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Historically, madness has always been associated with 
institutionalisation. Since the Middle Ages, people who 
were mentally ill were removed from society, often up 
until they died.[1] Generally, psychiatric patients were 
regarded as extremely dangerous, with society in need 

of protection from them. In South Africa (SA), the first hospital to 
cater specifically for mentally deranged persons was established in 
1711.[2] This stigma is still prevalent today, although perhaps to a 
lesser degree. 

Since the middle of the last century, psychotropic drugs have been 
developed, which have allowed for the effective management (but 
not cure) of some of the most disabling psychiatric conditions.[3] As 
a result, patients can not only be sedated effectively when necessary, 
but also helped to cope with mental illness.[4] Deinstitutionalisation 
has become the order of the day and long-term institutionalisation 
is only utilised in chronic patients who are unable to function in the 
community.[5]

SA is known to have a particularly high lifetime prevalence of 
common psychiatric disorders and substance abuse disorders.[6] Uti

lising the ‘Free State Model’,[7] psychiatric patients in the Free State 
Province are treated as outpatients in clinics close to their homes, 
rather than being confined to the Free State Psychiatric Complex 
(formerly Oranje Hospital) for weeks or months on end. Although 
many acutely psychotic patients are admitted to hospital, they are 
discharged into the community as soon as their condition starts to 
enter remission – a far more humane approach for psychiatric disease. 
The onus to care for these patients in the community, to ensure that 
they do not relapse and need subsequent admission to hospital, rests 
with medical practitioners,[8] who should also be able to diagnose and 
treat (or refer) new cases of psychiatric conditions.    

Postgraduate training in psychiatry has been available at SA 
medical schools for many years. Despite this, there are only 676 
psychiatrists registered in SA,[9] many of whom work and live in other 
countries. Our current population is estimated to be ~50.59 million 
(2010 mid-year estimate), equating to less than one psychiatrist per 
75 000 people. If these statistics are evaluated according to access to 
service, 208 000 people have access to one of the 91 state psychiatrists, 
while there is one private psychiatrist for every 12 000 people able 
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to afford private care (there are 234 private 
psychiatrists in SA). This demonstrates the 
great need for other medical doctors to be 
involved in the field of mental health. 

The new Mental Health Care Act passed 
in 2004 placed additional demands on men
tal healthcare workers, including general 
practitioners (GPs), to provide adequate care 
to patients.[10] In the developing world, pri
mary healthcare is needed to meet the medical 
needs of the community, but GPs have fewer 
consultants to advise them, as there is a trend of 
many specialists leaving Africa to work in ‘the 
apparent safety of the West’.[11] Medical schools 
are forced to opt for localised practical courses 
rather than internationally acceptable scientific 
training in the discipline (e.g. in Malawi[12]). 

Judging by the nature or quality of referrals to 
tertiary centres, many medical practitioners 
in SA have insufficient knowledge in the field 
of psychiatry. Some would like to increase 
their expertise, but do not wish to specialise in 
the area (evident from personal dialogue with 
doctors at workshops and conferences). The 
College of Psychiatry (Colleges of Medicine of 
South Africa) offers a Postgraduate Diploma in 
Mental Health (PGDipMH). There is, however, 
no standardised formal tuition or curriculum 
(other than a list of topics) available to potential 
candidates who wish to sit the examination 
for this diploma. Non-specialist doctors are 
required to have spent at least 3 months working 
in a given academic psychiatric hospital, or at 
least 6 months working in the psychiatric ward 

of nine selected general hospitals in southern 
Africa, under the supervision of a psychiatrist. 
Doctors who have been formally mentored by a 
registered psychiatrist on at least ten cases may 
also be eligible to sit the examination. Medical 
doctors who do not have direct access to a 
registered psychiatrist are therefore auto
matically disqualified from applying to the 
PGDipMH, even though they may frequently 
manage psychiatric patients at a primary 
healthcare level.

Over a 14-year period (1997 - 2011), 360 
candidates wrote the PGDipMH examination, 
and only 279 (78%) were successful (Table 1). 
From two different perspectives, the College 
obtained excellent results in certain exami
nation centres, such as in May 1997 and Octo
ber 1998, but less than satisfactory results in 
May 2004 and October 2005. Considering 
the statistics presented in Table 1, there is a 
need for certain candidates to receive more 
thorough tuition; however, this need is not 
catered for in the PGDipMH. 

Here we report on a study undertaken to 
design a postgraduate programme to assist 
medical practitioners in preparing for the 
PGDipMH. A framework was established 
to allow practitioners requiring additional 
tuition to embark on formal postgraduate 
training on a part-time basis. The programme 
was designed to support the requirements of 
the National Qualifications Network (NQF), 
the Colleges of Medicine of South Africa and 
the Professional Boards, utilising a mode 
of blended learning, including face-to-face 
contact sessions, directed learning and 
electronic (e-) learning.

Methods
The study was approved by the ethics comm
ittee, Faculty of Health Sciences, University of 
the Free State (UFS) (ETOVS 89/06).

A Delphi process was used – a nominal 
group technique for developing forecasts 
and trends based on the collective opinion 
of knowledgeable experts. Experts were 
individuals possessing specific levels of 
knowledge and expertise related to the core 
content. Their academic fields included 
psychiatry, family medicine, medical edu
cation, e-learning and government legi
slature. 

Closed items in the Delphi study, dealing 
with curriculum content, were derived from 
multiple sources. Open-ended questions were 
used to obtain opinions and ideas put forward 

Table 1. Statistics of doctors who wrote the PGDipMH, 1997 - 2011[13]

Date of examination Candidates who wrote, n Candidates who passed, n Pass rate, %

May 1997 1 1 100

October 1997 3 3 100

April 1998 4 3 75

October 1998 4 4 100

April 1999 2 2 100

October 1999 6 5 83

May 2000 4 3 75

October 2000 5 5 100

May 2001 6 5 83

October 2001 12 9 75

May 2002 6 5 83

October 2002 14 13 93

May 2003 4 3 75

October 2003 20 16 80

May 2004 5 2 40

October 2004 18 15 83

March 2005 12 10 83

October 2005 16 7 44

March 2006 10 8 80

October 2006 22 19 86

March 2007   15 9 60

March 2008 11 10 91

September 2008 23 20 87

March 2009 14 10 71

September 2009 23 20 87

March 2010 12 8 67

September 2010 23 17 74

March 2011 13 6 46

September 2011 25 18 74

Total 360 279 78
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by the panellists. [13] Recommendations made 
were incorporated into the questionnaire for 
successive rounds and hence submitted to other 
respondents for further comment. This process 
was repeated until 80% consensus or stability 
had been reached. After the final round, a set of 
criteria was compiled, which served to develop 
a framework for the programme.

Since the PGDipMH is also intended to 
cater for medical doctors in primary healthcare 
settings in rural regions, the consensus of the 
Delphi process was that the most appropriate 
mode of teaching was online distance learning 
(ODL) utilising e- and mobile (m-) learning. [14] 

An advantage of e- and distance learning is these 
modes of tuition make it possible for doctors 
to learn in their own environment, without the 
disruption of having to spend too much time 
away from their practices. 

The programme was designed in six steps 
(Table 2), similar to the six-step approach to 
curriculum development described by Kern 
et al.[15] 

Programme design
Step I: Identification of individual 
needs of the doctor as learner and the 
mental healthcare user (patient)
It was identified that the study of mental 
healthcare, including psychiatry, should fix
ate around the needs of the patient (also 
known as the mental healthcare user, 
although this term may include the person’s 
next of kin, a person authorised to act on 
their behalf, an appointed administrator or 
an executor of the person’s estate in the 
event that they are deceased). Further, it  
should include comprehensive knowledge 
on psychiatry and psychiatric illness, the 
management of psychiatric conditions in 
primary healthcare, and methods relating to 
the primary prevention of mental illness in 
psychiatric patients (which also affect their 
families). 

Patient-centred learning 
It was identified that learners (doctors) need 
to be encouraged to make use of patient-
centred learning and link conditions under 
discussion with patients in their practices 
or the hospitals in which they serve their 
communities. Refer to Table 3 for a summary 
of the identified mental health needs of 
the community. Using consenting patients 
as ‘study material’, learners would have to 
detect certain symptoms and discuss these 

with their tutors or the group, and describe 
the efficacy and side-effect profile of the 
medications that patients receive. Thus, 
patients who are difficult to manage would 
benefit from ‘tertiary-level consultations’, and 
the learners would gain more knowledge on 
the topic. Students would write case reports 
concerning patients with certain conditions 
and include this in their portfolios, which 
would be assessed at predetermined dates. 
Students would have to appreciate the effect 
of the physical and cultural environment on 
patients’ conditions.

Step II: Programme content 
Various information sources (Table 4) were 
used to structure the Delphi questionnaire.  
After the final round of the Delphi process, 
the curriculum was structured into ten 
modules as such:
•	 Module 1: Introduction to psychiatry. In 

this 2-day seminar, students would receive 
face-to-face tuition from lecturers of the 

Department of Psychiatry, UFS, which 
would be intense and articulate with 
the learners’ undergraduate knowledge. 
Additional material for a more indepth 
study of neuro-anatomy and -physiology 
would be made available. Clinical evalu
ation methods of common psychiatric 
conditions would be demonstrated. Stu
dents would work through specific case 
reports before emailing their answers to 
the Department of Psychiatry within 7 
working days of receipt of the tutorials.

•	 Module 2: Chronic common psychiatric 
conditions (part 1) – schizophrenia. Tuition 
for this and all other modules (except 
module 1) would be presented using ODL.

•	 Module 3: Chronic common psychiatric 
conditions (Part 2) - mood disorders 

•	 Module 4: Chronic common psychiatric 
conditions (part 3) - anxiety disorders 

•	 Module 5: Child psychiatry (part 1)  
•	 Module 6: Child psychiatry (part 2)  
•	 Module 7: Forensic psychiatry 

Table 2. Six steps of the programme
•	 Step I: Identification of the individual needs of the doctor as learner and the mental healthcare 

user (patient)

•	 Step II: Programme content

•	 Step III: Description of the mode of delivery through which the programme will be presented

•	 Step IV: Use of blended learning to consolidate different parts of the programme in mental health

•	 Step V: Approval and implementation of the programme

•	 Step VI: Final accreditation and acceptance of the programme

Table 3. The mental health needs of the community
•	 Recognition of conditions

•	 Maintenance treatment of existing chronic conditions

•	 Prevention of conditions (alcohol, suicide)

•	 Crisis management 

•	 Adequate referral of patients

Table 4. Factors influencing the selection of information included in the Delphi 
questionnaire 
•	 Traditional curricula in the MB ChB and MMed Psychiatry programmes

•	 The history of the teaching of psychiatry

•	 New scientific advances in psychiatry

•	 Examples of other programmes in different parts of the world (McMaster, Maastricht and Otago 
universities)

•	 The requirements of the UFS

•	 The requirements of the Colleges of Medicine of South Africa
UFS = University of the Free State.
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•	 Module 8: Addiction disorders 
•	 Module 9: Geriatric psychiatry 
•	 Module 10: Introduction to cognitive behaviour therapy.

The didactic content of modules 1 - 10 would be presented as lectures 
using Powerpoint presentations, video-clips, illustrations, handouts 
and podcasting as appropriate to enhance the lecture; after which 
time, these would be made available on a dedicated website. With the 
exception of module 1, all other modules would be presented using 
ODL, complemented by the use of chat rooms. Students would be 
encouraged to use iPods and personal digital assistants (PDAs) as 
part of the m-learning, and blogs which would be monitored by those 
presenting the programme.

Step III: Description of the mode of 
delivery of the programme
The programme would not only cover the scope of mental healthcare 
required for the PGDipMH, but would also be comprehensive 
enough to accommodate the logistics required to present a modern 
curriculum harnessing modern technology for ODL.

Step IV: Use of blended learning to consolidate 
different parts of the programme
According to Welch,[16] a blended learning model incorporates a 
variety of delivery styles and accommodates different organisational 
needs to achieve the most effective knowledge transfer. Accordingly, 
as for step III, the programme would not only provide the syllabus 
needed to cover the scope of mental healthcare, but would also 
be comprehensive enough to accommodate a modern curriculum 
harnessing modern technology for ODL. 

Programme format and time frame 
An essential part of constructing a programme is to ensure that 
blended learning can be facilitated. Using the statements of the 
respondents in the Delphi process, the consensus was to adhere to the 
following principles:
•	 The time frame for the programme would be 2 years.
•	 The first academic year would contain four (compulsory) modules.     
•	 In the second academic year, students would have to select three 

modules from a list of six to be presented in that year.
•	 Students would be required to pass the first academic year before 

proceeding to the second year.
•	 Students who wish to exit the course after one year would have to 

pass an oral examination in order to receive a short learning course 
certificate.

•	 Students would be assessed using tutorials and worksheets.
•	 There should be a restriction on the number of students who would 

be allowed to enrol for the course per academic year. 
•	 Only medical practitioners registered with the Health Professions 

Council of South Africa would be accepted for enrolment in the 
programme.  

•	 After receiving each formal lecture, learners would also receive an 
online tutorial relating to the subject matter. Learners would have 
7 working days in which to return their ‘homework’ online. If the 
tutorial was successfully completed (>70% of answers correct), 

the student would be asked to form part of the chat room session; 
otherwise, students would have 3 working days in which to make 
corrections (then, if >70% of the homework was correct, the 
student would be allowed to partake in the chat room session on 
the topic). The rationale for the 70% boundary would be to ensure 
that students have a working knowledge of the topic, and do not 
participate in the chat room session unprepared.

Steps V and VI (Table 4) will not be discussed in this article, as 
they remain to be implemented. The theoretical programme as a 
complete entity, containing all six steps, is demonstrated in Fig. S1 
(supplementary material, available in the online version of this article).

Conclusion
Using the recommendations and findings of the Delphi panel and 
other sources (literature and personal experience), a comprehensive 
programme was designed (in theory) to train doctors at generalist 
level to provide a high quality of care. Appreciation was given for 
the interfaces between the different role-players, the central role of 
outcomes-based education and the dynamics relating to psychiatric 
patients and their care. The characteristics of this programme would 
allow adult learners to study further in the fields of mental health and 
psychiatry, in order to enhance service delivery to their patients. 

The process of obtaining approval and accreditation for this pro
gramme still needs to be undertaken. The process of taking a concept 
and transforming it into a framework for a fully accredited diploma 
programme (the PGDipMH) has been described here using the 
aforementioned six steps. Once implemented, it is hoped that doctors 
who complete the programme will be more knowledgeable in the field 
of psychiatry and in a better position to serve the mental healthcare 
needs of their communities.
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