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LETTERS

$UH'RFWRUV7RR4XLFNWR0HGLFDWH$'+'" 7KH'RFWRU¶V
:LWKUHIHUHQFHWRWKHDUWLFOHHQWLWOHGµ$UH
Doctors Too Quick to Medicate ADHD?’
RQ S LQ 0HGLFDO &KURQLFOH¶V )HEUXDU\
 LVVXH WKH FRPPHQWV DUH PDGH E\ D
psychoanalyst who advocated psychotherapy instead of medical treatment. The fact
that the psychoanalyst may not medicate
EHFDXVHVKHLVQRWTXDOL¿HGWRGRVRVXJgests a strong and unacceptable bias. The
comment is made that doctors medicate
children when we suspect ADHD. No, dear
psychoanalyst, we medicate both adults
and children and only when we are sure
their ADHD needs medical treatment.
Moreover, her naïve suggestion that ADHD
is still an unknown entity is medically unacceptable. The condition is internationally accepted as a medical, neurological, genetically
inherited dysfunction in by far the majority of
cases. It is not a psychological one. Granted,
there are sometimes psychological overlays but
this is the exception rather than the rule, unless
there has been severe neglect and abuse.
To suggest psychotherapy rather than medicating goes against all authoritative research.
The success of medication far outweighs
the results of psychotherapy. There are no
psychological symptoms, as suggested by
Dr Fine. According to the British Medical
Journal, there are only psychological reactions (not symptoms) to basic neurological
conditions, such as ADHD. Roger Sperry’s
Nobel Prize-winning research on split-brain
functions in 1982 clearly explains exactly
what ADHD entails. Has Dr Fine studied
those she accuses of not understanding the
symptoms of ADHD?

$IHZ\HDUVDJRIXOO\ÀHGJHGDFDGHPLF
SURIHVVRUV ZRUOGZLGH DOO VLJQHG DQ RI¿FLDO
protest objecting to false media reports about
ADHD that might deter people from seeking
medical treatment. Many were psychologists.
Can they all be wrong?
Correct effective medical treatment with
safe, carefully monitored stimulant medication using, e.g. the Conners scale, is widely
DFFHSWHGDVWKH¿UVWFKRLFHDIWHUDWKRURXJK
neurological evaluation. Thereafter, when
medication has made the patient more teachable, the need for remediation and counselling
can be assessed.
Professor Keith Conners clearly states that
there is no controversy among experts, only
among non-experts. The psychotherapist’s
inference that doctors cannot make a diagnosis,
and that psychologists are needed to do so,
should be carefully reevaluated. Some years
ago in the American psychological research
journal PsycSCAN, an article suggested the
SV\FKRORJLVW EHQH¿WHG PRUH WKHQ WKH FKLOG
referring to the psychological assessment. The
suggestion that the psychologist does a full
assessment cannot be accepted. ADHD is a
medical condition and psychologists receive no
training in medical matters or pharmacology,
according to a letter published in the South
African Medical Journal.
An accusation is made against paediatricians
that they are gullible enough to be persuaded by
parents to medicate on the advice of teachers.
One hopes the teacher suspects and the knowlHGJHDEOHGRFWRUNQRZVZKDWKHVKHLVGRLQJ
For far too long, parenting skills have been
blamed for the child’s problem. ADHD is an

inherited neurological immaturity of the left
brain or an overdevelopment of right brain, or
various degrees of both. Even psychometric
tests, which are very seldom needed to make
DGLDJQRVLVFRQ¿UPWKLV7KHQRQYHUEDO,4
LVXVXDOO\KLJKHUWKDQWKHYHUEDO,4LQPRVW
$''$'+'FDVHV
International research suggests that the
accepted statistic regarding the need to treat
$'+'LV<HWQRZKHUHLQDQ\VRSKLVWLcated, Westernised country is the treatment
UDWHPXFKDERYH7KLVFOHDUO\PHDQVWKDW
RIRXU$'+'SRSXODWLRQDQGWKDWRIDQ\
other similar country – is being neglected
with devastating results costing the country
millions. It is certainly not over diagnosed
or overtreated. A very expensive neglect
indeed!
As more doctors develop a special interest
in ADHD, more diagnoses will be made,
which is to be expected and accepted. Unfortunately, there are still some doctors who
view the diagnosis and treatment as a causal
exercise with perhaps too little insight into the
intricacies of this complicated condition.
Certainly psychologists and doctors are
both needed, but they should have a leaning
towards neurology and psychologists should
only be included if and when needed. MediFDOWUHDWPHQWLVVWLOOWKH¿UVWFKRLFHHYHQLI
psychotherapy is occasionally needed. There
is an urgent need to accelerate learning in
WKLV¿HOGIRUWKHJRRGRIDOO'U)LQHZRXOG
be advised to heed her own comments when
she suggests a need to caution against ‘a rush
to judgement’.
Dr WJ Levin

%HVW&DUHË$OZD\V%XLOGLQJ
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Healthcare-associated infections (HAIs)
are exceptionally frustrating, especially for
patients. These days, there is a great deal
of evidence on how to prevent HAIs, much
of which is presented in the form of lengthy
evidence-based consensus guidelines. It
LVGLI¿FXOWWRLPSOHPHQWDOOWKHVHSUDFWLFH
guidelines consistently for every patient,
DWDOOWLPH7KLVLVZKHUHWKHµEXQGOH¶DSSURDFKDSSHDUVWREHWKHVROXWLRQEXWLWLV
not a silver bullet.
A ‘bundle’ consists of a handful of evidence-based interventions proven to preYHQWUHGXFHWKHLQFLGHQFHRIDSDUWLFXODU+$,
The Best Care...Always! (BCA) initiative,
launched in 2009 as a collaborative industry
effort to improve patient safety and the quality
of care, has adopted well-described bundles
for preventing the following HAIs: catheterassociated urinary tract infections, central
line-associated bloodstream infections, surgical site infections and ventilator-associated
pneumonia.
There is ample evidence to suggest that
bundles do work and can result in a dramatic
reduction in HAIs.4-6 Bundles are an attractive
simple way of translating evidence into practice; but many authors caution against seeing
them as ‘miracle initiatives’.7-9 Bundles work
when actively implemented in a hospital with a
dedicated focus on organisational change and
a genuine commitment to developing a culture
of patient safety.10, 11 Actively implementing
bundles requires ongoing education of all

employees; measuri ng and analysi ng
HAI rates; providing
ongoing feedback to
all role-players; and
a real commitment
from all to improve
patient care.
Since the launch of
BCA in 2009, it has Yolanda Walsch, BCA
been encouraging to
national task team
member
note that over 147
hospitals have already opted to join the initiative. Each hospital has signed up to implement one or more of the campaign’s infection
SUHYHQWLRQ LQWHUYHQWLRQVEXQGOHV 7KH 
hospitals that have joined the campaign thus
far are certainly not homogenous, but share
a common desire to improve the quality of
care rendered to all patients. BCA member
hospitals collaborate and share ideas on how
to actively implement these evidence-based
interventions.
BCA is open to all hospitals and healthcare
professionals wishing to participate. To join
the campaign, the individual or institution has
to be: a) willing to implement evidence-based
interventions at a faster pace; b) prepared to
share information, experiences and successes
with others; and c) committed to measuring
results as far as possible.
Measurement is important as it enables all
participants to gauge their success and highlight areas that need extra attention. We are

all working towards the same aim - to reduce
healthcare-associated infection rates.
BCA has not been established to rate hospitals or develop an industry benchmark and the
programme is in no way meant to be punitive.
It is not intended to be prescriptive, but rather
to serve as a vehicle for concerted improvement
efforts. Patients require individualised management and care, but the basics at least should
be carried out for every single patient, every
single time. This is the essence of BCA.
All healthcare professionals are urged to
join this collaborative community, with the
sole aim of accelerating the implementation
of evidence-based care and promoting clinical
H[FHOOHQFHIRUWKHEHQH¿WRISDWLHQWV)RUPing strong partnerships between relevant
healthcare role-players is fundamental to the
realisation of this objective.
For further information, visit www.bestcare.org.za or contact the chairperson,
Dr Dena van den Bergh, on 082-451-2284.
References can be accessed on www.wilbury.co.za/fulltext/bestcare.pdf.
Previous author omitted
We would like to acknowledge Lesley
Devenish, Netcare SA infection prevention
coordinator and Best Care...Always collaborative task team member, as the author of
the article ‘Reducing healthcare-associated
infections: collaboration the only solution
to problem’, which appeared in Medical
Chronicle’s February edition (p3).

Voice ...

by Dr AM Levin
The Heaven and Hell
of Hospitals
Hospitals, private and particularly those of the
public sector, are increasingly under ‘attack’
for inadequate and incompetent services often
associated with an uncaring and impersonal
ethos of service. What should be ‘hotels of
healthcare excellence’, have become ‘prisons
of hell’ with negative administrative, medical
and nursing applications. Many factors are
responsible for this unacceptable scenario.
There is a lack of competent and enthusiastic
nursing supervision, together with an acute
shortage in regard to the implementation of the
true values of the nursing profession. Gone are
the days when the matron, a terrifying figure of
correctness, did ward rounds to ensure that the
standards of quality nursing were upheld with
dignity and pride. Today, family members of
patients are often obliged to carry out nursing
duties, and obtaining medication from the
dispensary because of the ‘couldn’t care less’
attitude of many nurses who obviously are
without any manifestation of humanity
Sadly, an increasing number of members of
the medical profession are being criticised by
patients and the public, because of the failure
of this august group to adhere to the principle,
‘treat your patients as you wish your family and
yourself to be treated’. It is only when doctors
actually experience the hurt, the suffering
and the indignity of illness coupled with the
inability to carry out normal human functions
that they will begin to realise and appreciate the
helplessness of the patient’s status of fallibility.
The emotional and physical needs of patients
must be satisfied under all circumstances. The
moral dictates of the values of health care as
espoused by the Hippocratic Oath must be
remembered and practised. In spite of our
human failures, we must strive to make medical
practice a noble calling underpinned by a
humane, humble and carrying ethos. The doctors
need this. The patients cannot survive without
this.
Hospital management is the third factor in the
programme of high-quality health care. There
is a desperate need for hospitals, especially
those in the private sector, to appoint a medical
director not involved in the financial matters of
hospital business, but rather to ensure that the
standards of medical care and nursing attention
are of a quality that benefits the patients, and,
in turn, makes the management proud of their
success in providing aesthetically appealing
health facilities and excellence in health care, all
of this being worthy of public acknowledgement
and acclaim.
Understanding the needs of the medical
practitioner, catering for the requirements of
the patients and nursing excellence undertaken
with the assistance of the matron, will ensure
that the hospital is indeed worthy of its regard
for the human being. Intellectual honesty,
dignity, communication with all sectors of the
hospital, high-quality patient care, must be the
goals of the medical director in his/her role as
the champion of health care. The business of
hospitals must be left to the professionalism of
the hospital business management.
A happy, co-operative relationship between
doctors, nursing staff and management is critical
to the creation of ‘heavenly hospitals’ rather than
‘hellholes of hopelessness’.

