health care users will continue to be compromised, must be
ensured. The necessary resources, capacity and
infrastructure must be provided for this purpose. 
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