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THE REPORT INTO THE ‘CIRCUMSTANCES SURROUNDING THE DEATHS OF MENTALLY ILL PATIENTS: GAUTENG PROVINCE’

1. “Auxiliary Nursing (AN)” An auxiliary nurse or an auxiliary midwife is a person educated to provide  
 elementary nursing care in the manner and to the level prescribed. 

2. “Clinicians” means a health professional, who is directly involved in patient care, as distinguished  
 from one who does only administrative work, and it includes medical doctors and nurses.

3. “Health-care-Associated Infection (HAI)” means an infection occurring in a patient during the   
 process of care in a hospital or other health-care facility that was not manifest or incubating   
 at the time of admission (Lobdell, Stamou and Sanchez (2012). 

4. “Health Care Worker (HCW)” means all people involved in the provision of health services to a user  
 and who are not health care providers, such as persons responsible for cleaning, security, medical  
 waste disposal and clerical work (Health & Democracy,2011), and includes for cleaners and ward  
 clerks in this report.

5. “Medical Doctors (MD)” means a person licensed to practice medicine, as a physician, surgeon  
 or dentist in the Republic of South Africa.

6. “Professional Nurses (PN)” is a person who is qualified and competent to independently practice  
 comprehensive nursing in the manner and to the level prescribed and who is capable of   
 assuming responsibility and accountability for such practice.

DEFINIT ION OF CONCEPTS
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THE REPORT INTO THE ‘CIRCUMSTANCES SURROUNDING THE DEATHS OF MENTALLY ILL PATIENTS: GAUTENG PROVINCE’

INTRODUCTION AND BACKGROUND1

The Minister of Health, Dr Aaron Motsoaledi, MP, requested the Health Ombudsperson, Prof. MW Makgoba 
(“the Ombud”) to conduct an investigation into the circumstances surrounding the deaths of 36 Psychiatric 
Patients in Gauteng Province. Following the request, the Ombud instituted an investigation into the allegations. 
The Cullinan Care Rehabilitation Centre (“the Cullinan Centre”) is one of the state Health Establishment 
associated with a labyrinth of Non-Government Organisations (NGO’s) such as Love Disciples, Siyabadinga 
and lately Anchor, to which patients were transferred and was subject to investigation. As part of the 
investigation, the Ombud constituted a team of OHSC inspectors from the OHSC to conduct inspections in 
the different NGOs.
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2.1 The team of OHSC inspectors (“the team 

of inspectors”) visited the Cullinan Centre 

(CCRC) and its associated NGOs on the 28th 

September 2016. On arrival at Cullinan Care 

and Rehabilitation Centre the inspectors 

gave a brief description of the purpose and 

mandate of their visit to the Acting CEO. The 

Acting CEO indicated to the team of inspectors 

that the centre is operated as a hospital for the 

mentally-ill patients by the Gauteng Provincial 

Department of Health. The Acting CEO further 

elaborated that there is a registered Non-

Profit Organisation known as Anchor House 

operating within the same premises and also 

caring for the mentally-ill patients and has 

been allocated two wards within the Cullinan 

Care and Rehabilitation Centre.

2.2 Further that Anchor House started its operations 

on 23 June 2016. However, and prior to the 

commencement of operations in the Cullinan 

Centre by Anchor House, there was another 

non-profit organisation operating under the 

name of Siyabadinga that has been operating 

from the premises and providing daily care and 

monitoring a total of eighty-five (85) mentally-ill 

patients without approval or license to operating 

from Gauteng Provincial Department of Health.

2.3 The Acting CEO also indicated that GDOH 

tried to evict Siyabadinga from the premises, 

however Siyabadinga produced a copy of the 

lease agreement entered into by and between 

Siyabadinga and the GDOH represented by Ms 

Olga Nyatlo in her capacity as the then CEO 

of the Cullinan Centre and representative of 

the GDOH. Further that, initially the GDOH had 

entered into an agreement with an non-profit 

organisation known as Love Disciples, whereby 

the latter would  provide daily care and 

monitoring to one hundred (100) less profound 

mentally-ill patients on behalf of the Cullinan 

Centre.

2.4 The team of inspectors was also advised that 

Love Disciples operated from four (4) wards 

within Cullinan Centre further that it was only 

when the management of the four wards 

allocated to Love Disciples refused to accept 

more than seventy (70) patients into their care 

that Cullinan Centre became aware of an 

NGO known as Siyabadinga and no longer 

Love Disciples. Out of the seventy eight (78) 

patients that were cared for by Siyabadinga 

after taking over from Love Disciples, five (5) 

died and Siyabadinga ultimately vacated 

and left the premises of the Cullinan Centre 

on the 12th July 2016 at its own accord and 

after several failed attempts by the GDOH and 

CCRC management to obtain an eviction 

order. After Siyabadinga had vacated the 

premises, additional four (4) patients who had 

been under their care died.

2.5 In addition to the nine (9) patients that died whilst 

under the care of Siyabadinga, Seven (7) more 

patients died at the Cullinan Centre during the 

period between May and September 2016, 

including the last patient who died on the 27 

September 2016, just a day prior to the visit by 

the team of inspectors. Prior to this period, the 

Cullinan Centre had only one death in three (3) 

years.

DISCUSSION2
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2.6 The team of inspectors also learnt that Anchor 

House was registered as an NPO on 12 April 

2016 with its address of business at the unused 

premises at Kalafong Hospital. It was registered 

to render geriatric care services and obtained 

a license to practice as a care centre for 

psychiatric services on 01 April 2016. Anchor 

House was notified by the GDOH that there may 

be need to transfer over patients from Cullinan 

Centre to Anchor House. Notwithstanding the 

limited experience of the employees as well as 

the centre itself in mental health care, Anchor 

House started receiving patients for care on 23 

June 2016.

2.7 Following the notification to Anchor House by 
the GDOH, a Service Level Agreement was 
entered into between the District Office and 
Anchor House. Mr Pitsi was a representative 
for the Department of Health. The Director 
of Anchor House had previously worked in a 
church in Eersterust near Mamelodi, Pretoria, 
providing psychiatric services, services which 
are still being provided there under name 
of AFM Revival church. Anchor House was 
thereafter established and the centre was 
prepared to receive patients. On the 23 June 
2016, Anchor House was ready and physically 
prepared for twenty five (25) patients and a 
transfer of patients from Cullinan Centre and LE 
occurred.  
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INSPECTION APPROACH3

The following approach was applied in conducting the inspections:

3.1 Identification of areas of linkage with the national core standards; 

3.2 A checklist bearing content linked to relevant standards was created to structure the collection of  

 information and to ensure that similar information is obtained (See Annexure A); 

3.3 A notice of inspection was issued to the person responsible on entry (See Annexure B); 

3.4 Staff interviews were conducted in the presence of employees participating in the process 

 (See Annexure C);

3.5 Documents were requested to be viewed in support of viva voce (orally) detail obtained; and

3.6 Pictures were taken where relevant with the cooperation of employees (See Annexure D).
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4 TRANSFER OF PATIENTS FROM LIFE 
ESIDIMENI TO CULLINAN CENTRE FACILITIES

Patients were transferred from Life Esidimeni (LE) and received at Cullinan Centre Facilities from April 2016. 

Cullinan Centre admitted the patients from LE to the centre, however, the same patients were transferred to 

the NPO (Siyabadinga) adjacent to Cullinan Centre later on.
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There were five (5) wards and/or units reserved to keep patients. The wards and/or units allocated were used 

as follows:

5.1 LD had operated four wards (4) until Siyabadinga took over.

5.2 Cullinan Centre had one (1) unit dedicated for care by itself but took over management of   

 patients in the units that were allocated to LD, which was later taken over by Siyabadinga.   

 Siyabadinga was later expelled from the CCRC complex and as a result, Cullinan Centre   

 had to take over patients who were under Siyabadinga’s care.

5.3 Siyabadinga’s expulsion from CCRC complex led to strain on the hospital’s budget, particularly   

 because employees overtime became imperative but payment thereof was unplanned and not  

 budgeted for.

5.4 A new NGO was then brought into the centre by GDOH, namely Anchor House. One (1) ward, was  

 then handed over to Anchor House for further management. Anchor house was meant to occupy  

 two (2) wards, however, one (1) of the wards allocated was still under renovations.

5.5 On inspection, the status established was that three (3) of the five (5) wards are managed by   

 Cullinan Centre.

5 PLACEMENT OF PATIENTS AT CULLINAN CENTRE
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6.1 Anchor House alleges that it was not informed of the exact date of arrival of patients and when the  

 arrival of patients commenced, provision for food became a challenge.

6.2 No financial support was obtained from GDOH at the time of transfer of patients from LE to the   

 NGOs.  Family members of Anchor House employees and the Director used their personal funds  

 to buy food for patients.

6.3 Cullinan Centre came in July 2016 to assist Anchor House, which had started to operate in June  

 2016, with the provision of food as well as toiletries to patients.

6 CARE OF PATIENTS 
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The arrival of new patients increased the workload which created a burden for employees of the 

Cullinan Centre. The work overload at the centre led to dissatisfaction of employees and action by 

labour union. The Acting CEO arranged for assistance and overtime to be rendered by employees 

from other health establishments including Weskoppies. Payment of overtime is reported to have 

caused budgetary constraints for the centre.

7 LABOUR UNREST AT THE CULLINAN CENTRE
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8.1 Service Level Agreement was not in available in loco (in place), therefore, the agreement be  

 tween  the parties, conditions of service and service levels could not be determined.

8.2 Anchor House existed for only one (1) month prior to being appointed as service provider for   

 mental health by the GDOH. There is no evidence of previous experience and capacity to take  

 care of either psychiatric or geriatric patients.

8.3 Letter of designation to function as mental health care institution was issued regardless of lack of 

 evidence that there would be skilled staff to provide care for the specialised psychiatric function.

8.4 Gauteng Provincial Department of Health confirms that an accreditation process did take place  

 and a status was granted yet there was no skilled staff in place at the time of licensing. Patients  

 were transferred to the centre from different destinations in Pretoria centres including Weskoppies  

 Hospital.

8.5 Professional support was later sought by the Centre, however, it was specified that working and living  

 conditions on commencement of professional support suggest there was poor care and lack of skill  

 and experience of those who were taking care of the patients.

8.6 Financial support from GDOH to the NGOs only commenced in September 2016. The delay in   

 financial support and evidence gathered suggests that there was financial constraints at the NGOs  

 which led to shortage of essential resources such as food and toiletries.

8.7 Unceremonious departure of Health Care Workers employees suggest that there was lack of   

 payments/remuneration and existence of other unstated conditions leading to employees   

 being aggrieved. The status  of crisis was confirmed by centre manager to have  prevailed in caring  

 for the patients especially after departure of the care workers.

8.8 Lack of patient’s records on previous history especially MHCA forms stipulating diagnoses, care,   

 mental status and treatment history together with lack of skill and knowledge of those receiving the  

 patients led to an interruption in proper and quality healthcare.

8.9 Four (4) patients died at the Centre and there were no records of the deaths in the centre   

 (See Annexure D).

8 FINDINGS AT ANCHOR HOUSE
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9.1 Debbie Bell called the Acting CEO of Cullinan Centre on 19 October 2016 enquiring about and  

 trying to locate Mr Timothy Bell, her ex-husband, whom she had been looking for. No assistance  

 was given by the centre in her search for the patient, however, the Acting CEO reported that she  

 was following up on the complaint.

9.2 Elwin Van Rensburg is one of the patients who died at Cullinan Centre and the family complained  

 of the treatment that he was given. Cullinan Centre stated that the patient was seen by a doctor  

 and had suffered from cancer. 

9.3 Jaco Stolz died on 14 October 2016. Acting CEO of the centre suggested to the family to allow  

 for post mortem to be conducted as other LE patients had done the same.

9.4 Sizwe Hlatswayo died at Anchor House on 23 June 2016 and the family was informed on 5   

 October 2016.  The family is dissatisfied with the manner in which the matter was handled by the  

 centre as well as the failure to inform the family of the demise immediately after the occurrence.

9.5 Sizwe Nkosi’s family lodged a number of complaints with the MEC of Health in Gauteng Province,  

 including that patient was placed too far from family (about 100 km). However, the complaint was  

 referred to Cullinan Centre which left the family dissatisfied with the manner in which the complaint  

 was handled and the outcome thereof.

 9 PATIENT SPECIFIC COMPLAINTS 
RECEIVED BY THE OMBUD
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10 REPORTS

TSHEPONG HEALTH CARE CENTRE (SANTA CENTRE): 

ATTERIDGEVILLE     

Date of inspection: 27th September 2016  

Number of deaths: 07 (at the time of inspection)

CORPORATE DETAILS

NPO registration number: 015-591 NPO. Date of 

registration as NPO is 22nd October 2001. A copy 

of the registration certificate produced was bear-

ing the name of Santa Kamogelo Atteridgeville 

Branch which was the name of the TB centre that 

used to operate in the premises. There was no NPO 

registration certificate in the name of Tshepong 

Healthcare Centre (the centre), the name which 

was adopted on advice of GDOH. A Board of 

Directors was said to exist but no list of names of 

Board members was provided. 

STAFF DETAILS AND CAPACITY

The manager has no health background.

The centre received 189 mental health patients 

transferred from Life Esidimeni on the 12th and 28th 

May 2016 respectively. At the time of the inspec-

tion, the centre was found to have 182 patients. 

The centre had no nursing staff when it started. Eight 

(8) care workers had left the centre without notice 

after the mentally ill patients were received. A re-

tired professional nurse and auxiliary nurse started 

working at the centre on 05 September 16, that is 

four months after LE patients were received by the 

centre. Proof of SANC registration was produced for 

only four (4) auxiliary nurses of the seven (7) that 

were said to be employed by the centre. All the 

nursing staff employed by the centre did not have 

employments contracts. Prior to the employment 

of nursing staff, a professional nurse was deployed 

by Weskoppies Hospital to provide the centre with 

patient management support. She assisted with 

recruitment of nursing staff as well as the establish-

ments of patient care system.

PATIENT ADMINISTRATION AND CLINICAL CARE

Safe and clean drinking water was observed to 

be available and patients had free access there-

to. According to the Food Service Supervisor, the 

menu was not strictly followed. Meals/feeding re-

cords for patients were not available. Further that 

the centre was waiting for a nutritionist’s advice on 

a suitable menu for the patients.

Patients’ medicine was stored in a medicine room. 

The medicine was the patients’ six-monthly supply 

received during their last visits to the clinic. Medi-

cine administration records were introduced from 

the 05 September 2016. However, none existed 

prior to the date. 

Medicine control was said to be one of challenges 

the centre faced when they received patients. The 

deployed professional nurse found the disorgan-

ised medicine stored in plastic bags. Care givers 

were clearly did not have the required skill to han-

dle medication and could not realise the dangers 

of improper storage of medicine. This meant that 

medication could not be administered correctly 

and/or on time. Several patients were reported to 

have relapsed and sent to Weskoppies Hospital for 

management. New patient care and manage-

ment systems were in the process of being imple-

mented.
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SAFETY AND SECURITY

The fence was observed to be in order. Pathways 

were free from obstacles but had uneven surface. 

Exposed electric wires / cables and broken ceiling 

were observed. Security Personnel were observed 

manning the two (2) main gates. The centre had 

no records of legible and up-to-date emergency 

numbers.

Risks factors identified during inspection

There is only one (1) Professional Nurse per shift for 

189 patients. Lack of professional staff from the 

beginning contributed to poor storage and ad-

ministration of medicine. Fridge items were not 

stored in the fridge with potential loss of potency. 

Poor storage of medicine led to delay and/or poor 

administration medicine to patients. During staff in-

terviews, it was revealed that some of the patients 

had relapsed after the transfer.

PRECIOUS ANGELS:      

ATTERIDGEVILLE AND DANVILLE CENTRES  

Date of inspection: 27th September 2016  

On arrival for inspection, both facilities were found 

to be untenanted and without patients. As a re-

sult, no further information could therefore be 

obtained at the time of inspection. Details about 

the centre were obtained from the documentary 

evidence provided by Gauteng Provincial Health 

Department: Mental Health Directorate. The team 

of inspectors also learnt that all female patients re-

ceived from Life Esidimeni were transferred to Pre-

cious Angels.

Number of deaths: 18

CORPORATE DETAILS

The NPO bearing the name Precious Angels was 
registered on the 09th June 2016 under licence/
NPO number: 171- 403 NPO. The date of licence 

as mental health care provider is 17th April 2016. 
According to the documentary evidence provid-
ed by the GDOH, the centre received its licence 
from the GDOH prior to its registration as an NPO 
with the Department of Social Development and 
the date of contract with GDOH is 16 August 2016. 

Findings 

Precious Angels Atteridgeville:

The address provided was found and confirmed by 
a member of the public by pointing out at it as the 
place where mentally-ill patients were accommo-
dated. Other gates to the premises were found to 
be locked except for one roller gate which was left 
unlocked and could be opened to gain entry and/
or access the premises. The premises appeared to 
be deserted and windows to the front; side rooms 
and kitchen were open. The Inspectors made loud 
verbal announcement of their presence to alert 
whoever may be inside the house or to obtain their 
attention. This action yielded no response. A walk 
around the house was then conducted for inspec-
tion and there were visible signs of possible health 
care service being rendered in the premises. There 
were old clothes, utilities, hospital beds mattresses, 
wheel chairs etc. that appeared to be abandoned 
all over the premises.

Precious Angels: Danville - Bergatilliery Street

At the time of inspection, all gates to the premises 
were found locked. The furniture and equipment 

seen by the team of inspectors at the premises 

suggested that healthcare services were rendered 

at the premises. Entry into the premises was not 

possible, however, photographic evidence was 

taken by the team of inspectors through the fence. 

A post box at the premises had letters confirming 

address, however, the letters were addressed to Mr 

Mathebula. This therefore raised a concern with re-

gards to ownership of the premises.
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28TH SEPTEMBER 2016:     

ANCHOR HOUSE AT CCRC - CULLINAN  

Date of inspection: 27th September 2016  

The Person in charge of the centre is Ms Dorothy 

Franks.  It was confirmed that there is a Board of 

Directors overseeing the functioning of the centre 

and a list of the Board members was provided. The 

NPO’s Licence/NPO number is: 169 530 NPO. Date 

of first registration as NPO is 12th April 2016. Date 

of operation as NPO is 23rd June 2016, the day on 

which the centre started receiving patients from 

Life Esidimeni. It was literally only two (2) months af-

ter its registration as a NPO that the centre became 

a service provider for mental health care services.

 

The NPO entered into an agreement (SLA) with the 

GDOH for mental health care service on the 11th 

July 2016. The SLA was initially signed on the 7th July 

2016 but due to feint print it was later re-signed on 

11th July 2016. The centre had a licence in terms 

of section 5 of the MHCA for period 1 April 2016 

-2017.

The NPO occupied premises inside the CCRC, 

however, there was no lease agreement signed 

between the NPO and CCRC.

STAFF DETAILS AND CAPACITY 

The manager has no health background.

The NPO was licensed for 150 beds while it oper-
ated from at Kalafong Hospital premises and the 
license has been amended to 58 beds.  

At the time of the inspection, 46 male patients 
were found to be under Ancho’s care and man-
agement. On the commencement date, the cen-
tre had no nursing staff employed to assist with the 
management and care of patients. The two (2) 
Professional Nurses appointed started working at 
the centre on the 14th and 23rd September 2016 re-
spectively. The three (3) Enrolled Nurses employed 
started working at the centre on 13th, 17th and 25th 
September 2016respectively. The inspectors were 

informed that One (1) Enrolled Nurse was still yet to 
commence her employment. The centre also had 
two (2) Auxiliary Nurses; six (6) Care workers, two (2) 
employees with certificates and four (4) employees 
without basic training. Only professional nurses had 
proof of professional body (SANC) registrations. Oth-
er categories of nurses could not provide any proof 
of registration thereof. 

PATIENT ADMINISTRATION

The centre was found to be operation within a hos-
pital (CCRC Complex). Patient care was mainly 
provided by care workers. At the time of transfer of 
patients from LE to the centre, no Professional Nurs-
es nor other nursing categories were employed by 
the centre to assist with the management and care 
of patients. CCRC provided the necessary medical 
support. However, a Professional Nurse employed 
at a later stage and introduced a new patient ad-
ministration processes. 

Admission / Discharge books with patients’ infor-

mation and details were electronically kept and 

copies were provided. On inspection, the team 

of inspectors was advised that the Death Registers 

and Reports were taken by Mr Thobane, one of the 

Mental Health Service Coordinators from the Tsh-

wane District Office. Further that, contact with the 

Patient’s next-of-kin were made to validate the con-

tact numbers as well as to inform the families of the 

whereabouts of their loved ones.

CLINICAL CARE

Risk assessment e.g. - Pressure Sores/ Morse fall / 

Care plans

At the time of inspection, the team of inspectors 

found a system for medication administration, re-

cords, progress notes and care rounds in place.

MHCA records: forms/periodical reports/review 

board responses are documents that must be 

complied with in terms of the MHCA 
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There was inconsistent compliance as some files 
had MHCA Form 03 after discharge from Life 
Esidimeni together with Form 04 and 05 while 
others did not have such.
 
Vital data monitoring for chronic patients were 
done daily whereas for other patients it was 
conducted on a monthly basis. Fluid administration 
was not monitored. Patients are being given water 
after meals. The hospital (CCRC) provided for and 
assisted with meals, however, feeding records were 
not kept.

Multidisciplinary team notes on patient care was 
enquired into whether to hear if patients were being 
seen by other members of the medical team e.g. 
psychologist, social worker, OT etc. but there was  
MDT; only a psychiatrist provided prescriptions. 
The Doctor was assisted by a psychiatric sister 
who is holding full time employment at Denmar 
Hospital. Both were organised by CCRC.  There 
was no emergency medicine trolley. Sick patients 
were said to be referred to other hospitals or to the 
CCRC sick bay.

CLINICAL GOVERNANCE 
  
Clinical audits: Clinical meetings` records / 
minutes; Quality forums meeting records including 
complaints management procedure / recorded / 
lodged/ escalated;  

Evidence of collaboration with families was 
not obtained; interaction with service providers 
including Outreach Programs / Policy were said to 
be work in progress.

AVAILABILITY OF MEDICATION:

Storage room for medicine was available. The 
team of inspectors were advised that medicine 
was ordered from CCRC budget and centre was 
still to sort out medicine stock control. 

SAFETY AND SECURITY  

Fencing was part of the general security of the CCRC 

hospital which is accessible from the main routes 

and the team of inspectors did not observe any 

safety hazards at the time of inspection.  

The centre has Security System (Guards / CCTV) and 

access to the centre was man-controlled. There 

was no legible and up-to-date list of emergency 

contact numbers and the centre relied on CCRC 

for handling emergency.  

RISKS FACTORS IDENTIFIED DURING VISIT 

Lack of psychiatric skills, knowledge and experience 

of presupposed inability to derive patient’s care 

and rehabilitation plans. A manager with no health 

care training and experience is responsible for a 

ward with 46 mentally-ill patients. A professional 

nurse with no unit management experience was 

employed by the centre.

Reliance on CCRC for management support put 

a strain on CCRC with potential compromise to 

patients care. During an interview with the staff, 

the nursing manager from CCRC complained 

that Anchor House was not honest with regards to 

the shortage of staff and that the centre used an 

Auxiliary Nurse to administer medication. This was 

not only a risk to patients but it is also a professional 

misconduct on the part of the nurse who was 

acting beyond the scope of practice.

BOPHELONG SPECIAL CHILDREN    

CARE CENTRE – MAMELODI    

Date of inspection: 29th September 2016  

Number of deaths: 

Two (2) deaths were confirmed. However, the 

Manager was of the view that the patients were 

very sick when received from Life Esidimeni.

CORPORATE DETAILS

Licence/NPO number is 147-852 NPO. Date of 

registration as NPO is 22nd January 2015. The person 
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in charge of the centre is Titus Sithole who was not 
involved in the day to day running of the centre. 
The team of inspectors learnt that, notwithstanding 
his involvement, Mr Sithole is involved in operational 
matters at the centre. A full time manager appointed 
is Ms Jane (Jean) Dikgole who was appointed as 
manager for the disabled children’s unit. Her scope 
of work was increased when the centre started to 
operate as a psychiatric centre in 2015 and Ms 
Dikgole then had to manage both centres. 

Licence to practice issued in terms of section 
5 of the MHCA was not clearly printed. However, 
an expired copy of the 2015 license was made 
available to the team of inspectors. It was also 
observed by the team of inspectors that the name 
under which the NPO is operating different from the 
name appearing on the license to operate issued 
by GDOH.

A valid Service Level Agreement between the 
centre and the GDOH was available. The team of 
inspectors were advised that there is a Board of 
Directors available to oversee the running of the 
centre, however, the list of names of the Board 
of Directors was not provided. The centre was 
found to be using one (1) licence for all different 
functions which included a hospice; day care 
centre (crèche); school; old age home; day care 
for profoundly disabled and to have extended its 
scope and functions to include mentally-ill patients. 

STAFF DETAILS AND CAPACITY 

The manager has no health background.

The centre is licensed for twenty one (21) beds and 
at the time of inspection it had 12 female patients.  
There was only one (1) Professional Nurse appointed 
to oversee all other units in the centre, however, the 
Nurse was not on site at the time of inspection. The 
centre manager called the sister during inspection, 
to clarify some aspects. At the time of inspection, 
the employment contracts entered into between 
the centre and the Professional Nurse was not 
available. The Professional Nurse reportedly stays 
on call at home so she may be contacted when 
needed in any other area in the complex. 

PATIENT ADMINISTRATION, CLINICAL CARE

Risk of aggression or violence in patients is not 
assessed. However, it was observed that Informal 
system is used for medication administration system/
records, entries made in a ledger book which is 
recorded on a monthly or daily basis depending 
on the condition of a patient.  A system to record 
care-rounds was also not available.
 
Most patients had the MHCA Form 13A showing 
the number of the periodical reports. Some had 
MHCA Form 03 on discharge from Life Esidimeni. 
Parts of previous history were not received from Life 
Esidimeni. Blood pressures and blood sugars for 
chronic patients were monitored by care workers. 

There was no system to confirm fluid intake of the 
patients and the quantities were not monitored. 
Schedule for meals was available as follows: Tea: 
7:30-8:10 Lunch: 13: 00 and Supper: 17h00, without 
any evening snack even for diabetic patients. The 
Multi-Disciplinary Team (MDT) was not available. 
The unavailability of the MDT raised a concern 
on whether patients were being seen by other 
members of the medical team e.g. psychologist, 
social worker, OT etc. The team of inspectors was 
also advised that the centre relied on the clinic 
Doctor, further that GDOH undertook to get a 
medical doctor to visit the centre. 

AVAILABILITY OF MEDICATION

Medicine was stored in a wooden temporary 
cupboard which was lockable but breakable. 
Medication per patient is kept in different types 
of containers, one of which looked like an ice 
cream container. Administration and Controls 
was not available; there were no record kept that 
medication is given. Stock control was not available; 
amount not controlled nor counted. 

SAFETY AND SECURITY

The premises were accessible from main roads. 
It is a complex with multiple building structures 
for different purposes in one yard. The building 
occupied by mentally-ill patients is a double 
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storey with stair and as such was found not to be 
suitable and safe to be occupied by mentally-
ill patients. The premises were also found not to 
be friendly to disable occupants (i.e. no wheel 
chair ramp), however, access-control system was 
found to be in place.  Furthermore, the team of 
inspectors observed that there was no legible and 
updated list of emergency contact numbers in the 
premises. 

RISKS FACTORS IDENTIFIED DURING VISIT 

The stairs are the only route to access the floor 
where patients reside. In cases of emergency, 
there may be a physical barrier for access and/or 
evacuation. Patients’ movement is restricted. Fur-
thermore, the premises are shared with other us-
ers, with different conditions such as geriatrics and 
school children. The team of inspectors found the 
environment not to be compatible. 

The professional nurse is not psychiatrically trained 
but she oversees all areas in the complex which 

operate different functions. 

BOPHELONG COMMUNITY HEALTH AND 

DEVELOPMENT ORGANISATION – HAMMANSKRAAL 

(MASHIMONG / SUURMAN):    

Date of inspection: 29th September 2016  

 

Number of deaths: 2 on 22nd July 2016 and 09th 

September 2016  

CORPORATE DETAILS: 

NPO number is 008 201 NPO and the centre was 

registered on the 28th January 2002. The centre 

started operating as an old age home service pro-

vider in Kwa-Ndebele. The person in charge is Ms 

Dikeledi Kgwale working with Mr Tshepiso Kgwatl-

ha who is responsible for administrative functions. 

Date of commencement of contract for mental 

health is 19th September 2016 and the License in 

terms of section 5 of the MHCA was issued on 01 

April 2016.

 The centre did not have a valid SLA at the time 

of inspection and the inspectors were advised that 

the SLA was in the possession of Mr Lehau, a Mental 

Health Coordinator from the District Office. When 

Mr Lehau was contacted by centre during the in-

spection, he undertook to email a copy thereof.

 

Type of infrastructure: The premises is a residential 

dwelling; two (2) garages and back rooms were 

being renovated and were to be converted into 

bedrooms/dormitories for the patients. The inspec-

tors were advised of the existence of a Board of 

Directors, however, the centre failed to provide a 

list of same. 

STAFF DETAILS AND CAPACITY

The manager has no health background. Direc-

tor has a health background but was employed 

on a permanent basis elsewhere.

The centre received forty (40) patients on 30th June 

2016 from Life Esidimeni (LE) – Randfontein and 

one (1) from Cullinan Centre on 17th August 2016. 

Four (4) patients were transferred to other NPOs or 

discharged to their families (one (1) was taken by 

family; three (3) were removed by GDOH to be 

‘’nearest to home”. 

Bed capacity per licence was forty (40) and the 

number of patients at inspection was thirty five (35). 

The centre employed three (3) Professional Nurses, 

however, no employment contracts were avail-

able at the time of inspection.  The sister-in-charge 

started working at the centre on the 31st July 2016. 

Out of the three (3) Professional Nurses, two (2) of 

them are the owners and/or Directors. The Profes-

sional Nurses share shifts, however, only one (1) 

Professional Nurse worked during the week; the 

other two (2) would work over the weekends. Three 

(3) Auxiliary Nurses (proof of registration with SANC 

produced for only 2) were found to be working as 

volunteers. Twenty two (22) care workers were also 

found to be employed by the centre. Records of 
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basic training were provided for all care workers. 

Employees working as volunteers were promised 

remuneration after receipt of financial support 

from GDOH. However, there were no job descrip-

tions for all categories of staff. 

PATIENT ADMINISTRATION

Admission / discharge books systems with patients’ 

information and details; death registers and re-

ports; transfer register / letters (for out or in move-

ments) were available. Contact details of the pa-

tients’ next-of-kin were available in individual files, 

however, general list was not completed. The 

team of inspectors was also advised that some of 

the cell phone numbers were not all functional af-

ter attempts were made to contact the patients’ 

next-of-kin. A few of patients’ relatives responded 

but majority did not.

CLINICAL CARE

Multidisciplinary team notes were not available. 

Emergency medicine trolley was not available. 

Medicine Administration records were introduced 

on the 05th September 2016. None existed prior to 

the date. Storage was available.  Each patient had 

medicine stored in the medicine room. The medi-

cine was the patients` six-monthly supply received 

during their last visits to the clinic. Medicine stock 

control system is available but not satisfactory as 

medicine was in plastic bags.

CLINICAL GOVERNANCE  

Clinical audits: Clinical meetings` records / min-

utes; Quality forums meeting records including 

complaints management procedure / recorded / 

lodged/ escalated.  

Evidence of collaboration with patient families was 

not obtained; interaction with service providers in-

cluding outreach Programs / Policy were said to be 

work in progress.

SAFETY AND SECURITY

Fencing is made of brick wall. Premises were ac-

cessible from the main access Routes & Pathways. 

There was no signage and people in the commu-

nity were not aware of the centre and could not 

help locate it. There were obvious safety hazards 

due to ongoing construction around the premis-

es which posed a serious risk to patients e.g. tools 

lying around and broken windows pose a risk of in-

jury to patients, staff and visitors. Access Control: A 

security guard was available though not formal but 

gates were controlled. Legible and updated emer-

gency contact numbers were available

 

RISKS FACTORS IDENTIFIED DURING VISIT 

Ignorance of the staff to the obvious hazards in 

the environment was concerning to the team of 

inspectors. Patients were high functioning male pa-

tients who were potentially aggressive. None of the 

staff was psychiatrically trained or experienced to 

handle psychiatric emergencies.

MOSEGO HOME – KRUGERSDORP:   

Date of inspection: 30h September 2016  

Number of Deaths: 07 (3 in June 2016; 1 in July 

2016; 3 in August 2016 respectively) 

CORPORATE DETAILS  

Person In charge for daily operations was Mr Skosa-

na. The Licence/NPO number is 052-541 NPO. The 

centre was registered as an NPO on NPO is 19 Jan-

uary 2007 and started operating in 2008. The cen-

tre was contracted for mental health in 2008 and 

there was a License issued in terms of section 5 of 

the MHCA valid from 1st April 2016. 

The centre did not have a valid (unsigned) SLA with 

the GDOH. The centre failed to provide a list of the 

Board of Directors.



Page | 18 

FINDINGS OF THE OHSC INSPECTORS

Type of infrastructure: centre was a multiple res-

idential dwelling comprising of 8 houses in the 

same street.

STAFF DETAILS AND CAPACITY  

Centre was receiving patients from Life Esidimeni 

(LE) as early as 2015. However, additional patients 

were admitted to the centre in February 2016 and 

again July 2016. In May 2016, 28 patients were re-

ceived .The number increased from 134 in Feb-

ruary to 193 in July 2016 respectively. Patient’s 

numbers were in excess with 15 patients because 

the centre is licensed for 171 in-patients and was 

found to be having 186. The manager alleged that 

a request was received from GDOH to increase the 

capacity by 20 with immediate effect and that a 

new license to accommodate the increase in bed 

capacity would follow (from GDOH). 

Staff complement was also increased from 50 in 

May to 60 in August. Nursing staff were employed 

for a while in the centre. There was one (1) Profes-

sional Nurse (retired nurse) from 2011 and in 2016, 

another Professional Nurse was employed who was 

psychiatrically trained; two (2) Enrolled nurses; five 

(5) Auxiliary Nurses; thirty two (32) Care workers of 

which only five (5) had basic training that was con-

ducted in-house by District Health. Not all catego-

ries of employees had job descriptions and not all 

nursing staff had proof of registration with SANC. 

A system to check staff availability was available; 

duty delegation book to ensure work that was done 

was available but was last used in May 2016.

PATIENT ADMINISTRATION

 

Evidence of Admission / Discharge books with pa-

tients’ information and details; Death Registers and 

or Reports. With regards to the contact details of 

the patients’ next-of-kin, the centre only had re-

cords of visits by family; transfer register / letters (for 

out or in movements), were also available. The fol-

lowing evidence which has a bearing on patient 

care administration was not available on request:

CLINICAL CARE

Risk assessment e.g. for pressure sores/falls/
violence/aggression; Medication administration 
system/records; Care plans; Care rounds notes 
Vital data monitoring; Fluid administrations; Meals/
feeding records ; Patients were not being seen by 
other members of the Multidisciplinary team e.g. 
psychologist, social worker, OT etc. There was no 
emergency medicine trolley. 

Progress notes and MHCA records: forms/periodical 
reports/review board responses were mostly 
available.

CLINICAL GOVERNANCE  

Clinical audits; Clinical meetings’ records / 
minutes; Quality forums meeting records including 
complaints register were not available on request. 
The centre only had the procedure on complaints 
but there was no evidence that it was being 
followed. Evidence of collaboration with patient 
families was available further that a system of 
communication with the patients’ next-of-kin was 
available.

AVAILABILITY OF MEDICATION

There was proper storage of medication. However 
administration and controls systems were not 
available. The centre had just received a template 
which they were still to implement for recording 
medicines that was administered. Evidence of 
stock control was not obtained.

SAFETY AND SECURITY  

Fencing was not constructed in and around the 
houses. The houses were liberally accessible to 
any person walking down the street although it 
was situated towards a dead end. Access was not 
controllable. There was no visible security system 
(i.e. Guards / CCTV). The centre was accessible 
from access routes. Additionally, no obvious Safety 
Hazards were observed and/or identified on the 
premises. A legible and updated emergency 
numbers’ list was available at the time of inspection.
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RISKS FACTORS IDENTIFIED DURING INSPECTION

The centre is not suitable for handling and 
management of acute psychotic conditions due 
to sparse infrastructure that appeared to make 
supervision difficult. Incidents were reported 
that indicate damage to property that followed 
aggressive outburst from patients. 

Roll call of patients did not correlate with the 
number of patients in the centre’s record and there 
was no logical explanation for the discrepancy. 
Entries in the roll call were forged because the roll 
call was signed for future time (e.g. a roll call was 
signed for 18h00 on the night of 30th September 
2016, however the inspection visit was conducted 
at about 13h00 the same day).

TAKALANI HOME:      

Date of inspection: 29th September 2016  

Number of deaths: 7

CORPORATE DETAILS

Takalani centre was in existence from 1991. In was 
marred by administrative problems that resulted in 
the centre management being handed to Mosego 
Home in April 2012. The centre was thus using the 
registration number of Mosego Home with register 
number 052 542NPO. The SLA presented to the 
team of inspectors was entered into between the 
GDOH and Mosego in April-June 2015. The centre 
has a mental health care licence issued to the 
‘’Committee”. The licence is for severe/profound 
intellectual disability and not for mental illness. A list 
of the Board of Directors was provided on request. 

A License issued in terms of section 5 of the MHCA 
was only issued to the centre, notwithstanding it’s 
the question with regards to its existence as a legal 
entity. There is evidence of an ongoing litigation 
challenging ownership of the centre. 

STAFF DETAILS AND CAPACITY

The centre has been licensed for hundred (100) 
bed capacity; however, the centre received 117 

patients (17 in excess); there was an additional 
number of fifty nine (59) children who were being 
taken care at the centre under a different license. 
The centre had two (2) Professional Nurses, one (1) 
who started in 2007. The other Professional Nurse is 
a clinical services manager.  There were eight (8) 
Enrolled Nurses who were appointed as volunteers 
on a one (1) year contract. 

PATIENT ADMINISTRATION

Systems for patient administration were found to be 
in place at the time of the inspection. There were 
well developed patient administration and care 
management systems that were implemented 
by enrolled nurses and overseen by the clinical 
services manager. The layout of the wards allowed 
better supervision of patients. Records were more 
organised. 

CLINICAL CARE

Risk of aggression or violence in patients was not 
assessed. Vital data monitoring was available and 
noted monthly; daily depending on condition 
of patient. System to record care rounds was not 
available. Most patients had the MHCA Form 
13A showing the number of the periodical report. 
Some had MHCA Form 03 on discharge from Life 
Esidimeni. Parts of previous history were not received 
with the patients.

CLINICAL GOVERNANCE 
 
Clinical audits; Clinical meetings records / 
minutes; Quality forums meeting records including 
complaints register were not in place. Centre only 
had the procedure on complaints but there was 
no evidence that it was being followed. Evidence 
of collaboration with family was available. Contact 
details of the patients’ next-of-kin a system of 
communication therewith was in place.

SAFETY AND SECURITY

Premises were designed for purpose and had 
better access and security controls. There was 
sufficient space for patients’ movement. Premises 
were found to be easily accessible from the main 
roads. 
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RISKS FACTORS IDENTIFIED DURING INSPECTION 

The centre did not have a Board of Directors to 
oversee the functioning and running thereof. The 
team of inspectors also he centre manager does 
not have a health related background. Mosego 
acted as an administrator for Takalani. Furthermore, 
the section 5 license of MHCA issued to Takalani 
was issued to an unknown “Committee” which is 
not a juristic person registered to render services. 

19 OCTOBER REBAFENYI HOUSE 3 AMANDASIG 
Date of inspection: 19th October 2016  

No deaths 

CORPORATE DETAILS
The centre was registered as an NPO under 
Registration number: 171-240 NPO and issued with 
a section 5 MHCA licence valid for the period April 
2016 to March 17. A Service Level Agreement was 
entered into between the GDoH and Rebafenyi 
for the period 01 April 2016 to 31 Mach 2017. The 
team of inspectors learnt that there was no Board 
of Directors in existence to provide an oversight 
role. The centre started its operations on 07 June 
2016; 

STAFF DETAILS AND CAPACITY

There was no person responsible for care of patients 
when inspectors arrived at the centre. One (1) of the 
two (2) persons who worked in the kitchen provided 
assistance with information during the inspection. 
The team of inspectors was advised that there is 
one (1) Professional Nurse who came to the centre 
once a week to prepare medication for patients 
which would be administered by the untrained 
assistant. The team of inspectors were advised that 
negotiations were ongoing to have a Professional 
Nurse coming to the centre on Tuesdays as well.

PATIENT ADMINISTRATION
There were no systems in place to show how patient 
care was administered.

CLINICAL GOVERNANCE  

No evidence of clinical governance could be 
found, however with a Professional Nurse visiting 
the centre once a week, it was less probable that 
systems would be developed or implemented. 

SAFETY AND SECURITY

The premises were found to be a residential double 
storey dwelling; seen as a luxury house in a leafy 
suburb of Akasia, Pretoria. The team of inspectors 
found that there was no access control system 
to the premises. Security of the patients was also 
compromised due to lack of physical and/or any 
other means of security services (i.e. CCTV). 

RISKS FACTORS IDENTIFIED DURING VISIT 

The team of inspectors observed that patients 
at the centre were all males-highly functional 
with risk of aggression and self-harm. Further that 
plush finishing on the premises not appropriate for 
purpose with glass all over, paying R 15 000.00 for 
monthly rental. Rebafenyi 1 and 2 were not found 
on 31st October 2016. The vicinity was reached but 
the centre was not. On the 22nd November 2016, a 
successful attempt was made to revisit the centres.  
 
Due to the unsigned lease agreement which was 
provided at a later stage after the inspection 
was conducted, the right to use the building as a 
home for mentally-ill patients was not guaranteed 
because the owner could terminate lease at any 
given time. This therefore places the patients at 
a risk of being displaced. Further that the lease 
agreement wasn’t entered into between the NGO 
and the landlord but, between the centre manager 
and her husband in their personal capacity. 
The Professional Nurse only visited the centre on 
Tuesdays and Thursdays. Caregivers, without any 
training on administration of medication were 
administering medication to patients. The centre 
manager was clearly oblivious and ignorant of the 
professional requirements for patient care. There 
was no signage to the place, this could lead to 

delays in emergency services.
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A media report was released in the Daily Sun news-

paper about the place and the nuisance that was 

created by patients in the neighbourhood. 

SEBO SA RENA- MABOPANE HOUSE   

 Date of inspection: 19th October 2016

CORPORATE DETAILS

At the time of inspection, the team of inspectors 

learnt that the centre was not registered. The li-

cense in terms of section 5 of the MCHA was also 

not available, however, the teams of inspectors 

was advised that license was with the district office 

for amendment to the name and that the centre 

is awaiting the updated licence from GDoH. It was 

also found that the centre did not have a valid Ser-

vice Level Agreement with the GDoH. The person in 

charge of the centre is Ms Dudu Mukonyane, also 

a pastor.

STAFF DETAILS AND CAPACITY

The manager has no health background. 

The bed capacity of the centre was thirty two (32) 

and the centre had received the number equal to 

the bed capacity. Of the thirty two (32), twelve (12) 

were placed at a centre in Block UU (in Shoshan-

guve) and twelve (12) in Block U (in Mabopane). 

Eight (8) of the patients were transferred to anoth-

er centre which was not disclosed to the team of 

inspectors. A total of twenty four (24) patients re-

mained at the centre after the movements and 

split of patients between the two (2) houses. There 

was one (1) Professional Nurse (retired) who was 

also the mother to the centre manager. The Pro-

fessional Nurse was requested to resign from her 

permanent place of employment so she could 

assist at the centre. 

PATIENT ADMINISTRATION

The team of inspectors learnt that there was no pa-

tient management system in place. Systems were 

informal with note books used to keep records of 

patients’ care events. Vital data monitoring was 

done on a monthly and weekly basis.

CLINICAL GOVERNANCE  

Risk assessment e.g. for pressure sores/falls/vio-

lence/aggression; Medication administration sys-

tem/records; Care plans; Progress notes; Care 

rounds notes were all not in place. 

MHCA records: forms/periodical reports/review 

board responses were not in the patient files at the 

time of inspection. There was report that files came 

from LE with scanty information. There was no evi-

dence of Fluid administrations; Meals /feeding re-

cords; or of multidisciplinary team intervention for 

the patients. 

SAFETY AND SECURITY

There is no signage at the centre. The centre is a 

residential home which was prone to crime risk. Se-

curity of the patients was also compromised due 

to lack of physical and/or any other means of se-

curity services (i.e. CCTV).

RISKS FACTORS IDENTIFIED DURING VISIT 

The centre was a residential home not designed 

to house the large number of mentally-ill patients. 

The team of inspectors also observed that patients 

movement was restricted whilst indoors. Further that 

the centre did not have employees with psychiat-

ric experience to handle psychiatric emergencies. 

ODIRILE HAMMANSKRAAL     

Date of inspection: 19th October 2016

Number of deaths: 0
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CORPORATE DETAILS

The centre was registered as an NPO on 4 November 
2004. The operating license in terms of section 5 of 
the MHCA was issued for the period April 2016 – 
March 2017. A Service Level Agreement between 
GDoH and the Odirile was entered into in May/June 
2015 and extended by addendum. The team of 
inspectors also found that the manager does not 
have health background.

STAFF DETAILS AND CAPACITY

The centre has been providing services for the 
intellectually disabled children until the receipt 
of patients from LE. The centre received patients 
from LE from the 19th of May 2016 and had had 
forty eight (48) resident patients prior to receiving 
patient; the centre received forty two (42) patients 
from LE; all in entirety the centre had ninety (90) 
under the GDoH. 

There were twelve (12) other patients at the centre 
who were not subsidised by GDoH. The team of 
inspectors was advised that the patients were to 
be sent back to their respective provinces following 
the process of and/or decision that each province 
is to be responsible for its patients. Further that 
though the centre did not receive any subsidy on 
the patients, parents and/or families chose to pay 
for their stay at the centre.

Staff complement increased from one (1) 
Professional Nurse, one (1) Enrolled Nurse to four (4) 
Professional Nurses and four (4) Enrolled Nurse.

PATIENT ADMINISTRATION

The team of inspectors learnt that patients did not 
have proper clothes and shoes to wear on a daily 
basis. The team of inspectors was advised further 
that patients were received with medication. It 
was also discovered that the centre did not have 
the patients’ Identity Documents.  The team of 
inspectors was also informed that families were 
contacted, however other families did not respond 
to any form of communication. The team of 
inspectors also learnt that patient’s visit local clinic 
every Tuesday for examination. 

CLINICAL GOVERNANCE 
 
Risk assessment for pressure sores/falls/violence/
aggression; care plans; care rounds notes were 
not in place. Progress notes on patients were 
made regularly. Vital data monitoring was done 
however; fluid administrations were not recorded. 
On inspection, the inspectors found that there were 
no meals/feeding records. The team of inspectors 
learnt that MHCA records for LE patients were not 
complete; Multidisciplinary team care was not in 
place and patients were accessing doctors at the 
nearest clinic and hospital. 

SAFETY AND SECURITY

The team of inspectors observed that here was 
fencing around the yard, the facility had sufficient 
space; entry from the access routes was easy and 
pathways were maintained. There were no obvious 
safety hazards observed during inspection; security 
system in the form of both physical guards and 
CCTV were in place. Access to the centre was well 
controlled. There was a legible and updated list of 
emergency numbers. 

RISKS FACTORS IDENTIFIED DURING VISIT AND OR 
STRENGTHS 

The team of inspectors learnt that the centre was 
in existence for some years prior to receiving LE 
patients. The financial resources was stable and 
management systems were relatively developed. 
No environmental risk was observed at the centre.

KANANA CARE CENTRE 1, 2 AND 3:   
Date of inspection: 20th October 2016

Number of deaths:0

CORPORATE DETAILS

During inspection, no proof of registration as an NPO 
was provided to the team of inspectors. License in 
terms of section 5 of the MHCA was issued and 
valid for the period April 2016 to March 2017. 
There was no service level agreement entered into 
between the GDoH and the Kanana Home. 
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STAFF DETAILS AND CAPACITY

The team of inspectors found the centre manager 
to be having a health background, however, only 
care givers were employed at the centre. The 
number of care givers employed by the centre 
was not sufficient to care for the number of patients 
residing at the centre. 

PATIENT ADMINISTRATION

Admission / discharge books with patients’ 
information and details; death registers and 
reports; contacts of next-of-kin; transfer register / 
letters were in place. 

CLINICAL CARE
 
The team of inspectors found the following at the 
centre: Risk assessments for pressure sores/falls/
violence/aggression were not done. Care plans; 
fluid administrations and meals/feeding records 
were not kept. Progress notes and care rounds 
notes were recorded. Vital data monitoring was 
weekly for patients with chronic physical ailments
Emergency medicine trolley was not available. 
Multidisciplinary team (MDT) care approach was 
not in use at the centre. MHCA records were 
inconsistently available. Some forms were not 
in the files as expected. Medication storage; 
administration and controls; stock control was in 
place

CLINICAL GOVERNANCE  

On inspection, the inspectors found that proof 
of clinical audits in respect of clinical meetings’ 
records / minutes; quality forums meeting records 
including discussions on complaints; complaints 
management: procedure / recorded / lodged/ 
escalation were not available. Collaboration 
with family; collaboration with service providers 
including outreach programs / policy were not in 
place.

SAFETY AND SECURITY

There was wire fencing around the yard; premises 
were accessible from the main routes and had 

paved pathways; there were several obvious 
safety hazards as some of the buildings were 
under renovations; the centre manager stated 
that she was advised by GDoH officials to 
elevate the ceiling level in one of the dormitories.  

There was no security system in the form of guards 
or CCTV; access was controlled by remote lock at 
the entrance door. There was a legible and up-to-
date list of emergency numbers; 

RISKS FACTORS IDENTIFIED DURING VISIT 

Low lying ceiling in one of the dormitories as well as 
the renovations taking place with patients already 
in occupation. Some patients were moved from 
Weskoppies hospital where they had been for 
many years and were then placed in unfamiliar 
environment. There was no Professional Nurse on 
site to assist with the care and management of the 
patients. 

LAPENG HOME FOR THE AGED, VEREENIING:  
Date of inspection: 20th October 2016

Number of deaths: 0

CORPORATE DETAILS

The centre was registered  27 March 2008

MHCA licence: April 2016/17 

Patients: 28

SLA: copy was not available

Ms Lydia Ngubane is the Director of 4 centres. SLA 

was not signed.

Mental health care licence was not available as it 

was taken away to correct the number of beds to 

be the same as the number accommodated in 

the centre

STAFF DETAILS AND CAPACITY

Centre received initially 12(11 females and 1 male) 
the male left to Kanana centre due to age but was 
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discharged from there. 9 patients were received 
on 5th May and 3 on 26th May.

The centre was licensed for 23 beds. In total the 
centre had 28 patients. 3 patients were in excess.
An enrolled nurse is in charge of nursing care and 
pre packs medication. With 1 nurse auxiliary. And 6 
care givers. There was no nurse on weekends.

SOLUTION CARE CENTRE, SEBOKENG:  
Date of inspection: 20th October 2016

Number of deaths: 0

CORPORATE DETAILS

During inspection, the team of inspectors 
discovered that the NPO has been registered as 
home based care. License in terms of section 5 
of the MHCA was issued and valid for the period 
April 2016 to March 2017. There was a valid Service 
Level Agreement signed between the GDoH and 
Solution Centre.

STAFF DETAILS AND CAPACITY

The team of inspectors found that the manager 
had no health background. The centre did not 
have a Professional Nurse but only had one (1) 
Auxiliary Nurse employed to assist with nursing 
care. The Auxiliary Nurse was found to be the 
one administering medication to patients without 
prescription, an act which posed a risk of harm to 
patients.

PATIENT ADMINISTRATION

The team of inspectors found that some systems, 
i.e. the admission / discharge or records with 
patients’ information and details; death registers 
and reports; contacts of next-of-kin; transfer register 
/ letters were in place albeit being recorded 
informally.
CLINICAL CARE 

The following were not available at the time of 
inspection: Risk assessment for pressure sores/

falls/violence/aggression. Care plans; care rounds 
notes; fluid administrations and meals/feeding 
records; Progress notes; Vital data monitoring; 
Emergency medicine trolley; Multidisciplinary team 
(MDT) care; MHCA records; Medication storage; 
administration and controls and stock control.

CLINICAL GOVERNANCE 

The team of inspectors also observed that the 
centre had no proof of clinical audits in relation 
to clinical meetings’ records / minutes; quality 
forums meeting records including discussions 
on complaints and complaints management 
procedure / recorded / lodged/ escalation; 
Collaboration with family; collaboration with service 
providers including outreach programs / policy.

SAFETY AND SECURITY INCLUDED:

Fencing; access routes & paved pathways; 
obvious safety hazards; security system in the form 
of guards or CCTV; access control; Legible and up-
to-date list of emergency numbers; 

RISKS FACTORS IDENTIFIED DURING INSPECTION

The centre did not have funds at the time it 
received patients from LE and that itself could have 
compromised the wellbeing of patients. Money 
had to be asked from the manager’s relatives

THULI HOME- ZANELE ORANGE FARM   
Date of inspection: 21st October 2016

Number of deaths: 02 in July and August 2016

CORPORATE DETAILS

The centre was registered as an NPO on 27 July 
2005 under registration number 041 881 NPO. 
A copy of the signed Service Level Agreement 
entered into between the GDoH and Thuli Home 
was not available on request
STAFF DETAILS AND CAPACITY

The team of inspectors learnt, on inspection, that 
the centre manager had no health background. 
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The centre had a total of 44 patients. Further that 
the centre had been receiving patients since 2007. 
There was no Professional Nurse employed by the 
centre. A retired Enrolled Nurse was in charge of the 
patient management and care with the assistance 
of twelve (12) care givers. The centre received 
patients from LE in May 2016 eight (8) of which were 
males and eleven (11) females. The inspectors were 
informed that all female patients were transferred 
to Thuli Mbali (another branch of the centre).

PATIENT ADMINISTRATION

During inspection it was found that some of the 
systems for the admission / discharge or records 
with patients` information and details; death 
registers and reports; contacts of next-of-kin; 
transfer register / letters were in place albeit being 
recorded informally. Furthermore, it was easy for the 
team of inspectors to obtain patients’ information 
and details. 

CLINICAL CARE INCLUDED: 

The following was identified by the team of inspectors, 
during the inspection: Risk assessment-pressure 
sores/ Morse fall; Care plans; Fluid administrations; 
Meals/feeding records were all not done nor 
recorded. Vital data monitoring; Progress notes; 
Care rounds notes were recorded on a monthly 
basis for routine patients and on a weekly basis 
for patients with chronic illnesses. Multidisciplinary 
team care and Emergency medicine trolley were 
not available at the centre. MHCA records were not 
complete from when patients were received form 
LE.

AVAILABILITY OF MEDICATION INCLUDED:

Storage; Administration and Controls; Stock control, 
however, the team of inspectors found that the 
centre had introduced a new system of medicine 
control and administration. Moreover, other 
administrative procedures were not in place.

CLINICAL GOVERNANCE INCLUDED:

The team of inspectors found that facility had 
no proof of conducting clinical audits in relation 
to clinical meetings’ records / minutes; Quality 
forums meeting records including discussions on 
complaints; Complaints management: Procedure 
/ Recorded / lodged/ escalation. Systems for 
ollaboration with Family; collaboration with service 
providers including Outreach Programs / Policy 
were also not in place.

SAFETY AND SECURITY

There was fencing around the premises with 
access control.  The centre was found to be 
difficult to access from the main routes. The team 
of inspectors found that pathways within the centre 
were well maintained. The team of inspectors 
observed obvious Safety Hazards, however, 
the centre indicated that repairs will soon be 
conducted (e.g. low lying ceiling and access door 
leading to the garage). There is a Security System 
in place to ensure safety of patients. Legible and 
updated list of emergency numbers was available 
on request.  The centre manager informed the 
team of inspectors that the GDoH came about six 
(6) times to assist with the renovations.

RISKS FACTORS IDENTIFIED DURING INSPECTION

The centre is situated in a busy township which may 
be prone to common dangers afflicting an ordinary 
community.  The team of inspectors also learnt, as 
a risk, that patients did not have Identity Documents 
and the centre does not have the contact details 
of the patients’ next-of-kin and/or family members

TUMELO 2 (TUMELO1 SEEN) MIDRAND/TEMBISA  
Date of inspection: 01 November 2016

Number of deaths: 01

STAFF DETAILS AND CAPACITY

The team of inspectors learnt that the centre 
manager has no health background. Further 
that an Auxiliary Nurse was in charge of patient 
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management and care. On the day of the 
inspection, the team of inspectors was advised 
that the Auxiliary Nurse employed at the centre was 
on leave. The team of inspectors found untrained 
care workers taking care of the patients and were 
also informed that the care workers had expressed 
to the centre manager their fears in taking care of 
the mentally-ill patients.  

PATIENT ADMINISTRATION

On inspection, the team of inspectors found no 
patient administration system in place. 

HEPHZIBAH, RANDFONTEIN    
Date of inspection: 2nd November 2016

Deaths: 04 in May and August

CORPORATE DETAILS

The centre was found to have been registered 
as an NPO in 2015. The name of the centre was 
incorrectly spelled on the license issued in terms 
of section 5 of the MHCA. Furthermore, it was 
found that the centre had been issued with two (2) 
licences, on the same date, however, the licenses 
were signed by two different officials of the GDoH.  
The centre started operating and receiving patients 
in April 2015. However, a copy of the signed 
Service Level Agreement between the GDoH and 
Hephzibah was not available on request.

STAFF DETAILS AND CAPACITY

The team of inspectors learnt that the centre 
previously had a Professional Nurse working part 
time due to financial constraints. It was also learnt 
that the centre manager was a former employee 
of LE. The staff complement of the centre also 
included a retired Enrolled Nurse who is in charge 
of care and administration of medicine, two (2) 
Auxiliary Nurses, one (1) working day shift and whilst 
the other one (1) is responsible for the night shift. 
The team of inspectors also found that the nursing 
staff at the centre had clear job descriptions and 
are allowed time off duties. 

PATIENT ADMINISTRATION

It was learnt during inspection that all patients who 
died at the centre had existing medical conditions 
e.g. cancer. They were hopeful that with their 
care patients would be better. They were seen 
by Doctors at LE, they did not get patients reports 
from LE but got a discharge report. Patients were 
being seen by the doctor at the clinic; manager 
shared concern that at LE patient had easy access 
to the medical doctor and psychiatrist Schedule 
made for clinic visits for psychiatrist visits at different 
hospitals. Centre had their transport for patients 
visiting

REBAFENYI 1 AND 2 SCHURVEBURG –   
BROEDERSTRROM     
Date of inspection: 23rd November 2016

REBAFENYI 1

Deaths: 0

CORPORATE DETAILS

The centre was found to be operating in rented 
residential premises. The centre also failed to 
produce to the inspectors a copy of the signed 
Service Level Agreement between the GDoH and 
Rebafenyi. 

PATIENT ADMINISTRATION

The team of inspectors was informed that the 
centre received fifty (50) Male patients in May 
2016. Three (3) of the patients were later transferred 
to Weskoppies Hospital, leaving the centre with forty 
seven (47). The team of inspectors was advised that 
Nonhlanhla (Noni) is the person in charge of the 
centre, who was said to be in a workshop, at the 
time of inspection. The team of inspectors was also 
advised that there is only one (2) Professional Nurse 
who shares shifts between the two (2) Rebafenyi 
houses and further that  there was no Professional 
Nurse on-site on receipt of patients from LE. 
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The team of inspectors also discovered that in 
Rebafenyi house 1 a general male worker was 
active in patient management and care as well 
as administration of medication to patients. The 
team of inspectors also learnt that a Staff Nurse 
who was employed by the centre, working from 
Monday to Friday, had left in July. The general male 
worker had a good account of events from the 
date and time of arrival of patients from LE. He also 
explained to the inspectors how he took care of 
meal and medication. There centre also had two 
(2) Auxiliary Nurses per shift, who provided care and 
administered medication to patients, and care 
workers.
 
The team of inspectors was advised that patients 
are seen by a Doctor at the local clinic.  However, 
for patients to be seen by a Doctor is a challenge 
due to clinic schedule. The centre also advised the 
team of inspectors that the local clinic only wants to 
see patients every six (6) months. Further that minor 
ailments are sent to the clinic and that prescriptions 
were reviewed in July 2016 and next review will be in 
February 2017. However, the Doctor at Bophelong 
(Dr. Padayaachee) only examines three (3) patients 
per visit. As a result, the centre had to take its 
patients for examination in at Atteridgeville Clinic 
(Dr Maree). 

CLINICAL GOVERNANCE  

The inspectors found that vital data was being 
monitored on a weekly basis. Medication was pre 
packed and identified by patient name and each 
patients’ script was included in the pack. The centre 
demonstrated an arrangement with local taxi 
owners for patients’ transport to and from clinics. 
There were reports of two (2) incident of wrong 
medication being administered to patients.

RISKS FACTORS IDENTIFIED DURING INSPECTION
The team of inspectors identified a risk of patients 
becoming aggressive. Further that lack of 
complaint management system, communication 
lines with the patient’s next-of-kin was also a risk. The 
inspectors were also informed that restless patients 
keep staff awake at night and this may lead to 
exhaustion  

REBAFENYI   2      
Date of inspection: 23rd November 2016

Death: 02

CORPORATE DETAILS

The centre was found to be operating in rented 
residential premises. The centre also failed to 
produce to the inspectors a copy of the signed 
Service Level Agreement between the GDoH and 
Rebafenyi. 

STAFF DETAILS AND CAPACITY

The team of inspectors was informed that the centre 
manager is Lerato Seabi but owner and/or director is 
Tiisetso, whose surname was not disclosed thereto. 
The centre manager has no health background.

The centre was found having thirty seven (37) patients 
who were all from LE. Initially fifty one (51) patients 
were received at the centre, however, some of the 
patients were transferred to Weskoppies. The team 
of inspectors found that there was an Enrolled 
Nurse in charge of patient acre and management 
and was employed starting from the 27th October 
2016. The team of inspectors was advised that 
there was a Nurse who had resigned prior to the 
appointment of the Enrolled Nurse. 

The centre has been licensed to care for fifty five 
(55) patients and has only received fifty one (51) 
in 17 June 2016. The team of inspectors observed 
that only a care worker employed at the time of 
receiving patients. Some of the patients were 
transferred to Weskoppies Hospital in November 
2016, however, one (1) patient died in the Hospital 
whereas the other one (1) absconded. The team 
of inspectors also observed that the care worker 
was assisted by the centre manager to administer 
medication and handling of patients records.  The 
centre also failed to produce to the inspectors 
a copy of the signed Service Level Agreement 
between the GDoH and Rebafenyi.
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PATIENT ADMINISTRATION

It was observed that the untrained care worker 
was responsible for basic patient care. Further 
that patients at the centre were high functioning 
though some there were in need of assistance. The 
team of inspectors was informed that patients who 
relapsed were transferred to Weskoppies Hospital 
for further treatment and care. 
  
CLINICAL GOVERNANCE  

The team of inspectors found that clinical 
governance systems at the centre were not in 
place.

SAFETY AND SECURITY

The team of inspectors found that the centre 
operated in a residential area, on a plot area 
outside Pretoria with a big yard with advanced 
security fencing around the yard. 

RISKS FACTORS IDENTIFIED DURING INSPECTION
 
The team of inspectors found that the unstable 
payment of salaries predispose to insecurity 
which may lead to abandonment of services by 
the employees. Vitals monitoring, a functioned 
performed by an Enrolled Nurse was conducted 
by a care giver, with no training in the nursing field. 
The team of inspectors also identified the difficulty 
in confirming the number of patients as a risk to 
the management of patients count. Some patient 
were received from LE without demographic 
information. 

DOLPHIN ACRES – MIDRAND    
Date of inspection: 23rd November 2016

DATE OF INSPECTION: 23 NOVEMBER 2016

Death: 0

CORPORATE DETAILS

The centre started its operations in January 2004 
with one (1) patient who needed special care. 
In 2006 the centre was registered as an NPO. 

On inspection, there was a valid Service Level 
Agreement entered into between GDoH and 
Dolphin Acres.

STAFF DETAILS AND CAPACITY

The centre has been licensed for fifty (50) bed 
capacity and has been divided as follows: forty 
three (43) Psychiatric and seven (7) geriatric 
beds. On inspection, the centre was found 
to have 39 patients. Further that there was no 
nursing professional responsible for patient care 
and management. The team of inspectors only 
found care givers assisting with patient care and 
administration of medication.  The centre manager 
has no health background.

PATIENT ADMINISTRATION

The team of inspectors found that most of the 
patient administration systems were in place at the 
centre. 

SAFETY AND SECURITY

The premises were found to be fenced well 
around and access thereto is well controlled and 
monitored. The yard was found to be spacious to 
allow free movement. 

RISKS FACTORS IDENTIFIED DURING VISIT 

The cabin rooms were found to have stair cases 
which posed the risk of harm on patients. Electrified 
fencing on the premises may be used by patients 
for self-harm in extreme cases.

EL SHADDAI CENTURION     
Date of inspection: 31st November 2016 

Deaths: 0

CORPORATE DETAILS

The centre was found to have been registered as 
an NPO under the registration number 171-240 NPO 
and started its operations on the 07th of June 2016. 
A copy of the signed Service Level Agreement 
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between the GDoH and El Shaddai was provided 
to the team of inspectors during inspection.  The 
team of inspectors was advised that there is a 
Board of Directors, however, on request, the centre 
failed to provide the list thereof.

STAFF DETAILS AND CAPACITY 

The centre manager was found to be a Professional 
Nurse. The centre has been licensed as for seventy 
(70) bed capacity, however, she only received 
fifty patients from LE. The team of inspectors 
were advised by the centre that, due to lack of 
capacity at Tshepong Centre, some patients were 
transferred from Tshepong Centre into El Shaddai. 
Further that Fourteen (14) patients were HIV positive 
and the centre was able to identify the patients 
through the type of medication received from LE. 

The centre manager informed the team of 
inspectors that she was a volunteer worker for twenty 
one (21) years and that GDO approached her 
in February 2016 with the proposal for housing of 
mentally ill patients. On interview by the inspectors, 
the centre manager also highlighted her visits to 
Weskoppies Hospital and other institutions to learn 
about the management and care of mentally ill 
patients. Furthermore, the centre manager had 
a clear criteria for the selection of patients to be 
cared for at the centre.

The team of inspectors was also informed that 
patients came in different groups between the 
15th of May 2016 and the 19th of May 2016 
respectively, however, all patients received were 
females. The team of inspectors was also informed 
that centre only had untrained caregivers on arrival 
of LE patients. 

PATIENT ADMINISTRATION

Systems for admission / discharge or records with 
patients` information and details; death registers 
and reports; contacts of next-of-kin; transfer register 
/ letters were well organised at the centre, at the 
time of inspection.

CLINICAL CARE INCLUDED:

Risk assessment for pressure sores/falls/violence/
aggression; Care plans; Progress notes; Care 
rounds notes Patients are supervised under a 
programme and are involved in activities of daily 
living (ADL). A behaviour modification system was 
found to be in place at the centre.

AVAILABILITY OF MEDICATION INCLUDED:

Storage; Administration and Controls; Stock control.

CLINICAL GOVERNANCE 
 
Clinical governance systems were well organised 
and functional at the time of inspection. Patients’ 
relatives were contacted by the centre, however, 
only four (4) families responded but others were 
not cooperative. The team of inspectors was also 
informed that a Social Worker from Laudium was 
requested to intervene on the challenge faced 
with the families. Moreover, GDoH was requested 
to send a psychiatrist for reviewing of the scripts on 
a quarterly basis. 

SAFETY AND SECURITY

The team of inspectors observed no signage to the 
premises. The team of inspectors was also informed 
that the property is rented through an agency 
and there will be a five (5) year lease agreement 
entered into between the centre and the landlord 
(owner of the premises). Fencing; Access Routes 
& Pathways; Obvious Safety Hazards; Security 
System (Guards / CCTV); Access Control as well as 
a legible and updated list of emergency numbers 
were observed at the centre. 

RISKS FACTORS IDENTIFIED DURING VISIT 

The team of inspectors were informed by the centre 
that, some of the patients were state patients (SP) 
with history of having committed crimes and their 
families were thus not keen on having them visit 
them. Further that five (5) patients did not have 
Identity Numbers and as a result, Social Security 
Grants would be registered and received on their 
behalf. 
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The team of inspectors made the following 
general findings:

On Psychiatric Skills, Training or Experience of 
Staff

•	 Only two (2) psychiatrically trained nurses 
in all the NGOs involved in care of patients 
(Tshepong, Takalani). Two (2) of the NGO 
managers were experienced in taking care of 
mentally ill patients (Mosego and Hephzibah) 
and one (1) of the centre managers was a 
nursing sister prior to working in an NGO (Al 
Shadai). The centre manager of Anani had 
previously worked in trauma counselling.

•	 All Enrolled Nurses and Auxiliary Nurses 
employed at centres where there are no 
Professional Nurses are at risk of breach of 
professional conduct by acting beyond the 
approved scope of practice.

•	 Most NGO were doing other functions before 
taking up mental health work. This happened 
at times because they were approached and 
requested to render or because they heard 
NGOs were required.

On Compliance with the MHCA

•	 Mentally. None of the NGO had complied 
with the provisions of the MHCA on care 
and management of mentally ill patients. 
Discharges, transfer and inter-changing of 
patients between the NGOs took place without 
taking into account the provisions of the MHCA.

•	 All patients transferred from LE without any 
records and/or identity documents were 

transferred or discharged in breach of the 
MHCA. 

•	 All NGOs do not have resident doctors who 
would take care of the role. No patients had 
periodical reports reviewed while at NGOs. A 
few patients had review reports (MHCA form 11) 
when they were transferred. 

On Lease Agreements: 

•	 Some NGOs had rented the premises, 
however, the NGOs failed to provide the team 
of inspectors with valid Lease Agreements, on 
request (Anchor, Rebafenyi -all 3, Al Shadai, 
Lapeng 1). This therefore may mean that no 
Lease Agreements were entered into for the 
premises, as a result, patients were at risk of 
being evicted from the premises.

On location of the premises and access:

•	 Some of the centres were found to be residential 
homes in the township (Sebo Sa Rena, Solutions 
care, Thekganang, Hephzibah).

•	 Some were found to be residential homes in 
suburban areas, not fit for purpose (Rebafenyi 
3, kanana-all 3, al Shadai, Buhle, Shamah, 
Tumelo 2).

•	 Some of the centres were found to be isolated 
from the normal transport means for relatives 
to access (Rebafenyi 1&2, Kanana-all 3, El 
Shadai, Buhle, Shammah, Tumelo 2). 

On licences:

•	 The process of licensing of the NGOs was 
flawed and dishonest in other instances (some 

11 GENERAL FINDINGS
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NGOs were reportedly asked to increase 
the bed capacity to cater for the number of 
patients allocated and late be issued with an 
amended license catering for the extension). 

•	 Other NGOs were operating under different 
names to those on the licences issued in terms 
of section 5 of the MHCA.

•	 Licenses provided by the NGOs were issued 
and signed by a GDoH official who did not 
have the authority to do so.

•	 NGOs operated under illegal and/or invalid 
licenses.

Contracts (SLA):

•	 Most NGOs acknowledged the responsibility 
between the parties to enter into a Service Level 
Agreement (SLA) they had to have contract 
agreements, however, not all NGOs has valid 
SLAs. 

•	 On realisation of the ongoing investigation, the 
GDoH attempted to temper with the evidence 
and/or SLAs in some NGOs.

•	 Some NGOs operated without entering into 
valid SLAs with GDoH detailing the service levels 
as well as roles and responsibilities.   

On Patient care challenges experienced on 
receipt of patients at NGOs:

•	 Lack of nursing staff to care and manage 
patients’ needs especially medication and 
records.

•	 Most of the nursing staff was appointed long 
after patients were received in the centre. 

•	 Existing NGOs with previous subsidies and donor 
funding were able to employ required health 
professionals as well as sustain the functions.

•	 NGOs managed by health professionals had 
patient management systems in place and 
provided better care to the patients.

•	 NGOs managed only by care givers did not 
have proper systems of care in place.

•	 Some patients relapsed due to the poor quality 
of care at NGOs. 

On Security of Employment

•	 Care workers were mostly untrained by formal 
means and were initially volunteers at the 
centres. 

•	 Most NGOs had no employment contracts as 
well as job descriptions for the employees.

•	 Mosego and Takalani centres had contracts of 
employment with their staff that were annually 
renewable. 

•	 Temporary employment and volunteering 
raised concern as there was no security of 
employment, the employees could at any 
given time leave for better employment offers. 

•	 The delay in payment of subsidy by GDoH 
led to the financial distress suffered by most 
NGOs as well as the inability to employ health 
professionals to provide care to the patients.
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On Financial resources:

•	 NGOs that had been in existence for prior to the LE transfer were better able to manage the financial 
constraints encountered prior to receiving funding from GDoH.

•	 Some of the NGOs converted family homes into centres of care an action which required financial 
resources.

•	 Other NGOs viewed the transfer as a business opportunity not to be missed, notwithstanding the financial 
capacity to manage and care for the patients.

•	 Some NGOs were keen to either rent new premises or convert their homes into centres of care (Bophelong 
Mashimong / Suurman, Solutions Care, Thekganang, Kanana). 

•	 The delay in subsidy payment by GDoH contributed to the poor quality of care.

•	 Some of the NGOs were not financially stable and ready for a project of this nature.
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