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The media play a vital role in society by educating, informing and encouraging public discourse, and bringing people from 

around the world together. But, just as good journalism and reporting can strengthen society and create unity, bad 

journalism or reporting can help to strengthen negative societal beliefs and values. When it comes to reporting on mental 

health, the media have a very important role to play. Stigma and discrimination against people with mental disorders or 

disabilities is still widespread, and there are still many misconceptions and negative beliefs surrounding the topic of mental 

health. For this reason it is incredibly important that when reporting on mental health, the information that is sent out is 

accurate, respectful and fair. 

In a study looking at how mental illness is portrayed in newspapers, Wahl et al., found that "The vast majority of news 

stories on mental illness either focus on other negative characteristics related to people with the disorder (e.g., 

unpredictability and unsociability) or on medical treatments. Notably absent are positive stories that highlight recovery of 

many persons with even the most serious of mental illnesses."¹ Section 1.2 of the South African Press Code states that, 

“News shall be presented in context and in a balanced manner, without any intentional or negligent departure from the 

facts whether by distortion, exaggeration or misrepresentation, material omissions, or summarisation.”² If the stories 

being told by the media about people with mental disabilities or disorders are overwhelmingly negative, then these 

guidelines of telling stories within context and without departing from the facts, are not being met. 

South African journalists and media organisations have a responsibility to report accurately and fairly on mental health, 

and to send out truthful and balanced depictions of people living with mental disorders and disabilities. The media can be 

the biggest allies of persons with mental disorders or disabilities in terms of combating stigma and discrimination, and it is 

the aim of this reporting guide to empower the media to help dispel the many negative beliefs that still surround mental 

health.   

1. INTRODUCTION 
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Media practitioners know that language is a powerful tool that can play a crucial role in shaping and reflecting society's 

thoughts, beliefs and feelings. Language can be used to empower, encourage and include, or it can be used to isolate, insult 

and cause harm. By choosing what words and terminology to use when reporting on mental health, the media are actively 

playing a role in how society views persons with mental disorders or disabilities, as well as how those individuals view 

themselves.

2. LANGUAGE AND TERMINOLOGY 

Society's ideas regarding what words and phrases are acceptable and what is offensive or insensitive are constantly 

changing. Words such as “retardation”, which was accepted medical terminology a few years ago, are now seen as highly 

offensive and insulting. In the field of mental health, it is our responsibility to ensure the language we use is up to date and 

does not cause harm or help to perpetuate stigma and discrimination.

One aspect of this is to always use “people first terminology.” People first terminology is about recognising everyone as an 

individual rather than a label. A person is not only defined by their illness. If you speak with or about someone living with a 

mental disorder or disability, remember that you are speaking to the person first and then the disability second.

2.1 Acceptable Vs Unacceptable Terminology 



Acceptable Terminology Unacceptable Terminology

“Person with an intellectual disability”
“Mental handicap, mentally impaired / challenged, 

retard or mentally retarded”

“Person with Down syndrome” “Mongol, Mongolism”

“Children with learning difficulties” “Impaired, slow learner”

“Person with a psychosocial disability” “Deranged, deviant, a psychotic, psychiatric”

“Person with a mental illness”
“Crazy, mad, demented, lunatic, abnormal,             

sub-normal”

“Mental health care user” “Nutter, mental patient, crazy person”

“Person diagnosed with schizophrenia” “Schizo, schizophrenic”

“State/Private Psychiatric Facility” “Mad House, asylum”
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Examples of people first terminology:

Don’t say Do say

“Mentally ill people” “People living with mental health disorders” or “mental health care users”

“Bipolar person” “A person living with bipolar disorder”

“Schizophrenic” “A person living with schizophrenia”

Examples of acceptable terminology:

Sections 7 and 8 of this guide contain a glossary giving brief descriptions of some of the most common mental disorders, as 

well as the meanings of words or terms often used in the mental health field. 

2.2 Talking about mental health in other languages

South Africa has 11 official languages, which sometimes makes talking about mental health in terms that everyone 

understands and finds respectful difficult. In many of the African languages, there is no vocabulary to describe mental 

health disorders. Although many languages have words for depression and stress, there are often not vernacular names 

for disorders such as schizophrenia or bipolar disorder. In some cases this is overcome by using a generic word that can 

refer to any mental illness. However, the problem with this is that these words can sometimes also be synonymous for 

“crazy.” 
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For example: 

SeSotho 

Kgatello ya maikutlo - Depression and stress  

Bokuli ba ho kopana hlooho/ Bo hlanya – Mental illness (can refer to any type of mental illness, or can mean there is 

something mentally wrong with a person or that they are “mentally unsound”) 

Setswana

Bolwetse jwa maikutlo - Depression and stress

Botswena/ Bolwetse jwa tlhaloganyo – Mental illness (can refer to any type of mental illness, or can mean there is 

something mentally wrong with a person or that they are “mentally unsound”)

IsiZulu 

Ukucindezeleka - Depression and stress 

Isifo sengqondo/ ukugula ngenqondo/ukuphambana kwekhanda - Mental illness (can refer to any type of mental illness, or 

can mean there is something mentally wrong with a person or that they are “mentally unsound”)

If there is no vernacular word or name for a certain disorder, it would be advisable to rather use an English name or word 

than to use a word that could mean “crazy”, or to give the English name along with the name that is used in that specific 

language. Using a word that can refer to any mental illness does not properly explain to people what mental disorder or 

symptoms are being discussed, and it can also help to perpetuate stigma and negative associations regarding mental 

illness. 

When covering a mental health related story, or a story involving someone who you believe may have a mental health 

disorder or disability, here are a few things to consider:

Is it relevant to the story that the person has a mental disorder/disability?

This is often applicable when a crime is committed by someone who is suspected of or has been diagnosed as having a 

mental disorder or disability. Just because someone is living with a mental disorder such as schizophrenia for example, or 

they have an intellectual disability, does not necessarily mean that this was in any way responsible or even played a factor 

in their behaviour. Always first establish whether the individual's actions were a direct result of a mental disorder or 

disability before automatically making a connection between the two. 

If someone has been diagnosed with a mental disorder / disability, try to specify the time frame for the diagnosis and find 

out whether they have received past or current treatment. In some cases a person's condition can change over time, so a 

diagnosis of mental illness in the past might not apply anymore.

Another factor to consider is that if someone commits a murder the fact that they were (for example) diabetic would not be 

included in the story unless it was somehow directly linked to their behaviour. In the same way, unless it has been verified 

that the individual's mental health is in any way directly related to the story, it should be omitted.

Don't speculate about someone's mental health being a factor in the story unless you know this to be 100% 

true.

This is again often seen in reporting on violent crimes. Lines frequently seen in the media are that someone “received 

treatment in the past for mental health problems” or that the person has “a history of mental illness.” The problem with 

generalised statements such as these is that they are very vague, as a history of receiving mental health treatment could 

refer to anything from being treated by their local GP for mild anxiety for a few months, to spending time in a psychiatric 

facility following an episode of psychosis.

3. REPORTING ON MENTAL HEALTH 
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These statements also give the impression that anyone receiving any form of mental health treatment could possibly 

behave in the same way. Unless a mental healthcare professional has verified that the individual's mental health played a 

role in their behaviour, it should not be reported as fact. Always confirm a diagnosis with a mental healthcare professional, 

and don't rely on hearsay or speculation to form a diagnosis. 

Is it appropriate for the person's mental illness to be mentioned in the headline or lead?

Is the fact that the person has a mental disorder / disability so essential to the story that it has to be mentioned in the 

headline or lead sentence, or is it information that can be shared later on in the story? Remember that many people may 

see a story headline without bothering to read further or find out what the whole story is about, so if your headline makes a 

negative connotation with mental disorders or disabilities, this is the impression people might be left with.

Who are your sources? 

Verified facts should form the basis of all news, not rumour and speculation. It is essential that when reporting on mental 

health, journalists make use of trusted and reputed sources. Can you rely on eyewitnesses or neighbours to provide facts 

or has an assumption been made about someone's mental health status? Although eyewitnesses and family or friends may 

offer valuable insight into a story, their input should always be verified and balanced by that of mental healthcare 

professionals. 

Include contextualising facts 

Including contextualising facts can help to ensure that the story is more balanced. For instance, when talking about mental 

health conditions / illness / disorders it is important to include the fact that many mental illnesses are treatable, and that it 

is possible to live a full and functional life with a mental disorder. Another example is when reporting on a crime committed 

by someone with a mental disorder or disability, remember that people with severe mental illnesses are more likely to be 

victims rather than perpetrators of violent crime. Including facts like these in a story can help prevent negative 

misconceptions about mental health.

Include people living with mental disorders or disabilities in story research 

Using case studies to tell the stories of people living with mental disorders or disabilities is a wonderful way of raising 

awareness and combating stigma and discrimination. However it is important to realise that mental health care users can 

also offer more than that. They are experts on their own conditions, and making use of them as part of your research can 

offer valuable insight that you might otherwise miss.

What images are you showing with the story?

The visual images that are used in stories about mental health are also very important. The article or story may be positive, 

but if the attached images are negative then it may still influence the audience. Take care when choosing images or 

graphics so that they don't portray negative stereotypes or misinformation. 

An example of this is when stories about eating disorders are accompanied by pictures or photos of people looking 

emaciated and skeletal. These images are dangerous because they can be potentially damaging to people living with 

eating disorders, and also because they distort people's understanding of what eating disorders are really like, as in the 

majority of cases people with eating disorders will not be underweight.³

The idea that people with mental disorders or disabilities are more prone to violence than other members of society is one 

of the most strongly held and harmful misconceptions that still exists. This idea can have very negative consequences for 

people living with mental disorders / disabilities, as it can lead to stigma and discrimination, social exclusion and the denial 

of basic human rights. The media can either contribute to this belief, or help to fight it, through their reporting. 

Throughout the years many international studies have been done on the portrayal of mental illness in the media, and how 

this portrayal affects public perceptions. Studies have shown that negative media reporting leads to the perception that 

mental illness is linked to violence, crime, unpredictability, being a danger to self or others, or that people with mental 

disorders are passive victims deserving of pity.¹ 

4. MENTAL DISORDERS AND CRIME
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However through positive and fair reporting the media also has the power to help shift public perceptions about mental 

health, and reduce stigma and discrimination.

Here is what research has found regarding the link between mental illness and violence:

“The combined evidence from these studies indicates that…persons with psychotic diagnoses are less likely or at least 

no more likely to commit violence…a history of delusions and a diagnosis of paranoia were unrelated to future 

violence.”⁴ 

"…the vast majority of people who are violent do not suffer from mental illnesses."⁵

"People with psychiatric disabilities are far more likely to be victims than perpetrators of violent crime.”⁶ 

“People with severe mental illnesses, schizophrenia, bipolar disorder or psychosis, are 2 ½ times more likely to be 

attacked, raped or mugged than the general population."⁷ 

With these facts in mind, it is crucial that the media reports responsibly on cases involving persons with mental disorders or 

disabilities. Speculation, inaccurate or one sided reporting can do an incredible amount of damage and help to increase 

stigma and discrimination.

Do's and don'ts for reporting on crime and mental health: 

 Don't attribute a mental disorder or disability to someone purely because their actions are shocking or seem 

inexplicable. 

 Don't assume that a person's actions are automatically a result of their mental disorder or disability. 

 Don't make generalised statements that create the impression that all people with mental disorders or disabilities are 

dangerous or unpredictable. 

 Do always speak to mental healthcare practitioners to get accurate information. 

 Do conduct your own research and learn as much as possible about the mental disorder or disability you are reporting 

on. 

 Do be sure to put the story into context. Although a person with a mental disorder or disability may have 

committed a violent crime, highlight the fact that in most cases people with mental health disorders and 

disabilities are more likely to be victims of violent crime than perpetrators. 

Reporting on suicide is never easy, and it involves the difficult balance of sharing information that is in the public interest, 

with being responsible and respectful at the same time. According to the World Health Organisation, numerous 

international studies have shown that media coverage of suicide has the potential to lead to imitative suicidal behaviours.⁸ 

This means that the media have a responsibility to report on suicide in a way that is least likely to encourage suicidal 

thoughts or behaviour in other vulnerable individuals. 

The following list of guidelines are based on the World Health Organisations “Preventing suicide: a resource for media 

professionals.”⁸

Do's and don'ts of reporting on suicide: 

 Do make use of the opportunity to educate the public about suicide. Suicide is still considered a taboo in many 

societies, for varying religious and cultural reasons. For this reason there are still many myths and misconceptions 

about suicide that exist. Any time that a suicide is being reported on should be seen as an opportunity to educate the 

public around the truths about suicide. Suicides occur due to a number of complex reasons, which could include 

mental health problems, substance abuse or feeling that interpersonal problems are too difficult to deal with. 

Reporting on suicide in an oversimplified manner, or implying that one single event or factor lead to the suicide should 

be avoided. 

5. REPORTING RESPONSIBLY ON SUICIDE
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 Do think about what the impact of the coverage may be. Studies have shown that suicide coverage in the media may 

lead to copycat behaviour in vulnerable individuals, and that extended high profile suicide coverage may lead to an 

increase in the number of suicides reported. News coverage of a suicide will have an effect on the family and friends of 

the deceased, as well as having a possible effect on people previously affected by suicide. It is therefore always 

important to consider the effect that the story may have on the public, and whether the coverage will inform or cause 

harm.  

 Do be mindful of the language you use. Using words such as “suicide epidemic”, “suicide hotspots”, “skyrocketing 

suicide rates” etc. all help to sensationalise suicide and should not be used. The phrase “committed suicide” should 

also be avoided because it implies that a crime has been committed, and this only adds to the stigma surrounding 

suicide. Rather refer to “death by suicide”, “completed suicide”, or “died by suicide.” Be careful not to present suicide 

as a solution to problems, by referring to someone contemplating suicide to end their pain or to escape unpleasant 

circumstances.

 Don't use explicit descriptions of the suicide / attempted suicide method. The method of suicide / suicide attempt is 

part of the story, and would therefore be mentioned in any news coverage of the case. However, going into explicit 

detail about the method used should be avoided, as this can once again lead to copycat behaviour. The method of 

suicide should therefore be mentioned and discussed as briefly as possible. For example, it is possible to report that 

someone died by suicide because of an overdose of medication, without having to go into detail regarding the type of 

medication and the dosage used. A suicide method should also never be referred to as “quick”, “painless” or in any 

way that makes it appear attractive to vulnerable individuals. 

 Don't give detailed descriptions of the suicide location. The same argument applies to giving detailed descriptions of 

the location where the suicide / suicide attempt took place. Detailed descriptions or photographs of the suicide site 

may lead to copycat behaviour and similar suicide attempts, especially if the location is a public area. 

 Do show consideration and respect for those affected by suicide. Always remember that coverage of the suicide will 

have an emotional impact on the family and friends of the deceased. Be mindful of the effect that requests for 

information, interviews etc. may have on them, and respect the fact that they are grieving. Also bear in mind that 

those closest to a person who died by suicide may also be at an increased risk for suicide themselves. 

 Do exercise caution when reporting on a celebrity suicide. Celebrity suicides are newsworthy and will always receive a 

great deal of media coverage. But it is important to remember that the risk of copycat suicidal behaviour is higher in 

the case of high profile individuals. This is due to the fact that the celebrity may be someone who was greatly admired, 

and their death is likely to remain in the news for a long time. Glorifying a celebrity's death may suggest that society 

honours suicidal behaviour, and reports should not glamorise suicide, or describe the method of suicide in too much 

detail. Caution should also be taken not to speculate about the cause of death being suicide if it is not immediately 

clear, rather wait for the cause of death to be confirmed.  

 Do provide information on where people can seek help. An important part of educating the public about suicide is to 

always include information about how and where people can seek help if they are experiencing suicidal thoughts. It is 

important that people know there are organisations that can help them, and that there are other alternatives than 

suicide. 

The way in which the media reports on mental health does not only affect the general public's perception and 

understanding of mental health, it also has an effect on people living with mental disorders or disabilities. The media can 

play an active role in empowering people with mental disorders / disabilities, or it can help to promote stigma and 

discrimination. Section 3.2. of the South African Press Code states that special effort must be made to protect the privacy, 

dignity and reputation of people with mental disabilities.² People living with mental disorders or disabilities should always 

be treated with respect and should be able to work with the media to create greater awareness and understanding of 

mental health.

6. THE RELATIONSHIP BETWEEN THE MEDIA AND 
PERSONS WITH MENTAL DISORDERS / DISABILTIES
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Message from a person living with a mental disorder: 

Charlene Sunkel – SAFMH Programme Manager for Advocacy and Development – mental health care user living with 

schizophrenia.   

“The media plays a powerful role in the reduction of stigma and discrimination when they report accurately on matters 

related to mental health, while on the flip side the media can be a powerful destructor of all the efforts put in to address 

stigma and discrimination. 

As a person with schizophrenia who lives a functional and productive life, and who has dedicated myself to raise public 

awareness on the facts and human side of mental disorders, it is disheartening to see the damage caused when the 

media sends inaccurate information and sensationalised stories to the public about persons with mental disorders – the 

damage is never something that just blows over, it sticks in people's minds. 

People with schizophrenia are often portrayed or believed to be dangerous and incapable of achieving anything in life – 

even if it is not true and even if I am living proof that it is not true, negative reporting that promotes myths and 

misinformation like this, allows people to see me and everyone out there with schizophrenia (or other mental disorders) 

in a bad way. It is not just the 'looks' we receive but the deep routed stigma and discrimination that makes life 

opportunities pass us by.

The media must take responsibility for the information they send out and when a person/s are involved in the story 

write about the person and do not make that person an object. Taking responsibility further means verifying the 

information with experts in the field, like SAFMH, before publishing information that could potentially cause a lot of 

harm.”

There are different ways in which the media can support people with mental disorders / disabilities: 

 Focus on using correct terminology and inclusive language. Using people first language and correct terminology is an 

easy way to show respect for persons with mental disorders / disabilities. When interviewing someone with a mental 

disorder or disability, ask them if there are certain terms or words that they feel uncomfortable with. 

 Involve people with mental disorders / disabilities in the stories. This can be done by telling their stories as case 

studies, by involving them in your research, or by having them join a conversation as an expert on their disorder or 

experiences. When something happens that will have an effect on mental health care users, ask for their input and 

how they feel about it. 

 Tell the good stories too. Bad news will always get more publicity than good news. But it is important that the good 

news stories about mental health are told too. For every story of abuse, discrimination or lack of access to medication 

or services, there is also a story about recovery, about people being successful despite their challenges, and about 

new medical discoveries and breakthroughs offering hope.  

SAFMH is committed to supporting and assisting the media to report on mental health in the best possible way. SAFMH can 

offer support to the media in the following ways: 

 Advice over the correct use of language and terminology

 Assisting with research and providing information on specific disorders / disabilities / topics or mental health facts and 

figures

 Helping to find case studies or mental health care users to interview for specific stories or topics 

 Providing training on mental health reporting and guidance on best practice for anyone working in the media

 Resource for providing educational and awareness materials 

7. WHAT CAN SAFMH DO TO ASSIST THE MEDIA?
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Whilst the list below is not definitive, it provides a comprehensive overview of many of the most commonly encountered 

mental illnesses, disorders, syndromes and disabilities, as defined by the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5).⁹

8. GLOSSARY OF ILLNESSES / DISORDERS / 
SYNDROMES / DISABILITIES

Anxiety disorders are a group of disorders that all share emotions of excessive fear and anxiety and behavioural 

disturbances resulting from this. Fear is defined as an emotional response to real or perceived danger, and can often result 

in a flight or fight reaction. Anxiety is related more to perceived future dangers and may result in muscle tension and super 

vigilance in preparation for what is expected to come. Panic attacks are a common feature in anxiety disorders, as a 

particular fear response.

 Separation Anxiety Disorder

Separation anxiety disorder is characterised by an excessive fear or worry relating to separation from home or 

attachment figures. This fear / worry goes beyond what one would expect given the individual's developmental age or 

level. Individuals with this disorder may refuse to go out on their own due to their separation fears, and they have a 

persistent fear of being alone or without their attachment figures.

 Social Phobia (Social Anxiety Disorder) 

Social phobia, also known as Social Anxiety Disorder, is characterized by an intense fear or anxiety of social situations 

in which the individual feels they may be criticised or scrutinised. The individual fears that in such social situations 

they will be negatively judged as being for example “boring”, “crazy”, “stupid” or “ugly.”

 Panic Disorder

Panic disorder is characterised by recurrent and unexpected panic attacks. A panic attack is a sudden feeling of 

intense fear or anxiety that goes together with physical symptoms such as heart palpitations, chest pain and difficulty 

breathing. The frequency and severity of the panic attacks can vary.

 Specific Phobia

Specific phobia is characterised as an intense fear or anxiety relating to a specific object or situation. This can include 

examples such as an intense fear of flying, a fear of heights, a fear of spiders etc. This fear is always out of context with 

relation to the level of danger that the object or situation actually presents.

 Panick Attacks

A panic attack is seen as a symptom of a mental disorder and not as a disorder on its own. Panic attacks can occur in a 

number of mental health disorders, for example anxiety disorders, depressive disorders and post-traumatic stress 

disorder. Panic attacks are sudden and intense surges of fear or anxiety that go together with physical symptoms such 

as heart palpitations, difficulty breathing and chest pain. Panic attacks can take place with varying degrees of 

frequency and intensity.

 Agoraphobia

Agoraphobia is defined as a fear of being in open or public spaces. This can include the fear of using public 

transportation, being in enclosed spaces or being outside of the home alone. The fear and anxiety caused by such 

situations is typically due to the individual believing that something terrible will happen in this setting. They may also 

feel that escape from such situations is impossible, for example feeling “there is no one to help me here” or “there is 

no way to get out of here.” The fear and anxiety is always out of proportion to the actual degree of threat or danger 

present in the situation or environment.

8.1 Anxiety Disorders 
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 Bipolar I Disorder

Bipolar I is characterised by at least one full-blown manic episode lasting no less than one week or any duration if 

hospitalisation is required. A manic episode is defined as a period of abnormally and persistently elevated or irritable 

mood, as well as abnormally and persistently increased levels of activity and energy. This manic episode may be 

preceded by or followed by hypomanic or major depressive episodes.

 Bipolar II Disorder

Bipolar II disorder is characterised by recurring mood episodes consisting of at least one major depressive episode 

and at least one hypomanic episode. The depressive episode must last no less than 2 weeks, and the hypomanic 

episode for at least 4 days, to meet the diagnostic criteria of bipolar II disorder. In bipolar II, the major depressive 

episodes are often more frequent and lengthier than those experienced in bipolar I. Hypomanic episodes, although 

similar in symptoms, are not full blown manic episodes, and so they do not typically cause major disruptions to daily 

functionality. The depressive episodes and frequent mood fluctuations are more likely to be the cause of problems 

with functionality at work or at home.

 Cyclothymic Disorder

Cyclothymic disorder is characterized by chronic, fluctuating mood disturbances involving periods of hypomania 

symptoms and periods of depressive symptoms that are distinct from each other. The hypomania symptoms are not 

frequent, severe or long lasting enough to classify fully as hypomania, and the depressive symptoms are not 

frequent, severe or long lasting enough to classify fully as a major depressive disorder.

8.2 Bipolar and Related Disorders 

There are a number of mood disorders that classify as depressive disorders, such as major depressive disorder, dysthymia, 

disruptive mood dysregulation disorder and premenstrual dysphoric disorder. What these disorders all have in common 

are feelings of sadness, emptiness, or an irritable mood, accompanied by physical and mental changes that have a 

negative effect on an individual's ability to function in their daily lives.

 Major Depressive Disorder

Major depressive disorder is characterised by a pervasive and persistent low mood that is accompanied by low self-

esteem and by a loss of interest or pleasure in normally enjoyable activities. It is also accompanied by a number of 

physical and mental changes that have a negative effect on an individual's functionality. However, the disorder can 

manifest differently in various age and gender groups. The feelings most commonly associated with depression are 

sadness and hopelessness. However, in children and adolescents the predominant mood may be irritable rather than 

sad. In some adults, especially males, the predominant feelings expressed may also be of increased anger, irritability 

and frustration. Some individuals talk about feeling empty or emotionless rather than sad and tearful. Regardless of 

the emotional symptoms expressed, the overriding commonality is that the symptoms impair an individual's ability to 

function at work, school or at home.   

 Persistent Depressive Disorder (Dysthymia) 

Dysthymia is a chronic form of major depressive disorder. In dysthymia the symptoms of major depressive disorder 

may be less serve, but they are longer lasting, and so they cause a great deal of impairment to an individual's daily 

ability to function. Dysthymia is classified as having a depressed mood, for example constantly feeling sad, empty or 

hopeless, for at least 2 years. In children or adolescents this can exhibit as an irritable mood rather than sad, and 

must be constant for at least 1 year.

8.3 Depressive Disorders 

 Generalised Anxiety Disorder 

Generalised anxiety disorder is characterized by excessive anxiety and worry about a number of different events or 

activities. The worry typically revolves around everyday life events or tasks, such as responsibilities at work or at 

home, the health of a loved one, or minor matters such as being late for an appointment. The level of anxiety and 

worry experienced is always out of proportion to the actual threat or negative impact that the event or situation may 

have.
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Disruptive, impulse-control and conduct disorders are conditions involving problems in the self-control of behaviour and 

emotions. While there are other mental disorders that may also manifest with problems in the regulation of behaviour and 

emotions, these specific disorders are unique in that the behaviours exhibited in disruptive, impulse-control and conduct 

disorders violate the rights of others or bring the individual into conflict with authority figures or societal norms.

 Conduct Disorder

Conduct disorder is characterised by behaviour that repeatedly violates the basic rights of others, or breaks major age 

appropriate societal norms and rules. This behaviour is classified into four groupings: aggressive conduct that causes 

physical harm to people or animals; non-aggressive conduct that causes property loss or damage; serious violations 

of rules; and deceitfulness or theft. For a diagnosis of conduct disorder to be made, three or more of these behaviours 

should be present during a 12 month period.

 Pyromania

Pyromania is a disorder in which an individual has multiple episodes of deliberately and purposely setting fires. 

Individuals with this disorder experience tension or emotional arousal before setting a fire. The individual will display 

a fascination, curiosity, or attraction to fire, its uses and its consequences.

 Kleptomania

Kleptomania is characterised by the repeated failure to resist impulses to steal items, even though the items are not 

needed for either personal use or monetary value. Individuals with kleptomania experience increasing feelings of 

tension before the theft, and experience feelings of pleasure, relief or gratification when committing the theft.

8.4 Disruptive, Impulse-Control and Conduct Disorders 

 Dissociative Identity Disorder

Dissociative identity disorder, also known as multiple personality disorder, is characterised by a disruption of identity 

with two or more personality states being present in the same individual. In some cultures this may be perceived as 

possession by a supernatural spirit or being. The disruption in identity may be strongly exhibited and clearly visible to 

others, or it may be minor and difficult to discern. This disruption of identity involves a clear break in the individual's 

sense of self, and goes together with changes in behaviour, memory, perception and sensory-motor functioning.

 Dissociative Amnesia

Dissociative amnesia is characterised by an inability to remember important personal information that should be 

successfully be stored in an individual's memory and ordinarily would be readily remembered. The events that have 

been forgotten are often of a traumatic or stressful nature. There are different variants of dissociative amnesia, such 

as localised amnesia, selective amnesia and generalised amnesia.

 Depersonalisation / Derealisation Disorder

Depersonalisation / derealisation disorder is characterised by recurring episodes of depersonalisation, derealisation, 

or both. Episodes of depersonalisation are characterised by feelings of unreality or detachment from your whole self 

or from aspects of the self. The individual may feel that they are observing themselves from outside of their own body, 

or they may feel detached from their own thoughts, emotions or actions. However despite these symptoms, the 

individual never loses complete touch with reality, and does not become delusional or psychotic. Episodes of 

derealisation are characterised by feelings of unreality, detachment or unfamiliarity with the world, which may include 

individuals, inanimate objects, or surroundings.

8.5 Dissociative Disorders 
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 Enuresis

Enuresis is a disorder in which an individual repeatedly empties their bladder during the day or night into their clothes 

or bed. Most often the emptying of the bladder is involuntary, however it may sometimes be intentional. For a 

diagnosis of enuresis to be made, the voiding of urine must occur at least two times a week for a period of three 

consecutive months. The voiding of urine should also cause significant impairment or distress in social, occupational 

or other areas of function.

 Encopresis

Encopresis is a disorder that is typically found in young children, over the age of 4. The essential characteristic of 

encopresis is the repeated passage of faeces into inappropriate places, such as in clothing or on the floor. Most often 

this passage of faeces will be involuntary, but it can also be intentional. For a diagnosis of encopresis to be made, the 

event must occur at least once a month, for at least three consecutive months.

8.6 Elimination Disorders 

 Pica

Pica is an eating disorder in which the individual eats one or more non-nutritive non-food substances on a regular 

basis over a period of at least 1 month. The substances consumed may vary greatly depending on the individual's age, 

as well as the types of substances readily available to them. Typical substances ingested may include paper, hair, soil, 

chalk, paint, charcoal, clay or ice, to name a few.

 Avoidant / Restrictive Food Intake Disorder

Avoidant / restrictive food intake disorder is an eating or feeding disturbance in which an individual either avoids 

eating, or restricts their eating to such a degree that appropriate nutritional and / or energy needs are not met. The 

individual can either have a lack of interest in eating food, or avoid eating certain foods based on the sensory 

characteristics of the food. This behaviour can occur in both infants / children as well as adults. One or more of the 

following aspects must be present for a diagnosis of the disorder to be made: significant weight loss or inability to 

meet required weight gain, significant nutritional deficiency, and a dependence on enteral feeding or oral nutritional 

supplements.  The lack of proper nutrients should also result in interference with psychological functioning.

 Anorexia Nervosa

Anorexia nervosa is an eating disorder in which individuals severely restrict the amount of food or kilojoules they 

consume. Individuals with this disorder typically experience severe weight loss, although in children or adolescents it 

may present as a failure to make developmentally expected weight gain or bodily growth. Both men and women are at 

risk for developing this disorder.

 Bulimia Nervosa

Bulimia nervosa is an eating disorder in which an individual has recurring episodes of binge eating, typically followed 

by purging behaviour such as self-induced vomiting, in an effort to prevent weight gain from the excessive food 

consumed. Individuals with bulimia nervosa closely resemble those with anorexia nervosa in their obsession with the 

way they perceive their body and size, and their desire to lose weight. Individuals with this disorder will typically fall 

within normal or overweight body weight range, and will commonly restrict their diet to low calorie or “diet” food on 

most occasions.

 Binge-Eating Disorder

Binge eating disorder is characterised by recurring episodes in which an individual eats in a set period of time, a great 

deal more than most individuals would consume in a similar time period and under similar circumstances. In binge-

eating disorders, like bulimia nervosa, the individual feels a loss of control during a binge episode, as if they are 

unable to control what or how much they eat. They may also feel that once they have started eating they are unable to 

stop. The type of food consumed during a binge period can vary, and the focus tends to be more on the amount of food 

consumed rather than the specific items being eaten.

8.7 Feeding and Eating Disorders 
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Gender dysphoria refers to the emotional and mental distress that comes from feeling that your physical body does not 

reflect your true gender. "Dysphoria" means feelings of dissatisfaction, anxiety, and depression. In gender dysphoria, the 

discomfort an individual feels with their male or female body can be so intense that it can interfere with the way they 

function in everyday life, for instance at school or work or during social activities. Gender dysphoria used to be referred to 

as “gender identity disorder.” But the clinical name has been changed in the DSM-5, as it has been recognised that the 

dysphoria, or feelings of stress, anxiety and depression, are the clinical problem, and not the mismatch between an 

individual's physical body and their internal sense of gender.

8.8 Gender Dysphoria (Gender Identity Disorder)  

 Delirium

Delirium is characterised by a disturbance in an individual's awareness of their environment, ability to focus and shift 

attention, and confused thoughts. There are a number of different types of delirium – medication-induced delirium, 

substance-withdrawal delirium, delirium due to another medical condition, or delirium due to multiple aetiologies. 

The disturbances in attention, awareness and thought develop over a short period of time, usually between a few 

hours to a few days. The disturbances can also fluctuate during the course of the day, and are typically worse during 

night time.

 Major and Mild Neurocognitive Disorders (Dementia) 

The DSM-5 has replaced the term “dementia” with “major and mild neurocognitive disorders” (NCDs). This was done 

in an effort to reduce the stigma attached to the term “dementia.” However many clinicians and organisations will 

likely continue to use the term dementia as their patients are accustomed to it. 

Major and mild neurocognitive disorder sit on a spectrum of cognitive (thought) and functional impairment. NCDs are 

characterised by a decline in cognitive function from a previous level of performance in one or more areas of an 

individual's life. This can include an individual's memory, language skills, planning, learning, reasoning and judgment 

abilities. Major NCDs correspond to the condition also known as dementia, with significant cognitive decline present. 

Mild NCDs have similar symptoms to major NCDs, but the cognitive decline is modest rather than severe.

 Major or Mild Neurocognitive Disorder due to Alzheimer's Disease (Alzheimer's Dementia) 

Alzheimer's disease is a neurocognitive disorder (either major or minor, depending upon its severity) that has a 

gradual onset and progression in cognitive impairment.

 Major or Mild Neurocognitive Disorder due to HIV Infection (HIV Associated Dementia) 

HIV is a disease caused by infection with human immunodeficiency virus (HIV). The illness alters the immune 

system, making individuals much more vulnerable to infections and diseases. The HIV infection can eventually lead to 

acquired immune deficiency syndrome (AIDS). Individuals with HIV may develop major or minor neurocognitive 

disorder (NCD), also referred to as HIV associated dementia.

 Major or Mild Neurocognitive Disorder due to Parkinson's Disease (Parkinson's Disease Dementia) 

Parkinson's disease is a degenerative neurological disorder that is caused by decreased dopamine production in the 

brain. It causes tremors, muscle stiffness, slowness of movement, and poor balance and mobility. Although the 

disease predominantly causes physical symptoms, problems with cognitive function, including forgetfulness and 

difficulty with concentration, may arise later. As Parkinson's disease progresses, some individuals may develop major 

or mild neurocognitive disorder due to Parkinson's disease, also known as Parkinson's disease dementia.

 Major or Mild Neurocognitive Disorder due to Huntington's Disease (Dementia due to Huntington's 

Disease) 

Huntington's disease is a neurodegenerative genetic disorder that affects muscle coordination as well as cognitive 

and behavioural changes. The earliest symptoms are often subtle psychiatric and cognitive changes rather than 

physical motor symptoms. Motor symptoms can include lack of coordination and an unsteady way of walking, as well 

as uncoordinated, jerky body movements. Physical abilities gradually worsen until coordinated movement becomes 

difficult. Generally cognitive impairments tend to increase in severity as Huntington's disease progresses, and many 

individuals develop major or mild neurocognitive disorder, or dementia, due to Huntington's disease.

8.9 Neurocognitive Disorders
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 Intellectual Disabilities (Intellectual Developmental Disorder) 

Intellectual disability is characterised by significant limitations in both intellectual functioning and abilities, and 

adaptive function and behaviour, which covers many everyday social and practical skills. The disability originates 

during the developmental period, so during early childhood or adolescence. Limitations in intellectual abilities refers 

to intellectual functions that include problem solving, practical understanding, reasoning, learning from example or 

instructions, and abstract thinking. This can include verbal communication, working memory and perceptual 

reasoning.

 Autism Spectrum Disorder 

Autism spectrum disorder is characterised by a limited ability to communicate and interact with others, as well as 

restricted repetitive behaviours, interests and activities. Autism spectrum disorder is now defined by the DSM-5 as a 

single disorder that includes disorders that were previously considered separate - autism, Asperger's syndrome, 

childhood disintegrative disorder and pervasive developmental disorder not otherwise specified. The term 

"spectrum" refers to the wide range of symptoms and severity. Although the term "Asperger's syndrome" is no longer 

in the DSM-5, some people still use the term, which is generally thought to be at the mild end of autism spectrum 

disorder. Severity for autism spectrum disorder is measured depending on the level of support required for both social 

communication and restricted, repetitive behaviours.

 Attention-Deficit / Hyperactivity Disorder 

Attention-deficit / hyperactivity disorder (ADHD) is characterised by a pattern of inattention and / or hyperactivity-

impulsivity that interferes with an individual's functioning or development. The disorder begins in childhood, and 

several of the symptoms should be present before the age of 12 in order for a diagnosis to be made. Inattention can 

manifest as not being able to focus on a specific task, being unable to concentrate, and being disorganised. This 

inattention is not due to a lack of comprehension of the work being done, or due to defiant behaviour. Hyperactivity 

refers to excessive physical activity when it is not appropriate, or excessive talking or fidgeting. Impulsivity refers to 

hurried decisions or actions that happen without prior thought, and that could be potentially harmful to the individual.

 Tic Disorders 

Tic disorders are classified into four categories; Tourette's disorder, persistent (chronic) motor or vocal tic disorder, 

provisional tic disorder, and other specified and unspecified tic disorders. The types of tic disorders are classified 

according to hierarchy, with Tourette's syndrome at the highest level having both vocal and motor tics present. There 

are two types of tics - motor tics and vocal tics. These rapid movements (motor tics) or uttered sounds (vocal tics) 

occur suddenly during what is otherwise normal behaviour, and are usually involuntary. 

8.10 Neurodevelopmental Disorders 

 Obsessive-Compulsive Disorder

Obsessive-compulsive disorder, also known as OCD, is characterised by both obsessions and compulsions. 

Obsessions are repetitive thoughts, images or urges that an individual experiences (for example, constant thoughts 

of germs or contamination present everywhere you go.) These obsessions are not voluntary, and typically they cause 

the individual experiencing them great anxiety. The individual then tries to suppress these obsessions through 

compulsive behaviours. Compulsions are repetitive behaviours, or mental acts, that the individual feels compelled to 

perform in response to an obsession (for example, compulsively washing your hands and ensuring surfaces are free 

from germs.) The aim of the compulsion is to try and minimise the distress caused by the obsessive thought, or to 

prevent the feared event that will happen if the compulsive action is not performed. 

 Body Dysmorphic Disorder 

Body dysmorphic disorder (formerly known as dysmorphophobia) is an obsession with one or more perceived flaws or 

defects in an individual's physical appearance. The individual typically believes that these flaws or defects look ugly, 

unattractive or even deformed, even though these perceived flaws are slight or not noticeable to others. The intensity 

of the perceived flaws may vary, from an individual believing they are “ugly” or “unattractive”, to them describing 

their appearance as “hideous” or “monstrous.” This obsession can be focused on one or more parts of the body, such 

as the skin, hair, nose, eyes or teeth.

8.11 Obsessive Compulsive and Related Disorders 
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 Trichotillomania (Hair-Pulling Disorder) 

Trichotillomania, or hair-pulling disorder, is a disorder in which an individual repeatedly and compulsively pulls his or 

her own hair out. Hair pulling can occur from any region of the body, such as scalp, eyebrows, face or even pubic 

areas. The hair pulling areas may vary over time. Hair pulling episodes can occur in brief periods throughout the day, 

or during less frequent but lengthier episodes that can continue for hours. Such hair pulling can continue for months 

or years.

 Excoriation (Skin-Picking) Disorder

Excoriation, or skin picking disorder, is a disorder in which an individual repeatedly picks at their own skin. The skin 

picking can be from areas such as the face, arms and hands, but it can include multiple body areas. The individual may 

pick at healthy skin, or at pimples, lesions, or scabs from pervious picking. The skin picking can be done with the 

individual's fingernails, but it can also be done with objects such as tweezers, pins or other objects. The individual 

may also bite, squeeze or rub the skin. This picking behaviour typically takes up a significant amount of time out of the 

individual's day, sometimes up to several hours.

 General Personality Disorder 

Each individual has certain personality traits that are exhibited in how they perceive, think about and relate to their 

environment and themselves. These traits are often exhibited in specific behaviour in both social and personal 

contexts. However, for some individuals these personality traits may be inflexible, maladaptive or cause distress or 

impairment to themselves or others, and this kind of behaviour can constitute a personality disorder. Personality 

disorders are characterised by behaviour and feelings that differ greatly from the accepted cultural norm, and this can 

manifests in thought patterns, emotions, interpersonal relationships, or impulse control. These patterns of behaviour 

or feelings are long term, and are visible in all aspects of the individual's life.

 Schizoid Personality Disorder 

Schizoid personality disorder is characterised by a persistent detachment from social relationships, and a restricted 

range of emotional expression in social settings. Individuals with this disorder appear to have no desire for intimacy, 

and they may not be interested in forming new relationships, or appear to get much pleasure from being part of a 

social or family group. These individuals will almost always prefer to spend time on their own rather than with others. 

Typically individuals with this disorder will also appear to find little enjoyment in most activities. This can include 

sensory, bodily or interpersonal experiences, such as having sex.

 Schizotypal Personality Disorder 

An individual with schizotypal personality disorder has great difficulty in establishing and maintaining close 

relationships with others. Individuals with this disorder may experience extreme discomfort within such 

relationships, and therefore have less of a capacity for them. Individuals with this disorder usually have cognitive or 

perceptual distortions as well as eccentricities in their everyday behaviour. Individuals with schizotypal personality 

disorder often have ideas of reference, which are incorrect interpretations of casual incidents and external events as 

having a particular and unusual meaning specifically for them. They may also be very superstitious, and believe in the 

supernatural and other magical phenomena which is not part of their cultural norm. They may be overly suspicious of 

others, thinking that people are plotting against them. Eccentricities may also be exhibited in the way an individual 

speaks, or in the way they dress.

 Antisocial Personality Disorders

Antisocial personality disorder is characterised by a persistent pattern of violation and disregard of the rights of 

others, and this behaviour begins in childhood or early adolescence. This disorder has also been referred to as 

psychopathy or sociopathy. Antisocial personality disorder can only be diagnosed if the individual is 18 years or older, 

however they must have a history of displaying some of the symptoms of conduct disorder before this age, which then 

continue into adulthood. Individuals with antisocial personality disorder repeatedly perform acts that go against 

societal norms and they may disregard or break the law on more than one occasion. They may engage in behaviour 

such as destroying property, physically assaulting or abusing others or theft.

8.12 Personality Disorders
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 Borderline Personality Disorder 

Borderline personality disorder is characterised by a deep fear of real or imagined abandonment, as well as intense 

and volatile relationships, an unstable self-image, and emotional instability. Individuals with this disorder experience 

intense abandonment fears, and may react with inappropriate anger or fear when faced with even realistic time-

limited separation. The individual may associate abandonment with their own perceived negative behaviour, and feel 

that being left alone implies that they are “bad.”  Their efforts to avoid abandonment can become extreme, and lead 

to self-mutilation or suicide. Individuals with this disorder may idealise their caregivers or lovers, but they can just as 

easily switch to devaluing them, if the individual feels they are not receiving enough attention or care. This 

devaluation can lead to extreme anger and verbal outbursts when they feel neglected or uncared for. Another 

common trait of borderline personality disorder is that the individual has an unstable self-image.

 Histrionic Personality Disorder 

Histrionic personality disorder is characterised by persistent and excessive emotional behaviour, as well as attention 

seeking behaviour. This behaviour begins by early adulthood and will manifest in a variety of ways. Individuals with 

histrionic personality disorder feel the need to be the centre of attention at all times, otherwise they feel 

uncomfortable or unappreciated. If the individual is not the centre of attention, they may engage in behaviour 

designed to draw attention to themselves, such as making up stories, or creating a scene through dramatic behaviour. 

The individual may also behave in a sexually provocative and flirtatious manner towards others, even if the individual 

does not have a sexual interest or attraction towards the person, and this behaviour is often socially and 

professionally inappropriate.

 Narcissistic Personality Disorder 

Narcissistic personality disorder is characterised by the individual exhibiting a grandiose sense of self-importance, a 

constant need for admiration and praise of their accomplishments, and a lack of empathy for others. These 

behaviours typically begin to manifest in early adulthood. Individuals with this disorder typically feel that they are 

superior to others in their capabilities and accomplishments, and expect to be recognised and praised for their 

perceived superiority. They may view themselves as being “unique” or “special” in comparison with other people, and 

expect to be treated as such. Individuals with this disorder have a strong sense of entitlement, and may feel that they 

are entitled to praise, recognition or other rewards even when their behaviour or accomplishments do not in fact 

warrant this.

 Avoidant Personality Disorder 

Avoidant personality disorder is characterised by a persistent pattern of social inhibition, hypersensitivity to negative 

criticism and feelings of inadequacy. This behaviour typically begins to manifest in early adulthood, and can be visible 

in a variety of ways. Individuals with avoidant personality disorder will actively try to avoid situations in a social or 

work context in which they fear there is chance of rejection, disapproval or criticism. They will also typically avoid 

making new acquaintances or friends unless they feel certain of being liked and accepted without the possibility of 

criticism.

 Dependent Personality Disorder

Dependent personality disorder is characterised by an excessive need to be taken care of, and obsessional fears of 

being separated from loved ones or caregivers. Individuals with this personality disorder typically have great difficulty 

making every day decisions for themselves, such as what to wear or what to order in a restaurant. They often also 

require a loved one or caregiver to take responsibility for their decisions in major areas of their lives, such as where 

they should stay, or what their career should be. The individual will typically require a great deal of reassurance and 

advice from others, and may be wary of expressing disagreement with others for fear of losing their support or 

approval. Individuals with dependant personality disorder may have difficulty doing tasks or activities on their own, as 

they lack self-confidence in their own judgment or abilities.

 Obsessive-Compulsive Personality Disorder 

Obsessive-compulsive personality disorder is characterised by a preoccupation with rules, perfectionism, order and 

personal control. This behaviour often comes at the expense of efficiency and flexibility, and can be present in a 

variety of contexts. This should not be confused with Obsessive-Compulsive Disorder, or OCD, which revolves around 

true obsessions and compulsions. Individuals with this disorder are obsessed with rules, lists, schedules and 

organisation, often to the extent that the major point of the activity is lost. For example, they could spend so long 

trying to write the “perfect” schedule, that the activities on the schedule are never performed. The individual will also 

often display a level of perfectionism that interferes with the completion of tasks, as they are unwilling or unable to 

complete something unless it meets their unrealistically high expectations of perfection.
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 Brief Psychotic Disorder 

Brief psychotic disorder is a sudden, short-term display of psychotic behaviour, such as hallucinations or delusions. A 

psychotic episode lasts for a short period of time, and afterwards the individual returns to the same level of 

functionality as before the episode. Individuals experiencing brief psychotic disorder may feel overwhelming 

confusion during and after a psychotic episode, and supervision may be needed to ensure safety and adequate self-

care during an acute episode.

 Schizophrenia 

Schizophrenia is disorder characterized by a withdrawal from reality, illogical patterns of thinking, delusions and/or 

hallucinations, and accompanied in varying degrees by other emotional, behavioural, or intellectual disturbances. 

They symptoms of individuals with schizophrenia may vary greatly from one another, as the disorder may present 

differently in each person. The symptoms of schizophrenia usually make achieving educational progress and 

maintaining employment very difficult. The typical age of onset for schizophrenia is early to mid-twenties. The onset 

of the disorder may in some cases be abrupt, but in most cases it is gradual.

 Schizoaffective Disorder 

Schizoaffective disorder is a condition in which a person experiences a combination of schizophrenia symptoms — 

such as hallucinations or delusions — and mood disorder symptoms, such as mania or depression. Individuals who 

have schizoaffective disorder may often be wrongly diagnosed as having either schizophrenia or bipolar mood 

disorder because of the overlapping symptoms. One of the criteria's for diagnosing schizoaffective disorder, is that a 

major mood episode (either mania or major depression) must be present for the majority of the illness.

 Substance / Medication-Induced Psychotic Disorder 

Substance / medication-induced psychotic disorder is defined as a psychotic episode in which an individual 

experiences hallucinations and / or delusions, as a direct result of a substance / medication that they have taken. 

Psychotic symptoms may also appear as a result of withdrawal from substances / medications.  Substance / 

medication-induced psychosis typically manifests during or soon after exposure to the substance. The symptoms 

usually begin to subside once the substance / medication begins to leave the individual's system. However, with 

certain drugs this can take days or even weeks.

8.13 Schizophrenia Spectrum and other Psychotic Disorders

Sleep-wake disorders encompass 10 disorders or disorder groups: narcolepsy, insomnia disorder, breathing-related sleep 

disorders, hyper-somnolence disorder, circadian rhythm sleep-wake disorders, restless legs syndrome, rapid eye 

movement (REM) sleep behaviour disorder, and substance / medication-induced sleep disorder. Although the specific 

symptoms of these disorders may vary, individuals with these disorders typically complain about the quality, timing and 

amount of sleep they get on a nightly basis. The daytime distress and impairment caused by lack of quality sleep are core 

features shared by all of the disorders. Sleep disorders are often accompanied by depression, anxiety, and mental 

changes. Persistent sleep disturbances are an established risk for the development of mental illness and substance abuse 

problems.

8.14 Sleep-Wake Disorders

Somatic symptom disorder is characterised by the individual experiencing physical symptoms that suggest physical illness 

or injury, for example chronic pain. However these symptoms cannot be fully explained by a general medical condition or 

by the direct effect of a substance, and are not attributable to another mental disorder. Usually in such cases medical test 

results are either normal or do not explain the individual's symptoms. Individuals with somatic symptom disorder also 

experience extreme anxiety and worry about their symptoms and health, and this worry is often out of proportion with the 

severity of the physical complaint. It is important to note that somatic symptom disorder should not be diagnosed simply 

because no other physical or medical cause for the somatic symptom has been found.

8.15 Somatic Symptoms and Related Disorders
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Substance use disorder refers to symptoms of impaired cognitive, behavioural and psychological functioning as a direct 

result of the use of one or more substances. There are currently 10 substances that fall under the DSM-5 definition of 

substance use disorder – alcohol, cannabis, hallucinogens, caffeine, opioids, hypnotics, inhalants, stimulants, tobacco and 

anxiolytics. Each of these substances have potentially different effects and symptoms when taken in excess, but they all 

activate the reward system of the brain, making them potentially addictive. In order to make a diagnosis, certain factors 

regarding the individual's substance use are considered. Substance use disorder can vary in severity from mild to severe 

based on the number of symptoms present.

8.16 Substance-Related and Addictive Disorders

 Posttraumatic Stress Disorder 

In posttraumatic stress disorder, or PTSD, specific mental and emotional symptoms develop after an individual has 

been exposed to one or more traumatic events. The traumatic event experienced can range from war, as a combatant 

or a civilian, physical attack or assault, sexual violence, childhood physical or sexual abuse, natural disasters or a 

severe car accident. The traumatic events do not have to be experienced first-hand for the individual to develop 

PTSD, it can also develop as a result of witnessing a traumatic event, or through indirect exposure – when a traumatic 

event happens to a close friend or relative. Symptoms of PTSD can include distressing memories or dreams of the 

traumatic event, an avoidance of anything that is a reminder of the event, flashbacks of the event, as well as mood 

changes such as becoming more irritable, aggressive or hyper vigilant. In young children, developmental regression 

such as loss of language may occur.

 Acute Stress Disorder 

In acute stress disorder, a specific set of mental and emotional symptoms develop, that last between three days and 

one month, following one or more traumatic experiences. The traumatic event experienced can range from war, as a 

combatant or a civilian, physical attack or assault, sexual violence, childhood physical or sexual abuse, natural 

disasters or a severe car accident. The traumatic events do not have to be experienced first-hand, acute stress 

disorder can also develop as a result of witnessing a traumatic event, or through indirect exposure – when a traumatic 

event happens to a close friend or relative.

8.17 Trauma and Stressor Related Disorders

 Down Syndrome

Down syndrome is a genetic disorder, associated with the presence of an extra chromosome 21. It affects 

approximately 1 in 800 live births, although there is considerable variation worldwide. Down syndrome usually causes 

varying degrees of intellectual and physical disability and associated medical issues.

 Foetal Alcohol Syndrome

Foetal alcohol syndrome is a condition that results from alcohol exposure during the mother's pregnancy. Foetal 

alcohol syndrome can cause brain damage, behavioural and growth problems. The problems caused by foetal alcohol 

syndrome vary from child to child, but defects caused by foetal alcohol syndrome are irreversible. Common 

symptoms include below-average height and weight, a smooth ridge between the upper lip and nose, small eyes, a 

very thin upper lip, hyperactivity and poor coordination.

8.18 Important Terms Not Included as DSM-5 Diagnoses
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 Postpartum Depression

A potentially serious condition that occurs within six months after childbirth in which a woman feels extreme 

sensations of sadness, despair, anxiety and / or irritability. Differs from “baby blues” in intensity and duration. 

Postpartum depression often keeps a woman from doing the things she needs to do every day. Symptoms can include 

feeling worthless, hopeless or overly guilty, feeling restless, irritable or anxious, having thoughts about hurting 

herself or worrying about hurting her baby.

 Postpartum Psychosis

A rare but serious mental illness that can affect mothers within the first six months after childbirth. A mother may lose 

touch with reality, often having hallucinations and delusions focused on the baby. Other symptoms include severe 

insomnia, paranoia, agitation and restlessness. Homicidal and suicidal thoughts may also occur in serious cases. This 

condition poses significant danger to both the baby and the mother's safety and should be managed as a medical 

emergency requiring hospitalisation of the mother.

In addition to the various disorders listed in section 8, there are also many words and terms that are often used in relation 

to mental health. Below is a list of common mental health terms and their definitions.

 Advocacy

Is the act of speaking on the behalf of or in support of another person or certain group of people. In mental health, 

advocacy plays a vital role in making sure that persons with mental illness's rights are respected and protected and 

that they enjoy all their rights like anyone else.

 Catatonic

A marked psychomotor disturbance that may involve stupor or mutism, negativism, rigidity, purposeless excitement 

and inappropriate or bizarre posturing. 

 Co-occurring / Comorbidity

The existence of two or more illnesses, whether physical or mental, at the same time in a single individual. For 

example, having Bipolar Disorder and a substance use disorder at the same time. 

 Community-based care

Community-based mental health care is a deinstitutionalised system of mental health care, or other services for 

people with mental illnesses. Community-based care is designed to supplement and decrease the need for more 

costly inpatient mental health care delivered in hospitals, and to make it easier for mental health care users to remain 

part of their communities.

 Clinical Psychologist

A clinical psychologist is a professional with a doctoral degree in psychology who specialises in therapy.

 Delusion

A belief that is false, fanciful or derived from deception. A false belief strongly held in spite of evidence that it is not 

true, especially as a symptom of a mental illness.

 Diagnosis

Diagnosis refers to the process of identifying an illness or ailment based on symptoms and presentation. Diagnosis of 

mental health disorders may involve a process of looking at an individual's symptoms, thoughts, feelings and 

behaviour patterns.

 Discrimination

Discrimination refers to treating a person or particular group of people differently, or in a worse way than other 

people, because they have a mental illness, mental disorder or an intellectual disability. 

 DSM-5 

The Diagnostic and Statistical Manual of Mental Disorders. The standard classification of mental disorders used by 

mental health professionals. Published by the American Psychiatric Association, the fifth edition was published in 

2013. 

9. COMMONLY USED TERMINOLOGY 
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 Early Intervention

Early intervention refers to diagnosing and treating mental illnesses early in their development. Studies have shown 

early intervention can result in higher recovery rates. However, many individuals do not have the advantage of early 

intervention because the stigma of mental illness and other factors keep them from pursuing help until later in the 

illness' development.

 Empowerment

Giving people the skills, knowledge and power to allow or enable them to be more responsible for their own lives, 

health and care.

 Hallucination 

A distortion in a person's perception of reality. A hallucination may be a sensory experience in which a person can see, 

hear, smell, taste, or feel something that is not there, but which they experience as being real. 

 Impairment 

A loss or abnormality resulting in problems in mental, physical or emotional functioning.

 Involuntary admission

Involuntary admission refers to a case where an individual is hospitalised by an application for involuntary admission 

as per the Mental Health Care Act 17 of 2002 by a concerned person/s (relative, partner, friend) to a hospital facility 

registered to treat individuals who are in need of involuntary mental health treatment and care – such individuals 

must pose a danger to themselves and / or others and refuse treatment, and must be deemed unable to provide 

informed consent to receive treatment and care.

 Mental Disabilities 

When referring to persons with “mental disabilities,” the term is used as an umbrella term for persons with 

psychosocial and intellectual disabilities. 

 Mental Health

The condition of being mentally and emotionally sound and well adjusted, characterised by the absence of a mental 

disorder and by adequate adjustment. Individuals with sound mental health feel comfortable about themselves, have 

positive feelings about others and exhibit an ability to meet the demands of life.

 Mental Health Services

Diagnostic, treatment and preventive services that help improve the way individuals with mental illness feel, both 

physically and emotionally, as well as the way they interact with others. These services also intervene on behalf of 

those who have a strong risk of developing a mental illness.

 Mental Illness

The term mental illness refers to a wide range of mental health conditions and disorders that affect an individual's 

mood, thinking and behaviour. Examples of mental illness include depression, anxiety disorders, schizophrenia and 

eating disorders. While most people may experience a mental health problem during a difficult or stressful period of 

time in their lives, a mental health problem becomes a mental illness when ongoing signs and symptoms cause 

frequent stress and affects your ability to function. 

 Mental Health Care User

A person receiving care, treatment and rehabilitation services or using a mental health service at a health 

establishment aimed at enhancing the mental health status of an individual.

 Mental Health Society 

South Africa has 17 Mental Health Societies, who deliver direct, frontline community-based mental health services in 

communities across South Africa. Collectively, these 17 organisations, plus the National Office, make up the SA 

Federation for Mental Health.

 Mental Wellbeing

Mental wellbeing is defined as a positive mental state which enables an individual to function in society and meet the 

demands of everyday life; people in good mental health have the ability to recover effectively from illness, change or 

misfortune.
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 Observation

Observation, or psychological screening, is a process of gathering information about a person within a mental health 

service, with the purpose of making a diagnosis. This assessment is usually the first stage of a treatment process, but 

psychiatric assessments may also be used for various legal purposes. The assessment typically includes social and 

biographical information, direct observations, and data from specific psychological tests.

 Protective Workshop 

Protective workshops were first established with the purpose of providing rehabilitation services and work 

opportunities for persons with psychosocial and intellectual disabilities, who due to the nature of their disability were 

experiencing barriers in accessing the open labour market. The establishment of these workshops was seen as one of 

the measures to advance the independent living of persons with disabilities within their local communities. In most of 

these protective workshops people will get paid a weekly stipend. The type of work done at a protective workshop will 

vary from workshop to workshop. Typical jobs include gardening, crafts, bead work, carpentry or contract work. 

Contract work is when companies will contract a protective workshop to make some of their products. For example - 

coat hangers.

 Psychiatry

The branch of medicine that deals with the science and practice of treating mental, emotional or behavioural 

disorders.

 Psychiatrist

A psychiatrist is a medical doctor who specialises in emotional, behavioural, or mental disorders.

 Psychology

Psychology is the study of the mind and behaviour. The discipline embraces all aspects of the human experience — 

from the functions of the brain to the actions of nations, child development to care for the aged, scientific research 

centres to mental health care services.

 Psychosis

A serious mental disorder characterised by losing contact with reality, often accompanied by hallucinations or 

delusions, causing deterioration of normal social functioning.

 Psychosocial Disability

Psychosocial disability is an internationally recognised term under the United Nations Convention on the Rights of 

Persons with Disabilities, used to describe the experience of people with impairments and participation restrictions 

related to mental health conditions. These impairments can include a loss of ability to function, think clearly, 

experience full physical health, and manage the social and emotional aspects of their lives. Psychosocial disability 

relates to the 'social consequences of disability' - the effects on someone's ability to participate fully in life as result of 

mental ill-health. Those affected are prevented from engaging in opportunities such as education, training, cultural 

activities, and achieving their goals and aspirations. Not everyone with a mental illness will have a level of impairment 

that will result in a psychosocial disability.

 Psychotherapy 

Psychotherapy is the treatment of mental and emotional disorders through the use of psychological techniques 

designed to encourage communication of conflicts and insight into problems, with the goal being relief of symptoms, 

changes in behaviour leading to improved social and vocational functioning, and personality growth. There are many 

specific types of psychotherapy, each with its own approach. Psychotherapy is also known as talk therapy, 

counselling, psychosocial therapy or, simply, therapy.

 Psychotropic Medication / Psychiatric Medication

Medication prescribed to treat mental illness or the symptoms of a mental illness, such as antidepressants. 

 Recovery

A process by which people who have a mental disorder are able to work, learn and participate fully in their 

communities. For some individuals, recovery is the ability to live a fulfilling and productive life despite a disability. For 

others, recovery implies the reduction or complete remission of symptoms. Recovery does not necessarily mean 

being 'cured.'
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 Relapse

A relapse refers to a period in which an individual's symptoms worsen. A relapse may lead to hospitalisation or other 

serious consequences. Typically the most common cause of relapse is stopping medication, but relapses can happen 

even if an individual is taking their medication as prescribed.

 Residential Care 

Residential care refers to a facility that provides custodial care to persons who, because of physical, mental, or 

emotional disorders or disabilities, are not able to live independently.

 Resilience

An ability to recover from or adjust easily to significant challenges in life such as misfortune or change.

 Screening

A brief formal or informal medical assessment to identify individuals who have mental health problems or are likely to 

develop such problems. If a problem is detected, the screening can also determine the most appropriate mental 

health services for the individual.

 Stigma

Stigma is a strong feeling of disapproval that people in a society have about something which they view to be wrong or 

undesirable. The stigma attached to having a mental illness for example may lead to discrimination and abuse.

 Substance Abuse

The inappropriate use of and possibly addiction to illegal and legal substances including alcohol and prescription and 

non-prescription drugs. 

 Substance-related Disorders

Problems related to the abuse of alcohol, nicotine, caffeine and drugs. 

 Suicidal Ideation

Suicidal ideation refers to having thoughts of taking one's own life.

 Treatment compliance 

Treatment compliance describes the degree to which a person correctly follows the treatment guidelines set by their 

doctor. This can refer to medication compliance, medical device use, and self-care or therapy sessions.

 Treatment resistant 

Treatment resistant refers to a case in which an individual is resistant to all treatments, and their symptoms do not 

improve regardless of different treatment interventions. In some cases a person may appear to be treatment 

resistant simply because they have not yet found the right psychotropic medication that works for them. 

 Voluntary admission

Voluntary admission refers to choosing or consenting to receiving treatment in a hospital (either public or private) 

that provides mental health care services.
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