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ANNOUNCEMENT

anofi has been sponsoring the “SANOFI PSYCHIATRY 
DEVELOPMENT AWARD” for three consecutive 
years. The sponsorship is in partnership with the 
Heads of academic Departments of Psychiatry at 
the Universities of Cape Town, Free State, KwaZulu 

Natal, Sefako Makgatho Health Sciences University, Pretoria, 
Stellenbosch, the Witwatersrand and the Walter Sisulu 
University

THE AWARD (R50 000, IN PART OR FULL AMOUNT) 
IS OPEN TO ALL REGISTRARS AT ANY OF THE 
AFOREMENTIONED INSTITUTIONS AND TO JUNIOR 
CONSULTANTS WITHIN 3 YEARS OF SPECIALIST 
REGISTRATION. THE PURPOSE IS TO SUPPORT 
RESEARCH AND RESEARCH-RELATED ACTIVITIES. 
THE BASIS OF FINANCIAL SUPPORT INCLUDES 
COMPLETION OF HIGHER DEGREE RESEARCH 
PROJECTS, ATTENDANCE AT CONFERENCES TO 
PRESENT SUCH RESEARCH, OR PARTICIPATION IN 
WORKSHOPS TO FACILITATE SKILLS ACQUISITION 
RELEVANT TO THE RESEARCH. 

Applications are submitted annually to Sanofi, and 
thereafter distributed to the Heads of Departments for 
adjudication. Their decision is final. The award may be 
made in full to one applicant or in part to a range of 
applicants. On completion of the project recipients are 
required to submit a full report to Sanofi and to the Heads 
of Departments. 

APPLICATIONS ARE OPEN FROM 1st JULY 2015 
AND CLOSE ON 30th JUNE 2016.

For further details contact: Greg Sinovich, 082 449 9844
Greg.Sinovich@sanofi.com
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Counseling
and Education

The Health Impact Pyramid
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REPORT





Order your copy by email to:
sales@acrodile.co.ke  at a special 
discounted price of USD 12  
(40% discount) per copy plus 
postage at cost.
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THE MOLECULAR BIOLOGY AND 
BIOCHEMISTRY OF PSYCHIATRIC ILLNESS

Contrasting the pathophysiologies of mental 
health disorders with other disease phenotypes 
reveals the enormity of the problem faced by 
researchers. At one end of the spectrum there are 
monogenic disorders like sickle cell disease. While 
the biochemistry and thermodynamics of protein 
folding is certainly complicated the chain of events 
leading to the disease trait is not. A point mutation 
in the 6th codon of the beta globin gene causes 
a glutamic acid to valine substitution, protein 
folding is impacted, erythrocyte morphology is 
abnormal and so on, eventually giving the disease 
phenotype. For more complex polygenic diseases 
for example diabetes mellitus, hypertension and 
others, disentangling the mechanistic processes is 
more challenging. At the other end of the spectrum 
are the psychiatric illnesses. These are the most 
complex of all; the term complexity is used here 
to describe the systems and levels of biological 
organization involved in generating the phenotype. 
The reductionist approach, while providing an entry 
into examining the molecular pathology, can only 
take one so far. There is still no identifiable causal 
relationship between a single gene that is either 
necessary or sufficient for a particular psychiatric 
disease phenotype. 

There are many examples illustrating the 
biocomplexity of psychiatric disease. Prof H. Sive 
(MIT), in a recent seminar (August 2015, Sydney 
Brenner Institute for Molecular Biosciences, Wits 
University) described 25 genes at locus 16p11.2 
that are associated with mental health and other 
disorders (including psychotic and anxiety disorders), 
collectively called the “16p syndrome”. At least 
two or more genetic variants were required for a 
particular symptom. 

Molecular pathology research in psychiatry often 
takes a more comprehensive approach and 
Genome Wide Association Studies (GWAS, see Box 
1) are the order of the day. Data published by the 
Schizophrenia Working Group of the Psychiatric 
Genomics Consortium described “Biological insights 
from 108 schizophrenia-associated genetic loci” 
(Nature, 2014, Vol 511, p 421-427.). While there is 
undoubtedly an inherited genetic component, 
variations at any single locus, or even combinations 
of loci, are insufficient to explain the psychiatric 
symptoms. The complexities of mental health 
phenotypes are not being captured by traditional 
genetics. The question then arises, with the acquisition 
of more and more genetic and genomic data is 
it ever going to be possible to explain psychiatric 
conditions in terms of molecular networks of genes 
or proteins? This is a fundamental question that 
extends beyond psychiatry and medicine to all 
biology disciplines.

THE GENOTYPE-PHENOTYPE MAP

In some cases, such as the sickle cell example 
above, the genotype-phenotype map is clear. 
However, as the number of molecular components 
and the interactions between them increases the 
mechanistic basis for a disease phenotype becomes 
exponentially more complex. In addition, there are 
levels of information organisation that can potentially 
be impacted. Starting at the simple gene level, 
there are variations (mutations, insertions, deletions, 
copy number) at a particular locus. These can be 
impacted at a genomic level by regulatory regions, 
chromatin folding and transcriptional control all of 
which themselves vary. RNA variants arise because 
of differences in transcription rates, epigenetic 
changes, secondary molecular structures, alternate 
splice sites and copy number, all of which may 
affect translation, post-translational modifications 
and protein folding. Another level of information 
can be found in the enormous number of potential 
protein-protein interactions, which are the engine 
behind cellular functions. The potential for variation 
and stochasticity at a sub-cellular level is immense 
and occurs prior to any cellular communication or 
connectivity is played out. 

THE NEURONAL NETWORK IS ITSELF 
MUTABLE, PLASTIC AND CAPABLE OF A 
STAGGERING NUMBER OF POTENTIAL 
CELLULAR INTERACTIONS. WITH THESE 
LAYERS OF INFORMATION AND INHERENT 
VARIATIONS IN THE MOLECULAR, SUB-
CELLULAR AND INTERCELLULAR SYSTEMS 
IT IS HARDLY SURPRISING THAT THE 
CAUSAL CHAIN OF EVENTS BETWEEN 
START AND END POINTS (THE GENOTYPE 
AND PHENOTYPE) IS UNCLEAR. 

The conventional biochemistry and molecular 
biology approaches while helpful in directing 
researchers are unlikely to disentangle all the 
parameters. In simple traits reductionism has worked 
well. In complex pathologies a more innovative 
approach is required. 

EMERGENT PROPERTIES AND THE SYSTEMS 
BIOLOGY OF CONSCIOUSNESS

Systems biology as the name implies is tasked with 
examining the interactions between component 
parts as well as the properties of the biological system 
itself. These include the functional control of molecular 
pathways (via transcription factors or other regulatory 
proteins), protein-protein interactions (proteome and 
interactome), and nutrient exchange between cells, 
intercellular communication and many other levels 
of connectivity between a system’s components. In 
addition the system’s properties can be investigated 
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Prof. S Rataemane (Head, Department of Psychiatry) 
has been appointed to the Medical and Dental 
Professions Board  (HPCSA) for a 5 year term of 
office from the 1st July 2015 – 30th June 2020.  
The Professional Boards were inaugurated on the 
28th  September 2015.

 

Prof. S Rataemane
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Thymatron® System IV
The smart choice for all your ECT needs

SOLE DISTRIBUTOR OF

“Thymatron® System IV: 
The most advanced ECT device technically and operationally, with demonstrated superior safety and clinical effectiveness.”

Contact Us: admin@wavemed.co.za
Colleen - 082 8009717 - colleenc@wavemed.co.za 

Berenice - 082 3226607 - berenicek@wavemed.co.za 
Craig - 082 9449988 -  craigk@wavemed.co.za
Terry - 082 3226608 - terryk@wavemed.co.za

“Thymatron® Why Trust Anything Less?”
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AIMS AND OBJECTIVES OF THE  
SAUSA TRAINING COLLABORATION 
•  Differently resourced areas with  
  bidirectional learning

•  Long term relationships - driven 

•  Inclusive (academic and health institutions,   
  CAMHS, interdisciplinary, private and public,   
  utilizing creative art modalities in healing   
  process) 

•  Clinical and academic focus

•  Different levels of complexity to suit diverse   
  audience

•  Programme designed to allow clinicians to   
 attend for shorter periods because no   
 allocated educational leave typically

•  CAMH-F community to drive content and   
  format, NPO participation, 

•  Telemedicine to coordinate multi- site   
  participation

•  High quality knowledge and research to the   
  people who are doing work (broad base)

•  Marketing via a logo, social media (Wysetalk),  
  CAMH-F newsletter

REPORT

Some of the presenters at the inaugural SAUSA meeting starting from the back, 

Left to right: Dr Tamara Maresky (Khayelitsha Eastern Substructure, Western 

Cape), Prof David Pruit  (University of Maryland, Baltimore), Dr. Desmond Kaplan 

(Sheppard Pratt Hospital, Baltimore), Cheryl Blankenberg (Lentegeur Hospital, 

Western Cape), Dr. Rene’ Nassen (Lentegeur Hospital, Western Cape), Eunice 

Dube  (Sheppard Pratt Hospital, Baltimore), Naomi Botha. (Lentegeur Hospital, 

Western Cape), Anbrenthia Moos (Lentegeur Hospital, Western Cape), Dr. 

Bulelwa Mpinda (Lentegeur Hospital, Western Cape), Patti Prugh (Sheppard 

Pratt Hospital, Baltimore

Attendees at the day covering Trauma and PTSD
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GUIDING PRINCIPLES OF CAMH-F  
(including SAUSA collaboration)

•  Umbrella body
•  Connected by common interest and  
 not geography
•  Bottom-up
•  Action orientated
•  Agents of change
•  Innovative, 
•  Pool resources
•  Use technology
•  Collaborative Relationships
•  Leadership and mentoring to build  
 human resources
•  Bidirectional learning 
•  Process focus vs outcomes 
•  Advocacy for children’s mental health by  
 uniting forces
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SOUTH AFRICAN SOCIETY OF PSYCHIATRISTS: REPORT 





PRESENTATION

Table 9. Key aspects of social support and social integration27

Social support

Instrumental support Provision of material aid (e.g., financial assistance or assistance with daily tasks).

Informational support Provision of information that enables the individual to cope with current difficulties 
(e.g., advice and guidance).

Emotional support Expression of caring, empathy, reassurance and trust. It provides opportunities for 
expression of emotions and venting.

Social integration

Behavioural Engagement in a wide range of activities and/or relationships.

Cognitive Sense of commonality; identification with one’s social roles.



Table 10. 
Interventions to improve social connectedness27

Interventions to increase socialisation27

1.  Increasing the availability of social support within 

 existing social networks by improving individual 

 social skills or by building stronger ties to existing network

 members.

2.  Increasing social integration by creating and   

 nurturing close and peripheral ties between an  individual  

 and his or her community.

3.  Reducing negative interactions.

Skills required to make and manage friendships31,32

1.  Commonality and participation

•	 Recognising	shared	interests.

•	 Identifying	common	goals.

•	 Graceful	participation.

•	 Being	cooperative.

•	 Accepting	people	for	who	they	are	and	their	limitations.

•	 Being	open	to	include	others.

•	 Offering	trust-worthy	support.

2.  Sharing information about the other 

 & providing support

•	 Paying	attention	to	nonverbal	communication.

•	 Encouraging	 people	 to	 talk	 and	 knowing	 

 when to listen.

•	 Listening	to	and	respecting	feelings.

•	 Empathizing	with	another’s	perspective.

•	 Understanding	 when	 it	 is	 good	 to	 let	 a	 person	 

 unload their feelings and emotions in your company.

•	 Practising	compassion.

•	 Knowing	 how	 to	 help	 friends	 resolve	 problems	 

 by offering alternatives or steps in problem-solving.

3.  Sharing information about yourself &  

 seeking support

•	 Understanding	how	to	let	people	know	your	own		 	

 feelings, including your caring for them.

•	 Knowing	how	to	pace	self-disclosure	in	order	to	avoid		

 premature relationships or discomfort.

4.  Mutually respectful relationships

•	 Knowing	how	to	be	tactfully	assertive.

•	 Being	 aware	 to	 avoid	 inappropriate	 taking	 advantage	 

 of others, or allowing others to take advantage of you.













TABLE 1: SUD HYPOTHESES
HYPOTHESIS EVIDENCE
Self-medication – patients use substances to alleviate some or all of the 
symptoms of ADHD, as well as the impairments the symptoms impose on their 
lives

Negligible

Behavioural  inhibition- disposition towards novel sensation seeking behaviours Proven

Comorbidities – incorporates self-medication and behavioural inhibition Proven

Sensitization – Early use of stimulant medication may alter the dopaminergic 
pathway, making patients more susceptible to SUD in later years

Proven to be untrue*











Guy Goodwin
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INSTRUCTIONS TO AUTHORS
South African Psychiatry publishes original contributions that relate to South African 
Psychiatry. The aim of the publication is to inform the discipline about  the discipline and 
in so doing, connect and promote cohesion. 

The following types of content are published, noting that the list is not prescriptive or 
limited and potential contributors are welcome to submit content that they think might 
be relevant but does not broadly conform to the categories noted:

LETTERS TO THE EDITOR

*  Novel experiences

*  Response to published content

*  Issues

FEATURES

*  Related to a specific area of interest

*  Related to service development

*  Related to a specific project

*  A detailed opinion piece

REPORTS

*  Related to events e.g. conferences, symposia, workshops

NEWS

*  Departments of Psychiatry e.g. graduations, promotions, appointments, 

 events, publications

ANNOUNCEMENTS

*  Congresses, symposia, workshops

*  Publications, especially books

The format of contributions does not conform to typical scientific papers. Contributors are 
encouraged to write in a style that is best suited to the content.  There is no required word 
count and authors are not restricted, but content will be subject to editing for publication. 
Whilst references may be noted in text, they will not be published with content but noted 
as available from the author/designated author where there are multiple authors. All 
content should be accompanied by a relevant photo (preferably high resolution – 
to ensure quality reproduction) of the author/authors as well as the event or with the 
necessary graphic content. A brief biography of the author/authors should accompany 
content, including discipline, current position, notable/relevant interests and an email address.  
Contributions are encouraged and welcome from the broader mental health professional 
community i.e. all related professionals, including industry.  All submitted content will be subject 
to review by the editor-in-chief, and where necessary the advisory board. 

All content should be forwarded to the editor-in-chief,  
Christopher P. Szabo - Christopher.szabo@wits.ac.za  




