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The purpose of the investigation by the Expert Panel was to determine the truth, in as far as it could be 
ascertained, in relation to the facts, contributory factors and causes of death as well as the circumstances 
surrounding the deaths of the identified 36 mentally ill patients in Gauteng.

 

PURPOSE OF THE INVESTIGATION1
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2.1 Acronyms and abbreviations

CCRC  Cullinan Care and Rehabilitation Centre

CEO  Chief Executive Officer of the Office of Health Standards Compliance including   

  anyone appointed to act in that capacity

CMHS  Community Mental Health Services

CTR  Care, Treatment and Rehabilitation

ID  Intellectual Disability

GDoH  Gauteng Department of Health

GDMH  Gauteng Directorate of Mental Health

HAI  Health Advanced Institute

LE  Life Healthcare Esidimeni

MAC  Ministerial Advisory Committee

MEC  Member of the Executive Council (for Gauteng Health is implied)

MHCA  Mental Health Care Act No. 17 of 2002

MHCU  Mental Health Care User (used interchangeably with “patient” in the text)

MH Policy National Mental Health Policy Framework and Strategic Plan 2013 – 2020

MNS  Mental, neurological and substance use disorders

MOA  Memorandum of Agreement

MOU  Memorandum of Understanding

MHRB  Mental Health Review Board

MNS  Mental, Neurological and Substance Use Disorders

NDoH  National Department of Health

NGO  Non-Governmental Organisation (equivalent to “residential care homes”)

NHI  National Health Insurance

NPO  Non-Profit Organisation (interchangeable with ‘NGO’)

OHSC  Office of Health Standards Compliance

PHC  Primary Health Care

SADAG South African Depression and Anxiety Group

SAFMH South African Federation for Mental Health

SASOP  The South African Society of Psychiatrists

SLA  Service Level Agreement

TOR/s  Terms of Reference

2 GLOSSARY OF ABBREVIATIONS AND 
TERMINOLOGY USED
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2.2 Definitions 
(Includes definitions adapted from the MH Policy1 and the MOA between the GDoH and NPOs2)

Assisted Care Treatment and Rehabilitation (CTR): The provision of health care under the MHCA 
to people who lack the capacity to make an informed decision due to their mental health status 
or intellectual ability and who do not refuse the health care.

Assisted Mental Health Care User (MHCU): A person receiving assisted CTR under the MHCA.

Care and Rehabilitation Centres: Health care facilities established for the CTR of people with 
intellectual disabilities.

Care-worker: Voluntary staff member, usually a lay person, at an NGO who provides basic health 
care, including mental health care, to the residents of that NGO.

Community-based care: CTR that is provided outside of institutional and hospital settings, as near 
as possible to the places where people live and work. This includes CTR provided by District Health 
Care Facilities to people living in residential homes within the community.

Community Mental Health Services: Mental health services delivered at the community level, 
supported by psychiatrists and specialist mental health professionals and incorporating the provision 
of residential care homes, day care facilities, ambulatory psychiatric care and primary mental 
health care.

Day care facility: A facility, building or place which provides lay supervision, rehabilitation and /or 
some form of occupation to MHCUs during daytime hours. These may be staffed by care-workers 
and occupational therapists or occupational therapy assistants.

Expert Panel (also referred to as “the Panel”): The investigative Expert Panel established by the 
Ombudsman of Health at the request of the Minister of Health for the investigation herewith reported 
on.

Health Care Facility: A community health centre, clinic, hospital or any institution which provides 
health care in any form including that of treatment, nursing care, rehabilitation, palliative, 
preventative or other health services to members of the public.

Involuntary CTR: The provision of health interventions under the MHCA for the period in which a 
person lacks the capacity to make an informed decision due to their mental health status and/
or intellectual disability and who refuses the health interventions but requires such interventions for 
their own protection and/or the protection of others.

Involuntary MHCU: A person receiving involuntary CTR under the MHCA.

MEC for Gauteng Health (referred to as the “MEC”): The Member of the Executive Council for 
Gauteng in the Health Portfolio. 
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Medical Practitioner: A person registered as such in terms of the Health Professions Act, 1974 (Act 
No. 56 of 1974) as amended.

Medium to long-stay facilities: Health care facilities which provide long term care with 24-hour 
skilled nursing care for people with severe mental illness and /or neurological disorders who lack the 
capacity to independently care for themselves, such as Assisted MHCUs. Medical and specialist 
psychiatric care is provided on site by visiting doctors. These facilities include long-stay hospitals 
and nursing homes.

Mental Health Care Practitioner: A psychiatrist or medical practitioner or a nurse, occupational 
therapist, psychologist, or social worker who has been trained to provide prescribed mental health 
CTR services.

MHCA Status: The status of a MHCU according to the MHCA: i.e. as an assisted, involuntary or 
voluntary MHCU.

National Health Amendment Act:  The National Health Amendment  Act, 2013 (Act No.12 of 2013)

Ombud: The person appointed as Ombudsperson of Health in terms of Section 81(1) of the National 
Health Amendment Act  

Residential care home: A home in a residential area for voluntary MHCUs who are unable to live 
independently and who require a structured, supportive home environment. These are staffed 
by care-workers, administrative personnel and a visiting or part time nurse. They include group 
homes and are referred to as ‘NGOs’ in this document. Ambulatory medical and psychiatric care 
is generally provided off-site by the nearest district clinic or hospital.

Terms of Reference: Plans, courses of action or guiding principles intended to influence or determine 
decisions or actions of relevance to the objective of OHSC and the Health Ombudsperson

Voluntary CTR: The provision of health interventions to an individual according to his/her health 
care needs who has the capacity to make an informed decision and consents to the respective 
health care. The MHCA is not invoked in such instances, or the MHRB is notified of the change in 
MHCA status via a Form 03 or 13B.

Voluntary MHCU: A person receiving voluntary CTR.

Voluntary Staff: Persons who are not formally employed by the NGO, but who regularly assist in the 
delivery of services to those with severe psychiatric disability resident at the NGO and who may 
be paid an honorarium or compensated in recognition of expenses incurred in providing that 
assistance.
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SPECIFIC TERMS OF REFERENCE3

3.1  Composition of the Expert Panel

Bodemer, Wilhelm (Prof): Psychiatrist*
Janse van Rensburg, Bernard (Prof): Psychiatrist
Mkize, Dan (Prof): Psychiatrist
Nkonzo-Mtembu, Lulama (Dr): PhD (Soc Sc); Mental Health Clinical Nurse Specialist (Chairperson)
Rangaka, Thabo (Dr): Psychiatrist
Robertson, Lesley (Dr): Psychiatrist (Deputy Chairperson)
Seape, Sebolelo (Dr): Psychiatrist
Shasha, Welile (Prof): Public Health Consultant
* Resigned from the Expert Panel midway of investigation process due to personal reasons.

3.2  OHSC Personnel

Makgoba, Malegapuru (Prof): Health Ombudsperson.
Jiyane, Linda (Ms): Executive Assistant/Coordinator for the Expert Panel.

3.3  Requirements of the Expert Panel

The Expert Panel was required to:

a) Investigate the causes and contributing factors for the deaths of 36 (were 38 at the start of  
 the investigation) patients in Gauteng as reported to the Parliamentary legislature by the  
 MEC of Gauteng Health.
b) Investigate the process followed in the transfer of the patients from LE to the one hundred  
 and twenty-two (122) NGOs around Gauteng.
c) Examine the ability of the NGO’s to house and care for the psychiatric patients.
d) Investigate whether human rights, dignity and security of the psychiatric patients were   
 observed at NGOs.
e) Attend expert panel meetings as and when required.
f) Analyse any relevant document, including clinal records related to the investigation and  
 conduct necessary interrogations thereof.
g) Report on the findings and irregularities discovered during the investigation, and 
h) Make recommendations relating to the findings. 
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INTRODUCTION4

4.1  Background information available to the Expert Panel

Background information on the events leading up to the termination of the contract with LE and the 
process that followed thereafter was made available to the Expert Panel by the following bodies:

a)  The GDoH, which provided a Summary Report compiled by the GDMH.3

b)  LE, which provided copies of the Termination of Contract between the GDoH and LE,   
     the renegotiation of the contract with respect to the Baneng LE Centre for children and     
     adolescents and the 2014 audits and feedback from the GDMH of the different LE centres. 
c)  The HAI, which provided an executive summary of their Life Esidimeni Report.4

d)  The SASOP, which provided copies of the following (all available from SASOP on request):

i. A letter sent in April 2015 by the Clinical Heads of Units in the Central Academic and   
 specialised psychiatric hospitals to Dr Manamela; 
ii. A letter sent in July 2015 by the SASOP Southern Gauteng Subgroup to the Gauteng   
 MEC for Health; 
iii. A formal request for a meeting with the MEC made in October 2015 by the SASOP   
 Public  Sector Psychiatrists in Gauteng; 
iv. The Settlement Agreement between the GDoH, SADAG and LE following the court   
 interdict in December, 2015; 
v. The outcome of the court interdict served in April, 2016. 

4.1.1 Summary report by the GDoH

Salient features of the Summary Report, which was compiled by the GDMH, are as follows:

a)  The aim of terminating the contract between the GDoH and LE was twofold: 
 
i. To improve cost sustainability.

The budgeted cost of care at LE for the 2014/2015 financial year was R 320 per day per MHCU, 
amounting to R 9920 per month per MHCU. However, each year since 2011/2012, expenditure 
had exceeded the budget allocation. In 2014/2015, the budget allocation was R 251 695 000 for 
approximately 2200 MHCUs. However, the actual expenditure for the year was R 323 713 000, an 
excess of R 72 018 000. 

The report alludes to budgetary constraints of the GDoH, the Auditor General (AG) and non- 
compliance with financial management prescripts as precipitating the “decision to totally take 
back the users from LE facilities” and to terminate the contract with LE. However, the reasoning 
behind the AG’s queries and the link to LE is not explained.

ii. To upscale Community Mental Health Services (CMHS).
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According to the report, the GDoH used the termination of the contract to improve CMHS by 
licensing new NGOs, improving community based CTR and mobilising community based resources. 
These were done in line with the requirements of the MH Policy and the MHCA No. 17 of 2002 to 
provide the least restrictive form of care and to explore all possible avenues of outpatient care 
before inpatient care is undertaken. 

The greater cost-effectiveness of community-based CTR is also cited, against the background of 
increasing health care costs, budgetary constraints and that the GDoH had been placed under 
administration. With these considerations, “Life Esidimeni was one of the sections noted to can 
assist in cost saving, the condition and improvement of the life of the users who can be managed 
at the lower level of care such as NGOs was considered.” 

b)  A further reason given for the termination of the contract was that the bed capacity had not 
been reduced since 2008, despite the stipulation that they be reduced by 200 beds a year. Instead 
bed capacity had remained at 2260 from 2008 until September 2015, when the LE Witpoort facility 
was closed. The lack of reduction in bed capacity was ascribed by the GDMH to the inability of 
discharged MHCUs to adapt to living in the community and their consequent readmission.
 
c)  In order to implement the termination of the contract, the GDoH put together an “LE Project 
Team” of 25 government employees to drive the “process of termination.” Two periods were 
described for the project:

i. The “project period” refers to the nine months from 1st October, 2015 to the 30th June,   
 2016.
ii. The “implementation period” refers to the period in which the majority of patients were   
 moved from LE to other placements and was from the 1st April to the 30th June, 2016.

d)  Factors which put the project at risk identified by the LE Project Team included:

i. Fears and anxiety of family members;
ii. A risk of overcrowding hospitals if MHCUs were to relapse;
iii. Poor co-operation by LE staff as they were to lose their jobs;
iv. Delays in renovating psychiatric hospitals and government buildings;
v. Insufficient existing NGOs to accommodate the numbers of MHCUs to be moved;   
vi. Inadequate  resources of newly established NGOs and inadequate supplies and access  
 to medication; 
vii. Possible fraudulent behaviour of NGOs;
viii. Delays in other provinces and countries in fetching their patients from LE.

e)  Challenges faced by the GDoH in implementing the project included:

i. Opposition to the project by a “group”, with negative use of answers provided to the   
 Gauteng Provincial Legislature to raise public concerns and instigate hospitals and NGOs 
 to not cooperate.
ii. Negative media publicity.
iii. Protest marches and picketing, with two marches prior to placement and another when  
 placement was almost complete. 
iv. Court cases. 
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Two court interdicts were made by SADAG, the SAFMH, SASOP and Section 27. The first, in December 
2015, was settled out of court. The second, in April 2016, was dismissed with costs in favour of the 
GDoH. 

A third court case also took place between the GDMH and the CEO of the CCRC, who was alleged 
to have unlawfully appointed an unlicensed and unevaluated NGO (Siyabadinga) on the Cullinan 
hospital premises.

4.1.2 Life Healthcare Esidimeni documents

a)  Copies of the audits performed by the GDoH in 2014 of Waverley, Witpoort, Randwest, Randfontein 
and Baneng LE facilities were provided, together with the feedback of the audits. 

All audits revealed compliance with the SLA, with only a few recommendations by which to improve 
CTR. For all centres, increased attention and documentation by the LE social workers regarding 
family contact and preparation for discharge to NGOs was advised. An increased number of 
washbasins for handwashing by staff was also recommended for each centre. 

Additional recommendations made for the Randwest / Randfontein complex were for continuation 
of OT programmes after-hours and weekends and qualified physiotherapy supervision of 
physiotherapy assistants. For Waverley Care Centre, improved nursing protocols in the handover of 
patients between shifts was advised.

b)  The notice of termination of the contract written by the legal services of the GDoH cited the 
financial constraints of the preceding three years and the need to “prioritise mental health care 
user savings and improvement of services” in order to reduce costs. Failure of LE to meet the 
targets set by the GDoH was also cited as a reason for the termination of the contract and the 
strengthening of the NGOs. These targets were to discharge 5% of all MHCUs admitted before 2003 
and 15% of those admitted after 2003 annually. 

4.1.3 Executive report by the Health Advanced Institute4

The HAI was tasked with evaluating the compliance of LE in terms of the SLA with the GDoH. 
Amongst its findings were the following:

a)  With respect to the rehabilitation of MHCUs and their reintegration into the community, the HAI 
found that LE was not fully compliant with the SLA. However, this appeared to have been evaluated 
by interviewing LE staff with regards to their concept of the care they were to provide. It must be 
noted that the clinical potential for rehabilitation and community re-integration of the MHCUs at LE 
was not taken into account.

b)  Regarding the cost of care, that at LE was found to be lower than market-related health care 
costs in both clinical and non-clinical respects. The evaluation also found that the tariff increase 
requested by LE for the year at the time of the evaluation was far below market increases in health 
costs.
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4.1.4 Information from the SASOP

a)  On being made aware of the imminent termination of the contract between the GDoH and LE, 
the psychiatry heads of academic units and specialised hospitals detailed their concerns in letter 
to Dr Manamela in April, 2015. The concerns were described as “serious” and an “urgent meeting 
with the Honourable MEC for Health” was requested. 

The major concern raised was the “grave shortage” of CMHS, with an inability to support patients 
discharged from LE. A warning from the World Psychiatric Association that hospital beds should 
not be reduced before CMHS were developed was cited. A specific incident in 2009 in which 40 
patients discharged to an NGO in Southern Gauteng had to be taken back to LE within 2 months 
of the transfer was described as an example of a previous failed attempt to transfer patients “en 
masse.”

The clinical heads made the following predictions should the GDoH proceed to terminate the 
contract with LE:

i. An increase in acute hospital readmission rates due to relapse of psychiatric illness,   
 uncontained behaviour in the community, comorbid medical illness and a high risk of  
 physical injuries in the population group of MHCUs at LE.
ii. An increased average length of stay of inpatients at both acute psychiatric units and   
 specialised hospitals due to the lack of facilities able to manage relatively unstable   
 patients after discharge.
iii. An escalation of costs due to the much higher cost of general and specialised hospital  
 care  in comparison to LE care, higher re-admission rates and increased length of   
 hospital stay. 
iv. A likely increase in incarcerations, referrals for forensic observations and state patients due  
 to a higher risk of dangerous behaviours by poorly supported MHCUs.
v. A possible escalation of medico-legal claims related to the complications of sub-optimal  
 hospital and community-based care.

b)  As the GDoH persisted in its intention to terminate the contract with LE, despite the letter from 
the clinical heads and meetings held separately with the GDMH by clinical heads of units and 
members of SASOP, a second letter expressing concern was written, this time by the SASOP Southern 
Gauteng subgroup. The letter was addressed to the MEC and sent in July, 2015. 

The need for medium to long stay facilities with 24-hour nursing care for a subpopulation of MHCUs 
was explained. These MHCUs included those with severe psychiatric disorders, a poor level of 
functioning and lack of insight into their illness. The lack and inadequacy of NGOs, which are run 
mainly by lay people, to care for this group of patients was highlighted. In addition, attention was 
drawn to the gross insufficiency of current mental health care resources, especially the severe 
shortage of acute psychiatric beds in general hospitals (a deficit of 1200 beds in Gauteng was cited) 
and the lack of structured CMHS. That the prison waiting list had increased from 50 in January, 2012 
to 200 in April, 2015, with an increased rate from 2 patients/ month to 7 / month, was explained as 
evidence of an inadequately resourced and failing mental health care system.
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Comparable to the letter by the clinical heads of psychiatric units, that by the SASOP expressed fears 
of costly negative consequences. It was predicted that there would be an increase in demand 
for specialised hospital inpatient care and forensic psychiatric services. Current and worsening 
of human rights violations were intimated in that the already escalating number of incarcerated 
mentally ill would increase, as well as homelessness and revolving door patterns of care. Finally, a 
request was made that the MEC reconsider the decision and instead strengthen the CMHS and 
acute units in general hospitals.

c)  No reply was received by SASOP to the letter sent in July, 2015, and the notice of termination 
of the contract was issued by the MEC for Gauteng Health at the end of September 2015.5 In 
response to the press release, the SASOP southern and northern Gauteng public sector psychiatrists 
submitted another letter to the MEC in October, 2015. This time, simply requesting an appointment 
with the MEC and offering their expertise in working towards cost effective means of providing 
mental health care.

d)  The above attempts to engage with the MEC failed. In addition, various meetings held by the 
GDMH on separate occasions with advocacy groups, the SASOP and clinicians also failed to deter 
the decision to terminate the contract. Due to the grave concerns regarding the service related 
and human rights implications of the decision, and in an attempt to ensure that discharges did 
not occur without adequate preparation and capacity of the placement facilities so that there 
would be no loss in quality of care, a court application to interdict the GDoH’s decision was filed 
in December 2015 by SADAG, SAFMH, Section 27 and SASOP. The outcome of the interdict was 
a settlement agreement in which the parties would engage in discussions in order to reach an 
agreed plan for the placement of MHCUs from LE by the 31st January, 2016. The agreed plan was 
to be consistent with the constitutional imperatives on the GDoH, which were to endeavour that 
the MHCUs would receive health and other services at least equal in quality to that received at LE. 
The settlement agreement required that the GDoH did not place any MHCUs from LE in any other 
facility until a conclusion was reached.

e)  As no agreement was reached between the parties by the 31st January, 2016, and as the 
LE Project was now underway, a subsequent urgent court application by the respondents’ legal 
representation was made in March, 2016.  This was dismissed, with the judgement noting that 
individual doctors and mental health care practitioners, not the GDoH per se or the management 
of a facility, are responsible for the discharge of MHCUs. The assumption was that the MHCUs would 
be discharged by clinicians from LE according to their professional and clinical judgement of each 
case.

Notwithstanding the warnings made by advocacy and professional groups, the decision to 
terminate the contract was put into effect in April, 2016. The rapidity with which patients were 
moved from LE attracted media attention. Eventually, 36 patient deaths that occurred during the 
process became public knowledge and were brought to the attention of the Minister of Health, 
who requested the Ombud to investigate the circumstances of these deaths and the process that 
was followed. By the time the Expert Panel commenced their investigation, 38 deaths had been 
confirmed.
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4.2  Premature mortality amongst people with mental illness

Mortality rates tend to be higher amongst people with mental illness than the general population.6 
Most of the evidence is amongst people with schizophrenia, who on average die up to 15 years 
earlier for men and 12 years earlier for women than the general population. The cause of death 
is usually comorbid chronic medical illness. Cardiovascular disease accounts for about a third of 
premature deaths. Other causes include respiratory disease, diabetes mellitus, stroke and cancer. 
As smoking, sedentary lifestyles and poverty are more common amongst people with mental 
illness, increased mortality rates may also be attributed to these factors.

Epilepsy and dementia are independently associated with an increased mortality risk. People with 
epilepsy have a two to three-fold increased risk of death. This increased risk is greater, up to six-fold, 
in low and middle income countries and amongst the poor. The higher death rate is attributable 
to status epilepticus as well as drowning and burns secondary to seizures, although suicide is also 
more common amongst people with epilepsy than the general population. The risk of premature 
mortality is worsened by comorbid mental illness and / or cognitive impairment. Dementia is 
more commonly associated with death amongst the elderly. Common causes of death include 
pneumonia, urinary tract infections, bedsores, deep venous clots and chronic medical conditions.

Reasons for the excess mortality amongst people with neuropsychiatric disorders are complex and 
include biological risk factors for chronic medical disease and poor lifestyle behaviours with obesity 
and substance misuse. However, poor help seeking and poor clinical management, which has 
been shown in lower rates of preventative and interventional medical procedures amongst the 
mentally ill, contribute to the increase in mortality.

Excess mortality amongst psychiatric patients specifically after deinstitutionalisation or discharge 
from long term mental health care has been documented clearly in several countries.7-9 In Finland 
and Italy an increased risk of death after discharge in comparison to the general population for age 
and gender was found. The increased mortality rate was more marked in those with neurological 
disorders such as intellectual disability and epilepsy. The analysis in the United States revealed a 
47% increase in mortality rates amongst intellectually disabled people after transfer to community 
care in comparison to those who remained institutionalised.

The vulnerability of these patients means that extra care and attention should be paid to their 
physical as well as mental health, with accessible psychiatric and medical health care. Particularly 
close follow up is needed in the first 1 – 2 years after discharge from hospital. Integrated community-
based care is advocated as the best model for both prevention and treatment of the physical and 
mental illness in order to improve life expectancy. 

4.3 Requirements of the MH Policy for CMHS

The MH Policy operationalises the requirements of the MHCA of 2002 to provide accessible psychiatric 
care close to patients’ homes. The need to develop CMHS and strengthen district health services in 
general are given strong emphasis. The core components of the CMHS are described as including 
residential care homes, day care facilities and outpatient and emergency ambulatory psychiatric 
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care. In order to provide community based specialist care, support primary mental health care and 
facilitate continuity of care with psychiatric inpatient units, the CMHS are placed in an intervention 
pyramid (Figure 1) alongside the acute psychiatric unit and between primary health care below 
and more highly specialised psychiatric services above. 

Norms and standards are proposed in the cited documents of the MH Policy. A ratio of the psychiatric 
staffing of acute psychiatric units in general hospitals: CMHS of 2: 1 is recommended.10 Regarding 
bed capacity, the norms cited by the MH Policy recommend the following:

a) General hospital acute psychiatric beds of 28 / 100 000 population.
b) Medium – long stay beds for chronic severely disabled MHCUs of 10 / 100 000. 
c) Community residential care beds of 20 / 100 000 population.11

Figure 1:  Intervention pyramid of mental health services (MH Policy).
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Separate staffing norms cited by the MH Policy 10-12 to provide adult CMHS and child and 
adolescent CMHS. For adult services, human resource requirements are provided for two levels 
of service cover: a minimal level and a full service level.  The minimal service cover takes into 
account that South Africa is not in a financial position to provide CMHS to all people with mental 
illness. The norms for the minimal service cover for adult services are provided in Table 1, together 
with the results of an assessment made in mid-2015 of all the CMHS staff (serving adults, children 
and adolescents) in the district health services in Southern Gauteng.13

Table 1: Human resource norms and actual CMHS staffing in Southern Gauteng, June 2015.

CMHS = Community Mental Health Services; COJ = City of Johannesburg; MOs = Medical Officers;
OTs = Occupational Therapists; OTAs = Occupational Therapy Assistants.
*Primary Health Care OTs which may be referred to by the CMHS.

A discrepancy however exists between government health legislation, policy and plans regarding 
the deinstitutionalisation of people with severe mental illness and disability. Although the MH 
Policy provides a plan to fulfil the requirement by the MHCA 2002 to provide human rights based, 
accessible CTR to MHCUs close to their homes, no provision for specialist staffed CMHS is made 
in the Health Strategic Plan 2014/15 – 2018/19.14 In the Health Strategic Plan, only primary mental 
health care is provided for at community or district level, without specialist support. In addition, no 
resource allocation is made for the primary mental health care. Rather, the cost of this care is to 
be absorbed by the general primary health care budget. 

 

Type of Professional Norms to serve 2.7% of 
the adult population COJ Ekurhuleni Sedibeng West Rand

General Nurses 9.4 - - - -

Psychiatric Nurses 3.9 0.6 0.2 1.9 1.0

OTs 3.5 0.3* 0.4* 0.5* 0.4*

OTAs 7.4 - - - -

Social Workers 6.0 0.6* 0.5* 1.2* 1.6*

Psychologists 2.5 0.4 0.4 0.2 0.4

Psychiatrists 0.4 0.02 0.03 0.2 0.1

Registrars / MOs 1.8 0.2 0.2 0.5 0.4

Managers 0.5 0.02 0.03 0.1 0.1
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5 METHODOLOGY

5.1  Design of the investigation
A retrospective evaluation of the patients’ clinical records and reports available from the GDoH and 
LE was performed by the Expert Panel. Visits and interviews of managers and staff of selected NGOs 
were also performed. Permission was sought and granted by the NGO managers. The interview 
procedures were informal in nature, flexible, non-judgemental and allowed maximum participation 
by NGOs. Additional data was analysed descriptively regarding the transfer and deaths of the 
patients.

5.2  Data collection
A new data collection tool in the form of a questionnaire was developed by the Expert Panel based 
on the TOR. The questionnaire was made up of the following:  

a) Patients’ personal details.
b) Clinical psychiatric and medical diagnoses.
c) Patient’s physical and mental status prior to transfer.
d) The transfer process of the patient.
e) MHCA compliance on transfer of the patient.
f) Discharge details sent to the NGO.
g) Name and license status of the NGO.
h) Date and place of patient death.
i) Circumstances, causes and other factors contributing to the death of patient.
j) Assessment of ability and capability of the NGOs to provide quality care to the patient.
k) Observance of the human rights, dignity and security of the patient as well as good   
 governance throughout the process.  

5.3  Data sources
The following data sources were requested for the purpose of the investigation:

a) Records and documents from the GDMH and LE for the number and sites of patient transfers.
b) Mortality data from the GDMH and the OHSC inspectors. 
c) Completed Mental Health Care Act (MHCA) forms 03 and 11 from the MHRB.
d) Patient’s clinical records from LE and from the NGOs. 
e) Records from the GDMH for a complete list of the NGOs and the supporting district health  
 services.
f) Costs of care from the CEOs of Weskoppies and Sterkfontein hospitals and the CCRC.
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The only official data regarding the LE Project as a whole were those provided by the GDoH in their 
summary report. In order to be consistent, these were the data used throughout this investigation. 
They were however supplemented with additional data obtained either from LE or specific NGOs. 
Marked discrepancies between data sources became apparent during the investigation and are 
discussed later in the report. The clinical records made available from LE and the NGOs were often 
incomplete. They were supplemented by information obtained by the Ombud from the OHSC 
inspectors where possible.

6.1  Transfers from LE to NGOs and hospitals

According to the GDoH summary, the LE bed capacity of 2260 had remained unchanged from 
2008 to 2015. In September 2015, the Witpoort LE centre was closed and MHCUs were either 
discharged home or transferred to NGOs or to the other LE centres, and the bed capacity was 
reduced to 2060.  The bed occupancy was reported as such that there were 1812 MHCUs at LE at 
the start of the “project period,” with 295 of these being children and adolescents at the Baneng 
centre, for which the contract was continued.

However, only the placements of 1397 MHCUs transferred out of LE are accounted for in the GDoH 
summary report (Appendix 1). Of these, 217 were placed at the specialist academic psychiatric 
hospitals, Weskoppies and Sterkfontein. A further 141 were placed at the CCRC, a non-academic, 
district health care facility which provides long term primary and secondary level care for people 
with ID with 24-hour nursing. The remaining 1039 were placed at 27 different NGOs (Figure 2). The 
number of patients discharged home were not included in the report.

LE provided a data sheet of numbers of patients transferred out during the “project period.” 
According to their statistics, a total of 1450 were transferred out between October, 2015 and June, 
2016; with 817 transferred during the month of May (Figure 3).

RESULTS AND DATA ANALYSIS6



Page | 13 

Expert Panel Report for Health Ombudsperson on the investigation around the circumstances of deaths of patients at NGOs

	  

140	  

77	  

29	  
52	  

3	  
23	  

7	  
40	  

141	  

3	  
19	   16	  

1	   10	   13	  

83	  
57	   47	  

138	  

12	  
34	  

50	  

13	   10	  

96	  

1	  
28	  

186	  

28	   40	  

W
es
ko
pp
ie
s	  

St
er
kf
on
te
in
	  

An
na
ni
	  

An
ch
or
	  

Ar
ey
en
g	  

Bo
ka
ng
	  

Bo
ph
el
on
g	  
(M

am
el
od
i)	  

Bo
ph
el
on
g	  
(M

as
he
m
on
g)
	  

Cu
lli
na
n	  
ca
re
	  ce

nt
re
	  

Do
lp
hi
n	  
Ac
re
	  

El
sh
ad
ai
	  

Go
its
em

od
im
o	  

H
ep
hz
ib
ah
	  

Ka
na
na
	  

La
pe
ng
	  

M
os
eg
o	  
H
om

e	  
Od

ir
ile
	  

Pr
ec
io
us
	  a
ng
el
s	  

Re
ba
fe
ny
i	  

Sa
n	  
M
ic
he
lle
	  

Se
bo
	  sa

	  R
on
a	  

Sh
am

m
a	  
N
GO

	  
Si
ya
ba
th
an
da
	  

So
lu
tio

n	  
	  

Ta
ka
la
ni
	  

Th
ek
an
an
g	  

Th
ul
i	  H

om
e	  

Ts
he
ph
on
g	  

Tu
m
el
o	  

Ub
uh
le
	  B
e	  
N
ko
si
	  

N
um

b
e

r 

Facility 

Fig 2. Placements from LE facilities in Weskoppies and 
Sterkfontein Hospitals, Cullinan CC and NGOs/District 

institutions from 1 April to 31 October 2016 (GDMH data) 
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Fig 3. Monthly number of transfers out of LE during 
the "project period" from 1st October, 2015 to 30th 

June, 2016 (LE data) 

Figure 2: Placements from LE facilities in Weskoppies and Sterkfontein Hospitals, Cullinan CC and 
NGOs/District institutions from 1 April to 31 October 2016 (GDMH data).

Figure 3: Monthly number of transfers out of LE during the “project period” from 1st October, 2015 to 
30th June, 2016 (LE data).
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Two lists were provided by LE of patients transferred out from the Randfontein / Randwest complex and 
the Waverley Care Centre respectively. The lists were compiled by the LE social workers according 
to patient name, address and date of birth and utilised placement information provided by the 
GDoH. These inventories accounted for the transfers out of 1345 patients, 794 from the Randfontein 
complex and 551 from Waverley (Appendix 2).

Transfers between LE Centres prior to NGO placement were documented as well as patients whose 
placement was not known to the LE staff. At least 20 patients were transferred from Waverley to 
Randfontein prior to NGO placement (the Waverley list recorded 40, but only 20 of these were 
documented by the Randfontein social workers). Another 32 patients were transferred from Waverley 
to the Baneng Care Centre, 18 were discharged home from Waverley and 3 died at LE prior to 
transfer. The placement of 53 patients was not identified. From these two inventories, a total of 
1239 LE patients were documented as being placed at NGOs or hospitals. However, the figures for 
some of the NGOs are not consistent with the data provided in the GDoH summary.

On interviewing selected NGO managers, as described in Section 6.6, three NGOs reported 
receiving numbers of MHCUs which differed to both the GDoH report and the two lists from LE. 
These were Precious Angels, with 57 patients, Hephzibah with 30 patients and Takalani with 117. 
Siyabadinga, an NGO that was closed early in the LE Project due to alleged unlawful operation, 
received 73 LE patients as a subsequent transfer from the CCRC (information provided by the 
Ombud).

There were no formal patient registers available from the GDoH, LE or the NGOs from which to 
accurately ascertain initial placements and subsequent transfers, or the final number, of the MHCUs 
transferred out of LE.

6.2  Transfers after initial placement at an NGO or hospital

As, after the initial placement of MHCUs from LE, some MHCUs were transferred either from one 
NGO to another NGO or from NGO to hospital, information was requested of the GDoH regarding 
these transfers as well as the closure of certain NGOs. The GDMH responded with the following 
information:

a) 45 patients were transferred from one NGO to another after initial placement:

	 •		4	from	Elshadai	to	Bophelong,	Mamelodi	on	20/05/2016.
	 •		1	from	Elshadai	to	an	old	age	home	in	Soweto	at	family’s	request	on	16/07/2016.
	 •		11	from	Elshadai	to	Sebo	Sa	Rona	on	20/08/2016.
	 •		11	from	Anchor	Centre	to	Precious	Angels	on	20/06/2016.
	 •		1	from	Precious	Angels	to	Sebo	Sa	Rona	on	20/08/2016.
	 •		8	from	Sebo	Sa	Rona	to	Bophelong	Suurman	on	10/09/2016.
	 •		3	from	Ubuhle	Be	Nkosi	to	Rebafenyi	on	22/07/2016.
	 •		12	from	Anchor	Centre	to	Precious	Angels	on	06/07/2016.
	 •		4	from	Shammah	House	to	Bokang	on	12/10/2016	(as	reported	by	the	GDMH,	although.		
     Bokang was moved to Sterkfontein hospital on the 30/08/2016).
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b)  Some NGOs were “moved”, essentially relocated, into hospital wards in their entirety, i.e. the 
patients, carers, general workers and NGO managers were transferred to continue care within 
the hospital environment. In this situation, the hospital provided bed space and medical and 
psychiatric emergency cover.

These NGOs were:

•		Bokang	–	Moved	on	30/08/2016	to	Sterkfontein	Hospital	with	all	23	male	patients.
•		Siyabathanda	–	Moved	on	12/09/2016	to	Sterkfontein	Hospital	with	10	female	patients.	Two			
    patients were discharged home and one was placed in a general hospital.
•		Precious	Angels	–	Moved	on	19/09/2016	to	Kalafong	Hospital	with	13	of	their	patients.	Of	their		
    remaining patients, 10 were placed at Pretoria West Hospital, 10 at Weskoppies Hospital and 6  
    at Tshwane Hospital.

c)  Two NGOs were closed for renovation of the premises and the patients placed in those hospitals    
which had available space, as follows:
•		Bophelong	Suurman	–	closed	for	renovations	on	the	27/10/2016.	Thirty	patients	were	placed		
    at Weskoppies hospital, 6 at Bokang and one at the CCRC. (As noted above, the placement  
    at Bokang in view of the move of this NGO to Sterkfontein was not explained by the GDMH).
•		Anchor	Centre	–	closed	on	the	31st October and 27 patients were placed at CCRC.

d)  After the implementation period a total of 24 patients were admitted into acute psychiatric units 
due to a relapse of the mental illness. One of these was from Tshepong Centre. The other 23 were 
all	from	Rebafenyi	in	the	Tshwane	district	and	were	admitted	to	Jubilee	hospital	(N	=	5),	Kalafong	
hospital (N = 5), Pretoria West Hospital (N = 2), Tshwane hospital (N = 2) and Weskoppies hospital 
(N = 9).

Other transfers discovered by the Panel during the investigation, including that of an unknown 
number of patients initially placed at CCRC to other NGOs and of 20 patients from Anchor Centre 
to Precious Angels during September, 2016 were not accounted for in the response from the 
GDMH. In addition, no rationale was provided in the response for either the transfers of patients or 
the relocation of NGOs. 

6.3  Cost Comparison of LE and the placement facilities

Costs of care per day per MHCU differed dramatically between the different facilities (Table 3). The 
costs at Weskoppies, Sterkfontein and the CCRC were obtained from the respective CEOs. That 
at LE was provided by the GDoH in their summary report. Neither the GDoH report, nor the MOA 
between the GDoH and NGOs reflected the monthly subsidy per MHCU for NGOs. However, the 
NGOs reported receiving a subsidy of R 3 413 per month per MHCU as of October, 2016, which 
equated to approximately R 110 per MHCU per day.
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Table 2: Average cost per day per MHCU by facility.

Health / NGO care facility
MHCUs 
placed  

(GDoH data)

Cost per 
day per 
MHCU

Cost per month 
(31 days) per 

MHCU
Life Esidimeni (2014/2015 budgeted cost) 2200 R 320 R 9920
Weskoppies Psychiatric Hospital 
(2016 budgeted cost)

140 R 1 960 R 60 760

Sterkfontein Psychiatric Hospital 
(2016 budgeted cost)

77 R 1 386 R 42 996

Cullinan Care and Rehabilitation Centre 
(2016 budgeted cost)

141 R 1 486 R 46 066

NGOs (2016 government subsidy, approxi-
mate cost)

1039 R 110 R 3410

MHCU = Mental Health Care User, NGO = Non-Governmental Organisation.

6.4  Mortality data

The numbers of deaths at the placement facilities varied according to different sources.  

From the GDoH report, of the 217 MHCUs placed at the specialised psychiatric hospitals, two died 
at Weskoppies hospital, which is staffed with 24-hour on-site nursing and medical professionals. Of 
the 1180 transferred either to NGOs or to CCRC, 46 deaths were documented to have occurred 
by the 28th October, 2016. However, the Ministerial Advisory Committee had identified at least 
66 deaths during their inspection of the NGOs in September, 2016 (information provided by the 
Ombud).

The OHSC inspectors identified a total of 75 deaths which occurred between the 1st of April (the start 
of the “implementation period”) and the 31st October, 2016 (the cut-off date for the Expert Panel 
investigation). These were recorded per facility and per month (Appendix 3).  Of these 75 deaths, 
73 occurred amongst MHCUs who had been placed at NGOs and CCRC. Using the official figure 
from the GDoH of 1180 MHCUs placed at these facilities, the average percentage of MHCUs who 
died after the start of the implementation period was 7% (Table 3). Data from LE reflected a total 
of 54 deaths in 2015 and 78 in 2014 from April to October of each year. The average percentage 
of MHCUs who died at LE over the two years was 3.5%. The percentage of people who died at the 
NGOs and CCRC peaked in July and August, 2016 (Figure 4) and was in excess of the increase 
during the winter months at LE in 2014 and 2015.
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Table 3: Approximate death rate of MHCUs at NGOs and Cullinan in 2016 and LE in 2015 and 2014.

2016 MHCUs in NGOs and CCRC Apr May June July Aug Sept Oct TOTAL

MHCUs died  3 11 25 22 8 4 73
Total 1180 1177 1166 1141 1119 1111 1107 1075
Death Rate 0,000 0,003 0,009 0,022 0,020 0,007 0,004 0,07

2015 LE Apr May June July Aug Sept Oct TOTAL

MHCUs died 4 6 13 15 9 6 1 54
Total 1805 1805 1805 1805 1805 1805 1805 1805
Death Rate 0,002 0,003 0,007 0,008 0,005 0,003 0,001 0,03

2014 LE Apr May June July Aug Sept Oct TOTAL

MHCUs died 8 8 17 16 7 11 11 78
Total 1962 1962 1962 1962 1962 1962 1962 1962
Death Rate 0,004 0,004 0,009 0,008 0,004 0,006 0,006 0,04
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Fig 4. Average death rate of MHCUs per month from 
April to October at LE in 2014 & 2015 and at NGOs 

and CCRC in 2016 

2016	  Placement	   2015	  LE	   2014	  LE	  

Figure 5 depicts the number of placements at each facility and the number of deaths which 
occurred at that facility. These are expressed as a percentage per facility in Figure 6. The numbers 
of MHCUs placed according to the NGO reports are used in these two figures, and denoted by 
#. These are used as there were no figures for Siyabadinga and a figure of only one MHCU for 
Hephzibah from the GDMH. Note that the higher percentage at Bophelong – Mamelodi is related 
to the low number of MHCUs rather than a high number of deaths. 

Figure 4: Average death rate of MHCUs per month from April to October at LE in 2014 & 2015 and at NGOs and CCRC 
in 2016.
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6.5  Sample population

As the Expert Panel was requested to explore the causes and circumstances of 38 identified deaths 
at the start of the investigation, these served as a sample population of the overall deaths that 
occurred (Table 4). The date of death was ascertained in most cases by the NGO clinical records. 

In four patients it was taken from the OHSC inspector reports. To protect confidentiality a number 
was assigned to each patient for this report. All 38 had been placed in NGOs rather than in another 
hospital environment. Of the 38, one person died in May, five in June, sixteen in July, fourteen in 
August and two in September. Fifteen of the 38 deaths occurred at the NGOs, two arrived dead at 
hospital from the NGO and the remainder died in a general hospital.

Table 4: Date and place of death of the sample population.

Patient No. Date of death NGO placement Place of death
1 25/05/2016 Takalani Home CHBH
2 06/06/2016 Takalani Home Bheki Mlangeni Hospital
3 12/06/2016 Mosego Home NGO
4 22/06/2016 Mosego Home Leratong Hospital
5 25/06/2016 Rebafenyi Kalafong	Hospital
6 27/06/2016 Mosego Home NGO
7 01/07/2016 Takalani Home NGO
8 03/07/2016 Precious Angels NGO
9 05/07/2016 Precious Angels NGO

10 06/07/2016 Precious Angels Kalafong	Hospital
11 08/07/2016 Takalani Home Bheki Mlangeni Hospital
12 17/07/2016 Precious Angels NGO
13 18/07/2016 Precious Angels Pretoria West Hospital
14 18/07/2016 Takalani Home NGO
15 18/07/2016 Tshepong Centre Hospice
16 18/07/2016 Precious Angels Kalafong	Hospital
17 22/07/2016 Bophelong, Mashemong Jubilee Hospital
18 22/07/2016 Tshepong Centre NGO
19 22/07/2016 Precious Angels DOA Pretoria West Hospital
20 24/07/2016 Anchor Home NGO
21 24/07/2016 Precious Angels NGO
22 27/07/2016 Mosego Home NGO
23 01/08/2016 Precious Angels NGO
24 02/08/2016 Mosego Home Leratong Hospital
25 03/08/2016 Mosego Home Yusuf Dadoo Hospital
26 04/08/2016 Precious Angels NGO
27 06/08/2016 Precious Angels NGO
28 08/08/2016 Precious Angels Pretoria West Hospital
29 15/08/2016 Precious Angels Pretoria West Hospital
30 15/08/2016 Precious Angels NGO
31 16/08/2016 Anchor Home Mamelodi Hospital
32 23/08/2016 Bophelong, Mamelodi Mamelodi Hospital
33 23/08/2016 Takalani Home CHBH
34 26/08/2016 Precious Angels Kalafong	Hospital
35 29/08/2016 Mosego Home HJH
36 31/08/2016 Tshepong care centre Kalafong	Hospital
37 01/09/2016 Precious Angels Kalafong	Hospital
38 03/09/2016 Precious Angels DOA Pretoria West Hospital
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6.5.1 Clinical characteristics of the sample (Appendix 4)

Of the 38 patients, 22 were men and 16 women. The average age at death was 58 years, with 
the youngest being 26 years and the eldest 86 years. Clinical data was missing for only one of the 
patients, number 16, whose surname remained unknown. Only the hospital records at the time of 
death could be found. Neither the NGO nor the LE records could be located. 

The average duration of stay at LE for the 33 patients where the LE admission date was available, 
was 20 years, ranging from two months to 58 years. For 17 patients the clinical course of illness 
during their stay at LE appeared to have been stable, even though 5 of these were deemed to 
be frail. In two, there was evidence of improved health, one with schizoaffective disorder who 
was discharged after 2 months, the other with dementia whose physical health improved with 
the care given. A deteriorating course was observed in 3 patients. In one (patient number 19), 
the deterioration appeared to be due to persistent severe bipolar depression complicated by 
dementia and resulting in immobility and marked loss of weight. In another (patient number 29) the 
ataxic gait secondary to cerebral palsy worsened over time, but difficulties in communication and 
repeated aggressive self-injurious behaviour contributed to the clinical deterioration.

The level of functioning prior to transfer of each patient was estimated from the LE clinical records. 
All of the 37 other patients were at best poor functioning; 17 were deemed to have been extremely 
low functioning, due mainly to severe intellectual disability or acquired cognitive impairment. 

The most frequent diagnosis (Figure 7) was moderate to severe intellectual disability (N = 18, with 
15 of these patients being severe), followed by severe mental illness. Of the 16 patients with severe 
mental illness, 14 had schizophrenia, one schizoaffective disorder and one bipolar I disorder.  
Major neurocognitive disorder (N = 15) was due to dementia of unspecified cause in 12 patients, 
traumatic brain injury in two and Huntington’s Chorea in one.
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Comorbidity was common, with only 6 patients having a single chronic condition and 17 patients 
having 3 or more, including intellectual disability as a chronic condition. Cerebral palsy was 
comorbid with severe ID in 8 patients. Of the two patients with HIV/AIDS, it was comorbid with epilepsy 
and a cannabis use disorder in the one, and with schizophrenia, severe intellectual disability and 
epilepsy in the other. Figure 8 illustrates the patterns of comorbidity with respect to the four most 
common diagnoses.
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DM = Diabetes Mellitus; ID = Intellectual Disability; MDD = Major Depressive Disorder; N/C = 
Neurocognitive; SMI = Severe Mental Illness

6.5.2 MHCA status and transfers to NGOs (Appendix 5)

All of the patients at LE were required to be Assisted MHCUs under Section 26 of the MHCA of 2002. 
The facilities were too restrictive for Voluntary and insufficiently secure for Involuntary MHCUs. For 31 
patients, the required MHCA forms 13A and either 14 or 17 were available in the supplied LE records. 
A MHCA Form 03 is required for discharge of an Assisted MHCU. This form signifies a change in MHCA 
status from Assisted to Voluntary according to a clinically evident change in capacity of the MHCU 
to consent to CTR.

The MHCA Form 03 was completed for 11 of the 38 patients. However, for 4 patients, the Form 03 
had no date, and for another 4 it was dated after the transfer had occurred. On further scrutiny of the 
clinical records, it was found that only one of the 11 patients had improved in capacity to consent 
to CTR. This was a 43-year old female with schizoaffective disorder (patient no. 34) whose insight and 
cooperation with treatment had improved during a 2-month admission to LE. She however followed 
a deteriorating course at the NGO, becoming bedridden with septic bedsores at the time of death. 

Figure 8: Patterns of comorbidity (N = 37 patients)
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The change to Voluntary MHCU status was assessed as inappropriate in the other 10 discharged 
patients due to the presence of irreversible cognitive impairment and /or persistent marked lack of 
insight into their illness.

The Form 13A accompanied 27 MHCUs to the respective NGOs, confirming that these patients 
were transferred for ongoing CTR as Assisted MHCUs, and not discharged. However, for 9 of these 
patients, a Form 03 was completed as well. Additionally, in 14 patients the Form 13A was out of 
date, having been completed prior to 2015, or was incomplete.

The MHCA Form 11, normally only completed for Involuntary MHCUs on transfer from one health 
establishment to another, were completed in 12 patients. For one patient, both a Form 03 and a 
Form 11 were completed.

On examining the clinical records, some of which contained a physical examination prior to 
transfer, a judgement was made for each patient by the Expert Panel as to the fitness for relocation 
to another health care facility. Additional information from LE regarding patients who had been in 
the sick bay was added to that in the clinical records. It was deemed that 14 of the 38 could have 
been fit enough to be transferred if given sufficient care and attention during and after the move.  
19 patients were deemed to be unfit to be moved. There was insufficient information to make a 
judgement for the remaining 5.

Of the 38 patients, 25 died within 2 months of arriving at the NGO; 14 of these were placed at 
Precious Angels (Table 5). Of the 13 that died within one month, 7 had been deemed unfit for 
transfer, 3 were deemed fit and there was insufficient information for the remaining three.

Table 5: Duration in days between transfer and death by NGO placement.

NGO
Number of days between transfer to NGO and death
≤	14 15 - 30 31 - 60 61 - 90 ≥	91 Total

Precious Angels 3 4 7 2 1 17
Mosego Home 0 1 2 3 1 7
Takalani Home 1 2 1 1 1 6
Tshepong Centre 0 0 1 1 1 3
Anchor Home 0 0 1 1 0 2
Bophelong Mamelodi 0 0 0 1 0 1
Bophelong Mashemong 0 1 0 0 0 1
Rebafenyi 1 0 0 0 0 1
Total 5 8 12 9 4 38
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6.5.3 Causes of death (Appendix 6)

Death certificates were only available in the records of a few MHCUs. They were often unhelpful 
as to the immediate or underlying cause of death as they only specified that death was due to 
natural causes. Therefore, all clinical notes, death notices and information from Statistics South 
Africa were also used to establish the cause. 

No information was available for 5 of the patients. Of the others, the most common note was that 
the patient was “found dead” either by the NGO staff, emergency medical services, or hospital 
staff as dead on arrival (N=12). No immediate cause was evident in these patients. Of those who 
received a medical assessment, the two most common diagnoses were community acquired 
pneumonia and uncontrolled seizures (Figure 9).
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Fig 9. Frequency of diagnoses made at the time of 
death 

Of the 38 deaths, 21 patients died in a general hospital and 17 died at the NGO. Precious Angels 
was the only facility with more deaths at the NGO than at hospital (Table 6). One of the NGO deaths 
at Mosego home died after being discharged from an overnight stay in hospital. In relationship to 
the estimated level of functioning, those that were extremely poor functioning were the only group 
who were more likely to die at the NGO rather than hospital (Table 7).

Figure 9: Frequency of diagnoses made at the time of death.
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Table 6: NGO Placement and site of death.

Level of Functioning Hospital NGO Total
Anchor Home 1 1 2
Bophelong Mamelodi 1 0 1
Bophelong Mashemong 1 0 1
Mosego 5 3 8
Precious Angels 7 10 17
Rebafenyi 1 0 1
Takalani Home 3 2 5
Tshepong Centre 2 1 3
                     Total 21 17 38

Table 7: Level of functioning and site of death.

Level of Functioning Hospital NGO Total
Extremely Poor 7 9 16
Very Poor 5 2 7
Poor 3 4 7
Unknown 6 2 8
                   Total 21 17 38

6.6  NGO Capacity to manage Assisted MHCUs

6.6.1 MOA between the GDoH and the NGOs

A copy of the MOA was available to the Expert Panel.2 In brief, the MOA stipulated that the NGOs would 
take in people with severe psychiatric disability. The expectations of the NGOs by the GDoH were 
that the NGO would provide financial stewardship, infrastructure, food and clothing, rehabilitation 
and stimulation programmes and transport requirements to the patients. The NGOs were to fund 
all resources out of the subsidy and from additional private donations through fundraising ventures.

Although the requirement for the subsidy was that NGOs would care for people with severe 
psychiatric disorders, no qualifications or level of expertise were required of the NGO staff. However, 
the NGOs were expected to employ the services of a registered nurse at least on a part time basis.

The GDoH committed to monitoring compliance with the terms and conditions for the subsidy. 
However, no commitments were made by the GDoH to the NGO regarding the clinical or other 
care of the MHCUs.

The MOA did not specify the subsidy amount, but did stipulate the maximum stipends for 2016 to 
be funded out of the subsidy as follows:
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Manager / Director   R 6000
Bookkeeper   R 4200
Professional Nurse  R 5400
Driver    R 2600
Carers    R 2600
General workers  R 2600
Security guard  R 2600

6.6.2 Additional clinical capacity – GDoH report

In order to provide adequate care to MHCUs in government facilities, efforts were made by the 
GDoH to capacitate Weskoppies and Sterkfontein hospitals and the CCRC with infrastructure. 
With the increased bed capacity, additional staff were employed, mainly from LE (Table 8). No 
additional capacity was provided to the District Health Services. As explained by the GDoH, these 
services were already providing clinical care to 113 NGOs and would provide care to the new 
NGOs as well. 
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Hospital / District 
Health Services

Number of MHCUs received Additional staff employed Infrastructure

Weskoppies 140 151
- 92 Nurses
- 9 OT Technicians
- 2 Social Workers
- 48 cleaners / general workers

Ward renovat-
ed by GDoH

Sterkfontein 77 46
- 1 Psychiatrist
- 1 Medical Officer
- 17 Nurses
- 4 OTs
- 1 Psychologist
- 2 Dietitians
- 1 Social Worker
- 2 Auxiliary S/Ws
- 17 Cleaners / general workers

Ward renovat-
ed by GDoH

CCRC 141 27
- 17 Nurses
- 10 Cleaners

Ward renovat-
ed by GDoH

Tshwane 623
- Anchor 52
- Bophelong, Mamelodi 7
- Bophelong, Mashemong 

40
- Elshadai 19
- Odirile 57
- Precious Angels 47 (57)
- Rebafenyi 138
- Sebo sa Rona 34
- Shammah 50
- Tshepong 186
- Ubuhle Be Nkosi 29

None

MHCUs were taken to the existing 
district clinics by the NGOs in order to 
access medical and psychiatric care.

A letter from the Tshwane District Direc-
tor, dated 20th October, explained that 
none of the MHCUs transferred from LE 
to the Tshwane NGOs received medi-
cal examinations by the district health 
services after arriving at the NGOs.

At their own expense, Dolphin Acres 
and Lapeng hired a medical doctor 
to conduct an initial examination; San 
Michele relied on their existing psychia-
trist who visits once a month.

None

COJ 130
- Areyeng 3
- Dolphin Acres 3
- Takalani 96 (117)
- Thuli Home 28

West Rand 136
- Bokang 23
- Goitsemodimo 16
- Hephzibah 1 (30)
- Mosego 83
- Siyabathanda 13

Sedibeng 63
- Annani 29
- Kanana	10
- Lapeng 13
- Solution 10
- Thekanang 1

Ekurhuleni 12
- San Michele 12

Table 8: Additional capacity of hospitals and NGOs per district (GDMH data).
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6.6.3 Findings from NGO visits

The Expert Panel visited selected NGOs in order to evaluate factors that contributed to the deaths 
from the side of the NGOs.

The patients from Life Esidimeni Centres were distributed to 26 NGOs. However, the 38 deaths 
were only in seven of the 26 NGOs. The Expert Panel decided to study possible factors that could 
contribute to the death of the patients in these 7 NGOs in comparison to another 7 in which no 
deaths had yet occurred at the time of selection.

Two risk factors were identified, namely, “ID” and “Geriatric”, therefore the 7 control NGOs were 
selected according to these categories. A questionnaire was then filled in for all the 14 NGOs. 

The questionnaire included the following details:

1) Particulars of the NGO:
a. Name, address, contact details.
b. Year established, Location.

2) Preparedness to accept patients:
a. Licence & Service Level Agreement.
b. Staff complement: Nurses, Admin Staff, Carers.
c. Accommodation: Bathrooms, outside space.

3) Patient transfer process:
a. Dates.
b. Numbers.
c. Medicine supplies.
d. Status of patients.

4) Access to health care:
a. Nearest clinic.
b. Doctor availability.
c. Access to psychiatric skills.

d. Transport facilities.

The findings of visits to the NGOs are tabulated below (Tables 9 & 10). In general, a high degree of 
variability was found between the NGOs in terms of accommodation, infrastructure, care-worker: 
patient ratio and staff expertise in mental health care. This was also the evident in the clinical notes 
from the NGO files. There were detailed mental health notes available from Mosego Home, standard 
nursing cardex from Tshepong Centre and very superficial comments in the Precious Angels records 
which revealed inexperience and a lack of understanding regarding mental and physical illness. 

As described above, inconsistencies with the data provided by the GDMH regarding the numbers 
of MHCUs received by the NGOs were reported. For example, Takalani Home was documented as 
having received 96 MHCUs from LE. However, on visiting Takalani, the manager reported that they 
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had received 117 MHCUs. Similarly, Precious Angels was recorded to have received 47 NHCUs, but 
by their own report, they received 57. Hephzibah Home was reported to have received 1, however 
they reported having received 30. In addition, Tshepong Centre reported sending 4 patients to 
hospital after arrival, whereas the GDMH only reports one. 

Other comments from the NGOs related to the state of care of the MHCUs on arrival from LE. In 
general, the patients arrived in a state of poor personal hygiene, hungry and with only the clothes 
they wore. Supplies of medication from LE were also inconsistent between the NGOs, with some of 
the MHCUs being transferred with a full month’s supply and others with only a week.

Table 9: Particulars of NGO, patient categories and numbers of deaths as of 31st October, 2016.

Name of Institution Location
Year 

established
Category of 
NGO License

No. of 
residents prior 
to LE transfers

No. Died / 
No. received 

from LE

Bophelong 
(Mamelodi)

Mamelodi 2010 ID 5 1/7

Bophelong
(Mashemong)

Suurman,
Hammanskraal

2016
Adult psychiatric 
disorder

0 2/40

Precious Angels Tshwane 2016
150 ID Males + 
Females

0 18/57*

Odirile Hammanskraal
Not 

obtained
ID 0/57

Shammah House Cullinan 2010
Res. 50; Geriatric 
60

110 2/50

Tshepong Care 
Centre

Pretoria 2016
Res. 126; Geriatric 
60

0 4/186

Dolphins Acre Midrand 1990s
 Adult 43; Geriatric 
7

50 0/3

Takalani Home Soweto
Not 

obtained

ID 
(Previously only 
children)

0 Adults 8/117*

San Michele Brakpan 1945
ID 197; Geriatric 51; 
D 10

Not obtained 0/12

Hephzibah Home 
Care

Randfontein
Not 

obtained
Geriatric Not obtained 5/30*

Mosego Home Krugersdorp 1991
Geriatric Psychiatry 
171

171 7/83

Lapeng Vereeniging 2007
Geriatric Psychiatry 
28

17 1/13

Solution Care 
Centre

Sebokeng 2016
Geriatric Psychiatry 
10

0 0/10

Anchor House Cullinan 2016 ID 0 4/52

*Number of MHCUs transferred as reported by the NGO; Deaths as at 20/10/2016. 

ID = Intellectual Disability; D = Disabled; Res. = Adult residential home.
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Table 10: Staff complement in the NGOs.

Name of Institution No. of resident 
patients

Nurses (includes Auxiliary 
and Enrolled Nurses)

Admin. 
Staff

Care-workers

Bophelong (Mamelodi) 12 8 1 n/a

Bophelong (Mashimong) 33 3 2 8

Precious Angels 57 1.5* 1 ??

Odirile Information not obtained

Shammah House 110 15 2 4

Tshepong Care Centre 183 14 3 23

Dolphins Acre 40 1 0.5 7

Takalani Home
166 (107 adults 
and 59 children)

8 5 51

San Michele 209 15 2 36

Hephzibah Home Care 30 4 2.5 6

Mosego Home 179 8 5 29

Lapeng Home for Aged 28 0.5* 2 16

Solution Care Centre 10 0.5* 2 3

Anchor House 46 5 2.5 26

*0.5 = part time staff (a variable number of sessions a week).

Five main characteristics of the NGOs were identified that could have contributed to, or prevented, 
the deaths of the 38 patients. These were as follows:

a) Lack of skills and experience of NGO staff;
b) The type of patients selected for the NGOs and lack of preparation of the NGOs;
c) Lack of suitable infrastructure in the NGO;
d) Access to health care;
e) Financial sustainability; and
f) Rehabilitative programmes.

The Panel examined each of these factors in turn:

a)  Lack of skills and experience of NGO Staff
More than half of the patients that died were in newly established NGOs without the necessary 
managerial experience. The Precious Angels NGO illustrates all the above four factors very well, as 
delays in financial support from the GDOH could have precipitated the deaths of 18 patients.

b)  The type of patients selected

There was no evidence that patients were selected according to the skills and experience of the 
NGO staff with respect to the diagnostic categories and severity of disability. However, it appeared 
that the established NGOs or those with more experienced staff, e.g. Hephzibah and Tshepong, 
were better able to identify and request the patients that they believed they could manage.
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c)  Lack of suitable infrastructure 

The best NGOs that were visited had solid infrastructure and adequate facilities. San Michele 
illustrated this point very well; it was formerly a high school on a site area of 40,000 square meters 
with ample accommodation and usable space, although they were still in need of 30 beds. In 
contrast, Precious Angels, which tried to house 57 patients in two ordinary houses on a site area of 
about 1,500 square meters.

d)  Access to health care

Although medication was supplied by the government health services, all the NGOs had to use 
their own resources in order to access both medical and psychiatric care. Some e.g. San Michele 
and Dolphin’s Acre arranged a visiting psychiatrist on a volunteer basis (for a stipend) but most 
would take patients to the district clinic for routine visits and the district or regional hospital for 
emergencies. 

Takalani, an NGO in close proximity of one of the Soweto Clinics, explained that the long clinic and 
hospital queues meant that a nurse would be absent from the NGO for the whole day, even several 
days if the patient was sick, accompanying a patient to the clinic and hospital. For Tshepong 
centre, the difficulties centred around the lack of suitable transport and the severe frailty of some 
of their patients. The centre had two vehicles handed over from when it was a TB hospital. These 
were insufficient to transport 186 patients to and from the clinic and to provide for all the other 
needs of the NGO. In addition, the cars were not suitable for transporting those with severe physical 
disabilities or who were bedridden. At Lapeng, the manager explained that she used her privately 
owned vehicle to transport patients to and from the clinic. A further difficulty raised by Bophelong – 
Mamelodi and Tshepong was the lack of time spent with the patient by the doctors at the hospital 
or the clinic.

e)  Financial sustainabililty

The best illustration here is from San Michele in Brakpan, where one was greeted by a demonstration 
cheque of R58,000 displayed on the wall from a South African bank. At this NGO, all the staff were 
paid salaries and not stipends. Other NGOs with additional independent funding were Dolphin 
Acres and Shammah House. This financial stability contributed to greater staff satisfaction which in 
turn benefited the resident patients. The financial stability of these NGOs enabled them to withstand 
external factors such as the very unfavourable state of the patients on arrival from LE and delays in 
financial support from the Gauteng Department of Health.

A general comment from the other NGOs was that the stipends were not adequate for the 
demanding nature of the work, resulting in a high turnover of staff and burnout. The manager 
at Tshepong Centre reported waiting for 4 months for the subsidy to be paid, Precious Angels 
reported a 3-month wait. Lapeng, a more established NGO, also reported a frustration with delays 
in the subsidy, and inconsistent payment once it came through. These managers all reported 
borrowing money on a personal basis in order to keep the NGOs functioning. Even with the subsidy, 
the Tshepong Centre manager had been unable to pay herself back. She expressed a concern 
that, even when paid the subsidy of R3 413 per month per user, it is insufficient for the NGO to be 
sustainable, given the level of care required by the MHCUs.
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f) Rehabilitative programmes 

Rehabilitative programmes were evident in one form or another at certain NGOs. They reflected 
an ability of the NGO to cater for the psychosocial and physical needs of their MHCUs.

The best programmes were in the form of workshops for the different gender groups of mental 
patients (in San Michele), and the products of patients’ work were marketed to raise funding for 
the NGO. Another example is Shammah House where patients were seen in groups walking to 
the nearby shopping centre as part of rehabilitation. This NGO was established in 2010 and the 
manager did not have special skills in psychiatry. It was merely the passion, experience and 
understanding of mental illness of the manager which contributed to the patients’ welfare. Another 
NGO,	Mosego	House	in	Krugersdorp,	received	regular	structured	support	from	the	Occupational	
Therapists at the nearby specialised psychiatric hospital, Sterkfontein. 

On the other hand, the manager of Precious Angels had plenty of passion for the work, but her lack 
of experience and understanding of mental illness was evident in her being totally out of her depth 
in managing adult mental patients. The initial assessment on the patient’s arrival was around very 
basic nursing requirements rather than mental health care. Notes in the clinical records indicated 
a lack of understanding of aggression and its management, or the need for recreation. There was 
no evidence of supervised stimulation programmes for the ambulatory patients. Basic nursing 
appeared to be lacking as well, with one patient having nasogastric feeds into the lungs as a 
cause of death, and evidence of another not receiving their diabetic medication.

At Bophelong – Mashemong, although qualified as registered nurses, there was no evidence 
of understanding by the management of the specific needs of MHCUs. The patients placed at 
this NGO were adult males with severe mental illness and comorbid substance use disorders. 
However, the manager complained of difficulties in controlling behaviour and did not appear to 
understand the possible problems related to delusional thinking.  In addition, the overcrowding of 
the premises meant insufficient space for recreation or occupational therapy programmes.
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DISCUSSION7

Although, due to the lack of data integrity, a standardised mortality rate could not be applied, the 
mortality rate of the MHCUs transferred out of LE was in excess of that expected if they had not been 
moved. This was especially noticeable in the months of July and August, 2016, between one and 
three months after the patient’s final transfer.

Many areas for discussion arose through investigating the causes and circumstances of these 
deaths. These include the decision to termination the contract, the planning and implementation of 
the project as well as the immediate and precipitating causes of death. The deaths that occurred 
also invoke discussion on the human rights to dignity and care of MHCUs, and the capacity of the 
current health care system to observe these rights.

7.1 The decision by the GDoH to terminate the contract   
 with LE

The findings of the investigation indicate that the decision by the Gauteng DoH to relocate patients 
from LE centres was fundamentally flawed, irrational, unwise and inhumane. The decision was 
based on:

a)  The lack of reduction in bed capacity by LE over a period of 8 years.

A reduction in bed capacity is dependent upon the strengthening of the other services in the overall 
system for mental health care. As highlighted by the Heads of Unit and SASOP letters, the numbers 
of acute hospital unit beds and NGO beds were grossly inadequate and unable to manage 
the existing demand for care. Evidence for this was provided in terms of escalating numbers of 
psychiatric patients in prison awaiting forensic observation.

b)  The inability of MHCUs to adapt to the community after discharge.

The ability for MHCUs to adapt to living in the community after extended hospitalisation is well 
documented to be problematic.7-9 There are two essential factors necessary for adaptation to 
living in the community. Firstly, the MHCU must have the capacity to adapt and be integrated into 
the community. Secondly, comprehensive, CMHS providing psychosocial and medical care have 
to be in place in order to provide the level of support required. The GDoH was informed in the two 
letters that there was a subpopulation of MHCUs who would not be able to live in the community, 
and that the CMHS in Gauteng were severely deficient. However, the GDoH opted to not respond 
to these letters and to persist with their decision.
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c)  From the HAI evaluation, that the CTR at LE was not consistent with the SLA in that it was insufficiently 
aimed at rehabilitation and re-integration of MHCUs into the community.

According to the executive summary, the HAI evaluation regarding consistency with the SLA was 
performed through assessing the attitudes to rehabilitation of the MHCUs amongst the LE staff 
members. No assessment was made of the capacity of the MHCUs to be rehabilitated to the 
extent required by the SLA. No question was made of the suitability of this aspect of the SLA to the 
category of long-term MHCUs cared for by LE; mainly those with high comorbidity between severe 
intellectual disability or dementia, mental illness and epilepsy.

d)  That the cost of care at LE was not sustainable.

Only the direct LE costs were cited in the GDoH report support the decision to terminate the contract. 
No feasibility studies or costing exercises were performed in order to examine the alternative 
strategies of care. In addition, the HAI evaluation had found the costs of LE, and the increment 
requested, to be below market related health care costs.

e)  A lack of reasoning and humane considerations were applied to the two aims of the “LE Project,” 
which were:

i.  To fast track the development of community mental health care. 

Although community based mental health care is advocated by the MHCA and the MH Policy 
provides a plan for CMHS, the implementation of the policy is not included in the Health Strategic 
Plan or the NHI white paper. The re-engineering of PHC in South Africa does not cater specifically 
for mental health care at community level as evident by the fact that the district clinical specialist 
teams do not include a psychiatrist. 

No attempt was made by the GDoH to include a structure for community psychiatry during the LE 
Project. Only the highly specialised academic hospitals and, to a lesser extent the secondary care 
level CCRC, were capacitated by the GDoH for the additional clinical care of the MHCUs from 
LE. The District Health Services were not strengthened at all. However, the NGOs were dependent 
on District Health Services for general medical and multidisciplinary specialist psychiatric support. 
In addition, oversight and administrative support of the NGOs are performed by the District health 
managers.

Over 200 patients were moved out of LE into the more restrictive and more highly specialised 
Weskoppies and Sterkfontein hospitals. The fact that this was planned early on in the LE Project with 
the necessary infrastructure preparations contradicts the plan to provide less restrictive, community 
based care. During the process of the LE Project progressively more MHCUs were added to the 217 
in the specialist hospitals as NGOs were unable to deliver the care required.

The evidence from the investigation suggests that the GDoH had no plan to “upscale community 
health services” but simply to rapidly develop new NGOs in under-resourced districts.
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ii.  To cut costs, save money and avoid problems with the Auditor General. 

Firstly, the difficulties with the AG are not detailed in the GDoH report and the relevance to the care 
of MHCUs by LE is not explained. Secondly, there was no evidence prior to implementation that the 
care outside of LE centres would in fact be cheaper.

At the start of the implementation period, a total of 358 patients were placed in Weskoppies and 
Sterkfontein hospitals and the CCRC. Multiplying the number of MHCUs placed by the cost per day 
(Table 2) gives a figure of R 590 648 per day for 358 MHCUs, an amount that would care for 1477 
patients per day if the LE costs were to increase to R 400 per day per MHCU. 

The only means to cut costs in order to adjust to the high hospitalisation expenditure were to 
provide extremely cheap care to the majority of MHCUs. To expect that residential home CTR can 
be provided at just over R 100 per day indicates a lack of understanding of current costs of living 
and/or a disregard of the human right to dignity and quality care of these MHCUs.

7.2  The planning process
The planning process was largely limited to the government officials. Communities and civil society 
organisations were not involved in any credible manner. The evidence for this is as follows:

a)  The National Health Act of 2003 emphasises full community participation in many paragraphs.  
Furthermore, the Act provides for full community involvement through structures such as clinic 
committees, hospital boards, district health councils and provincial health councils. There is no 
mention of any of these structures in these planning documents.

b)  Although meetings were held between the GDMH and SASOP, clinicians, advocacy groups 
and patients’ families, at no time was it felt that the concerns raised by any of these groups were 
addressed or taken to higher levels of health management.

c)  There was no response to the two direct requests by SASOP to meet with the MEC, made in July 
and October, 2015.

d)  The groundswell of protest marches and court interdicts, described in the GDoH report as 
challenges, provide more evidence of a lack of proper consultation with communities.

e)  The planning process should have aimed to place patients closer to their places, or places 
where they came from. The multiple transfers from NGO to NGO and to hospital and the evidence 
that many patients were far from the homes indicates no planning in this regard.

f)  The MOA between the GDoH and NGOs does not appear to be a document arising out of a 
consultative process. The agreement is one-sided in the sense that it stipulates what the NGOs 
should satisfy, without commitment by the GDoH to provide the necessary resources. These would 
include infrastructure, specialist clinical support, managerial support and salaries to ensure stable 
staff complements. 
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7.3  Implementation

The implementation of the LE Project was also unwisely performed, as evidenced by the following 
findings of the investigation:

7.3.1 The lack of data integrity and the absence of information  

The most notable finding of the investigation was the lack of data integrity and consistent information 
regarding the numbers of patients moved from LE and the transfer processes that were followed. 
There was no patient register and no data base for the “LE Project”. None of the figures between the 
GDoH, LE or the NGOs added up and it is still not known exactly how many patients were actually 
transferred from LE to the various facilities. 

Regarding the deaths that occurred, the GDoH only listed 48 by the end of October. However, the 
MAC had identified at least 66 deaths by the middle of September 2016 and the OHSC inspectors 
identified 75 deaths between the 1st April and the end of October 2016.  

The fact that there was no accurate documentation of the patients or the processes followed 
throughout the project is evidence of poor planning, chaotic implementation and a disregard for 
the human right of each patient to be accounted for. 

7.3.2 Non-compliance with the MHCA

The MHCA of 2002 is designed to protect people with mental illness from both overly restrictive care, 
from inadequate CTR and from abuse by others. The category of Assisted MHCU indicates that the 
person is dependent on others for their mental health and wellbeing, due to a lack of capacity to 
assert themselves in an informed manner regarding mental health care decisions. It is for this reason 
that annual reports are made to the MHRB on a Form 13A as to the ongoing need to maintain 
Assisted MHCU status. Additionally, when a change in capacity and the person is discharged, the 
MHRB is informed with a Form 03 which also may serve as a referral letter for outpatient care.

Only one of the 38 patients was deemed clinically appropriate for discharge with a Form 03. None 
of the other patients may be considered as discharged. Although Form 03s were completed in 
10 other patients, it should be evident to the MHRB from the previous MHCA Forms that it was 
not possible for their mental capacity to have improved due to the irreversible nature of their 
diagnoses. The continued MHCA status as Assisted MHCU after transfer is was evident by the Form 
13A accompanying 9 of these patients to the NGOs. Furthermore, those Form 03s which were 
undated are invalid.

The non-compliance with the MHCA is more significant than just the chaotic manner in which forms 
were completed or not completed. It indicates a lack of appreciation for the responsibility of the 
Department of Health towards an extremely vulnerable group of people. 

7.3.3 Multiple transfers

Multiple transfers of numerous MHCUs occurred immediately prior to and during the “Project Period.” 
Patients were transferred from the LE Witpoort centre to other LE centres in September, 2015. At least 
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40 were transferred from the LE Waverley centre to the Randfontein / Randwest complex before 
being moved to other facilities. An unknown number initially placed at CCRC were transferred to 
Siyabadinga, Anchor Centre and other NGOs. At least 20 were then moved from the Anchor centre 
to Precious Angels. From the GDMH response to questions, there were numerous other transfers 
between NGOs and from NGO to hospital as facilities were relocated or closed.

Each transfer represented a threat to the physical and mental health of the patients. The uncertainty 
prior to the transfer would have increased anxiety in the patients, particularly given their complete 
dependence on others for their well-being, and the fragile state of their minds. Interruptions to the 
supply and administration of medication would have precipitated seizures and poor diabetic and 
hypertension control. Resettling of the patients in a new environment with inexperienced, untrained 
care-workers would have predisposed the patients to dehydration, lack of adequate food and 
poor hygiene. In addition, years of living at LE and the comorbid chronic illnesses would have 
rendered the patients’ immune systems vulnerable to community pathogens. Multiple transfers 
would have been an important factor in the number of deaths at Precious Angels, where the many 
of the patients had had two or more transfers, and the patients selected for this NGO tended to be 
those with severe disability.

The Expert Panel judged from the records that only 14 of the 38 MHCUs studied could have been 
regarded fit enough for transfer, if transferred with care to a facility with at least equivalent care to 
that at LE. The majority of patients were found to be not fit for even one transfer. Not only are the 
multiple transfers reflective of chaotic planning and implementation, they also reflect a lack of 
understanding of the clinical condition of the MHCUs, their vulnerability and their need for constant, 
stable health care.

7.4  NGO Capacity and access to health care
The capacity of the NGOs and the access to health care were not equivalent to that of LE with 
regards to the needs of these Assisted MHCUs with multi-morbidity and severe disability.

The standard required of the NGOs by the GDoH differed from that required by the GDoH of LE, 
which provided 24-hour professional nursing, on-site medical and psychiatric care and transfer to 
general hospitals when needed. Feedback from the 2014/2015 LE audits by the GDMH included 
insufficient professional supervision of physiotherapy assistants, a lack of after-hours and weekend 
occupational therapy programmes, a need to improve the information handover at changes in 
nursing shifts and that more handwashing facilities for staff were required. By contrast, besides the 
employment of a visiting nursing sister at R5 400 per month, the staff of NGOs were not required to 
have any experience or qualifications in mental health CTR. In addition, there was no indication of 
MHCA status for which the NGOs were licensed, and there was no commitment by the GDoH to 
provide social work, occupational therapy or physiotherapy to support rehabilitation programmes.
The investigation however found a high degree of variability in the capacity of NGOs to provide 
the level of care required. Identified factors that positively influenced the capacity to provide 
appropriate care included;

•	 the	years	of	operation	and	financial	stability	of	the	NGO
•	 the	experience	and	insight	of	the	NGO	manager	regarding	the	needs	of	MHCUs
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•	 taking	fewer	patients	from	LE
•	 higher	staff:	patient	ratios,	with	enough	experienced	staff	members	to	guide	care-workers
•	 ready	access	to	medical	care.	

Access to medical care appeared to be worst in Tshwane, where 52 of the 73 deaths occurred 
(excluding the 2 deaths at Weskoppies) and where none of the over 600 placed MHCUs had 
received a routine general medical examination. The high number of deaths at the NGOs (mainly 
Precious Angels) could reflect inexperience of the NGO staff in detecting medical problems in 
mentally disabled people and difficulty in obtaining timeous transport to hospital.
The inadequacy of certain NGOs to manage the MHCUs from LE is also reflected in the reaction by 
the GDoH to relocate or close these facilities.

7.5  Causes of the excess mortality of transferred MHCUs
From the sample of 38 patients, severe neuropsychiatric disorders (“organic” mental illness) were 
highly prevalent amongst the MHCUs resident at LE. This subpopulation group are characterised 
by a higher premature mortality than the general population, even in highly resourced countries 
and more so in low and middle income countries.6-9 The risk of death is highest in the immediate 
months following hospital discharge but also increased in the first 1 – 2 years after the transition from 
institutionalisation to community based care. The causes of death are most commonly medical 
rather than suicide due to the mental illness. Community based close medical and psychiatric 
follow up during these transitional periods is imperative in order to avoid an acute excess in mortality.

Where they could be established, the immediate causes of death were consistent with those 
anticipated for this subpopulation, i.e. uncontrolled seizures, community acquired pneumonia, 
stroke and cardiovascular disease. However, dehydration, renal insufficiency and septic bedsores 
were also documented, and reflect inadequate nursing care of severely disabled people. The 
immediate cause of death was not evident in almost half (45%) of the 38 patients. The fact that 
there were no notes available at all for 5 patients and that a further 12 had been “found dead” 
indicates not only severely deficient nursing and medical care, but also a lack of dignity afforded 
to these individuals. 

Hospital care was also inadequate in some cases. One patient from Mosego Home was discharged 
after one night’s admission to die the next day at the NGO. The patient who died from Bophelong 
– Mamelodi was sent to hospital with a detailed referral letter by the NGO manager, however the 
hospital notes were very scanty and provided no information regarding the cause of death. The 
patient from Lapeng, who died from gastrointestinal bleeding, had been discharged after a blood 
transfusion pending an outpatient gastroscope.

The MHCUs transferred from LE to NGOs and CCRC were done so in an abrupt manner, en masse 
with over 800 transferred in May and 500 in June, with multiple transfers in some cases. NGOs 
lacked the required skills to provide daily care, even to provide adequate hydration in some cases. 
Interruptions in the regular administration of medicines were inevitable. In addition, transport to 
get patients to health care facilities was not readily available. District health services were not 
strengthened to provide the close integrated follow up health care required for people with such 
severe disability. The excess mortality is attributed to these combined factors, all of which were 
precipitated by the decision to terminate the contract with LE.  
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7.6  Observance of human rights

There are several indications that the human right to dignity and health care of these individuals 
was violated:

a)  The neglected state of the MHCUs observed by the NGOs on their arrival from LE, suggests that 
there was a significant lack of care once the implementation period had started, even whilst still in 
LE between LE transfers and awaiting transfer to an NGO.
  
b)  The mass transfers of patients and the terminology used in the GDoH summary report of 
“transportation” of MHCUs in “batches” indicates a complete lack of respect for their human dignity. 

c)  The non-compliance with the MHCA of 2002, legislation designed to protect the human rights 
of such individuals. This includes the placement of Assisted MHCUs in facilities and districts without 
the resources to provide the appropriate standard of care for such patients.

d)  The number of patients with no identified cause of death is indicative of a lack of human 
respect for the individual in their final days.

e)  Finally, the lack of data integrity and record keeping reflects a lack of responsibility towards 
individuals who are completely dependent on the health care system for their wellbeing.  

7.7  Future effects on the mental health service system

There are now no medium to long stay beds in Gauteng with 24-hour nursing designed for Assisted 
MHCUs requiring such care. There has been no upscaling of CMHS and no increase in the numbers 
of general hospital acute psychiatric beds.

The immediate effect is that the entire referral system is now even more poorly resourced than 
before the “LE Project.” Many more MHCUs than those transferred in the LE project will be affected. 



Page | 39 

Expert Panel Report for Health Ombudsperson on the investigation around the circumstances of deaths of patients at NGOs

The deaths that occurred as part of the “LE Project” were in excess of those expected for this 
subpopulation of patients. They were a result of an unwise, flawed decision, inadequate planning, 
a chaotic implementation process and inadequate access to health care. 

The immediate causes of death, and their circumstances were found to be a hiatus in care at 
LE prior to transfer, the multiple transfers with psychological and physical stress prior, during and 
after each move as well as inadequate nursing, medical and psychosocial care with interruptions 
to medication administration and poor living conditions at the NGOs. These circumstances all 
underlined a disregard for the patients’ human right to dignity and accessible quality health care.

CONCLUSION8
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RECOMMENDATIONS9

The following courses of action are recommended by the Expert Panel:

1. The development of information systems with patient registers and a data base by which to 
evaluate ongoing health care delivery, particularly to vulnerable people and those receiving 
CTR as Assisted or Involuntary MHCUs under the MHCA.

2. Exemplary adherence to the MHCA and its related regulations by the GDoH and the MHRB.

3. The strengthening of Primary Health Care Services and District Hospitals to provide accessible 
health care to MHCUs living in the community

4. The provision of specialist psychiatry run CMHS in accordance with the norms and standards 
of the MH Policy and such CMHS to be specifically included in the proposed NHI structure and 
funding.

5. The provision of adequate beds for medium to long term of care of MHCUs within the community, 
including 24-hour nursing care for Assisted MHCUs as well as Residential Care (NGO) beds for 
Voluntary MHCUs needing a structured, supportive living environment.

6. A proper regulatory system of NGOs and general community based mental health care, with 
recognized norms and standards for health compliance, be established.
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