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Dear SACNA Member 

Welcome to another issue of Brainwaves. While not 
originally intended when we put this newsletter 
together, the articles in this particular edition seem 
to highlight a number of local challenges we 
continually experience at the coalface of South 
African neuropsychology. It is therefore particularly 
appropriate and fortuitous to have found a brain 
emblazoned with the South African flag for the front 
cover. 
It is also pleasing that many of the articles have been 
penned by some of SACNA's “new blood”. 
Gauteng Regional Chair, Urvashi Malangal, tackles 
the neuro psych assessment billing dilemma with 
medical aids. 
Eastern Cape Regional Chair, Dr Ryan Botha, 
highlights the association between TBI and acquired 
psychopathy, which will be of interest to anyone 
practising in a forensic setting. 
Christi Gadd, a Senior Psychologist at 1 Military 
Hospital (who assists with SACNA media channels) 
writes of the experiences of Interns conducting 
neuropsychological assessments for the first time. 
In addition, seasoned researcher and SACNA 
executive member, Prof Ann Edwards, cautions for 
ethical practice when conducting normative studies 
in a multi-cultural environment. 
The timing of bringing these issues to light seems 
fitting as South Africa becomes the focus of the 
international neuropsychology community with INS 
2017 in a few months time.   
As always, we hope you find the articles stimulating 
and informative. And again we invite you to pass 
comment on the articles, or submit ideas for future 
content in the newsletter, which can be done by 
email. Enjoy the reading.

Elton Bloye
Editor

From the editor

EDITORIAL BOARD: Elton Bloye (Editor), Menachem Mazabow, Ann Edwards,Frances Hemp, Sharon Truter
Comments, queries and suggestions can be sent to elton@bloyeneuropsych.co.za
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Episodic memory

Clinical Neuroimaging Roadshow 

a great success!

From 23 to 27 November 2016, SACNA hosted a highly successful and nationwide educational roadshow, entitled 

“Clinical Neuroimaging for Psychologists: A practical approach to making sense of brain scans.” The educational 

initiatives were held in Cape Town, Durban, Johannesburg and Bloemfontein, and collectively there were 

approximately 160 people in attendance. Presented by Dr Coenie Hattingh, the lectures covered how psychologists 

could extract clinically meaningful information from brain scans, in order to inform their neuropsychological 

practice. With his vast knowledge of the subject and interactional style of teaching, Dr Hattingh covered some of the 

technical aspects of neuroimaging techniques, and then went on 

to review the more context specific clinical presentations in 

neuroimaging. Neuroimaging in traumatic brain injury, 

cerebrovascular pathology, CNS infections, and neurogenerative 

diseases were covered. The lectures ended with the traditional 

end-of-year SACNA function, which was enjoyed by all. A big thank 

you to Dr Hattingh for sharing his knowledge, as well as to those in 

attendance. We hope you found this a worthwhile CPD event.

SACNA members in Bloemfontein, as well as delegates attending the Clinical Neuroimaging Workshop for 

Psychologists, were very grateful for the learning experience offered to them by SACNA.  They were also impressed 

by the extensive neurological knowledge of the presenter, Dr Hattingh and the way in which he explained difficult 

medical and biological concepts to them. SACNA was asked to arrange another workshop to enable them to extend 

their knowledge of Neuroanatomy and Neuropathology.

SACNA responded promptly to this request and arranged a two-day exclusive invitational workshop on 

Neuroanatomy and Neuropathology, on the 21 & 22nd of January 2017 in Bloemfontein.  Fifteen people attended 

the workshop with some delegates coming from Sasolburg and Potchefstroom.

The workshop covered the following topics: Introduction to Clinical Neuroanatomy, Clinical 

Neuroembryology, Cerebrovasculature, Brainstem Surface Anatomy and the Cranial Nerves, Brainstem Internal 

Anatomy, the Cerebellum, the Basal Ganglia, the Hypothalamus, the Limbic System, Higher Order Cerebral 

Functioning, Introduction to Neuropathology, Neurotrauma, Infections of the Central Nervous System, 

Demyelinating Diseases, Degenerative Diseases, Genetic, Toxic and Acquired Metabolic Diseases and Neoplasia.

According the comments on the evaluation form for the workshop, the delegates were satisfied and 

appreciated this learning experience that was hosted by SACNA. They also liked the appropriate slides that were 

used and the informal and participative way the presentation was done.

Neuroanatomy and Neuropathology, 

presented by Dr C Hattingh, lecturer at the 

University of Cape Town.
by Ben Janeke (Free State Regional Chair)

by Elton Bloye 



South Africa is excited to be hosting the 2017 INS Mid-Year Congress during INS’ 50th Anniversary 

year. The Psychological Society of South Africa (PsySSA) and the South African Clinical 

Neuropsychological Association (SACNA) look forward to welcoming you to this historic 50th 

Anniversary celebration that will take place from 5 to 8 July 2017 in Cape Town, South Africa. 

Organised around the theme Celebrating 50 Years, the congress will provided an opportunity to 

reflect on scientific developments during the past 50 years, and present new frontiers of 

neuropsychological science and their application for improving the human condition. The 

congress will thus offer a rich scientific programme set in a vibrant multi-cultural African context.

Cape Town is the most popular international tourist destination in South Africa and Africa, 

due to its good climate (winter temperatures from 8 to 19°C), well-developed infrastructure, 

many attractions, and exciting cuisine. In 2014 the city was named the World Design Capital by the 

International Council of Societies of Industrial Design, as well as the best place in the world to visit 

by both the USA New York Times and the UK Daily Telegraph. Attractions include the UNESCO 

World Heritage Sites of Robben Island (where Nelson Mandela was interned for 27 years) as well as 

the Cape Floral Region Protected Areas that include the Table Mountain National Park (Table 

Mountain is one of the Seven Natural Wonders of the World) and the Kirstenbosch National 

Botanical Gardens.

Register now and join us for this historic INS 2017 Mid-Year Congress and 50th Anniversary 

celebration!

We look forward to welcoming you to Cape Town in 2017!

Ann D Watts and Annelies Cramer

Programme Chairs

INS Cape Town 2017
Celebrating 50 years

Episodic memory
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IMPORTANT DATES:-
01 June 2017 Deadline for Early Bird Registration
05 July 2017 INS2017 Opening Ceremony

Presidential Address
Micheal Kopelman
Neuroscience, Memory and the Law
  
Birch Lecture
Donald Stuss
Personalised Medicine: The Role of 
Neuropsychology
 
Keynote Speakers
Vicky Anderson
Predictors of Neurocognitive Outcomes Following 
Early Brain Injury
Jonathan Evans
Rehabilitation of Memory and Executive Functions
Jennifer Manly
Mechanisms of Cognitive Disparity in Older Adults: 
The Role of Race, Culture and Education
Andrew Mayes
The Role of Hippocampus and Other Connected 
Brain Regions in Memory Functions
Michael Saling
Diagnostic Approaches in Progressive Disorders: 
From Subjective Symptomology to 
Neurobiomarkers

mental tracking

IMPORTANT LINKS:-
www.ins2017.com

www.ins2017.com/detailed-program/
www.ins2017.com/registration

 

 

WORKSHOPS 
 

 

 

 

Petrus de Vries 
Autism Spectrum Disorder in Africa and other low-resource environments: 

Approaches to aetiology, assessment and intervention 

  

Michael McCrea 
Scientific advances in mild traumatic brain injury: Lessons learned from sport 

concussion research 

  

Margaret O’Connor 
DriveWise: Lessons learned from a hospital based driving clinic 

  

Yana Suchy 
Executive functioning: A comprehensive guide for clinical practice 

 

 

http://journals.sagepub.com/doi/full/10.1177/0081246316684465


SACNA/INS Symposium: State of the Art 
Research Developments in the Field of Sports 
Concussion
SACNA is proud to announce that it will be hosting a symposia on research and 
developments in the field of sports concussion. Convened by Professor Ann Edwards 
(Department of Psychology, Rhodes University), this symposium will consist of five 
papers followed by a panel discussion. Dr Diana Zoccola reports on the results of a 
study pertaining to the deleterious neurocognitive effects of respective concussive 
events amongst club level players of Rugby Union. On a similar theme Dr Debbie 
Alexander reviews two outcome studies investigating signs of cognitive vulnerability for late adolescent rugby union 
players in comparison with non-contact sport controls. There has been growing research in paediatric concussion 
management. A study by Dr Dustin Pardini compares symptom count vs assessment tools in examining concussion 
severity in paediatric populations. Dr Mark Lovell reviews a new validated screening tool for concussion in children of 
ages 5-11. Finally, also in the paediatric arena, Dr Jamie Pardini explores the literature with a view to developing 
evidence-based guidelines for return to study activities following sports concussion.  

Please note the other symposia for INS 2017
 An International Forum on Cross-cultural Clinical Neuropsychology

-  Prof Ann B. Shuttleworth-Edwards.
Neuropsychological Challenges Associated with HIV and HIV 

–Anitha Menon
Unusual Dementia - John Joska
Neuropsychology in low resource settings - Ann Watts

Western Cape : The last Wednesday of each month from 5pm at the  Psychology Dept, UCT Upper 
Campus, Seminar Room 2A. Contact Frances Hemp at franhemp@yebo.co.za

Regional Meetings 

Gauteng : The last Monday of every month from 6pm - 7pm in the boardroom at the Netcare Waterfall 
Park Hospital. Contact Urvashi Maganlal at urvashi.maganlal@gmail.com

North West: Meetings are held at North West University. Contact Elzabe Peters at 
e.peters@vodamail.co.za

Eastern Cape: Meetings are held at 7 Lido Avenue, Nahoon Valley, 6pm - 7pm.  Contact Ryan Botha at 
Ryanbotha1.za@gmail.com

Kwa-Zulu Natal: Meetings are held at Entabeni Hospital. Contact Julianne Hardman at 
Julianneh.hardy@gmail.com

Most provincial branches of SACNA meet on a monthly basis, where a topic of interest is presented. Members 
are informed of meeting times and venues via email from the regional coordinators. There is no charge for 
attendance, and the meetings are open to all professionals with an interest in the neurosciences. Students are 
also encouraged to participate. Only paid-up members of SACNA will accrue CPD points for attendance. 
Regional meetings offer members a good opportunity to acquire knowledge in very specific topics, keep up to 
date with the latest local research, and network with colleagues on a regular basis. There are usually light 
refreshments provided.

mental tracking

Limpopo: Meetings are held at Bloemcare Hospital. Contact Ben Janecke  at b.janecke@cnery.co.za



Burgeoning  cu l tura l  c o u n t r y w i d e  u n i t a r y  
diversity worldwide calls norming of an IQ test is 
for an evaluation of deemed an unsatisfactory 
adequate assessment model for valid assessment 
practices that comply practices in any setting 
with standards of the where there is extreme 
I n t e r n a t i o n a l  T e s t  socio-cultural and socio-
Commission (ITC).  The e c o n o m i c  d i v e r s i t y .   
notion of countrywide Stratified within-group 
(population-based) IQ norms are  preferred,  
test norming within a serving to reveal rather 
multicultural context has t h a n  o b s c u r e  c r o s s -
recently been the focus of an article, invited cultural disparity in cognitive test performance.  
commentaries, and two editorials (1 - 4).  It is imperative 
that South African practitioners familiarize themselves  
with the relevant issues in these publications, now in the The invited editorial in the SAJP (2) provides a succinct 
scientific arena, before embarking on IQ testing.  The fact overview of the issues at stake, and recommendations on 
that an IQ test is ''South African'' does not necessarily, and how best to proceed with valid IQ testing within the 
uncritically render its use as best practice for all South South African setting given currently available Wechsler 
Africans. IQ test instruments and norm bases.  Essential 
In the first of these articles (1), the WAIS-III and WAIS-IV practitioner implications alluded to are as follows:
population-based norming initiatives within the South 1. The SAWAIS-III standardization sample is a complete 
African context are described and critically evaluated in mixed bag, made up of 25% each of South African white, 
relation to more demographically focused South African black, coloured and Asian participants.  The norms are 
within-group normative data. It is proposed that the two too stringent for our disadvantaged populations and too 
population based South African standardizations are lenient for our advantaged populations. 
flawed for refined use in any South African clinical 2. The WAIS-IVSA standardization is based on a sample 
setting, due to the mixed-bag data sets that do not made up of predominantly African first language 
stratify for race, language of origin, or quality of individuals from educationally disadvantaged 
education. It is noted that South African within-group backgrounds (approximately 80% of the sample).  
norming data for African first language individuals (5 – 7) Therefore, while still somewhat of a mixed bag, the 
reveal differences of up to 25 IQ points in association with standardization has most applicability to the African first 
disadvantaged versus advantaged quality of education. language educationally disadvantaged population, and 
The expert commentaries (1 - 4) are unanimously agreed other race groups from disadvantaged backgrounds.  
that for interpretive purposes this is a matter of However, the IQ scores are substantially inflated relative 
considerable concern.  The traditional notion of a to the US/UK standardization. Consequently the 

WAIS-III and WAIS-IV Practitioner Implications and 
Recommendations.

crystalized intelligence

Practitioner Alert on the Use of the South 

African WAIS-III, WAIS-IVSA and WISC-IV

For a summary of the central issues at stake, and a proposed way forward, practitioners' 

attention is drawn to an invited, peer reviewed editorial in the South African Journal of 

Psychology that can be accessed at: http://journals.sagepub.com/doi/full/10.1177/0081246316684465

by Prof Ann B. Shuttleworth-Edwards 

http://journals.sagepub.com/doi/full/10.1177/0081246316684465


Practitioner Alert ...
crystalized intelligence

standardization is invalid for use with white English first 
language and African first language individuals with 
advantaged education (Privately funded or former Model To date there has been no attempt to standardize the 
C schools), for whom the WAIS-IV US/UK standardizations Wechsler Intelligence Scale for Children for a South 
should be applied. African population.  However, demographically available 

normative data are available for South African 
educationally disadvantaged Grade 7 children (7) that 

1. For  South Afr ican indiv iduals  who have can be applied as per the recommendations for the 
predominantly attended a well-resourced South African WAIS-III and WAIS-IV above, as follows:
English private school or former Model C school, or 1. For educationally advantaged children, with 
successfully graduated in a well-resourced South African longstanding attendance in a well-resourced South 
English first language university, regardless of race and African English private school or former Model C school, 
language group, the WAIS-IV US/UK test version and its regardless of race and first language, use the US/UK 
standardization should be applied in its entirety, aside WISC-IV test version and standardization as is, aside from 
from making obvious test content changes such as obvious test content changes such as dollars or pounds 
altering dollars or pounds to rands, etc.  Apply some to rands. Apply some marginal leniency when 
marginal leniency when interpreting the verbal subtests interpreting the verbal  subtests and Verbal 
and Verbal Comprehension Index for those whose first Comprehension Index for those whose first language is 
language is not English. not English.
2. For  South Afr ican indiv iduals  who have 2. For educationally disadvantaged individuals, with 
predominantly attended a poorly resourced South longstanding attendance in a poorly resourced South 
African township school, the use of the demographically African township school, use the WISC-IV US/UK version 
focused norms available for the WAIS-III and the WAIS-IV of the test in its entirety, aside from obvious test content 
should be applied for interpretive purposes (5, 6, changes such as dollars or pounds to rands, following 
respectively). In order to use these norms the US/UK which the derived scaled scores and Index scores should 
version of the tests should be used in their entirety aside be compared with the South African normative data (7) 
from making obvious changes such as changing dollars for interpretive purposes.

Referencesor pounds to rands, etc.  The derived scaled scores and 
1. Shuttleworth-Edwards, A. B. (2016). Generally representative is 

Index scores (importantly using the US/UK conversion representative of none: Commentary on the Pitfalls of IQ test standardization 
in multicultural settings. The Clinical Neuropsychologist, 30, 975–998.tables and NOT South African derived conversion tables), 2. Shuttleworth-Edwards, A.B. (2016).  Countrywide norms declared 
obsolete: Best practice alert for IQ testing in a multicultural context.  Invited should then be compared with the relevant South 
editorial.  South African Journal of Psychology, 47(1), 3-6.

African within group norms (5, 6).   http://journals.sagepub.com/doi/full/10.1177/0081246316684465
3. Suchy, Y. (2016). Editorial. Population-based norms in crisis. The Clinical 3. If it were possible to purchase or obtain (without Neuropsychologist, 30, 973–974.
4. Sunderaraman, P., Zahodne, L. B., & Manly, J. J. (2016). A commentary on breaching copyright regulations) the US or UK WAIS-IV 
“generally representative is representative of none: Pitfalls of IQ test 

standardization manual as a separate entity, without the standardization in multicultural settings” by A.B. Shuttleworth-Edwards. The 
Clinical Neuropsychologist, 30, 999–1005.need to purchase the whole US/UK version of the test, 
5. Shuttleworth-Edwards, A. B., Gaylard, E. K., & Radloff, S. E. (2013). WAIS-III 
test performance in the South African context: Refinement of an existing cross-this would allow for the WAIS-IVSA test materials to be 
cultural normative database. In K. Cockcroft & S. Laher (Eds.), Psychological 

used together with the US/UK standardization for assessment in South Africa: Research and applications (pp. 17–32).  
Johannesburg: Wits Press.educationally advantaged people in the country 
6. Pienaar, I., Shuttleworth-Edwards, A. B., Klopper, C., & Radloff, S. (2016). 
WAIS-IV preliminary normative guidelines for educationally disadvantaged (modification to recommendation 1 above).  In addition, 
Xhosa speaking individuals. South African Journal of Psychology, 1–12.

the WAIS-IVSA test administration materials could be 7. Shuttleworth-Edwards, A. B., Van der Merwe, A. S., Van Tonder, P., & Radloff, 
S.E. (2013). WISC-1V test performance in the South African context: A collation used together with the US/UK standardization when 
of cross-cultural norms. In K. Cockcroft & S. Laher (Eds.), Psychological 

evaluating disadvantaged people, following which the assessment in South Africa: Current research and practice (pp. 33–47). 
Johannesburg: Wits Pressobtained UK/US scaled scores, Index and IQ scores could 

be compared with the demographically focused norms Note:
of Shuttleworth-Edwards and colleagues (modification This report was prepared for publication in the SACNA 
to recommendation 2 above). and EPASSA newsletters.

For optimal IQ test practice the following is 
recommended:

Final Word:  Practitioner Implications and Guidelines 
on the WISC-IV



executive function

Necessity, not “Nice to have”:

The lack of recognition of the clinical value 

of neuropsychological assessments, an 

outdated tariff system, and the billing 

dilemma
Those people familiar with Neuropsychology assess-
ments in South Africa are more likely to talk about its 
relevance and use in the medico-legal and insurance 
industries.  These are post-hoc evaluations.  By contrast, 
the value of neuropsychological assessments in clinical 
environments is not as widely known, and conse-
quently is not recognised as a clinical necessity.  Given 
the current legislative confusion around the scope of 
practice, this article is not meant to explore who should 
and should not be practicing neuropsychology.  Rather, 
the focus of this article is to show how the lack of 
recognition of
neuropsychological assessments for clinical purposes 
affects the practice of neuropsychology as a legitimate 
and necessary part of the medical inquiry.

perpetual review and is a dynamic part of treatment.   
All psychological practices – indeed any 

The line therefore between an assessment and inter-
medical practice too – has three large components: the 

vention is not as obvious as it is in medicine.  In medi-
assessment component, the intervention component, 

cine, radiological investigations or electrophysiological 
and the review.  The assessment process is a critical part 

investigations are clearly assessments, while 
of the analysis as one can easily misdiagnose or incor-

pharmacotherapeutic administration or surgery is 
rectly manage a problem if no assessment has been 

clearly seen as intervention.  From a billing perspective, 
undertaken. All psychologists will therefore initially 

each procedure (assessment or intervention) is coded 
begin with the assessment.  In traditional psychology, 

differently.
and depending upon the therapists' orientation, this is 

However, a fair and cost-effective billing system 
typically evaluated from the life history of the client, the 

does not exist in the world of South African psychology.   
psychosocial circumstances, medical history, the 

Psychology billing tariffs are based on time, with no 
therapists' clinical impressions and an assortment of 

differentiation made as to whether an interaction with 
hypothesis assessments. In some cases this may also 

the client is for a consultation session, assessment 
involve personality and emotional testing, either 

session, psychotherapeutic intervention session or a 
structured or unstructured. Depending upon the 

feedback (review) session.  This coding system is archaic 
therapist this can occur in one session or can extend 

because psychology as a profession has evolved 
over a few sessions.  Regardless, the hypothesis is under 

by Urvashi Maganlal (Gauteng Regional Chair)



considerably from the days of 'couch'-based neuropsychological assessments for clinically necessary 
psychotherapy. reasons in the private sector are at a distinct 

While psychology as a profession has disadvantage.  Quality neuropsychological assessments 
evolved, tariff systems have not evolved with it. In the are time intensive and require skilled labour.  This makes 
modern era, limited resources (time and money) the neuropsychological assessment a costlier endeavour 
suggest that very few people have the luxury of long when compared to simple cognitive screening 
term psychotherapy and with more and more people techniques, which do not provide the kind of detail 
requiring psychological intervention, funders necessary to guide making a diagnosis or planning a 
(whether private or public) are demanding evidence worthwhile intervention. 
based interventions with the cost factor per individual Because of the 'old' tariff system, which serves to guide 
a critical part of good management.  Part of knowing clinicians and funders alike, the funders only pay for face-
whether a particular intervention will have merit, to-face interaction.  This is possibly only payment for 50% 
necessarily demands that a comprehensive 
assessment be done prior to initiating treatment.

A good intervention will start from the 
assessment phase.  In complex cases and where there 
is severe functional impairment, then it is imperative 
that a full work-up be done to establish to what the 
causes of the problem are.  In acute states, the 
clinician is required to stabilise the patient first.  Once 
this state is obtained other investigations which may 
include blood tests, scans and/or electrophysiological 
data may also be requested.  In addition, a full work up 
should also include the functional implications arising 
o u t  o f  a  d i s o r d e r ,  s o  a  c o m p r e h e n s i v e  of the time spent on a case.   Furthermore, while the 
neuropsychological assessment may also be required funders may agree to pay for face to face time, the 
in order to provide recommendations for the further amount paid to the practitioner is not commensurate 
management of the client.  with the effort.  According to the tariff schedule the 

A comprehensive neuropsychological psychologist (who undertakes such assessment) will be 
assessment can involve at least 8 hours of professional paid as much as 25% less for a 180min assessment 
time – which includes the clinical interview and session on one client as compared to seeing 3 different 
collateral information, face-to-face assessment, clients for 60min sessions each, or seeing the same 
document review and analysis as well as scoring, patient on 3 different dates.  While the latter is possible, it 
interpretation and the actual generation of the delays the investigation and is not always possible if the 
written report. The assessment is useful in that it can person is an in-patient, and could unnecessarily delay 
often assist with a differential diagnosis and is usually treatment.  This does not make practical .  
sensitive enough to pick up what screens do not.  In Furthermore, what use is an assessment if there is no 
so doing it can seriously alter the management of a further integration?  Surely the aim of the assessment is 
client.   not just to test but to provide the information needed to 

The failure to recognise the importance of a answer the referral question?  In order to do this, one 
clinical neuropsychological assessment as a critical requires that the information be interpreted and 
part of the management of the person's overall well- integrated and with a formulation emerging out of the 
being, coupled with an outdated tariff system, tests. And so a report that answers this question is vital. 
suggests that any person wishing to focus on What is frequently not understood is that comprehensive 

sense

the billing dilemma...
executive function



analysis, formulation and reporting takes time, Three pick up subtle nuances in the alteration of 
hours or more of testing cannot be summed up in cognition? From a psycho-legal perspective, an 
10mins of reflection that would usually be allocated for MMSE of  18/30  should  be  re fer red  to  
a therapeutic session. neuropsychologist (Kalinski, 2006) – but how many 

From a client/patient perspective, the onus is neurologists or psychiatrists do this? It is a concern 
on them to foot the difference between what is that so many conclusions based on limited 
charged per hour of work completed, and what is functionality are made, without an evidence-based 
actually covered by the medical aids.  From a approach to finding out what the neurocognitive 
practitioner's perspective, it becomes a huge challenge deficits are, and to what extent.  Once again, the lack 
to explain to the client why they would now be of recognition of the clinical value of the 
responsible for the balance of payment.  For cash- neuropsychological assessment is a major part of 
strapped individuals who in some cases are already the problem.
paying huge fees to their funders for comprehensive There is more than sufficient evidence from around 
cover (whether in-patient or not), this comes as a shock the world that the findings from a comprehensive 
as in-hospital inquiries at this level are usually neuropsychological work-up can seriously alter the 
stipulated to be 100% covered.  From the management of a client.  I contend that if the 
Psychologist's perspective, this does not make reasons for excluding a neuropsychology 
business sense and is probably why clinical evaluation are  based on the cost factor, then I put it 
neuropsychology in the private sector is perceived as a to you that the reason is short-sighted as incorrect 
luxury, whereas this often “once-off” assessment is management as a result of the omission can be 
most often a necessity in guiding therapeutic more expensive in the long run.  
intervention and management. It is also possibly why My journey to discover a way around this 
there are so few practitioners exclusively doing problem continues.  In truth, it would be easier to 
neuropsychological assessments for clinical purposes.  drop the matter altogether and not upset the 
So, yet again, it is not just the confusion around the apple-cart.  Ethically, however, I feel obliged to 
scope of practice (of September 2011 – which has since open debate on the topic – to engage the funders 
been repealed) but also the business case of doing this and fellow psychologists on how having a single 
type of work and not been adequately remunerated for code for all aspects of psychology is confusing (and 
it. causes more problems than solutions), that a sliding 

These challenges lead to my interaction with scale for time spent with a client is a further 
one of the biggest funders in South Africa, who agreed deterrent for a neuropsychological assessment 
to listen to the dilemma.  My findings were as I which requires additional work long after the client 
expected – not many people even at a senior level fully has left, that the problem of only paying for face-to-
understand neuropsychology or how it differs from an face interaction would be a waste if a report is not 
educat iona l  or  psychologica l  assessment .   forthcoming, and that failing to test when it is so 
Furthermore, the assessment portion is not given the required is just unethical.  
same weighted value as an intervention.  If this is In summary, psychologists in the field are 
indeed the case, then on the one hand, I can see how limited by the constraints of an outdated tariff 
the lay person may also think that the assessment is a system and medical insurers have little concept of 
'nice to have' rather than a necessity.  On the other what is involved in the assessments, as well as how 
hand, I fail to understand how a FULL work-up can the findings can affect the management of the 
exclude the neuropsychological assessment.  Most individual. Join me at the INS in Cape Town in July 
funders will agree to an MRI or EEG, yet we know that this year, as I examine the challenges of the billing 
the images don't always pick up functional deficits. In system, as it pertains to working within the clinical 
addition, is the MOCA or MMSE sensitive enough to neuropsychology field in South Africa. 

the billing dilemma ...
executive function



Studying and understanding the intricacies of the human strategy of linking neuropsychological constructs to 
brain-behaviour relationship can be a daunting and current cases made it easier for her to learn. It is evident 
overwhelming task for those passionate about that once these fears and expectations have been 
neuropsychology and experienced in the field of 
psychology. Even more so for Intern Clinical Psychologists, 
fresh out of training and unsure of where they would like 
to position themselves in the field of psychology. 
1 Military Hospital provides a Clinical Psychology 
internship programme consisting of a 6-month Psychiatry 
rotation and a 6-month Medical Psychology rotation. 
Whilst completing their Medical Psychology rotation, 
interns spend 6 months in the Neurological Rehabilitation 
ward, accompanied by two 3-month rotations in two of 
the other medical service points. This article outlines our addressed, neuropsychology is no longer the feared 
broad experiences and lessons learnt from engaging with monster. 
the interns during their Neurorehabilitation rotation. 

Neuropsychology was added to the scope of Practice of 
The first barrier that we face in training, are the interns' the Board of Psychology of the Health Professions Council 
fears and expectations around neuropsychology. Interns of South Africa (HPCSA)in 2011. However, registration into 
usually view neuropsychology as a very intricate field and the new category is still not possible, and there are few 
are often immobilised by their perception that it is dedicated Neuropsychology Masters programs available 
impossible to learn. They further expect that through the SA universities. What has been noted is that 
neuropsychology consists only of neuropsychological there has been a stable increase in the level to which 
assessments and are often surprised to find that it may interns are trained in neuropsychological content over 
also include psychotherapy and neuro-rehabilitation. Ms the last 6 years. Each university appears to have 
Zamahlope Dladla, an intern, explained that she responded to the new category in a different manner, 
experienced her neuropsychological training in university each placing emphasis on different aspects of 
as “too sciency” and far removed from clinical practice. neuropsychology. This has resulted in interns arriving with 
While most supervisors of clinical neuropsychology a wide range of knowledge and skills; some are stronger in 
would acknowledge some of the difficulties associated their understanding of neuroanatomy, others are stron-
with grasping the scientific method, neuroscience is at ger in understanding the behavioural domains of 
the cornerstone of neuropsychological practice. At 1 neuropsychology, while others have focused more on a 
Military Hospital, we make use of a case-by-case teaching theoretical understanding of neuropsychological 
strategy, assisting interns to become experts in their assessment. 
individual cases, rather than expecting them to become Before an intern can learn how to perform 
experts in the entire neuroscience field. Ms Dladla further neuropsychological assessment, basic clinical assessment 
stated that this more “human and therapeutic” teaching skills need to be consolidated. Over the past 6 years, we 

· “Assessment, assessment, assessment….”  
”Neuropsychology is scary!” 

INTERNS: READY OR NOT, HERE THEY COME!: 
E x p e r i e n c e s  o f  t h e  I n t e r n  C l i n i c a l  
Psychologist's readiness to enter the world 
of Neuropsychology. 

Christi Gadd, Phenyo Motwai & Chevon Pillay

“If our brains were simple enough for us to understand them, we'd be so simple that we couldn't.” – Ian Steward
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have found their assessment skills severely lacking. Some group supervision of the interns placed at the 
previous interns even reported that their training neuropsychological ward rotation. During this weekly 
assessment tools consisted of being handed the test and session, interns share their experiences of the clients as 
being told to read the manual. Mr Musawenkosi well as contribute to the research conducted on their 
Mazibuko commented that “We had 4 seminars on experiences and the clients' conditions. From this 
neuropsychological assessment, but I've never adminis- collaborative learning process we find that interns 
tered any of the tests I learnt about.” Ms Thabiso Dithipe gradually learn to integrate their clinical skills, 
noted that “ I  received excel lent training in neuropsychological assessment skills and theoretical 
neuroanatomy, the functions of each brain structure and knowledge of neuropsychology in order to best assist the 
what each test measures. I understand what measures client.  Ms Rose Mthembu, an intern in the neurorehab 
what, but I'm not confident in administering, scoring and rotation, commented that, “working in neuro-
interpreting the neuropsychological tests.” As such, as a rehabilitation I have learnt that although a person has a 
department, we have responded by using the first 6 neurological difficulty, they are still a person, a person 
month of internship to provide intensive training on the with emotions”.
administration, scoring and interpretation of basic clinical 
assessments. A solid understanding of basic statistical principles (i.e. 

the normal distribution, standard deviations, measures of 
central tendency, Z-scores) are crucial in conducting a Very few interns have had practical contact with a client 
neuropsychological assessment, scoring and writing up a requiring a neuropsychological service and even fewer 
coherent report. We have found that interns may come have had any training or experience in neuro-
out of university knowing these statistical concepts, rehabilitation and conducting psychotherapy with 
however they often cannot make the link between these neurologically affected clients. This is evident in Mr 
concepts and comprehensively understanding a Musawenskoni Mazibuko's comment, “I don't think a one 
neuropsychological assessment that has been con-hour seminar on neuro-rehabilitation was enough to 
ducted. Teaching these concepts again and showing prepare me”. Interns require basic clinical skills ranging 
their importance in interpreting a neuropsychological from connecting with a client during a first interview, 
assessment helps interns firstly see the importance of gathering appropriate information in first person or from 
statistics in neuropsychological assessment, and sec-
ondly understand how to use statistics in order to better 
understand their case. 

Another key skill required in arriving at an accurate 
understanding of a case, is the hypothetico-deductive 
approach. This can be defined as “making use of the 
method proposing hypotheses and testing their 

collateral sources, integrating and making sense of the acceptability or falsifying them by determining whether 
information to formulating and coming to appropriate their logical consequences are consistent with observed 
conclusions. Ms Blessing Masuku explained this as “I feel data” – Merriam Webster Dictionary. In other words, from 
prepared on a cognitive rather than an experiential level, this approach someone learns to be able to substantiate 
I'm not sure what to expect when it to comes to actually any argument and recommendations they make based 
working with clients in neuro rehab.” on the evidence they collect. This type of skill is 

Neuropsychological knowledge and clinical skills is consolidated in the completion of a research dissertation. 
often perceived by the interns as two separate entities. However, the sad reality is that most students feel they 
This separation of the entities often leads to much anxiety need to “just finish” their dissertations and that it is “just 
around neuropsychological work as interns often feel it is something that has to be done”. The paradox in this is that 
one or the other: “Am I a Clinical Psychologist or a skills necessary to conduct a research study often mirror 
Neuropsychologist?”. To this we have responded with the skills needed for case formulation. 

· “Why do I need to understand Stats?”

· “What is a Neuropsychologist?” 

· “This dissertation is getting in my way…”

Interns: ready or not...
executive function



· “All these tests are biased!” 

· Contextual Awareness

·Dealing with the emotional impact of neuro 
work

grief. This inevitably deeply impacts the interns and often 
results in secondary trauma to the caregivers. This also Most of the interns come into the program with the firm 
challenges the interns to engage with their own ideas belief that neuropsychological tests are biased. Some 
around the meaning of trauma and loss. Here we have have little knowledge about what test standardisation is 
found it crucial to provide group debriefing and support. and the implications thereof. Ms Rose Mthembu noted 
We also place a strong emphasis on personal growth and that “if you look at the standardisation issues, you think 
self-care as a crucial component of the development of a that you can't use any of the tests because they have not 
clinician. Our interns are encouraged to engage with a been standardised in South Africa, but somehow you 
personal therapist for their own development. need to use something.”. What is typically not 

This article has attempted to highlight some of the understood amongst some Intern Psychologists is that 
challenges we face working with interns as they enter the there have been significant progress that has been made 
practical world of neuropsychology. Despite these in cross-cultural neuropsychology and cross-cultural 

norming studies. We have dealt with this by firstly 
providing interns with a basic understanding of what test 
standardisation is, what it entails and how tests are 
standardised. We then facilitate a critical discussion 
around issues of test bias and encourage students to 
come up with creative solutions as opposed to 
dismissing psychometric testing altogether. We have 
also begun to explain some of the advances in cross-
cultural norm collection throughout the country.  It is 
interesting to see the ideas that come up from this 
discussion. We have therefore adjusted our programme 
to emphasise using assessments within context of the 

challenges, we have found the interns to demonstrate 
client who needs to be assessed. The ripple effects of this 

exceptional dedication and commitment to build their 
conversation often lead to interns taking up ownership of 

careers and grow as clinicians. This allows them to take up 
their role in using tests in the most effective way to assist 

these challenges and with input from the training team 
their clients. Understanding the basics of test 

and extra reading, they overcome these challenges to 
standardisation gives interns the basic knowledge in 

become well rounded clinicians. They might not be able 
order to begin developing sound clinical judgment for 

to function independently as neuropsychologists, but 
each neuropsychological case.

they know where their knowledge ends and where to 
seek assistance when faced with clinical cases with a 

We have also found that in the diverse South African neuropsychological component. We have found it 
context, many clients understand their neurological crucial to assist them in working in a team, to learn from 
conditions from a cultural and/or religious perspective. each other and support each other in this daunting 
Many universities are now incorporating African journey of development. 
Psychology into their training programmes. This appears As a training team, we have learnt that we cannot 
to assist interns in working with their client's frames of teach from an “expert” position as this leaves the interns 
reference rather than against it. For a clinician this feeling intimidated and overwhelmed. 
emphasizes the need for building a strong therapeutic 
connection with your client so as to work from the client's 
frame of reference and not impose your own as a 
therapist. 

“If you can't explain it simply, you don't understand it 
well enough.” – Albert EinsteinNeurological injuries often occur in traumatic manners 

and may be accompanied by a deep sense of loss and 

As try and make it 
clear that the practice of neuropsychology involves a 
process of life-long learning. It is a privilege to learn 
together, which makes the practice of neuropsychology 
more accessible.   

executive function
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more violent crimes than the general population 
(Luukkainen, Riala, Laukkanen, Hakko & Räsänen, 2012; 
Williams, Cordan, Mewse, Tonks & Burgess, 2010). While 
it would be problematic to assume that the association 
between TBI and violent crime reflects a causal 
r e l a t i o n s h i p ,  i t  r e m a i n s  i m p o r t a n t  f o r  
neuropsychologists practicing in South Africa to 
develop a familiarity with the literature linking the two 
constructs as well as an appreciation for the personal, 
familial and social implications attached to these 
conditions.  This article will provide a clinical 
description of psychopathy as well as an appraisal of In South Africa, the high prevalence of violence 
recent research which outlines the neurobiological contributes to the national burden of disease 
correlates of the disorder. (Matzopoulos, Bowman, Mathews & Myers, 2010). As 

such, an understanding of the myriad etiopathogenic 
A large number of psychiatric disorders and pathways into violent crime represents a critical line of 
neuropsychological conditions may be linked to research. In South Africa, there is a broad knowledge base 
aggressive behaviour and violence. Among these, outlining potential environmental variables such as 
psychopathy deserves specific focus as this condition is poverty and socioeconomic inequality that contribute 
strongly associated with violent behaviour throughout toward violent crime (Altbeker, 2007; Demombynes & 
the lifespan. As a distinct psychiatric entity, Ozler, 2005). However, a paucity of research into the 
psychopathy is considered a very serious personality unique underlying psychiatric variables that may 
disorder and has proven largely intractable in the face contribute toward criminal behaviour remains. 
of treatment efforts (Maibom, 2014). In terms of its International studies have demonstrated that the clinical 
expression, the disorder is marked by specific construct of psychopathy shares an important empirical 
personality and behavioural features, which include association with violent aggression, recidivism and 
deficient processing of emotion (e.g. lack of empathy diverse criminal activity (Glannon, 2014; Hare, 2003). 
and guilt), egocentricity, grandiosity, poor judgement, Researchers have made the distinction between 
callous and manipulative interpersonal relationships “primary psychopathy” or developmental psychopathy 
and sensation-seeking behaviour (Glannon, 2014). and the concept of “acquired psychopathy” (Ross, Bye, 
Furthermore, psychopathy is also conceptualized as Wrobel & Horton, 2008). Primary psychopathy is 
comprising overt and impulsive antisocial behaviours underpinned by an inherited affective deficit, whereas 
(Hare & Neumann, 2010). Recent South African research acquired psychopathy reflects an acquired affective 
into female psychopathy suggests that the affective disturbance as a result of brain damage. Research 
deficits of the disorder appear relatively stable when suggests that South African has one of the highest prison 
measured using the Psychopathy-Checklist Revised populations in the world and that there is also a higher 
(PCL-R) (Botha, Louw & Loots, 2016). Cross cultural risk of sustaining traumatic brain injury (TBI) in South 
research has established the invariance of affective Africa (Badul, 2012). The link between TBI and criminal 
components of the disorder and the suggestion is that behaviour is internationally well established with many 
these affective components derive from a more robust studies revealing that TBI survivors were likely to commit 

The disorder of psychopathy 

Traumatic brain injury (TBI) and 'acquired 
psychopathy': A potential clinical confound 

by Ryan Botha, PhD Eastern Cape Regional Chair
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neurological substrate and are thus likely to be stable distributed abnormalities in the brains of psychopaths 
across gender and culture (Nickerson, 2014). Modern but also provides the basis for a transition from subcortical 
imaging technologies have facilitated the discovery of structures to higher neocortical regions in the brains of 
a variety of neurobiological pathways implicated in psychopaths (Anderson & Khiel, 2014). 
the disorder of psychopathy. Of potential relevance to 
head injury related emotional and behavioural 
changes are the subcortical and cortical components 
implicated in the disorder of psychopathy. Neuropsychologists are often confronted with distressed 

families whose devastation usually centres on the 
changes they witness in their loved ones behaviour and 

In terms of the subcortical structures implicated in 
psychopathy, there is substantial research delineating 
the role of the amygdala in various forms of the 
pathology associated with the disorder (Blair, 2005). 
For instance, impaired amygdala functioning disrupts 
the abil ity to form stimulus-reinforcement 
associations, which hampers the individual from 
learning to connect their actions with the pain and 
suffering of others (Glenn & Raine, 2008). Another 
important role that the amygdala plays is in aversive 
conditioning and for enhancing attention to 
emotional stimuli, which allows for the processing of 
empathy for victims. Brain imaging studies of 
psychopaths have revealed functional and structural 
abnormalities in the amygdala including reduced 
volume and activity in this region (Yang, 2006). 
Abnormalities have also been observed on other 
subcortical regions such as the hippocampus. personality following TBI. Personality changes are 
Hippocampal dysfunction may result in emotional common following TBI and include excessive tiredness, 
dysregulation, poor contextual fear conditioning, and indifference, behavioural disinhibition irritability, 
insensitivity to cues predicting capture (Glenn & Raine, impulsivity and changes in the quality of relationships 
2008). The major cortical regions implicated in (Chaudhury et al., 2005). Behavioural sequelae are also 
psychopathy are the prefrontal regions, especially the very common and largely account for the distress to 
orbitofrontal cortex. The orbitofrontal cortex is caregivers much more than physical disabilities. 
associated with the anticipation of punishment and Physical/verbal aggressions are particularly distressing 
reward as well as social cognition in general (Anderson after effects for family members (see Lishman, 2003). It is 
et al. 1999). Lesion studies have demonstrated that these changes in particular which account for the 
damage to the orbitofrontal cortex often results in association between TBI and the risk for perpetrating 
pathologic lying, irresponsibility, promiscuous sexual violence. It further warrants mentioning that head injury is 
behaviour, shallow affect, and a lack of guilt or particularly prone to damage the neocortical regions of 
remorse, which are significant features of the disorder the limbic system (the frontopolar, orbitofrontal, and 
of psychopathy (Glenn & Raine, 2008). Khiel's (2016) anterior or temporal regions). Lishman (2003) contends 
paralimbic dysfunction model of psychopathy that few other pathologies routinely damage such areas 
represents one of the most parsimonious approaches in a symmetrical fashion while largely sparing the rest of 
to understanding the neurobiology of psychopathy. the neocortex. This may explain why behavioural 
The model integrates evidence for more widely problems are sometimes greatly out of proportion to the 

Psychopathy and the link to TBI related alterations in 
personality 

Neuroscience and psychopathy: The art of cortical 
cartography 

executive function
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severity of neurological defects, and why profound 
changes in behaviour and affect can occur even when 
there is little evidence of long-term cognitive 
impairments (Lishman, 2003). This also explains why 
the phenotypic expression of  TBI  re lated 
behavioural/personality sequel may mimic the 
appearance of psychopathy as similar subcortical and 
cortical regions associated with psychopathy are often 
at play in TBI.

This paper began with a consideration of the pressing 
issue of violent crime in South Africa and the types of 
psychiatric variables that may contribute to the 
problem. Tentative connections were drawn between 
TBI and psychopathy on the basis of their shared 
behavioural features and similar neurobiological 
signature. It is argued that these psychiatric 
disturbances warrant specific attention in the fight 
against violent crime in South Africa. 
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last limbic leap

Are you a ventromedial
 nucleus lesion?

 Because you leave 
me insatiable.

You make my dopamine 

levels go all silly

Romance for Neuropsychologists

If you're an axon

I would be your 
myelin sheath

because you've had my head 
spinning all day long

Most neuroscientists are either digging 
grey matter, patient files, or text books. 
With all this academic endeavour and 
lack of social intelligence to boot, can 
one expect problems when negotiating 
the practicalities of romantic 
interactions? Here are some of our 
favourite “bad pickup lines” – Don't try 
these at home. In fact, don't try these 
anywhere!

you must have lesioned 
my vestibulocochlear nerve, 


