The Mental Health Care Act: Stakeholder
compliance with Section 40 of the Act

G Jonsson, FCPsych (SA)
MY H Moosa, MMed (Psych), FCPsych (SA), MCFP
FY Jeenah, MMed (Psych)

Department of Neurosciences, Division of Psychiatry,
University of the Witwatersrand, Johannesburg

Objective. To defermine compliance with Secfion 40 (1-3) of
the Mental Health Care Act (MHCA) No 17 of 2002, viz.
handing over custody by the South African Police Service
[SAPS) of suspected mentally ill patients to medical services at
Chris Hani Baragwanath Hospital (CHBH).

Methods. The study was a refrospective record review of
patients who were 18 years and older, referred by SAPS
to CHBH. In accordance with Section 40 of the MHCA, a
MHCA form 22 is complefed when suspected mentally ill
patients are handed over by SAPS to the medical services.
MHCA forms 22 that were completed during the period
July 2007 to December 2007 were obtained from hospital
records and analysed to defermine the compliance of SAPS

and medical practitioners in complefing them.

Results. During the study period, 708 of the 718 patients
handed over by SAPS to the Emergency Depariment of
CHBH were entered on MHCA forms 22. SAPS officials had
correctly completed 86% of the forms, whereas the medical
practitioners had only correctly completed 9.9% of the forms.
Of the 718 patients handed over by SAPS, 319 (44%) were

discharged for outpatient care.

Conclusion. The findings of this study suggest that not all
parties fully comply with Section 40 of the Mental Health Care
Act No 17 of 2002. We suggest that the situation can be
improved by training of all parties; amendments to the MHCA
form 22; partnership between mental health care practitioners
and members of SAPS; and combining resources towards
implementing a crisis infervention model similar fo that in other

countries.

Worldwide, new laws have been enacted concerning the
issues and profiles of mental health care users [MHCUs). These
laws serve as an advocacy for MHCUs and play an extremely

important part in protecting their health and human rights.

Included in these laws are the roles, responsibilities and terms of
collaboration between the various stakeholders responsible for the
care of MHCUs."?

In South Africa, the new Mental Health Care Act [MHCA)* was
promulgated in 2002 and implemented in 2004. Similar to
most legislation worldwide,'® this Act defines a collaborative
and mutually co-operative relationship between the South African
Police Services (SAPS), the mental health care practifioner
[MHCP), the judiciary, and emergency medical services (EMS)
af a local and natfional level. The Act serves fo preclude the
detention of acutely mentally ill users in police cells, and priorifises
prompt access o local hospitals. It defines the role of the various
stokeholders regarding fransportation, hospitalisation and care
of @ MHCU within the criminal justice system. It also sets out a
clear policy and working relationship between SAPS and medical
services, especially concerning the humane handling of MHCUs
when they are acutely ill. More specifically, Section 40 of the
MHCA and its regulations® state that if a member of the SAPS has
reason fo believe, either from personal observation or information
obtained from o MHCP, that a person is mentally ill and is likely
fo inflict harm on himself or others, that member must apprehend
the person and cause him to be either: (i taken to an appropriate
health establishment for assessment of his mental health status;
or (i) handed over into the custody of the head of health
esfablishment (HHE| or any designated person fo receive such a
person. The handing over of custody includes the completion of
a Mental Health Care Act (MHCA form 22 by the HHE, SAPS
member and the MHCP.

While the legislation is clear in its requirements, the compliance
of various stakeholders in its implementation is sfill in question.
In a study of outcomes of police responses to mental health
emergencies, Steadman et al.® concluded that current police
fraining is inadequate to prepare police officers to identify and
deal with the menfally ill. Police officers did not know how to
recognise mental illness, how to deal with psychotic and violent
behaviour, or what to do with someone frying to commit suicide.
Teplin” reported that police officers did not know what community
resources were available, how to gain access fo them, how fo
deal with their own emotional issues as a result of an extremely
stressful career, or how to engage appropriately with mentally ill
people. This lack of knowledge affects proper compliance with

legislation.
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Teplin” also reported that fraining goals about raising awareness
of mental health issues were more successful than goals relating
fo influencing behavioural change. Furthermore, approaching
police officers within their workplace allowed them to consider
specific fraining needs and fo create an environment where their
aftitudes and behaviours could be addressed. Similarly, persons
with mental illness may also experience inferactions with police
officers in numerous ways.® The manner in which police officers
approach such situations will determine whether the mentally ill
person cooperates or whether the situation becomes contentious
or violent. Watson and Angell® reported that police officers were
more likely to arrest and incarcerate individuals with mental
illness when: [i] there was evidence of a crime having been
committed; (ii] the individual had a criminal history; (iii] they
felt that the individual would be inadmissible to a hospital; (iv)
public encounters exceeded the community's folerance for defiant
behaviour; and (v} it was likely that the person would continue o

be a problem.

It is evident that educational seminars for improving police officers’
knowledge of mental illness and training in their roles conceming
mental health care legislation should be provided.”!®

As the MHCA of South Africa is still in its infancy, there are very
few published data on this issue; hence the opportunity and need
for this study, the purpose of which is to defermine the level of
compliance of SAPS and MHCPs in the apprehension, disposition

and care of suspected mentally ill patients.

. Methods

In the MAW, all MHCUs are fully assessed by the ward's
psychiatric registrar, and a decision is faken to either admit the
user o a psychiatric ward or discharge the patient home from the
MAW. Copies of all psychiatric notes are placed in the patient’s
file, together with a copy of the form 22, which is stored in the
Psychiatry Department’s filing room.

Our study was a retrospective record review of patients referred
by SAPS fo the ED af CHBH while using the form 22. All MHCUs
referred by SAPS were included if: (i) a form 22 was in the
patient’s psychiatric file; (i) the patient was =18 years old; and
(iii) the patient had been referred during the study period (July -
December 2007). All forms 22 completed during the period were
obtained from patients’ psychiatric files kept in the Department of

Psychiatry’s filing room (Fig. 1).

The following information was obtained from the forms 22 and
entered onto a dafa capturing sheet by the investigator: (i) the
SAPS member's rank, initial and surname; (i) date and time; (iii]
reasons for apprehending the MHCU; (iv) the MHCU's next of
kin's contact details; and (v) whether the MHCP recorded details
of the MHCU's physical condition at the time of hand-over. The
MHCUs forensic history was also obtained from the psychiatric

file.

Each data sheet was assigned a unique identifying case number
for filing purposes. Some participants had more than one visit
during the study period; each such visit was considered as a

separate case.

At Chris Hani Baragwanath Hospital (CHBH), members of SAPS
fransfer all suspected mentally ill patients to the medical officer
(MO) of the Emergency Depariment (ED]. The MHCA form 22
serves fo formalise this process, being used to record information
af all steps in the procedure regarding the apprehension, hand-

over and physical condition of the MHCU.

Following hand-over, the MO obtains a history, examines the
patient and decides on further management. The physical
examination serves fo exclude medical causes of the patient's
psychiatric symptomatology. After completing the assessment, the
MO in the emergency room complefes the form 22 (including
the sections relating to physical condition of the MHCU at hand-
over and the physical examination findings) and may then refer
the MHCU to the medical admission ward (MAW).The HHE at
CHBH designates the ED’s admitting MO to complete this section
of form 22.

SAPS member hands over SAPS member completes
apprehended patient to relevant section of MHCA
emergency room medical form 22
officer
HHE designates medical Medical officer obtains
officer to plete relevant history and examines patient
section of MHCA form 22

MHCU is referred to Psychiatric assessment is

MAW performed by psychiatric
registrar stationed in MAW

| }

Admit MHCU to psychiatric Discharge MHCU home
ward

MHCA form 22 filed in

psychiatric department’s

filing room

Fig. 1. Referral process and completion of MHCA form 22.
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Descriptive sfafistics were computed as means and frequencies
(count and percentages). The study was submitted to the University
of the Witwatersrand's Human Research Ethics Committee (HREC)
and approval was obtained. All MHCUs' details remained
anonymous, and confidential information was not recorded on
the data sheet.

. Results

During the &-month study period, 2 754 patients were admitted fo
the MAW. Members of SAPS referred 718 MHCUs to the CHBH
ED. Forms and psychiatric hospital notes of only 708 referrals
could be traced and included in the study. Of the 708 MHCA
forms completed, 87.4% [N=619) included SAPS officials’ rank,
initials and surname. Date and time were recorded on 98.6%
[N=698) of the forms. Reasons for suspecting mental illness
and apprehending MHCUs were recorded on 86.2% (N=610)
of the forms. Details of MHCUs' next of kin were recorded on
96.2% (N=681] of the forms (Table ). Details regarding MHCUs'
physical condition on arrival af the ED were recorded by the
MHCP on only 9.9% (N=70) of the forms. Overall, only 5.4%
[N=38) of the forms 22 were fully completed by all parties
(SAPS, MHCP, HHE (or designated person|] concemed (Table 1).
MHCUs' forensic history was recorded as positive in only 6.6%
of cases, and was unknown in 85.9% (Table ).

. Discussion

Rate of police referrals

This study found that approximately 1 in 4 (26%) referrals to
CHBH were by the SAPS, which is o higher rate than most
other published studies. Kneebone ef al.'" reported that, over a
21-month period in South Australia, police referrals constituted

9.1% of dll referrals from the community, and 9.9% of fotal

Table I1. Distribution of forensic history

Number
Forensic history (N=708) %
Positive 47 6.64
Negative 53 7.49
Unknown 608 85.88

hospital admissions. Similarly, Bruffaerts et al.,'? in their study on
the epidemiological profile of patients consulting the psychiatric
emergency team of a Belgian university hospital, found that 8.8%
of all patients were police referrals. However, Knott ef al.,
in their study of 3 701 patients presenting to Victoria EDs in
Australia, reported that 17.6% were police referrals, which was
significantly higher than the figure for South Ausralia.

Possible reasons for the high figures in this study population
could be sociopolitical. CHBH is the only referral institution in
Soweto for acufe psychiafric patients, and serves a vast urban
population. This study population has a high unemployment rate
[estimated at 23%) and is largely socially disadvantaged - a
legacy from the previous regime in South Africa.'*"® Families of
menfally ill patients offen lack the means to fransport them to the
only facility in the area. Furthermore, an inadequate EMS (only
0.4 ambulances per 100 000 population) limits the availability
of ambulances to transport such patients to the hospital.'® This
is further compounded by reluctance on the part of emergency
medical services [EMS) personnel fo transport these patients by
ambulance, as they are regarded as violent and aggressive. As
a result, the SAPS are inappropriately ufilised by the families of
mentally ill individuals fo transport them to the hospital, hence the
higher police referral rate. In America, however, it is reported that
it is the police who are often reluctant to intervene where mental

Table I. Distribution of completed sections of the MHCA form 22 among the study population

Sections of MHCA form 22

Number of forms completed (N=708)

% of forms completed

SAPS
Rank, initial and surname
Date and time
Reasons for apprehending the MHCU
MHCU’s next of kin — all details
Name only
Contact details only
MHCP
MHCU's physical condition
All sections completed

619 87.43
698 98.59
610 86.16
681 96.19
638 90.11
658 92.94
70 9.89
38 5.37
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illness is concerned; they frequently underidentify mental illness,
and prefer not to transport individuals fo hospital because of the

length of time spent in waiting for admission.'”"'®

A large proportion of the mentally ill first come fo the attention
of the police; it is the latter's decision, then, to refer the patient
fo either the criminal justice or mental health system. Llomb and
Weinberger'? reported that the police tend to refer fo the criminal
justice system because the offender will be dealt with in a more
systematic way (will be seen by o mental health professional,
receive psychiafric evaluation and freatment) in prison. In South
Alrica, prisons and police cells are not frequented by psychiatrists
who routinely evaluate offenders, and it is therefore easier for
SAPS personnel to deposit the offender af mental health services
and refurn fo their duties; this situation may also be due to the fact
that no other appropriate community alternatives are available.

Stakeholder compliance with the MHCA

It is evident from this study that the SAPS are more compliant about
completing form 22 and the MHCA regulations compared with
MHCPs in the ED at CHBH. Although training in the specifics of
the MHCA are not formally carried out for SAPS, they may be
more compliant in complefing form 22 because it forms part of
their standard operating procedures [SOPs), regardless of their
understanding of the MHCA. A similar SOP does not exist for
medical practitioners at this hospital.

Confrary fo our findings, Lynch et al.,® in their study assessing the
level of knowledge of Section 136 of the Mental Health Care Act
1983 of the UK, found that accident and emergency officers had
the highest level of working knowledge of the Act. Nearly 11%
of the police officers in their study failed even to recognise that
a person has to appear to be suffering from a mental disorder to
fall under this Act. They also reported that only 10.3% of accident
and emergency staff, and 22.8% of police, had received any
formal training in carrying out the procedures of the Act.

Our study also revealed that the physical condition of MHCUs
at the time of hand-over by SAPS was recorded in only 10%
of all referrals. It is possible that the MHCPs were either nof
examining patienfs properly or were not entering their findings
on form 22, which may be due to high patient loads at the
emergency departiment of CHBH. The department attends fo
approximately 500 emergency room visits in 24 hours and is
severely underresourced [average of 4 medical officers on duty).
Violent or aggressive patients are quickly restrained and routed
fo psychiafric services without a complefe physical examination.
Patient violence and hostility and a lack of appropriate skills

and equipment may also explain why MOs do not examine dll

referred patients. Furthermore, the sfigma surrounding mental
illness, and perhaps MO perceptions that physical examinations
are nof important in the mentally ill, could also be contributing to
this phenomenon. As a result of failure on the part of admitiing
MOs to perform a proper physical examination, the burden of
excluding medical illness is fransferred to the psychiafric registrar.
It is often very difficult 1o retoute these patients to appropriate
medical care once they have been labelled as mentally ill. More
importantly, documented evidence of the physical state of the user
on hand-over before admission is crucial when claims of physical
abuse while in the care of SAPS or the hospital are raised by the
MHCU or other parties concerned.

We also observed that only ©.6% of patients referred by SAPS
in this study reported a previous forensic hisfory. This is contrary
fo other reported studies. Kneebone et al.'" reported that 40%
of police referrals had a forensic history, in which assault and

/'2]

theft were the most common offences. Kisely et al.?' reported a

prevalence of convictions of lifefime offences of between 21%
and 23%. The majority of MHCUs in this study had no forensic
history recorded. Although a forensic history does not affect the
decision fo admit a patient (as admission depends on the patient’s
presenting mental sfate), doctors af CHBH are admitting patients
referred by SAPS, vet fail fo obtain information on their forensic
history. Mental health services at CHBH and other general
hospitals are usually not fully equipped to deal with potentially
aggressive or violent patients, which could pose problems with
regard fo the safety of staff and other patients. It may also be
helpful to determine where the patient is discharged following
admission; this finding highlights the necessity for hospital
managers fo insist on the need fo upgrade skills and infrastructure
af general hospitals, fo deal more effectively with potfentially

violent patients.

It was also noted that family members usually did not accompany
MHCUs to the ED; therefore, no collateral information (such
as reason for the episode, or relapse of psychiatric symptoms)
is available to the emergency doctor. We recommend that the
accompaniment of family members should be insisted upon by the
SAPS and should be written into SAPS SOPs.

Training recommendations

Training in psychiatry and the MHCA has been included
in undergraduate medical fraining over the past few years.
However, it has only recently been incorporated info the newly
established postgraduate degree in emergency medicine.
In South Africa, because of a lack of emergency medicine
specialists, general practitioners often form the bulk of emergency

room staff. Consequently, most current emergency doctors lack the

40.
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knowledge, understanding, skills and competence to implement
the MHCA and to examine and assess acutely psychotic patients.
Academics need to place a special emphasis on fraining in
carrying out the procedures of the MHCA and the management
of violent patients for undergraduate and postgraduate medical
students. At the same time, it is also necessary to provide regular
updates for current emergency room staff, perhaps as part of their
inservice training. In addition, regular audits of the processes and
procedures need to be carried out in all hospital EDs to assist in
establishing profocols specific to the hospital situation.

Vermette ef al.?? surveyed Massachuselts police officers’ training
for their work with mentally ill persons. They found that Q0% of
respondents reported that the topic of mental illness was
either fairly or very imporfant fo their work’ and that 70% had
received postacademy mental health fraining. It has also been
reported that fraining for police officers should include: (i) general
classification of mental disorders; (i) management of aggressive
or violent patients; (iii) becoming familiar with local criteria used
for involuntary hospitalisation; and (iv] information regarding
access fo resources other than hospitalisation, e.g. substance
abuse and rehabilitation centres.?*? This is important in the South
Alrican context as the inclusion of mental illness does not form part
of SAPS fraining. Regardless of the method, fraining is imperative
for SAPS members.

Mental health and law enforcement professionals need o
synergise to provide each other with the most effective means of
managing mentally ill persons.” Munetz et al.”* studied various
models in developing their programme, and then used centres
of excellence to distribute it throughout their respective sfates.
Once communities adopted their team programme, a ‘frain the
frainer” model was initiated. Communities were invited 1o send a
team representing law enforcement, mental health and advocacy
groups to the training course. In 1988, in /\/\emphis, USA, a crisis
intervention team model was sfarted. The team comprised police
officers who received special mental health training fo provide
crisis infervention services and act as liaisons with the mental
health system. The Memphis model is an example of police-
based police response teams. Other models include police-based
menfal health response teams that involve mental health clinicians
working as civilian employees of the police department, and
mental healthbased mental health response teams that involve
parinerships with mobile mental health teams that are part of

community mentfal health centres.

EDs are used as a drop-off centre by police in crisis situafions when
no formal crisis intervention team or model exists. This inefficient
approach is used at CHBH and most other general hospitals.

We recommend that a combination or adaptation of the above
recognised and effective models needs to be developed for
South Africa; this will require involvement by all participants in the
programme, plus a subsfantial injection of financial and human
resources for its implementation. Further research is necessary fo

develop such an appropriate model.

Our refrospective study design may be viewed as a limitation
in this study. Some data might not have been recorded in case
nofes. However, every reasonable effort was made to collate
information from the forms 22 and hospital nofes. The majority
of our patients’ records contained all the data required, and the
conclusions drawn are therefore reliable. This study may not be
generalisable to other provinces/areas with dissimilar procedures
of SAPS referrals, emergency evaluations af the ED, or to hospitals
with different referral bases or populations.

Conclusion .

The findings of this study suggest that not all stakeholders are fully
compliant with the procedure as set out in the new Mental Health
Care Act No 17 of 2002. Differences in knowledge may be a
result of differences in understanding of various roles played in
different stages of the Act. We recommend that implementation of
Section 40 of the Act may be improved by: (i) providing training
fo all stakeholders; (il making amendments to the MHCA form
22 le.g. use of checkboxes may increase the likelihood of all
components being completed appropriately without delaying the
police officers); [iii] increasing the quality of the partnerships of all
stakeholders concerned; and (iv) frying to combine the resources
of the two departments towards implementing a crisis intervention
model similar to that employed in other countfries.
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