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Background
Emergency care centers in South Africa are inundated with patients who suffer from diseases
which span across a wide disease and injury spectrum. It is of utmost importance that shop floor
clinicians have the skill, knowledge and clarity of mind to recognize and manage different
pathologies. One of these pathologies, substance abuse (which includes alcohol) is a recognized
psychiatric diagnosis and is classified as such in the DSM IV. (1) Local emergency care centers are
often the first contact that patients with substance abuse or related problems make with the public
health system. Despite emergency centers not always appearing to be the optimal setting for the
level of care that substance abusing patients require, they have however been identified as
appropriate settings for the detection of substance abuse.(2)
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Negative attitudes that clinicians may have towards substance abusers can adversely affect the
quality of care they provide to this patient population.(3‐6) These negative attitudes may arise as
result of training deficiencies.(7) Specific problems that arise may include delays in diagnosis,
altered treatment plans and improper referrals.(4) A need for training and formulation of protocols
and guidelines with respect to identification and management of substance abuse in the
Emergency center has been identified in the literature.(8)
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An American survey of trauma surgeons in 2000 found that with more patients being screened for
alcohol abuse in trauma departments, widespread education on screening and intervention was
necessary to facilitate the process. (9) A study in Michigan in 2000 found that the majority of
emergency physicians supported brief interventions for alcohol abuse and dependence
recognition; however, the time constraints of a typical emergency center patient encounter were
an obstacle. (10) Training in substance abuse management, attendance of twelve step meetings‐
whether as observer or patient‐ has been associated with higher attitude scores and a more
positive attitude towards this disease.(11) This can only translate to improved disease screening,
assessment, care and safe disposal. Screening and brief intervention, have been shown to be
effective in reducing alcohol consumption in the primary care setting.(12 – 14) According to
reports from the Institute of Medicine and the National Institute of Alcohol Abuse and Alcoholism
there is scientific justification for routine alcohol screening and counseling in trauma centers in the
USA.(15) Whether this can be extrapolated into the emergency department setting is a matter of
debate with conflicting outcomes in a number of well designed studies. Merely screening and
analyzing patients may possibly influence change in their hazardous behavior.(16)
So what are the obstacles to effective care and management of patients with substance abuse
issues, aside from the fact that the identification of a substance abuse disorder is challenging at
the best of times? In many cases cognitive factors and time factors have been cited as obstacles to
addressing substance abuse in the emergency department, but not lack of motivation. (17)
Physicians generally accept the responsibility of addressing these issues with patients themselves
however many feel that they require some form of training to assist them with this. (18)
Emergency department staff, including clinicians, cares for substance abusers on a daily basis
despite the majority not having any formal training regarding drug and alcohol abuse. (8) Failure to
screen and manage substance abuse for whatever reason‐ be it lack of logistical support or a
nihilistic approach to addiction‐ is to the detriment of the patient and a significant burden on
health resources.

Aim & Objective
This study aims to determine the attitude of newly qualified emergency physicians and emergency
medicine registrars to patient substance abuse and addiction issues in South Africa’s emergency
care centers.



To determine the attitude of newly qualified emergency physicians and emergency medicine
registrars towards patients with substance abuse disorders.
To make recommendations regarding curriculum amendments based on the results of the
study

Methods

n

A questionnaire based prospective survey will be aimed at emergency medicine registrars and
junior consultants (post 2007) of academic Emergency Medicine institutions in South Africa.
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Inclusion criteria
 Junior consultant emergency physicians (graduated in or after 2007)
 Current Emergency Medicine Registrars
 Supernumerary registrars who have worked in South Africa for six months.
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This will be a convenience sample. It is expected that a large number of respondents will be from
Cape Town as the Division of Emergency Medicine is the largest in the country with almost double
the number of trainee emergency physicians than the rest of the country combined
The expected numbers are as follows:
 42 registrars and 20 junior consultants in the Cape Town area.
 19 registrars and 1 Junior consultant in Gauteng
 1 registrar in Limpopo and 2 registrars in Kwa Zulu Natal
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Exclusion criteria
 Incomplete questionnaires
 Refusal to complete questionnaire

Data will be collected using a modified questionnaire which will include the previously validated
Substance Abuse Attitude Survey (Chappel et al., 1985) (19) The questionnaire will incorporate a
five point Likert scale.
The questionnaire will be distributed to registrars during local academic meetings.
 Cape Town: The principal investigator will distribute questionnaires and collect responses in a
collection box.
 Clinicians in other major institutions: A registrar representative in Pretoria will receive the
questionnaires by DHL courier, distribute questionnaires and collect. The completed forms will
then be sent by DHL courier to the author who will place them in the collection box with the
other forms.
 The remainder of potential respondents who do not attend regular meetings will be sent the
questionnaire by post with a separate reply envelope addressed to the author with no details
of the respondent. This will be sent back to the author by pre paid postage. The completed
form will then be placed with all the others.

The principal investigator will maintain telephonic contact with the regional co coordinator/s until
the responses are received from those particular regions by courier.
The individual respondents who receive pre addressed reply envelopes will be reminded by email
and finally by telephone call to submit their responses if necessary.
Once the author is satisfied that all responses have been received the collection box will be opened
and analysis will commence.
The Substance Abuse Attitude Survey was designed to measure health professional’s attitudes
towards substance abuse and it identifies five attitude subgroups: treatment intervention,
treatment optimism, permissiveness, non moralism and non stereotypes.
Data will be entered into an Excel database for analysis.
Descriptive statistics will be performed utilizing mean, median values, standard deviation, variance
and range.
Ethical Considerations
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An introductory letter and consent form containing instructions will be handed out with the
questionnaire. Subjects will be given the opportunity to study the contents and ask questions. A
contact number will be available for those receiving the questionnaire by post. This will be stated
in the introductory letter. Completed forms will not contain any identifiable information of subjects
such as: name, address, date of birth, staff or student numbers. Completed forms will be stored in
the collection box described, which will be kept in a lockable room in the offices of the division of
emergency medicine in Karl Bremer hospital. Only the principal investigator will have access to the
forms.
The Substance Abuse Attitude Survey focuses exclusively on physician attitudes towards patients
with substance abuse. There are no questions which can professionally or personally implicate the
responder in any way with regards to current, previous or even indirect personal involvement with
substance abuse of any kind.
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Permission to utilize the Substance Abuse Attitude Survey tool has been granted as noted in
release letter.
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Budget

Stationary printing costs R800
Courier costs/Postage
R1200
Telephone
R100
Statistician
R1000
Total + 10 %

R 3410

Proposed Time line
Proposal submission to Division Research Committee end March 2010
Submission of study Protocol to Departmental Committee at UCT June 2010
Ethics committee submission end June 2010
Submission of D2a forms to Post Graduate Office July 2010
Commencement and completion of data collection after ethics submission and approval.
Data analysis commencing in January/Feb 2011

Dissemination of findings
Submissions will be made to a peer reviewed journal for publication
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Appendix 1
Research information sheet
A survey of attitudes towards patient substance abuse / addiction in the
Emergency center
Researcher: Dr RR Kalebka MBChB (EM Registrar)
Introduction
You have been selected to participate in the above mentioned questionnaire based survey.
As a newly qualified consultant and registrar in emergency medicine you will be closely involved in the management of
emergency centers and formulation of treatment protocols.
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Substance abuse and addiction issues remain an enigma for shop floor clinicians who do not have the time or
necessary infrastructure to deal with these difficult and often frustrating problems.
The fact remains however that these patients entry into the health system is often justifiably or not through an
emergency center.
Substance abuse presents in numerous guises be it an intoxicated trauma patient, a cocaine induced chest pain, a
parasuicide or as part of a psychiatric dual diagnosis.
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Purpose of the study
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To ascertain the attitudes of emergency physicians towards substance abuse/addiction issues.
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Procedure
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Risks and benefits
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Included in this handout is a demographics questionnaire as well as the Substance Abuse Attitude Survey designed by
Chappel et al in 1985.
The demographics questionnaire is multiple choice based.
The responses to the survey are likert scale based agree – disagree statements to 50 simple questions.
Please read the questions carefully and circle your answer of choice.
The questionnaire has to be completed immediately and handed in to the research representative.
If you have received the study by post please send it in the prepaid and preaddressed envelope provided.
Completion of the survey should not take more than 30 minutes of your time
Please answer as honestly as you can and refrain from discussion/research as this will affect the results of the study.
To maintain anonymity please do not identify yourself in any way on the questionnaire or pre paid envelope.

You will not be requested directly or indirectly to disclose any information that may compromise you or anyone else
professionally or personally.
The questionnaire is anonymous and will be used for statistical analysis only.
You will receive no direct benefit or financial compensation for completing the survey.
Participant’s rights
Completing the questionnaire is voluntary.
Please sign in the space provided .on the BOTTOM left hand corner to indicate you have understood the above
mentioned and that you are willing to participate in the study.
Further information/complaints/queries
Dr RR Kalebka
Tel 082 3303627

email: Robert_kalebka@yahoo.com

Signature :

Appendix 2
Demographics questionnaire
MALE

FEMALE

HOW FAR ARE YOU IN THE PROGRAMME?
1

2

3

4

5

Junior consultant

CLINICAL YEARS OF POST MBChB GRADUATE EXPERIENCE
> 10

n

6 - 10
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1-5

e

HAVE YOU ANY PROFESSIONAL EXPERIENCE IN THE SUBSTANCE ABUSE FIELD ?

ap

No

C

Formal training/ courses

of

Yes

ity

Self study

Infrequently

Almost daily

More then 1/day

U

Hardly ever
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HOW OFTEN DO YOU MANAGE PATIENTS WHO YOU STRONGLY SUSPECT HAVE SUBSTANCE
ABUSE PROBLEMS (INCLUDING ALCOHOL)?

Consider the following statement:
Brief intervention has reduced alcohol consumption in some well‐designed ED studies but not in
others. Bernstein. JAnn emerg med vol 51 no6 751 ‐ 754
ASSUMING ADEQUATE RESOURCES AND STAFFING, IF YOU ARE A CLINICAL MANAGER IN AN
EMERGENCY CENTER WOULD YOU BE WILLING TO SCREEN APPROPRIATE PATIENTS FOR
ALCOHOL ABUSE AND PROVIDE BRIEF INTERVENTIONS AS INDICATED .
Yes

No

Appendix 3
Substance Abuse Attitude Survey
Instructions:
This survey has been designed for the purpose of assessing attitudes useful in the education of
physicians and other health care professionals.
Indicate your degree of agreement or disagreement by circling your answer.
There is no right or wrong answers so work quickly and do not worry over every item.

2. Marijuana should be legalized.
Strongly agree
Agree

disagree

strongly disagree

To

uncertain

strongly disagree

n

disagree

w

1.Alcohol is an effective social relaxant.
Strongly agree
Agree
uncertain

strongly disagree
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3. Any drug can be safely used by a person who is mentally healthy.
Strongly agree
Agree
uncertain
disagree

5.Alcohol is a food, not a drug
Strongly agree
Agree
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4.Almost anyone would turn to drugs if their problems were great enough.
Strongly agree
Agree
uncertain
disagree
strongly disagree

disagree

strongly disagree

6. Physicians are an important source of drugs for most users.
Strongly agree
Agree
uncertain
disagree

strongly disagree

7. Marijuana use leads to mental illness
Strongly agree
Agree
uncertain

strongly disagree
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uncertain

disagree

8. Heroin is so addicting that no one can really recover once he/she becomes an addict
Strongly agree
Agree
uncertain
disagree
strongly disagree

9.Smoking leads to marijuana use which in turn leads to hard drugs.
Strongly agree
Agree
uncertain
disagree

strongly disagree

10. Clergymen should not drink in public.
Strongly agree
Agree
uncertain

strongly disagree

disagree

11 Alcoholism is associated with a weak will.
Strongly agree
Agree
uncertain

disagree

strongly disagree

12. All heroin use leads to addiction
Strongly agree
Agree
uncertain

disagree

strongly disagree

strongly disagree

14.Physicians should not smoke tobacco in front of their patients.
Strongly agree
Agree
uncertain
disagree

strongly disagree

w

strongly disagree
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15. People who use marijuana usually do not respect authority.
Strongly agree
Agree
uncertain
disagree

n

13. Daily use of one marijuana cigarette is not necessarily harmful.
Strongly agree
Agree
uncertain
disagree
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16. The laws governing the use of marijuana and heroin should be the same.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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17.Angry confrontation is necessary in the treatment of alcoholics or drug addicts.
Strongly agree
Agree
uncertain
disagree
strongly disagree

disagree

strongly disagree
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18. Using any hard drugs shortens ones life span.
Strongly agree
Agree
uncertain

U

19. Tobacco should not be smoked in the rooms where non smokers are present
Strongly agree
Agree
uncertain
disagree
strongly disagree

20. Weekend users of drugs will progress to drug abuse.
Strongly agree
Agree
uncertain
disagree

strongly disagree

21. Tobacco smoking should be allowed in high schools.
Strongly agree
Agree
uncertain
disagree

strongly disagree

22. Anyone who is clean shaven with short hair probably doesn’t use illegal drugs.
Strongly agree
Agree
uncertain
disagree
strongly disagree

23. Family involvement is a very important part of the treatment of alcoholism or drug addiction
Strongly agree
Agree
uncertain
disagree
strongly disagree

24. Alcohol is so dangerous that it could destroy the youth of our country if it wasn’t controlled by
the law.
Strongly agree
Agree
uncertain
disagree
strongly disagree

25. A physician who has been addicted to narcotics should not be allowed to practice medicine
again.
Strongly agree
Agree
uncertain
disagree
strongly disagree

26 Recreational drug use precedes drug abuse.
Strongly agree
Agree
uncertain

strongly disagree
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disagree

disagree

strongly disagree

disagree

strongly disagree

uncertain
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29. Alcoholism is a treatable illness
Strongly agree
Agree
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28. Drug addiction is a treatable illness.
Strongly agree
Agree
uncertain

ap

e

To

27. Lifelong abstinence is a necessary goal in the treatment of alcoholism.
Strongly agree
Agree
uncertain
disagree
strongly disagree

strongly disagree
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30. Street pushers are the initial source of drugs for young people.
Strongly agree
Agree
uncertain
disagree

31. Personal use of drugs should be legal in the confines of one’s own house.
Strongly agree
Agree
uncertain
disagree
strongly disagree

32. People who dress in hippie style clothing usually use psychedelic drugs.
Strongly agree
Agree
uncertain
disagree
strongly disagree

33. A hospital is the best place to treat an alcoholic or drug addict.
Strongly agree
Agree
uncertain
disagree

strongly disagree

34. Group therapy is very important in the treatment of alcoholism and drug addiction.
Strongly agree
Agree
uncertain
disagree
strongly disagree

35. Most alcohol and drug dependant persons are unpleasant to work with as patients.
Strongly agree
Agree
uncertain
disagree
strongly disagree

36. It can be normal for a teenager to experiment with drugs
Strongly agree
Agree
uncertain
disagree

strongly disagree

37 .Once a person becomes drug free through treatment; he can never become a social user.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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38. Paraprofessional counselors can provide effective treatment for alcohol or drug users.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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39. Long term outpatient treatment is necessary for the treatment of drug addiction.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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40. An alcohol or drug dependant person who has relapsed several times probably cannot be
treated
Strongly agree
Agree
uncertain
disagree
strongly disagree

strongly disagree
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41. Marijuana use among teenagers can be healthy experimentation
Strongly agree
Agree
uncertain
disagree
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42. Urine drug screening can be an important part of drug abuse treatment
Strongly agree
Agree
uncertain
disagree
strongly disagree

43. Physicians who diagnose alcoholism early improve the chance of treatment success.
Strongly agree
Agree
uncertain
disagree
strongly disagree

44. Alcohol and drug users can only be treated by specialists in that field.
Strongly agree
Agree
uncertain
disagree
strongly disagree

45. The best way for a physician to treat an alcohol or drug dependant patient is to refer them to a
good treatment program
Strongly agree
Agree
uncertain
disagree
strongly disagree

46. Persons convicted of the sale of illegal drugs should not be eligible for parole.
Strongly agree
Agree
uncertain
disagree
strongly disagree

47. Chronic alcoholics who refuse treatment should be legally committed to long term treatment
Strongly agree
Agree
uncertain
disagree
strongly disagree

48. An alcohol or drug dependant person cannot be helped until he/she has hit “rock bottom”
Strongly agree
Agree
uncertain
disagree
strongly disagree

49. Once an alcohol or drug dependant person is abstinent and of all medication no further contact
with a physician is necessary.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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strongly disagree
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50. Parents should teach their children how to use alcohol.
Strongly agree
Agree
uncertain
disagree

PART B
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Literature Review

Literature Review

Substance related disorders are recognized psychiatric diagnoses and are classified as such in the
Diagnostic and Statistical Manual IV. Substance abuse is a maladaptive pattern of mood and /or
mind altering substaces use that results in clinically significant impairment or distress as
manifested by failure to fulfill personal obligations; use under hazardous circumstances; legal
problems and continued use despite adverse consequences. Substance dependance is
characterised, among other things, by the development of tolerance as manifested through
increased consumption of the substance in question to achieve the desired effect(1). Hospitals
across South Africa and in the first world are inundated with patients suffering from conditions
associated with or caused by substance abuse.(2‐5) It is inevitable that contact with health
services be made through an emergency centre (EC) at some point.
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It is reported that trauma and violence are often related to some form of substance abuse (Table
1). Alcohol has been found to be a significant risk factor of intentional and unintentional injuries
presenting to trauma units. This, to a somewhat lesser extent, also applies to illicit drugs.(6)
The Cape Metropol Study of 1990 revelead an injury mortality rate double that of the global
rate.(7) Substance abuse and alcohol are recognized as major contributors to this statistic. This
naturally has a significant economic impact in terms of utilization of health resources, loss of man
power and premature death. Although alcohol seemed to predominate, other substances were
already playing an increasing impact on the trauma scene at the turn of the century, with distinct
usage patterns in certain areas. Noticeably, there has also been a trend to increasing use of hard
drugs such as crack, heroin and cocaine.(8) Substance abuse is a significant risk factor in homicide
with more than half (52.9%) of homicides in urban South Africa in 2001 tested positive for
alcohol.(9) In the 1990 Cape Metropol Study 63.6% of interpersonal violence and 75 % of all
homicides were alcohol related. (7) In South Africa nearly half (46.5%) of drivers killed in motor
vehicle collisions in 2001 were above the stipulated legal limit.(10) A study in the Johannesburg
Hospital Trauma unit concluded that alcohol and cannabis intoxication was a significant risk factor
and contributed strongly to the trauma burden. Of just over one hundred patients studied, 59 % of
patients tested positive for alcohol and just over 43 % tested positive for cannabis.(2) Substance
abuse particularly cannabis, methaqualone and methamphetamines are sharply on the rise in Cape
Town. Parry et al discovered that the use of cannabis and methaqualone for 2001 was significantly
higher than earlier studies in 1997. (11) Cannabis and methaqualone were the primary substances
of abuse in patients presenting to treatment centers in the Cape Town area between 1999 and
2000.(12)
There has also been a trend of increasing methamphetamine use as indicated by the Medical
Research Council report in 2007. In the latter half of 2002 thirteen patients sought treatment at
specialist centers with methamphetamine as a primary substance of abuse. In 2006 this figure rose
to 1184. (13) A cross sectional survey of randomly selected schools in the Cape Town area by
Pluddeman et al found that 9 % of adolescents had tried methamphetamine at least once. (14)
The South African Community Epidemiology Network on Drug Use (SACENDU) found that alcohol is
still the most common form of substance used by patients presenting to treatment centers across
the country except for the Western Cape where 42 % of patients reported methamphetamine as
their primary drug of abuse.(15)

Table 1. Extent of substance abuse in South Africa
Date Main findings
2001 Parry et al found that the use of methaqualone and methamphetamines were
significantly higher than earlier studies in 1997. (11)
2002 63.6 % of interpersonal violence and 75 %) of all homicides were alcohol related. (7)
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2002 Cannabis and methaqualone were the primary substance of abuse presenting in
treatment centers around Cape Town between 1999 and 2000. (12)
2002 Alcohol was involved in 52.9% of homicides in urban South Africa. ( 9)
2004 Alcohol and cannabis intoxication contributing substantially to the trauma burden at the
Johannesburg General Trauma Unit. 59 % and 43% of just over one hundred patients
tested positive for alcohol and cannabis respectively.(2)
2007 A trend of increasing methamphetamine use with 1186 of patients seeking treatment in
rehabilitation centers in 2006 compared to 13 patients in 2001. (13)
2010 A random survey in Cape Town schools revealed that 9 % of adolescents had tried
methamphetamine at least once. (14)
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The burden of substance abuse is not evident only in patients admitted to trauma units. The South
African Mental Health Care Act No. 17 of 2002 stipulates that patients presenting with acute
psychiatric conditions are assessed and stabilized in the EC to exclude organic causes and
stabilization prior to referral to a psychiatric assessment team. Some designated regional and
district hospitals and their respective EC's are plagued by lack of infrastructure and staff when
dealing with these patients.(16)
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By 2006 cannabis was the second most common substance of abuse among patients in treatment
centers across the country, the exception being the Western Cape.(15) A number of studies have
identified cannabis as a risk factor for developing psychiatric disorders. A systematic review of
population based longitudinal studies and case control studies with longitudinal designs by Moore
et al revealed an association between psychosis and cannabis use. (17) Most studies showed a 50‐
200% increase of psychosis in heavy users. A pooled analysis showed a 40% increase risk of
psychosis in people who had used cannabis in the past. Almost all the studies in this review
reported an increase of affective disorders in patients using cannabis although the assosiation was
less robust. Bhana et al. reported a high rate of psyciatric presentations with cannabis related
disorders in the Cape Town and Port Elizabeth area since July 1997. (12) A retrospective chart
review of psychiatric admissions at Tygerberg Hospital in Cape Town from January to June of 2002
was compared with a corresponding period in 2006 by Vos et al. A significant increase in
admissions of patients using substances was found among adults and adolescents. The
methamphetamine users were also more likely to present with psychosis and agression.(3)
The disablility adjusted life year ( DALY ) is a measure of overall disease burden expressing the
number of years lost due to disability, disease and death.Schneider et al attempted to estimate the
disease burden caused by alcohol in South Africa with their analysis. (18) The DALY's were
associated with a variety of medical conditions including ischemic heart disease, cerebrovascular
accidents, hypertensive disease, cirrhosis, certain noeplasms, epilepsy, depression, alcohol use
disorders and intentional and unintentional injuries. They also included fetal alcohol syndrome and
low birth weight .They found that alcohol was associated with approximately 7.1% of all deaths and
7% of total DALYs in 2000. Methamphetamine abuse has also been linked to acute myocardial
infarctions, ischaemic strokes, subarachnoid and intracerebral hemorrhages and cardiomyopathy.
(19‐21)

It has been suggested in previous studies that the field of addiction is not adequately adressed
during the training of medical students (Table 2). This means that graduates have insufficient
knowledge and training in the field of addiction and substance abuse when they enter clinical
practice. Research has also shown that the attitudes towards substance abusers and addiction
problems becomes increasingly negative as the students progress through their training. Although
these deficiencies are being adressed, considerably more work needs to be undertaken in this
regard.(22‐28) Negative attitudes may often be estabelished in the clinical instruction of medical
students by clinical supervisors who themselves have a poor understanding of their substance
abusing patients.(29)

n

A number of barriers have been identified in the literature which make successful integration of a
substance abuse or addiction component into the curriculum difficult. Among these are lack of
time, interdepartment coordination, availability of supervisors and accessibility to suitable
treatment centers.(26) Geller et al. pointed out that lack of adequate curricula, knowledge as well
as exposure to end stage addiction were imprtant considerations in fostering negative attitudes
among physicians towards substance abusers.(30)
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Although there is a recognized need for education of physicians in the substance abuse/addiction
field, implementation of training guidelines in the medical school, residency and post residency
programmes has not been fully realized.(31,32) As a result of curriculum deficiencies, physicians
may have an inadequate foundation in the basic biological factors which drive the pathology thus
preventing physicians from adopting the disease model of addiction.(26)
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In 1989 the the Committee on Alcohol and Drug Education in Medical Schools (CADEMS) was
founded and the Australian and New Zealand medical schools agreed on a common set of learning
objectives for undergraduates. A prospective cohort study in four medical schools across New
Zealand between 1999 and 2001 by Cape G et al explored the attitudes, knowledge and skills of
second year medical students with regards to working with substance abuse as their training
progressed. (33) The students were reassessed again in their fourth and sixth year of study.
Knowledge and skills of the medical students increased with the years of study, with higher scores
reported for students who drank alcohol themselves. The majority of students 57% were also
more optimistic about the effectiveness of alcohol and drug interventions at the end of their
training. As training progressed, however, the students felt less effective in their role of helping
patients with substance abuse issues. This may not reflect perceived lack of knowledge by the
student but perhaps a deeper understanding of the complexity of the problem. Medical students
displayed higher attitude scores for non sterotypes, treatment intervention, treatment optimism
and non moralism after completing a course on substance abuse. (34) Gopalan et al. emphasized
the need to sustain and consolidate the advances made in the pre‐clinical addiction curricula as
students entered their clinical years of study with additional courses and programs.(35)
Chappel et al postulated that physicians who regularly manage and interact with patients with
substance abuse disorders demonstrate better attitudes.(36) A survey of anesthetists in
Wisconsin revealed differences in attitude between academic anesthesiologists and their private
practice counterparts. (37) The former displaying higher scores on the permissiveness, treatment
intervention and non moralism criteria questions. Of note is that academic practitioners reported a
higher exposure to substance abuse patients. Specialists in the psychiatry and internal medicine
field, who in their daily practice were more likely to encounter and manage substance abuse and
alcohol problems, were more positive in their approach and also more optimistic about a
favourable outcome than anesthetists or surgeons.(38)

Table 2 Literature highlights regarding training in substance abuse management
Date

Main findings
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1985 Physicians who regularly manage and interact with substance abuse patients displayed
better attitudes.(36)
1987 Medical students displayed higher attitude scores following a substance abuse course.(34)
1987 Medical and psychiatric specialists were more positive in their approach than their
surgical and anesthetic counterparts.(38 )
1989 Lack of curricula, knowledge and exposure fostered negative attitudes towards substance
abuse patients by physicians.(30)
1992 A need for sustained consolidation following pre clinical instruction on substance abuse
identified.(35)
2001 Curriculum deficiencies identified in lack of adoption of disease model of addiction by
clinicians.(26)
2002 Differences in attitude towards addiction between academic and non academic
anesthetists, the former interacting more with these patients and having better attitude
scores.(37)
2006 Improved knowledge and skills among medical students reported with drug and alcohol
education.(33)
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Physicians may be hesitant to approach the topic of substance abuse for fear of offending their
patient. This may be particularly applicable to the private health care sector. Danielson et al.
surveyed the trauma surgeon community in 1996 and found that 30% of clinicians who did not
screen patients were of the opinion that patients would be offended.(39) This compared to the
clinicians who screened their patients of which 10.3% felt that their endeavours would be deemed
as intrusive by patients. In contrast, Schermer et al. found favourable patient participation in
screening and interventional strategies with regards to alcohol abuse in trauma patients. Of the
150 trauma patients surveyed 70 % were successfully screened of which 45% screened positive for
problematic alcohol use. Language problems and injury severity precluded most abstainees from
being surveyed and there was only one patient who refused.(40)

U

Physicians with a personal history of addiction have been shown to display more optimal attitudes
towards their patients with similar problems. A substance abuse attitude survey by May et al.
revealed that personal experience of substance abuse as well as formal training and/or some
involvement with substance abuse groups and affected close relatives was associated with higher
attitude scores. (37) Personal experience with addiction may however have its drawbacks. The
medical community is not immune to substance abuse and addressing abuse issues with patients
may result in the physican confronting his own denial, something he or she may want to
avoid.(41,42) Logistical issues also play an important role in preventing the emergency care
physician from adressing addiction issues in the EC. The brief nature of the physician – patient
encounter puts the emergency departament and hence the emergency physician at a particular
disadvantage. (43,44)
Despite ECs not always appearing to be the optimal setting for the level of care that alcohol
abusing patients require, they have however been identified by Gentillelo et al as appropriate
settings for the screening of alcohol abuse, particularily in the trauma setting.(45)
Screening and brief intervention, have been shown to be effective in reducing alcohol and drug
consumption in the primary care setting. Further extrapolation, on which patients will benefit most

and under what circumstances, is required however.(46‐48) According to reports from the
Institute of Medicine and the National Institute of Alcohol Abuse and Alcoholism there is scientific
justification for routine alcohol screening and counseling in trauma centers in the USA.(49)
Whether this can be extrapolated into the EC setting is a matter of debate with conflicting
outcomes in numerous studies. Merely screening and analyzing patients may possibly influence
change in their hazardous behaviour.(50)
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Direct questioning about substance abuse is often unreliable as has been found in some studies
across different patient profiles.(51‐53) A wide variety of objective assesment methods and
instruments have been devised in the past to detect alcoholism.(54) Some of the currently used
scales include the relatively simple CAGE questionnaire which is an acronym of its four quesitions
enquiring whether patients have felt the need to cut down on their drinking, have they been
annoyed about criticim of their alcohol use, have felt guilty about drinking and whether they have
used alcohol as an “eye opener” in the morning. (55) Others inlude the AUDIT (Alcohol Use
Disorders Identification Test , the MAST (Michigan Alcohol Screening Test), the DAST (Drug Abuse
Screening Test ) questionnaires and the more complicated SASSI‐3 ( Substance Abuse Suble
Screening Inventory‐3 ).(56‐59) Direct scales addressing alcohol abuse namely the AUDIT, CAGE
and MAST depend on the replies of patients to direct questions relating to their use of alcohol.
These scales are therefore dependant on the honesty of patients to be effective as screening tools.
In order to reduce falsification so called direct and indirect scales have been described.(54,59) The
SASSI‐3 instrument however consists of ninety three questions making its application to a busy EC
rather dubious. Furthermore there is no empirical evidence to support its superiority in detecting
substance abuse disorders.(60) Erroll Yudko et al assessed the DAST in 2006, including the
shortened versions thereof and reported not only adequate reliability, sensitivity and specificity
but also ease of administration. (61)
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There are limitations of the existing direct scales such as CAGE and MAST as these questionnaires
are designed to detect severe forms of alcohol disorders i.e. harmful or dependant drinking or
frank alcoholism. The AUDIT questionnaire is able to detect hazardous drinking behaviour and
assesses consumption, alcohol related problems as well as dependancy.(56) A prospective
questionnaire based study by McCusker et al identified the advantage of using AUDIT
questionnaire over CAGE as a screening tool.(62) The study however was performed on patients
admitted to the medical ward so it raises the question whether this would be applicable to the EC.
The use of the DAST is also problematic as it is a highly face valid instrument, which may be a
problem since it assesses a socially undesirable trait. Respondents may choose not to implicate
themselves and fake some of their answers accordingly. (61) A prospective descriptive study by
Peden et al. found that patients were more likely to disclose alcohol use than they were about
their use of drugs. The study recommended that the CAGE questionnaire be incorporated into the
assessment of trauma patients where possible as it was easy to administer and yielded useful
information. (4)
Urine drug screen tests may provide additional information when dealing with suspected substace
abuse and although individual tests are inexpensive, widespread application may become
prohibitive. Furthermore they may not detect all substances of abuse so it may be difficult to “rule
in“ or ”rule out” the presence of substance abuse. Eisen et al. conducted a prospective cohort
study in two academic ECs to determine whether results if urine toxicological screening assays
would alter patient management. They found that qualitative drug urine testing in the EC rarely
changed patient disposition and management.(63)
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Is there a role for EC based brief interventions with regards to substance and alcohol abuse? Brief
interventions have essentially six elements as described by Miller and Sanchez. (64) This may be
incorporated into the acronym FRAMES: Feedback to the patient of assessment results, emphasis
on personal Responsibility to change harmful habits, Advice to stop or reduce substance intake, a
Menu of alternative strategies, an Empathic, non‐confrontational delivery and encouragement of
Self‐efficacy for change. One of the earlier randomized controlled trials by Longabaugh et al. in
2001 involving 539 hazardous drinkers in the emergency room found that patients who received
brief intervention and a “booster session “ at a later time had reduced alcohol related adverse
events compared to the control group and those who received the brief intervention only.(65)
Gentillelo et al. found statistically significant decreased alcohol consumption after one year in the
brief alcohol intervention group in their randomized controlled trial in a level 1 trauma center. The
beneficial effects were only notable in the mild to moderate severity drinkers. Patients with
existing markers for severe alcohol abuse for ,example prior alcohol treatment, did not benefit
from the intervention.(66) A meta‐analysis by Wilk et al. in 1997 reviewed twelve randomized
controlled trials and found that heavy drinkers receiving brief interventions were two times more
likely to moderate their drinking when compared to the control group. (67) Unfortunately their
findings may not be applicable to the EC as seven of the RCT’s were outpatient based and the rest
were inpatient trials. A systematic review and meta‐analysis by Harvard et al. showed that EC brief
interventions did not significantly reduce the frequency or amount of alcohol use at twelve
months. The effect at three and six months was inconclusive. However, reduction of alcohol
related injury at six and twelve months was demonstrated.(68) Brief and less costly treatment
modalities appear to be at least as effective in undifferentiated alcohol problems and may show a
similar impact to that of more extensive interventions. They may also enhance effectiveness of
subsequent treatment. (69) Some studies have also suggested that screening and brief
interventions may have different effects on different groups of patients with substance and alcohol
misuse. Further EC studies would be required to delineate the group of patients that may benefit
the most from these interventions.(70)
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Some well‐designed studies dispute the effectiveness of brief interventions as whole. Daeppen et
al. concluded from a randomized controlled clinical trial that a 10 minute brief motivational
intervention made no difference to the subsequent ethanol consumption and health resource
utilization.(71) Brief interventions may not be effective or appropriate in entrenched substance
dependency. (72) Still, an adverse event following substance abuse and subsequent contact with
medical services may in some cases be enough to discourage or moderate further substance use.
In the first randomized clinical trial of brief interventions for cocaine, ecstasy and crack users in
England, the authors suggest that the process of study recruitment may in itself give patients an
opportunity for self‐reflection and result in subsequent modification of hazardous behavior, in this
case excessive stimulant drug abuse. There was no significant difference in abstinence from ecstasy
and crack cocaine use between the control and experiment groups. Both groups, however,
reported reductions in their stimulant use.(73)
Project ASSERT (Alcohol and Substance abuse Services and Educating providers to Refer patients to
Treatment) is a program developed for substance abuse education and referral of patients to a
suitable fascility. The suitablility of the model to the EC was tested in a metropolitan trauma center
at the Boston Medical Center in the United States between March 1995 and February 1996.
Briefly, four stages were implemented namely: identification of candidates , informed consent and
assessment with the AUDIT and DAST‐10, brief negotiated interview and referral.
Of 7118 patients screened (18 % of total emergecy departament visits), 2931 were found to have
a potential alcohol or drug abuse problem. Of these 37% (1096) chose to enrol in the study. Only
245 patients were available for follow up assessment. Despite the low followup, the subsequent

visits revealed a significant reduction in harm as measured by a reduction in quantity and
frequency of drug and alcohol use (p < 0.05). The problem with the study was mainly two fold,
lack of a control group which was not permitted by the Center for Substance Abuse Treatment
(CSAT) and the low follow up rate. Thirty four percent of patients had no telephone number or
fixed abode, issues which may be expected when dealing with these patients. (74)
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Care in ECs is focused on presenting symptoms and subsequent physical consequences of
substance abuse. Furthermore repeat presentations of chronic end stage disease create a
perception of futility in emergency physicians treating these patients.(75) Obtaining detailed
histories of consumption may be cumbersome and time consuming with the added problem of
patient denial. This has partially been resolved by implementation of screening
questionnaires,some of which can be completed in minutes. (76) EC staff frequently encounter
patients with substance abuse issues despite the majority not having any formal training regarding
drug and alcohol abuse (43) Recruitment of specialized staff in emergency departments, so called
Alcohol Health Workers, during daytime hours may have a beneficial effect on emergency care
personel. This improves staff morale and makes disposition of these patients a less daunting
prospect.(77)
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From review of local and international literature it is evident that substance abuse impacts
significantly on utilization of health resources with involvement of most specialties. The problem
may even be underestimated due to the elusive nature of addiction and unwillingness of patients
to admit to substance abuse for fear of repercussions.
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The issue of substance abuse and addiction may not enjoy the same attention during the training
of students and residents that other pathologies do. Although some efforts are being made to
address the above issue, there may still be some deficiencies on medical school and even
postgraduate level.
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Numerous studies have shown that clinicians who interact with substance abuse patients on a
regular basis and therefore probably have a better understanding of the pathophysiology of the
illness have better attitude scores. In the literature presented, emergency front room personnel
have mostly constructive attitudes towards the illness. Time constraints as well as lack of logistical
support make addressing addiction and substance abuse in the front room a difficult prospect. No
ideal detection tool has been identified although the use of simple screening questionnaires has
been advocated by many authors.
Brief intervention has been supported by many studies as a means of encouraging patients to
diminish their use of substances in the short term. Some studies suggest that the screening process
itself may be beneficial and offer patients the opportunity of self‐reflection and behaviour
modification. EC staff have an opportunity to identify substance abuse issues and to initiate the
process of intervention. This would facilitate referral and improve patient outcome in the long run.

Aims
To ascertain the attitudes of emergency physicians to substance abuse and to explore their
willingness to implement brief motivational intervention in the EC.
Objectives
Use the SAAS to determine the attitudes of emergency physicians and specialist registrars to
substance abuse.
As part of the survey, determine emergency physicians and specialist registrars’ willingness to
implement brief motivational interventions in the EC.
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Abstract
INTRODUCTION: Hospitals across South Africa are inundated with patients suffering from
conditions associated with substance abuse. It is inevitable that contact with health services be
made through an emergency centre (EC) at some point. This study aims to assess the exposure and
attitudes of emergency physicians to substance abuse and addiction in major South African
academic ECs.
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METHODS: A prospective survey based on the Substance Abuse Attitude Survey (SAAS) was
conducted in a convenience sample of eighty five emergency physician registrars and junior
consultants in Cape Town, Gauteng, Limpopo and Kwa Zulu Natal. Respondents were targeted
during academic meetings and by post.
The survey consisted of a brief demographics questionnaire and tested agreement of fifty
statements using a Likert scale as presented in the SAAS. Five pre‐defined attitude subgroups were
evaluated: permissiveness, nonstereotypes, treatment intervention, treatment optimism and non
moralism.
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RESULTS: There was an 81.2 % ( n = 69 ) response rate with the bulk of the response from Cape
Town. Despite receiving very little formal instruction in addiction and substance abuse issues a
majority of emergency physicians were in daily contact with substance abuse related cases.
The respondents scored high in the treatment optimism and intervention criteria showing a
positive and constructive approach to addiction and substance abuse.
There was a homogenous response to the non moralism, non stereotype and permissive criteria
questions. The vast majority of emergency physicians were in favor of brief interventions in the EC
assuming the existence of adequate resources
CONCLUSIONS: The emergency physicians surveyed considered addiction and substance abuse as a
treatable illness and recognized the importance of a holistic approach in its management. Although
the willingness to initiate therapeutic measures in the EC exists, more training in this field may be
beneficial.

Introduction

Substance related disorders are a recognized psychiatric diagnosis and are classified as such in the
Diagnostic and Statistical Manual IV.(1) Hospitals across South Africa and across the world are
inundated with patients suffering from conditions associated with or caused by substance abuse.(2‐
5)
It is inevitable that contact with health services be made through an emergency department at
some point. Research over the last decade has shown an upsurge of substance related disorders
across South Africa and particularly in the Western Cape.(6‐9) Alcohol has been found to be a
significant risk factor of intentional and unintentional injuries presenting to trauma units. This, to a
somewhat lesser extent, also applies to illicit drugs.(2,10‐12)
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In comparison to other chronic illnesses, the issue of substance abuse and addiction may not enjoy
the attention it deserves during the training of students and residents. (13) Graduates may have
insufficient knowledge in the field of addiction when they enter clinical practice. Lack of
comprehensive curricula, knowledge and exposure fosters negative attitudes towards substance
abuse patients. (14) A number of barriers have been identified in the literature which make
successful integration of a substance abuse or addiction component into the curriculum difficult.
Among these are lack of time, coordination between departments, availability of supervisors and
accessibility to suitable treatment centers.(13)
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Although some efforts are being made to address this, there may still be some deficiencies on
medical school and postgraduate level. Research has shown that clinicians who interact with
substance abuse patients on a regular basis and have a better understanding of the illness have a
better attitude towards treating substance abuse.(13,15‐17)
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Emergency centre personnel have been found to have mostly constructive attitudes towards the
illness although temporal limitations as well as lack of logistical support make addressing addiction
and substance abuse in the front room a difficult prospect. (18,19) Brief intervention has been
supported by many studies as a means of encouraging patients to diminish their hazardous use of
substances in the short term.(20,21) Front room personnel have a unique opportunity to identify
substance abuse issues and to initiate the process of intervention.(2) No ideal detection tool has
been identified although the use of simple screening questionnaires has been advocated by many
authors. (4,22) This would hopefully facilitate appropriate referral and improve patient outcome.
The main objectives of the survey were to explore the attitudes of emergency physicians to
substance abuse and gauge their willingness to implement brief interventions in the emergency
centre.
Methods
A questionnaire based prospective survey on a convenience sample of emergency medicine
registrars and junior consultants in academic institutions across South Africa was conducted.
All current emergency medicine registrars and supernumerary registrars who had been practicing
in South Africa for six months or more were included. Junior consultant emergency physicians who
graduated in or after 2007 as well as emergency medicine registrars who had completed their
rotations and were attempting their exams were eligible to participate in the survey.
Incomplete questionnaires, unreturned questionnaires and refusal to complete questionnaire
formed the basis for exclusion from the study.

n

Data collection was achieved as follows:
 In Cape Town, the research information form (Appendix 1) and the questionnaires (Appendix 2
and 3) were handed out at an academic meeting and the responses were collected in sealed
envelopes. The research information form, which was also the consent form, was collected
separately. Anonymity of the respondents was thus ensured. In the Gauteng province, a similar
process was followed by representatives (both registrars) in Pretoria and Johannesburg who
received the surveys by a commercial courier and distributed them at academic meetings.
 Postal questionnaires were sent to registrars in Kwa Zulu Natal and Limpopo (n = 3), registrars
who had completed the program after 2007 but were attempting their final exams (n = 5) and
consultants who completed their masters and moved into the private sector in the Cape Town
area (n = 3).
The postal questionnaires were identical to the ones distributed at academic meetings with the
addition of a prepaid self‐addressed envelope which the respondents could use to return the
survey after completion. No details of the respondent were required on the return envelope.
Completion of the survey and postage implied consent to participate in the study.
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A brief demographic survey, composed by the author, was attached to the survey (Appendix 2).
This included amongst others duration of training, previous experience in substance abuse, degree
of exposure to substance abuse and willingness to implement interventional measures in the
emergency center. The rest of the questionnaire contained the validated Substance Abuse Attitude
Survey (SAAS). (15) The survey consists of fifty questions, the response of which is based on a five
point Likert scale (Appendix 3). Respondents were asked to circle their favoured response. With
the exception of questions 1, 3, 4, 5, 6 and 14, the rest of the questions were associated with a
particular attitude subgroup.(Table 1 )
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Table 1.
Attitude sugroups identified by the SAAS :
Permissiveness
Implies the acceptance by the individual that substance use may be
considered within a continuum of normal human behaviour
Treatmentintevention Is related to what extent the individuals perceived substance abuse in the
context of treatment
Treatment optimism Describes the respondents perception of a successful outcome
Non‐stereotyping
Displays the degree of non reliance of the individual on popular
stereotypes of substance abuse users
Non‐moralism
The avoidance of a moralistic perspective when considering substance
abusers

During data capture, each answer was weighted as described in Table 2. Higher scores indicate a
positive tendency. Respondents were blinded to the scoring

Table 2: The two types of weighting used in describing responses
Weight score
Strongly agree agree
1
2

unsure
3

disagree
4

Reverse weight score
Strongly agree agree
5
4

unsure
3

disagree
2

Strongly disagree
5

Strongly disagree
1
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The data was manually entered by the author into a Microsoft® Office Excel 2003© spreadsheet
for analysis. The statistical analysis was performed by the Center for Statistical Consultation in
Stellenbosch. Initially means, confidence intervals, medians, minimum, maximum, quartile ranges
and standard deviations were calculated utilizing descriptive statistics with STATISTICA© ( data
analysis software system) Statsoft, Inc (2011) version 10. Frequency tables were utilized to assess
the percentage of respondents agreeing, disagreeing or displaying uncertainty to the stated
questions in the SAAS. Due to the ordinal nature of the data, means and confidence intervals were
not made use of. Medians were utilized to describe the central tendency. Due to small sample size
subgroup analysis was not performed.
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Selected questions for discussion were tabled verbatim under their specific criteria as shown in the
results section (Table 8–12). To simplify interpretation in the table section the five point Likert
format were condensed into a three point format. Thus the “strongly agree” and “strongly
disagree” categories were incorporated into the “agree” and “disagree” categories respectively.
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Anonymity of the respondents was ensured and each directly approached respondent signed
consent to participate in the survey. It was assumed that the receipt of a completed survey from a
mail recipient implied willingness (and therefore consent) to participate in the survey and this was
accepted by the ethics committee. The SAAS focuses on physician attitudes towards patients with
substance abuse. There were no questions which could professionally or personally implicate the
responder with regards to personal involvement with substance abuse. Permission to utilize the
SAAS tool was granted by the original authors. This study was also granted ethical approval by the
research ethics committee of the University of Cape Town ( HREC REF:334/2010 )
Results
The response rate was 81 ( n = 69 ) out of a total of 85 questionnaires sent. The bulk of the
respondents 71% ( n = 49 ) were from the University of Stellenbosch (US) and Cape Town (UCT ) as
depicted in Table 3

Table 3 Descriptive Statistics of survey completion
n = 85

Total number of Questionnaires distributed
University

Survey
completed
n
%
15
100
5
100
0
0
0
0
49
79
69
81

University of the Witwatersrand (Wits)
University of Pretoria (UP)
Limpopo Province
Kwa Zulu Natal
University of Cape Town (UCT ) and Stellenbosch(US)
Total
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Three UCT / US registrars did not return the surveys handed out in the academic meeting. One
registrar left the program and one registrar changed direction of study.
No postal surveys were returned. These included:

Surveys from Limpopo province( n = 2 ) and Kwa Zulu Natal ( n = 1)

Registrars who had completed the program (n = 5)

Consultants in private practice (n = 3)
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Table 4 Descriptive Statistics of respondents
Level of training
n
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The bulk of the respondents were registrars with 17% representing the junior consultants. The
majority of respondents had six or more years of post‐graduation clinical experience (Table 4)

17
82
23
20
18
18
1
%

10
33
26

14
47
37
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57
16
14
13
13
1
n

rs
ve
ni
U

Consultant
Registrar:
1. First year
2. Second year
3. Third year
4. Fourth year
5. Fifth year
Experience

> 10 years post graduate
6 – 10 years post graduate
< 6 years post graduate

%

The majority of respondents reported no professional experience in substance abuse field ( Table
5)
Table 5 Professional experience in substance abuse field
n
%
None
46
66
Self‐study
21
30
Formal courses
2
2

The frequency of exposure to substance abuse on a national level is shown in table 6. The majority
of respondents from Cape Town showed daily exposure to substance abuse patients.
Table 6 Frequency of exposure to substance abuse nationally and by region.
More than once a day
Daily
n
14

All Respondents

%
20

n
41

Infrequently/
Hardly ever
n
%
14
20

%
59

UCT / US respondents
12
25
31
63
UP and Wits
2
10
10
50
Other regions did not contribute to the sample and are thus omitted

6
8

8
40
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A majority of emergency physicians and trainees, 86 % (n = 60) indicated that they would
implement brief interventional strategies in their emergency centre assuming adequate resources.
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Substance Abuse Attitude Survey Results
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Table 7 Summary of category median scores
Category
Median score
( Range 1 – 5 )
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Treatment intervention, treatment optimism and permissive criteria question scores were more
conclusive than the fairly homogenous responses to the non moralism and non stereotype
questions as shown in Table 7.
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2.3
3.1
3
4
3.6
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Permissive
Non stereotype
Non Moralism
Treatment intervention
Treatment optimism

U

Respondents tended towards the non permissive spectrum with a median score of 2.3.
Table 8 shows responses to the more clinically relevant questions selected from the permissive
criteria question pool.
Table 8 Selected individual permissive category questions

2 Marijuana should be legalized
13. Daily use of one marijuana cigarette is not
harmful
27. Lifelong abstinence is a necessary goal in
treatment of alcoholism
37. Once a person becomes drug free through
treatment; he can never become a social user

Agree
n
%
12
17

Uncertain
n
%
9
13

Disagree
n
%
48
69

9

13.

10

14

50

72

53

76.

7

10

9

13

38

55.

14

20

17

24

Non stereotype and non moralism questions yielded a fairly homogenousl response with median
scores of 3.1 and 3 respectively. Table 9 and 10 shows selected questions from these criteria.

Disagree
n
%
5
7
66
95

8

11

58

84

8

1

59

85

Uncertain
n
%
5
7

Disagree
n
%
57
82

9
7

13
10

5
5

7
7
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Table 10. Selected individual non moralism category questions
Agree
n
%
17. Angry confrontation is necessary in the treatment
7
10
of alcoholics or drug addicts.
18. Using any hard drugs shortens ones life span.
55
79
24. Alcohol is so dangerous that it could destroy the
57
82
youth of our country if it wasn’t controlled by the law

Uncertain
n
%
9
13
3
4

n

Table 9. Selected individual non stereotype category questions
Agree
n
%
7. Marijuana use leads to mental illness
55
79
22. Anyone who is clean shaven with short hair
0
probably doesn’t use illegal drugs.
32. People who dress in hippie style clothing usually
3
4
use psychedelic drugs.
33. A hospital is the best place to treat an alcoholic or 2
2
drug addict.
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The majority of physicians agreed with most of the statements regarding treatment intervention
with some responses shown in Table 11. This category scored highest with a median score of 4.
Higher scores of these criterion questions revealed a strong positive response in perceiving
substance abuse in the context of treatment and intervention.
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Table 11. Selected individual treatment intervention category questions
Agree
n
%
23. Family involvement is a very important part of the
68
98
treatment of alcoholism or drug addiction
34. Group therapy is very important in the treatment of
61
88
alcoholism and drug addiction.
38. Paraprofessional counsellors can provide effective
61
88
treatment for alcohol or drug users.

Uncertain
n
%
0
0

Disagree
n
%
1
1

6

8

2

2

7

10

1

1

Treatment optimism criteria question scores revealed a median score of 3.6 with higher scores
indicating treatment optimism. Table 12 shows the selected individual questions.
Table 12. Selected treatment optimism criteria questions

28. Drug addiction is a treatable illness.
29. Alcoholism is a treatable illness
35. Most alcohol and drug dependant persons are
unpleasant to work with as patients.

Agree
n
%
65
94
66
95
38
55

Uncertain
n
%
3
4
2
2
6
8

Disagree
n
%
1
1
1
1
25
36

Discussion
The response rate was acceptable to render results valid (Table 3). Responses were received from
both institutions where registrars and consultants attended regular academic meetings. No postal
surveys were returned however these generally portend a poor response rate. (23) We did not
consider it a detriment to the validity of our study given the small number. The low number of
consultant responses can be partially explained by the fact that some consultants were included in
the postal survey. Furthermore the consultant and registrar pool is currently small in South Africa
as the specialty of Emergency medicine is a recently established one.(24) There was an even
distribution of registrar experience within the program with the four year‐groups roughly split into
four even camps. It was encouraging to see a fairly experienced sample (Table 4).
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The respondents are in frequent contact with substance abuse patients (Table 6). Substance abuse
is often difficult to detect by physicians (25) and exposure frequency may thus have been
underestimated by respondents. Lack of data from the emergency departments across South Africa
makes it impossible ascertain the approximate prevalence of substance abuse in our emergency
centres. Despite the finding that our respondents are frequently exposed to patients with
substance abuse issues, the majority do not have any experience in the field of addiction with only
two registrars reporting some form of formal training (Table 5). This brings to question whether the
emergency physician group surveyed is sufficiently equipped to adequately deal with substance
abuse patients. A large proportion of the Western Cape group reported frequent exposure to
substance abuse patients. The legacy of the “dop system“ and the upsurge of methamphetamine
abuse particularly in the Western Cape may be responsible for the high number of alcohol and
substance abuse the Cape Town respondents deal with in their emergency centres. (7,26‐29) The
South African Stress and Health study revealed that the Western Cape has significantly higher rates
of substance related problems.(30)
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Our respondents tended towards the non permissive spectrum. The majority disagreed with the
legalization of marijuana. Marijuana abuse is prevalent in South Africa with at least one major
trauma centre showing a high prevalence of cannabis use in patients.(2) The importance of
complete abstinence were not fully appreciated by some respondents in this survey (Table 8). This
is in conflict with Alcoholics Anonymous (31) who advocate complete abstinence from drugs and
alcohol as a requirement for successful long term recovery from drug and alcohol addiction.
According to Scott et al. longer periods of abstinence from drugs were associated with a reduced
risk of mortality. (32) There are selected cases of “successful “ substance use among addicts and
alcoholics but the majority of well controlled studies are in favour of complete abstinence.(33)
Kelleher et al. conducted a similar survey among emergency department staff with 81.6% and
79.7% agreeing to abstinence in alcoholics and addicts respectively. (18)
The non stereotype and non moralism criteria questions as a group yielded fairly homogenous
responses. The majority of respondents agreed that cannabis use may lead to mental illness; this
is in line with numerous studies suggesting such an association. (34) The high prevalence of cannabis
using psychiatric patients across South Africa likely predisposes the respondents to this opinion. (35)
The registrars did not consider external appearance as a discriminator in identifying substance
abuse in patients (Table 9) Substance abusers may be very functional in the early stages of
addiction and bear no semblance to the stereotypical image of a using addict.(1) As shown by
question 25 in the questionnaire (Appendix 2 ) which reads “. A physician who has been addicted to
narcotics should not be allowed to practice medicine again.” the using addict may very well be a
colleague. The majority disagreed that a hospital was the best place to treat alcoholics and addicts.
Emergency units and hospitals are not staffed to provide the intensive psychotherapy and support
that substance abuse patients require. Most respondents agreed with the necessity of legislature

to control alcohol consumption. This is hardly surprising considering the large number of alcohol
related injuries and deaths across South Africa that invariably present to the emergency
departments. (11,12,26,36) Respondents were largely not in favour of angry confrontation as part of
therapy towards substance abusers. This is in line with the guidelines of brief interventions as
described by Miller and Sanchez. (37)
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Respondents considered addiction as they would any other illness i.e. that it is treatable. This
reflected by the largely positive responses to the treatment intervention criteria questions. This
was comparable to the findings of Kelleher et al. in their study among emergency department staff.
(18)
The respondents in our survey appreciated the importance of group therapy, para‐professional
counsellors and family involvement in the treatment of substance abuse (Table 11).The study
respondents scored relatively high in treatment optimism. An overwhelming majority of physicians
considered alcoholism and drug addiction as an illness from which recovery is possible. The above
mentioned may facilitate early referral and therapy which has been shown to improve outcomes.
(32)
Most respondents in our survey, however, found alcohol and drug dependant patients
unpleasant to work with (Table 12). Looking more closely at the numbers however, one gets the
impression that there is not an overwhelming majority with this view and may represent a
modicum of tolerance by emergency physicians. One may also argue that the emergency
physicians interaction with these patients is generally brief as they are usually referred to social
services or a psychiatric observation area(3)
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The majority of respondents would implement brief interventions strategies in their emergency
room given adequate resourcing. A survey of emergency physicians in Michigan (USA) found 51.3%
supported brief interventions while 33.1 % were neutral on the issue. (19) How ,one wonders,
opinions would change in a busy understaffed and under‐resourced ED which unfortunately is
today’s reality.
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Limitations
A small sample size was inevitable given the national number of consultants and trainees in
emergency medicine. No valid comparisons could be made between registrars and consultants
due to the small number of respondents from the latter group. The survey was questionnaire
based and therefore reliant on self assessment which may be inherently flawed due to lack of
objective measurement. The results of the study cannot be generalized across the country due to
the predominance of respondents from the Cape Town region. It does however give an indication
of the attitudes in the province with the highest prevalence in alcohol and drug abuse and are
therefore likely relevant. Further research would be useful.
Recommendations
Implementation of brief motivational interventions may be considered in the South African
context. This is supported by the emergency physicians and trainees surveyed who mostly
displayed willingness and a constructive and positive attitude towards addiction and substance
abuse. Training at either under‐ or postgraduate level would better equipdoctors in assisting
patients with dependency problems and should be considered.
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PART D

APPENDICES

Appendix 1
Research information sheet
A survey of attitudes towards patient substance abuse / addiction in the
Emergency center
Researcher: Dr RR Kalebka MBChB (EM Registrar)
Introduction
You have been selected to participate in the above mentioned questionnaire based survey.
As a newly qualified consultant and registrar in emergency medicine you will be closely involved in the management of
emergency centers and formulation of treatment protocols.
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Substance abuse and addiction issues remain an enigma for shop floor clinicians who do not have the time or
necessary infrastructure to deal with these difficult and often frustrating problems.
The fact remains however that these patients entry into the health system is often justifiably or not through an
emergency center.
Substance abuse presents in numerous guises be it an intoxicated trauma patient, a cocaine induced chest pain, a
parasuicide or as part of a psychiatric dual diagnosis.
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Purpose of the study

To ascertain the attitudes of emergency physicians towards substance abuse/addiction issues.
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Procedure

Risks and benefits
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Included in this handout is a demographics questionnaire as well as the Substance Abuse Attitude Survey designed by
Chappel et al in 1985.
The demographics questionnaire is multiple choice based.
The responses to the survey are likert scale based agree – disagree statements to 50 simple questions.
Please read the questions carefully and circle your answer of choice.
The questionnaire has to be completed immediately and handed in to the research representative.
If you have received the study by post please send it in the prepaid and preaddressed envelope provided.
Completion of the survey should not take more than 30 minutes of your time
Please answer as honestly as you can and refrain from discussion/research as this will affect the results of the study.
To maintain anonymity please do not identify yourself in any way on the questionnaire or pre paid envelope.

You will not be requested directly or indirectly to disclose any information that may compromise you or anyone else
professionally or personally.
The questionnaire is anonymous and will be used for statistical analysis only.
You will receive no direct benefit or financial compensation for completing the survey.
Participant’s rights
Completing the questionnaire is voluntary.
Please sign in the space provided .on the BOTTOM left hand corner to indicate you have understood the above
mentioned and that you are willing to participate in the study.
Further information/complaints/queries
Dr RR Kalebka
Tel 082 3303627

email: Robert_kalebka@yahoo.com

Signature :

Appendix 2
Demographics questionnaire
MALE

FEMALE

HOW FAR ARE YOU IN THE PROGRAMME?
1

2

3

4

5

Junior consultant

6 - 10

> 10

To

1-5
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n

CLINICAL YEARS OF POST MBChB GRADUATE EXPERIENCE
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HAVE YOU ANY PROFESSIONAL EXPERIENCE IN THE SUBSTANCE ABUSE FIELD ?

C

No

of

Formal training/ courses
Yes

rs

ity

Self study

Hardly ever
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HOW OFTEN DO YOU MANAGE PATIENTS WHO YOU STRONGLY SUSPECT HAVE SUBSTANCE
ABUSE PROBLEMS (INCLUDING ALCOHOL)?
Infrequently

Almost daily

More then 1/day

Consider the following statement:
Brief intervention has reduced alcohol consumption in some well‐designed ED studies but not in
others. Bernstein. JAnn emerg med vol 51 no6 751 ‐ 754
ASSUMING ADEQUATE RESOURCES AND STAFFING, IF YOU ARE A CLINICAL MANAGER IN AN
EMERGENCY CENTER WOULD YOU BE WILLING TO SCREEN APPROPRIATE PATIENTS FOR
ALCOHOL ABUSE AND PROVIDE BRIEF INTERVENTIONS AS INDICATED .
Yes

No

Appendix 3
Substance Abuse Attitude Survey
Instructions:
This survey has been designed for the purpose of assessing attitudes useful in the education of
physicians and other health care professionals.
Indicate your degree of agreement or disagreement by circling your answer.
There is no right or wrong answers so work quickly and do not worry over every item.

disagree

2. Marijuana should be legalized.
Strongly agree
Agree

disagree

strongly disagree

strongly disagree

e

To

uncertain
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1.Alcohol is an effective social relaxant.
Strongly agree
Agree
uncertain

strongly disagree
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3. Any drug can be safely used by a person who is mentally healthy.
Strongly agree
Agree
uncertain
disagree
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4.Almost anyone would turn to drugs if their problems were great enough.
Strongly agree
Agree
uncertain
disagree
strongly disagree

5.Alcohol is a food, not a drug
Strongly agree
Agree

strongly disagree

6. Physicians are an important source of drugs for most users.
Strongly agree
Agree
uncertain
disagree

strongly disagree

7. Marijuana use leads to mental illness
Strongly agree
Agree
uncertain

strongly disagree
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disagree
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uncertain

disagree

8. Heroin is so addicting that no one can really recover once he/she becomes an addict
Strongly agree
Agree
uncertain
disagree
strongly disagree

9.Smoking leads to marijuana use which in turn leads to hard drugs.
Strongly agree
Agree
uncertain
disagree

strongly disagree

10. Clergymen should not drink in public.
Strongly agree
Agree
uncertain

disagree

strongly disagree

11 Alcoholism is associated with a weak will.
Strongly agree
Agree
uncertain

disagree

strongly disagree

12. All heroin use leads to addiction
Strongly agree
Agree
uncertain

disagree

strongly disagree

strongly disagree
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14.Physicians should not smoke tobacco in front of their patients.
Strongly agree
Agree
uncertain
disagree

strongly disagree

n

13. Daily use of one marijuana cigarette is not necessarily harmful.
Strongly agree
Agree
uncertain
disagree

strongly disagree
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15. People who use marijuana usually do not respect authority.
Strongly agree
Agree
uncertain
disagree
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16. The laws governing the use of marijuana and heroin should be the same.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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17.Angry confrontation is necessary in the treatment of alcoholics or drug addicts.
Strongly agree
Agree
uncertain
disagree
strongly disagree

U

18. Using any hard drugs shortens ones life span.
Strongly agree
Agree
uncertain

disagree

strongly disagree

19. Tobacco should not be smoked in the rooms where non smokers are present
Strongly agree
Agree
uncertain
disagree
strongly disagree

20. Weekend users of drugs will progress to drug abuse.
Strongly agree
Agree
uncertain
disagree

strongly disagree

21. Tobacco smoking should be allowed in high schools.
Strongly agree
Agree
uncertain
disagree

strongly disagree

22. Anyone who is clean shaven with short hair probably doesn’t use illegal drugs.

Strongly agree

Agree

uncertain

disagree

strongly disagree

23. Family involvement is a very important part of the treatment of alcoholism or drug addiction
Strongly agree
Agree
uncertain
disagree
strongly disagree

24. Alcohol is so dangerous that it could destroy the youth of our country if it wasn’t controlled by
the law.
Strongly agree
Agree
uncertain
disagree
strongly disagree

26 Recreational drug use precedes drug abuse.
Strongly agree
Agree
uncertain

strongly disagree

e
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25. A physician who has been addicted to narcotics should not be allowed to practice medicine
again.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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27. Lifelong abstinence is a necessary goal in the treatment of alcoholism.
Strongly agree
Agree
uncertain
disagree
strongly disagree

disagree

strongly disagree

disagree

strongly disagree
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28. Drug addiction is a treatable illness.
Strongly agree
Agree
uncertain

uncertain
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29. Alcoholism is a treatable illness
Strongly agree
Agree

U

30. Street pushers are the initial source of drugs for young people.
Strongly agree
Agree
uncertain
disagree

strongly disagree

31. Personal use of drugs should be legal in the confines of one’s own house.
Strongly agree
Agree
uncertain
disagree
strongly disagree

32. People who dress in hippie style clothing usually use psychedelic drugs.
Strongly agree
Agree
uncertain
disagree
strongly disagree

33. A hospital is the best place to treat an alcoholic or drug addict.
Strongly agree
Agree
uncertain
disagree

strongly disagree

34. Group therapy is very important in the treatment of alcoholism and drug addiction.
Strongly agree
Agree
uncertain
disagree
strongly disagree

35. Most alcohol and drug dependant persons are unpleasant to work with as patients.
Strongly agree
Agree
uncertain
disagree
strongly disagree

36. It can be normal for a teenager to experiment with drugs
Strongly agree
Agree
uncertain
disagree

strongly disagree

37 .Once a person becomes drug free through treatment; he can never become a social user.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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38. Paraprofessional counselors can provide effective treatment for alcohol or drug users.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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39. Long term outpatient treatment is necessary for the treatment of drug addiction.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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40. An alcohol or drug dependant person who has relapsed several times probably cannot be
treated
Strongly agree
Agree
uncertain
disagree
strongly disagree

strongly disagree
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41. Marijuana use among teenagers can be healthy experimentation
Strongly agree
Agree
uncertain
disagree

U

42. Urine drug screening can be an important part of drug abuse treatment
Strongly agree
Agree
uncertain
disagree
strongly disagree

43. Physicians who diagnose alcoholism early improve the chance of treatment success.
Strongly agree
Agree
uncertain
disagree
strongly disagree

44. Alcohol and drug users can only be treated by specialists in that field.
Strongly agree
Agree
uncertain
disagree
strongly disagree

45. The best way for a physician to treat an alcohol or drug dependant patient is to refer them to a
good treatment program
Strongly agree
Agree
uncertain
disagree
strongly disagree

46. Persons convicted of the sale of illegal drugs should not be eligible for parole.
Strongly agree
Agree
uncertain
disagree
strongly disagree

47. Chronic alcoholics who refuse treatment should be legally committed to long term treatment
Strongly agree
Agree
uncertain
disagree
strongly disagree

48. An alcohol or drug dependant person cannot be helped until he/she has hit “rock bottom”
Strongly agree
Agree
uncertain
disagree
strongly disagree
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strongly disagree
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50. Parents should teach their children how to use alcohol.
Strongly agree
Agree
uncertain
disagree

n

49. Once an alcohol or drug dependant person is abstinent and of all medication no further contact
with a physician is necessary.
Strongly agree
Agree
uncertain
disagree
strongly disagree
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For information on Ethics in Publishing and Ethical guidelines for journal publication see
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Policy and ethics
The work described in your article must have been carried out in accordance with The Code of
Ethics of the World Medical Association (Declaration of Helsinki) for experiments involving humans
http://www.wma.net/en/30publications/10policies/b3/index.html; EC Directive 86/609/EEC for
animal experiments http://ec.europa.eu/environment/chemicals/lab_animals/legislation_en.htm;
Uniform Requirements for manuscripts submitted to Biomedical journals http://www.icmje.org.
This must be stated at an appropriate point in the article.
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Conflict of interest
All authors must disclose any financial and personal relationships with other people or
organisations that could inappropriately influence (bias) their work. Examples of potential conflicts
of interest include employment, consultancies, stock ownership, honoraria, paid expert testimony,
patent applications/registrations, and grants or other funding. See also
http://www.elsevier.com/conflictsofinterest.
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Submission declaration
Submission of an article implies that the work described has not been published previously (except
in the form of an abstract or as part of a published lecture or academic thesis), that it is not under
consideration for publication elsewhere, that its publication is approved by all authors and tacitly
or explicitly by the responsible authorities where the work was carried out, and that, if accepted, it
will not be published elsewhere including electronically in the same form, in English or in any other
language, without the written consent of the copyright‐holder.

Authorship
All authors should have made substantial contributions to all of the following: (1) the conception
and design of the study, or acquisition of data, or analysis and interpretation of data, (2) drafting
the article or revising it critically for important intellectual content, (3) final approval of the version
to be submitted.
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Changes to authorship
This policy concerns the addition, deletion, or rearrangement of author names in the authorship of
accepted manuscripts:
Before the accepted manuscript is published in an online issue: Requests to add or remove an
author, or to rearrange the author names, must be sent to the Journal Manager from the
corresponding author of the accepted manuscript and must include: (a) the reason the name
should be added or removed, or the author names rearranged and (b) written confirmation (e‐
mail, fax, letter) from all authors that they agree with the addition, removal or rearrangement. In
the case of addition or removal of authors, this includes confirmation from the author being added
or removed. Requests that are not sent by the corresponding author will be forwarded by the
Journal Manager to the corresponding author, who must follow the procedure as described above.
Note that: (1) Journal Managers will inform the Journal Editors of any such requests and (2)
publication of the accepted manuscript in an online issue is suspended until authorship has been
agreed.
After the accepted manuscript is published in an online issue: Any requests to add, delete, or
rearrange author names in an article published in an online issue will follow the same policies as
noted above and result in a corrigendum.
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Clinical trial results
In line with the position of the International Committee of Medical Journal Editors, the journal will
not consider results posted in the same clinical trials registry in which primary registration resides
to be prior publication if the results posted are presented in the form of a brief structured (less
than 500 words) abstract or table. However, divulging results in other circumstances (e.g.,
investors' meetings) is discouraged and may jeopardise consideration of the manuscript. Authors
should fully disclose all posting in registries of results of the same or closely related work.
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Copyright
Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement'
(for more information please contact the society.)
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Retained author rights
As an author you (or your employer or institution) retain certain rights; for details you are referred
to: http://www.elsevier.com/authorsrights.

Role of the funding source
You are requested to identify who provided financial support for the conduct of the research
and/or preparation of the article and to briefly describe the role of the sponsor(s), if any, in study
design; in the collection, analysis and interpretation of data; in the writing of the report; and in the
decision to submit the paper for publication. If the funding source(s) had no such involvement then
this should be stated. Please see http://www.elsevier.com/funding.

Funding body agreements and policies
Elsevier has established agreements and developed policies to allow authors whose articles appear
in journals published by Elsevier, to comply with potential manuscript archiving requirements as
specified as conditions of their grant awards. To learn more about existing agreements and policies

please visit http://www.elsevier.com/fundingbodies.

Language and language services
Please write your text in UK English by setting your wordprocessor to English (U.K.). Authors who
require information about language editing and copyediting services pre‐ and post‐submission
please visit http://webshop.elsevier.com/languageediting or our customer support site at
http://support.elsevier.com for more information.

Submission
Submit your manuscript in the format described below to submissions@afjem.com. AfJEM expects
to migrate to Elsevier’s electronic online submission within the near future.
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Referees
Please submit, with the manuscript, the names, addresses and e‐mail addresses of 3 potential
referees. Note that the editor retains the sole right to decide whether or not the suggested
reviewers are used.
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Use of wordprocessing software
It is important that the file be saved in the native format of the wordprocessor used. The text
should be in single‐column format. Keep the layout of the text as simple as possible. Most
formatting codes will be removed and replaced on processing the article. In particular, do not use
the wordprocessor's options to justify text or to hyphenate words. However, do use bold face,
italics, subscripts, superscripts etc. When preparing tables, if you are using a table grid, use only
one grid for each individual table and not a grid for each row. If no grid is used, use tabs, not
spaces, to align columns. The electronic text should be prepared in a way very similar to that of
conventional manuscripts (see also the Guide to Publishing with Elsevier:
http://www.elsevier.com/guidepublication). Note that source files of figures, tables and text
graphics will be required whether or not you embed your figures in the text. See also the section
on Electronic illustrations.
To avoid unnecessary errors you are strongly advised to use the "spell‐check" and "grammar‐
check" functions of your wordprocessor.

Article structure

Subdivision ‐ numbered sections
Divide your article into clearly defined and numbered sections. Subsections should be numbered
1.1 (then 1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not included in section numbering). Use this
numbering also for internal cross‐referencing: do not just refer to "the text". Any subsection may
be given a brief heading. Each heading should appear on its own separate line.

Introduction
State the objectives of the work and provide an adequate background, avoiding a detailed
literature survey or a summary of the results.

Material and methods
Provide sufficient detail to allow the work to be reproduced. Methods already published should be
indicated by a reference: only relevant modifications should be described.

Theory/calculation
A Theory section should extend, not repeat, the background to the article already dealt with in the
Introduction and lay the foundation for further work. In contrast, a Calculation section represents a
practical development from a theoretical basis.
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Results
Results should be clear and concise.
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Discussion
This should explore the significance of the results of the work, not repeat them. A combined
Results and Discussion section is often appropriate. Avoid extensive citations and discussion of
published literature.
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Conclusions
The main conclusions of the study may be presented in a short Conclusions section, which may
stand alone or form a subsection of a Discussion or Results and Discussion section.
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Appendices
If there is more than one appendix, they should be identified as A, B, etc. Formulae and equations
in appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a subsequent
appendix, Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc.

Essential title page information





Title. Concise and informative. Titles are often used in information‐retrieval systems. Avoid
abbreviations and formulae where possible.
Author names, affiliations and contribution. Where the family name may be ambiguous (e.g.,
a double name), please indicate this clearly. Present the authors' affiliation addresses (where
the actual work was done) below the names. Indicate all affiliations with a lower‐case
superscript letter immediately after the author's name and in front of the appropriate address.
Provide the full postal address of each affiliation, including the country name, and, if available,
the e‐mail address of each author. The contribution of each author must also be described
briefly. This should be done in a paragraph below the names and affiliations and must
reference the names of all authors. This is discussed under the heading authorship above.
Conflict of interest statement. Conflict of interest exists when a participant in the publication





process has a competing interest that could unduly influence (or be reasonably seen to do so)
his or her involvement in the publication process. Authors are expected to make a clear
statement of any competing interests. Examples are discussed under the heading Conflict of
interest above.
Corresponding author. Clearly indicate who will handle correspondence at all stages of
refereeing and publication, also post‐publication. Ensure that telephone and fax numbers
(with country and area code) are provided in addition to the e‐mail address and the
complete postal address. Contact details must be kept up to date by the corresponding
author.
Present/permanent address. If an author has moved since the work described in the article
was done, or was visiting at the time, a "Present address" (or "Permanent address") may be
indicated as a footnote to that author's name. The address at which the author actually did the
work must be retained as the main, affiliation address. Superscript Arabic numerals are used
for such footnotes.
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Abstract
A concise and factual abstract of no more than 300 words is required. The abstract should state
briefly the purpose of the research, the principal results and major conclusions. An abstract is
often presented separately from the article, so it must be able to stand alone. For this reason,
References should be avoided, but if essential, then cite the author(s) and year(s). Also, non‐
standard or uncommon abbreviations should be avoided, but if essential they must be defined at
their first mention in the abstract itself.
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Graphical abstract
A Graphical abstract is optional and would only be required on request from the editor. It should
summarize the contents of the article in a concise, pictorial form designed to capture the attention
of a wide readership online. Authors must provide images that clearly represent the work
described in the article. Graphical abstracts should be submitted as a separate file in the online
submission system. Image size: Please provide an image with a minimum of 531 × 1328 pixels (h ×
w) or proportionally more. Preferred file types: TIFF, EPS, PDF or MS Office files. See
http://www.elsevier.com/graphicalabstracts for examples.

Highlights
Highlights are a short collection of bullet points that convey the core findings of the article.
Highlights should be submitted in a separate file in the online submission system. Please use
'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters per bullet
point including spaces). See http://www.elsevier.com/highlights for examples.

African relevance
African relevance is a short collection of bullet points that convey the relevance of the article in the
African context. African relevance should be submitted in a separate file in the online submission
system. Please use 'African relevance' in the file name and include 3 to 5 bullet points (maximum
85 characters per bullet point including spaces).

Keywords
Immediately after the abstract, provide a maximum of 6 keywords, using American spelling and

avoiding general and plural terms and multiple concepts (avoid, for example, "and", "of"). Be
sparing with abbreviations: only abbreviations firmly established in the field may be eligible. These
keywords will be used for indexing purposes.

Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on the first page
of the article. Such abbreviations that are unavoidable in the abstract must be defined at their first
mention there, as well as in the footnote. Ensure consistency of abbreviations throughout the
article.
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Collate acknowledgements in a separate section at the end of the article before the references and
do not, therefore, include them on the title page, as a footnote to the title or otherwise. List here
those individuals who provided help during the research (e.g., providing language help, writing
assistance or proof reading the article, etc.).
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Present simple formulae in the line of normal text where possible and use the solidus (/) instead of
a horizontal line for small fractional terms, e.g., X/Y. In principle, variables are to be presented in
italics. Powers of e are often more conveniently denoted by exp. Number consecutively any
equations that have to be displayed separately from the text (if referred to explicitly in the text).
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Footnotes should be used sparingly. Number them consecutively throughout the article, using
superscript Arabic numbers. Many wordprocessors build footnotes into the text, and this feature
may be used. Should this not be the case, indicate the position of footnotes in the text and present
the footnotes themselves separately at the end of the article. Do not include footnotes in the
Reference list.
Table footnotes
Indicate each footnote in a table with a superscript lowercase letter.
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Electronic artwork
General points








Make sure you use uniform lettering and sizing of your original artwork.
Save text in illustrations as "graphics" or enclose the font.
Only use the following fonts in your illustrations: Arial, Courier, Times, Symbol.
Number the illustrations according to their sequence in the text.
Use a logical naming convention for your artwork files.
Provide captions to illustrations separately.
Produce images near to the desired size of the printed version.



Submit each figure as a separate file.
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Supply files that are optimised for screen use (like GIF, BMP, PICT, and WPG); the resolution is
too low;
Supply files that are too low in resolution;
Submit graphics that are disproportionately large for the content.
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A detailed guide on electronic artwork is available on our website:
http://www.elsevier.com/artworkinstructions
You are urged to visit this site; some excerpts from the detailed information are given here.
Formats
Regardless of the application used, when your electronic artwork is finalised, please "save as" or
convert the images to one of the following formats (note the resolution requirements for line
drawings, halftones, and line/halftone combinations given below):
EPS: Vector drawings. Embed the font or save the text as "graphics".
TIFF: colour or grayscale photographs (halftones): always use a minimum of 300 dpi.
TIFF: Bitmapped line drawings: use a minimum of 1000 dpi.
TIFF: Combinations bitmapped line/half‐tone (colour or grayscale): a minimum of 500 dpi is
required.
If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel)
then please supply "as is".
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Colour artwork
Please make sure that artwork files are in an acceptable format (TIFF, EPS or MS Office files) and
with the correct resolution. If, together with your accepted article, you submit usable colour
figures then Elsevier will ensure, at no additional charge, that these figures will appear in colour on
the Web (e.g., ScienceDirect and other sites) in addition to colour reproduction in print. For further
information on the preparation of electronic artwork, please see
http://www.elsevier.com/artworkinstructions.
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Figure captions
Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A
caption should comprise a brief title (not on the figure itself) and a description of the illustration.
Keep text in the illustrations themselves to a minimum but explain all symbols and abbreviations
used.

Tables
Number tables consecutively in accordance with their appearance in the text. Place footnotes to
tables below the table body and indicate them with superscript lowercase letters. Avoid vertical
rules. Be sparing in the use of tables and ensure that the data presented in tables do not duplicate
results described elsewhere in the article.
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Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and vice
versa). Any references cited in the abstract must be given in full. Unpublished results and personal
communications are not recommended in the reference list, but may be mentioned in the text. If
these references are included in the reference list they should follow the standard reference style
of the journal and should include a substitution of the publication date with either "Unpublished
results" or "Personal communication" Citation of a reference as "in press" implies that the item has
been accepted for publication.

Web references
As a minimum, the full URL should be given and the date when the reference was last accessed.
Any further information, if known (DOI, author names, dates, reference to a source publication,
etc.), should also be given. Web references can be listed separately (e.g., after the reference list)
under a different heading if desired, or can be included in the reference list.
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References in a special issue
Please ensure that the words 'this issue' are added to any references in the list (and any citations in
the text) to other articles in the same Special Issue.

U

ni

ve

rs

ity

of

C

ap

Reference style
Text: Indicate references by superscript numbers in the text. The actual authors can be referred to,
but the reference number(s) must always be given.
List: Number the references in the list in the order in which they appear in the text.
Examples:
Reference to a journal publication:
1. Van der Geer J, Hanraads JAJ, Lupton RA. The art of writing a scientific article. J Sci Commun
2000;163:51–9.
Reference to a book:
2. Strunk Jr W, White EB. The elements of style. 3rd ed. New York: Macmillan; 1979.
Reference to a chapter in an edited book:
3. Mettam GR, Adams LB. How to prepare an electronic version of your article. In: Jones BS, Smith
RZ, editors. Introduction to the electronic age, New York: E‐Publishing Inc; 1999, p. 281–304.
Note shortened form for last page number. e.g., 51–9, and that for more than 6 authors the first 6
should be listed followed by "et al." For further details you are referred to "Uniform Requirements
for Manuscripts submitted to Biomedical Journals" (J Am Med Assoc 1997;277:927–934) (see also
http://www.nlm.nih.gov/bsd/uniform_requirements.html).

Journal abbreviations source
Journal names should be abbreviated according to
Index Medicus journal abbreviations: http://www.nlm.nih.gov/tsd/serials/lji.html;
List of title word abbreviations: http://www.issn.org/2‐22661‐LTWA‐online.php;
CAS (Chemical Abstracts Service): http://www.cas.org/sent.html.

Video data
Elsevier accepts video material and animation sequences to support and enhance your scientific
research. Authors who have video or animation files that they wish to submit with their article are

strongly encouraged to include these within the body of the article. This can be done in the same
way as a figure or table by referring to the video or animation content and noting in the body text
where it should be placed. All submitted files should be properly labelled so that they directly
relate to the video file's content. In order to ensure that your video or animation material is
directly usable, please provide the files in one of our recommended file formats with a preferred
maximum size of 50 MB. Video and animation files supplied will be published online in the
electronic version of your article in Elsevier Web products, including ScienceDirect:
http://www.sciencedirect.com. Please supply 'stills' with your files: you can choose any frame from
the video or animation or make a separate image. These will be used instead of standard icons and
will personalize the link to your video data. For more detailed instructions please visit our video
instruction pages at http://www.elsevier.com/artworkinstructions. Note: since video and
animation cannot be embedded in the print version of the journal, please provide text for both the
electronic and the print version for the portions of the article that refer to this content.
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Supplementary data
Elsevier accepts electronic supplementary material to support and enhance your scientific
research. Supplementary files offer the author additional possibilities to publish supporting
applications, high‐resolution images, background datasets, sound clips and more. Supplementary
files supplied will be published online alongside the electronic version of your article in Elsevier
Web products, including ScienceDirect: http://www.sciencedirect.com. In order to ensure that
your submitted material is directly usable, please provide the data in one of our recommended file
formats. Authors should submit the material in electronic format together with the article and
supply a concise and descriptive caption for each file. For more detailed instructions please visit
our artwork instruction pages at http://www.elsevier.com/artworkinstructions.
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Submission checklist
The following list will be useful during the final checking of an article prior to sending it to the
journal for review. Please consult this Guide for Authors for further details of any item.
Ensure that the following items are present:
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 E‐mail address
 Full postal address
 Telephone and fax numbers
All necessary files have been uploaded, including:
6. Highlights (uploaded as separate document)
7. African relevance (uploaded as separate document)
8. Keywords
9. All figure captions
10. All tables (including title, description, footnotes)
Further considerations
Author affiliations and contribution to manuscript described
 Conflict of interest statements
 Manuscript has been "spellchecked" and "grammar‐checked"
 References are in the correct format for this journal
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All references mentioned in the Reference list are cited in the text, and vice versa
Permission has been obtained for use of copyrighted material from other sources (including the
Web)
 Colour figures are clearly marked as being intended for colour reproduction on the Web (free
of charge) and in print or to be reproduced in colour on the Web (free of charge) and in black‐
and‐white in print
 If only colour on the Web is required, black and white versions of the figures are also supplied
for printing purposes
We look forward to the opportunity to review your submission.
Best wishes,
The editorial team AfJEM

