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1. EXECUTIVE SUMMARY 
 

“There is no more difficult art to acquire than the art of observation, and for some 

men, it is quite as difficult to record an observation in brief and in plain language” 

~ Sir William Osler 

 

This Report of the Health Ombud is in terms of Section 81(A) of the National Health 

Act, 2003 (Act No.61 of 2003). The report communicates the findings and 

recommendations of the investigation that was undertaken succedent to a complaint 

lodged by the Minister of Health, Dr. Zwelini Mkhize for the Health Ombud to 

investigate the circumstances surrounding the care and death of Mr. Shonisani 

Lethole at Tembisa Provincial Tertiary Hospital (TPTH) in Gauteng Province. The 

Health Ombud commenced investigating the allegations levelled against TPTH from 

the 6th July 2020. A preliminary report was prepared and forwarded to all those 

implicated as required by the Act following the completion of the investigation. 

Resposes and inputs were received after six weeks. The various responses together 

with the preliminary report were assessed, analysed and evidence was weighed to 

prepare the final report. 

  

The Minister's complaint followed the public outcry and the media uproar sparked by 

a tweet purportedly posted by the late Mr. Shonisani Lethole on the 25th June 2020, at 

20h31 while admitted at TPTH. Mr. Shonisani Lethole (Twitter handle: @Shonilethole) 

used the popular social media platform, Twitter, to pen the viral tweet: 

@DrZweliMkhize Mkhize can I respond to your tweets if the problems I have at one of 

your facilities continues it is becoming unbearable, and they don't seem to care. 

Didn't eat for 48 hours.   

  

The viral tweet subsequently triggered an online #JusticeforShoni where twitter users 

demanded answers and justice. This gathered momentum following the death of Mr. 

Shonisani Lethole at TPTH, ostensibly from denial of food for 48 hours. A petition was 

then formulated which at the time of the handover had attracted 21 758 signatures 

nationally and internationally. 
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Mr. Lethole’s complaint was the first to be raised with and referred to the Office of the 

Health Ombud (OHO) at the time the Honourable President of the Republic of South 

Africa, Mr. Cyril Ramaphosa, had declared a National State of Disaster and 

announced the National Lockdown Restrictions to curb the spread of the COVID-19 

infections and Save Lives. The National Lockdown Restrictions were eased to Alert 

Level 3 in terms of the Disaster Management Act from the 1st June 2020. 

 

The Health Ombud's investigation established that: 

 

1. Mr. Shonisani Lethole (Mr. S. Lethole) a 34-year-old severely ill male, athletic 

patient and without a history of co-morbidities was referred from Kempton Park 

Clinic to TPTH on Tuesday, the 23rd June 2020, with history of chest pain, difficulty 

in breathing and generalised body weakness for two days. He was accompanied 

by his father, Mr. Albert Lethole and was subsequently admitted at the Casualty 

COVID-19 Isolation, a designated area, as a Patient Under Investigation (PUI). 

Patients were admitted and kept at Casualty COVID-19 Isolation on a short-term 

basis, which was common practice, while awaiting their SARS-CoV-2 (COVID-19) 

test results. Mr. Lethole had SARS-CoV-2 Pneumonia. 

 

Mr. Shonisani Lethole, from all the evidence, adduced, was not offered meals 

during his first 43 hours, 24 minutes of admission at TPTH since the 23rd June 2020 

registered entry on the patient’s registry at 12h36 at COVID-19 Isolation (Patient’s 

Number: 3521074), until Friday, the 25th June 2020 at 08h00 at Ward 23. The 

period was calculated as 43 hours, 24 minutes, from the recorded time of 

admission. However, if one added the 8 hours, 36 minutes since the last meal 

at 04h00 at his home on the 23rd June this period would total approximately 

52 hours of involuntary fasting. More importantly, the hospital management 

failed to summon a single witness or a previously admitted patient to provide 

credible evidence to the investigation that breakfast, lunch and supper were 

delivered, served and eaten by Mr. Lethole at Casualty Isolation on the 23rd and 

24th June 2020. 
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Therefore, Mr. Shonisani Lethole’s tweet to the Minister had merit and was found 

credible and truthful. The evidence from TPTH that meals were provided to Mr. 

Lethole was found to be without foundation.  

 

2. Since Saturday, the 27th June 2020, Mr. Shonisani Lethole never received feeding 

after he was sedated and intubated at 13h00 until the day of his demise on the 29th 

June 22h30.  No nasogastric tube had been inserted following his intubation. Dr. 

Urmson verbally testified and confirmed that she only ordered this later when Mr. 

Lethole was reported vomiting, but her order was not followed up and acted upon. 

This omission was recognised by Dr. Molehe that Dr. Urmson had not inserted the 

nasogastric tube during intubation. Dr. Urmson’s order was not even documented 

in the clinical notes. In her interview, Dr. Urmson confirmed that she ordered the 

nasogastric telephonically through a nurse but did not followup whether the order 

was acted upon or not.  However, in a statement to the Chief Executive Officer 

(CEO) dated the 2nd July 2020, Dr. Urmson claimed to have inserted the 

nasogastric tube. Both versions could not be true. No other witness who cared for 

Mr. Lethole ever saw an inserted nasogastric tube. So, for another 57 hours, 30 

minutes, Mr. Shonisani Lethole was to endure not being fed at TPTH. This 

took place when he was most vulnerable and sedated. The health care 

professional team of doctors and nurses conceded to the investigation to this 

negligent, callous and uncaring omission. This uncaring attitude represented gross 

medical negligence.  

 

So, for 100 hours, 54 minutes of his total stay of 153 hours, 54 minutes (65.6% 

of the time of his stay), at TPTH, Mr. Shonisani Lethole did not receive any meals 

on two separate occasions. The health establishment and its management must 

shoulder the accountability and responsibility for these failures. 

 

3. Whether Mr. Lethole was ‘officially or unofficially admitted’ he depended entirely 

on the hospital for his needs, wellbeing and care. He was weak, he was on Oxygen, 

he was already being treated for COVID-19, he had spent the night at the hospital 
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without supper and breakfast. The hospital had a duty of care for Mr. Lethole. He 

was pleading with his parents to bring him food for lunch or supper. 

 

4. Mr. Shonisani Lethole tweeted on Thursday, the 25th June 2020 evening at 20h31 

to the National Health Minister, Dr. Zwelini Mkhize that: 

 

a) ‘the problems I have at one of your facilities continues it is becoming 

unbearable, 

b)  and they don't seem to care.  

c) Didn't eat for 48 hours.’   

d) He had also complained to his parents on the 24th June 2020, around midday 

and to his girlfriend that he had not eaten. His Dad and Mom separately went 

out to buy him buns, Kentucky Fried Chicken and Nandos food respectively. 

These were not delivered to him as cleaners were afraid to enter Ward 23 

without Personal Protective Equipment (PPE). 

Mr. Shonisani Lethole’s tweet was accurate, credible and truthful. The environment 

and conditions at TPTH were ‘unbearable’, and they did ‘not seem to care’ as 

outlined through the extensive evidence and findings in this report. 

 

5. Two Information Technology (IT) analysis reports were commissioned by the 

Health Ombud to authenticate the tweet bearing Mr. Lethole’s complaint to the 

Minister of Health. The first report came from the Minister’s Office, and the second 

report was independently performed by the OHSC IT Unit. Both detailed IT 

analyses showed that there was no evidence that the Minister of Health, Dr. Zwelini 

Mkhize ever saw or received Mr. Lethole's tweet while he was still alive. The viral 

tweet only gained prominence after Mr. Lethole's passing on. Both IT analyses 

confirmed that the Tweeter handle accounts were authentic and active. 

 

However, the Twitter message of Mr. Lethole did reach the Twitter account of the 

Minister of Health, which was run by a third-party administrator who manages the 

account according to the social media strategy, which entails the distribution of 
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public information of health-related issues, rather than engaging individuals. Upon 

receipt of the twitter message, the Health Minister immediately acted on this by 

lodging a complaint with the Health Ombud, hence this investigation. 

 

6. Mr. Shonisani Lethole died on the 29th June 2020 at 22h30, and not on the 27th 

June 2020 as his father firmly believed, nor on the 28th June 2020 as some staff 

members strongly testified. Mr. Lethole’s death necessitated a rigorous verification 

process inclusive of telephone records to confirm his date of death due to these 

incongruities and inexplicable conflicting evidence obtained from the two clinical 

teams, caring for the same patient, in the same ward and the same hospital and 

from his family. There was a clinical team that swore under oath that he died on 

the 28th June 2020, and the other clinical team equally declared that he died on the 

29th June 2020. All these transpired due to poor record-keeping and lack of proper 

communication. 

The truth was finally established through telephone records between the hospital 

and Mr. Albert Lethole’s cell phone and confirmed by the evidence of Ms. Conny 

Mathibela, the Operational Manager for Ward 23, who made the call, that Mr. 

Shonisani Lethole died on the 29th June 2020 at 22h30. 

 

7. Mr. Lethole, demised on the 29th June 2020, at 22h30 as recorded by professional 

Nurse Zitha. Dr. Bangala was called twice by the nursing staff to come to certify 

Mr. Shonisani Lethole timeously but never turned up. He failed to hand over to his 

colleagues. Mr. Shonisani Lethole was certified on the 30th June 2020, 10 hours, 

15 minutes after his lifeless body remained on his hospital bed until Dr. Marole 

around 8 am retrospectively certified him, and the family was only then notified of 

his passing at 08h50 as shown by the telephone call log records.   

 

8. There was no attempted effort to offer Mr. Lethole Cardiopulmonary Resuscitation 

(CPR) despite being young and without any co-morbidities. Also, the decision for 

CPR not to be attempted was not documented, discussed with the patient or the 

family. This was established and confirmed through the completed Morbidity and 
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Mortality form from TPTH 41 days after his death. The decision made not to 

resuscitate Mr. Lethole was ill conceived and in contravention of the Tembisa 

Hospital Resuscitation Guidelines. 

 

9. On admission at TPTH on the 23rd June 2020, X-rays and other blood tests were 

ordered and done. The blood tests and Chest X-ray results on admission confirmed 

that Mr. Lethole was severely ill with multiple systemic tissue injuries of the kidneys, 

liver, lungs and skeletal muscles and with a systemic inflammatory response, all 

consistent with SARS-CoV-2 infection. However, these critical results were not 

seen, reviewed, interpreted or repeated and acted upon timeously by the senior 

doctors caring for him. Mr. Lethole had Stage 4 renal failure as determined by the 

Glomerular Filtration Rate and high blood potassium on admission that were never 

attended to or reviewed throughout his stay at TPTH. Had these grossly 

dysfunctional tests results been properly reviewed and acted upon timeously and 

followed up, Mr. Lethole’s management pathway would have been significantly 

altered. This failure of tests results and review analysis constituted a serious error 

of clinical decision-making in the care of a severely ill patient, where biochemical 

markers already at admission already showed severe multi-system tissue injury 

and pathology. 

 

10. Mr. Shonisani Lethole was tested for SARS-CoV-2 on the 23rd June 2020 at 

Accident and Emergency (A & E) Isolation area, also known as Casualty or COVID-

19 Isolation and was transferred and received at Ward 23, on the 24th June 2020, 

at 23h50, a ward populated by SARS-CoV-2 positive and negative patients and 

without the knowledge of his SARS-CoV-2 results and status. Through this action, 

the health care professionals placed Mr. Shonisani Lethole and the other patients 

at great health risk of transmitting SARS-CoV-2 infection. Mr. Lethole's condition 

deteriorated, and he passed away without receiving or knowing his SARS-CoV-2 

test results. His family and girlfriend had to undergo testing out of fear and anxiety 

on their own initiative after his passing. The family and others who visited his 

parent’s home were later tracked and traced in terms of the guidelines for case-

finding, diagnosis, and public health response in South Africa. 
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11. Mr. Lethole’s medical care was characterised by inordinate delays of consultations, 

delays on following up on clinical decisions, delays on interventions, and delays in 

the timeous interpretation of results and the ‘appalling’ clinical record-keeping at 

TPTH. This was established by the investigation and supported by the independent 

reports of Drs, Fareed Abdullah and Portia Ngwata, Head on Internal Medicine at 

TPTH. The investigation by the Health Ombud and Dr. Ngwata further found that 

Mr. Lethole’s care was negligent. It took approximately 69 hours, 19 minutes 

before two registered Medical Practitioners, Dr. Bangala and later Dr. Shabangu 

could assess Mr. Lethole’s condition for the first time since admission at Casualty 

COVID-19 Isolation, also known and referred to as Accident and Emergency (A & 

E) Isolation on the 23rd June 2020 at 12h36 until Friday, the 26th June 2020, in 

Ward 23 at 09h55. This inordinate delay in attending to Mr. Lethole was 

unexplainable, since Drs. Bangala and Shabangu were on-call as indicated by the 

roster register on the day of his admission. Had all these been attended to, the 

outcome of Mr. Lethole’s condition would likely have been different (Health Ombud 

and Dr. Fareed Abdullah). Dr. Ngwata put it that Mr. Lethole’s ‘mortality was 

preventable and avoidable’. Still, the severity and deterioration of Mr. Lethole’s 

condition were not detected. This first medical assessment failed to review all the 

clinical laboratory tests and Chest X-ray already undertaken. This inordinate delay 

is deemed negligent. 

 

12. Mr. Shonisani Lethole was not regularly evaluated and monitored as would be the 

norm befitting the severity of his condition, this much was conceded by those 

interviewed; however, he was left for prolonged periods of low Oxygen saturation, 

which would no doubt have resulted in further systemic tissue injuries contributing 

to his deteriorating health condition. 

 

13. Repeated evidence by staff revealed during the interviews, and contained in the 

Clinical Records and in hindsight, confirmed that the care rendered to Mr. Lethole 

was not only substandard, but also negligent. This was supported by the findings 

of the independent expert, Dr. Fareed Abdullah and Dr. Portia Ngwata, Head of 
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Internal Medicine at TPTH. Mr. Lethole’s care contravened several basic 

prescribed norms and standards, rules and regulations of health care. There was 

a complete mismatch between the severity of his medical condition and the level 

and environment of his care. The care was provided by well-meaning, but 

inexperienced and inadequately supervised health care practitioners in an 

unsuitable and not fit for purpose environment. Firstly, on arrival at Casualty on 

the 23rd June 2020 at 11h40, Mr. Lethole was triaged by an unsupervised intern; 

secondly, at Casualty COVID-19 Isolation, he was seen and admitted by an 

unsupervised Clinical Associate. All staff who were asked to rate Mr. Shonisani 

Lethole’s care rated it substandard and added they ‘would not like any of their 

relatives to be cared for in this way’. Others confirmed that the environment of his 

care did not match the severity of his condition. 

 

14.  While both the Health Ombud and investigator reported several findings of 

systems related nature, these were not sufficient to explain the degree of 

substandard and negligent care provided to Mr. Lethole. The health professionals 

involved had to shoulder direct and collective responsibility for this sub-standard 

and negligent care. They failed Mr. Lethole, they failed Mr. Lethole’s family, they 

failed each other through total lack of leadership, a lack of management plan, a 

lack of collaboration and communication, a lack of teamwork and team spirit and a 

failure to observe basic good clinical practice. TPTH should not have been 

designated a COVID-19 hospital, yes there were systemic faults; yes the 

management of the establishment had not done their job, but the individual health 

care professionals involved in providing care also failed to discharge their 

responsibilities and their conduct could not be fully explained by the broader 

systemic issues. TPTH and its medical team of health providers must take 

accountability and responsibility for this substandard and negligent care provided 

Mr. Lethole. 

 

15.  In Ward 23, SARS-CoV-2 positive and negative patients were mixed, posing a 

serious health risk to Mr. Lethole. He was nursed in an area where he was in 

proximity with corpses at COVID-19 Isolation as well at Ward 23, for hours before 
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the bodies could be moved to the Hospital Mortuary. The mixing of SARS-CoV-2 

positive and negative patients, the failure to remove deceased patients’ bodies 

from the Ward timeously posed another health risk for a contagious infectious 

agent such as SARS-CoV-2 according to World Health Organisation (WHO) 

Guidelines. Instead of maintaining social distancing and avoiding contact with 

SARS-CoV-2 individuals, the hospital plans encouraged crowding, contact and 

exposure. 

 

16. On Saturday, the 27th June 2020, at 11h05, Mr. Lethole’s condition deteriorated 

and necessitated him to be intubated and be put on mechanical ventilation. The 

decision to intubate followed the Consultant’s recommendation. The intubation was 

delayed by 1 hour, 55 minutes. A postintubation chest X-ray (CXR) was not 

ordered or done to confirm endotracheal tube (ET) placement as is recommended 

and is standard practice. A nasogastric tube for feeding was not inserted. The delay 

in intubation, the failure to do a postintubation X-ray and the failure to insert a 

nasogastric feeding tube are all serious clinical failures with consequences. 

 

17. Mr. Lethole’s condition was inadequately monitored by the clinicians, 

notwithstanding the fluctuation in the Oxygen saturation levels while ventilated. The 

last documented doctor’s review was on Sunday, the 28th June 2020 at 17h00 by 

Dr. Molehe until the 30th June 2020 when he was certified dead in a rigor-mortis 

stage. This for a patient sedated, intubated and not being fed who needed intensive 

monitoring, evaluation and interventions, was grossly negligent. 

 

18. Analysis of the evidence suggested that had there been a system of health care 

practitioners collaboration; a proper monitoring and hand over-communication 

processes of changes in clinical risks of patients before the next shift, a detailed 

review and analysis of all the tests done on admission, a clearly articulated 

management strategy, the severity and change in Mr. Shonisani Lethole's 

condition could have been detected earlier and would have resulted in a different 

management process and pathway with probably a different outcome. 
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19. Inadequate communication and collaboration among health care professionals in 

the hand over process impeded the continuity of care and resulted in delays in 

diagnosis and treatment of Mr. Shonisani Lethole. The diagnostic investigations 

that were ordered were not followed through. 

 

20. There was a severe shortage of staff with requisite experience and competencies 

to the detriment of patient safety. Several of the staff that took care of Mr. Lethole 

were newly appointed, inadequately inducted and poorly supervised.  

 

21. Several significant general findings relate to poor record-keeping; reporting the 

general care of a patient; the contradicting statements by staff and the failure to 

follow up and implement good health care intentions and decisions. 

 

22. The investigation found that there were missing doctor’s notes for the dates of the 

23rd, 24th, 25th, 28th, 29th and 30th June 2020. This finding was corroborated and 

confirmed by Ms. Chilwane, the Assistant Manager Quality Assurance, the 

Investigator, the Health Ombud and by Dr. Fareed Abdullah, the independent 

expert. Dr. Ngobese, former Head of the COVID-19 Unit confirmed there were no 

clinical notes for the dates of the 24th and 25th June 2020. The Quality Assurance 

audit of Mr. Lethole’s Clinical Record yielded a score of 19/37, which is equivalent 

to 51% indicating a very poor score for compliance with the Clinical record-keeping 

standards. Except for the 28th June 2020, none of the other missing doctor’s notes 

has been found in the Clinical Records. One possibility was that these notes were 

never recorded and were never there or that these notes were lost. In either 

scenario, to have missing patient’s notes in a health establishment represented 

gross negligence in Mr. Lethole’s care. TPTH and its management must take 

responsibility and accountability for this appalling record-keeping. 

 

23. It is quite clear from the evidence gathered in this Report on the inconsistencies 

and inaccuracies; from the records and record-keeping with missing clinical notes 

to bypassing legitimate structures such as the Quality Assurance Unit for auditing 

and in safeguarding Mr. Lethole’s records and presenting incomplete Clinical 
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Records to the Health Ombud and the OHSC Complaints Centre and Assessment 

and distorting and falsifying obvious facts in the Clinical Records presented as 

reports to the Health MEC and the Health Ombud, that the management of TPTH 

was only keen to obfuscate and mislead the investigation as to what transpired to 

Mr. Lethole and to create an unsustainable fictitious and false reality that unfolded 

around the care of Mr. Lethole. These missing notes were never reported to the 

South African Police Service (SAPS) as is required by law. This represented the 

worst administrative bungles in record safekeeping and handling in the health 

system. 

 

24. The Health Ombud made the following recommendations: 

 

1. The Gauteng MEC for Health, Dr. Nomathemba Mokgethi,  must urgently appoint 

an independent forensic and audit firm to:  i) conduct a competency, ‘fit for 

purpose’ assessment of the leadership and management staff at TPTH; ii) review 

and revise hospital’s admission policy and processes to bring these in line with 

the universally acceptable caring mission of a hospital and universally practised 

norms and standards of hospital admissions; and iii) to review corporate 

governance at the hospital in line with appropriate and applicable King IV 

corporate governance principles; and iv) conduct an appropriate climate survey 

assessment of staff and patients at the hospital to assess ‘attitudes’ towards 

patient care.  

 

In this report, communication and collaboration between the health providers 

were found to be weak, there were no esprit de corps, doctors did not work as a 

team, nurses did not work as a team, doctors and nurses did not work as a team, 

together they failed Mr. Lethole and his family, they failed each other and were 

failed by the system. The outcomes of this forensic and audit analysis should form 

the basis to rebuild and improve the norms and standards and quality of care at 

the hospital into the future. 
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2. In light of the wide-ranging findings in this Report, the Health MEC, Dr. 

Nomathemba Mokgethi should institute disciplinary enquiry against Dr. Mogaladi, 

the CEO and Accounting Officer of TPTH for presiding over such a state of affairs. 

He signed inaccurate and misleading reports to the former MEC of Health in 

Gauteng, Dr. Bandile Masuku and the Health Ombud. He failed to report missing 

clinical notes to the SAPS as is required by law. He side-lined Quality Assurance 

in exercising their due responsibility in addressing Complaints and safeguarding 

records of Mr. Lethole. He failed to report the missing doctors’ notes of the 23rd, 

24th, 25th, 28th, 29th, and 30th June 2020, to the SAPS for ‘loss or theft’. 

 

3. The Gauteng Department of Health and TPTH should institute disciplinary inquiry 

under the prevailing policy and compatible with the Labour Relations Act; 

constituted of a senior medical doctor and a senior nurse, jointly chaired, 

supported by a senior legal Counsel with experience in medico-legal matters and 

with experience in disciplinary enquiries against the following staff members: 

 

i) Dr. Shabangu: Failure of duty of care as articulated in this report. 

ii) Dr. Bangala: Failure of duty of care  

iii) Dr. Urmson: Failed in the duty of care  

iv) Dr. Sunnyraj: For failure of duty of care.  

v) Dr. Ncha: For advising Health-eNews that TPTH was ‘ready for the COVID-

19’, when the facts could never have supported any such conclusion. She 

provided the CEO with inaccurate information by drafting reports that were 

factually incorrect and misleading to the former MEC Dr. Bandile Masuku, 

the OHSC Complaints Centre and to the Health Ombud.  

vi) Dr Ngobese: For failure to ensure that critical care equipment at Ward 23 

was available and functioning properly; for failure to complete the required 

Morbidity and Mortality Template form timeously;  

vii) Dr. Marole: For falsifying the death certification process and for failure to 

examine Mr. Lethole fully before to ensure that the Death certification is 

properly done.  
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viii) Dr. Pawson: For unbecoming and rude conduct; for denying his actions 

under Oath. He has apologised for his conduct. 

ix) ClinA. Tshali: She used Dr. Modika’s credentials without his express 

authorisation. This action resulted in confusion in the access of Mr. 

Lethole’s SARS-CoV-2 test results.  

x) Dr. Modika: He allowed his professional credentials to be used in the 

SARS-CoV-2 test by ClinAs. This led to Mr. Lethole’s results being viewed 

through his credentials, but not acted upon. He has apologised for his 

conduct. 

xi) Mr. Sikelela Mavuma: He took Mr. Lethole’s body to the mortuary and 

signed for it and still denied he did so. 

xii) Enrolled Nurse Phahlane for being untruthful in her statements. She was 

not a credible witness.  

xiii) Infection Prevention and Control Nurse, Hilda Mapunya for failure to report 

Notifiable Medical Conditions (NMC) within 24 hours of the clinical 

diagnosis results had become available.   

xiv) The Kitchen staff leadership of Ms. Mtwesi and Ms. Ngoasheng for 

unilaterally suspending the SOP for ordering meals without authority and 

rationale and creating an unreliable system of ‘pieces of scrap papers.' 

xv) Ms. Mamsie Matshaba for encouraging Ms. Mtwesi and Ms. Ngoasheng to 

retrospectively update figures to reflect that food was ordered on the 23rd 

June 2020 for A & E Isolation area. 

xvi)  Ms. Sylvia Tshabalala for indicating that she ordered and provided food for 

Mr. Lethole on the 23rd June 2020 while knowing that this was false. 

xvii) Mr. Sono: For giving instructions on terminating the SOP on the ordering of 

meals without authority, rationale and without providing a reliable 

alternative system. 

xviii) Professional Nurse Conny Mathibela (Operational Manager) for mixing up 

the dates of Mr. Lethole’s death. She has apologised for her conduct. 

xix) Professional Nurse Zitha for continuing to record nurses’ notes even after 

Mr. Lethole’s demise. 
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2. BACKGROUND AND INTRODUCTION 
 

“Soap and water and common sense are the best disinfectants” ~ Sir William Osler 

 

Tembisa Provincial Tertiary Hospital (hereinafter referred to as TPTH) was established 

in 1972, and it is situated in Ekurhuleni in the North sub-district. The hospital has a 

total of 840 approved beds and 23 Wards. The total catchment population served by 

the hospital is estimated at 2.5 million. TPTH was upgraded from a regional hospital 

to a tertiary hospital in 2012 and it is not yet fully-fledged to meet the provisions of the 

tertiary level hospital. It has 24 local authority clinics, two CHCs and has no district or 

regional hospital. The hospital under the leadership of Dr. Lekopane Mogaladi: The 

Chief Executive Officer (CEO) who started working at TPTH on the 1st  March 2016.  

 

TPTH sees many patients from neighbouring provinces and countries because of its 

location, near the airport. TPTH offers all levels of care (from district services to tertiary 

services) there overcrowding in the hospital as the structure was not ideal to cope with 

the population served. 

 

In April 2020, the Gauteng Government announced its plans to prepare for a surge in 

the numbers of COVID-19 cases that would require hospitalisation in line with the 

Gauteng Province Command Council's (GPCC) plans to increase capacity in the 

province's hospitals. TPTH was one of the three hospitals in the Gauteng Province 

designated for managing the Covid-19 cases as a centre. The implications of 

designating an institution or department as a centre are a common cause. 

 

This designation implies the place is well resourced in terms of budget, infrastructure 

and staffing of the highest quality. In reality, such a hospital or department would have 

a dedicated High Care and ICU to fit the purpose for which it is designated, it would 

have staff that are well trained and qualified in critical care and the relevant speciality 

for which the Hospital or department is designated for as a centre. In simple terms, 

any patient admitted to such a centre merit exceptional care by highly qualified staff 

and in a place with the appropriate infrastructure. By these basic commonly 
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understood standards, TPTH did not qualify for this designation. Some staff members 

described the hospital as “a war zone”. 

 

Mr. Lethole’s admission into TPTH was towards the end of June 2020 when the 

country was three months into the COVID-19 pandemic. The country had been 

repeatedly warned through the WHO, the Ministerial Advisory Committee, the various 

Modelling Groups about the impending surge of infections that would afflict the nation. 

There was therefore reasonable warning time to plan and prepare for this surge. TPTH 

being one of the designated hospitals would have needed to be better prepared for 

the surge. So, the findings in this report were made with this understanding of the 

context. 

 

 At the period when the surge in numbers of patients that were admitted as persons 

under investigations (PUI) and COVID-19 positive patients who required admission, 

TPTH was functioning with inadequate Infrastructure, Budget and limited human 

resource capacity of the required skills and competence. TPTH did not have a 

dedicated COVID ICU or High care to cater for patients on mechanical ventilation who 

required critical care and close monitoring by health care practitioners with the 

requisite skills. To accommodate dead bodies, as a result, there was a delay in 

removing the bodies from COVID-19 Isolation and also from Ward 23.  This posed a 

major health risk to patients and health care providers, especially for an infectious 

disease. Health and Safety Standards were severely compromised at the Hospital. 

TPTH had limited staff with requisite skills for managing and monitoring patients who 

were intubated and required high-level and critical care.  

 

In preparation for its new designation, TPTH converted the pre-existing section of the 

Hospital into the units that would accommodate Covid-19 patients. 

 

At the time of Mr. Shonisani Lethole's admission, the total patients screened were 72 

532 and 186 positive patients. The areas mentioned below were designated for the 

management of COVID-19 patients: 
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1.1 Accident and Emergency (A & E) Isolation area: initial assessment of the patients 

is done before they are sent to the wards. 

1.2 Ward 23: Male COVID-19 area with a capacity of 16 beds with 12 Oxygen points 

Ward 20: Female COVID-19 area with a capacity of 23 beds with 32 Oxygen 

points.  

1.3 The Hospital also received referrals from the District (Clinics, CHC, Quarantine 

sites) 

 

The staff were scared to contract COVID-19, and they were resistant to assist or work 

in the COVID-19 designated wards. Majority of staff members that was allocated to 

work in the COVID-19 designated areas were newly appointed contractual staff and 

not conversant with the hospital systems and had not been taken through a proper 

orientation and induction programme. 

 

Internal Medicine at the time had leadership challenges, and a Paediatrician was 

allocated to oversee and manage the COVID-19 designated wards. A severe shortage 

of staff with relevant experience and competencies posed extreme patient safety and 

health risk. 

 

The COVID-19 pandemic crisis has significantly impacted on the provision of quality 

patient care at TPTH. As well in several ways exposed the infrastructural, human 

resources deficiencies at TPTH for COVID-19 and a young life to be lost like Mr. 

Shonisani Lethole is very telling. 

 

 On the 5th July 2020, the Minister of Health, Dr. Zwelini Mkhize, lodged a complaint 

with the Health Ombud regarding allegations levelled against TPTH about the care 

and the death of Mr. Shonisani Lethole (Annexure 1). As well to respond to Mr. 

Shonisani Lethole's parents, the family's spokesperson and girlfriend's plea for the 

Health Ombud to solicit the answers of the alleged ‘neglectful care that was provided 

to Mr. Shonisani Lethole’. These were further concerns raised that the Health Ombud 

took into account in embarking on the investigation. 
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The Health Ombud commenced with the investigation on the 6th July 2020. On the 08th 

July 2020, the Gauteng Department of Health Head of Department, Prof. Mkhululi 

Lukhele and the Hospital Chief Executive Officer, Dr. Lekopane Mogaladi were notified 

that the Investigator from the OHSC, Ms. Helen Phetoane shall visit to commence the 

investigation. 

 

On the 6th July 2020, Minister of Health, Dr. Zwelini Mkhize’s complaint, was captured 

on the OHSC Complaints Management System and was allocated reference number: 

19109. 
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3. POWERS AND JURISDICTION OF THE HEALTH OMBUD 
The Health Ombud derives his/her powers in terms of Section 81A of the National 

Health Act, 2003 (Act No.61 of 2003). The Health Ombud is established by Section 79 

of the National Health Act, 2003 (Act No.61 of 2003). The mandate of the Ombud is 

derived from Section 81A (1-11) of the National Health Amendment Act (NHM), Act 

No. 12 of 2013) aptly stipulates that 'the Ombud may, on receipt of a written or verbal 

complaint relating to norms and standards, or on his or her initiative, consider, 

investigate and dispose of the complaint in a fair, economical and an expeditious 

manner'. When dealing with any complaint in terms of the Amendment Act Section 

81B (2), the Ombud, including any person rendering assistance and support to the 

Ombud—(a) is independent and impartial; and (b) must perform his or her functions in 

good faith and without fear, favour, bias or prejudice. 

 

TPTH is a Public health establishment, and its investigation falls under the scope of 

the Health Ombud mandate as the Office of the Ombud has jurisdiction to investigate 

all health establishment in South Africa, both private and public. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

‘How can man die better’ Mr Shonisani Al Junior Lethole 
Report into the circumstances surrounding the care and death of Mr Shonisani Al Junior Lethole at Tembisa 

Provincial Tertiary Hospital 
26 

 

4. THE COMPLAINT 
 

It should be noted that Mr. Joe and Sam Turpin who identified themselves as friends 

of the deceased complained to the OHSC on Wednesday, the 1st July 2020, via email 

and reference 19109 was allocated to this complaint. On Thursday, the 2nd July 2020, 

the Call Centre sent a request for additional information required to finalise the 

complaint. On the same day, the Call Centre received a response that unfortunately, 

they were unable to comply with the requested additional information, which was 

unfamiliar to them. The Health Ombud may not address complaints or deal further with 

complaints until the complainant complies with any request made in terms of 

procedural regulation 34 (2). Subsequently, on Sunday, the 5th July 2020, the Minister 

of Health, Dr. Zwelini Mkhize, lodged a complaint with the Health Ombud regarding 

the allegations levelled against TPTH about the care and the death of Mr. Shonisani 

Lethole. The Complaint was registered on the same reference number, 19109 given 

the fact that it related to Mr. Shonisani Lethole. The Minister of Health, Dr. Zwelini 

Mkhize, became the complainant. 

  

This was the first complaint that was referred to the Health Ombud at the peak of the 

COVID-19 Pandemic. On the 23rd June 2020, the day of Mr. Lethole's admission, the 

cumulative number of confirmed COVID-19 cases in Gauteng Province stood at 24 

041, which translated to 22.7% of the country's total number of cases.  

 

The complaint was also summarised in Mr. Shonisani Lethole’s tweet to the Health 

Minister as: 

 

a) ‘the problems I have at one of your facilities continues it is becoming 

unbearable, 

b) and they don't seem to care.  

c) Didn't eat for 48 hours.’   

The above complaint was supplemented by the narrative of his father, mother, family 

spokesperson and his girlfriend. 
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The complaint was easily distilled and summarized in four words: Unbearable 

Problems; Care; 48 hours. These four words came from Shonisani, his parents, his 

girlfriend and the Minister of Health, Dr. Zwelini Mkhize. The investigation focused on 

these four critical words. 

 

The Health Ombud commenced with the investigation on the 6th July 2020. The 

Gauteng Department of Health Head of Department, Prof. Lukhele and the Hospital 

Chief Executive Officer, Dr. Lekopane Mogaladi were notified about the investigation 

and the Clinical Records of health establishment were requested. TPTH management 

responded on the 6th July 2020 by sending the Clinical Records, the reports on the 

events that lead to the intubation and the report on food distribution. The Clinical 

Records were analysed by the Investigator, the Health Ombud and independently by 

Dr. Fareed Abdullah, a Clinical Expert on the management of COVID-19 patients at 

the South African Medical Research Council (SAMRC) and Steve Biko Academic 

Hospital. These reports and Clinical Records were found wanting and inaccurate in 

several critical areas that are analysed later on pages 99, Annexures 9a-c and pages 

142-144. On the 8th July 2020, the health establishment was notified of the plan for 

the onsite investigation. The Investigator went on site on the 9th July 2020. 
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5. METHODOLOGY AND APPROACH TO THE INVESTIGATION 
 

 

“Medicine is the science of uncertainty and an art of probability” ~ Sir William Osler 

 

On the 8th July 2020, a notification of Investigation was sent to the Head of Gauteng 

Department of Health, Prof. Lukhele, the Chief Director of Ekurhuleni Health District, 

Mr. Terrance Magoro and the Chief Executive Officer (CEO) of TPTH, Dr. Lekopane 

Mogaladi advising them that the Health Ombud was investigating the allegations 

levelled against TPTHl regarding the case of Mr. Shonisani Lethole. The CEO, Dr. 

Lekopane Mogaladi and his staff could respond to the allegations levelled against 

TPTH, and the request was fully complied with. 

 

The Health Ombud in terms Section 81A (3) (a)(b)(i)-(iv) of the National Health Act,61 

of 2003 authorised, Ms. Helen Phetoane, the Senior Investigator for Health Care 

Cases, from the OHSC to gather the necessary information and peruse any 

documentation that has a bearing on the case of Mr. Shonisani Lethole at TPTH. On 

arrival, the Investigator reported to the CEO's office. A briefing session was held, and 

the Quality Assurance Team was rightly allocated to work with the Investigator. 

 

The Health Ombud and Senior Investigator reviewed and discussed the Clinical 

Records and other relevant evidentiary documents relating to this matter and mapped 

an approach to adopt and the way forward for the investigation. The approach was 

principled but flexible and continually reviewed as more evidence was gathered and 

emerged. The hospital offered the investigator a predetermined list of staff to interview, 

which the investigation kindly declined to entertain. 

 

Face-to-face as well as virtual interviews were conducted with the staff that was 

relevant to provide evidence. The majority of interviews were face-to-face at TPTH or 

the Irene Country lodge. The hospital CEO and his staff provided the Health Ombud 

and the Investigator with PPE, for which we are all grateful. Furthermore, the Health 

Ombud and the Investigator conducted interviews with Mr. Shonisani Lethole's parents 
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through the Lethole family's spokesperson, Mr. Abel Siminya on the 30th July 2020 for 

90 minutes. Mr. Shonisani Lethole's girlfriend, Ms. Mukundi Lambani, who lived with 

Mr. Shonisani Lethole in her flat, was later contacted, and her meeting was conducted 

on the 24th August 2020 for 60 minutes.  

 

The purpose of these meetings was to understand and gain direct insights of their 

views as a family and close relative of the events and to understand how the Gauteng 

Department of Health engaged them to address their concerns following Mr. Shonisani 

Lethole's demise. 

 

Throughout July and early August 2020, the Health Ombud conducted a total number 

of 42 interviews with staff members jointly with the investigator, involved in the care 

and management of Mr. Lethole; the second and third rounds of interviews were 

arranged to verify incongruent, divergent or falsified evidence obtained from the same 

staff members in the same ward, looking after the same patient.  Dr. Ncha and Dr. 

Ngobese were each interviewed three times during this investigation. The two 

emerged as the central figures of the critical administrative events and decisions that 

took place around Mr. Lethole’s care, his record files, in preparing reports for the CEO, 

the former MEC of Health and worked closely to take charge of Mr. Lethole’s complaint 

as assigned by the CEO at the exclusion of the Quality Assurance Unit. Dr. Ngobese 

was the Head of COVID-19 Unit, while Dr. Ncha was the Clinical Manager. It is 

important to emphasise that neither Dr. Ncha nor Dr. Ngobese took direct care of Mr. 

Lethole, theirs was administrative. 

 

Mr. Sikelela Mavuma was amongst the witnesses who gave divergent evidence in the 

first round of the Health Ombud’s interviews. He was also invited for the second round 

of interviews to correct his contradictory version of events and he never honoured the 

invitation. 

 

The Investigator separately conducted a total of 71 interviews with staff members who 

were involved in the care and management of Mr. Shonisani Lethole. The majority of 
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interviews were conducted face-to-face and few virtually and others telephonically. 

There were 3 interviews conducted with the National Health Laboratory Services.   

 

In total, 113 recorded interviews were conducted between the Investigator and the 

Health Ombud (Annexure 2). This was critical in corroborating evidence and in 

verifying and assessing contradictory statements. More importantly, these interviews 

were able to provide credible evidence for the mapping of critical timelines that were 

finally arrived at for every point of Mr. Lethole’s journey from the flat through TPTH. 

 

Observations of the Screening Tent at Gate 3, Casualty Admissions, Casualty A & E 

COVID-19 Isolation, Records Department, National Laboratory Health Service (TPTH) 

Ward 23 COVID-19 Unit, Food Services (Kitchen), Security Room, Mortuary, X-ray 

Department were conducted. 

 

Besides, many newspaper articles, commentaries, Short Message Service (SMS) 

messages and telephone records, laboratory audit trail and records scanning files 

history were gathered and read to obtain other perspectives and objective indisputable 

evidence as to when each event occurred. A rounded picture of each event was 

analysed thoroughly.  

 

Timeline mappings became the critical and the centrepiece of the investigations and 

findings. 

 

Besides, the Clinical Records of Mr. Shonisani Lethole were provided to Dr. Fareed 

Abdullah to independently analyse and provide further evidence without the benefit of 

interviews with staff. These identical records were first provided to the Health Ombud 

and the investigator for study and analysis by the TPTH management.  

 

The Twitter handle and its records of the Minister of Health, Dr. Zwelini Mkhize were 

requested and analysed independently by the OHSC IT Team to confirm its 

authenticity. The authenticity of Mr. Shonisani Lethole’s Twitter handle was also 

confirmed and further corroborated by Ms. Lambani and his parents. 
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The laboratory audit trail report reflecting the chronological sequence of activities that 

occurred around the Mr. Lethole’s COVID-19 test and results were obtained and 

analysed to understand how these were used in his care and to elucidate the reasons 

that led to Mr. Lethole never receiving his test results and his family not receiving his 

COVID-19 test results until after he demised on the 29th June 2020. 

 

The Telkom call detail record was requested to ascertain the accurate information 

about calls made by the Operational Manager of Ward 23, Ms. Conny Mathibela on 

the morning when Mr. Lethole was called to be told about Mr. Shonisani Lethole’s 

passing on. This was necessitated by conflicting statements from staff about his date 

of death.  

 

Following documentary evidence and oral evidence analysis, the chronology of events 

was identified as key themes and findings emerged. Verification and Triangulation 

were conducted to ascertain the reliability of evidence. This report presents the 

findings and conclusion of this exercise.  

To probe into the care that was provided to Mr. Shonisani Lethole, the Investigator 

and Health Ombud followed through the pathway traversed by Mr. Lethole from home 

to Gate 3, the entrance to TPTH on Tuesday, the 23rd June 2020 until the 30th June 

2020, the date that he was certified dead. 
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6. NARRATIVE BY THE FATHER, MOTHER, SPOKESPERSON, 

THE GIRLFRIEND AND OTHER WITNESSES 
 

A. Narrated by Mr. Albert Lethole 

Mr. Shonisani Al Junior Lethole, 34-years old African male. It was on a Sunday, 

the 21st June 2020 at past 16h00 that Shonisani called his father, Mr. Albert Lethole 

reporting that he was not feeling well. When his father responded that he should 

drive and come over, he then said that he was feeling dizzy and could not drive. 

He asked his father to come and fetch him. His father took his car and drove to 

Shonisani flat with his daughter, Shonisani’s sister. 

 

They picked him up and drove straight to a surgery to see a doctor with whom he 

had made a prior booking. He was examined and given an injection and pills and 

they all returned home and slept. 

 

Monday, the 22nd June 2020, the family spent the day together and Shonisani was 

often on his computer in the bedroom seemingly chatting to friends and they could 

hear him laughing. 

 

Tuesday, the 23rd June 2020 around 02h00, Shonisani complained to his father of 

‘severe chest and back pain’ and demanded that his father takes him to hospital. 

He could not bear the pain and wait as his father suggested. They drove to 

Edenvale Hospital, where the nursing sister directed them to the Security, who 

advised that they come back in the morning as there were no doctors. 

 

Instead, they left Edenvale Hospital and went to Busamed Hospital, a private 

hospital where they asked for admission, with the hope that he could be transferred 

to a public hospital but they were told it was not possible. However, the nursing 

sister examined Shonisani for Pulse, Blood Pressure and Blood Sugar and general 
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basic examination. They drove back home where they were until 05h00 in the 

morning. 

 

At 05h00 they left home to go back to Edenvale Hospital as per prior arrangement. 

The father had prepared soft porridge for both around 04h00 before they left for 

the hospital. At Edenvale Hospital, the cues were long already when they arrived 

and waited for roughly four hours. Shonisani was screened and assessed and they 

were referred to go to Kempton Park Clinic. 

 

They were given a referral letter at Kempton Park Clinic for TPTH. At TPTH they 

were screened and were attended by a nursing staff and then to a white doctor 

first, who without taking a proper medical history said to Shonisani ‘go back for 

quarantine at home as you are a COVID suspect’. Mr. Albert Lethole was angered 

by this unbecoming behaviour of the doctor and he interjected. A black doctor 

nearby intervened and recommended that Mr. Shonisani Lethole be admitted and 

put on an intravenous drip. The father waited outside until 15h00 since arriving at 

around 11h00. He left and drove back home. 

 

On Wednesday, the 24th June 2020, between 11h00 and 12h00 Shonisani reported 

to his father that “I am very hungry and get me some food” and ‘I have not eaten 

since arriving here’. 

 

On that Wednesday, Mr. Lethole never slept. He then went to buy ‘buns and 

Kentucky Fried Chicken and took these to the hospital around 16h00. He was not 

allowed in, but a cleaner took the food and promised to deliver them as they were 

due to give food to the patients. 

 

On Thursday, the 25th June 2020, Shonisani was placed on Oxygen. The now-

famous Twitter to the Health Minister, Dr. Zwelini Mkhize was possibly released on 

Thursday morning. This turned out not to be true as the tweet was released in the 

evening.  
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On Friday, the 26th June 2020, Mr. Shonisani Lethole told his parents in a 

conversation that he had seen a ‘ghost’ because a corpse was lying next to him for 

hours. He also reported that he had ‘eaten a little’ and was in a positive and jovial 

mood. He was hoping to be discharged on Monday, the 29th June 2020. 

 

At 08h00 he then informed his father that the nursing staff were not ‘cooperative’ 

as he was weak and could not walk to the toilets. He needed a wheelchair for 

assistance. This was not provided. He was left to soil himself on the bed. 

 

On Saturday, the 27th June 2020, the family could not contact him, and they began 

to panic. The mother started to call around the to try to locate Shonisani to no 

success. 

 

On the same Saturday, the mother received a call from TPTH to come and ‘collect 

Shonisani’s clothes and mobile phone’. The father drove to the hospital to collect 

the clothes and phone and upon arrival requested graciously whether they could 

not take a picture or video of his son for him and the family just to see if he was still 

alive and improving as the hospital had often said over the phone. This was 

declined and he returned home with the strong conviction that his son had passed 

on.  

 

On Sunday, the 28th June 2020, there was no contact with Shonisani. The anxiety 

and panic started to grow. It was Monday, the 29th June 2020 at 7:45 that Mr. 

Lethole’s mobile phone rang. He was watching the news. It was a call from the 

hospital that requested that he comes there quickly. He said he was ‘very terrified’ 

when the phone rang. The hospital did not want to break such sad and tragic news 

to him telephonically. 

 

When he arrived at the hospital, he sat at a bench and a nursing sister came and 

said, ‘we are very sorry Shoni passed on at night’. When he asked why he was not 

informed at the time, he got no response except that they were very sorry. He did 
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not believe the truthfulness of the message as he was convinced his son passed 

on the 27th June 2020, the day he was called to come a fetch his phone and clothes.  

 

He was asked to come back on Tuesday. On Tuesday, the 30th June 2020, he went 

to the mortuary to identify and view the body. 

 

He never saw or met the doctors who took care of his son. He was asked by one 

nursing staff whether Shonisani ever suffered from Asthma. When he said no, the 

nurse said then that he ‘died from COVID’. The family was never given the test 

results for COVID-19. 

 

B. Shonisani’s Mother Narrated as follows: 

As they were unable to reach or communicate with Shonisani she started calling 

to check the condition of ‘my son’. She called the Reception, then the Medical Ward 

until she was directed to the COVID Suspect Ward.  

 

She then received a phone call from her brother in Cape Town only to be informed 

that a certain Dr. Baruk Hashem from TPTH was requesting that ‘she calls him’. 

She did not know how and where Dr. Baruk Hashem got her brother’s number 

from. She did not call as she ‘had her pride’, she was not acknowledged as a 

parent; he had ‘disrespected us’, because she had not been ‘accorded’ her correct 

place and she felt there was some power play here. She, therefore, decided not to 

call Dr. Baruk Hashem. The contact numbers of Mr. Lethole and those of his 

daughter were registered in Shonisani’s medical file as the official contact 

numbers. It was a puzzle to her that these were not used by a doctor from the 

hospital. 

 

She also noticed that in filling the forms, the area code of where they lived in 

Kempton Park was illegible and Shonisani’s names (shonisani) were written in 

small letters. These to her showed a lack of care and lack of respect. She was not 

too pleased to the reference to her son as a patient while he has a name; a very 
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simple name; also, in Venda ‘patient’ may be a name. There was a failure to 

understand and appreciate these small cultural nuances. 

 

Shonisani complained to her that he had not received or been informed of his 

results for COVID. His girlfriend and the family were ready to go for testing as soon 

as they were made aware. Shonisani’s cell phone was kept by the family 

spokesperson. 

 

An entourage from the Health MEC came to visit as part of their investigation. They 

did not track and trace. Quality Assurance called and promised to come but never 

pitched up. A report from the former MEC of Health’s Office following the 

preliminary report confirmed the Gauteng Department of Health (GDOH) did track 

and trace potential COVID-19 suspects. 

 

Shonisani’s mother was not happy with the TV reporting of her son as a patient 

and referring him in a third person while he has a name, this was not ‘nice and 

again ‘does not show caring’. She strongly believes health professionals should 

have ‘ethical courage to report things. To be treated as a statistic is wrong’. 

 

Shonisani asked his mother to buy him a tracksuit, a skipper and short pants. He 

asked them to include a blanket which they did. She added Nandos and took this 

to the hospital on Friday, the 25th June 2020. 

 

On Saturday, the 26th June 2020, she sent him two songs at 16h59 and 17h15 and 

he opened these at 17h17; she then sent Psalm 91 at 17h47 and reminded him to 

check for a lipstick in his bag. At 22h06 when she tried to contact him, there was 

no response and that was the last they were able to communicate with him. 

 

Two days after death on the 1st July 2020, Mr. Lethole went to the mortuary where 

a death notification form was completed by unknown hospital staff. 
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At this point both parents had not been notified of Shonisani’s diagnosis; they had 

not been provided with the laboratory test results. The notification form stated that 

Shonisani died from Acute Respiratory Distress Syndrome, Covid-related. His 

Death certificate stated he died from Natural Cause. 

 

Despite not being notified, they as a family, including Shonisani’s girlfriend took the 

precautions to go for testing as soon as they lost contact with him. But none of the 

many people who visited and came into contact with them was ever tracked nor 

contact traced. 

 

In completing the death Notification form Mr. Lethole emphasized that he only 

made fingerprints and did not sign. He never used a pencil at all, which appears 

on one of the forms. These statements were later proved to be false. 

 

He was asked to view the body outside and he confirmed that it was indeed his 

son. He made the point that Shonisani’s coffin was not draped as it should be for 

a COVID-related death. The Mortuary staff testified that all COVID-19 regulations 

were followed and complied with. 

 

The mother made the point again and again that there was a lack of respect for life 

and people were being treated as statistics. Health professionals must have the 

‘ethical courage to report things that go wrong.  Every life matters. That none of 

the visitors were tracked and traced just showed this lack of care. 

 

From late on the 26th and the whole of the 27th June 2020 contact with Mr. 

Shonisani Lethole was completely lost. 

 

C. Abel Siminya’s brief remarks 

Mr. Abel Siminya is the Lethole family spokesperson. 
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1. He is convinced that Shonisani died of negligence, which was easy to prove. 

He did not provide evidence for this assertion. 

 

2. He also said in a conversation between Shonisani and a friend, Shonisani 

remarked that there was something he could only speak to the friend face-to-

face that was scary about the place where he was i.e. TPTH. He could not text 

or elaborate on it. 

 

3. Abel made the deduction that he was ‘fearful and he must have died in 

frightening circumstances.’ 

The family was concerned about and troubled by the following: 

 

1. When was Shonisani’s actual date of death? Did he pass on the 27th, the 28th 

or the 29th June 2020? 

2. Was his death peaceful or scary? 

3. Shonisani’s mother was particularly troubled by the lack of care and respect for 

human dignity by the health professionals; 

4. What was his diagnosis; why were they denied this critical information? 

5. Why was none of the doctors courteous enough to meet with them to explain 

what was going on with their son? These matters were all later addressed under 

the Section on the Care of Mr. Lethole at TPTH. 

The family only saw Shonisani’s famous tweet after his death. 

 

D. Narrated by Ms. Mukundi Lambani, Mr. Shonisani Lethole’s girlfriend 

Ms. Lambani related that Mr. Lethole’s illness started on a Saturday, the 20th June 

2020 when he was complaining about backache. On Sunday, the 21st June 2020, 

he still complained that he was not feeling well. Ms. Lambani then suggested that 

he should seek medical attention. Mr. Lethole called his father and asked him to 

pick him up and accompany him to the doctor. Mr. Lethole senior arranged an 

appointment with the family doctor and subsequently came with his sister and 
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picked up Mr. Lethole from the apartment to the doctor. The doctor gave him 

medication.  

Ms. Lambani attested that Mr. Lethole had no underlying medical conditions, he 

would wake up early and take a walk for an hour to two hours almost daily. She 

emphasised Mr. Lethole was extremely precautious about contracting COVID-19. 

He was the one encouraging them to be careful and got them face shields, he 

would even sanitise the groceries. They were both working from home and took 

precautionary measures to try to avoid contracting COVID-19. 

On Tuesday evening, the 23rd June 2020, he was admitted to TPTH. Ms. Lambani 

recalls Mr. Lethole expressing on Wednesday evening, the 24th June 2020 that he 

was cold, and he had not eaten since he was admitted as a COVID-19 suspect. 

On Thursday, the 25th June 2020 he had been moved to the COVID Ward. On a 

video call, he complained about nurses who wouldn’t help him whenever he 

needed to go to the bathroom. He mentioned that he hadn’t been fed when he was 

in the previous ward, i.e. COVID-19 Isolation. He was kept with people who had 

passed on, there were four different bodies he was kept within the previous ward. 

Similarly, in the COVID-19 Ward, five minutes after a patient had arrived into the 

same ward as Mr. Lethole, the patient passed away and was left in the ward for 

hours before being removed. 

Ms. Lambani and her sister tried to escalate this concern to the Department of 

Health. Eventually, her sister managed to get hold of the Gauteng Department of 

Health spokesperson Ms. Kwara Kekana. They forwarded the messages from Mr. 

Lethole to Ms. Kekana who indicated that the messages were not clear. The aim 

was to arrange that Mr. Lethole was moved to a different hospital. Eventually, 

Ms. Kekana assured them that she has escalated the matter to the hospital CEO 

on Thursday, the 25th June 2020 evening. 

E. About the MEC 

On Friday, the 26th June 2020 afternoon Ms. Lambani’s sister managed to get hold 

of the Gauteng MEC of Health, Dr. Bandile Masuku on a conference call. Her sister 
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related the incident to the MEC who purportedly, completely dismissed everything 

and said it was not possible and it was hearsay and unverified information. 

Apparently, the MEC insisted that they should verify their information before they 

could call him. 

On Friday evening, the 26th June 2020 on a video call, Mr. Lethole was jovial, 

making jokes and thought everything would be fine. He was hopeful that he was 

going to be discharged on Monday, the 29th June 2020. On Saturday his phone 

was just ringing to no avail. On Saturday, the 27th June 2020 Ms. Lambani called 

and spoke to his family and was told the hospital told the family to come collect his 

phone and clothes as he was sedated. On Sunday, the 28th June 2020 he was still 

sedated as well on Monday, the 29th June 2020. 

On Tuesday, the 30th June 2020 she got the message that Mr. Lethole was no 

more. She cited that she learned about Mr. Lethole’s COVID-19 status only on the 

30th June 2020. 

On the 24th August 2020 the day of the interview with the Health Ombud and the 

Investigator, the Department of Health had never traced or contacted Ms. Lambani 

as close contact to Mr. Lethole. 

RESPONSE BY FORMER MEC, DR. BANDILE MASUKU 

Dr. Bandile Masuku with his team visited the Lethole family to convey their 

condolences and give the family support. They assured the family that they would 

conduct an investigation and do contact tracing. Dr. Masuku discussed the matter 

with the Minister of Health and agreed that an investigation by the Health Ombud 

should be initiated. 

The contact and tracing team of the GDOH went to the Lethole family and 

established that they had been tested. However, there were four additional 

contacts of Mr. Lethole that they identified and followed up. They tested these four 

through a Private Laboratory. Three tested negative and one tested positive. 
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F. DRS. NGOBESE, RATAU-DINTWE, NCHA, SHABANGU AND MOGALADI’s 

NARRATIONS 

 
Narrated by Dr Ngobese, the Specialist Paediatrician allocated as the Head 
of COVID-19 (HOU: COVID-19) 

  

Dr. Ngobese, the Specialist Paediatrician at TPTH on the 18th  August 2020, in the 

interview with the Health Ombud related that she was requested by Management 

to assist in heading the COVID-19 Unit, as Head of the COVID-19 Unit 

(HOU:COVID) due to her experience of infectious diseases. 

 

Dr. Ngobese explained that she was responsible for the completion and 

submission of Mr. Shonisani Lethole's Morbidity and Mortality report to the GDOH 

Governance Advisory Group as soon as the death was recorded. However, she 

did not complete it, when the Health Ombud asked her why the form was not 

completed? Dr. Ngobese responded ‘I am going, being honest to say, I did not get 

the time to look at the file to say I can fill in that form adequately. So, I did not fill in 

that form. That I take it was me. I did not complete the form.’ 

 

She attested that at the time of Mr. Lethole's demise she was trying to catch up 

with the increasing number of patients that had demised, subsequently multiple 

other patients who had demised to COVID-19 forms could not be completed. She 

clarified that she did not get the time to review the file of Mr. Lethole properly and 

complete the form. 

 

On the 22nd July 2020, she handed over the list of 54 files of forms that she could 

not complete during her tenure to Dr. Ratau-Dintwe who was appointed on the 1st 

July 2020 as the new HOU: COVID-19. 
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Narrated by Dr Ratau-Dintwe an Intensivist in Internal Medicine at TPTH 

 

Dr. Ratau-Dintwe related that she was requested to assist as HOU: COVID due to 

her expertise as an Intensivist in the profession, have done internal medicine, as a 

speciality and taking care of adult patients. Moreover, has got clinical epidemiology 

background as has got interested in the trends of diseases and how they happen.  

 

She clarified that procedurally the Morbidity and Mortality reporting form is 

supposed to be completed by the HOU: COVID-19 after COVID-19 related death 

is reported and should be submitted to GDOH Clinical Governance Advisory 

Group. The form of Mr. Shonisani Lethole was only completed on the 10th August 

2020 succedent to the Health Ombud's request for Mr. Lethole's completed form 

that needed to have been submitted to the GDOH Governance Advisory Group. 

 

Dr Ratau-Dintwe attested that she was woken up on Monday, the 10th August 2020 

the holiday after Women's day to complete Mr. Lethole's form urgently as it was 

needed before 08h00. 

 

On the 22nd July 2020, Dr. Ngobese handed over a list of 54 files of forms that were 

not completed. She had to hunt for the files throughout the hospital. One of her 

strategies was to ask one of the clerks to get the files from the Records 

Management Orbit software and managed to print few, and Mr. Shonisani Lethole 

was one of them, but it was an insubstantial record. Dr. Ratau-Dintwe emphasised 

that when the 54 files were handed over to, he, she was not warned about the 

urgency of Mr. Lethole's. She was working on clearing the backlog, and Mr. 

Lethole's file was file 51 on the completion list. 

 

In conclusion, the report was only completed on holiday after Women's day on the 

10th August 2020 in response to the Health Ombud's request for the completed 

report. Dr. Ngobese handed over the responsibility of completing the reporting 

template and forwarded the pictures she took about 40 days ago from Mr. Lethole's 

original file on the 30th June 2020 and the 1st July 2020. 
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Narrated by Dr. Ncha: Clinical Manager: Mother and Child, Pharmacy, Public 
Health Medicine Specialist 

 

 Dr. Ncha, following the interview with the Health Ombud, developed a Quality 

Improvement Plan (QIP) on the gaps that were identified through the investigation. 

The QIP reflected a commitment to address the gaps that could be corrected 

immediately to avoid reoccurrence. The gaps identified by Dr. Ncha: 

 

i. Dr. Ncha acknowledged that the doctor’s progress notes, and the nurses' 

notes were inconsistently recorded in terms of date and time. 

ii. Some of the doctors’ handwriting was not legible.  

iii. Delay in the certification of Mr. Lethole and completion of the death 

notification by the doctor. 

iv. Missing doctors’ notes in the file. 

v. Unavailability of stock.  

vi. The food ordering process was not adhered to.  

 

Dr. Ncha developed corrective measures in an attempt to address the identified 

gaps. Dr. Ncha, Dr. Ngobese and Dr. Ratau-Dintwe all acknowledged the gaps and 

that there were lessons to be drawn from the investigation by the Health Ombud. 

 

Narrated by Dr. Shabangu, Mr. Lethole’s Consultant Physician 
 

On the 6th August 2020, the Health Ombud during his interview with Dr. Shabangu 

asked him if he ever saw Mr. Lethole’s post-intubation X-ray and if he had noticed a 

Nasogastric tube inserted on Mr. Lethole. Dr. Shabangu affirmed that he had not seen 

Mr. Lethole’s X-ray as well he had not seen any Nasogastric tube on Mr. Lethole when 

he reviewed his condition on the 28th June 2020 post-intubation. 

 

The Health Ombud pointed out to Dr. Shabangu that Dr. Urmson testified that it was 

not necessary to order a post-intubation X-ray. Dr. Shabangu expressed that it would 

be peculiar to him that Dr. Urmson did not see the need to order a post-intubation X-
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ray as was appropriate to do so. He also mentioned that he was not sure why Mr. 

Lethole had no Nasogastric tube inserted. 

 

Dr. Shabangu clarified that on the 28th June 2020, Dr. Molehe did order the post-

intubation X-ray. The Health Ombud outlined to Dr. Shabangu that Mr. Lethole 

required continuous monitoring on ventilation. Dr Shabangu concurred with the Health 

Ombud and explained that in an ideal situation, Mr Lethole was supposed to be nursed 

in an ICU. Unfortunately, TPTH ICU was not designated as the ICU for COVID-19 

patients and at the time of Mr. Lethole’s admission, Ward 23 was designated to admit 

COVID-19 patients who required ventilation, and they relied upon nurses that were 

trained to provide care to the patients. Clearly an ICU and a designated ward in terms 

of intensive critical care are worlds apart. The medical team had an option they did not 

exercise i.e. if they were aware that TPTH was not ideal to care for Mr. Lethole critical 

condition, why did they not advocate for his transfer to another hospital that had the 

facilities he so needed for his critical care? That this option was not exercised by the 

clinical team was highly regrettable. 

 

The Health Ombud asked Dr. Shabangu if he was satisfied that the care provided to 

Mr. Lethole was the semblance of the quality of care that required dedication and 

continuous monitoring.  Dr. Shabangu asserted that they provided reasonable clinical 

care based on the guidelines and the limited resources that were available at the time. 

The Health Ombud emphasised to Dr. Shabangu that he recognised that there were 

ideas and plans with good intentions; however, these lacked proper follow-up and 

were not executed. 

 

The Health Ombud cited a few examples of good intentions that were not followed up: 

 

1. Dr. Bangala was called by the nurses twice to certify Mr. Lethole dead. He had a 

legitimate reason that he was busy resuscitating a patient in Ward 20; 

subsequently, he did not follow up with the nurses in Ward 23 as to whether Mr. 

Lethole was ultimately certified or not. This action delayed Mr. Lethole’s death 

certification. By the time Mr. Lethole was certified, he was in rigor mortis. 
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2. Dr. Urmson claimed that she spoke to the nurse to insert the Nasogastric tube (NG 

tube) on Mr. Lethole, however, did not follow through whether the NG tube was 

ultimately inserted.  

 

3. Dr. Molehe ordered the post-intubation X-ray, but nobody followed up if the X-rays 

were done and were interpreted. The Clinical Record showed they were not done. 

 

4. The X-rays that were done on the 23rd June 2020, nobody ever followed up the 

results of these X-rays that were consistent with Severe COVID-19 Pneumonia 

amongst the differential diagnosis. Still, nobody ever followed up the results until 

Mr. Lethole demised. 

None of the above failures of follow up and actions could be explained away by the 

system, a crisis or being overwhelmed or overloaded.  These were basic core codes 

of everyday clinical practice. One made an assessment or a decision, and one 

followed that up or ensured that it was followed up and it was done.  

Patients come to doctors out of trust and hope about their health and wellbeing. They 

rightly believe the devotion and dedication to their needs should be 100%. If TPTH 

was not the ideal place, Dr. Shabangu and his team had an option to transfer or refer 

Mr. Lethole to another better ideal place for care as Ms. Lambani testified. They 

needed to exercise every possible available option to give Mr. Lethole a chance to 

survive. That this available option was not tried was regrettable. 

The Health Ombud emphasised to Dr. Shabangu that as a consultant he should hold 

his juniors accountable for not executing the tasks meant to provide total care and 

could have had an impact or an effect in the way that Mr. Lethole was cared for.  

 

Dr. Shabangu emphasised that during the admission of Mr. Lethole, there was a peak 

of patients. He stated that the system was overwhelmed and there were only two 

Medical Officers allocated for the whole of the COVID-19 related response in the 

hospital, including seeing patients in Casualty, Ward 23 and other Wards. He also 

testified that the COVID-19 response lacked the full commitment of the Accident & 

Emergency department (A & E), in that all patients presenting any signs or symptoms 
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of respiratory illness were not attended to by A & E, but rather sent straight to the 

COVID-19 isolation area. ‘The reason why this was done in this manner is unclear to 

me.’ He also indicated there were challenges with Nursing staff at Casualty at the 

same time. He maintained that they were in crisis; were not coping with other 

competing demands.  But Dr. Shabangu was the leader of this multidisclinary clinical 

care team. None of these could adequately explain what happened to Mr. Lethole’s 

care. 

 

The Health Ombud clarified to Dr. Shabangu that patients are not interested in the 

crisis of staff; they are only interested in their care, wellbeing and health. The Health 

Ombud illustrated by way of example to Dr. Shabangu that in the context of Pneumonia 

when the mortality rate was estimated at 3%, for anyone of that 3% that died, it was 

100% for them. Therefore, when the patients sought help at the health establishment, 

they expected that they would receive total dedication. 

 

Furthermore, Health Ombud advised Dr. Shabangu that as a consultant that was 

starting his career, should he fail to hold his juniors to account, ultimately, he would be 

held responsible for their actions, which will be a matter of reputational risk for him. 

  

Narrated by Dr. Lekopane Mogaladi, CEO of TPTH, the 23rd July 2010 

 

Dr. Mogaladi related that he started working at TPTH on the 1st of March 2016.  Dr. 

Mogaladi, in response to the question of when he learned about Mr Shonisani 

Lethole’s complaint related that the complaint was brought to his attention 

telephonically by the former Gauteng MEC for Health, Dr. Bandile Masuku. The first 

call from the MEC was that there was a patient who allegedly complained that he was 

denied food at TPTH, according to the CEO the MEC could not elaborate on the 

complaint as by then the MEC he didn’t have the full facts. Subsequently, the MEC 

called again requesting a report on the allegations of a tweet that was posted by the 

patient that he ‘didn’t eat for 48 hours.’ 
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The Quality Assurance Manager, on this day, was requested by the investigator to 

provide the CEO with the original file of Mr. Lethole and the copy of the file that was 

submitted to the Health Ombud for ease of reference. The investigator took the CEO 

through all the discrepancies identified in the original file vis-à-vis the file that was 

submitted to the OHO. Eventually, the CEO agreed that there were shortfalls noted in 

the record keeping. 

 

In a quest to ascertain who first got hold of the original file, the CEO related that usually 

when there is an incident of this nature, a copy of the original file is made, and the 

original is locked away. The CEO in this instance thought it could have been Dr. Ncha 

as the Coordinator of COVID-19, as she subsequently compiled the reports to the 

MEC and the Health Ombud. 

 

On the allegations that Mr. Lethole ‘did not eat for 48 hours’ 

 

The CEO emphasised that the nature of the investigation was about the food, not the 

overall patient. The CEO related that he confined himself to the issue of food and did 

not have an opportunity to reflect on COVID-19 results and the Care that was 

provided to Mr. Lethole.  

 

The CEO was resolute that Mr. Lethole was officially admitted at TPTH on the 24th 

June 2020. Hence, he would not defend the possibility that Mr. Lethole was not given 

food on the 23rd June 2020 as he was not yet admitted. 

  

The CEO emphasised that Mr. Lethole was provided with lunch within 24hrs of 

admission, referring to the nursing notes that were not dated, timed and did not have 

Mr. Lethole’s file number, name and the name of the admitting doctor.  

 

The CEO acknowledged that the record-keeping at Casualty had a lot of gaps, he 

attributed that to the fact that Casualty is not a normal Ward (nevertheless a ward) and 

the Casualty nurses were not used to manage patients that required constant 

monitoring. 
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To respond to the process of ordering food, the CEO indicated that because Casualty 

was not operating as a normal ward, he introduced a system that food should be 

ordered by considering the headcount of the patients. 

 

The CEO conceded to the shortfalls of the staff not adhering to the prescribed 

procedure of food ordering and food distribution. The CEO indicated that he requested 

the Corporate Service Manager to make sure that the identified shortfalls were 

corrected. In his concession, he said, “familiarity breeds contempt”. The CEO was 

disappointed with the fact that the Food Service Unit (Kitchen) did not adhere to the 

prescribed procedure that could reliably attest to the fact that food was ordered and 

served at Casualty Isolation. 

 

The CEO pleaded that in the absence of documented evidence that food was served 

and distributed to A & E Isolation area, patients that were admitted with Mr. Lethole 

should be identified and interviewed to solicit the truth. The investigator had already 

factored this. 

 

The CEO related that the COVID-19 pandemic exacerbated the already existing 

challenges of shortage of staff and the limited space specifically at Casualty. 

Therefore, the establishment of the A&E Isolation area and the COVID-19 designated 

ward was a rough start; it was not easy at all. The CEO expressed his gratitude for the 

investigation citing that it scaled up challenges that will enable the hospital to develop 

a QIP and correct them (see later Dr. Ncha and Dr. Ngwata). 
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7. INVESTIGATIONS AND FINDINGS 
 

“No human being is constituted to know the truth, the whole truth, and nothing 

but the truth; and even the best men must be content with fragments, with 

partial glimpses, never the full fruition” ~ Sir William Osler 

1. ‘I did not eat for 48 hours’, tweeted Mr. Lethole on the 25th June 2020 at 

20h31 

In establishing whether Mr. Lethole was provided with meals after his admission 

to TPTH, timeline recordings became a crucial hallmark for the Health Ombud 

and the investigator to address this allegation of ‘not eating for 48 hours,’ at 

TPTH.  

 

Mr. Shonisani Lethole had tweeted to the National Health Minister; Dr Zwelini 

Mkhize that: 

 

i) He ‘had not eaten for 48 hours’ while at TPTH. 

 

ii) He had also complained to his parents on 24th June 2020 around midday 

and to his girlfriend on the 24th June 2020 evening that he had not eaten 

since arriving at TPTH, which he understood to be from the 23rd June 2020. 

His Dad and Mom separately went out to buy him Kentucky Fried Chicken 

and Nandos food respectively. Mr. Albert Lethole testified that after 

receiving this information from his son, he could not sleep. 

 

iii) Mr. Lethole’s tweet on ‘not eating for 48 hours at TPTH’, the Minister of 

Health, to Dr. Zwelini Mkhize was confined to the dates of the 23rd and 24th 

June 2020, while admitted in COVID-19 Isolation and not while admitted in 

Ward 23. He had confirmed to his family and girlfriend that he was provided 

food when admitted to Ward 23. His first meal was breakfast on 25th June 

2020.  This statement was later corroborated by the nursing staff of Ward 
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23 who testified to the investigation and had looked after Mr. Lethole (see 

later in this report page 153). 

The initial critical determining factor was to ascertain the time of Mr. Lethole’s 

arrival and admission at TPTH. Analysis of Medical records by the Health 

Ombud and the Investigator established that Mr. Shonisani Lethole arrived at 

Casualty Triage accompanied by his father in a wheelchair, his complaints were 

back pain, body weakness and difficulty in breathing for two days. The Adult 

triage tool showed that Enrolled Nurse Wendy Moloya triaged Mr. Shonisani 

Lethole at 11h18, immediately thereafter he was triaged by Intern Dr. Pawson 

at 11h40. Dr. Mlambo had advised Intern Pawson that Mr. Lethole be admitted. 

Mr. Lethole opened a file, which was captured and was registered in the TPTH’s 

patient registration system on the 23rd June 2020 at 12h28 (Registered 

Patient's Number 3521074) and was subsequently wheeled, received and 

admitted to a bed in A & E Isolation area at 12h36 as a Person Under 

Investigation (PUI) as documented in the patient’s control register. The first 

entry made at the Casualty A & E COVID-19 Isolation on the Sect 1 P2/P3 A & 

E Clinical Records dated the 23rd June 2020, at 14h42 (2 hours, 6 minutes later) 

reflected that Mr. Lethole complained of general body pains, only to be seen by 

Clinical Associate (ClinA.) Tshali at 19h30. 

 

The hospital management insisted that Mr Lethole was only admitted to TPTH 

on the 24th June 2020. The CEO was resolute that Mr. Lethole was officially 

admitted at TPTH on the 24th June 2020. 

 

The Health Ombud established that: 

 

i. Mr. Lethole was referred to TPTH ‘for further management’ by Kempton Park 

Clinic; Dr. Mlambo earlier at triage (the sorting of patients according to the 

urgency of their need for care) advised Dr. Pawson that Mr. Lethole be 

admitted on the 23rd June 2020; Mr. Lethole was weak and severely ill, on a 

wheelchair, diagnosed later with Community-Acquired Pneumonia by ClinA. 
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Tshali on the 23rd June 2020 at 19h30. Therefore, Mr. Lethole became a 

patient of TPTH and was therefore under the care of the hospital from there 

on. This admission would be classified as emergent admission as 

contrasted with an elective admission. ‘Hospital admission involves staying 

at a hospital for at least one night or more (Encyclopedia.com’s definition).’ 

This definition was further explained by Davis and Schiel jr. in ‘Hospital 

Admissions’ and is consistent with legal interpretation and is universally 

practised. Furthermore, established practice is that no person diagnosed with 

Pneumonia is brought into hospital for observations; or as an out-patient, they 

are brought in for admission and for intravenous antibiotic treatment and 

further investigations without delays; there was therefore a duty of care by 

the hospital to admit Mr. Lethole on the 23rd June 2020; at 19h58 on the 23rd 

June 2020, Mr. Lethole send an SMS that ‘I’m at the hospital. I will call you 

tomorrow. Being up since 2’ to his girlfriend Ms. Lambani. 

 

ii. The A & E Isolation area was operating differently from a typical ward, but 

was nevertheless a ward; it was designated to admit, investigate, keep and 

stabilize patients suspected for SARS-CoV-2 while awaiting their results 

before being transferred to the designated wards or quarantine sites. 

 

iii. The Medical records revealed Mr. Lethole was already receiving Oxygen 

through a poly mask on the 23rd June 2020 at 22h00. 

 

iv.  ClinA. Molekane confirmed that on the 24th June 2020, during the post-intake 

round at around 10h00, she prescribed the standard COVID-19 treatment for 

Mr. Lethole on an inpatient prescription chart TEM/358 (Prescription and 

Medicine Administering Chart) and the nurses administered this prescription 

at 13h00.This prescription included antibiotics. This prescription implied that 

Mr. Lethole was already admitted and managed as an inpatient. The 

prescription chart used at TPTH for outpatients is TPH 172 (81/516151) and 

this was not used for Mr. Lethole.  
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v.  For all the above, Mr. Lethole was totally under the care and totally 

dependent on TPTH for his needs and wellbeing. 

 

vi. There was no evidence obtained to indicate that Mr. Shonisani Lethole was 

provided with meals although Mr. Lethole was already admitted at A & E 

Isolation area around lunch time on the 23rd June 2020. Mr. Lethole was kept 

admitted at A & E Isolation area from the 23rd June 12h36 until he was 

transferred to Ward 23 on the 24th June 2020 and arrived at 23h50.  

 

The abovementioned evidence formed the background of uncovering Mr. 

Lethole’s complaint about ‘I did not eat for 48 hours’ 

 

Mr. Albert Lethole (hereinafter Mr. Lethole senior) mentioned in his oral 

evidence that on the 23rd June 2020, at 04h00, he served his son with soft 

porridge before they left home and went back to Edenvale Hospital en route to 

TPTH.  

 

On Wednesday, the 24th June 2020, between 11h00 and 12h00 noon, 

Shonisani reported to his father that "I am very hungry and get me some food" 

and 'I have not eaten since arriving here'.  

 

Mr. Lethole senior, in his oral evidence, indicated that he was very worried and 

went to buy his son buns and Kentucky Fried Chicken and took these to the 

hospital around 4 pm. He was not allowed into the ward, but a cleaner took the 

food and promised to deliver them as they were due to give food to the patients. 

This food was never delivered as the cleaners were afraid to enter Casualty A 

& E Isolation  

 

It beggars, belief as to why a responsible young man such as Mr. Shonisani 

Lethole would send a tweet to the National Minister of Health, call his parents 

on the 24th June 2020 around midday that "I am very hungry and get me some 
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food" and 'I have not eaten since arriving here' and tell his girlfriend that he has 

not eaten! Why would he do this?  

 

2. The TPTH’s response to the allegation of ‘not eating for 48 hours’. 

 

a) The TPTH management provided the Health Ombud with the Nursing notes 

reflecting that “the patient tolerated lunch well” at 14h00. However, the 

submitted nursing notes document, lacked the necessary identifiers, like the 

patient’s name, hospital number, date, diagnosis of the patient that are 

mandatory for the Clinical Records. Without these required identifiers, the 

nurse’s notes could easily belong to any other patient. 

 

b) The documented nursing notes in question were not documented on the 

standard progress report TPH 114/2 (A/B) (81/530484) used at TPTH, therefore 

they could not be authenticated and relied upon as evidence that Mr. Lethole 

indeed ‘tolerated lunch’ and ate. (Annexure 4). 

 

c) The investigation established that TPTH had a Standard Operating Procedure 

(SOP) for the ordering of meals which was developed in 25th October 2017. The 

SOP aptly stipulated that every ward should order food through the completion 

and submission of the TPH48F/Bed diet list to the Food Service Unit (Kitchen) 

before 07h30 daily. The Bed/Diet list would stipulate the meals, the patients 

and their preferred diets for the day. The Bed/Diet list would be signed by the 

person ordering the food. This was a tried and tested SOP which was reliable, 

it was the gold standard for providing meals. 

 

d) Upon receipt of the delivered meals, a food distribution form would be signed 

by the recipient nursing staff to guarantee that the ordered food was delivered 

to ‘the end user.’ 

 

e) The CEO was resolute that he would not defend the possibility that Mr. Lethole 

was not given food on the 23rd June 2020 as he ‘was not yet admitted’. 
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However, he insisted that Mr. Lethole was offered lunch on the 24th June 2020 

referring to the nursing notes that lacked the date, patient registration/file 

number and the necessary personal identifiers of Mr. Lethole. 

 

f) In the same interview, the CEO had conceded to the shortfalls of the staff not 

adhering to the prescribed procedure for food ordering and distribution.  

 

g) Dr. Ncha attested that Mr. Lethole was offered lunch on the 24th June 2020 

relying on the same nursing notes that lacked the date, patient registration/file 

number and the necessary personal identifiers of Mr. Lethole.  Dr. Ncha 

asserted that she presumed that the unidentified nursing notes belonged to Mr. 

Lethole as she found them in Mr. Lethole’s file. 

 

h) The TPTH management only focused on lunch and deliberately forgot that on 

the 24th June 2020, there was breakfast and supper as well. These were not 

mentioned at all. What happened to Mr. Lethole’s breakfast and supper on the 

24th June 2020? 

 

i) The evidence provided by the TPTH management of the nurses' notes 

reflecting that “the patient tolerated lunch well…” timed at 14h00 when lunch 

was served at 11h30 according to the SOP. The investigation established that 

the nurse’s notes were written by Enrolled Nurse Bertha Sokana. Ms. Bertha 

Sokana had informed the investigator that she had ordered meals on the 24th 

June 2020, using the Bed/Diet list. There was no such Bed/Diet list found by 

the investigator completed and signed off by Enrolled Nurse Bertha Sokana. 

So, the basis of Ms. Bertha Sokana’s evidence was false.  

j) Enrolled Nurse Bertha Sokana clarified that she was allocated to work at A & E 

Isolation area around the second week of June 2020 and was not accustomed 

to ordering meals for patients that were kept temporarily at Casualty Isolation. 

Similarly, she was not oriented on food ordering for the Casualty Isolation 

patients. However, she claimed that on the 24th June 2020, she had ordered 
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meals for Casualty Isolation at around 07h30 through completing the Bed/Diet 

List and submitted it to the Food Service Unit (Kitchen). She maintained that 

she completed the diet list through recording the names of the patients, number 

of patients, number of patients that required diabetic diet, soft diet, normal diet 

also outlined that the orders for breakfast lunch and supper. 

k) Enrolled Nurse Bertha Sokana also testified that she could not recall who Mr. 

Lethole was, however, she maintained that Mr. Lethole ate at 14h00, giving 

credence to the nurse’s progress notes, that lacked critical personal (identifying) 

particulars of the patient, the date and the file number (Annexure 4). While Ms. 

Sokana could not recall who Mr. Lethole was, she nevertheless said he had 

lunch. For the record, lunch was served between 11h30 and 12h00 and not 

14h00 at TPTH. 

 

l) There were no signed Bed/Diet List and food distribution form provided to the 

Investigator or the Health Ombud for this date.  Had the SOP been operational 

and fully complied with, there would be no need for pieces of scrap papers to 

be relied upon as evidence that food was provided to patients. The Health 

Ombud found these documents not credible evidence as these could be easily 

produced without authentication/signatures and could be used for any other 

patient as they did not reflect Mr. Lethole or any other patient’s  registered 

identifiers as required by the guidelines and SOP. Therefore, these were 

deemed to be inconsistent and not reliable as proof that food was provided to 

Mr. Lethole. 

 

m) There was no such Bed/Diet list found completed and signed off by Enrolled 

Nurse Bertha Sokana. The investigation concluded that in the absence of 

evidence to prove that breakfast, lunch and supper was ordered, reached ‘the 

end user’, as well served to Mr. Lethole on the 24th June 2020, it had to be 

accepted that Mr. Lethole received no food.  
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n) The evidence obtained during the interview with other witnesses when one 

structured question was asked by the investigator to ascertain "who decided to 

stop the process of ordering food through Bed Diet lists" i) the A & E Isolation 

area Operational Manager, Mr. Sono mentioned that he called the Kitchen to 

arrange for the telephonic ordering of food; ii) Ms. Mtwesi (Food Service 

Manager) claimed that it was her decision, she called the Casualty Manager for 

the telephonic arrangement of placing food orders’); the CEO, as well asserted 

that he owned that verbal decision. This evidence was found to be inconsistent 

and contradictory as to who actually gave the directive and had the authority 

for telephonic food ordering and how well this was adhered to. Not all three 

versions could be true and not all three could have authority for such a major 

unilateral operational change of suspending the established SOP. 

 

o) Ms. Mtwesi (The Food Service Manager) testified that on the 24th June 2020, A 

& E Isolation area placed the order telephonically and the evidence provided to 

the Investigator was an unsigned ‘scrap papers’ reflecting Casualty “Total=31” 

(Annexure 3). The scrap of paper found, had no identifiers, no signatures that 

were the requirements and norm following the TPTH SOP. This could not be 

accepted as proof of Bed/Diet list order as it not only deviated substantially from 

the prescribed Bed/Diet list form TPH 48 F (81/505959), but also bore no 

resemblance or identifiers or signatures to it. 

 

p) Ms. Ngoasheng (Food Service Supervisor) asserted that food orders from 

Casualty were placed telephonically and the orders were written on scrap 

papers. 

 

q) The pieces of ‘scrap papers’ that were produced as proof that food was ordered 

at the A & E Isolation on the 23rd June 2020 and the 24th June 2020 were found 

not credible evidence as these lacked the SOP stipulated identifiers and 

therefore could not be relied upon that food was ordered, delivered and 

‘received by the end-user’, particularly Mr. Lethole. The scrap papers had no 
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signatures of who ordered and who received the ordered food and who was 

given or received such ordered food. 

 

r) Ms. Mtwesi further explained that when the investigation of Mr. Lethole was 

launched, Ms. Matshaba (Risk Manager), her supervisor called both Ms. Joyce 

Ngoasheng (Food Service Supervisor) and herself to the office to inform them 

that an investigation about Mr. Lethole's incidence was in progress.  

 

s) Ms. Matshaba in her interview with the Health Ombud and the Senior 

Investigator separately acceded, that she had called Ms. Mtwesi and Ms. 

Ngoasheng to her office as cited above to discourage the practice of the use of 

‘scrap papers’ as a procedure for the ordering of food. Thereafter, they were 

supposed to update figures reflecting the food ordered by A & E Isolation 

retrospective to the 23rd June 2020 to correspond with when Mr. Lethole was 

admitted. Ms. Mtwesi had to report for duty on Saturday, the 11th July 2020 to 

update the Kitchen Diet Balancing forms accordingly. This Ms. Matshaba saw 

and endorsed them for being used. Ms. Matshaba confirmed that this was done 

after she was advised by the Clinical Manager Dr. Ncha and her supervisor Ms. 

Mmatli about the impending investigation by the Health Ombud on the incident 

of Mr. Lethole. 

Why stop if the new system of ‘scrap papers’ was working and was reliable? 

The revised version of the Kitchen Diet List Balancing forms arose out of Mr. 

Lethole’s impending investigation, which started on the 6th July 2020. 

t) It was obvious why Ms. Matshaba stopped this way of food ordering; it was 

unreliable and could not be relied upon or stand scrutiny and to prove that 

patients received food. Additionally, the Kitchen Diet List Balancing sheets that 

were developed on the 11th July 2020 when the investigation of the Health 

Ombud on-site commenced on the 9th July 2020 were ad hoc, retrospective, 

unreliable, unverifiable and deemed as an afterthought and a sign of a cover-

up for the contraventions of the SOP. These were contradicted by Mr. Gajraj, 
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the Area Manager for A & E Unit and A & E Isolation and other witnesses (see 

below). 

 

u) In the interview with the Health Ombud, Mr. Gajraj attested and confirmed that 

on the 24th June 2020 around 10h30 patients complained to him that they did 

not received supper and were not fed on the 23rd June 2020 and breakfast the 

morning of 24th June 2020. Upon probing, Mr. Gajraj determined that food was 

indeed not ordered nor provided for A & E Isolation area. Immediately, he 

arranged with the Kitchen to arrange for lunch, given that the time was passed 

10h30. This coincided independently with the very date, the 24th June 2020 and 

time (between 11h00-12h00) that Mr. Lethole spoke to his parents that "I am 

very hungry and get me some food" and 'I have not eaten since arriving here'. 

It also coincided with the intense non-cooperation of staff to service the 

Casualty and A & E Isolation area for fear of contracting SARS-CoV-2.  

 

v) Professional Nurse (PN) Sylvia Tshabalala (A & E Isolation Team Leader) in 

her interview asserted that she provided Mr. Lethole with breakfast on the 23rd 

June 2020 at around 09h00 and claimed that she offered Mr. Lethole lunch at 

around 13h00. Mr. Lethole on the 23rd June 2020 at 09h30 was referred from 

Kempton Park Clinic to TPTH. He was only registered at TPTH at 12h28 and 

admitted at A & E Isolation at 12h36 as documented in the Patient Control 

Register. Therefore, PN. Tshabalala's evidence that she provided Mr. Lethole 

with breakfast at 09h00 and lunch without proof of Bed/Diet list and 

documenting it in the progress report was deceitful and not credible evidence 

that Mr. Lethole was offered food at A & E Isolation on the 23rd June 2020. She 

was ‘economical with the truth’. 

 

w) Mr. Gajraj had sent several emails to management spelling out and highlighting 

the challenges faced by A & E Isolation area in managing COVID-19 patients. 

He forwarded an email (see later) that he had sent to the CEO as he was 

coming under pressure from Dr. Ncha for providing ‘truthful information to the 

investigation. The evidence submitted by the area Manager for A & E Unit, A & 
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E Isolation area and Ward 23 COVID-19 designated ward, Mr. Gajraj was 

telling. 

 

x) Mr. Wilfred Ntebogang Mothwane, Deputy Director of Nursing, in his testimony, 

corroborated the statement of Mr. Gajraj but added that staff was not 

cooperating (on strike) on the 22nd, 23rd and 24th June 2020 for ‘PPE and 

salaries’, so no food could be served to patients even if ordered. He observed 

food lying at the doors of Casualty as staff without PPE refused to enter the 

ward/area to distribute food to patients for fear of contracting SARS-CoV-2 

infection. He emphasised that ‘all staff was on strike and it was worst on these 

three days. Many patients were not even seen, patient’s Clinical Records were 

mixed up and corpses were left lying all over the place’. The environment was 

a serious health risk to staff as no social distancing could be practiced. This 

statement is consistent with the Lethole’s family testified that the food they 

bought and brought to the hospital on the 24th June 2020 was never delivered 

to Mr. Shonisani Lethole.  He never confirmed that he had received the food 

bought for him. It is, therefore, highly improbable that food could have been 

served on the 24th June 2020. 

 

y) On the 24th June 2020, evidence obtained revealed that Dr. Ncha and Mr. 

Mothwane went to A & E COVID-19 area after the complaints that the nurses 

did not attend to the patients. Mr. Gajraj, Mr. Sono, joined Dr. Ncha and Mr. 

Mothwane. The A & E Nurses refused to assist patients as they felt that that 

were at risk of contracting COVID-19. 

 

z) The Health Ombud pointed out to the CEO the evidence provided by TPTH to 

affirm that Mr. Lethole was offered lunch at 14h00 on the 24th June 2020, relying 

on the nurse was not only contradictory, but also false for the following reasons: 

• The ordering of patient’s meals by means of Bed/Diet list had been 

suspended during this period, so no food could be ordered this way. This 

was the testimony of several other witnesses. 
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• There was no evidence found to confirm that breakfast, lunch and supper 

ordered by the A & E Isolation area nurse ever arrived and was ever served 

to Mr. Lethole on the 24th June 2020. 

 

• The Bed/Diet list claimed by the nurse was never found by the investigator 

nor provided to the Health Ombud. 

 

• The nurse testified that she could not recall who Mr. Lethole was. However, 

she maintained that Mr. Lethole ate at 14h00, without knowing who he was, 

giving credence to the nurse’s progress notes, purported to be Mr. 

Lethole’s. 

 

• The documented nurse’s progress notes in question were not documented 

on the standard progress report TPH 114/2 (A/B) (81/530484) used at 

TPTH, as such they lacked critical personal (identifying) particulars of the 

patient, the date and the file number. These nursing notes could not be 

authenticated and relied upon as evidence that Mr. Lethole ate (Annexure 

4).  

 

• While the nurse could not recall who Mr. Lethole was, she was at the same 

time able to say Mr. Lethole had lunch, which was quite strange.  

 

• For the record, according to the TPTH SOP lunch was served between 

11h30 and 12h00 and not 14h00. 

Furthermore, the nurse’s evidence was contradictory to other lines of evidence 

provided by: 

 

• Mr. Sono (A & E Operational Manager) testified that around June 2020 

they were overwhelmed by the surge of patients in Casualty Isolation, 

thereupon he arranged with the Kitchen staff that meal orders from A & E 

Isolation area would be placed telephonically. 
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• Ms. Mtwesi (Food Service Manager) asserted that there was an 

arrangement of placement of food orders for Casualty be processed 

telephonically and were recorded on the scrap papers, giving credence to 

the scrap paper dated 24/06/30 reflecting Casualty “Total=31.” 

 

• Ms. Ngoasheng (Food Service Supervisor) asserted that food orders from 

Casualty were placed telephonically and the orders were written on scrap 

papers. 

 

• Mr Gajraj (Area Manager Emergency Unit) who testified that he ordered 

lunch for A & E Isolation area on the 24th June 2020 around 10h30 after 

the patients complained to him that they did not receive supper and were 

not fed on the 23rd June 2020 and breakfast the morning of 24th June 2020. 

In his evidence, he mentioned that there were about 30 patients in 

Casualty Isolation; the likelihood was that Mr Gajraj placed order 

telephonically as the scrap paper provided reflected Total=31.  

 

• Dr. Ncha also defended that Mr. Lethole was offered lunch on the 24th June 

2020 based on the not dated nursing notes that lacked the necessary 

personal identifiers of Mr. Lethole and the patient registration/file number. 

Dr. Ncha asserted that she presumed that the unidentified nursing notes 

belonged to Mr. Lethole as she found them in Mr. Lethole’s file. 

 

• There was no credible evidence obtained to substantiate that food 

(breakfast, lunch or supper) was delivered and distributed at A & E 

Isolation area on the 24th June 2020 as asserted by the nurse and Dr. 

Ncha. The SOP was in suspension, the alleged order and distribution form 

was neither completed nor signed by the nurse, the CCTV was out of order 

and footage could not be obtained and used to objectively substantiate that 

food was delivered at A & E Isolation area on the 24th June 2020. More 

significantly, the nurse could not recall who Mr. Lethole was and whether 

he ate or not. 
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• Mr. Lethole’s father brought Kentucky Fried Chicken around 16h00 and 

gave it to a cleaner to give his son, this was not delivered as the cleaners 

were fearful of entering A & E Isolation area without PPE. 

 

• There was no reliable evidence advanced to prove that Mr. Lethole was 

provided breakfast, lunch or supper on the 24th June 2020. 

The Bed/Diet lists and signed food distribution forms that should serve as a 

portfolio of evidence to demonstrate that food was ordered, distributed and 

received on the 23rd June 2020 and 24th June 2020 at A & E Isolation were not 

available. Still, instead, unsigned handwritten pieces of scrap papers were 

produced as evidence. The scrap papers produced as evidence by the staff of 

the health establishment are at odds with the procedures and processes set out 

in the Policy for Food Service Management in Public Health Establishments 

(2010). 

 
The CEO in his interview with the Investigator conceded to the shortfalls of the 

staff not adhering to the prescribed procedure of food ordering and food 

distribution in his concession, he cited that “familiarity breeds contempt”. The 

CEO pleaded that the Investigator should interview patients that were 

previously admitted soliciting answers about the issue of eating at Casualty 

Isolation. The CEO, in his interview with the investigator, raised the issue of 

interviewing patients about the issue of eating. The investigator mentioned to 

the CEO that, already before their interview she randomly selected a sample of 

5 patients files to triangulate the fact that food was distributed at Casualty 

Isolation. This approach was pursued after the investigator determined that the 

CCTV for the Casualty area was not functional. The sample of 5 patients 

selected was called on the mobile numbers obtained from their hospital 

registration forms, and all five either reached the voicemail, or there was no 

response. They did not return the calls. 
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The CEO raised this issue telephonically with the Health Ombud. The Health 

Ombud deemed this approach problematic for several reasons: The hospital 

should not select its own witnesses; the hospital should have a signed 

document in line with its SOP as to who it has fed on a particular date and time; 

Mr. Lethole was no more to speak for himself; Mr. Lethole had confirmed to 

several people that he ‘didn’t eat for 48 hours’; if others have eaten, they did 

not represent Mr. Lethole, so whether they ate or not was immaterial; responses 

of hospital-selected patients after so long a period cannot be relied upon that 

the hospital could go to these desperate ends of soliciting information from 

patients, confirmed just how ‘appalling’ record-keeping was at TPTH. Properly 

documented records and clinical notes were the only acceptable safeguard and 

guaranteed to the truth of what transpired. After the preliminary report, five 

previously admitted witnesses presented evidence that confirmed that they did 

not know who Mr. Lethole was, did not confirm they were admitted to Casualty 

Isolation and could not confirm that the food ordered ever arrived and could not 

confirm whether Mr. Lethole ate of not. 

 

Ms. Chilwane’s, Assistant Manager, Quality Assurance Unit was asked if her 

clinical record audit was able to reveal documented evidence that Mr. Lethole 

was provided with meals at the A & E Isolation and Ward 23. She confirmed 

that there was no evidence produced to affirm that Mr. Lethole was ever offered 

food at A & E Isolation from the audited Medical Records. Evidence that she 

obtained reflected that Mr. Lethole was offered food at Ward 23. There was no 

documented evidence from the Medical Records, that Mr. Lethole was provided 

a meal on the 23rd and 24th June 2020. 

  

There was no documented evidence to prove that food was ever provided to 

Mr. Lethole at TPTH from the 23rd June 2020 at 12h36 until the 25th June 2020 

at 08h00 in Ward 23. This reflects that Mr. Lethole was not offered food for 43 

hours, 24 minutes, however, if one added the 8 hours since the last meal at 

4am at home on that day, this would total approximately 52 hours of 
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involuntary fasting. Mr. Shonisani Lethole’s tweet was found credible and 

truthful. 

 

This was substantiated by Mr. Gajraj's and Mr. Mothwane’s evidence, the 

Clinical Records, the Audit findings and the lack of appropriate evidence in 

accordance to the TPTH SOP for the ordering of patient’s meals and the 

National Department of Health Policy for Food Service Management in Public 

Health Establishments (2010). 

 

Finally, the investigator requested CCTV footage for Casualty and Ward 23 

from Security, to see if there was evidence that any food was ever delivered or 

distributed to patients on the 23rd and the 24th June. She was informed on 

record that CCTV for these areas was not available as the system was ‘out of 

order’, awaiting repair since January 2020. 

 

Therefore, the evidence provided by Dr. Ncha and signed by the CEO as a 

‘Report on Mr. Shonisani Lethole’, sent to Dr. Bandile Masuku, former MEC 

Health GDOP, to the OHSC Complaints Centre and Assessment and to the 

Health Ombud on ‘Food Availability’ was false, without foundation, deceitful and 

misleading. The SOP for meals ordering was terminated from April 2020 only 

to be resuscitated upon hearing that an investigation by the Health Ombud was 

underway. Dr. Ncha knew all these facts when preparing her reports for the 

CEO. Simply put ‘No evidence adduced by this investigation could be found to 

prove that Mr. Lethole had been provided with a meal at TPTH’ 

 

The only credible evidence obtained that Mr. Shonisani Lethole was provided 

with a meal was the breakfast, lunch and supper that was documented on the 

fluid balance chart dated the 25th June 2020, as is standard practice. 

 

This evidence was further corroborated by Mr. Shonisani Lethole's girlfriend, 

Ms. Mukundi Lambani’s account, who cited that Shonisani in their telephonic 

conversation indicated that he had eaten on the 25th June 2020 in Ward 23.  
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Mr. Shonisani Lethole also confirmed to his parents when he had finally been 

given food at TPTH, Ward 23. 

 

The conflicting and contradictory evidence, with mixed updates and times, 

presented by the various staff members seemed as if it was nothing but an 

attempt to cover up for a gross human violation of a hospital, a trusted place of 

care, demonstrating the opposite. Mr. Lethole had no access to food as he had 

indicated in his tweet. The evidence presented by some staff members to the 

investigator and Health Ombud was not only untruthful and misleading but also 

could not stand the scrutiny and the mirror of the Clinical records and the 

timeline. 

 

3. The Viral tweet 

The Health Ombud requested an independent twitter analytics report from the 

OHSC IT Directorate and the Communication and Stakeholder Relations 

Directorate. The independent IT analysis on the tweet was requested to 

ascertain: i) the authenticity of Mr. Lethole’s tweet and it was confirmed that the 

titter handle undoubtedly belonged to Mr. Lethole, this was also corroborated 

by Mr. Lethole’s girlfriend Ms. Lambani; and ii) there was no evidence that the 

Minister of Health, Dr. Zwelini Mkhize ever saw Mr. Lethole's tweet while Mr. 

Lethole was still alive. The viral tweet only gained prominence after Mr. 

Lethole's passing.  

 

However, the viral tweet did ultimately reach the Minister’s authentic twitter 

account. The twitter account of Dr. Zwelini Mkhize is run by a third-party 

administrator who manages the account according to the social media strategy, 

which entails the distribution of public information of health-related issues, 

rather than engaging individuals. The Minister’s office had also confirmed the 

authenticity of Mr. Lethole’s Twitter handle. 
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The viral tweet subsequently triggered an online #JusticeforShoni where Twitter 

users demanded answers and justice for the death of Mr. Shonisani Lethole at 

TPTH, ostensibly from ‘denial of food for 48 hours. Subsequently, the petition 

#JusticeforShoni was electronically handed over to Dr. Lekopane Mogaladi, 

CEO of TPTH, Bandile Masuku, former MEC of Health Gauteng Dept of Health 

and Dr. Zwelini Mkhize, Minister of Health on the Friday, the 10th July 2020, 

when the Health Ombud's investigation was already underway. The Petition 

was separately submitted for the attention of the Health Ombud on the 15th July 

2020. Upon receipt, the investigation by the Health Ombud determined that the 

Petition was signed by 21 758 individuals, nationally and internationally. 

However, at the time of completion of the investigation, the count for the petition 

signatories had risen to 25,936. 

 

Extracted from the email sent to the Minister, MEC and the TPTH CEO by 

"#JusticeforShoni: fix Tembisa Hospital and save lives" 

"We want justice for Shonisani, and we do not want other families and friends 

to suffer our pain and loss. More people are coming forward to tell their stories. 

All of us need to listen to them. 

 

We recognise that during the peak of the COVID-19 pandemic in South Africa, 

there's an urgent need for all people in South Africa to trust their healthcare 

system. That trust is only possible through transparency and accountability. We 

see this moment as an essential opportunity to do that. Many more families will 

leave their loved ones in the care of public hospitals in this time, expecting 

quality care for COVID-19 and non-COVID-19 patients. Without accurate and 

properly explained information about their loved ones' conditions, they may 

worry, or worse – turn their backs on the public healthcare system. This is 

something we cannot afford. Communities need to trust their hospitals and 

healthcare managers. It is now in your hands." #JusticeforShoni | 

#GoodHealthcareForAll | Follow the campaign on Twitter@JusticeforShoni  
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4. Mr. Shonisani Lethole died without knowing his SARS-CoV-2/COVID-19 

test results 

The Lethole family insisted that their son demised not knowing his COVID-19 

test results. They felt short-changed by TPTH and the Department of Health as 

they only learnt about their son's COVID-19 status on the 30th June 2020, when 

he demised. This allegation is corroborated by Ms. Lambani, that she and 

Shonisani were anxious to know the test results. As someone who lived with 

Mr. Lethole, she needed to know this vital information to take the necessary 

preventative measures. The SARS-CoV-2 test was the single most important 

diagnostic test during this pandemic. The Lethole family had every reason to 

need to know the outcome of this test as Mr. Shonisani Lethole visited them for 

two days before going to TPTH. 

 

In the quest to address this allegation, the investigator and Ombud followed the 

pathway of Mr. Lethole’s COVID-19 screening, testing and retrieval of the 

COVID-19 laboratory test results. On the 23rd June 2020, Mr. Shonisani Lethole 

presented at TPTH COVID-19 screening tent at Gate 3, accompanied by his 

father.  

 

The Screening tool for COVID-19 dated 23rd June 2020, obtained in Mr. 

Shonisani Lethole's file was written Al Junior Lethole (Annexure 5). On the 

9th July 2020, at the time the Investigator was at TPTH, the Identity Document 

of Mr. Shonisani Lethole was not available in the file to ascertain who Al junior 

was.  

 

All the Medical Records in the file were written Shonisani Lethole. However, the 

aforesaid COVID-19 screening tool lacked important details and was 

incomplete. The Health care provider who screened Mr. Shonisani Lethole was 

unidentified, the time of screening was not documented and the referral 
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pathway from the screening point was not recorded or spelt out to the next point 

of care. 

 

For the Investigator to determine the time of arrival at Gate 3 COVID-19 

Screening point, she reflected on the referral letter from Kempton Park Clinic, 

which showed that Mr. Lethole was referred to TPTH at 09h30. The investigator 

calculated the distance from Kempton Park Clinic to TPTH using GPS Google 

Maps, which is estimated at a maximum of 30 minutes. Given the fact that his 

father Mr. Albert Lethole (Mr. Lethole senior) used his transport, the inference 

drawn deduced that Mr. Shonisani Lethole would have been at TPTH at around 

10h00. 

 

Medical records obtained revealed that Mr. Shonisani Lethole arrived at 

Casualty Triage accompanied by his father in a wheelchair, his complaint was 

back pain, body weakness and difficulty in breathing for two days. The Adult 

triage tool showed that Enrolled Nurse Wendy Moloya triaged Mr. Shonisani 

Lethole at 11h18, immediately thereafter he was triaged by Intern Dr. Pawson 

at 11h40. Dr. Mlambo had advised Intern Pawson that Mr. Lethole be admitted.  

Mr. Lethole opened the file, i.e. was registered at 12h28 and subsequently was 

wheeled, received and admitted to a bed in A & E Isolation area at 12h36 as 

documented in the Admission Register, only to be seen by Clinical Associate 

(ClinA.) Tshali (hereafter referred as ClinA. Tshali) at 19h30.  

 

This was emergent as contrasted with an elective admission into a hospital. It 

was reported in the Reports prepared by Dr. Ncha to the Health Ombud and 

Dr. Bandile Masuku, that Mr. Lethole was seen by the COVID-19 Team. 

Nothing could be further from the truth. Mr. Lethole was only seen by an 

unsupervised Clinical Associate on the 23rd June 2020 and certainly not by a 

team. This was an exaggeration of reality and the truth by Dr. Ncha. 
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8. THE SARS-CoV-2 (COVID-19) TEST RESULTS 
 

The investigation established that ClinA. Tshali was appointed at TPTH on the 1st 

June 2020 and was not registered on the National Health Laboratory Service (NHLS) 

for purposes of obtaining authorization to request the NHLS specimen and access the 

results from the NHLS Website. However, she was allocated to work at A & E Isolation 

area where she was expected to order critical diagnostic investigations such as blood 

inclusive of SARS-CoV-2 tests (COVID-19). Therefore, ClinA. Tshali collected Mr. 

Lethole's SAR-COV2 PCR (COVID-19) test on the 23rd June 2020 at 18h08, using Dr. 

SS Modika's Medical Practice credentials on the NHLS request form, without his 

express consent and unbeknownst him.  Dr. SS Modika was however aware that his 

credentials were being used but was not aware who in particular was using them. The 

NHLS turnaround time for Mr. Lethole's results was 43 hours,19 minutes, meaning 

that the results were obtainable and retrievable from the NHLS website on the 25th 

June 2020. In this instance, the laboratory report showed that the results were 

retrieved on the 25th June 2020 at 13h27 allegedly by Dr. SS Modika. However, 

these critical test results were not passed onto Mr. Shonisani Lethole, his family and 

the staff that were involved in the care of Mr. Lethole. 

 

The actions described above of ClinA. Tshali resulted in disarray and confusion that 

prompted the Health Ombud to request the NHLS Audit trail report to find out who 

accessed Mr. Lethole's results, to determine the actions taken by those who retrieved 

the results and to determine the turnaround time for the results of the test. The 

laboratory audit trail report obtained reflected that Dr. SS Modika was the doctor who 

had requested the test and accessed the results on the 25th of June 2020. Upon 

probing, ClinA. Tshali conceded that she used Dr. SS Modika's credentials 

unbeknownst to him. This action created confusion. ClinA. Tshali further alluded that 

the practice at the hospital was that a clinician who does not have the NHLS 

credentials would use a registered Medical Practitioner's credentials to request or 

access the results on the NHLS website, under those circumstances, she then used 

Dr. SS Modika’s credentials. This practice raises ethical, confidentiality and medico-

legal concerns. 
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ClinA. Tshali’s act of using Dr. SS Modika’s credentials resulted in disarray as the audit 

trail report reflected that the first clinician to retrieve the results was Dr. SS Modika on 

the 25th June 2020 at 13h27 but did not inform Mr. Lethole and the staff of the results. 

ClinA. Tshali was asked if she has retrieved the results using Dr. Modika’s credentials, 

she denied under oath that she has retrieved Mr. Lethole’s results, which amplified the 

confusion as to why would she request a crucial test like that, using a colleague’s 

credentials and do nothing about its outcome. The act of ClinA. Tshali points to the 

deficiency in supervision that is required for Clinical Associates and a failure of duty of 

care.  

 

The Health Ombud invited Dr. SS Modika to clarify the confusion under oath. Dr. 

Modika affirmed that the Clinical Associates that were allocated to work at A & E during 

May 2020 until the 22nd June 2020 were not registered with NHLS, therefore as a 

matter of common practice they used his NHLS credentials to request the laboratory 

investigations. However, on the 23rd June 2020, he was not aware that ClinA. Tshali 

used his credentials to request Mr. Lethole’s SARS-CoV-2 test. Dr. Modika attested 

that on the 23rd June 2020 he was no longer assigned to work in Casualty. Evidence 

provided to the Health Ombud by Dr. SS Modika undeniably exonerated him from the 

direct issue of Mr. Lethole's laboratory test and results, but not from the general 

principle of a bad and unethical professional practice at TPTH. Dr. SS Modika did not 

order Mr. Lethole's COVID-19 test; he never had contact with Mr. Lethole. On the 23rd 

June 2020, Dr. Modika was not working at A & E Isolation. However, the laboratory 

audit trail will wrongly reflect Dr. SS Modika, based on the confusion created by ClinA. 

Tshali’ actions, as mentioned earlier. 

 

This practice/custom ultimately caused a myriad of communication gaps and delays 

that resulted in the health establishment, not managing Mr. Lethole's condition 

timeously and in line with the prescribed guidelines for COVID-19 confirmed cases. 

Mr. Lethole was not informed about his COVID-19 test results even though the results 

were readily retrievable from the NHLS website as from the 25th June 2020. 
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The evidence obtained from the Laboratory Audit trail (Annexure 6) furthermore, 

uncovered astonishing findings that Mr. Lethole’s COVID-19 laboratory test results 

were not only accessed but were also viewed or retrieved by the TPTH who were not 

directly involved in his care. Instead, the Health Ombud and the Senior Investigator 

identified that to mention but a few, Dr. Banserker viewed the results at King George 

using her intern credentials. However, she qualified as a Medical Practitioner in 2015 

at Stellenbosch University. Dr. Tholakele Sabela viewed the results from 

Tygerberg Hospital and Onkemetse Matlhole at Rustenburg Main Laboratory. 

Analysis of the audit trail by the Health Ombud and the Senior Investigator ended on 

the 30th June 2020, the day of Mr. Lethole’s death notification. More disturbing was 

that the Web viewing remained active on the system even beyond the day of Mr. 

Lethole’s demise. On the 5th August 2020, the day the audit trail report was retrieved, 

the last viewing had happened on the 4th August 2020 at 12h24. This conduct is not 

consistent with good professional practice. 

 

This confirmed and clarified why Mr. Lethole’s parents and his girlfriend were resolute 

and truthful that they and Shonisani were never told about his COVID-19 test results 

and they never received a call or visit from the Department of Health’s tracing and 

tracking team.  The reasons for these actions remain a mystery and incomprehensible. 

 

On the 30th July 2020, during the interview with the Health Ombud, the Lethole family 

were still not traced, contacted or counselled. Similarly, Ms. Lambani in her interview 

with the Health Ombud on the 24th August 2020, reported that she was never 

contacted and traced as the person who lived with Mr. Lethole before he was taken to 

the General Practitioner and Hospital. 

 

i) The health establishment failed to comply with the prescribed guideline for the 

reporting of Notifiable Medical Conditions (NMC) and Guidelines for case-

finding, diagnosis, and public health response in South Africa. 

 

ii) The health establishment failed to provide oversight and supervisory support 

to ClinA. Tshali, despite Regulation 2 of the Regulations Defining the Scope 
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of Practice and Clinical Associates (Government Notice No. R433, 

Government Gazette, No. 38816, 25th May 2015), stipulating that Clinical 

Associates must perform their duties under the continuous supervision of a 

medical practitioner. The supervising medical practitioner must be identified 

by the service in which the Clinical Associate is working and must always be 

available to the Clinical Associate. 

On the 24th June 2020, according to the medical records and the report from the 

hospital CEO, Mr. Lethole was admitted in A & E Isolation area from the 23rd June 

2020 until the 24th June 2020. The investigation established that he was then 

transferred out (time of transfer out not recorded) to Ward 23, which was designated 

for COVID-19-designated male patients. 

  

The Medical Records revealed that on the 25th June 2020, at 23h20, the Nurse's 

entries at Ward 23 reflected that they were still awaiting Mr. Lethole’s COVID-19 

results implying that the Health care practitioners who were directly involved in the 

care of Mr. Shonisani Lethole did not know that Shonisani was already COVID-19 

positive albeit the results were already available and retrievable from the laboratory 

website. 

 

On the 26th June 2020 at 09h55 at Ward 23, Dr. Bangala assessed Mr. Lethole and 

recorded that ‘the blood results and the COVID-19 results should be traced’, this 

implied that Mr. Lethole was admitted in the ward designated for COVID-19-

designated cases without his results verified and documented on the medical records. 

This was negligent. 

 

The Infection Control Nurse, Ms. Hilda Mapunya, is the focal person responsible for 

reporting notifiable medical conditions (NMC). Also, for reporting of confirmed cases 

to the Sub-District or District level for the close contacts to be traced, screened and 

monitored as stipulated by the Regulations Relating to the Surveillance and Control of 

NMC. 
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COVID-19 falls under category 1 NMC, which implies it should be reported within 24-

hours of clinical diagnosis of a case. In the case of Mr. Lethole, COVID-19 results were 

available and retrievable from the laboratory on the 25th June 2020 at 13h27, but 

evidence gathered that his condition was only notified on the 30th June 2020 at 11h12, 

approximately 117 hours, 45 minutes later. The Infection Control Nurse informed the 

Sub District and the District about Mr. Lethole’s COVID-19 results on the 30th June 

2020.   

 

On the 24th August 2020, Ms. Lambani reported that she also was never contacted 

and traced as the person who lived with Mr. Lethole before he was taken to the 

General Practitioner and Hospital. 

 

Furthermore, the investigation uncovered that Ward 23 was mixing patients that were 

still under investigation and those that were confirmed COVID-19 positive, which was 

not the initial intended purpose. The envisioned purpose was that Ward 23 would keep 

PUIs while awaiting the results. If they tested negative, they would be transferred out 

to the Quarantine designated areas. The decision to mix the PUIs and the confirmed 

COVID-19 positive patients were found to be a health risk to the health and safety of 

the PUIs and an act of carelessness.  The health establishment failed to comply with 

the prescribed guideline for the reporting of Notifiable Medical Conditions (NMC) 

and Guidelines for case-finding, diagnosis, and public health response in South 

Africa. 

 

Mr. Lethole was nursed in a health risk area where he was able to see corpses 

 

a) Mr. Lethole had communicated with Mr. Lethole senior and subsequently to Ms.  

Lambani that in the previous ward Casualty COVID-19 Isolation they stored 4 

human bodies and in Ward 23 the nurses tried to make one patient sleep in his 

room and that the patient died within 5 minutes after they laid him on the bed. 

 

b) Verification and confirmation of these allegations was done through obtaining 

death registers of the A & E Isolation area and Ward 23  
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The death registers revealed that indeed when Mr. Lethole was admitted at A 

& E Isolation, there were four bodies of deceased persons that were awaiting 

the mortuary attendants/porters to transport them to the Mortuary. 

 

The A & E Isolation area managers Mr. Gajraj and Mr. Sono also corroborated 

and confirmed that indeed the pandemic exacerbated the already limited staff. 

The nurses ended up focusing on providing care to the patients who required 

immediate care resulting in a delay in laying out the bodies. Additionally, Mr. 

Lethole’s admission at the A & E Isolation area, there were challenges 

encountered with the delayed response from Mortuary, with the removal of 

corpses to the Mortuary. Corpses were temporarily stored in a side room, and 

the screens could not be appropriately closed; hence Mr. Lethole was able to 

see them. 

 

The challenge was reported to have emanated from the limited space at the 

Mortuary and the excessive deaths exacerbated by the COVID-19 pandemic. 

Documented evidence obtained from the Casualty COVID-19 Isolation death 

register and the Mortuary, corroborated Mr. Lethole’s experiences. The nurses 

that were on duty cited that those were the tough times as the porters were not 

transporting patients to the wards as well as transporting corpses from various 

wards to the Mortuary. It was like a ‘war zone’ as one medical staff member 

said. 

 

c)  Evidence obtained from the TPH 21 (81/502525) revealed that Mr. Lethole was 

admitted at 23h50 on the 24th June 2020 in Ward 23. On the 24th June 2020, 

Mr. X was transferred into Ward 23 at 23h00 and subsequently passed on at 

00h10 according to TPH 21 (81/502525) dated 25/6/2020. The mortuary 

register reflected that Mr. X’s body was submitted to the mortuary only at 05h30, 

inferring that Mr. X’s remains were kept at Ward 23 for approximately 5hrs 20 

minutes.  
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9. THE CARE RENDERED TO MR. LETHOLE BY THE TPTH STAFF 
 

The care rendered to Mr. Shonisani Lethole is summarised in the Timeline Figure 1 

below.  

 

It begins on the 21st June 2020 at home to his arrival at Gate 3 of TPTH on the 23rd 

June 2020 and ends with his body being taken from the mortuary at TPTH on the 1st 

July 2020 at 14h15. Mr. Lethole’s medical care was under the Health Care 

professionals at TPTH. The most critical legal document was the Clinical Record 

provided by TPTH to the Health Ombud and Investigator for analysis. All the important 

events marking his brief journey derived from the history, the interviews and the 

Clinical Record were consolidated and captured on this timeline Figure 1. The 

accompanying text descriptions by dates and Health providers are easily understood 

when read in conjunction with the timeline.   

 

Furthermore, Dr. Fareed Abdullah, Director at the SAMRC and the independent 

expert, provided a descriptive dated timeline almost identical to the one produced by 

the investigator and the Health Ombud based solely on the Clinical Record, this is 

captured on pages 150-165. The three i.e., the timeline, the dated text descriptions of 

the investigation and findings and the descriptive timeline of Dr. Fareed Abdullah 

provide a comprehensive picture and compelling evidence of what took place to Mr. 

Lethole at TPTH. The evidence of the care of Mr. Lethole was further corroborated by 

the consolidated reflections of TPTH’s three Consultant Physicians: Drs. Portia 

Ngwata, Khosi Ngobese and Portia Ratua-Dintwe on pages 98-103 of this Report. All 

these reports should be read in conjuction to appreciate the full picture through these 

independent expert voices/analyses. 
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10. THE TIMELINE OF CARE: MR. SHONISANI LETHOLE’s 

JOURNEY 
 

23rd June 2020  

 

The care that was rendered at the Casualty A & E Triage. The medical records 

obtained revealed that Mr. Shonisani Lethole arrived at Casualty Triage in a 

wheelchair accompanied by his father, his complaint was back pain, body weakness 

and difficulty in breathing for two days. The Adult triage tool evidenced that Enrolled 

Nurse Wendy Moloya triaged Mr. Shonisani Lethole at 11h18 and documented that 

Mr. Shonisani Lethole's vital parameters were ranging within normal limits saturation. 

She classified his Preliminary triage colour as green which implied that Mr. Shonisani 

Lethole had to receive treatment within 240 minutes. 
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Immediately after that Mr. Shonisani Lethole was seen at 11h40 within 22 minutes, 

which was a commendable patient waiting time by Dr. Pawson (Intern), who did not 

document the actual history and examination findings after assessing the condition of 

Mr. Shonisani Lethole and did not allocate the final triage colour to determine the level 

of urgency for treatment, the referral pathway to the next level of care as was decided 

at triage in the health establishment. A robust triage tool was developed to help the 

health care providers to assess the severity of the illness for prompt intervention. Intern 

Pawson in his assessment, documented that there were no abnormalities detected 

(NAD). This was even though Mr. Shonisani Lethole presented at Casualty with a 

referral letter from Kempton Park Clinic describing that Mr. Shonisani Lethole 

presented with difficulty in breathing, general body weakness for two days, wheezing 

and was on a wheelchair when he arrived at TPTH. 

 

Intern Pawson’s assessment inferred that Mr. Lethole’s met the clinical categories of 

a patient with mild illness, implying that Mr. Lethole met the clinical criteria of home-

based care. In contrast, Mr. Lethole ended up being admitted according to the clinical 

criteria of a patient with a severe illness, meaning a patient who required admission. 

Intern Pawson triage assessment findings were found to be incongruent with the 

clinical condition of Mr. Lethole and the decision for Mr. Lethole’s admission.  

 

Mr. Lethole (senior) in his oral evidence had testified that Mr. Shonisani Lethole was 

attended to by 2 Doctors at A & E, a white and an African Doctor. Mr. Lethole senior 

expressed his dissatisfaction with the demeanour of the white Doctor who without 

taking a proper medical history, said to Mr. Shonisani Lethole "go back for quarantine 

at home as you are a COVID-19 suspect". According to Mr. Lethole, the situation was 

saved by a female African doctor who intervened; thereafter, Intern Pawson referred 

Mr. Lethole for admission.  

 

The investigation uncovered that the white Doctor in question was Dr. Pawson and the 

African female Doctor who intervened was Dr. Mlambo. Dr. Mlambo affirmed in her 

oral evidence that she overheard the altercations between Mr. Lethole senior and 
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Intern Pawson although Dr. Mlambo did not hear precisely what the argument was 

about. Dr. Mlambo immediately approached them, and she related that she could 

directly observe that Mr. Shonisani Lethole had difficulty in breathing, thereafter she 

verbally intervened by advising intern Pawson to refer Mr. Shonisani Lethole for 

admission and further management at COVID-19 Isolation. However, Dr. Mlambo, in 

her interview with the Senior Investigator, attested her intervention was not 

documented anywhere. Intern Pawson at the interview with the Health Ombud claimed 

that he could not recall the incident of the altercation between himself and Mr. Lethole 

senior and Mr. Shonisani Lethole.  

 

The investigation established that the allocation of Intern Pawson to work at Casualty 

without any documented proof demonstrating that the Senior Medical staff supervised 

him was found to be inconsistent with the HPCSA guidelines that denoted that an 

intern should not work alone in critical area emergency unit/casualty, without the 

Senior Medical staff who should always be available and personally assist the Intern 

as required. 

 

Mr. Lethole was admitted at the COVID-19 Isolation, also known as A & E Isolation 

area at 12h36 as a Person Under Investigation (PIU). The first entry made at the A & 

E Isolation area Clinical Records was made by an unidentified health care provider, 

dated the 23rd June 2020, at 14h42 approximately 2 hours, 6 minutes later. The 

unidentified Health care provider documented that the primary problem/condition on 

arrival to the unit indicated that Mr. Shonisani Lethole complained of general body 

pains, there was no evidence to prove that Mr. Lethole’s severity of pain was assessed 

and managed. 

 

At 19h30, 4 hours, 48 minutes since 14h42, ClinA. Tshali examined Mr. Shonisani 

Lethole and recorded that Mr. Shonisani Lethole did not have any medical conditions, 

exhibited general body weakness and shortness of breath for two days, with no history 

of cough, chest pain, COVID-19 exposure, smoking and drinking. 
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On the 23rd June 2020, at 09h30, Mr. Shonisani Lethole was referred from Kempton 

Park Clinic to TPTH for wheezing sounds. At 19h30, 10 hours later ClinA. Tshali 

detected that he had mild distress and mild wheezes, but still did not determine the 

severity by assessing the Oxygen saturation levels as well by determining the 

respiration rate. 

 

ClinA. Tshali identified that Mr. Shonisani Lethole had mild distress and was 

dehydrated but did not determine the severity and cause of the dehydration. There 

was no evidence to demonstrate she excluded the reason/s to confirm the diagnosis 

and pinpoint the degree of dehydration. Urinalysis tests and Body Mass Index (BMI) 

were not assessed as necessary basic tests that would assist to determine the 

treatment plan. The respiratory rate and temperature were not assessed and not 

documented, which are critical vital parameters for any PUI but, especially for a 

COVID-19 suspect during the pandemic. 

 

There was no evidence of prescribed medication on the 23rd June 2020, considering 

that Mr. Lethole presented with pain, dehydration and shortness of breath. ClinA. 

Tshali recorded in her notes and made a provisional diagnosis of Community-Acquired 

Pneumonia (CAP). Despite this important diagnosis of CAP, no treatment was 

prescribed. 

 

ClinA. Molekane: 

 

Evidence obtained from the prescription chart revealed that ClinA. Molekane 

prescribed Vitamin supplements, anticoagulant and broad-spectrum antibiotics for Mr. 

Lethole without proof that she had assessed and reviewed Mr. Lethole’s condition fully. 

This was found to be unusual for a health care practitioner to prescribe medication 

without obtaining patients history, conducting a physical examination and indicating 

diagnosis for the treatment prescribed. ClinA. Molekane missed noticing that Mr. 

Lethole’s nurse's notes at A & E Isolation area at 14h42 reflected that Mr. Lethole 

complained of general body pains. The prescription by ClinA. Molekane did not include 

pain relief medication. As well, the investigation established that poor record-keeping 
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has led to Mr. Lethole’s back pain that was identified and documented on the Adult 

Triage tool by Enrolled Nurse Moloya at 11h18 was not attended to and managed. 

ClinA. Molekane missed reflecting on the nurse's notes to manage and review Mr. 

Lethole’s pain. 

 

The investigation found that Mr. Shonisani Lethole was inadequately assessed from 

his first review at Casualty Isolation. He was never evaluated by a registered Medical 

Practitioner for 69 hours,19 minutes from the 23rd June 2020, at 12h36 when he was 

registered admitted to COVID-19 Isolation until the 26th June 2020, at Ward 23 at 

09h55 when he was reviewed by Dr. Bangala and later by Dr. Shabangu. This long 

inordinate delay was of grave concern for a severely ill patient and amounted to a 

denial of care. The blood tests ordered by ClinA. Tshali on the 23rd June 2020, the 

results of which were available at 24h02 on the 25th June 2020, were not retrieved, 

reviewed by Drs. Bangala and Shabangu on the 26th June 2020 when they both first 

assessed Mr. Lethole in Ward 23. 

 

Also, Dr. Bangala, on the 26th June 2020 failed to follow through the basic Blood tests, 

the CXR and SARS-CoV-2 test results that were ordered by ClinA. Tshali at Casualty 

on the 23rd June 2020 that were already available, which if correctly interpreted (with 

severe multisystem tissue injury of the lungs, kidney, muscles and liver and a systemic 

inflammatory response) would certainly have necessitated changes in the treatment 

plan/pathway. Some if not all the tests would have needed to be repeated. That these 

were not followed up by two senior Health Professionals on the 26th June 2020, was 

not only a grave error of judgement but also negligent. 

 

The Care rendered in Ward 23, the 24th June 2020 

 

Mr. Lethole was finally transferred to a COVID-19-designated Ward 23 on the 24th 

June 2020, according to the medical records. A report from the hospital CEO 

corroborated this. The investigation established that he was then transferred to Ward 

23, which at this stage was designated for COVID-19-designated male patients.  
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However, Ward 23 nurses’ notes recorded that he was received on the 24th June 2020, 

at 23h50 into the Ward. His SARS-CoV-2 results were not yet available or known, yet 

he was admitted into a SARS-CoV-2 Ward of designated male patients. Words fail me 

here. 

 

On the 26th June 2020, Mr. Lethole was seen for the first time by a registered 

Medical Consultant 

 

Dr. Shabangu, the Physician Consultant for Mr. Lethole, saw Mr. Lethole for the first 

time on the 26th June 2020 and there was no evidence obtained from the records on 

his reflection and comments upon his junior colleague's admission notes to determine 

whether the treatment plan made by them was in line with the prescribed guidelines. 

Medical records are silent. 

 

The Medical Records revealed that on the 25th July 2020, at 23h20, the Nurse's entries 

at Ward 23 reflected that they were still awaiting Mr. Lethole’s SARS-CoV-2 results 

implying that the health care practitioners who were directly involved in the care of Mr. 

Shonisani Lethole did not know that Shonisani was already COVID-19 positive, albeit 

the results were already available and retrievable only from the laboratory website. 

 

Ward 23 nurse's entries at 06h00 on the 26th June 2020, reflected that the Oxygen 

saturation level was 78%; however, the nurses failed to inform the doctor on a call 

about this deterioration.  

 

Dr. Bangala also reviewed Mr. Lethole's condition at 09h55 on the same day, 

approximately 3 hours, 55 minutes after the nurses recorded the deterioration. 

However, he did not notice the deteriorating Oxygen saturation level, nor did he involve 

the nurses who were directly involved in the care of Mr. Lethole to evaluate the nurse's 

findings and progress. This poor communication and collaboration among the health 

care providers became detrimental to the treatment plan for Mr. Lethole. Mr. Lethole's 

low Oxygen saturation level of 78% was therefore missed and could not be acted upon 

and be corrected. 
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It is worth noting that Mr. Lethole was referred to TPTH by Kempton Park Clinic on the 

23rd June 2020 for further management. On this very day, Medical Officer Dr. Bangala 

was on call and so was Consultant Dr. Shabangu according to the call register 

provided. Mr. Lethole was therefore admitted into their care. Patients admitted to a 

hospital are admitted to a consultant. But none of them saw Mr. Lethole until 3 days 

later. Dr. Bangala’s evaluation of Mr. Lethole, on the 26th June 2020 at 09h55, was the 

first review by a registered Medical Practitioner, 69 hours, 19 minutes since Mr. 

Lethole's admission to TPTH. This delayed care of Mr. Lethole for 69 hours,19 minutes 

contravened regulation 5 (1) of the Norms and Standards Regulations which 

state:, The health establishment must ensure that users are attended to in a 

manner which is consistent with the nature and severity of their health 

condition. The Care provided to Mr. Lethole by the junior clinicians inclusive of 

the consultant. 

 

The Role of Consultant Physician 

 

‘A Consultant physician is a senior doctor who practices in one of the medical 

specialities. Consultants accept ultimate responsibility for the care of patients referred 

to them, so it’s a position of considerable responsibility.  Mr. Lethole was referred to 

TPTH by Kempton Park Clinic. Their (Consultants) central duty is to carry out 

investigations and procedures necessary to establish a diagnosis, and then to give 

and provide a treatment where appropriate. Another key aspect of the role is being 

involved in -and often leading- multidisciplinary teams delivering care. This involves 

being able to take an overview of the care pathway and managing other team 

members (nurses, anaesthetists, physiotherapists, pharmacists etc.) accordingly. 

Consultants are also expected in the teaching and training of students, and junior 

doctors and to contribute to their speciality field through research and leadership (RCP 

London)’ 

 

On the 06th August 2020 in the interview with the Health Ombud, Dr. Shabangu, the 

Consultant Physician in the General Internal Medicine, testified that: 
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He qualified as a Consultant Physician in 2019 and started working at TPTH as a 

Consultant in January 2020. Dr. Shabangu stated that he first saw Mr. Lethole at Ward 

23 on the 26th June 2020 when Dr. Bangala presented Mr. Lethole to him on the 26th 

June 2020, while awaiting the SARS-CoV-2 results. He mentioned that he examined 

Mr. Lethole and determined that he had Pneumonia. 

 

The Health Ombud asked Dr. Shabangu if he had seen Mr. Lethole’s chest X-ray at 

the time, Dr. Shabangu, confirmed that he had never seen Mr. Lethole’s chest X-ray. 

He made a clinical diagnosis of Community-Acquired Pneumonia (CAP) based on 

chest auscultation. The Health Ombud clarified if Mr. Lethole had asthma and Dr. 

Shabangu confirmed that when he examined him, he didn’t find any indication or signs 

of Asthma. The investigation obtained from the medical record and the X-ray 

department revealed that ClinA. Tshali ordered Mr. Lethole’s X-ray on the 23rd June 

2020, and it was done, the results of the X-ray were obtainable at the X-ray 

Department but were never obtained or followed through nor placed within Mr. 

Lethole’s Clinical Records. The X-ray results were requested on the 16th July 2020 by 

the investigator when the Health Ombud’s investigation was underway. The radiology 

report was produced by Dr. L.K.S. Motsekuoa on the 20th July 2020 and confirmed 

that indeed Mr. Lethole had X-ray features of Severe Pneumonia. 

 

The Health Ombud’s follow up question to Dr. Shabangu was to determine if Dr. 

Shabangu checked Mr. Lethole’s SARS-CoV-2 results on the 26th June 2020. Dr. 

Shabangu testified that COVID-19 results were not available as there were significant 

delays with the results from a logistical perspective. The investigation uncovered that 

the turn-around time for the results of Mr. Lethole was 43 hours, 19 minutes. Mr. 

Lethole’s SARS-CoV-2 test results were already available and obtainable from the 

NHLS website on the 25th June 2020. All registered doctors at TPTH would have log-

in details to the NHLS website, so, Dr. Shabangu’s explanation about the delayed turn-

around time of the SARS-CoV-2 test for Mr. Lethole’s results had no merit and was 

not entirely true as he had not checked for these results. Had he simply logged in when 

he consulted Mr. Lethole on 26th June 2020, he would have found the results. 
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A common practice is that a patient is referred to a consultant and is admitted under 

a consultant physician into a hospital usually determined by the on-call roster or 

specialty. As the COVID-19 Consultant on-call on the 23rd June 2020, Mr. Lethole 

would have been admitted under Dr. Shabangu and his team’s care and this was 

confirmed by the subsequent consultations he had and the care he provided to Mr. 

Lethole. The responsibility towards the patient commences there at admission and not 

at presentation.  As the leader of a multidisciplinary team, the consultant creates a 

culture and a tone of how patients under his/her care are to be managed and 

presented, i.e. a modus operandi. Following an intake, there is often a post-intake 

ward round. There were no records of this for Mr. Lethole. At the first consultation on 

the 26th June 2020, the consultant was duty-bound to review, assess and prescribe a 

pathway forward.  It was also after such first consultation that either the patient or his 

close family would be taken into confidence and explained to as to the nature of the 

health problem. This was not done in the case of Mr. Lethole. 

 

More critically, 72 hours after Mr. Lethole was admitted and a battery of Blood tests 

conducted on the 23rd June 2020, the consultant was supposed to review all tests 

done on admission, including X-rays, make written comments on them and decide 

which ones needed repeating and which additional ones were necessary to refine and 

improve the diagnosis and treatment pathway. There was no evidence in the case of 

Mr. Lethole that this was done. Had this review been undertaken, the severe lung 

(Pneumonia seen on X-ray), kidney and liver dysfunction would have been picked up. 

The severe muscle injury, the systemic inflammatory response and the extent of 

pneumonia would have been observed. It was not until the 28th June 2020, 120 hours 

after Mr. Lethole was admitted that Dr. Molehe took the trouble to interpret these 

results that were available since the 25th June 2020 at 00h02. The Medical officer and 

the consultant remained silent on these tests results in the clinical record on their first 

day of consultation.  They both would be remembered for requesting that the ‘SARS-

CoV-2 results be followed up’. Indeed, the diagnosis of Pneumonia is often made 

through good clinical examination. However, the underlying pathology and the extent 

of the Pneumonia would be better confirmed and assessed through a chest X-ray than 
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through auscultation. That is why a chest X-ray is so critical in the diagnosis and 

assessment of the severity and possible underlying pathology of respiratory illnesses. 

Mr. Lethole’s CXR results provided additional clarity on the possible underlying 

pathology on the differential diagnosis provided. The X-ray was done and not seen nor 

used by the consultant and his medical officer for the assessment of Mr. Lethole at the 

first consultation. 

 

Dr. Shabangu, in the interview with the Health Ombud, related that he assessed Mr. 

Lethole's condition on the 26th June 2020 for the first time. Medical records (time not 

recorded) confirmed that Mr. Lethole was seen by Dr. Shabangu, the consultant on 

call. There was no record or evidence obtained to demonstrate that Dr. Shabangu 

reviewed the patient, reviewed the progress notes made by ClinA. Tshali or the notes 

of Dr. Bangala. One would expect Dr. Shabangu as the consultant to reflect on the 

previous notes of junior colleagues for continuity or improvement of care. Dr. 

Shabangu did not reflect on the previous management made by the ClinA. Tshali and 

missed to follow through on the SARS-CoV-2 results that were already available and 

obtainable from the NHLS website; to follow through the results of the Blood tests and 

CXR that were ordered on the 23rd June 2020 and the low Oxygen saturation level of 

78% recorded by the nursing staff. All these tests results would have changed the 

course of Mr. Lethole’s management plan. This reflected how poor communication and 

failure to pay attention to details in clinical medicine can be detrimental to the care and 

management of patients. 

 

However, Dr. Shabangu confirmed the clinical diagnosis that Mr. Lethole had 

Community-Acquired Pneumonia by chest auscultation (the art of listening to sounds 

from the lungs, heart and any other organ with a stethoscope), a diagnosis earlier 

queried by ClinA. Tshali.  Dr. Shabangu also made a diagnosis of Respiratory Failure 

Type 2, a severe condition that signalled low blood Oxygen and high blood Carbon 

dioxide levels. This is often an indication that intubation and mechanical ventilation 

should be considered, but this was not the case until 24hrs later, that a decision to 

intubate Mr. Lethole was taken. 
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Most consultants take an interest in the wellbeing of their patients. It came as a 

surprise to the Health Ombud that Dr. Shabangu, almost 40 days after Mr. Lethole’s 

death, could not recall when Mr. Lethole died. He did not know but was informed early 

on the 29th June 2020 that Mr. Lethole had passed on, which was not correct, but 

formed part of the confusion around Mr. Lethole’s date of death. Most consultants, 

especially early in their careers would be concerned and hungry for such details for 

their total experience and in building a portfolio of experience, care or as part of a 

research project. This was particularly so for a young, athletic individual with no co-

morbidities, suffering from SARS-CoV-2, to have died so unexpectedly amid this 

pandemic. 

 

Dr. Shabangu, as a consultant physician, seen through the mirror of the ‘Role of a 

Consultant Physician’ as described above in the RCP, inadequately assessed the 

condition of Mr. Lethole and failed to follow through the CXR and laboratory 

investigations results that were ordered on the 23rd June 2020, which would have 

informed and most probably changed Mr. Lethole’s course of the treatment plan. Mr. 

Lethole was referred by Kempton Park Clinic to TPTH on the 23rd June 2020 for further 

management, but he was only seen on the 26th June 2020 by the consultant and his 

team. Drs. Shabangu and Bangala both failed to recognise that Mr. Lethole had severe 

multisystem disease affecting the kidneys, the liver, muscles with a systemic 

inflammatory response, they failed to log onto the NHLS website and failed to instruct 

their juniors to check and obtain Mr. Lethole’s SARS-CoV-2 test results that were 

already available on the 25th June 2020. The CXR report would have given them the 

extend of the CAP and the possible underlying pathology, they had diagnosed. Drs. 

Shabangu and Bangala did not take the trouble to engage Mr. Lethole or his family 

about his condition after their assessments. These failures to assess Mr. Lethole’s 

condition properly, to follow, to review and interpret basic clinical tests properly, to 

follow up well-meaning clinical decisions and orders meticulously, to monitor and 

evaluate such a severely ill patient regularly, all these omissions and the inordinate 

delays were negligent and amounted to indirect denial of access to treatment and a 

direct denial to information for Mr. Lethole and his family. While this was a team effort, 

Dr. Shabangu as the consultant bore the ultimate responsibility and accountability for 
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the care. Mr. Albert Lethole testified that he was concerned that he never met his son’s 

health care providers. He was not taken into confidence by the clinical team to explain 

Mr. Shonisani Lethole’s condition. He was in the ‘dark’. 

 

On the 27th June 2020, Mr. Lethole's condition deteriorated at 11h05, the family of Mr. 

Lethole was not informed or involved in the care of their critically ill son. Mr. Shonisani 

Lethole's last telephonic conversation with his family and girlfriend was on the 26th 

June 2020. On the 27th June 2020, Mr. Lethole’s family and girlfriend called him to no 

avail. The inability to communicate with and locate Mr. Shonisani Lethole sparked 

anxiety and fear and mistrust in TPTH by the Lethole family. 

 

 Dr. Urmson at 11h05 saw and assessed Mr. Lethole’s deteriorating condition. She 

correctly called Dr. Shabangu for further assessment and review. They both decided 

that Mr. Lethole needed mechanical ventilation and should be intubated. This decision 

was 24 hours late, as Dr. Shabangu had diagnosed Type 2 Respiratory Failure earlier. 

Dr. Urmson intubated Mr. Lethole at 13h00 without using X-ray to determine the 

position of the ET tube as is recommended and is standard practice.  She had last 

done intubation two years before, and she did not enlist the assistance of her 

Consultant, an anaesthetist, a pulmonologist, or a Critical Care Specialist in 

performing the intubation. With an elevated serum creatinine and a very low 

Glomerular Filtration Rate, however, Dr. Urmson recorded on the clinical notes that 

‘there was no kidney injury.’ She did not provide the basis for this. Without any 

recorded biochemical basis, this was a wrong clinical decision. 

 

There was a significant delay in intubation by 1 hour, 55 minutes by Dr. Urmson. This 

was reported to be due to the lack of cooperation from the nurses at Ward 23. 

Evidence obtained from the casualty Professional Nurse Raseruthe, who assisted Dr. 

Urmson to intubate was that she was already donned in Personal Protective 

Equipment (PPE) and was allocated for nursing a patient who was on mechanical 

ventilation in Ward 23 on the day in question. So, Mr. Lethole was intubated in Ward 

23, remained in Ward 23 and was nursed in Ward 23 post-intubation. Professional 

Nurse Raseruthe was rightly concerned with looking after two ventilated patients while 
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dressed in the same PPE. One patient was positive for SARS-CoV-2, and the other 

was negative. She alerted Ms. Conny Mathibela of her concerns. 

 

The other nurses had to go to Casualty and Ward 23 to organize the sterile equipment 

for intubation which exacerbated the delay in intubation. This demonstrated that Ward 

23 was not fully equipped and ready with the intubation equipment.  

 

Mr. Lethole was noted to have an inadequate response to intubation, which meant that 

his condition had not improved post-intubation. One would expect that the situation 

improves as the intended purpose of intubation. Dr. Urmson was called and never 

responded. 

 

The evidence obtained from the nurse's notes at Ward 23 revealed that on the 27th 

June 2020, at 16h00, approximately 3 hours post-intubation Mr. Lethole's Oxygen 

saturation levels were 85% and the nurses acted correctly by calling Dr. Urmson to 

report this observation. Dr. Urmson did not respond to the nurse’s call until her call 

ended on the 28th June 2020 at 08h00. 

 

On the 27th June 2020, at 22h00, approximately 9 hours post-intubation. 

Professional Nurse Zitha determined that the minute volume and tidal volume were 

not recording on the ventilator, and additionally, the ventilator recorded that the circuit 

test had not been done. Professional Nurse Zitha determined that Dr. Urmson and the 

nurse who assisted her missed performing a ventilator functionality test prior 

ventilation. This prerequisite test was not performed or done before intubation. 

Therefore, one can deduce that Mr. Lethole for approximately 9 hours was not 

ventilating adequately since intubated and ventilated at 13h00.  Professional Nurse 

Zitha then had to obtain the correct circuits from the Casualty A & E, and she tested 

these and used another ventilator, which functioned well to continue with ventilation. 

Had Dr. Urmson been assisted or supervised by a critical care specialist, this could 

have been avoided.  
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The Oxygen saturation of Mr. Lethole remained less between 85% and 75% 

throughout the night at maximum FiO2 100%, i.e. the molar or volumetric fraction of 

Oxygen in the inhaled air. He suffered prolonged hypoxaemia throughout the night 

with the potential attendant systemic tissue injury, by the failure to achieve the targeted 

Oxygen saturation level of above 90%.  

 

This was found to be inconsistent with regulation 10(2)(b) of the Norms and 

Standards Regulations, ‘The health establishment must ensure the availability 

of medicines and medical supplies for the delivery of services.’ 

 

On the 28th June 2020, Dr. Molehe reviewed Mr. Lethole at 09h00, which was 

approximately 20 hours after he was intubated on the 27th June 2020.  On 

examination, Dr. Molehe made a sharp observation that no post-intubation X-ray was 

ordered. Dr. Molehe determined that her colleague, Dr. Urmson, did not order the post-

intubation CXR. Dr. Molehe then documented this omission and ordered the CXR, 

which she deemed crucial to determine the position of the ET tube. This was 

corroborated by the Nurse Fanie Moetjie. However, the X-ray ordered by Dr. Molehe 

was still not done at 19h00 when Mr. Moetjie knocked off.  Nowhere was it recorded 

that the doctors were made aware of this shortfall. However, this post-intubation X-ray 

order was not followed through until Mr. Lethole demised on the 29th June 2020.  

 

On the 28th June 2020, Dr. Shabangu indicated that he reviewed Mr. Lethole's 

ventilators settings on the 28th June 2020. This was confirmed in the Clinical Record 

and notes. He changed the Tidal volume to 7ml/kg. The accurate tidal volume is 

informed by the predicted or ideal body weight of the patient. The height and gender 

of the patient should be known for this determination. There was nowhere in the 

medical records that reflected that Mr. Lethole's height was ever determined or known. 

This is one of the most basic vitals to determine when entering a doctor’s surgery or 

hospital i.e. height and weight are determined and recorded in the Clinical Record. 

The Health Ombud to clarify this matter asked Dr. Shabangu a direct question of how 

he determined the predicted or ideal body weight of Mr. Lehole to calculate the tidal 

volume, and Dr. Shabangu responded that he did not calculate Mr. Lethole's tidal 
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volume scientifically.  Instead, Mr. Lethole's tidal volume was determined "on an 

eyeball gauge, he was a big guy”. Dr. Shabangu’s notes on the ventilator settings 

changes were not dated and not time recorded. The formula used for the determination 

of the ‘ideal or predicted body weight’ is 50 + [(0.91) height(cm) –152.4] in Kg for 

males. One can see that such a precise formula requires accuracy of measurements 

and therefore no one can attest to the accuracy of the Tidal Volume changes that were 

based ‘on an eyeball gauge’ of Mr. Lethole’s height even with experience. An ‘eyeball 

gauge’ of an individual’s height is with due respect notoriously inaccurate. The wrong 

calculation of the ideal or predicted body weight has serious consequences on the 

determination of the tidal volume as this ultimately determined the pressure exerted 

on the alveoli in the patient’s lungs. 

 

Dr. Shabangu had during this consultation mentioned above, omitted to identify the 

glaring deficit that Mr. Lethole did not have a nasogastric tube inserted. One would 

expect that Dr. Shabangu would observe this omission, as he was the consultant who 

decided and advised on the intubation. This was another critical lapse in care by the 

Consultant Physician and his team. Without a post-intubation X-ray, it was never 

determined whether the intubation tube was in the correct place or not. 

 

On the 28th June 2020, the Nightshift Professional Nurse determined that Mr. Lethole 

was restless and was restrained by the day shift nurses. This practice was found to be 

appropriate but was contrary to the TPTH Standard Operating Procedure as the use 

of restraints was only prescribed by the doctor and which stipulated that there should 

be 2 hourly monitoring of circulation, skin colour and movement of limbs. The act of 

nurses who restrained Mr. Lethole without the prescription of a doctor and the 

monitoring of the restraints were found to be inconsistent with the prescribed SOP of 

TPTH. 
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10.1 Collected, but Ignored Baseline Admission Investigations 

 

On the 23rd June 2020 at 19h30 at A & E Isolation area, ClinA. Tshali worked 

unsupervised after which she inadequately assessed Mr. Lethole in line with the 

prescribed COVID -19 baseline admission investigations. Evidence obtained from the 

X-ray department revealed that ClinA. Tshali ordered other critical diagnostic 

investigations such as FBC, LFTs, U & E, Inflammatory markers and muscle markers, 

Arterial Blood Gases, ECG, compulsory chest radiography (CXR) and COVID-19 test 

which would be essential in determining the diagnosis, severity and management plan 

of Mr. Lethole's condition; however, she did not follow these through. 

 

The results all indicated severe multiple system organ injury of the kidneys, liver, 

muscles in the presence of a systemic inflammation, all consistent with, but not 

diagnostic of COVID-19 disease at admission.  All these test results were available as 

early as the 25th June 2020. It was not until the 27th and 28th June that Drs. Molehe 

and Urmson briefly commented on some of these. It was a delay of approximately 

57h-82h before these tests would be commented upon by doctors. 

 

On the 26th June 2020, both Drs. Bangala and Shabangu consulted Mr. Lethole and 

failed to comment and take an urgent intervention on these available results. Had they 

seen and interpreted these results of severe multiple system tissue injury, correctly, 

the severity of Mr. Lethole’s illness would have been better appreciated and the course 

of Mr. Lethole’s treatment would no doubt have changed accordingly. This delay and 

failure to act on clear investigative results were both callous and negligent on their 

part. 

 

The health establishment failed to provide oversight and supervisory support to ClinA. 

Tshali, and this was found to be inconsistent with regulation 2 of the Regulations 

Defining the Scope of Practice for Clinical Associates, which aptly stipulates that 

Clinical Associates must perform their duties under the continuous supervision of a 

medical practitioner. The supervising medical practitioner must be identified by the 
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service in which the Clinical Associate is working and must always be available to the 

Clinical Associate. 

 

The Infection Control Nurse, Ms. Hilda Mapunya, was the focal person responsible 

for reporting notifiable medical conditions (NMC). Also, for reporting of confirmed 

cases to the Sub-District or District level for the close contacts to be traced, screened 

and monitored as stipulated by the Regulations Relating to the Surveillance and 

Control of NMC. COVID-19 falls under category 1 NMC, which implies it should be 

reported within 24 hours of clinical diagnosis of a case. In the case of Mr. Lethole, 

COVID-19 results were available and retrievable from the laboratory Website on the 

25th June 2020 at 13h27. Still, evidence gathered that his condition was only notified 

on the 30th June 2020 at 11h12, approximately 117 hours, 45 minutes later. The 

Infection Control Nurse informed the Sub District and the District about Mr. Lethole’s 

COVID-19 results on the 30th June 2020.  

 

The health establishment failed to act in accordance with the prescribed guideline for 

reporting of Notifiable Medical Conditions (NMC) and Guidelines for case-

finding, diagnosis, and public health response in South Africa. 

 

On the 29th June 2020, Mr. Lethole’s Condition deteriorated further 

 

There were also two medical officers on call, who were responsible for the care of 

COVID-19 patients in the wards and the admission area after hours. Dr. Sunnyraj was 

the internal medical consultant responsible for the COVID-19 wards, and was on call, 

on the 29th June 2020. The inscription in the nursing records indicated that Dr. 

Sunnyraj was informed on the 29th June 2020 at 18h00 and 18h30, respectively, that 

the intubated patient’s condition was deteriorating, and his Oxygen saturation levels 

had dropped. 

 

Dr. Sunnyraj in his response to the Health Ombud’s preliminary report disputed the 

veracity of the nursing records that placed him in Ward 23 on the evening of the 29th 

June 2020. The nurse re-affirmed that Dr. Sunnyraj was certainly in Ward 23 around 
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16h00 and that the nursing notes were written at 18h00 and 18h30 retrospectively, to 

update the night duty team. The nurse maintains that she informed Dr. Sunnyraj that 

there was a ventilated patient in the ward whose blood gas had not been taken yet 

and had not been clinically reviewed by the doctor all day. Subsequently, Dr. Sunnyraj 

informed the nurses that he would send a doctor to come and collect the Arterial Blood 

Gases as well as review the condition of the patient.  

 

Dr. Sunnyraj denies that the nursing staff informed him that the patient had not been 

clinically reviewed all day. He claimed that had he been told; he would have promptly 

examined the patient himself at that stage. In retrospect, Dr. Sunnyraj attested that 

having read the Health Ombud’s preliminary report, ascertained that he instructed the 

medical officers to perform the ABG test on the patient at 16h03 and his instructions 

were not attended to.  

 

Dr. Sunnyraj expressed that he was painfully aware of the fact that the late Mr. 

Lethole’s treatment and tragic demise reflected the systemic failures in the COVID-19 

preparedness of TPTH and the Department as a whole. He wished to take this 

opportunity to express his condolences to the Lethole family and to express his 

gratitude to the Health Ombud for shedding light on these systemic failures. Dr. 

Sunnyraj hoped that the findings and recommendations contained in the report will 

result in improved outcomes at TPTH and, ultimately, some sense of closure for the 

Lethole family.  

 

There was no evidence obtained to demonstrate the nurses had reported to their 

manager on the challenges they encountered. Mr. Lethole was handed over to the 

night duty staff at 19h00, with the Oxygen saturation level of 74% and the doctor 

was not called or followed through. The condition of Mr. Lethole remained critically 

ill, at 21h10 the Oxygen saturation levels had further dropped to 70%, and the nurse 

documented blood-stained secretion during suctioning. There was no evidence 

obtained that Professional Nurse Zitha reported the decrease in the Oxygen saturation 

to the doctor on call. 
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On the 29th June 2020 Mr. Lethole was not resuscitated 

 

The investigation revealed that a decision for Mr. Lethole not to be resuscitated was 

contrary to TPTH SOP, which aptly stipulated that the family when after discussions 

with the patient and his or her family, an agreement is reached that the benefits of 

CPR are outweighed by the burdens and risks involved. 

 

The decision was taken by the health establishment not to resuscitate Mr. Lethole was 

contrary to the prescribed SOP developed by TPTH which stipulated that the decision 

not to resuscitate the patient should be documented and those close to the patient 

should be involved. HPCSA Guidelines for the withholding and withdrawing of 

treatment also aptly stipulated that the decision should be documented to demonstrate 

that it was made by the senior clinician of which in this case the regulation and the 

guidelines were not adhered to by the Health care providers at TPTH. 

 

The National Health Act, 61 of 2003, allows patients in writing to mandate a person to 

act on their behalf when they are no longer able to do so. Therefore, patients should 

be encouraged to appoint in writing a person to make decisions on their behalf when 

they are no longer capable of doing so. The patient-selected proxy decision-maker 

must then be regarded as the substitute for the patient whenever reference is made 

to the patient in these provisions. 

  

The conclusion deduced by the Health Ombud and the Investigator was that Mr. 

Lethole was not attended to in a manner which was consistent with the nature and 

severity of his health condition and the prevailing guidelines, regulation of the Health 

profession and the TPTH SOP. He was mismanaged. 

 

The health establishment was found to be in contravention of Reg 5 (2)(b) of the Norms 

and Standards Regulations, which requires it to ‘ensure access to emergency medical 

transport for users requiring urgent transfer to another health establishment, and that 

they are accompanied by a health care provider’. Regulation 5 (1) states that ‘the 
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health establishment must ensure that users are attended to in a manner which is 

consistent with the nature and severity of their health condition’. 

 

On the 29th June 2020, Dr. Bangala was called twice by Ward 23 Nurse to certify Mr. 

Lethole dead. He did not respond. Evidence obtained revealed that Dr. Bangala was 

busy resuscitating a patient in Ward 20 who ultimately demised. Dr. Bangala failed to 

make follow up with the request to his colleagues to assist him when he couldn’t go to 

Ward 23. He knocked off without certifying Mr. Lethole dead, resulting in Dr. Marole 

having to certify Mr. Lethole dead on the 30th June 2020 when he was already in rigor 

mortis. This was another inordinate delay in Mr. Lethole’s care. 

 

Dr. Bangala acknowledged that in hindsight, he should have acted differently. Dr. 

Marole failed to document the assessment made on Mr. Lethole before she certified 

him dead on the 30th June 2020. She recorded that she certified him on the 29th June 

2020 whereas she was off duty on this date. This was found to be another 

misrepresentation of information in the Clinical Record. Similarly, on the discharge 

summary, she has overwritten the 30th June 2020 to reflect the 29th June 2020. She 

acknowledged under Oath that it was wrong for her to misrepresent this important vital 

information. Again, this was indicative of a junior doctor, who was newly appointed at 

TPTH working unsupervised. 

 

10.2 Certification of Mr. Lethole’s Death on the 30th June 2020  

 

The Certification of Mr. Lethole was done 10 hours, 15 minutes after Mr. Lethole’s 

death. Mr. Lethole was already in rigor mortis. There was no evidence recorded to 

demonstrate that Dr. Marole examined Mr. Lethole before she certified him. She 

conceded to this failure at the interview with Senior Investigator and Health Ombud. 

While Dr. Marole certified Mr. Lethole on the 30th June 2020, she, however, recorded 

that she certified him on the 29th June 2020, which was found to be false. She 

conceded to this error. 
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Dr. Ngobese testified that they have established and agreed that there were no 

doctors' notes written regarding Mr. Lethole’s certification of death. She agreed with 

what the investigation found.  

Evidence obtained from the Mortuary established that Mr. Mavuma took the body to 

Mortuary and signed for it. However, in his oral evidence, Mr. Mavuma was resolute 

that Mr. Lethole demised the evening of the 28th June 2020 and denied that he ever 

took Mr. Lethole’s body to the mortuary. He provided false evidence to the Health 

Ombud under Oath. 

 

10.3 Gauteng COVID-19 Morbidity and Mortality Reporting Template 

 

It is standard practice in Gauteng that a COVID-19 Morbidity and Mortality Reporting 

Template form was completed soon after death that was COVID-19-related and was 

forwarded to the Gauteng Department of Health for, record and statistical purposes. It 

is an essential form in the understanding, the epidemiology, the planning for the 

management of the SARS-CoV-2 pandemic. However, for Mr. Lethole this obligatory 

form was not completed until it was requested by the Health Ombud on 9th August 

2020, that was 41 days after Mr. Lethole’s death. The form was only completed 

retrospectively on the 10th August 2020, by Dr. Ratau-Dintwe assisted by Dr. Ngobese 

(Annexure 7). Dr. Ngobese was prepared to shoulder the responsibility for this 

prolonged delay in completing the form as it was her responsibility at the time of Mr. 

Lethole’s death. Dr. Ratau-Dintwe, who had just been appointed as the new Head of 

the COVID-19 Unit, had nothing to do with Mr. Lethole’s care and management. In the 

completed form, she confirmed that Mr. Lethole was 34 years old, had no co-

morbidities and was not resuscitated. Furthermore, there had never been a discussion 

on this matter with him or his family. The failure to complete the Morbidity and Mortality 

form was another serious violation of Health care protocols and standards by Dr. 

Ngobese. 
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10.4 Consolidated Reflections on the Care provided to Mr. Lethole 
by the three of TPTH's Senior Consultant Physicians 

 

It should be noted that Dr Ratau-Dintwe and Dr. Ngwata were appointed at TPTH in 

July 2020, after the passing of Mr. Lethole. Dr. Ngobese was the Head of COVID-19 

Unit during the period of Mr. Lethole's admission, stay and death at TPTH. 

 

1. Dr. Ratau-Dintwe in her joint interview with Dr. Ngobese and the Health Ombud, 

on the 18th August 2020, when asked on her reflections of the care that was 

provided to Mr. Lethole  

 

2. Dr. Ratau-Dintwe clarified that her independent review would be based on her 

analysis of the Clinical Records considering that she was requested to complete 

the Morbidity and Mortality (M & M) reporting template (Annexure 7), succedent 

to the Health Ombud's request for the M & M report for Mr. Lethole on the 9th August 

2020. 

 

3. Dr. Ratau-Dintwe cited that: 

She believed that somethings could have been done differently to change the 

outcome of Mr. Lethole's condition.  Dr. Ratau-Dintwe, from the clinical point of 

view, depicted the most salient features related to Mr. Lethole’s care were: 

 

I. Mr. Lethole was hypoxic (low Oxygen), with an element of hyperkalaemia (high 

blood potassium), the element of pulmonary emboli (lung blood clots) could have 

been explored when Mr. Lethole deteriorated while ventilated 

II. Acute kidney injury could have been managed and improved. 

III.  The possibility of fluid overload that could have worsened the prognosis was not 

explored. 

IV. The Dietician could have been involved as Mr. Lethole was supposed to have 

been fed through a nasogastric tube. 
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V. Chest X-ray was not done, even post-intubation X-rays and the ECG was not 

done. 

4. Dr. Ngobese, in her 3rd interview with the Health Ombud, when asked what she 

has learned from the pictures of the file that she took. Dr. Ngobese explained that 

before she met with the Health Ombud, she had not reflected on the file critically. 

However, after meeting with the Health Ombud, she reflected on the file to 

determine what could have been missed in the management of Mr. Lethole. 

Dr. Ngobese depicted the following: 

 

i) Mr. Lethole had been seen at the clinic before he was referred to TPTH, which 

meant he was sick. However, the vitals did not report much. 

 

ii) Mr. Lethole was seen by Clinical Associate, and she did not recall seeing the 

doctor's notes on that day, i.e. the 23rd June 2020. 

 

iii) The blood results illustrated that he might have been more ill than it was 

anticipated. 

 

iv) The blood results had abnormal values that might be attributed to the fact that 

the blood sample might have been incorrectly taken or was collected much 

later. She cited that the potassium was elevated; however, she could not 

recall seeing that it was repeated or there was haemolysis. She affirmed that 

there were blood gases collected, hoping that the potassium level was 

checked. The blood tests were collected on the 23rd June 2020, analysed on 

the 24th June 2020, and the results were available on midnight the 24th June 

2020. The likelihood was that the results were correct. 

 

v) Reflecting on the doctor's notes, she was not pleased with the time taken 

before Mr. Lethole was intubated. 
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vi) She identified that there was a point where the Oxygen saturation level of 

78% and was recorded as an ‘error’. Still, there was no indication on the 

doctors' notes stipulating the patient's clinical condition at the time. 

 

vii) She clarified that she did not look much into the issue of food. 

 

viii) She concluded that Mr. Lethole was quite ill, and there were a lot of gaps in 

the monitoring of his condition. 

 

ix) The Health Ombud pointed out that he could not find evidence that the 

requested ECG was done. Dr. Ngobese concurred with the Health Ombud's 

findings. 

 

x) The Health Ombud concurred with Dr. Ngobese that Mr. Lethole was quite ill, 

mentioning the blood results that reflected that almost all the liver function 

tests were abnormal except for the bilirubin. The Health Ombud pointed out 

that the glomerular filtration rate was (GFR) very low; this was consistent with 

Stage 4 Renal Failure. The Health Ombud illustrated that Mr. Lethole's blood 

results reflected that he had a systemic inflammatory disorder with multiple 

system dysfunction, right at the beginning on the 23rd June 2020. The Health 

Ombud reinforced that nowhere in the management of Mr. Lethole's condition 

was it recorded that his liver function, kidney function and the (cardiac) 

muscle injury were managed, even the CRP was not commented upon by the 

attending medical Consultant. Seemingly the Medical Officers and the 

Consultants ignored managing these conditions. 

 

xi) Reflection on the recording and record-keeping  

 

i) Dr. Ratau-Dintwe indicated that she has identified that Mr. Lethole was 

not resuscitated and not advised on CPR and neither was his family. 
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ii) Dr. Ngobese mentioned that she concentrated on the Medical records of 

the doctors when she was completing the line list and identified that there 

were no dates and there were no times documented in some of the 

doctor's records and that oversight that has been spoken about in the 

Morbidity & Mortality Meetings. According to Dr. Ngobese, she found 

poor record-keeping, particularly on the doctors, this was not up to 

standard and was ‘appalling’. 

 

iii) Dr. Ratau-Dintwe concurred with Dr. Ngobese's findings. Dr. Ratau-

Dintwe added that the records were ‘inadequate’, and she believed that 

something that could have been done differently to change the outcome 

of Mr. Lethole's condition, for example monitoring of a patient's progress 

could have been improved. 

 

iv) Dr. Ratau-Dintwe mentioned that the best practices could be drawn from 

Chris Hani Baragwanath Hospital were X-rays are kept with patients at 

the bed side. 

 

v) Dr. Ratau-Dintwe, in conclusion, emphasised that there were now 

marked improvements at TPTH as they got tents now to sort outpatients. 

However, there were still challenges observed at Casualty on managing 

the PUIs.  

 

5. Dr. Ngwata was appointed at TPTH on the 1st July 2020 as the Cluster and Clinical 

Head of Department (Internal Medicine). 

Dr. Ngwata's analysis on the Clinical Records (presented in a 29-page PowerPoint 

available when required) of Mr. Lethole's illustrated that: Mr. Lethole was young 

without co-morbidities and presented early for medical care at Edenvale Hospital. 

Mr. Lethole had severe acute respiratory distress syndrome (Acute Respiratory 

Distress Syndrome with a P/F = 52.7) with multiple organ failure, resulted in renal 

dysfunction and hepatic hepatitis. He had features of Severe Pneumonia on Chest 
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X-ray. Additionally, Mr. Lethole had clinical features of severe lower respiratory 

tract infection which presented with dyspnea, respiratory distress, wheeze and 

Hypoxia on a poly mask. 

Dr. Ngwata identified the following deficiencies in the recording and record-

keeping:  

 

i) Delayed management. 

ii) Demographic data not filled in completely. 

iii) Vitals not written completely.  

iv) Important examination findings not documented. 

v) Patient not seen on certain days. She recorded several days of ‘no doctor’s 

notes as high and negligent’. 

vi) Death certification inappropriately handled. 

vii) Improper clinical notes documentation recorded as ‘high and negligent’. 

viii) Patient not seen recorded as ‘high and negligent’.  

 

         She identified the following lessons: 

 

i) Patient to be seen every day by a certified medical doctor. 

ii) Doctors notes to be captured daily. 

iii) Patient to be seen every time there is a change of condition 

immediately. 

These findings of Dr. Ngwata corroborated the findings of the Health Ombud and those 

of Dr. Fareed Abdullah, the independent clinical expert. These findings should be read 

in conjunction with the findings of the Health Ombud in the section of this report on 

pages 139-142 dealing on Recording and Record-Keeping.  

 

The conclusion drawn by Dr. Ngwata on the outcome of Mr. Lethole's condition was 

that Mr. Lethole's Mortality was ‘avoidable and preventable’ due to Mr. Lethole being 

young, without any chronic illness. Moreover, Mr. Lethole presented early for medical 

care, and several factors were avoidable. Dr. Ngwata developed a Quality 
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Improvement Plan (QIP) to correct the identified shortfalls. This QIP complemented 

Dr. Ncha’s QIP (Annexure 13a-b). 

 

These consolidated findings by the 3 senior consultant physicians are consistent and 

corroborated the findings of the Health Ombud and the investigator on the Care of Mr. 

Lethole. 

 

10.5 Other Patients who passed on at A & E Isolation and Ward 23 

 

Oral and documented evidence obtained from the nurses that were allocated at A & E 

Isolation area on the 23rd and 24th June 2020, illustrated that they could not cope with 

the workload as they were attending to very ill indeed patients that required continuous 

monitoring while awaiting their COVID-19 tests results. The nurses emphasised that 

the area was overcrowded and poorly ventilated; additionally, it was virtually 

impossible to maintain social distancing. Moreover, other patients passed on in the 

process, and there was a delay for patients to be certified by doctors, resulting and 

delays in laying of patients. Also, there was no designated area for storing corpses 

while awaiting the porters to move them out to the mortuary. There was chaos. 

 

Evidence obtained from the nurses' notes revealed that on the 24th June 2020 in Ward 

23, the TPH 21 (81/502525) reflected that Mr. Lethole was admitted at 23h50. On the 

24th June 2020, a Mr. X was transferred into Ward 23 at 23h00 and subsequently 

passed on at 00h10 according to TPH 21 (81/502525) dated 25/6/2020, and his body 

was submitted to the mortuary at 05h30 according to the mortuary records. Mr. Lethole 

had a similar experience of witnessing a corpse before it was moved out to the 

mortuary. He shared this experience with his family that he ‘had seen a ghost’. 

 

On 26th June 2020 at 09h55 at Ward 23, Dr. Bangala assessed Mr. Lethole and 

recorded that the blood results and the COVID-19 test results should be traced, this 

implied that Mr. Lethole was admitted into the ward designated for COVID-19 male 

patients without his results verified and documented on the medical records. This was 
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careless. This approach of mixing patients went against national government 

regulations on COVID-19. 

 

Dr. Shabangu, in response to the preliminary report confirmed that CliniA Molekane 

prescribed the broad-spectrum antibiotics for Mr. Lethole.He was satisfied that this 

prescription was in line with COVID-19 guidelines. Evidence on the prescription 

revealed that it was ClinA. Molekane who ordered the antibiotics and there was no 

evidence that a senior medical practitioner countersigned the junior clinician's 

prescription as required by the regulations. 

 

10.6 Poor Communication and Collaboration among Health Care 
providers 

 

Prof.  Leigh Thompson of the Kellogg School of Management defines a team as ‘a 

group of people who are interdependent concerning information, resources, 

knowledge and skills and who seek to combine their efforts to achieve a common goal’. 

Very few definitions could be truer than this in the health care and management of a 

patient. One of the roles of a Consultant Physician is to lead multidisciplinary teams in 

the care of a patient.  The team that cared for Mr Lethole lacked the leadership 

necessary for such collective common goal and effort to care. In the end, the Health 

Care Professional team failed Mr. Lethole and his family, they failed each other in their 

lack of collaboration and communication. The team had no clearly articulated 

treatment plan or pathway of how to care for Mr. Lethole from the availed Clinical 

Records. They may have ‘been in crisis or overwhelmed’, but they essentially had no 

plan or strategy. They acted individually rather than collectively as a team. 

 

Failure of nurses to report the desaturation of Mr. Lethole on the 26th, 27th and 

throughout the 29th until Mr. Lethole’s passing was just one example. These failures 

have proven to be defective for the improvement of the treatment plan for Mr. Lethole. 

As a result, Mr. Lethole's low Oxygen saturation level of 78% was missed and 

unattended to. Dr. Shabangu’s obtained evidence in response to the Health Ombud’s 

preliminary report corroborated the Health Ombud’s findings, that there was a lack of 
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collaboration and cooperation among the team that was expected to advocate for 

patient care as their core goal. 

 

Dr. Shabangu, in his response to the Health Ombud’s preliminary report, recorded that 

the COVID-19 response lacked the full commitment of the Accident & Emergency 

department (A & E), in that all patients presenting any signs or symptoms of respiratory 

illness were not attended to by A & E, but rather sent straight to the COVID-19 Isolation 

area.  Dr. Shabangu shared Dr. Urmson’s WhatsApp message of the 24th June 2020 

stating that:  Dr. Urmson [2020/06/24, 12:27:49] “We have a problem in isolation. Pts 

are just being dumped without any vitals, any triage notes, any notes whatsoever. 

Some have been swabbed before and are negative. There are more than 12 unseen 

patients and they just flooding in. There isn't space here anymore”. 

 

Dr. Marole [2020/06/24, 12:08:59] “There are new patients seen yesterday in Ward 

20, they only have admission forms and treatment charts, no doctors note, no cxr, 

no stickers to see if blood and swab done.” The aforesaid evidence corroborated 

the evidence obtained by Mr. Gajraj, Mr. Sono and Mr. Mothwane and testified to the 

Health Ombud that on the 24th June 2020, confusion reigned high and nurses were 

not cooperating at TPTH COVID-19 Isolation and later shared with the investigation. 

 

Dr. Ngobese, former Head of COVID-19 Unit’s, response to the Health Ombud 

included: 

The following email snippets were extracted from a long email that was provided by 

Dr. Ngobese in a response to the Health Ombud’s preliminary report. The email was 

ostensibly sent to Dr. Ncha by Dr. Ngobese on the 22nd June 2020, a day before the 

admission of the deceased Mr. Lethole. 

 

“Dear Dr., Ncha, 

 “I really feel like I am fighting a losing battle. From the very beginning trying to get 

people to assist in the hospital has been a huge challenge. The very department to 

which COVID-19 actually belongs is not taking any responsibility.”  
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“Today we are supposed to have 2 doctors on call for COVID-19. The one is internal 

medicine, but she has to see 39 patients by herself. Excluding the patients that are 

coming in and it is not yet even midday. She too is going to get burn out by the end of 

this week if nothing gives.” 

 

“We have 12 patients in casualty, some have been there since last night. Male and 

female. There are 13 patients in Ward 23- which means we have 3 beds; Ward 20 has 

16 which means we have 14 beds available. And still almost at midday they have not 

yet been moved. The reasons being given range from: “the ward is full” (which it is 

not). “ 

 

“There is a patient who had demised in casualty in the morning, at 11:00, the patient 

was still occupying a bed.” 

 

“Till to this day, we are still struggling with the issue of what is PUI.... Looking at patient 

notes it’s clear that there is no pride in what we are doing. just scribbling something 

so that there is something on the paper. Forgetting that this a medico legal document. 

We don’t talk to our patients. They are discharged with some of them not even knowing 

what is wrong with them. Let alone when a patient dies... families are sent from pillar 

to post to find out what happened to their loved ones.”  

 

“But having said that it is a challenge because there are no proper facilities to don and 

doff properly.”  

 

“Instead, I am being phoned because MO’s have not filled in death notices and alive 

patients are lying in the same room as patients that have died. I am being phoned 

because there is only one person on call...  

 

The biggest challenge here is that THERE IS NO TEAMWORK. I really feel that we 

had done so much. There is no communication between nurses and doctors, nurses 

and nurses, doctors and doctors. Management and nurses, management and doctors 

etc. communication is literally a unicorn...” 
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The above-cited snippets from Dr. Ngobese’s email more than explain the 

circumstances at TPTH during this period and were congruent with the Health 

Ombud’s findings that:  

 

1. The COVID-19 pandemic crisis had significantly impacted on the provision of 

quality patient care at TPTH. As well in several ways exposed the infrastructural, 

human resources deficiencies at TPTH for COVID-19 that led to a young life to 

being lost. 

2. The finding that human remains were left for prolonged hours before being 

certified, laid off and taken to the mortuary. Additionally, it corroborated Mr. 

Lethole’s evidence that he had seen a ‘ghost’ because a corpse was lying next to 

him and he had seen several corpses. 

3. The findings that poor collaboration and poor communication among the health 

care providers significantly impeded the opportunity to timeously identify the 

need, to intervene to effect improvements in the patient’s treatment plans. 

Additionally, it has scaled up the most significant challenge as cited by Dr. 

Ngobese that “THERE IS NO TEAMWORK.” 

4. The findings of the Health Ombud's investigation proved that the Medical Records 

of Mr. Lethole were kept in a manner that is inconsistent with the HPCSA 

Guidelines on the keeping of patient records. These guidelines apply to health 

care practitioners in private practice (including managed health care 

organisations), as well as to those in the employ of the public service. 

5. Inadequate involvement of the family members in the care of their loved ones was 

also corroborated by Dr. Ngobese when she recorded that “patients are 

discharged with some of them not even knowing what is wrong with them. Let 

alone when a patient dies... families are sent from pillar to post to find out what 

happened to their loved ones.” 



 

 

‘How can man die better’ Mr Shonisani Al Junior Lethole 
Report into the circumstances surrounding the care and death of Mr Shonisani Al Junior Lethole at Tembisa 

Provincial Tertiary Hospital 
108 

 

6. TPTH was inadequately prepared as the designated COVID19 Hospital. Dr. 

Ngobese documented that there was a challenge because of the lack of suitable 

facilities to don and doff properly.” 

7. Contrary to Dr. Ncha’s public headlines stating ‘Tembisa Hospital Ready for 

COVID-19’, the above showed that the hospital was not ready. 

The investigation findings corroborated from extracts and WhatsApp messages of Drs, 

Marole, Ngobese, Shabangu, Urmson in response to the Health Ombud’s preliminary 

report demonstrated that poor collaboration and poor communication among and 

between the health care providers significantly impeded the opportunity to timeously 

identify the severity and deterioration of Mr. Lethole's condition and improvement in 

the treatment plan/pathway. 

 

10.7 Inadequate Leadership and Oversight 

 

The investigation determined that the Senior management of TPTH provided 

inadequate relevant supervisory support and oversight to staff. 

 

The allocation of Intern Pawson at Casualty without any documented proof showing 

that a Senior Medical staff supervised him was found to be incosistent with the HPCSA 

guidelines that denote that an intern should not work alone in critical area emergency 

unit/casualty, without a Senior Medical staff who should always be available and 

personally assist the Intern as required. 

 

Mr. Lethole was admitted to TPTH by a Clinical Associate, and the senior registered 

Medical Practitioners inclusive of the consultant did not review the junior colleague's 

admission notes and plan to determine and advise on the treatment plan. 

 

Failure to supervise nurses that where not adequately skilled to provide critical nursing 

care to Mr. Lethole post-intubation. Professional Nurses did not report to their 

managers' instances where doctors where not responding to their calls. 
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i) Dr. Shabangu, the Consultant Physician for Mr. Lethole, saw Mr. Lethole for 

the first time on the 26th June 2020 and there was no recorded evidence 

obtained to reflect a comprehensive review of Mr. Lethole’s condition, his 

tests on admission in the clinical notes and a review of his junior colleague's 

admission notes.  

ii) As confirmed by several witnesses, Mr. Lethole’s notes were often found to 

be illegible, unsigned and undated. This was a responsibility of the 

leadership to ensure that records and notes updated and accurate at all 

times. 

 

iii) Dr. Urmson failed to respond when she was called at 16h00 to attend to post-

intubation desaturation. 

 

iv) Dr.  Sunnyraj was told that Mr. Lethole was not seen by a doctor and the ABG 

tests were not done on the 29th June 2020, he failed as the consultant on call 

to follow through his instruction of the ABG tests to be reviewed as well as Mr. 

Lethole’s condition. In response, Dr. Sunnyraj denied this. Similarly, nurses 

failed to escalate the challenge with their seniors. 

 

v) Dr. Bangala was called twice on the 29th June 2020 to certify the Mr. Lethole’s 

death to no avail. The nurses reported to the night supervisor who did not 

suggest or explore other options. 

 

vi) The role of the night and day supervisors for the nurses was not noticed, as 

explored during all the lapses in Mr. Lethole’s care. 

 

10.8 The Nurses refused to assist Mr. Lethole to go to the bathroom 

 

Mr. Lethole reported to his father and girlfriend that the night staff on the 25th June 

2020, would not assist him in going to the bathroom. The night duty nurses who were 

on duty on Friday, 26th June 2020 denied this allegation. However, it must be noted 
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that the nursing notes made by Professional Nurse Kenneth Mothapo recorded that 

Mr. Lethole’s linen in the morning of 27th June 2020 was soiled when he changed it. 

Mr. Lethole senior, who came to collect Mr. Shonisani Lethole’ clothes found that some 

of his clothes were indeed soiled and he had to wash them. In all probability, the soiled 

linen and clothes would infer that Mr. Lethole soiled himself at the time when he was 

refused assistance by the nursing staff. It was known that Mr. Lethole was weak and 

came in on a wheelchair at triage.  

 

10.9 Lethole’s family concerns 

 

Mr. Lethole senior insisted that Mr. Shonisani Lethole passed on the 27th June 2020 

when the hospital told them to come and collect Mr. Lethole’s clothes. Mr. Lethole 

insisted that the hospital called him at 07h45 on the 29th June 2030 to be told that Mr. 

Lethole has demised. Evidence obtained from the Telkom log call records (Annexure 

8) revealed undoubtedly that Mr. Lethole was called by the hospital on the 30th June 

2020 at 08h50. Therefore, the hospital reported the death of Mr. Lethole to Mr. Lethole 

senior on the 30th June 2020.  

 

Mr. Lethole could not recall that he signed any document at the mortuary. Similarly, 

he could not recall signing using a pencil when he was viewing the body of Mr. Lethole  

Evidence from two mortuary staff members confirmed that Mr. Lethole signed the 

notice of death with black ink and signed the identification of the bodies form using a 

pencil that was provided by the mortuary attendant. An analysis of the signature 

established that these were indistinguishable from Mr. Lethole’s regular signature and 

they most probably were his. 

 

Ms. Lethole cited that she had received cell phone numbers of a hospital manager 

named Baruch Hashem and she provided the Health Ombud and the Investigator with 

the contact number to ascertain who Baruch Hashem was. The Investigation 

established that Baruch Hashem is Dr. Lekopane’s Mogaladi (CEO) WhatsApp profile 
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name.  Baruch Hashem is a transliteration which is literally "blessed is the Name" in 

Hebrew.  

 

10.10 The Inaccuracies and Inconsistencies in the reports submitted 
to the Health Ombud and the former MEC for Health. ‘An 
Administrative Bungle’ 

 

"To err is human, to cover up is unforgivable, but to fail to learn is inexcusable" Sir 

Liam Donaldson WHO Envoy for Patient Safety. 

 

The Health Ombud upon receipt of the complaint of Mr. Lethole from the Health 

Minister provided the health establishment with the opportunity to respond to the 

allegations made against TPTHl.  This was in keeping with the audi alteram partem 

rule. 

 

The health establishment responded by submitting the following evidence to the 

Health Ombud and the OHSC Annexures 9a, 9b and 9c. 

 

1. Mr. Shonisani Lethole's Medical and Clinical Records.  

2. The report entitled “Report on patient Shonisani Lethole” submitted to the 

former Gauteng MEC for Health Dr. Bandile Masuku (“MEC report”) dated 01st 

July 2020 and signed off by Dr. LM Mogaladi (CEO), Annexure 9a. 

3. The report dated 06th July 2020 and titled: Report on patient Shonisani Lethole 

submitted to the Health Ombud. (“Health Ombud report”), Annexure 9b. 

4. The report dated the 06th July 2020, entitled ‘Food Distribution’ signed off on 

the 08th July 2020 by the CEO, Annexure 9c. 

The Health Ombud on analysis on the aforesaid reports established that these three 

reports were prepared and authored by Dr. Ncha and signed off by Dr. Mogaladi 

(CEO). On further analysis, the Health Ombud uncovered that these three reports 

prepared for Mr. Lethole, for the same period of admission at TPTH, were not identical, 
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but mirrored certain contradictory information and inaccuracies that were not 

consistent with the available facts in the Clinical Records. 

 

The Inaccuracies on Mr. Lethole’s journey at TPTH: 

 

Extrapolated from the MEC’s report, the Health Ombud’s Report and the Medical 

Records the following inconsistencies and inaccuracies were identified:  

 

• Mr. Lethole’s journey at TPTH mapped out by Dr. Ncha in the Health Ombud’s 

report recorded that Mr. Lethole was screened at Gate 3 at 14h42 on the 23rd 

June 2020. Mr. Lethole's screening tool did not have the time for screening 

documented, and Mr. Lethole at 14h42 was already admitted at A & E Isolation 

at 12h36 as substantiated in the A & E Isolation patients’ Register. The version 

of Dr. Ncha's that Mr. Lethole was screened at Gate 3 at 14h42 was inaccurate 

and inconsistent with the investigation’s findings. 

 

• Dr. Ncha recorded that on the 23rd June 2020, from Gate 3 screening at 

14h42, Mr. Lethole was sent to triage. This was contrary to the documented 

evidence obtained from the Adult Triage tool, additionally to the oral evidence 

testified by Enrolled Nurse Wendy Moloya and Intern Pawson who triaged Mr. 

Lethole at 11h18 and 11h40 respectively. Dr. Ncha's version that Mr Lethole 

was sent to triage after 14h42 was inaccurate and inconsistent with the 

investigation’s finding. 

 

• Dr. Ncha recorded that on the 24th June 2020 at 23h45 Mr. Lethole was 

transferred to Ward 23. This was found to be untruthful and misleading as the 

nurse who transferred Mr. Lethole out of A & E Isolation area did not record 

the time that Mr. Lethole was transferred out to Ward 23 and the nurse 

conceded to this error to the investigation. Dr. Ncha's account of Mr. Lethole's 

time of transfer to Ward 23 at 23h45 was inaccurate and inconsistent with the 

copy of Mr. Lethole’s file that she claimed she wrote the report from. 
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General Inaccuracies and Inconsistencies: 

 

• Dr. Ncha on the MEC’s report recorded that on the 27th June 2020 at 09H55, 

Mr. Lethole was seen and found to be relatively stable during the ward round. 

The evidence obtained from Mr. Lethole's Medical Records submitted to the 

Health Ombud revealed that Dr. Urmson testified and recorded that she had 

seen Mr. Lethole at 09h00, and not at 09h55 as stated by Dr. Ncha. 

Therefore, Dr. Ncha's statement that Mr. Lethole was seen at 09h55 was 

inaccurate and inconsistent with the investigation’s finding and Dr. Urmson’s 

testimony. 

 

• Dr. Ncha reported that Mr. Lethole upon arriving at TPTH was seen by the 

COVID-19 Team. Nothing could be further from the truth. Mr. Lethole was 

seen only by ClinA. Tshali, unsupervised at 19h30. This could not be referred 

to as a COVID-19 team, but rather a lone unsupervised junior member of a 

‘team’. Her description of a ‘COVID-19 Team’ was an exaggeration of reality 

for the date of the 23rd June 2020. This statement was untrue. 

 

• On the MEC’s report, Dr. Ncha recorded that Mr. Lethole, on the 27th June 

was intubated at 13h00 and managed in the Isolation area in A & E, which 

was contradictory to the report that she compiled and was signed off by the 

CEO for the Health Ombud. Mr. Lethole was never intubated at A & E 

Isolation as reported by Dr. Ncha. Dr. Urmson intubated Mr. Lethole at Ward 

23 and he was managed there all the time as confirmed from the Clinical 

Records and substantiated by all the witnesses that were directly involved in 

the care of Mr. Lethole. This inaccuracy was further corroborated and 

highlighted by Mr. Gajraj in a report that indicated that A & E Isolation was 

overcrowded with patients, it was impossible to practise social distancing, 

patients were not being seen or properly serviced, patients’ notes were being 

mixed up. Dr. Ncha’s version was untrue.  
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• Dr. Ncha, on the MEC's report, recorded that Mr. Lethole was admitted at 

Ward 23 on the 28th June 2020, which was contradictory to the report that 

she compiled for the Health Ombud and signed by the CEO. Evidence 

obtained from the nurse's progress notes as well as oral evidence from the 

witnesses who were on duty at Ward 23 on the 24th June 2020, revealed that 

Mr. Lethole was transferred into Ward 23 from A & E Isolation area on the 

24th June 2020 at 23h50. Therefore, Dr. Ncha’s version that Mr. Lethole was 

admitted to Ward 23 on the 28th June 2020 was inaccurate and inconsistent 

with the Clinical Record and the investigation’s finding. 

 

• Dr. Ncha on the report submitted to the Health Ombud recorded that nurses 

administered medication at 09h00 which was contrary to the actual finding on 

the prescription administration chart, which reflected that medication was 

administered at 13h00. Again, Dr Ncha’s version was inaccurate and 

inconsistent with the recorded facts. 

 

• Dr. Ncha testified that she obtained a copy of Mr. Lethole's file from the 

Quality Assurance office on the 01st July 2020. The investigation uncovered 

that Dr. Ncha obtained the file on 02nd July 2020 instead.  

 

• However, Dr. Ncha and Dr. Ngobese claimed that they went through Mr. 

Lethole’s file on the 1st July 2020 to prepare responses and deal with Mr. 

Lethole’s incident. The investigation established that it was not the actual 

hardcopy file, but the file captured on the mobile phone that was being used. 

All that was unambiguous was that Dr. Ngobese had taken the second set of 

pictures of Mr. Lethole’s file. The documentary evidence obtained confirmed 

that Dr. Ncha obtained the hard copy of Mr. Lethole's Medical Records on the 

02nd July 2020 and not on the 01st July 2020 as she testified under Oath. 

 

• The statement of Dr. Ncha on 24th June 2020 (during the day) ‘as extrapolated 

from the nurse’s notes, indicated that at 09h00 the patient received 
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medication as prescribed and showed the clinical condition of the patient.’  

However, ClinA. Molekane who wrote the prescription, testified that she 

prescribed Mr. Lethole's medication on the Prescription and Medicine 

Administering Chart at around 10h00. However, the nurse recorded as shown 

on the prescription chart that the medication was administered at 13h00 and 

not at 09h00 as reported by Dr. Ncha. It should be further noted that ClinA. 

Molekane said that she prescribed medication for Mr. Lethole at A & E 

Isolation around 10h00, this was contradictory to findings uncovered that she 

prescribed on the TEM/358 inpatient prescription chart where she recorded 

Ward 23.  Mr. Lethole was still at A & E Isolation at all these times until 23h50. 

 

By the time Dr. Ncha prepared these reports, events had been unfolding at TPTH 

between staff and management that she was or should have been aware off and at 

times being part of the solution thereof. Some of these inconsistencies she referred to 

as errors (in her response to the preliminary report), meaning actions which were 

inaccurate, wrong or incorrect and can also be defined as ‘a state or condition of being 

wrong in conduct or judgement’, Oxford Dictionary. The significance of the ‘errors’ in 

these reports were that they were many; they were prepared by senior people in 

authority, managing TPTH, a tertiary level hospital designated to manage a high-

profile global pandemic and senior people who had access to all the necessary 

information and were preparing these reports for other authorities that must trust in the 

correctness and accuracy of these reports. In preparing these reports, they were all 

aware that Mr. Lethole’s incident had potential medico-legal implications, hence 

accuracy was of essence and Dr. Ncha in her interview had said 'the biggest gap that 

I have seen is how we capture our notes. We always keep telling our doctors that what 

you write in the file is what is going to save you or break you later. Even omitting a 

little thing there either not following it up or not writing it will come to haunt you at some 

point." This was with regards to Mr. Lethole’s file.  

 

Furthermore, Dr. Ncha had been entrusted by the CEO to handle the incident of Mr. 

Lethole. Pressures of time could not be an excuse for several inaccuracies written in 

three reports in a space of six days when all the information was available to Dr. Ncha 
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on the 1st July 2020.  She ‘went through the file’ being assisted by Dr. Ngobese on the 

1st July 2020 to prepare these reports. While it is difficult to explain these many 

inaccuracies on the basis of sloppiness or a laissez affair attitude, it has to be borne 

in mind that inaccuracies or errors in any form, could never represent the truth. 

 

Dr. Ncha was interviewed on 3 different occasions on the same reports that she had 

prepared for the CEO, the Health Ombud, the MEC for Health and the OHSC. On the 

10th July 2020, she was interviewed by the Investigator, approximately 4 days after 

she had prepared the reports to the Health Ombud and the MEC. On the 06th August 

2020, 26 days later, the Health Ombud afforded Dr. Ncha under Oath another 

opportunity to reflect on the reports that were submitted to the Health Ombud and the 

OHSC. The Health Ombud again on the 06th October 2020, 60 days later, allowed Dr. 

Ncha to testify again under Oath. Dr. Ncha still 60 days later, was not able to explain 

adequately these ‘errors’ or inaccuracies or contradictions contained within these 

reports compared to the Clinical Records and between these reports. She instead 

became evasive in her responses, acted as if she was not aware of these 

inconsistencies, used time and pressure to rationalise reasons for the inaccuracies 

found in the report submitted to the Health Ombud contrasted with the report submitted 

to the former Health MEC. The Health Ombud encouraged Dr. Ncha to tell the truth 

and warned her that manipulation of information and the possibility of a cover-up have 

serious consequences if uncovered by the investigation. Dr. Ncha still misrepresented 

the facts that were on record.  

 

Dr. Ncha, on the third round of interview, 60 days later after submitting those reports 

with inaccuracies to the Health Ombud, the OHSC and the MEC for Health, still relied 

on the Health Ombud and the Investigator to point out each inconsistency in the 

reports. Her unwillingness to tell the truth the third time around was viewed as 

someone ‘allergic to the truth’, the Health Ombud’s description after three attempts. 

 

 

The Inaccuracies and Inconsistencies about the report on the Food 

Distribution: 
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Dr. Ncha recorded in the report that on the 24th June 2020, ‘Mr. Lethole tolerated lunch 

well’, and this indicated that he was provided with food. To support this statement, she 

relied upon a document provided by a casualty nurse, without the required identifiers 

to make it authentic and reliable. The investigation established the following: 

• The nurse’s note that Dr. Ncha relied upon was not recorded on the approved 

TPTH nurses progress report, TPH 114/2(A) or (B) (81/530484) used on admitted 

inpatients. Instead, the documentation provided was of such general nature that it 

could easily belong to any other patient as it lacked the mandatory required 

patients' identifiers. 

 

• The nurse in question had informed the investigation that she had ordered food on 

the 24th June 2020 using the standard SOP Bed/Diet list. Firstly, the SOP was 

suspended during this period, secondly, the investigator could not find the Bed/Diet 

list at the Kitchen on the 24th June 2020 referred to by the nurse, thirdly, no signed 

food distribution form could be found and be provided to the investigation and 

fourthly no evidence could be provided that the food ordered ever reached the ‘end 

user’. 

 

• It was brought to the investigation that patients’ notes and patients were mixed up 

at A & E Isolation on the 24th June 2020, including the notes of Mr. Lethole. 

Example(s) that records were mixed up was i) the statement that Mr. Lethole was 

intubated at A & E Isolation by Dr. Ncha on the report submitted to the former MEC 

of Health. In contrast, Mr. Lethole was intubated on 27th June 2020, in Ward 23 

and never at A & E Isolation.  

 

• The independent and impartial Clinical Records audit conducted by the Quality 

Assurance confirmed that there was no evidence obtained to prove that Mr. Lethole 

was provided with meals or ate on the 23rd and 24th June 2020.  

 

• There was also no evidence produced that Mr. Lethole was offered breakfast, 

lunch, and supper on the 24-hourly fluid balance chart TPH 118 (81/513525) and/or 
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on the TPTH nurses progress report TPH 114/2(A)or (B) (81/530484) as standard 

practice at TPTH.  

Dr. Ncha, on the report entitled report on patient Shonisani Lethole: food distribution 

submitted to the Health Ombud and signed by the CEO on 08th June 2020 recorded 

that:  

• During the time that Mr. Lethole was admitted at the hospital, he received food as 

per the food schedule outlined: 6:30 for breakfast,11:30 for lunch and 16:30 for 

supper. The A & E Isolation, as well as the Kitchen staff, attested that the food 

distribution form was not used or signed during the period of Mr. Lethole's 

admission. Therefore, there was no evidence available nor provided to confirm that 

food was delivered and distributed at the A & E Isolation following this SOP 

schedule. 

 

• Dr. Ncha reported that Mr. Lethole fed himself during the stay at the hospital and 

did not need any assistance with feeding. Nowhere, in Mr. Lethole's Clinical 

Records was it recorded about the need for assistance or self-feeding. Therefore, 

the statement was found to be exaggerated and inconsistent, as it was not 

recorded on Mr. Lethole's Clinical Records.  

 

• Once again, Dr. Ncha, recorded that upon arrival at Ward 23 at 23h50, Mr. Lethole 

was offered 'tea and bread'. This is contradictory to the documented evidence on 

the 24-hourly fluid balance chart that reflected that Mr. Lethole was offered tea 

only. There was no mention of bread on the copy of the file that Dr. Ncha claimed 

to have referred to when she compiled the report. Her version of 'tea and bread' 

was untruthful. 

 

• Dr. Ncha further recorded that the ward would either call the kitchen or send a diet 

list with the number of patients in the ward as well as indicate the type of diet that 

patients required. In the case of Mr. Lethole, the evidence adduced reflected that 

‘scrap papers’ were produced as evidence that on the 23rd and 24th June 2020 food 

orders from A & E Isolation were placed telephonically. No patient’s identifiers or 
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signatures were found in these scrap papers.  In a tertiary hospital with a well-

established SOP for food ordering, this could not be accepted as reliable proof to 

demonstrate that lunch was ordered for Mr. Lethole. Mr. Lethole was said to be 

admitted after lunch was delivered at 11:30 in line with the outlined schedule by 

Dr. Ncha and the admission form provided by the hospital after the Preliminary 

report was released, reflected that Mr. Lethole was only admitted at 13:29. There 

was no evidence provided that a special order was placed for Mr. Lethole as lunch 

was long passed according to the TPTH Foodservice SOP. 

 

• Dr. Ncha recorded that Mr. Lethole's tweet of 25th June 2020, that he was not given 

food for 48 hours was not accurate, giving credence to the nursing notes that were 

provided to her. The notes referred to were undated and did not have Mr. Lethole's 

identifiers as well they were not documented on the recognised nurse's progress 

report TPH 114/2(A)or (B) (81/530484) used as standard practice at TPTH. They 

were also contrary to the findings of the Quality Assurance audit and were based 

on false evidence (see bullet 3 above). 

 

• The evidence obtained from Mr. Gajraj, the Area Manager of A & E Isolation area 

attested that super on the 23rd June 2020 and breakfast on the 24th June 2020 

were not ordered, and the patients complained to him that they were not provided 

with supper and breakfast. Mr. Gajraj reported that he had to arrange with the Food 

Service Unit to prepare lunch for patients as the time was past breakfast time. 

However, there was no recorded evidence furnished that this lunch was ever 

delivered and ever reached the 'end-users' on 24th June 2020. Furthermore, on the 

24th June 2020 around midday, Mr. Lethole called his father and mother to go 'get 

him food as he was very hungry and had not eaten since arriving at the hospital'; 

Ms. Chilwane, the Assistant Manager Quality Assurance, in her audit of the Clinical 

Records could not find any documented evidence that Mr. Lethole was given any 

meal on the 23rd and 24th June 2020; Mr. Mothwane testified that food could not be 

served on these dates as the nursing staff and cleaners were refusing to enter the 

Casualty and A & E Isolation areas without PPE and fearful of the risk of contracting 

SARS-CoV-2 infection. A & E Isolation was in commotion, with overcrowding as 
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testified by Dr. Ngobese supported by WhatsApp messages of Drs. Marole and 

Urmson. Dr. Ncha was aware of all this information, as testified by Mr. Gajraj and 

Mr. Mothwane. 

• Dr. Ncha was aware that the hospital's Standard Operation Procedure for 

ordering patient's meals was terminated in April by Ms. Mtwesi and was not 

adhered to, but she failed to be truthful about this deviation. She wrote as 

follows to both the former MEC and Health Ombud in the Reports: ‘The Food 

Service of each ward has to sign the receipt of all meals on the appropriate 

form and receives the Bed Diet List for the ward for the particular meal; Food 

Service staff hands over the Bed Diet Sheet file to the Ward Sister; The Ward 

Sister gives out the meals and the snacks to the patients according to the 

Bed Diet List to ensure that each patient receives the correct diet; The Ward 

Sister has to update the Bed Diet List after each meal.  Write the patient’s 

name, number, diagnosis and required meal neatly onto the diet list and 

remove patients from the list that are discharged.  The Bed Diet List has to 

be returned to the kitchen promptly to ensure that the Food Service 

Supervisor can correct the Statistics for the next meal.’  None of this credible 

information could be produced and provided to the Health Ombud or to the 

Investigator for the dates of 23rd and 24th June 2020, as evidence to 

demonstrate objectively and unambiguously that meals had been provided to 

Mr. Lethole. She knew all this but still was not truthful to the former MEC, the 

Health Ombud and the Investigator in her reporting. She only acknowledged 

this after the Health Ombud confronted her on the third round of interviews. 

• Dr. Ncha was aware on the 01st July 2020 when she compiled the report that 

the doctor's progress notes of the 24th and 25th June 2020 were missing. Dr. 

Ngobese had indicated in her handwritten notes provided to Dr. Ncha on the 

01st July 2020 that the notes of the 24th and 25th June 2020 were missing. 

There was no evidence advanced that demonstrated that the loss of these 

notes was reported to the CEO by Dr. Ncha or Dr. Ngobese. This finding 

reflected that Dr. Ncha and Dr. Ngobese failed to inform the CEO as the 

ultimate accounting officer answerable for record-keeping and record 
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management practices at the health establishment. Furthermore, the 

information about the missing notes was withheld from the reports sent to the 

Health Ombud and former Health MEC despite their knowledge. 

Indistinguishably, Dr. Ncha was not truthful when she attested that she had 

learned about the missing notes on the 10th July 2020 when the Investigator 

brought the matter to her attention. The issue of missing notes should have 

been reported to the South African Police Services for ‘loss or theft’. This was 

not done. 

• The investigation laid bare the inconsistencies in the TPH3 (81/500909) 

documented by Dr. Urmson, without examination or clinical notes that Mr. 

Lethole was admitted on the 24th June at 12h00 and Dr. Ncha's version on 

the reports submitted to the Health MEC that Mr. Lethole was admitted to 

Ward 23 on the 28th June 2020. Conjointly, the reports submitted to the Health 

Ombud and the OHSC stated that Mr. Lethole was admitted to Ward 23 on 

the 24th June 2020 at 23h50.  It is now common cause there were no doctor’s 

notes for the date of the 24th June 2020. On this version alone and without 

doctor’s clinical notes, Mr. Lethole could not have been legitimately admitted 

to TPTH on the 24th June 2020. On another version of Dr. Ncha to the former 

MEC, Mr. Lethole was admitted on the 28th June 2020; on the version of Dr. 

Ncha to the Health Ombud, Mr. Lethole was admitted on the 24th June 2020 

at 23h50 without doctor’s clinical notes; on the version of Dr. Urmson, Mr. 

Lethole was admitted on the 24th to Casualty & A & E Isolation at 12h00, again 

without doctor’s clinical notes. On the version of Mr. Gajraj’s incident report, 

Mr. Lethole was admitted to TPTH on the 23rd June 2020 and the version of 

Dr. Tshabalala, responsible for Monitoring and Evaluation at TPTH, Mr. 

Lethole was admitted on 23rd June 2020. Finally, on the version of the GDOH, 

Mr. Lethole was admitted on the 23rd June 2020 to TPTH. However ClinA. 

Molekane had already prescribed the standard COVID-19 treatment on an 

inpatient prescription chart by 10h00 on 24th June 2020. It’s almost unheard 

of and confusing that the same patient can have these 4 different times of 

admission and 3 different admission dates in the same hospital. Not all these 
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versions could be true. This would suggest either confusion on the admission 

policy, incompetence or obfuscation on the part of the hospital and its staff. 

A more plausible explanation was that the hospital management was making 

every attempt to reduce or nullify the 48hrs of Mr. Lethole’s tweet or even 

cancel it out by creating so many admission dates and times for the 

investigation. This was supported by an incidence report prepared by Mr. 

Vijendra Gajraj, showing that Mr. Lethole’s period of not receiving meals 

should be reduced to 9 hours. The definition of Hospital Admission as 

described by encyclopedia.com and recently by Davis and Schiel jr. became 

essential reference. These descriptions are also consistent with the legal 

definition and interpretation of ‘Hospital Admission’ as are universally applied.  

• The objective finding established by the Investigator and Health Ombud was 

that Mr. Lethole was registered at TPTH at 12h28 and was allocated 

Patient’s Number:3521074. Thereafter, was registered on the patients 

register at the A & E Isolation at 12h36 and allocated a bed. Mr Lethole 

came under the care of TPTH as demonstrated by the many activities he 

underwent and was therefore dependent on the hospital for his needs, care 

and wellbeing. Therefore, the aforementioned contradictory admissions’ 

evidence was found to be a source of confusion.  

• Findings: The reports compiled by Dr. Ncha and signed off by Dr. Mogaladi 

(CEO) contained several inaccuracies and misrepresented the history of the 

recorded facts about Mr. Lethole's admission and pathway at TPTH. The 

continued obfuscation through these misrepresentations of facts landed itself 

into an interpretation of a deliberate act of cover-up as these facts were 

misrepresented regardless of the documentary evidence that was available 

and in their procession in the records when the reports were prepared for the 

former MEC and the Health Ombud. 

 

The handling of Mr. Lethole's Medical Records 
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The CEO in the interview with the investigator when asked who handled Mr. Lethole’s 

original file first, he stated that under normal circumstances when there was a case, 

the file would be handled by the Quality Assurance who would copy the original file 

and submitted the original file to his office to be locked away. However, in the case of 

Mr. Lethole the CEO confirmed that the file could have been handled by Dr. Ncha as 

the coordinator of COVID-19 as this case was a COVID-19 patient. 

The file of Mr Lethole on the 30th June 2020 was not originally handled by the Quality 

Assurance. Ms. Mahlare attested that she could not confiscate the original file on the 

01st July 2020 as the file was still at the Mortuary with Dr. Ngobese, who was busy 

compiling the report. Dr. Ngobese attested that Ms. Mahlare called her to request the 

original file and Dr. Ngobese informed her that she left it at the Mortuary. 

Ms. Mahlare then sent Mr. Daniel Letsoalo, the Courtesy Officer, working under the 

Quality Assurance Unit to the Mortuary to obtain the file and take it to the Records 

Department for scanning. According to Mr. Letsoalo, he found that the file was already 

scanned. Mr. Letsoalo requested the copy of the scanned file and returned the original 

file to the Mortuary and took the copy of the scanned file to Ms. Mahlare's Office. The 

CEO assured Ms. Mahlare that Dr. Ncha and the team were dealing with the case and 

they were preparing the reports. 

Ms. Mahlare reported that she could not audit the file on the 01st July 2020, due to 

competing demands. On the 03rd July 2020, Ms. Chilwane reported back for duty and 

requested Mr. Letsoalo to obtain the copy of the scanned file. Ms. Chilwane recorded 

she was only able to audit the file on the 06th July 2020 and compiled the below-

revealed audit report. 

Quality Assurance Clinical Record Audit. 

"If it is not recorded, it has not been done" 

Ms. Chilwane's Clinical Records Audit findings revealed that there were serious 

challenges on the quality of record-keeping and recording (Annexure 10). She found 

the following:  
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• Patient's Particulars were not recorded in all the Medical Records by both Doctors 

and Nurses. 

• No Doctors notes for the 24th, 25th, 28th, 29th and the 30 June 2020. 

• Nursing Care Plans were not done by the day and night staff. 

• No record of Fluids Balance Chart for the 26th, 28th and 29th in Ward 23. 

• Urine test was not done.  

• Nursing care plan for the 28th June 2020 written on progress sheet. 

• Some documents were not dated. 

• Not all Doctors signatures and designation were legibly written.  

Ms. Chilwane's was asked if her clinical record audit was able to reveal documented 

evidence that Mr. Lethole was provided with meals at the A & E Isolation and Ward 

23. She confirmed that there was no evidence produced to affirm that Mr. Lethole was 

ever offered food at A & E Isolation from the audited Medical Records. Evidence that 

she obtained reflected that Mr. Lethole was offered food at Ward 23.  

The Clinical Record Audit outcome for Mr. Shonisani Lethole was rated M19/37, which 

translated to 51% of areas that were compliant with the TPTH Clinical Records Audit 

Tool. This is regarded as a very poor score. The audit finding depicted the poor 

relationship between recording, record keeping, and the care provided to Mr. Lethole. 

 

The inconsistencies uncovered in the handling of Mr Lethole’s file 

 

Dr. Ngobese's evidence 

 

• Dr. Ngobese is a Specialist in Paediatrics Department. She was asked by 

Management to assist in heading the COVID-19 UNIT due to her experience of 

infectious diseases. 

 

• She clarified that her responsibilities were mainly: 
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• As the Head of Unit for COVID-19 designated Ward 23 and assigned with the 

responsibility of ensuring that the designated areas were well furnished with 

essential functioning medical equipment but did not intervene. 

 

• To ensure that the equipment that needed to be bought were available, she cited 

an example of a blood gas machine.  

 

• To check the layout of the designated COVID-19 areas were feasible for admitting 

the patients additionally check that the areas were complaint with the Infection 

Prevention and Control Practices. 

 

• To make a doctor’s roster, and she was the contact person if the doctors on call 

could not be found.  

 

• To collate and submit the COVID-19 related death statistics. 

 

✓ On the morning of the 30th June 2020, Dr. Ngobese asserted that she took a 

set of pictures of Mr. Lethole's file in Ward 23. 

 

✓ On the 10th July 2020, in an interview with the investigator, she was 

encouraged to go through her mobile phone records to determine the time that 

she took the first set of pictures on the 30th June 2020, she attested that it was 

around 09h00.  

 

✓ On the 30th June 2020, Mr. Sfundo Mtembu, Ward 23 Admin Clerk, took Mr. 

Lethole's file from Ward 23 for scanning at lunchtime; the file was scanned at 

14h34; a copy of the scanned file was subsequently submitted to the office of 

the Health Ombud on the 06th July 2020. The investigation found that the 

scanned copy file missed Drs. Molehe's notes of the 28th June 2020. 

 

✓ On the morning of the 01st July 2020, Dr. Ngobese went to the Mortuary to take 

the second set of pictures of Mr. Lethole's file. This set of pictures captured the 

missing notes of the 28th June 2020, by Dr. Molehe. The notes illustrated the 
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analysis of Mr. Lethole's blood test results with abnormal values that 

demonstrated that he was severely ill at the time of admission on 23rd June 

2020 and required improvement in the treatment plan. 

 

✓ This missing Notes of the 28th June 2020 appeared on the second set of 

pictures taken by Dr. Ngobese, on the 01st July 2020 at the Mortuary at around 

09h07, so for approximately 24hrs, it would seem Mr. Lethole's file missed 

these Notes. 

 

✓ On the 06th August 2020, in her interview with the Health Ombud and the 

Investigator, Dr. Ngobese was asked the exact time that she took pictures at 

Ward 23 on the 30th June 2020. She was requested to reflect on her mobile 

phone records to determine the accurate time. She testified that she could not 

determine the exact time as she had deleted the original pictures and was 

only left with the pictures that she had forwarded to Ms. Chilwane, the Quality 

Assurance Assistant Manager, upon the request by the Investigator on the 15th 

July 2020. These pictures were received but did not reflect time. 

 

✓ On the 9th August 2020, when the Health Ombud requested Mr. Lethole’s 

Morbidity and Mortality (M & M) report from the health establishment, Dr. 

Ngobese forwarded the pictures of the file on the 10th August 2020 to Dr. Ratau-

Dintwe to compile the report that was supposed to have been completed by her 

when she was the HOU COVID-19 Unit. This was surprising, especially that Dr. 

Ngobese reported earlier on the interview of the 06th August 2020 with the 

Health Ombud that she had deleted the pictures. 

 

✓ On the 14th October 2020, the Health Ombud sent an email enquiry on the 

exact times of taking the pictures, she was again encouraged to reflect on her 

cell phone records. Dr. Ngobese asserted as follows: "I still stand by what I 

have said and I will repeat it – "I took the pictures of the file in Ward 23 of Mr. 

Lethole as he was one of the patients who was said to have demised in Ward 

23. The date of my taking the pictures for the first time was 30th June 2020. The 

exact time ‘I do not recall, but it was in the morning before 11.’  
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✓ Unexpectedly, on the 12th November 2020, in the response to the preliminary 

report, the evidence that was repeatedly requested by the Health Ombud on 

the time the first set of pictures were taken on the 30th June 2020 at Wards 23 

resurfaced. The response from Dr. Ngobese to the Health Ombud's interim 

report changed, she now stated that "I realized later when I was asked about 

the pictures again that I had taken a screenshot of the picture depicting the time 

the picture was taken. The picture clearly shows that it was taken at 12h04 on 

30th June 2020. I do not remember being in Ward 23 earlier on that day”. This 

was inconsistent with her testimony of the 10th July 2020 when she asserted 

that the pictures were taken around 09h00. Dr Ngobese further claimed that “I 

do know that I could have been there on multiple occasions as I was going in 

and out of the COVID19 wards." It was not clear that the multiple visits referred 

to the day of the 30th June 2020 at Ward 23 or not. 

 

✓ Dr. Ngobese's contradictory and multiple versions of when the pictures were 

taken on the 30th June 2020 was problematic for several reasons. In her earlier 

version, she had taken the pictures around 09h00. Secondly, she had deleted 

these pictures and no longer had them or the originals, and she was confident 

that the pictures were taken earlier at least on two occasions. Now, after 

reading the preliminary report, she seemed to have found evidence of the 

screenshot of the deleted pictures, taken at a different time and no longer in the 

morning, but in the afternoon at 12h04. This new revelation contradicted what 

she repeatedly and confidently presented in her previous evidence and the 

evidence provided by the witness who attested that Dr. Ngobese took the 

pictures of the file in the morning around 08h00 before Mr. Lethole was certified 

dead. This new evidence was also in contradiction to an earlier version where 

the pictures were taken without the death notice report as Mr. Lethole had not 

yet been certified dead by Dr. Marole. If the pictures were taken at 12h04, then 

the death notice report would have been available as part of the first set of 

pictures. The reliability and truthfulness of Dr. Ngobese’s evidence were 

therefore brought into question. 
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Dr. Ngobese’s evidence on the matter of handling Mr. Lethole's file as well as 

the information that she provided Dr. Ncha with when Dr. Ncha was compiling 

the report to the MEC for Health on the 1st June 2020 raised more questions 

than answers. On the 10th July 2020, when asked who audited the file to decide 

on the management of Mr. Lethole's incident, Dr. Ngobese testified that when 

the complaint was brought up "I was assisting Dr. Ncha to do the report, we 

went through it (meaning the Report?) together to address the questions that 

had been brought up by the complaint".  

 

Subsequently, she stated that on the 1st July 2020 "when the file was then 

brought, it was audited to answer the questions that were asked about the 

issues of the patient feeding and the flow". Dr. Ngobese's response on the 

preliminary report clarified that her reference of 'going through the file was 

referring to the pictures of the file on the mobile phone. This clarification was 

contrary to the clarification she provided to the Investigator inferring that the file 

was ‘brought’ to them. These two statements did not square up, make proper 

sense or logic. 

  

The evidence also established that Drs. Ngobese and Ncha, on the1st July 2020 

were 'going through' Mr. Lethole's file together, preparing responses on his 

incident; and the file they were 'going through' and "the file that was brought" 

(Dr. Ngobese's words) did not come from the Quality Assurance. Dr. Ncha later 

confirmed that she obtained the file from Quality Assurance on the 2nd July 

2020. 

 

Dr. Ngobese went to Ward 23 and took pictures of Mr. Lethole’s file to obtain 

information that enabled her to capture line listing information and submitted 

the information to Dr. Khanyisile Tshabalala, Public Health Medicine Specialist 

responsible for Monitoring and Evaluation at the Hospital. 

As the first sets of pictures did not have a death notice form that was completed 

by the Operations Manager, Ms. Conny Mathibela at around 08h45, Ms. 
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Mathibela testified that Dr. Ngobese came to Ward 23 for the collation of death 

statistics as she normally did in the mornings, this was before Dr. Marole came 

to certify Mr. Lethole. This testimony would explain why the first set of pictures 

wouldn't have the death notice form and why the first set of pictures would in 

most likelihood have been taken around 08h00. Pictures taken after Mr. Lethole 

was certified would have included the death notice form. 

The investigation established that Dr. Marole testified that she came to certify 

Mr. Lethole dead at around 08h00 and the Operational Manager of Ward 23 

corroborated this evidence.  Ms. Conny Mathibela who after the certification 

called Mr. Lethole (senior) requesting him to come to the hospital. The evidence 

obtained through the Telkom call log record reflected that Mr. Lethole was 

called at 08h50.  

 
On the 1st July 2020, upon hearing that information from the file was required, 

to respond to Mr. Lethole's complaint incident, Dr. Ngobese went to Mortuary 

to take the second set of pictures of the file 

Dr. Ngobese attested that on both occasions, she left the file at the place where 

the pictures were taken. Evidence obtained revealed that one of the pictures 

later forwarded by Dr. Ngobese to Dr. Ratau-Dintwe to complete the Mobility 

and Mortality report reflected that these pictures were captured at TPTH at 

09h07 on the 1st July 2020. Again, this is consistent with her earlier evidence 

about this second set of pictures. 

Dr. Ngobese left the original file of Mr. Lethole at the Mortuary records section. 

The purpose of Dr. Ngobese was to assist in compiling a report which was 

normally compiled by the Quality Assurance Unit according to Gauteng 

Provincial Circular 22 of 2016. The original completed file of Mr. Lethole was 

supposed to be safeguarded thereafter by the Quality and Assurance Unit when 

Mr. Lethole’s body was removed from the mortuary.  

The documented evidence obtained by the Health Ombud revealed that Dr. 

Ngobese provided Dr. Ncha with much more information than she dared 
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mentioned under Oath. The investigation determined that the line listing items 

required and submitted to the Provincial Department of Health by Dr. 

Tshabalala were: the Name, Age, Gender, Address, District, Region, Travel 

History, Facility where diagnosed, date diagnosed/ admitted, admission 

diagnosis, facility transferred to, core morbidities, treating doctor, date of death.  

Therefore, the additional notes that Dr. Ngobese provided to Dr. Ncha reflected: 

i) the interpretation of the blood results which were consistent with the notes 

that were missing from the file submitted to the Health Ombud; ii) indicated the 

missing doctor’s notes of the 24th and 25th June; and iii) she also indicated that 

the patient was ventilated on the 27th June 2020. This additional information 

was not line listing items as Dr. Ngobese had previously testified. 

 Evidence obtained established that although Dr. Ngobese was not responsible 

for compiling the reports that were submitted to the Health Ombud, Dr. Ngobese 

did provide Dr. Ncha with additional information more than the line listing items. 

 This 'missing' Notes of the doctor’s progress notes of the 28th June 2020 was 

later found by painstakingly going through the two files by the Investigator on 

the 9th July 2020 at TPTH. This page documented by Dr. Molehe on the 28th 

June 2020, at 09h00 (Annexure 11) detailed Dr. Molehe’s findings and the 

interpretation of the laboratory test results. The investigator reported this 

shortfall to Dr. Ncha and the CEO.  

Dr. Ngobese's evidence that she persistently provided to the investigator and 

the Health Ombud that she only furnished Dr. Ncha with the line listing Dr. Ncha 

with the line listing information which is: The name of the patient, File number, 

date has seen, date admitted, age, address, date of the test, results out, co-

morbidities, main complaint and the date of the outcome was found to be 

untruthful as she provided additional information.   

 Dr. Ncha conceded in her interview with the investigator and confirmed that the 

notes of the 24th, 25th, 28th, 29th June 2020 were not in the copy of the file that 

she obtained from the Quality Assurance and used to compile the Health 

Ombud’s report. 
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The finding of the missing notes of the 28th June 2020 of Dr. Molehe, was 

consistent with the findings made by Quality Assurance, the Independent 

Expert, Dr. Ncha in the interview with the investigator, the Health Ombud and 

the Investigator. Dr. Ngwata in her analysis also observed and recorded that 

there were several days of missing doctors’ notes in the file of Mr. Lethole. 

On the 1st July 2020, Dr. Ncha would therefore have been aware that some 

doctor’s notes were missing before finalising her report to the former Health 

MEC and later to the Health Ombud.  

Dr. Ngobese provided multiple times of taking the pictures on the 30th June 

2020; she provided Dr. Ncha with more than line listing items; she provided Dr. 

Ncha with notes and an interpretation of the blood tests results; her later 

evidence of the picture taking on 30th June 2020 was contrary to her earlier 

testimony and the evidence of another witness. Her evidence was found to be 

unreliable. 

 

To summarise the sequence of events: 

 

Mr. Shonisani Lethole passed away on the 29th June 2020 at 22h30. In the 

morning of the 30th June 2020, Dr. Ngobese was seen early in the morning 

taking pictures of Mr. Lethole’s file in Ward 23. Dr. Ngobese confirmed this in 

her testimony on two occasions. She further stated, ‘we have established, and 

I have agreed that there were no doctors’ notes written regarding his 

certification of the death.’  This would imply that at the time of taking the first 

set of pictures, Mr. Lethole had not yet been certified deceased by Dr. Marole. 

This would imply that the first set of pictures were taken around 08h00. 

 

On the 1st July 2020, on hearing that information from the file was required, to 

respond to Mr. Lethole's incident, she went to Mortuary to take the second set 

of pictures of the file again. She attested that on both occasions, she left the file 

at the place where the pictures were taken. Evidence obtained revealed that 

one of the pictures forwarded by Dr. Ngobese to Dr. Ratau-Dintwe to complete 
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the Mobility and Mortality Template on 10th August 2020, reflected that they 

were captured at TPTH at 09h07 on 01st July 2020. This finding suggested that 

Dr. Ngobese still had originals of her file pictures for the second set on the 10th 

August 2020. 

Around 08h00 on the 30th June 2020, Dr. Marole also arrived in Ward 23 to 

certify Mr. Lethole as deceased. She could not recall the precise time, but 

indicated it was around 08h00 when she arrived to certify Mr. Lethole. 

Mr. Lethole senior was called at 08h50 by Ms. Conny Mathibela to come to the 

hospital after Mr. Shonisani had been certified. Mr. Lethole’s body was the 

taken to Mortuary by and signed for by Mr. Sikelela Mavuma and it arrived at 

Mortuary on the 30th June 2020 at 10h37. 

 

So, the first set of pictures despite Dr. Ngobese ‘loss of recollection’ was taken 

most probably around 08h00 and the second set on the 1st July 2020, was taken 

at 09h07 at the Mortuary. All that Dr. Ngobese could concede was that both 

sets of pictures were taken ‘before 11h00’ in her response to the Health 

Ombud’s email. All this evidence was firm and consistent. 

At lunchtime, on the 30th June 2020, the Administrative Ward 23 Clerk, Mr. 

Sfundo Mtembu took Mr. Lethole’s file from the ward to scanning. The file was 

scanned at 14h34.  

 

This was the file that was found to be missing the notes of the 28th June 2020 

of Dr. Molehe and 5 other essential clinical notes as well listed below. It was 

also a copy of this file that was sent to the Office of the Health Ombud, to the 

OHSC and to the Quality Assurance Unit. The extra notes that were not 

submitted to the Health Ombud were later submitted for scanning and 

safekeeping by the Quality Assurance Assistance Manager on the 10th July 

2020. 

 

Four people handled Mr. Lethole’s file on the 30th June 2020, before it was 

scanned. These were the nursing staff, Dr. Ngobese, Dr. Marole and the Ward 
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23 Clerk. It would appear that the nursing staff were first to handle the file, Dr. 

Ngobese was the second person to handle the file to take pictures. The third 

person was Dr. Marole during certification and the fourth was Mr. Sfundo 

Mtembu for the scanning. The file remained in the ward between the time of 

certification and the time of scanning, i.e. for five hours. A page of the notes of 

the 28th June 2020, was found missing in the first scanned file on the 30th June 

2020, only to resurface in the file on the 1st July 2020 in the second set of 

pictures taken by Dr. Ngobese and later to be found on the 9th June 2020 by 

the investigator in the original file. This page also does not seem to appear on 

the first set of pictures taken by Dr. Ngobese. There was no evidence provided 

to prove that it was there when the first set of pictures was taken. Who could 

have taken away this page from the file? When was this page lost to the file? 

How did it get back into the original file? These questions remained unresolved. 

 

Both Drs. Ncha and Ngobese were aware as of the 1st July 2020, that there 

were certain doctor’s notes missing in Mr. Lethole’s file. They withheld this 

important information from the former MEC and the Health Ombud in preparing 

the reports dated the 1st and 6th July 2020. 

 

After the first scanning, evidence gathered was that Quality Assurance was 

recused by the CEO from handling the matter of Mr. Lethole’s file and complaint 

as Drs. Ncha and Ngobese were assigned by the CEO to handling the matter. 

This was supported by the CEO’s statement that Dr. Ncha could have been the 

‘first to get hold of Mr. Lethole’s file, as she was the COVID-19 Convener.’ The 

investigation could not find evidence to support this. This assignment to Drs. 

Ncha and Ngobese and the side-lining of Quality Assurance in the handling and 

safeguarding of Mr. Lethole’s file and complaint contravened TPTH and the 

Gauteng Department of Health’s procedures.  
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Complaints Handling of Mr. Lethole's incident 

 

i) The CEO on the 30th July 2020, the evening sent a message through the 

WhatsApp where Dr. Ncha and Ms. Mahlare became aware of Mr. 

Lethole's complaint. Mr. Lethole's complaint had medico-legal 

ramifications and was supposed to be managed following the Gauteng 

Provincial Circular 22 of 2016 on the Confiscation and Safekeeping of 

Medical Records of serious adverse and those with potential for 

litigation. The CEO assigned Dr. Ncha to deal with Mr. Lethole’s incident, 

as the COVID-19 Convener. The CEO failed to ensure that Mr. file was 

immediately confiscated by the Quality Assurance Unit. Mr. Lethole's 

Medical Records were audited after identification of the incident as it was 

aptly stipulated in Circular 22 of 2016. 

ii) The Health Ombud established that Mr. Lethole's complaint was handled 

in a manner inconsistent with the National Complaints Management 

Protocol for the Public Health Sector of South Africa and the National 

Guideline for Patient Safety Incident Reporting and Learning in the 

Public Health Sector of South Africa. Dr. Ncha, in the interview with the 

investigator and the Health Ombud, attested and conceded that the 

Quality Assurance Unit was not involved in the management of Mr 

Lethole’s incident. 

iii) Ms. Mahlare explained that the Quality Assurance Unit was the 

responsible unit to handle complaints, and they would involve relevant 

people that are supposed to respond. She confirmed that the complaint 

of Mr. Lethole was a complaint that would have been normally handled 

through Patient Safety Incident processes, which was Ms. Chilwane's 

area of responsibility in the Quality Assurance Unit. The Health Ombud 

established that this deviation in approach resulted in the Lethole family 

not being contacted as was required by the Complaints Management 

Protocol. The family ended up airing their perceptions on various media 

platforms. 
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iv) Mr. Gajraj had sent several emails to management spelling out and 

highlighting the challenges faced by A & E Isolation area in managing 

COVID-19 patients. He forwarded this email below that he had sent to 

the CEO as he was coming under pressure from Dr. Ncha for providing 

information to the investigation. 

‘Hello Dr Mogaladi 

I apologise that I may be inconveniencing you with my email, but I have 

an issue to report and require your intervention in this regard was called 

by Dr. Ncha today at approximately 15h56. This call was regarding my 

Incident Investigation of the Shonisani Lethole Incident.  

The matter was regarding why I wrote on my incident report, that the 

patient did not receive supper and breakfast the previous day. To 

summarise in short, the manner of speech and tone was not respectful. 

I was being shouted at over the phone. It was as if I was being 

interrogated telephonically and made to feel as if I didn't know what was 

happening. I seek your urgent intervention in this matter.  

In the past, Dr. Ncha has also resorted to statements about myself or my 

Nursing Subordinates that have yet to be substantiated with evidence 

and proof in that regard.  

I request the matter be addressed, and that this does not repeat itself.  

Kind Regards 

 Mr. V Gajraj [AM] - Emergency Unit and Family Medicine’ 

One would expect Dr. Ncha as the chairperson of the Patient Safety Incident 

Management to observe the principle of Just Culture, that the staff who reported an 

incident should be free from fear of victimisation. The Just Culture supports a "learning 

organisation" that investigates incidents instead of blaming individuals.  The above 

cited email suggested otherwise. At the time of the Health Ombud’s preliminary report 

writing the above-cited an email by Mr Gajraj that was not responded to by the CEO. 
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The allegations on the reported missing doctor’s notes 

 

Dr. Shabangu, during the interview with the Health Ombud, indicated that they have 

identified that there were missing doctors' notes, by then Dr Shabangu was unable to 

specify which notes were missing. Dr. Ncha conceded that she did not see the notes 

of the 28th, 29th and the 30th June 2020 on the copy of the file that she obtained from 

the Quality Assurance. Dr Ncha cited that the missing records could have been an 

error from the scanning department where notes that resulted in the back to back 

copying of records could have been missed. Dr. Ncha's forethought prompted the 

Investigator to go to the records department to observe and evaluate the process of 

Medical Records scanning. The process of file scanning automatically scans 

documents back to back and was failproof. Therefore, the allegations of copies of 

Medical Records missing due to the shortfall at the scanning department could not be 

substantiated nor be truthful.  

 

 In response to the preliminary report, the hospital forwarded the protocol for scanning 

and the way Mr. Lethole’s file was scanned by the Record Scanning Department. This 

confirmed that Mr. Lethole’s scanned record was failproof and the missing page was 

genuinely missing and not as a result of the scanning process. 

 

The evidence obtained from Dr. Ncha, Ms. Chilwane, the Quality Assurance 

Assistance Manager, the Investigator, Independent Expert and the Health Ombud all 

established that there were no doctors progress notes for the dates of, 24th, 25th, 28th, 

29th, and 30th June 2020.  Dr. Ngobese only recorded the missing doctor’s notes of the 

24th and 25th June 2020.  These missing doctor’s notes were later also to be confirmed 

by Dr. Ngwata, Head of Internal Medicine at TPTH. The missing doctor’s notes 

represented a serious omission in the care of any patient in a health establishment 

because of their nature as a true representation of the medical care provided and their 

medicolegal importance and implication. 
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These findings were consistent with the evidence that Mr. Lethole was not seen by a 

Medical Practitioner on these aforementioned dates. 

The six documents that are listed below, were also not included in the Medical Records 

that were submitted to the Health Ombud on the 6th July 2020. They were later found 

at the hospital on the 9th July 2020, when the Senior Investigator requested the original 

file from the Quality Assurance Managers and was on site. 

 

1. Dr. Molehe Progress Notes of the 28th June 2020 at 09h00 with the interpretation of 

the U & E and the other blood tests results. 

2. The SARS-CoV-2 PCR test Results. 

3. The initial CXR was done on 23rd June 2020 

4. Notice of death/B-I form. 

5. Identification of bodies (Signed with a pencil) by Mr. Lethole (senior) 

6. Death Report written by Professional Nurse, Constance Mathibela.  

 

On the 9th July 2020, the Investigator interviewed the Quality Assurance Managers to 

ascertain the reasons for the inconsistencies in the record-keeping (organising, storing 

of files, documents). The Quality Assurance Manager testified that on the 06th July 

2020 when she audited the file there were no Doctor’s Notes for the 24th, 25th, 28th, 

29th and 30th June 2020. On the 9th July 2020 when the Investigator showed her the 

notes of Dr. Molehe of the 28th June 2020, she was surprised to see them. This led 

the Investigator to go to the records department and noticed that the file was scanned 

six times after this finding and the Health Ombud then requested Mr. Baloyi of the 

Records Department to retrieve the scan history of Mr. Lethole's file and the files of 

other deceased patients from February to 9th October 2020. 

 

Mr. Lethole's file was scanned six times. This represented 50% of all the scanned files. 

Department digital scanning system used at TPTH (Annexure 12) (Orbit: Document 

Management System 3.2 Scan Co Digital Services). 
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Mr. Shonisani Lethole's File Scan Results 

 

1. 2020 06 30 14-34- 22 Index date: 2020-06-30 14-55-11 

2. 2020 -07-10 08-39-03 Index Date: 2020-07-10 08:40:31  

3. 2020-07-21 11-29-51 Index Date:2020-07-21 11-30-52  

4. 2020-09-04 12-35-57 Index Date:2020-09-04 14-18-58  

5. 2020-09-22 10-16-15 Index Date:2020-09-22 12-27-35  

6. 2020-10-08 12-30-26 Index Date:2020-10-08 12-31-47  

 

In total, only 4 files were rescanned out of a total of 3043 files. The other 3 files were 

each scanned twice. 

 

The evidence obtained was found to be unusual for repeated scanning of the file of a 

patient who demised, and it has resulted in further probing and analysis by the Health 

Ombud. The request for information was sent out to the TPTH’s request Records 

Department to retrieve information on the statistics of the scanned and rescanned files 

of the demised patients for a period from the 1st March 2019 until the 9th October 2020 

to determine the trend and rationale for the rescanned files. The results of Mr. Lethole’s 

scanned file are shown above. The hospital management provided the rationale and 

adequate reasons for Mr. Lethole’s file being scanned multiple times in response to 

the preliminary report. 
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11. RECORDING AND RECORD KEEPING 
 

The findings of the Health Ombud's investigation proved that the Medical Records of 

Mr. Lethole were kept in a manner inconsistent with the HPCSA Guidelines on the 

keeping of patient records. These guidelines apply to health care practitioners in 

private practice (including managed health care organisations), as well as to those in 

the employ of the public service. 

 

The investigation uncovered that six additional Medical Records were withheld that 

were supposed to be in Mr. Lethole's file when submitting to the Health Ombud on the 

6th July 2020. These were records that were supposed to be in Mr. Lethole’s file on 1st 

July 2020, after the family had collected Mr. Lethole’s remains. 

  

The Health Ombud and the OHSC were therefore provided incomplete records 

by Dr. Ncha and Dr. Mogaladi upon which to conduct the investigation.  

 

This reflected that TPTH failed to secure the health records with appropriate security 

control measures in the clinical service area. In particular, the health establishment 

also acted in a manner inconsistent with the Gauteng Provincial Circular 22 of 2016 

on safeguarding and securing patients’ records. 

 

How Mr. Lethole's Medical Records were managed, impelled the investigation to 

reflect on the definition of a Health Record as defined in the HPSCA Ethics booklet: ‘A 

health record may be defined as any relevant record made by a health care practitioner 

at the time of or subsequent to consultation and/or examination or the application of 

health management. A health record contains information about the health of an 

identifiable individual recorded by a health care professional, either personally or at 

his or her direction.’ 

 

In the case of Mr. Lethole, there were two files for the same patient. The copy of the 

file that was submitted to the Health Ombud on the 6th July 2020 which was not 
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identical with the file that was found on site on the 9th July 2020. This was a serious 

contravention of the health establishment on records keeping, safeguarding and in 

providing complete and accurate information. 

 

Mr. Lethole was admitted at TPTH on the 23rd June 2020 and demised on the 29th 

June 2020 and was certified dead on the 30th June 2020. The investigation established 

that Mr. Lethole's body was viewed by the family and was taken to the Funeral Parlour 

on the 1st July 2020 at 14h15. Given this finding, one would expect the completed file 

to have been safely kept from the 1st July 2020 just after 14h15 until the 6th July 2020 

when the Health Ombud requested the copy from TPTH for the purposes of the 

investigation. 

 

The additional Medical Records of the 28th June 2020, 09h00 that were not included 

in the file that was submitted to the Health Ombud, were also not available in the file 

that was scanned on the 30th June 2020 at 14h34. However, Dr. Ngobese had access 

to the same notes as corroborated by the hand-written notes that she provided to Dr. 

Ncha and confirmation that this page was on the second set of pictures she took on 

the 1st July 2020. These notes can be viewed as an Ex Post Facto after the matter 

came to light. 

 

Mr. Lethole’s Medical Records were not confiscated and safeguarded following 

Gauteng Provincial Circular 22 of 2016. The investigation established that Mr. 

Lethole's Medical Records were not contemporaneously kept, resulting in additional 

records found on the 9th July 2020 when the Health Ombud’s investigation was 

underway. Poor recording and record-keeping resulted in inadequate monitoring and 

management of Mr. Lethole’s condition. Mr. Lethole was not managed according to 

the severity of his condition. The Clinicians missed following through the results of the 

crucial tests that were done on admission, but not retrieved, documented and 

interpreted to inform the treatment plan/pathway. 
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The referral letter from Kempton Park Clinic seems not to have been considered by 

Intern Pawson as Mr. Lethole was referred for wheezing sounds.  Mr. Lethole could 

have been seen promptly at A & E Isolation had this been considered. 

 

On the 29th June 2020 evidence obtained and corroborated by the nurse that was 

involved in the care of Mr. Lethole attested that the doctors did not come to review the 

condition of Mr. Lethole for the whole day of the 29th June 2020. The nurse at around 

18h00 notified Dr. Sunnyraj, the Consultant Physician who promised to send a doctor 

to no avail. 

 

On the 29th June 2020, Mr. Lethole was not seen by a doctor, until he passed on at 

22h30. The attempt of resuscitation was not made by the Nurses, the Professional 

Nurse, was expected to commence resuscitating while awaiting Dr. Bangala, who did 

not respond.  The Chest X-ray of Mr. Lethole was taken on the 23rd June 2020, the 

results could have been obtained, and record of interpretation of the results, which 

reflected that had he severe pneumonia already on 23rd June 2020 were not followed 

through and interpreted. Had these results be followed through, it would have informed 

the clinicians to alter the management of Mr. Lethole. 

 

Mr. Lethole’s U & E blood results were available at the laboratory on the 24th June 

2020 and they reflected that Mr. Lethole had severe renal, liver and cardiac 

dysfunction. He also had a systemic inflammatory response as determined by 

markers. The test results were not followed through by all the doctors that were 

allocated to take care of Mr. Lethole at A & E Isolation and Ward 23. Had they been 

retrieved, Mr. Lethole’s management could have been following the diagnosis and 

severity of his condition. 

 

When the investigator asked Dr. Ncha: 'What were the glaring gaps that you have 

identified in Mr. Lethole's file?'  Dr. Ncha 'The biggest gap that I have seen is how we 

capture our notes. We always keep telling our doctors that what you write in the file is 

what is going to save you or break you later. Even omitting a little thing there either 

not following it up or not writing it will come to haunt you at some point." 
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It is quite clear from the evidence gathered above on the inconsistencies and 

falsehoods; from the ‘appalling’ records and record-keeping with missing and illegible 

clinical notes to bypassing legitimate structures such as the Quality Assurance Unit 

for auditing and in safeguarding Mr. Lethole’s records and presenting incomplete 

Clinical Records to the Health Ombud and the OHSC Complaints Centre and 

Assessment and distorting and falsifying obvious facts in the Clinical Records to the 

Health MEC and the Health Ombud, that the management of TPTH was either 

incompetent or in denial or only keen to obfuscate and mislead the investigation as to 

what transpired to Mr. Lethole and to create an unsustainable fictitious and false reality 

that unfolded around the care of Mr. Lethole. This represented the worst administrative 

bungles in record handling.  
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12. FINDINGS DEMONSTRATED THAT TPTH WAS NEITHER 

‘FIT NOR READY’ FOR PURPOSE AS A DESIGNATED COVID-

19 HOSPITAL 
 

The CEO in the interview with the Health Ombud: 

 

The Health Ombud cited that he observed that the Minister designated TPTH as a 

COVID-19 designated hospital; which was a good thing. However, they were not 

capacitated with the financial and infrastructural resources to enable them to cope with 

what the experience in the world had shown about the pandemic. 

 

The CEO stated that the Community was protesting when it was announced that TPTH 

was designated as a COVID-19 Hospital, questioning why TPTH was designated as 

a COVID-19 hospital whereas they do not have the capacity. The CEO stated that he 

had reported the matter to the former MEC of Health, Dr. Bandile Masuku, who 

indicated that TPTH was designated due to its situation near the airport. 

 

At the time of Mr. Lethole's incident, which was three months into SARS-CoV-2 

pandemic, TPTH was still inadequately resourced to deal with the surge of the PUIs 

and the admission of the confirmed COVD-19 cases. There was no efficient provision 

of diagnostic, therapeutic and other clinical support services as well as systems to 

monitor the efficiency of care provided to critically ill patients. 

 

The confirmed COVID-19 cases required admission and constant close monitoring 

and Critical Care for the mechanically ventilated patients. TPTH had no dedicated 

COVID-19 ICU to admit mechanically ventilated patients. The hospital improvised by 

designating a medical Ward 23 to admit male COVID-19 patients as well as ventilated 

patients. The investigation established that there was a shortage of experienced 

nursing and medical staff with the requisite skills. A & E Isolation was mainly 

functioning with short-term contract employees. The newly appointed staff were not 

conversant with the systems established at the hospital. There was limited time to 
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orientate the newly appointed staff, and they were appointed during the surge of the 

COVID-19 pandemic.  

 

The Casualty permanent TPTH staff, were apparently, refusing to work in the A & E 

Isolation area citing occupational safety concerns, as they said A & E Isolation was 

not conducive as per the Occupational Health and Safety Standards. In the A & E 

Isolation area, it was impossible to maintain physical distancing; other patients were 

kept on stretchers. On the 18th June 2020, Mr. Gajraj, wrote a memo to the nurses 

informing them that they were expected to work in the Isolation area and if they 

refused, they had to provide reasons for refusal to enable management to address 

their concerns accordingly. Mr. Mothwane, the Deputy Director responsible for the 

area, was informed about the challenges, and he subsequently addressed the staff on 

the 22nd June 2020, and still, the matter remained unresolved.  

 

It was evident that the hospital was not ready for the challenge of the COVID-19 

pandemic. There was no evidence provided that the risks involved were properly 

assessed, comprehensively reviewed and addressed at a management level. No 

evidence was obtained to demonstrate that the risk was not escalated to District, 

Provincial and National level. The World Health Organisation (WHO) COVID-19: 

interim guideline dated 27th May 2020 on Clinical management, stipulated that persons 

with symptoms that met the case definition for suspected COVID-19 should 

immediately be given a medical mask and directed to a single room. If a single room 

is not possible, then group patients with similar clinical diagnosis and based on 

epidemiological risk factors, with a spatial separation (at least 1 m between patients). 

Suspected cases should not be cohorted together with confirmed cases. In the case 

of TPTH the suspected cases were mixed with confirmed cases in Ward 23. 

 

However, Dr. Ncha on the 12th May 2020, in Health-e News Services 

https://youtu.be/uXTMRAC10nY went public to announce with headlines ‘Tembisa 

Hospital ready for Covid-19’. In as much as Dr. Ncha reported the positive news of a 

new unit, that they were ready on the 12th May 2020, the Health Ombud uncovered 

that they were not ready nor adequately prepared, they had not prioritised the 

https://youtu.be/uXTMRAC10nY
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availability of essential equipment to deal with the patients that required intensive and 

critical care. The public declaration of ‘readiness’ by Dr. Ncha was not only misleading 

but also proved to be without foundation. The evidence uncovered by the Health 

Ombud below revealed that: 

 

The M & M meetings that were convened on the 22nd and 29th May 2020 showed that: 

1. Dr. Tshabalala raised a concern that there were no monitors for the COVID-19 

unit.  

 

2. Mr. Sono raised a concern that COVID-19 Isolation area was not well equipped 

for monitoring patients.  

 

3. Dr. Sehwati advised that follow up was needed on the tender to get monitors.  

Subsequently, the M & M meeting of the 29th May 2020 reflected that: 

 

4. Dr. Ngobese reported that the monitoring equipment was inadequate.  

 

5. Dr. Shabangu raised a concern that there was a need for ICU trained nurses for 

adequate monitoring of intubated patients. He cited that the inadequate 

monitoring of the intubated ICU patients had Medicolegal implications. 

 

6. Dr. Shabangu advised that there was a need for an ethics team for ‘intubation vs 

no intubation’ to be established.  

 

7. Prof. Mogokhong advised that there was a need for monitors, well equipped room 

and Sisters to be designated for each shift. 

 

8. Mr. Gajraj in the same meeting raised a concern that the suction pressure in A & 

E Isolation area was not good to suction secretions. Additionally, he cited 

concerns that the A&E Isolation area was not in keeping with Occupational Health 

and Safety Standards i.e. it was non-compliant.  
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9. Dr. Ngobese raised a concern that the COVID-19 Unit was unable to move the 

beds in and out as the doors were too small. 

The investigation revealed that the blood gas machine at Ward 23 was not functional, 

resulting in nurses and doctors going out of the unit to get Mr. Lethole's blood gases 

to be tested. Dr. Ngobese affirmed that she was aware that the blood gas machine 

was not functional as it was posted on the Group WhatsApp.  Nothing could be clearer 

about the readiness and fitness of TPTH for managing the COVID-19 pandemic during 

this period. All these raised concerns and inadequacies illustrated how unprepared or 

unready TPTH was for COVID-19 management let alone the surge.  In the interview 

with the Health Ombud, the Health care providers were asked if they would want their 

families or relatives to have cared for the same way as Mr. Lethole was managed. A 

resounding NO was echoed by all that was asked. No one wanted their relative to 

be cared for in the way Mr. Lethole was cared for by the hospital.  

 

The investigation findings revealed that Mr. Lethole's medical condition required 

urgent transfer to another health establishment, with requisite resources. TPTH did 

not have a designated COVID-19 ICU to manage the severity of Mr. Lethole's 

condition.  During this period, there was an agreement with Steve Biko Academic 

Hospital to accommodate patients from TPTH requiring ICU care. The CEO clarified 

that Steve Biko Academic Hospital was inundated and fully booked. But there were 

other hospitals in the region too both public and private. 

 

According to regulation 5(1) of the prescribed norms and standards, Regulation 5 (1) 

states that the health establishment must ensure that users are attended to in a 

manner which is consistent with the nature and severity of their health condition. From 

the evidence collected, the investigator determined that Mr. Shonisani Lethole was not 

attended to in a manner which was consistent with the nature and severity of her health 

condition. The health establishment is also found to be in contravention of Reg 7 of 

the prescribed norms and standards, which deals with clinical management.  On the 

23rd June 2020, the two nurses that were on day duty at A & E Isolation reported that 

they were unable to cope with the workload as the area was overcrowded and it was 
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impossible to practice physical distancing. They stated that they had to attend to 

approximately 34 patients, and most patients required continuous Oxygen therapy, 

and continuous monitoring. They reported that the cylinders ran empty of Oxygen. On 

the 24th June 2020, the Enrolled Nurse who was on night duty reported that she worked 

alone until around 21h00 as the Professional Nurse that was allocated to work with 

her was off sick. This was the enrolled nurse who transferred Mr. Lethole out of A & E 

Isolation without recording the time for transfer out to Ward 23 and the condition of Mr. 

Lethole on transfer out. 
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13. THE WILLINGNESS TO CORRECT THE IDENTIFIED 

SHORTFALLS 
 

Dr. Ncha, Dr. Ngobese and Dr. Ratau-Dintwe acknowledged that there were lessons 

to be drawn from the investigation. Dr. Ncha, during the interview with the Health 

Ombud, presented the Quality Improvement Plan (QIP) developed in the attempt to 

address some of the findings that corroborated the findings of the Health Ombud and 

the Investigator. The QIP reflected the acknowledgement of deficiencies and the 

beginning of a commitment to prevent such further incidences from occurring in future, 

Annexure 13.a. 

 

Dr. Ncha also provided the Health Ombud and the investigator with a copy of the report 

that Dr. Ngwata compiled following to the analysis and review of Mr. Lethole’s medical 

records, care and outcome. Dr. Ngwata developed the QIP to assist in the 

implementation of corrective measures based on the identified shortfalls, Annexure 

13.b. 
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14. REVIEW OF CLINICAL NOTES: PATIENT SL BY DR. FAREED 

ABDULLAH 
 

 

 

OFFICE OF AIDS  
& TB RESEARCH 

Disclaimer 

The views expressed herein are those of the author in his capacity as a clinician 

working with COVID-19 patients and do not reflect the official views of the SAMRC.   

Introduction 

On 27 July 2020, a request was received from the Office of the Health Ombud for 

assistance with the review of the medical records of Patient Mr. SL, who succumbed 

to COVID-19 at the Tembisa Hospital on 29 June 2020. An envelope containing 

copies of his medical records was hand delivered to the SAMRC by Helen Phetoane 

from the Office of the Health Ombud. A scanned copy of the documents reviewed is 

attached as Annex A. 

An additional document titled ‘GDOH CLINICAL GOVERNANCE ADVISORY 

GROUP PUBLIC AND PRIVATE FACILITY COVID-19 MORBIDITY AND 

MORTLITY REPORTING TEMPLATE’ was requested from the Office of the Health 

Ombud and provided on 10 August 2010.  

All observations in this report are based only on the above-mentioned 

documentation provided. The purpose of this report is to aid the Health Ombud in 

his investigation and does not constitute an investigation in itself. Should additional 

information become available we would be happy to review our comments provided.  

Additional expert opinion for this report was solicited from a senior colleague with 

experience in intensive care where necessary.  
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Patient Personal Details 

Name: Mr. Shonisani Lethole 

Age: 34 years 

Date of birth: 07.09.1985 

Gender: Male 

Hospital File No: 3521074 

 

Chronology of Key Medical Events and Comment 

Referral from Clinic 

Event  Comment 

Mr SL presented to Kempton Park 

Clinic on 23/06/2020. He was seen by a 

nurse who reported that he had 

shortness of breath and general body 

weakness and referred him to Tembisa 

Hospital at 09h30 by own transport. 

The patient appears to have been 

appropriately managed at the clinic and 

the correct decision was timeously 

made to immediately refer the patient to 

Tembisa Hospital. 

 

Triage and Management at Tembisa Emergency Department 
 

Event  Comment 

The patient arrived the same day at the 

Tembisa Emergency Department in a 

wheelchair accompanied by his father. 

Triage was done by a nurse at 11h40 

according to the completed triage form. 

His main complaint was described as 

‘general body pains.’ Vitals recorded at 

The patient arrived at the hospital in a 

wheelchair and was administered 

Oxygen; yet the record of vital signs 

describes these as being within normal 

limits. This brings into doubt the veracity 

of the documented vital signs given his 

obvious inability to walk unaided. The 

REVIEW OF CLINICAL NOTES PATIENT SL 



 

 

‘How can man die better’ Mr Shonisani Al Junior Lethole 
Report into the circumstances surrounding the care and death of Mr Shonisani Al Junior Lethole at Tembisa 

Provincial Tertiary Hospital 
151 

 

 

OFFICE OF AIDS  
& TB RESEARCH 

Casualty were normal. In particular, the 

patient’s SPO2 was recorded as 100% 

and his respiratory rate as 20 bpm. The 

medical history states that the patient 

did not have any medical or surgical co-

morbidities. The patient was put on 

Oxygen (nasal prongs or face mask 

Oxygen not stated in the record) and a 

decision was made to admit the patient. 

correct decision was made to admit the 

patient.  

 

Patient was seen by a clinical associate 

at 19h30 and assessed as having mild 

respiratory distress with a mild wheeze 

and being clinically dehydrated. A 

provisional diagnosis of Community 

Acquired Pneumonia and a differential 

diagnosis of COVID-19 pneumonia was 

made. Oxygen saturation or respiratory 

rate was not documented at this time. 

Oxygen via polymask was prescribed 

and bloods, arterial blood gas, CXR 

and ECG were ordered as stated in the 

notes. 

Oxygen saturation for a patient 

suspected of COVID-19 should have 

been recorded at this assessment and 

recorded in the notes. The correct 

decision to continue Oxygen was made 

but the record of it being prescribed 

does not exist; nor is there a record of 

the Oxygen flow rate prescribed.  

Although a fluid-conservative strategy is 

followed in patients with COVID-19 

pneumonia, dehydration should still be 

addressed and targeted fluid therapy, 

which is regularly reviewed is the ideal.  

The UKE on 24/6 is not 

necessarily indicative of dehydration, 

but there is a degree of kidney injury 

which is concerning.  The K of 9 even in 

the presence of specimen hemolysis 
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required urgent repeat testing as this is 

life-threatening.  It would be good to see 

if the ECG had any hyperkalemic 

changes; unfortunately, there is no 

record of any ECG in the notes 

provided. it is not stated when blood 

results were entered in the flow charts 

but a note in the record on 26 June 

requests that results should be followed 

up. 

A COVID-19 swab was taken at some 

point during the day. 

This was the correct decision, but the 

result was only noted in the doctor’s 

notes on 27 June, though it appears to 

have been first printed on 25 June 

according to the NHLS lab track printout. 

The patient spent the night and almost 

all the next day in the Emergency 

Department. Vitals recorded at 14h00 

show SPO2 of 100%, presumably this 

was now on Oxygen. At 18h00 the 

nurses progress report records that the 

patient still complained of shortness of 

breath. There are no doctor’s notes for 

the 24th June, though there is a script 

signed by another clinical associate on 

the 24th indicating clearly that the 

patient was being treated 

The patient does not appear to have 

been seen by a clinical associate or 

doctor on this day; though a script 

signed by a clinical associate may 

indicate that the patient was seen and 

no notes were made or the notes have 

been misplaced. It would be a major 

omission if a patient ill enough to be on 

Oxygen was not seen by a doctor for the 

entire day. The requested CXR, arterial 

blood gas or ECG were either not done 

or the results of these investigations 
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presumptively for a Community 

Acquired Pneumonia and COVID-19. 

were not recorded in the notes. 

Alternatively, the records are missing. 

CXR, ECG and arterial blood gas results 

were not available for this review. 

 

Admission to Ward 23 

Event Comment 

The patient was admitted to Ward 23 at 

23h50 on 24 June. According to the 

nurses notes the patient was stable, 

Oxygen saturation was 96% and his 

respiratory rate was 26 bpm. Pulse rate 

was 60 bpm. The patient was 

administered face mask Oxygen at the 

rate of 8l/min. 

There is no doctor’s note, but the nurses 

note that they carried out the 

instructions of a doctor to administer 

Oxygen and medication as per the 

prescription chart. A prescription for 

medication is available but no note or 

prescription for Oxygen. 

Nursing notes indicate the patient was 

saturating well, stable and able to 

mobilize himself and eat and continued 

to receive Oxygen by face mask.   

The are no doctor’s notes on the 25th so 

it is possible that the patient was not 

seen by a doctor for the entire day of the 

25th June.  

Patients with COVID-19 required very 

careful follow-up and monitoring, as 

they are known to deteriorate quickly. 

There are no doctors’ notes for 24 and 

25 June though the nurse’s notes make 

reference to instructions; presumably 

It needs to be established if the patient 

was seen by a doctor. In the absence of 

any record of the patient being seen by 

a doctor; it may be presumed to be 

REVIEW OF CLINICAL NOTES PATIENT SL 



 

 

‘How can man die better’ Mr Shonisani Al Junior Lethole 
Report into the circumstances surrounding the care and death of Mr Shonisani Al Junior Lethole at Tembisa 

Provincial Tertiary Hospital 
154 

 

 

OFFICE OF AIDS  
& TB RESEARCH 

from doctors’ notes or prescription 

charts. 

possible that the patient was not seen 

by a doctor in the Emergency 

Department or for the first two days in 

the ward. 

Results for bloods taken on 23 June 

were not retrieved timeously. 

Blood results should have been 

retrieved on the 24th June. The 

hyperkalemia and possible kidney injury 

(urea 6.3, creatinine 175, eGFR 29) 

would have been detected sooner and 

managed earlier if blood results were 

available sooner.  

Results for COVID-19 swab done on 23 

June appear to have been available and 

were printed (who did this is not known) 

but were not entered into the doctors or 

nurses’ notes. 

It has to be asked if this patient was 

admitted to a COVID-19 ward without a 

confirmed COVID-19 swab result. This 

practice would not be in keeping with 

the norm. 

Nursing notes indicated that the patient 

was stable, saturating well on Oxygen, 

eating and mobilizing to the toilet.  

 

The patient was seen by a doctor on 26 

June at 09h55 who planned continued 

treatment and made a note to retrieve 

blood and swab results. Patient was 

seen again by (presumably) a more 

senior doctor who made a diagnosis of 

Type II Respiratory Failure. Recorded 

It is possible that the patient started 

deteriorating on 26 June. This is 

according to the recordings of vital signs 

in the control chart. No additional 

measures were prescribed at this point. 

It would be good to establish if the 

patient was considered for more 

Oxygen, a rebreather mask, nasal 
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respiratory rate was 22, SPO2 was not 

recorded in the notes. 

prongs + Face Mask Oxygen, high flow 

nasal Oxygen or non-invasive 

ventilation (CPAP) and if these were 

available in the ward. 

Review of the Control Chart shows 

Oxygen saturation deteriorated on 26 

June with recordings of 78%, 47% 

(legibility?) and 84%. The recordings 

are not dated but stated times match a 

date of 26 June. This needs to be 

verified if possible.  

There is no reference to these Oxygen 

saturation levels, though a diagnosis of 

Type II Respiratory Failure was made in 

the notes on the 26th. In fact, it is more 

likely that the patient was in Type I 

respiratory failure and already at this 

stage consideration should have been 

given to intubating this patient or at least 

considering high flow nasal Oxygen or 

non-invasive ventilation. There is no 

evidence to suggest that the doctors 

caring for the patient realized that the 

patient was deteriorating on the 26th, 

nor does there appear to be any record 

of optimizing Oxygen, increasing the 

flow rate, consider adding a rebreather 

mask or double Oxygen. If high flow or 

CPAP was available this would have 

been the time to consider it or the 

patient could have been referred to a 

high care facility or ICU. 

Vitals were not observed from 14h00 on 

26 June until intubation the next day at 

It needs to be established why the vitals 

were not monitored for a 24-hour period 

REVIEW OF CLINICAL NOTES PATIENT SL 



 

 

‘How can man die better’ Mr Shonisani Al Junior Lethole 
Report into the circumstances surrounding the care and death of Mr Shonisani Al Junior Lethole at Tembisa 

Provincial Tertiary Hospital 
156 

 

 

OFFICE OF AIDS  
& TB RESEARCH 

13h00. Vitals are recorded for the 

intubated patient at 14h00 on 27 June 

and consistently thereafter until the 

patient demised on 29 June.  

for a patient who had been diagnosed 

with respiratory failure. As this was the 

critical period before the patient was 

intubated a failure to monitor the vitals 

would be regarded as a serious lapse in 

care. Alternatively, the records were not 

provided. 

Patient was seen by a doctor at 09h00 

on 27 June. SPO2 78% with a note that 

this may be an error. 

It is not clear why the low Oxygen 

saturation was thought to have been an 

error, nor if the Oxygen saturation of 

78% was a recent measure observed in 

the Control Chart from the day before? 

 

Intubation and Mechanical Ventilation 

Event Comment 

On 27 June, according to the nurses 

notes the patient Oxygen saturation 

was 60% at 09h00 and the nurse 

considered this to be an event of 

sufficient severity to call the doctor and 

did so. According to the doctor’s notes, 

the doctor saw the patient at 09h05 and 

assessed the patient as stable; even 

considering transfer to a quarantine 

facility if vitals remained stable. Low 

Oxygen saturation of 78% was marked 

The blood gas result on the 27th does not 

specify arterial or venous blood. The 

lactate of 3.5 is very concerning and may 

be indicative that the patient had tired or 

of sepsis or of hypoperfusion.  At 

intubation there was profound 

hypoxemia and there would have been 

related organ-injury at this stage. 
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as a possible error in the doctor’s 

notes.  

Patient was seen again at 11h05. Note 

says SO2 was 54% and 60%. The 

doctor discussed this with the 

consultant and a decision made to 

intubate. 

This may have been the right decision 

under the circumstances, but it is of 

concern that the assessment of the 

patient changed from stable and 

‘consider for transfer to a quarantine 

facility’ to escalate to mechanical 

ventilation as soon as possible. 

The patient was intubated at 13h00. 

The doctor who inserted the ET tube 

did not sign his/her notes. The doctor 

makes a written note that the sisters 

from the COVID ward did not help and 

were not willing to scrub or prepare 

infusions.  

Ventilation - was it 6ml/kg ideal body 

weight as per the ARDS.net 

guidelines?  This would require that the 

patient's height to be known.  PEEP of 

10 is low for such profound 

hypoxemia.  The plateau pressures 

(noted as peak in the notes but since this 

was a pressure-targeted mode 

plateau=peak pressure) were high 

indicating likely poor 

compliance.  Unfortunately, the set 

inspiratory pressure was not recorded to 

better inform the compliance.  With such 

hypoxemia, one would expect regular 

review and repeat arterial blood gases 

A post intubation CXR should have been 

ordered following the procedure to 
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establish of the ET tube was properly in 

situ. 

Patient seen at 09h00 on 28 June. 

Blood results entered in doctors’ notes. 

Notes say patient was saturating well 

(90-95%) on mechanical ventilation. 

On the 28th the saturation is noted as 

90-95%. This is discordant with the 

PaO2 on the blood gas measured as 

22.3 and 31.2. it needs to be established 

is this was a venous gas or were the 

SATS incorrectly recorded? These high 

Oxygen saturations are also inconsistent 

with the SATS recorded by the nurse 

monitoring vital signs.  

The progressive rise in CO2 between 27 

and 28th is unexplained.  Was there a 

drop in minute 

volume?  Bronchospasm? Circuit 

problem? ET tube problem? 

There are notes from the doctor and a 

consultant ward round that appear to 

be from 09h50 on 28 June. The note is 

undated but the Office of the Ombud 

has confirmed that these notes were 

from the 28th. Ventilator settings were 

adjusted by doctor and then again by 

consultant during consultant ward 

round. 

Sedation and paralysis would have been 

indicated in the presence of severe 

hypoxemia – this does not appear to 

have been considered. As the Oxygen 

saturation remained poor according to 

the vitals monitoring recorded hourly 

whilst the patient was intubated 

additional measures such as paralysis, 

proning (if the patient was 

haemodynamically stable) and a higher 
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PEEP) may have benefitted the 

patient.    

 

Resuscitation 

Event Comment 

Patient was assessed 12 times on 29 

June, including 80 minutes before 

asystole was recorded.  

The notes from the nurses are prolific 

for each of the 12 times that the patient 

was assessed. The completion of the 

vitals monitoring was meticulous. There 

do not appear to be any doctor’s notes.  

Blood gas done at 03.32am on 29 June 

show an improvement in the gases.  

 

At 16h00 the nurse’s notes records that 

a blood gas was not done as a blood 

gas machine was not available in the 

unit. 

This is a surprising note. It should be 

established if there was never a blood 

gas machine in the ward, or if the 

machine had broken down. 

At 18h30 the nursing notes that the 

patient was not seen by his ‘monitoring’ 

doctor. 

It is essential that patients on 

mechanical ventilation should be 

regularly reviewed. 

Patient was seen at 21h10.  

The nurse’s notes indicate that the 

patient arrested at 22h20. Nurses notes 

states ‘Ventilator started to alarm.’ The 

action taken was to call the doctor.  

Resuscitation was not attempted, or it 

was attempted and not recorded. If 

resuscitation was not attempted; the 

rationale for this would have to be 

established. This appears to have been 

a major lapse in essential care for this 
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patient. It needs to be established if the 

doctor was called to resuscitate the 

patient or only to certify the patient. 

Repeated attempts to get the doctor to 

certify the patient appear to have been 

unsuccessful. 

It is essential that the doctor timeously 

certifies a patient that has demised. 

 

Recommended Areas of Further Investigation in the Clinical Management of 

the Patient 

Failure to Resuscitate Patient 

There is no evidence in the documentation that CPR was performed. This is 

confirmed in the ‘COVID-19 Mortality and Morbidity Report’ provided by the hospital. 

The absence of any attempt to resuscitate the patient would be regarded as a failure 

of the duty of the doctors and nurses to provide essential care. 

Appropriate Level of Clinical Expertise 

According to the notes the patient was seen at the Emergency Department by a 

triage nurse and later by a Clinical Associate and only seen by a doctor 26 June in 

the ward. It has to be established if and when the patient was seen by a doctor from 

the time of admission through to his third day in the Ward 23. Was the patient only 

seen by nurses and clinical associates for this entire stage of his care or did the 

doctor assess the patient without making any notes. Have the doctor’s notes been 

misplaced? The first clear evidence in the notes of the patient having been seen by 

a doctor is at 09h55 on 26th June and again later the same day.  

It appears that the doctor was not assisted by any colleagues or nurses from the 

COVID ward but was assisted by a sister from casualty. The level of skill, expertise 
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or experience of the doctor performing the intubation is difficult to decipher but these 

were not optimal conditions under which such a risky procedure should be 

undertaken. It should be enquired why a consultant, anesthetist or critical care 

doctor was not in attendance.  

Admission to COVID-19 Ward 

The patient was swabbed on 23 June and remained in the Emergency Department 

for almost 36 hours presumably waiting for a bed or a COVID-19 swab result. The 

swab result was printed on 25 June but in the notes on 26 June indicate that the 

swab result had not been traced. It needs to be established if the patient was 

admitted to a dedicated COVID-19 ward prior to obtaining the swab results. If so, 

what was the rationale for this decision. Was a clinical diagnosis of COVID-19 

made? Was the patient admitted to a COVID-19 ward without a confirmed COVID-

19 diagnosis? 

Follow Up of Critical Investigations  

The records do not document if certain investigations that were requested were 

carried out or if results were retrieved. This is especially the case when a CXR was 

ordered on two occasions following the intubation of the patient. Either the CXR was 

not done or the results were not recorded in the notes. Results of bloods drawn were 

only documented in the follow charts after the patient was seen on 26 June. The 

ECG requested on 23 June was either not done or not recorded in the notes; nor 

was a copy provided if it had been done. Arterial blood gas measures were not done 

as requested on 23 June, nor sufficiently regularly whilst the patient was being 

mechanically ventilated. It is concern that the nurses note indicates that the blood 

gas machine was not available on 29 June. Additional bloods were either not taken 

or results not reported.  
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Staff Availability and Training  

It should be established if there is a shortage of medical staff at the hospital allocated 

to deal with COVID-19 as it appears that medical staff may not have been available 

on numerous occasions in the management of this patient including at triage, in the 

Emergency Department, in Ward 23 and again in Ward 23 on the day on which the 

patient succumbed to his illness. It also needs to be established if there were nursing 

shortages as monitoring of patients’ vitals at crucial times were not done or not 

recorded; particularly in the 24-hour period prior to intubation.  

It should also be established if any training was offered to medical and nursing 

personnel for the management f COVID-19 which is a new and relatively unknown 

medical condition requiring a set of essential skills necessary to evaluate, monitor 

and treat a patient with COVID-19. 

Availability of Equipment and Infrastructure 

It should be established if essential equipment was available for the management of 

this patient including high flow nasal Oxygen devices and non-invasive ventilation 

(CPAP) equipment. Was the hospital supplied with CPAP or high flow nasal Oxygen 

devices and were staffed trained in their use? Was the Oxygen reticulation system 

fully functional and was there enough Oxygen supply in place? 

Record Keeping 

The proper documentation of doctors and nurses’ records leave much to be desired 

in this patients file. Serious attention needs to be paid to correcting this. It is very 

likely that there are also missing records. This has serious medico-legal implications 

and should be brought to the attention of all nurses and doctors involved in the 

management of this patient. 
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Teamwork  

There is an instance in the records for which a doctor documents a refusal by nurses 

to help and an instance where the nurse records the doctor not responding to being 

called. It should be established if there was a breakdown of teamwork in these 

instances.   

Discordant Observations 

The inconsistencies between the notes of the nurses and the doctors on numerous 

occasions but particularly on the morning of 27 June are of concern as it brings into 

question the veracity of the notes. Both versions cannot be correct. 

Conclusion 

Based only on the records provided, there appear to have been serious 

shortcomings in the management of this patient which, had they been avoided, may 

have led to a different outcome for this patient. These include, inter alia,  

• Early evaluation of the patient by a more skilled clinician in the first three days 

of care at the hospital may have led to the earlier establishment of a higher 

level of care 

• Better monitoring of vital signs in the 24-hour period prior to intubation may 

have alerted the clinical team of the deterioration in the condition of the 

patient 

• Consideration of high flow or non-invasive ventilation if such equipment was 

available in the COVID ward 

• The failure to administer CPR to resuscitate the patient. 
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It is also possible that the patient’s disease may have deteriorated to the extent that 

none of the possible interventions could have changed the outcome. Further reviews 

should be considered before such a conclusion can be drawn.  

 

Dr Fareed Abdullah 

Director: Office of AIDS and TB Research 

Date: 12 November 2020 

<end> 
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15. PRE-CONCLUSION ANALYSIS OF THE RESPONSES TO THE 

PRELIMINARY REPORT 
 

Following the completion of the investigation, a preliminary report was sent to the 

relevant people as defined by the NHA. What emerged were the following: 

 

1. The family of Mr. Lethole appreciated the preliminary report and awaited the 

final report. 

 

2. The Acting Health MEC and the Office of the Premier welcomed the preliminary 

report and looked forward to the final report. 

 

3. The preliminary report was sent to the relevant stakeholders in confidence and 

as a communication between the Health Ombud and the relevant stakeholders. 

Unfortunately, TPTH CEO in his response to the preliminary report copied his 

response to the National Health Minister and the Office of the Gauteng Premier, 

which was inappropriate and uncalled for.  

 

4. The Hospital Management welcomed the preliminary report but were struggling 

with some of the findings. However, they made several constructive inputs that 

shaped this final report. It became clearer in their response that the ‘food issue’ 

was more important than the medical care of Mr. Lethole. This seems to stem 

from a reputational perspective, from a tweet that went viral and generated so 

much social media engagements, and from a petition bearing 25936 signatories 

nationally and internationally. 

 

5. It would seem the hospital management in their responses gave very little 

consideration to the evidence provided by the Lethole family. 

 

6. Most of the implicated staff wanted the investigation only to understand their 

situation, their side of the story and the system under which they functioned. 
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They paid very little attention to what Mr. Lethole and his family went through 

during this period. Their approach was to deflect the attention from themselves 

onto the system and blame the system in order to avoid taking direct 

accountability and responsibility for their own professional actions and failures. 

They did not want to introspect and evaluate their own actions in this saga. The 

Health Ombud and the Investigator understood the circumstances under which 

staff functioned. To this extend the report makes several findings on the 

systemic factors. It must be remembered that the government had warned 

everyone repeatedly and provided advice to prepare for the surge and peak of 

the SARS-CoV-2 pandemic. However, it should also be remembered that Dr. 

Ncha, the Clinical Manager, on the 12th May 2020, in Health-eNews Services 

went public to announce boldly with headlines ‘Tembisa Hospital ready for 

Covid-19’. When Mr. Lethole was admitted to TPTH, we were three months into 

the pandemic at a designated hospital for COVID-19 management. One cannot 

be so publicly ready and suddenly blame the system or cry foul when things go 

faulty. The findings in the report distinguished these systemic factors from 

individual accountability and responsibility of the health professionals and 

others who cared for Mr. Lethole. This distinction which is necessary, and a 

major component of this final report is made through the findings of the report. 

 

7. After conducting a total of 113 interviews and submitting a preliminary report, 

we were struck by the lack of empathy, care or apology from staff throughout 

the investigation. It did not seem that the loss of a young life had an impact on 

the consciences of the staff interviewed except the CEO, hence the ‘laissez 

affair’ attitude description. Not on a single occasion did we hear the words ‘sorry 

or regret’ from the hospital staff during the investigation. This was concerning 

and regrettable in a caring profession such as medicine and nursing.  

 

8. Initially, when the CEO pleaded with the investigation that we approach 

patients, his call had been heeded already as 5 patients had been contacted, 

but none of them responded. Their mobile went into voice mail and none 

returned the investigator’s calls. 
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Addressing the responses received 

 

Following the preliminary report, responses were received from a total of 30 

respondents. Some of these responses helped balance, focus and sharpen the 

findings of the investigation. The report’s findings were not only confirmed but some 

were also strengthened by these responses, which are now much stronger than in the 

preliminary report. 

 

a) The response from the former MEC: Dr. Bandile Masuku: 

The District Department of Health team went to test the Lethole family on Friday 

the 3rd July 2020 and attested that they have tested only one person - female 

student of University of Johannesburg born in 1997(more details in the Target 

Lab log sheet in office). The house owner (lady) told them that all other family 

members tested on Thursday, the 2nd July in a private laboratory at Edleen, 

Kempton Park. Out of a total number of 4 people found at Lethole family only 1 

tested positive for SARS-CoV-2. The specimen for the Lethole family member 

was taken to Target Lab on Friday. Dr. Bandile Masuku and his team did 

everything possible to support and assist the family. 

 

b) The Responses obtained in relation to the ‘Administration Bungle’. 

Responses were obtained from Dr. Mogaladi, Ncha and Ngobese. The Health 

Ombud and the Investigator reviewed, reorganised and provided additional 

evidence in order to address the issues raised by these respondents. This is to 

be found on pages 110-142. 

 

Firstly, the 3 reports written by Dr. Ncha with the assistance of Dr. Ngobese and 

signed by Dr. Mogaladi are provided as Annexures 9a-c in this final Report to 

comply with the principle of transparency. All the inaccuracies were identified, 

listed, grouped and analysed concerning the provided Clinical Records and the 

total evidence provided. These many inaccuracies could not be trivialised based 

on ‘pressures of time’ as no such pressures existed or were exerted. More 
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importantly, these inaccuracies provided a snapshot window on how some senior 

administrators manage our valuable hospitals. The reports were inaccurate, 

misrepresented the facts and were misleading. Dr. Bandile Masuku did not know 

what report the Health Ombud had received about the same patient.  The reports 

could not represent the truth. That they were prepared by senior officials in the 

presence of available Clinical Records in their possession is extraordinary. 

 

Dr. Ngobese provided varying versions of her statements about the times the first 

set of pictures she took of Mr. Lethole’s file on the 30th June 2020. Not all these 

versions could be true.  Dr. Ngobese repeatedly testified that she took the pictures 

to provide only line-listing items while in truth she provided more than line-listing 

items as evidence in the report established. Her evidence was found wanting and 

unreliable. 

 

Dr. Ncha despite knowing that certain notes were missing in the files, did not 

notify/alert the former MEC or the Health Ombud in her reports. Dr. Ncha had on 

the 12th May 2020 went public to announce that TPTH was ‘ready’ for COVID-19, 

a pronouncement found completely contradictory to the evidence and findings of 

this investigation.  For the many findings made in the report and corroborated by 

several senior staff at the hospital including the CEO, TPTH was nowhere near 

ready for the COVID-19 pandemic, despite the repeated warnings from the 

national government, the WHO and the lessons and experiences of several other 

countries worldwide. 

 

Dr. Ncha and Dr. Mogaladi did not report the matter of the missing Notes to the 

SAPS as was required by law. Providing the Health Ombud knowingly with 

defective Clinical Records amounted to subverting the investigation. It was 

confirmed that Mr. Lethole’s scanning was failproof. The missing notes of the 28th 

June 2020 could not have been due to a scanning error. The Records Scanning 

Department provided proof to this end. Assigning Drs. Ncha and Ngobese to 

handle Mr. Lethole’s incident was inconsistent with the TPTH’s SOP. The incident 

should have been correctly handled by the Quality Assurance Unit. 
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It was common cause that Mr. Lethole’s records were handled poorly and 

inappropriately. Dr. Mogaladi, the CEO had on 23rd July agreed with the 

investigatorin in an interview that there were shortfalls noted in the record 

keeping. 

 

Dr. Ncha accepted the following in the record keeping: 

 

• Dr. Ncha acknowledged that the doctor’s progress notes, and the nurses' 

notes were inconsistently recorded in terms of date and time. 

• Some of the doctors’ handwriting was not legible.  

• Delay in the certification of Mr. Lethole and completion of the death 

notification by the doctor. 

• Missing doctors’ notes in the file. 

Drs. Ratau-Dintwe, Ngobese and Ngwata commented on the poor quality of 

records and record keeping on pages 99-102. It was quite clear from the evidence 

gathered in this report on the inaccuracies, inconsistencies and falsehoods found; 

from the ‘appalling’ records and record-keeping with missing and illegible clinical 

notes to bypassing legitimate structures such as the Quality Assurance Unit for 

auditing and in safeguarding Mr. Lethole’s records and presenting incomplete 

Clinical Records to the Health Ombud and the OHSC Complaints Centre and 

Assessment and distorting and falsifying obvious facts in the Clinical Records to 

the Health MEC and the Health Ombud, that the management of TPTH was either 

incompetent or in denial or only keen to obfuscate and mislead the investigation 

as to what truly transpired to Mr. Lethole and to create an unsustainable fictitious 

and false reality that unfolded around the care of Mr. Lethole. These many 

inaccuracies represented the worst administrative bungles by senior 

management in record handling. The senior leadership of the hospital must 

account and take responsibility for these actions. 
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c) The responses obtained in relation to Medical care:  

Responses were received from Drs. Shabangu, Marole, Bangala, Pawsons, 

Urmson and Sunnyraj and from ClinA. Tshali. Further, responses were also 

received from nurses Mathibela, Phahlane and Zitha. 

 

In light of these responses, the section on the care of Mr. Lethole was reviewed 

and updated. Additional evidence was provided, for example, the interviews held 

with Dr. Shabangu, the Consultant Physician was added. Besides, evidence 

obtained from Drs. Dintwe-Ratau and Ngobese’s reflections on the care of Mr. 

Lethole were also included. More significantly, Dr. Portia Ngwata, Head of Internal 

Medicine at TPTH provided an independent analytical report on the care of Mr. 

Lethole (Her full Report will be posted on the Health Ombud’s website). This was 

based on the Clinical Records and the Preliminary Report. These could be found 

on pages 82-91, 92-97, 95-103 and 104-109 respectively. 

 

A further independent report by Dr. Fareed Abdullah, the expert on COVID-19 

management was added and included in this final report. He only analysed the 

Clinical Records of Mr. Lethole provided to him. The report is a separate section 

on pages 150-165. 

 

All these different reports corroborated and strengthened the findings of the 

Health Ombud and Investigator that Mr. Lethole’s care was not only substandard, 

but was also negligent. While both the Health Ombud and investigator reported 

several findings of systems related nature and deficiencies, these were not 

sufficient to explain the extent and degree of substandard and negligent care 

provided Mr. Lethole. The health professionals involved had to shoulder direct 

and collective responsibility for this substandard and negligent care. They failed 

Mr. Lethole, they failed Mr. Lethole’s family, they failed each other through total 

lack of leadership, a lack of management plan, a lack of collaboration and 

communication, a lack of teamwork and team spirit and failure to observe basic 

good clinical practice. 
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d) The responses into the COVID test results: 

Dr. Modika, ClinA. Tshali, IPC coordinator Ms. Hilda Mapunya responded to the 

COVID-19 test results. It was accepted that a culture of sharing registered log-in 

credentials was common practice at TPTH. This acceptance did not translate into 

good clinical practice as revealed through the Audit trail on how Mr. Lethole’s 

confidential clinical laboratory results became exposed and accessed by so many 

different individuals in different parts of the country. It was also accepted that Dr. 

Modika did not take care of Mr. Lethole, however, the actions of ClinA. Tshali led 

to the confusion on the follow up of the results. Ms. Mapunya was informed late 

of the results on the 30th June 2020 and did what was necessary to report the 

matter to the District Office. 

 

e) It is important to address the confusing issue of Hospital Admission at 

TPTH 

 

• Mr. Lethole was referred to TPTH from Kempton Park Clinic for further 

medical care. 

 

• Mr. Lethole arrived at TPTH at around 10h00 on the 23rd June 2020. He went 

through triage, was a registered patient from 12h28 by Ms. Nokuthla 

Ntombela, with a patient file number 3521074 and was registered in the 

Casualty A & E Isolation area Register at 12h36. He remained with this patient 

number throughout his stay at TPTH. Thereon, Mr. Lethole was in the care of 

TPTH and wholly depended for his needs, care and wellbeing on TPTH. 

 

• He was offered a bed, detained in the hospital from then on Casualty A & E 

Isolation functioned as a temporary holding ward during the surge of the 

COVID-19 pandemic. 

 

• He was examined later the 23rd June 2020, a clinical diagnosis of CAP was 

made, a CXR, ECG and other blood tests were ordered and done, including 

a swab for SARS-CoV-2 PCR. 
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• ClinA. Molekane prescribed the standard COVID-19 treatment regime from 

the morning 24th June 2020 on an inpatient prescription form and without 

being ‘officially admitted’. 

 

• The hospital had detained him in their environment, investigating and treating 

him, but not taking care of his other needs and wellbeing. 

 

• Applying a reasonable person’s test, Mr. Lethole and his family believed he 

was an admitted patient of TPTH, and so does the Health Ombud. He sent a 

message on the 23rd June 2020 evening, to his girlfriend to this effect. 

 

• The GDOH registered that Mr. Lethole was admitted on the 23rd June 2020 

to TPTH. 

 

• Dr. K Tshabalala, in charge of Monitoring and Evaluation at TPTH registered 

Mr. Lethole as admitted on the 23rd June 2020. 

 

• Mr. V. Gajraj in his report for management recorded that Mr. Lethole was 

admitted on 23rd June 2020. 

 

• Dr. Urmson, without clinical notes and examination registered that Mr. Lethole 

was admitted on the 24th June 2020 at 12h00. 

 

• Ms. Nokuthula Ntombela again registered that Mr. Lethole was admitted on 

24th June 2020 at 13h29 without clinical notes and without indicating the ward 

into which he was to be admitted. Again, this admission was without doctor’s 

notes. 

 

• Dr. Ncha had recorded the dates of 24th and 28th June as admission dates in 

her reports. 
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• Mr. Lethole was transferred from Casualty A & E Isolation at 23h50 to Ward 

23. Mr. Lethole was in Casualty A & E Isolation on the 24th June 2020 until 

his transfer into Ward 23 at 23h50. 

 

• The CEO spoke of ‘official and unofficial admission dates and times’ without 

being specific. 

 

• A common practice is that a patient referred for further medical care to a 

hospital is referred to and admitted to a Consultant, in this case, Dr. 

Shabangu. Patients while clerked and admitted by interns, medical officers or 

registrars, they should be registered admitted to a Consultant. This 

information was lacking in Mr. Lethole’s Clinical Records. 

 

• Patients are not legally admitted without clinical notes, which were also sadly 

missing on the date of 24th June 2020 in Mr. Lethole’s records. 

 

• To conclude that there was confusion at TPTH around Mr. Lethole’s 

admission was an understatement. 

 

f) The responses into the ‘Food Distribution issue: 

Ms. Mtwesi, Ms. Ngoasheng, Ms. Matshaba and Mr. Sono all accepted the 

findings of the preliminary report. This acceptance confirmed that the SOP was 

suspended on some of their unilateral decisions during this period and that the 

unsigned ‘scrap papers’ process which was indeed unreliable replaced the SOP. 

The fact that they needed to revert to the old system and back-dated information 

to the revised SOP, meant they understood the ‘scrap paper’ practice to be wrong 

and unreliable. This revision and back-dating occurred when they were informed 

that an investigation by the Health Ombud was underway. They were trying to 

cover their tracks, found on pages 52-65. 
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Analysis of the affidavits of the sample of staff and patients selected by 
TPTH in an effort to refute the allegations that Mr. Lethole ‘did not eat for 48 
hours.” 

 
The hospital management then undertook a fresh investigation of staff and of 

previously admitted patients through telephones, audio-recordings, interviews 

and affidavits. They claimed that this was a randomly selected sample to avoid 

bias. A total of nine new witnesses were furnished to the Health Ombud and to 

the investigator for analysis and consideration. We were given four further staff 

members and five randomly selected patients. Four staff members and five 

previously admitted patients to TPTH provided affidavits and audio-recordings as 

evidence for consideration by the Health Ombud.  Three of the staff members had 

already been interviewed and added no value to the ‘food and eating’ question at 

hand.  

 

All the evidence of the staff members bar one referred to the period when Mr. 

Lethole was in Ward 23, by which time he had confirmed having eaten. This had 

been recorded in the preliminary report provided to the hospital. The one staff 

member, Enrolled Nurse Ramoroka confirmed that she did not work in Casualty 

Isolation, she worked in Casualty Trauma area and she did not serve food in 

Casualty A & E Isolation area. She did not enter the Casualty A & E Isolation 

area. In her audio recording, she confirmed that she served food only in Casualty 

Trauma area, she again confirmed she did not know Mr. Lethole and was not sure 

if he ate or not. She left the hospital on the 24th June 2020 at 12h00 as she was 

day off. How could Enrolled Nurse Ramoroka, who left TPTH at 12h00 on the 24th 

June 2020, and who never entered Casualty Isolation where Mr. Lethole was 

admitted, be able to confirm that Mr. Lethole ate when Enrolled Nurse Bertha 

Sokana recorded that Mr. Lethole ‘tolerated lunch at 14h00?. The staff in A & E 

Isolation area did not receive any assistance. Why would Mr. Lethole call his 

parents to bring him food at precisely 11h00-12h00 time on the 24th June 2020, if 

he had eaten or was given food between 10h30 and 11h00, (refer to Mr. 

Lethole’s narration on page 33). It was common cause that supper on the 23rd 
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June 2020 and breakfast on the 24th June 2020 were not available or served, 

hence patients complained to Mr. Gajraj around 10h30 on the 24th June 2020. 

 

The selected staff members from Ward 23 knew Mr. Lethole well. They could 

identify him and testify confidently that he ate and even when he ate little or 

struggled with eating and they were there encouraging him to eat. These came 

through in their evidence in the audio-recordings and affidavits. Their evidence 

was consistent, unambiguous, convincing and credible. It was obvious they had 

interacted with Mr. Lethole.  All confirmed Mr. Lethole had eaten food in Ward 23.  

 

2. Mr. Kenneth Mothapo Ward 23 Professional Nurse was interviewed on the 

22nd July 2020. Mr. Mothapo nursed Mr. Lethole on the 27th June 2020 and 

attested that Mr. Lethole ate while admitted in Ward 23. He emphasised that Mr. 

Lethole ate slowly and in small portions. 

 

3. Mr. Sikelela Mavuma Ward 23 Enrolled Nurse was interviewed on the 22nd July 

2020. Mr. Mavuma nursed Mr. Lethole from the 25th until the 28th June 2020. Mr. 

Mavuma testified that Mr. Lethole was provided with meals during his admission 

at Ward 23.  

 

4. Ms. Ntakadzeni Netshamudzinga Ward 23 Enrolled Nurse was interviewed on 

the 9th July 2020 and attested that she gave Mr. Lethole breakfast the morning of 

the 25th July 2020. She also testified that she received the bag that was brought 

in by Mr. Lethole’s “girlfriend” who brought him pyjamas, blanket and toiletries 

and Nando’s.  Ms. Netshamudzinga confirmed that she accepted all the items 

that were brought in except for Nando’s, as guided by the hospital’s SOP that 

restricted them from allowing food to be brought in by relatives. She attested that 

she assured the “girlfriend” that there was enough food available in the Ward, and 

if patients required more, they would provide more on request. In contrast, an 

analysis of previously admitted patients follows below: 
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1. Mr. Eric Chikwa in an affidavit dated the 11th November 2020 asserted that: 

 

He was at TPTH from the 23rd and stayed for six days. He was not provided with 

medication for the first 3 days and one day without food until his sister phoned 

the Hospital Management. He was then transferred to another ward where 

everything was normal. According to him, food and medicine were provided until 

he was discharged to isolation. 

 

Mr. Chikwa does not state wherein TPTH he was admitted to. He does not 

mention Mr. Lethole at all. Mr. Chikwa’s affidavit did not respond to the statement 

that food was served on the 24th June 2020 at Casualty Isolation area, where Mr. 

Lethole was kept until 23h50. His affidavit did not address whether Mr. Lethole 

ate or not on the 24th June 2020. 

 

2. Ms. Nkwana Sarah, in an affidavit dated the 28th October 2020, asserted that: 

 

She was admitted at TPTH on Monday the 22nd June 2020. She affirmed that food 

was available even though she was in pain and couldn’t eat. She further indicated 

that she was ‘taken’ to Ward 19 and got tested on the 23rd June 2020. It was 

common cause that food was available in Ward 19. Ms. Nkwana’s affidavit did 

not respond to the statement that food was served at the Casualty Isolation area 

on the 24th June 2020, where Mr. Lethole was kept until 23h50. She did not 

address whether Mr. Lethole ate or not on the 24th June 2020. 

 

3. Mr.  Benedict Paul Alfred Malele in an affidavit dated the 28 October 2020, 

asserted that: 

He was given food at Tembisa Hospital and was not attend to until 6 am where 

the doctor discharged him to go home on the 24th June at Casualty. Mr. Malele’s 

affidavit reflected on food that was served at Casualty, where he was discharged 

on the 24th June 2020. Mr. Malele’s affidavit does not mention Mr. Lethole. Mr. 

Lethole was in Casualty Isolation area and never in Casualty. It was common 
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cause that breakfast on the 24th June was not available to Casualty Isolation 

patients. Mr. Malele was discharged at 06h00 as his affidavit attested. Mr. Malele 

failed to address the question of whether Mr. Lethole was provided food or 

whether he ate on 24th June 2020. 

 

4. Mr. Charles Jerera’s affidavit dated the 12 November 2020, asserted that: 

 

During June 2020, he was admitted at TPTH and was given food but could not 

eat due to his sickness. He asserted that he was not given medication since he 

was there until he left and sought help from Edeen Medical Centre. Mr. Jerera did 

not state where in TPTH he was admitted to. He did not mention Mr. Lethole in 

his affidavit. Mr. Jerera’s evidence did not respond to nor address directly the 

statement that Mr. Lethole was offered food on the 24th June 2020 at Casualty 

Isolation area. 

 

5. Ms. Kwena Dorothy Magagula in an affidavit dated the 18th October 2020, 

attested that: 

 

She was at TPTH on the 23rd - 24th June 2020, (from 06h00 until the next day 

14h00). She did not get food, and “their service was very, very poor”. She was 

pregnant, slept on the floor and lost her baby. She indicated that she reported the 

matter to the matron who did not take her seriously nor check the baby. She was 

coughing blood, and they took her for isolation. The Dr. sent her to Gynae and 

was sent back 4 times. She spent the whole night without food.  

The version of Ms. Magagula in as much that she attested that she did not get 

food on the 23rd June until the 24th June 2020, it lacked precision in terms of where 

she was kept from 06h00 until the next day at 14h00 and failed to address the 

question in hand. The affidavits of Mr. E Chikwa, Ms. S Nkwana and Ms. KD 

Magagula are provided as examples as Annexures 14a-c. 

 

Analysis and Conclusion 
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The hospital management mounted a fresh investigation and called new 

witnesses including previously admitted patients to support their position that Mr. 

Lethole was given food at TPTH.  The CEO, having conceded that it was difficult 

to prove that Mr. Lethole received food, went as far as saying, it was not their 

responsibility to provide food to a person ‘not officially admitted’ into the hospital. 

‘This was the responsibility of his family’. The CEO had further conceded to the 

shortfalls of the staff not adhering to the prescribed procedure for food ordering 

and food distribution.  This was also corroborated by Dr. Ncha’s evidence i.e.’the 

food ordering process was not adhered to’. So, after all the inputs were received, 

the evidence was reviewed and analysed below: 

 

i. The common understanding of admission at TPTH was confusing, but 

generally meant a patient in a recognised ward. 

 

ii. To support this version, nine new witnesses were brought in by management 

including another nurse from Casualty Trauma and five others previously 

admitted patients. 

 

iii. Lunch was alleged to have been provided and tolerated by Mr. Lethole on the 

24th June 2020 at 14h00, long after lunchtime. 

 

iv. Breakfast and supper on the 24th June 2020 were not mentioned or discussed 

by the senior management of TPTH. 

 

v. The TPTH Bed/Diet list SOP was alleged to have been adhered to on the 24th 

June 2020. This Bed/Diet list could not be found by the investigator. It was 

common cause that the SOP was terminated in April 2020. 

 

vi. The required food distribution form that was to be signed by the receiving staff 

to prove that food was delivered was not available and not provided to the 

investigation. 
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vii.  A logical analysis of the common understanding of admission at TPTH would 

mean that Mr. Lethole was admitted at 23h50 on the 24th June into Ward 23. 

He had his first meal at breakfast on the 25th June 2020, which he confirmed 

to his family.  This analysis would ironically support Mr. Lethole’s tweeted 

version, would confirm the Health Ombud and Investigator’s time's 

calculation. It would confirm the truthfulness of Mr. Lethole’s tweet, ‘Didn’t eat 

for 48 hours.’ 

The Lethole family, including Mr. Shonisani Lethole’s tweet, indicated the 

following: 

 

i. ‘I didn’t eat for 48 hours’ a tweet to the National Health Minister, Dr. Zwelini 

Mkhize on the 25th June 2020 at 20h31. 

 

ii. ‘Go get me food as I am very hungry and have not eaten since arriving here’. 

This message was sent to his parents on the 24th June 2020 between 11h00 

and 12h00. This time and date are very critical to the differing versions. 

 

iii. Mr. Shonisani Lethole communicated to his family that since arriving in Ward 

23 on the 24th June 2020 at 23h50, he had eaten food starting with breakfast 

on the 25th June 2020. 

 

iv. This evidence was consistent and coherent. 

 

An analysis of evidence and findings  

 

i. None of the new evidence produced by the hospital management was found 

credible, to prove that Mr. Lethole was given lunch on the 24th June 2020. The 

evidence did not form a consistent nor a coherent story from every witness. It 

varied from witness to witness. Others did not even refer to Mr. Lethole in their 

affidavits; each witness had shortcomings that could not provide the full picture 
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to make the evidence complete and credible. Some witnesses spoke about Mr. 

Lethole’s eating while in Ward 23, but this was not in question as it was already 

confirmed and common cause; others did not know Mr. Lethole; yet others 

could not confirm whether he ate or not. Some alleged to have ordered food but 

could not and did not enter Casualty Isolation where Mr. Lethole was to ensure 

that the food ‘reached the end-user’, others confused Casualty Trauma with 

Casualty Isolation. Yet, others were not sure whether what was ordered ever 

reached Mr. Lethole. The Hospital Management failed to consider the evidence 

provided by the Lethole family contained in the preliminary report in considering 

their responses on the ‘food issue’. Finally, the evidence presented would not 

stand any thorough scrutiny as some witnesses conceded.  

 

ii. The evidence from Mr. Lethole’s father, mother, girlfriend and the family 

spokesperson were simple, consistent and coherent about the issue of 

‘eating and food’ in contrast to the Hospital Management’s evidence. 

 

iii. The TPTH SOP was suspended and no longer in operation from April 

2020 as confirmed by several senior staff (Ms. Mtwesi, Ngoasheng, 

Matshaba, Sono and Mothwane). It was common cause that: 

 

iv. The Bed/Diet List was the only reliable document that could prove 

unambiguously and objectively that food was ordered for a patient aat 

TPTH. 

v.  

vi. The Quality Assurance Audit established that there was no objective and 

independent evidence found that Mr. Lethole was provided meals on the 

23rd and 24th June 2020. 

 

vii. There was no evidence found on the patient’s fluid balance chart or on 

the recognised official nurses’ progress notes records to demonstrate 

that Mr. Lethole was provided meals on the 23rd and 24th June 2020 at 

TPTH. 
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viii. Two nurses provided evidence on the ordering of food: one claimed she 

was asked by Mr. Gajraj to order food including breakfast, the other 

Enrolled Nurse Bertha Sokana, informed the investigator that she 

ordered food using the Bed/Diet List. The investigator could not find this 

Bed/Diet list at the Kitchen. More critically, breakfast never arrived on 

both orders occasions. Enrolled Nurse Ramoroka remembered the date 

of the 24th June 2020 as the date she was instructed to order food. The 

same nurse worked in Casualty Trauma area and not Casualty A & E 

Isolation area and testified that she did not enter Casualty A & E Isolation 

area nor could identify Mr. Lethole or confirm whether he ate or not. She 

left TPTH at 12h00 while Mr. Lethole was supposed to have tolerated 

lunch at 14h00. 

 

ix. Lunch at TPTH, according to the SOP, was served between 11h30 and 

12h00. But food for the entire day is ordered at 07h30. 

 

x. It was common cause that patients did not receive supper on the 23rd 

June 2020 and breakfast on the 24th June 2020. 

 

xi. Patients complained to Mr. Gajraj who testified that he made a telephonic 

order for lunch, and subsequently knocked off in the afternoon. 

 

xii. How could one reconcile the official admissions at 12h00/13h29 on the 

24th June 2020, with the communication of Mr. Lethole at the same time 

to his parents asking them to bring him food as he was ‘very hungry’ and 

had not eaten since arriving at TPTH? 

 

xiii. At the time Mr. Lethole was ‘officially admitted’, it was long past the order 

of meals. It must be assumed that if lunch was provided to him, he would 

not call his parents requesting food, it must also be assumed that a 
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special order for lunch would have to be made for him, but this was not 

recorded anywhere. 

 

xiv. Mr. Lethole’s parents went out to get him food, but this was never 

delivered to him on the 24th June 2020. 

 

xv. Whether Mr. Lethole was ‘officially or unofficially admitted’ he depended 

entirely on the hospital for his needs, wellbeing and care. He was weak, 

he was on Oxygen, he was already being treated for COVID-19, he had 

spent the night at the hospital without supper and breakfast.  He had 

SARS-CoV-2 Pneumonia, kidney failure, liver dysfuntion and a systemic 

inflammatory response. The hospital had a duty of care for Mr. Lethole. 

He was pleading with his parents to bring him food for lunch or supper. 

 

xvi. Mr. Lethole’s tweet was correct and truthful. He did not receive any 

meals from 04h00 on the 23rd June until breakfast on the 25th June 2020. 

 

xvii. There was no objective credible evidence provided by the hospital 

management to prove that Mr. Lethole received any meals until 

breakfast in Ward 23 on the 25th June 2020.  

 

Conclusion:  

 

The five affidavits that were provided for consideration by the hospital to refute the 

finding that Mr. Lethole was not offered breakfast, lunch and supper on the 24th June 

2020, were considered and analysed together with all the evidence presented by 

other witnesses, by the Health Ombud and the investigator. All five affidavits did not 

address themselves to the question of Mr. Lethole.  They did not even mention him. 

The question was whether Mr. Lethole was provided food and ate on 23rd and 24th 

June 2020 or not at Casualty Isolation at TPTH. The question was never whether 

TPTH provided food or not to them.  Even if they ate, it was not relevant to nor did it 

address Mr. Lethole’s allegation, that he had ‘not eaten at Tembisa Hospital’. All five 



 

 

‘How can man die better’ Mr Shonisani Al Junior Lethole 
Report into the circumstances surrounding the care and death of Mr Shonisani Al Junior Lethole at Tembisa 

Provincial Tertiary Hospital 
183 

 

affidavits failed to address and provide any credible evidence that Mr. Lethole was 

provided with food and ate on the 23rd and 24th June 2020 while admitted at Casualty 

Isolation area at TPTH. None of these previously admitted patients testified that food 

(breakfast, lunch and supper) was delivered, served and eaten at Casualty Isolation 

on the 23rd and 24th June 2020. They failed to address this critical question. None of 

these previously admitted patients indicated they were admitted to Casualty 

Isolation, with and where Mr. Lethole was.  

 

The affidavits were vague, lacked specificity of places of admission at TPTH and the 

particular date in question. More importantly none of the affidavits mentioned Mr. 

Lethole or provided evidence that they saw Mr. Lethole either eat or being provided 

meals on the 24th June 2020. However, the affidavits of Ms. Magagula and Mr. 

Chikwa did hint at the problems of food and food services at the hospital, as one 

was not provided food and the other had to call a connected relative to assist. 

What was consistent in all the affidavits provided by these patients was that none of 

them knew Mr. Lethole, none of them had interacted with him, none could identify 

him, none metioned that they were admitted with Mr. Lethole, none could not state 

whether he ate or not and none made no single reference to him in their affidavits. 

More significantly, these new witnesses could not confirm with certainty that the 

ordered food ever arrived at Casualty A & E Isolation on the 24th June 2020 for 

breakfast, lunch and supper. None of them provided this critical evidence. 

 

So, with their own selected additional witnesses and the evidence previously 

presented, the hospital management could still not furnish objective credible 

evidence that Mr. Lethole, who was in the care of TPTH was provided with meals 

from the 23rd to 25th June 2020. More importantly, the hospital management failed 

to summon a single witness or a previously admitted patient to provide credible 

evidence to the investigation that breakfast, lunch and supper were delivered, 

served and eaten by Mr. Lethole at Casualty Isolation on 23rd and 24th June 2020. 

 



 

 

‘How can man die better’ Mr Shonisani Al Junior Lethole 
Report into the circumstances surrounding the care and death of Mr Shonisani Al Junior Lethole at Tembisa 

Provincial Tertiary Hospital 
184 

 

TPTH’s Quality Assurance Unit in auditing Mr. Lethole’s Clinical Records could not 

find any evidence or proof that Mr. Lethole was provided food on the 23rd and 24th 

June 2020. No evidence could be found on the recognised fluid balance charts or 

the recognised nurses progress notes that Mr. Lethole was provided meals on these 

dates at TPTH. 

 

The investigation could find no evidence to support the argument that Mr. 

Lethole was provided food at TPTH for the 23rd and 24th June 2020. 
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16. CONCLUSION 
 

The investigation can safely make the following conclusion: 

 

1. Taking into account, all the evidence adduced in the investigation by the Health 

Ombud and the investigator and supported by the independent COVID-19 expert, 

Dr. Fareed Abdullah and Dr. Ngwata, Head of Internal Medicine at TPTH 

established that: had the health establishment and its staff paid attention to the 

prescribed norms and standards; had the staff remained true to the core values of 

clinical practice and health care, the outcome of Mr. Lethole’s condition may well 

have been different. Dr. Ngwata went further and put it that ‘Mr. Lethole’s mortality 

was both preventable and avoidable.’  

 

2. Even if Mr. Lethole ultimately succumbed to SARS-CoV-2 infection, he would have 

been treated and died with dignity. To paraphrase the tag line of his favourite book 

‘how can man die better’ by Benjamin Pogrund, one wonders whether Mr. 

Shonisani Lethole ‘died better’. The findings of this report do not support this 

version. 

 

3. Mr. Shonisani Lethole was not provided with meals at TPTH on two occasions, first 

for 43h24 after admission and furthermore, he was not fed for another 57h30 while 

intubated, sedated and on a mechanical ventilator. TPTH failed to provide objective 

credible evidence that Mr. Lethole was provided food on these two occasions. 

Instead, some staff members went to great lengths to hide or even twist obvious 

information found in the Clinical Record. Furthermore, hospital management went 

out to solicit evidence from previously admitted patients to no avail. 
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4. The care rendered to Mr. Shonisani Lethole by TPTH was not only substandard 

but also in several instances negligent. The detailed evidence in the report 

summarised on a timeline and supported by the independent expert and some staff 

members of TPTH established this finding. Dr. Ngwata, Head of Internal Medicine 

at TPTH in her opinion following analysis concluded that Mr. Lethole’s Mortality 

was both “preventable and avoidable’. 

 

5. Dr. Ncha, the Clinical Manager at TPTH developed a Quality Improvement Plan 

following her interactions with the Health Ombud and Investigator. This was to be 

commended and a document upon which the hospital and its staff can rebuild 

better health care for TPTH. This QIP (Annexure 13a) was complemented and  

improved by Dr. Ngwata (Annexure 13b), the Head of Internal Medicine at TPTH. 

 

6. The rendered care violated and contravened several prescribed norms and 

standards provisions, several basic codes of health professional care. 

 

7. Mr. Lethole was not offered CPR. This contravened the Gauteng Department of 

Health Policy and TPTH’s policy. 

 

8. Mr. Lethole and his family were not informed of the SARS-CoV-2 results. The 

evidence gathered by the investigation showed this. This action denied Mr. Lethole 

and his family access to information and delayed the family’s testing for SARS-

CoV-2. 

 

9. The family was side-lined from Mr. Lethole’s hospitalisation and care by the Health 

Care Professionals that looked after him. 

 

10. TPTH as a designated hospital for the management of COVID-19 patients was not 

ready, not resourced adequately for this task. It was not fit for purpose. The 

infrastructure was defective, the hospital was understaffed, the staff lacked the 

requisite experience and high-quality skills necessary to care for critically ill 

patients. This was accepted by many staff interviewed. 
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11. Despite these deficiencies in the hospital -due to the so-called system-, this was 

no substitute for individual diligence, meticulous and good clinical practice by the 

Health Care Professional staff involved. Most of the findings in this report related 

more to individual health professional skills and diligence while fully recognising 

the systemic deficiencies. The systemic deficiencies only provide context but were 

no substitute for individual professional accountability and responsibility. 

 

12. The health professional staff failed to follow basic rules of patient care e.g. follow 

results of investigations or follow up decisions made timeously and diligently. 

 

13. There was a failure of communication and collaboration in the care of Mr. Lethole, 

between the various Health Care professionals i.e. there was no esprit de corps 

this led to delays in management and the follow-up and execution of well-meaning 

clinical decisions. This failure of communication and collaboration was conceded 

and commented upon by several senior staff at TPTH. 

 

14. During many aspects of the investigation, the art of caring was sadly found missing 

at TPTH.  

 

15. The hospital record-keeping was ‘appalling’; notes were either not found, not 

available or poorly recorded without proper identifiers such as time, name, 

credentials and dates. Some notes were just illegible. Some of the missing notes 

have never been found. This was conceded by Drs. Ncha, Ngobese, Ratau-Dintwe, 

Ngwata and Quality Assurance and Dr. Fareed Abdullah, the Independent Expert, 

all consistent and corroborating the findings of the Health Ombud and the 

Investigator. 

 

16. A few members of staff appeared evasive or even ‘allergic to the truth’ 

astonishingly even when the facts were staring them in the face. The investigation 

had to go over and over with statements to ensure the truth was finally established 

e.g. the date of death of Mr. Lethole, the inconsistencies found in the letters of 
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Reports and the taking of the first set of pictures of Mr. Lethole’s file on the 30th 

June 2020.  

 

 

17. The Gauteng Department Health did ultimately contact trace and track members 

of the Lethole family and associates as confirmed by former Health MEC, Dr. 

Bandile Masuku’s office. 

 

18. Mr. Shonisani Al Junior Lethole died of overwhelming SARS-CoV-2-induced Acute 

Respiratory Distress Syndrome with multisystem dysfunction compounded by poor 

and negligent medical care. 
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17. RECOMMENDATIONS 
 

1. The Premier of Gauteng, Mr. David Makhura and the Health MEC, Dr. 

Nomathemba Mokgethi should jointly appoint an independent respected South 

African senior legal and a religious person to initiate a mediation process between 

the Lethole family and TPTH. This must not be construed as an avoidance to any 

liability, but as a process to amicably resolve the matter. This process should 

include an unconditional apology to the Lethole family by TPTH for the harm 

caused by the hospital. 

 

2. The National Minister of Health should give consideration that all health 

professionals are appropriately registered in line with their responsibilities at all 

health establishments, to protect the patients’ confidential information. 

 

3. The situation that arose out of Mr. Lethole’s SARS-CoV-2 test results being read 

everywhere by everyone with log-in details into the NHLS system across the 

country has major ethical and legal implications that necessitated such a review of 

registration to preserve and protect patient’s confidential information and 

professional integrity to be restricted and shared only by those doctors that care 

for a particular patient.  

 

4. The investigation established that TPTH does not meet the criteria of a tertiary 

hospital, let alone the mission of a designated hospital for the management of 

COVID-19 patients. The hospital had inadequate staff, lacked high skilled 

professionals to manage critical and highly intensive requiring patients and had the 

poor infrastructure for the mission it was designated to undertake. The level and 

mission for TPTH should therefore be reviewed and appropriately recalibrated. 

Currently, the mission and reality on the ground do not match. The Gauteng 
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Department of Health should correct this mismatch, but in future undertake due 

diligence before designating any health establishment for a mission to ensure that 

appropriate and adequate resources are made available to the particular health 

establishment to discharge such a mission. 

 

5. In the case of TPTH, a designated tertiary hospital level, resources should be made 

available to correct the glaring deficiencies and limitations identified in this report. 

The infrastructure, the quality of staff and governance needs to be given priority for 

corrective and improvement action. 

 

6. The current culture of poor record-keeping, of falsifying information, missing 

Clinical Records, providing incomplete records to other statutory institutions such 

as the OHSC and Health Ombud, catalogued in this report and the laissez-faire 

attitude to caring must be addressed, without fear or favour and without 

compromise out of TPTH. The current organisational culture as found and 

described in the report does not bode well for the prescribed norms and standards. 

The GDOH must find ways to address this matter that impact negatively on patient 

care and the prescribed norms and standards. 

 

7. The findings in this report indicated that the tried and tested culture of good clinical 

record keeping, and safeguarding has been lost at TPTH. Therefore, the health 

establishment should review and monitor the way Medical Records are captured 

and safeguarded. Medical Records are the cornerstone of health care and clinical 

practice. Records represent our historical fingerprints as a profession. From these 

records, health care providers undertake research and develop lessons and 

policies for the future. Recently, Medical Records play an important role in the 

evaluation of prescribed norms and standards and in litigation cases. As a 

profession, we stand or fall by good or poor record-keeping or missing records in 

the courts. It is therefore essential that all health professionals pay particular care 

to the way observations and decisions are carried out and recorded in patients’ 

notes.  
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8. The Gauteng MEC of Health must urgently appoint an independent forensic and 

audit firm to: i) conduct a competency, ‘fit for purpose’ assessment of the 

leadership and management staff at TPTH; ii) review and revise hospital’s 

admission policy and processes to bring these in line with the universally 

acceptable caring mission of a hospital and universally practised norms and 

standards of hospital admissions; and iii) to review corporate governance at the 

hospital in line appropriate and applicable with King IV corporate governance 

principles; iv) conduct an appropriate climate survey assessment of staff and 

patients at the hospital to assess ‘attitudes’ towards patient care.   

 

In this report, communication and collaboration between the health providers were 

found to be weak, there were no esprit de corps, doctors did not work as a team, 

nurses did not work as a team, doctors and nurses did not work as a team, together 

they failed Mr. Lethole and his family, they failed each other and were failed by the 

system. The outcomes of this forensic and audit analysis should form the basis to 

rebuild and improve the norms and standards and quality of care at the hospital 

into the future. 

 

9. In light of the wide-ranging findings in this Report, the Health MEC, Dr. 

Nomathemba Mokgethi should institute disciplinary enquiry against Dr. Mogaladi, 

the CEO and Accounting Officer of TPTH for presiding over such a state of affairs. 

He and his administration presided over a hospital that on two separate occasions 

could not provide Mr. Lethole food for prolonged periods as identified in this report; 

a health establishment that provided negligent care; a health establishment that 

showed poor record-keeping. He signed inaccurate and misleading reports to the 

former MEC and the Health Ombud. He failed to report missing clinical notes to the 

SAPS as is required by law. He side-lined Quality Assurance in exercising their 

due responsibility in addressing complaints and safeguarding records of Mr. 

Lethole.  He failed to report the missing doctors’ notes of the 23rd, 24th, 25th, 28th, 

29th, and 30th June 2020, to the SAPS for ‘loss or theft’. 
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10. The Gauteng Department of Health and TPTH should institute disciplinary inquiry 

following prevailing policy and compatible with the Labour Relations Act; 

constituted of a senior medical doctor and a senior nurse, jointly chaired, supported 

by a senior legal Counsel with experience in medico-legal matters and with 

experience in disciplinary enquiries against the following staff members: 

 

i) Dr. Shabangu: Failure of duty of care as articulated in this report, he 

presided over a health team that failed Mr. Lethole and provided 

substandard and negligent care; failure to follow up his orders, failure to 

assess Mr. Lethole timeously and adequately and follow-up on the critical 

test results that were readily available, failure to interpret basic 

investigations and follow these up, did not give diligent attention to the care 

and monitoring of a very seriously ill patient. He failed to create and lead a 

health professional team to manage Mr. Lethole’s condition. He failed to 

take Mr. Lethole and the Lethole family into confidence and communicate 

with them as to the nature of Mr. Lethole’s condition including his SARS-

CoV-2 results. He failed to act to transfer Mr. Lethole to another better 

facility establishment. All these denied Mr. Lethole proper treatment. His 

authority in the Clinical Records was more silent than the present, he could 

not even recall when Mr. Lethole died.  

 

ii) Dr. Bangala: Failure of duty of care, he failed to follow up the SARS-CoV-2 

results when they were readily available and he could have easily logged 

onto the NHLS system; he failed to assess Mr. Lethole’s condition properly 

and review the basic clinical tests that were done on the 23rd June 2020, 

he did not respond to the nurse’s calls for certification of death, and failed 

to communicate or hand over the message. These failures led to Mr. 

Lethole being denied access to proper treatment. He failed to communicate 

with the Lethole family as a medical officer. He regretted not attending to 

the issue of Mr. Lethole’s death certification. 
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iii) Dr. Urmson: Failed in the duty of care, failed to order a post-intubation X-

ray, Both Drs. Molehe and Shabangu concurred in their evidence that a 

post-intubation X-ray should have been done, hence Dr. Molehe ordered 

one, for failing to check and ensure that the ventilator circuits are functional, 

failed to insert a nasogastric tube, failed to follow her telephonic order on 

the nasogastric tube, failed to respond to the nurse’s calls 3hrs post-

intubation when Mr. Lethole was desaturating, she informed the CEO on 

her statement that she had inserted a nasogastric tube when she knew 

otherwise, this was found to be untruthful. She recorded ‘no kidney injury’ 

in the notes despite an elevated serum creatinine and very low Glomerular 

Filtration Rate. 

 

iv) Dr. Sunnyraj: For failure of duty of care. He was the consultant on call when 

Mr. Lethole’s condition was rapidly deteriorating. He was informed by the 

nursing staff to attend to Mr. Lethole on the 29th June 2020 and promised 

to find a doctor to attend to him. No medical doctor attended to Mr. Lethole 

on the 29th June 2020. This constituted a serious error of judgement. 

 

v) Dr. Ncha: For advising Health-e news that TPTH was ‘ready for the COVID-

19’, when the facts could never have supported any such conclusion. She 

provided the CEO with inaccurate information by drafting reports that were 

factually incorrect and misleading to the former MEC Dr. Bandile Masuku, 

the OHSC Complaints Centre and to the Health Ombud. These letters were 

inconsistent with the facts in Clinical Records. She was assisted by Dr. 

Ngobese to create these inaccurate reports. She knew that the SOP for 

ordering meals was suspended, but pretended it was working well in her 

reports, she knew Mr. Lethole was admitted earlier at 12h36 with Patient’s 

Number: 3521074 as documented on the A & E Isolation Area’s Admission 

Register records, she had all the records in her possession. She incorrectly 

interpreted Mr. Lethole’s pathway and forwarded an incomplete Clinical 

Record to the Health Ombud. She was central in the ‘administrative bungle’ 
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of Mr. Lethole’s records. She did not inspire confidence in the clinical 

management of patients. 

 

vi) Dr. Ngobese: For failure to ensure that critical care equipment at Ward 23 

was available and functioning properly; for failure to complete the required 

Morbidity and Mortality Template form timeously; for providing multiple 

different versions of when the first set of pictures were taken on the 30th 

June 2020; for telling that she only provided line listing items while she 

provided additional information including handwritten notes and noticing 

that doctor’s notes were missing; for assisting Dr. Ncha in preparing 

Reports to the former MEC and the Health Ombud that were found to be 

inaccurate. She was an indirect party to the ‘administrative bungle’ found in 

these records.  

 

vii) Dr. Marole: For falsifying the death certification process and for failure to 

examine Mr. Lethole fully before to ensure that the death certification is 

properly done. She certified Mr. Lethole on the 30th June 2020 but recorded 

she did so on the 29th June 2020. This was to cover up for failure to the 

death certification timeously. She later claimed to have examined Mr. 

Lethole but this was never recorded in the notes. 

 

viii) Dr. Pawson: For unbecoming and rude conduct; for denying his actions 

under Oath. He has apologised for his conduct. 

 

ix) ClinA. Tshali: She used Dr. Modika’s credentials without his express 

authorisation. This action confused the access of Mr. Lethole’s SARS-CoV-

2 test results. She did not follow up this critical test results and share the 

information with colleagues. This culture of using other people’s credentials 

should be eschewed as it has the real potential of exposing confidential 

patients’ information. 
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x) Dr. Modika: He allowed his professional credentials to be used in the 

SARS-CoV-2 test by ClinAs. This led to Mr. Lethole’s results being viewed 

through his credentials, but not acted upon. He has apologised for his 

conduct. 

 

xi) Mr. Mavuma: He took Mr. Lethole’s body to the mortuary and signed for it 

and still denied having taken Mr. Lethole’s body to the mortuary on the 30th 

June 2020. Mr. Mavuma testified that Mr. Lethole’s date of death was the 

28th June 2020. He declined a second chance to correct his version of 

events. He has apologised for his conduct. 

 

xii) Enrolled Nurse Phatlane: For being untruthful in her statements. She was 

not a credible witness. She was inconsistent and contradicting her versions 

of events that she has recorded in her handwriting. Enrolled Nurse Phatlane 

has apologised for her conduct. 

 

xiii) Infection Prevention and Control Nurse, Hilda Mapunya: For failure to report 

Notifiable Medical Conditions (NMC) within 24 hours of the clinical 

diagnosis results had become available.  The results were available on 25th 

June 2020 but only reported on the 30th June 2020. She explained her 

actions. 

 

xiv) The Kitchen staff leadership of Ms. Mtwesi and Ms. Ngoasheng: For 

unilaterally suspending the SOP for ordering meals without authority and 

rationale and creating an unreliable system of ‘pieces of scrap papers.' 

 

xv) Ms. Matshaba: For retrospectively updating figures to reflect that food was 

ordered on the 23rd June 2020. 

 

xvi) Professional Nurse Sylvia Tshabalala: For indicating that she ordered food 

for Mr. Lethole on the 23rd June 2020 while knowing that this was false. 
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xvii) Mr. Sono: For giving instructions on terminating the SOP on the ordering of 

meals without authority, rationale and without providing a reliable 

alternative system. 

 

xviii) Professional Nurse Conny Mathibela: For mixing up the dates of Mr. 

Lethole’s death. She has apologised for her conduct. 

 

xix) Professional Nurse Zitha: For continuing to record nurses’ notes even after 

Mr. Lethole demised. 

 

xx) It is recommended that should any of the staff members be found guilty 

through the disciplinary process, then these staff members should also be 

reported to the HPCSA or the South African Nursing Council (SANC) or 

other relevant respective professional bodies. 

 

xxi) The Clinical Records at TPTH are not up to standard and befitting of a 

tertiary level hospital. This is a serious shortcoming that require 

prioritisation from the Gauteng Provincial Department of Health. There 

needs to be an investment into the hospital’s IT System, the Clinical 

Records Section and the record-keeping process of patient care as records 

are the only fingerprints of our history in health care. The Clinal Records 

are essential for evidence as to how the prescribed norms and standards 

are practised for posterity and take even an important significance in a 

litigious society. The Quality Assurance Unit needs further investment and 

support from the leadership to perform its functions adequatel. 

 

11. The recommendations made in this final report are meant to encourage and foster 

a culture of high-quality health care at TPTH. A culture that respects the dignity of 

patients, a culture that complies with the prescribed Norms and Standards of the 

National Health System and a culture that is consistent with the ethics and codes 

of good clinical practice. 
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Links to News clips pertaining Mr. Shonisani Lethole: 

 

• A man died after complaining not being given food in hospital 

https://youtu.be/IR9Wn-YtjyU  

• Businessman Shonisani Lethole allegedly denied food for 48 hours 

https://youtu.be/cRPV7dwEpfA  

 

• The Lethole generation has ended: Shonisani’s family speaks out 

https://youtu.be/NdmfmpthErk  

 

• Justice for Shoni https://youtu.be/hcU-8TiogZ8  

 

https://youtu.be/IR9Wn-YtjyU
https://youtu.be/cRPV7dwEpfA
https://youtu.be/NdmfmpthErk
https://youtu.be/hcU-8TiogZ8
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