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Abstract 

INDEXED 

Between 8000 and 9000 Africans suffering from mental disorders are 
detained against their will in privately owned institutions in the 
Republic of South Africa. These Africans are the object of a business 
deal between the State and profit-making White-owned companies which 
receive Government subsidy on a per capita basis against the provision 
of custodial care for mental patients referred to in a Government publi
cation as the "sediment of mentally maladjusted persons and deviates". 
There is not a single Black psychiatrist in South Africa, and vital 
decisions about thousands of African mental patients are made by part
time physicians who do not even speak the language of the patients. 
While the majority of the White mental patients are receiving care in 
services provided by the State (the provision of psychiatric beds per 
1000 of the White population is 3.3 times greater than for Africans), the 
majority of the African mental patients are certified as mentally ill by 
the State and transferred involuntarily to profit-making private 
"sanatoria". About one third of the whole mental health budget of the 
Republic of South Africa subsidizes this operation. 

The rapidly rising "demand" for institutional care of the mentally 
ill Africans, which is given as an explanation of these anomalous and 
discriminatory practices is understandable in the context of overall 
apartheid policies which have resulted in the uprooting of over 3 million 
people; in the disintegration on a mass scale of the African family, and 
in the breakdown of community support for the mentally ill. 

Recent legislative measures of the Government concerning the 
"rehabilitation" of African pass offenders equate in a dangerous way the 
non-observance of the apartheid laws with mental disorder. The Mental 
Health Amendment Act of 1976 virtually imposes a ban on information and 
free discussion of the prevailing conditions and policies in the mental 
health services. These conditions and policies, being a direct effect of 
apartheid in the health field, are inimical to the letter and spirit of 
the WHO Constitution which proclaims that the "enjoyment of. the highest 
attainable standard of health is one of the fundamental rights of every 
human being without distinction of race, religion, political belief, 
economic or social condition". 

7 MNly'77.5 
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1, Introduction 

In 1974-75,reports in the South African press exposed the existence of 

a chain of privately owned institutions accommodating many thousands of mentally 

ill Black Africans detained there against their will. In September 1974, the 

President of the South African National Council for Mental Health referred to 

these institutions as "human warehouses"
1

. A journalist who accidentally 

gained access to one such institution described it as a "South African version 

of the Dickensian workhouse"
2

. Further press reports in South Africa and else-

where3 alleged, inter alia, that the White-owned companies operating the institu

tions had made profits through misuse of the Government subsidy paid against 

custody of patients, and through exploiting the labour of the inmates engaged in 

occupational therapy. Questions related to the network of private mental 

institutions were also raised in the South African Parliament4 . 

In summary, four types of allegations were made about privately provided 

mental health care for African patients: 

(i) The institutions, run by a private enterprise known as the Smith-Mitchell 

Company, keep in custody an exceedingly large number of Africans, admitted on an 

involuntary basis through a perfunctory legal and medical procedure. 

(ii) The standards of care provided and the living conditions of the patients 

in these institutions are extremely poor and degrading, not only in comparison 

with the standards of mental health care ensured for the White population, but 

also in relation to the most elementary and essential human needs and rights. 

(iii) There is a collusion of interest between the private companies and the 

State, in the sense that the companies are making profit using Government sub

sidies, while the Government 1s spending through this arrangement less than it 

would have to, if mental health care for Africans were to be provided entirely 

by the state health services. 

1 

2 

3 

4 

Quoted after P.J. Henning, Race Relations News, October 1976, pp.3-4 

F. de Villiers in Johannesburg Sunday Times, 27 April 1975 

e.g. P. Deeley in The Observer, 22 June 1975; P. Wastberg in Dagens 
Nyheter (Stockholm), 18 and 20 February 1976; Frankfurter Rundschau, 
24 April 1976, etc. 

House of Assembly Debates, 8 March 1976. col. 486-487 
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(iv) The chain of private institutions for mentally ill Black Africans is 

a tool for human rights oppression and racial discrimination in the field of 

health care under the apartheid system. 

With reference to these allegations, the Chairman of the United Nations 

Special Committee Against Apartheid requested the World Health Organization to 

undertake an inquiry and to consider appropriate measures that the Organization 

might take. 

On 13 May 1976, the Minister of Health of the Repub 1 ic of South Africa 
1 issued a press statement concerning what he called the'lnternational campaign 

against the mental health services" and accused a particular religious group of 

spreading "propaganda" and "unadulterated nonsense" about the South African 

mental health services. In the same statement, the Minister extended an "open 

invitation" to the Director-General of the World Health Organization "to visit 

personally, together with any other person or persons whom he may wish to 

accompany him, any institution or institutions in the Republic, to acquaint 

himself with the prevailing conditions". 

This invitation to the Director-General of WHO was issued only a few weeks 

after Parliament assented to an amendment to the Mental Health Act of 1973 of 

the Republic of South Africa. This amendment outlaws the publication 

''in any manner whatsoever" of "false information concerning the detention, 

treatment, behaviour or experience in any institution of any patient or any 

person who was a patient, or concerning the administration of any institution". 

The amendment also prohibits the taking and publication of photographs or sketches 

of any mental institutions and of mental patients by persons who are not members 

of the Newspaper Press Union of South Africa or have not been authorized by the 
2 Secretary of State 

In response to the above request of the UN Special Committee Against 

Apartheid, and in view of the ser1ous implications of the Mental Health Amendment 

Act of 1976 for the feasibility of an open and free discussion in situ, the Director

General of WHO decided to undertake the present preliminary inquiry into the 

mental health situation in the Republic of South Africa, and, in particular, into 

1 

2 

Press statement by Dr the Hon. Schalk van der Merwe, Minister of Health 
of the Republic of South Africa, regarding the international campaign 
against the mental health services, 13 May 1976 

Mental Health Amendment Act, 1976; assented to 22 March 1976. 
Government Gazette, 7 April 1976 
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the allegations about discrimination, inhumane treatment and exploitation of 

Black mental patients. The inquiry was based mainly on published official 

South African documents, scientific publications, and consultations with 

experts. Being a response to the specific request of the Chairman of the UN 

Special Committee Against Apartheid, the inquiry is at the same time part of 

an ongoing WHO study on the health and psychosocial implications of apartheid. 

2. Apartheid as source of psychosocial stress 

The World Health Organization has already examined the implications of 

the doctrine of apartheid in South Africa for health in general1 , with the 

conclusion that "the prevailing situation stemming from the policy of apartheid 

presents an obstacle to the achievement of the highest level of health for all 

individuals". In the course of the present inquiry it became evident that 

the implications of apartheid for the mental health of the population and for 

mental health care cannot be understood fully if taken out of the context of 

the psychosocial stresses and deprivations which are inherent by design in 

today's South African society. 

Apartheid is a system of political and social control through the institution

alization of racial discrimination which maintains the economic, political and 

cultural dominance of a White minority in South Africa at the expense of the 
2 

Black majority · Intrinsic to the system is the almost total control over the 

lives of men and women through legislation based on racial distinctions. For 

the individual, the simple fact of his or her racial categorization as defined 

on an official identity car~determines every aspect of life from cradle to grave. 

The facts which support this conclusionare abundant and unequivocal. They 

indicate that literally millions of people in the Republic of South Africa are 

being exposed to stresses undercutting at the roots of their experience of 

dignity, security and purpose in life. 

Typical stresses affecting millions and creating for the African an environ

ment characterized by basic unpredictability and hostility, include: 

1 

2 

WHO document EB 55/39 Add.l (1975), prepared in response to UN General Assembly 
resolution 3151 (XXVIII). 

The population of the Republic of South Africa (21 448 000 in 1970) is 
officially classified into four ethnic groups: (i) "Whites" (of exclusively 
European descent) - about 18%; (ii) "Coloureds" (of mixed European and non
European descent) - about 9%; (iii) "Asiatics" (of diverse origins, 
including Indians, Chinese, etc.) - about 3%; (iv) "Bantus" (the indigenous 
population of the country) -about 70%. 
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(i) Forced mass uprooting. Under the legislation aiming to achieve a 

"Bantustanization" of the country by forcing the African population into the 
1 

so-called "homelands" , over three million people have either been moved or are 

threatened with removal (often at 24-hour notice) against their will 2 . 

(ii) Forced splitting of families. The overriding purpose of the "homelands" 

programme is to perpetuate White economic and political supremacy through 

creating a mobile pool of destitute migratory labour. Africans are thereby 

declared aliens in their own country and compelled to spend most of their active 

lives as migrant workers in White-controlled areas. African men return to their 

families confined in the "homelands" only once or twice a year. This fact is 

clearly reflecLed in tne bulge of Lhe annual curve of births every September 

after the Christmas visit
3

. Family life is severely disrupted or non-existent. 

Life in overcrowded single-men compounds is the imposed destiny for the majority 

of African working men, and a broken home is the usual environment for African 

women and children4 . 

(iii) Enforced economic deprivation and poverty. The ceiling imposed by law 

on occupational skills, and on wages of employed Black Africans, creates 

frustration and lack of aspirations because of disbelief in the possibility of 

1 h
. 5 persona ac 1evement . 

(iv) Enforced inferior status and de-individuation. This is the intended 

goal of a series of laws and practices, beginning with the Population Registration 

Act of 1950 which set up a racial register of the population and whose implementa

tion required a "reclassification" of about one percent of the total population 

of the country; the Prohibition of Mixed Marriages'Act of 1949 under which 
6 

3890 people were convicted and many families and unions were broken up the 

1 

2 

3 

4 

5 

6 

Kirby, A. (1976) Afrique du Sud: vers la decolonisation ? Quelle indepen
dence pour le Transkei ? Notes et documents sur les problemes actuels 
du developpement, No.2. Centre Europe-Tiers Monde, Geneve 

Uprooting a nation: the study of three million evictions in South Africa 
(1974) The Africa Publications Trust, London. 

Statement in Parliament by Mr G.B.D. Mclntosh, 17 June 1976. House of 
Assembly Debates (1976), col. 9586 

The children of apartheid: a study of the effects of migratory labour 
on family life in the Ciskei (1974) The Africa Publications Trust, London 

Orpen, C. (1976) The expectancy beliefs, instrumentality beliefs and job 
reward valences of Black and White workers in South Africa. Br.J.soc.clin. 
Psychol. ~' 365-368 

Troup, F. (1972) South Africa: an historical introduction. Penguin Books, 
p.320 



Abolition of Passes and Coordination of Documents Act of 1952 which obliged 

the Black Africans to carry at all times and produce on demand by any White 

person a reference book with personal details and authorization of movements 

renewable each month; and ending with the Bantu Education Act of 1953 whose 

aim according to the then Prime Minister Verwoerd was to eliminate "the vain 

hope that was created among the Natives that they could occupy posts within 

the European cormnunity" 1 

7. 

(v) Harassment and basic insecurity. The literally hundreds of laws to 

which the African is subjected, no less than the constant obligation to carry 

a reference book, result in a society in which law infringement is the inevitable 

rule and police harassment or repression a constant feature of everyday life. 

U d h 1 h 1 "11" f . . 2 d n er t e pass aws over a f a m~ ~on A r~cans were conv~cted every year , an 

it can be estimated statistically that every African will be imprisoned at least 

once during his lifetime. Section 29 of the Bantu Urban Areas Act contains 

detailed definitions of "idle" and "undesirable" Africans. A document adding 

unprecedented dimensions to the system of rule by intimidation is the Proclamation 

About Rehabilitation Institutions in the Bantu Homelands signed by the State 
3 

President on 14 May 1975 

(vi) A cultural "double-bind" situation. The cultural heritage of the 

African people is defamed as "ignorance, traditional taboos and superstition" 

by the White establishment. An official Government publication states with 

pride: "Gradually .•.. the Bantu have been weaned away from their centuries 

old superstitions and belief in witch-doctors; and it can be stated that in 

S h Af . d h b 1 . 11 b " 4 out r~ca to ay t e att e ~s a ut won . At the same time, the official 

policy of creating artificial tribal divisions is one of "reorientating them 

(Africans) to the traditions, culture, customs and system of government of the 

national unit to which they belong" 5 

1 

2 

3 

4 

5 

Verwoerd, H.F. (1954) Bantu education policy for the irmnediate future 
(quoted after Troup, F., op.cit., pp.326-327). 

Troup, F. (1972) Op.cit., p.338 

Appendix 3 

Health and healing: hospital and medical services for South Africa's 
developing nations (1969). Department of Information, Pretoria 

Proclamation about rehabilitation institutions in the Bantu homelands 
14 May 1975 (Appendix 3) 
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(vii) Denial of means of self-expression and coping with stress. Africans 

are deprived of most of the mechanisms which human groups employ to cope with 

situations of frustration, tension and stress. The design of the "homelands" 

aims, among other things, to prevent the development of national identification 

and solidarity of the African majority. Political and social activity is 

banned and prosecuted through a variety of repressive mechanisms, including 

indeterminate detention without trial. 

The brief listing of some of the characteristics of the psychosocial 

climate of apartheid indicates that the majority of the populatio~ i.e. the 

"non-Whites" in South Africa are forced to exist in an anomalous stressful 

environment, which affects adversely their socialization. This is reflected, 

for example, in available statistics on crime and suicide. Over 7000 Africans 

die as a result of violent crime every year, and the daily average prison 

population per 100 000 was 476 for Africans (80 for Whites) in 1969-1970
1

. 

An unusally high number of South Africans die in police detention, many 

of them on the day of their arrest. Thus, 92 people died in police detention 

in 1975, of whom 16 were mental patients. Out of the 92 deaths, 23 were due to 
. . 2 

su~c~de . 

A survey of suicide in Durban3 indicated that while in the past Africans had 

a low suicide rate, in 1971 they had the highest incidence of suicide among all 

racial groups (17.5 per 100 000 compared to 17.3 for Indians, 17.1 for Whites 

and 9.2 for Coloureds). What is more important, the majority of Africans 

committing suicide are young adults, while suicide among Whites is predominantly 

a phenomenon of advanced age. Notably, in 1948, when the protagonists of 

apartheid came to power, there was a sharp increase in the suicide rate: from 

8.8 in 1947 to 18.1 in 1948 for Blacks, from 15.8 to 36.3 for Coloureds, from 

20.5 to 23.6 for Indians, and from 17.5 to 19.2 for Whites. This was most 

probably a reflection of the anticipated racial reclassification of the population. 

1 
Horrell, M. & Horner, D. (1974) A survey of race relations in South Africa. 

Johannesburg, South African Institute of Race Relations 
2 

The Minister of Police, in reply to a parliamentary question, 21 May 1976. 
House of Asse~ply Debates (1976), col. 1066-1070 

3 
Meer, F. (1976) Race and suicide in South Africa. Routledge & Kegan Paul 
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Psychosocial deprivation and stress of the above-outlined types are not 

reflected directly in psychiatric statistics, but it is well known that the 

psychosocial environment has direct and strong implications for mental health. 

Therefore, the statistics need to be considered in the context of the psycho

social situation, bearing in mind that they reflect the tip of an iceberg and 

that reliance on them only can be misleading. 

3. Mental health care 1n the Republic of South Africa 

The available evidence suggests that mental health care as a whole, and 

particularly for the "non-White" majority of the population of the Republic of 

South Africa is a seriously neglected area, despite the vast economic resources 
1 

of the country. This fact has been officially acknowledged more than once . 

In Government publications it is possible to encounter references to the mentally 

ill Africans as "a sediment of mentally maladjusted persons and deviates"
2

. 

There is not a single Black psychiatrist in South Africa. This, and the 

lack of epidemiological studies, raise serious doubts about the validity of 

claims3 that "whereas there is little evidence of any difference in the incidence 

of psychoses among different population groups, the incidence of neuroses is 

higher among the Whites and Coloureds in South Africa than among Africans and 

Indians" 4. Communication with the patient and an understanding of his culture 

are essential for the ability to provide mental health care (including the making 

of a psychiatric diagnosis). In the light of this, it seems that the very 

premises of psychiatry, which is practised across a racial bar dividing patient 

and physician, preclude its social relevance and effectiveness. 

Care for the mentally ill in South Africa is provided by many different 

agencies, whose administration is highly complex and responsibilities are split 

between the Department of Health, the Department of Bantu Administration and 

1 

2 

3 

4 

de Beer, J. (1976) A forward view of health services 1n South Africa. 
South African Medical Journal, 50, 431-440 

Health services in the Bantu homelands. Bantu (1974) ~:7, 29 

Vitus, L. (1976) Mental health facilities: much needs to be done. 
Race Relations News, 38:5, 1-4 

There is no evidence to support the view that neuroses, emotional disorders 
and personality problems are less common in Africa or elsewhere in develop
ing countries. A review of this is available in: Organization of Mental 
Health Services in Developing Countries (1975) WHO Technical Report Series 
No. 564, Geneva 



10. 

Development, private companies, the so-called "homeland governments", 

missionary societies, and voluntary welfare organizations like the South 

African National Council for Mental Health. 

Availability of hospital beds for mental patients. In 1975/76 the 

total number of psychiatric beds available was 26 298 segregated by race as 

follows: 10 596 for Whites, 3 133 for Coloureds, 480 for Asians and 12 089 

f 
. 1 

or Afr1cans . The ratio of beds per population is 2.55 per 1000 White and 

0.76 per 1000 Coloureds, Asians and Africans. In other words, the vast majority 

of the South African population has 3.36 times less the provision of psychiatric 

beds for the White minority. 

Provision of beds by private institutions. The Government clearly main-

tains a policy of differential responsibility of the State toward mental health 

care for the different racial groups. It has been stated that in view of the 

growing demand, the services of a private company had to be contracted since 

1964 to accommodate a proportion of psychiatric patients
2 . These services, 

provided mainly under the administration of the Smith-Mitchell company, referred 

to in the press allegations, are almost exclusively reserved for the "non-White" 

population groups, and are rendered against subsidy paid by the Government. 

According to the Minister of Health~ in 1975 there were altogether 11 473 patients 

in institutions outside the provisions of the Department of Health, of which 

1887 Whites, 670 Coloureds, 250 Asians and 8666 Africans. According to another 

statement of the Minister of Health~, in 1974/75 the State paid subsidies toward 

the maintenance of 716 White, 500 Coloured, 250 Asian and 8345 African patients, 

and there have been claims that the actual number of African patients in private 

institutions is about 10 000
5 

(i.e. 0.56 per 1000). Even if a margin is allowed 

for inaccuracy of the statistical data (no information on the private institutions 

was available in mental health statistics before the question was raised in 

Parliament), the figures indicate thatthe vast majority of African mental patients 

receive care in private institutions, while the vast majority qf White mental 

patients receive care in State hospitals and clinics. 

1 

2 

3 

4 

5 

Data quoted by the Minister of Health in reply to a parliamentary question, 
13 May 1976. _Rous~ o~ Assembly Debates (1976), col. 1005 

Vitus, L. (1976) Op. cit. 

Statement of the Minister of Health in reply to a parliamentary question. 
2 May 1975. House of Assembly Debates (1975), col. 860 

Statement of the Minister of Health in reply to a parliamentary question. 
8 March 1976. House of Assembly Debates (1976), col. 487 

Vitus, L. (1976) Op.cit. 



Institutions for the mentally retarded. In 1975/76 there were nine 

Government-administered institutions for mentally retarded patients with a 
\ 1 2 

total of 5828 beds (5150, according to another source). Of these, three 

ll. 

institutions accommodate 1384 White patients, one accommodates 500 coloured 

patients, three institutions house 660 African patients, and two institutions 

cater for a total of 2601 patients of different racial groups. In addition, 

2654 White mentally retarded patients receive care in private homes and 

training centres, compared to 168 Africans, 82 Indians, and 344 Coloureds. A 

total of 750 beds for African mentally retarded children are provided by the 

Smith-Mitchell institutions. Four special classes for mentally retarded 

African children have been started in primary schools in 1975. The total 

number of mentally retarded White persons is estimated to be 15 000 while that 

of Africans is estimated to be 56 0003 . The figures indicate that while 

there is great shortage of facilities for residential care of mentally retarded 

African patients, special training and education services for such patients are 

virtually non-existent. 

Provision of psychiatric care by mission hospitals, by "homeland" 
administrations and by private individuals 

Mission hospitals are now controlled by the Department of Bantu Administration 
4 

and Development. The total provision of psychiatric beds is only about 500 Two 

hospitals (in Lebowa and Bophutha Tswana) have been handed over to the so-called 

"homeland governments". A further 1305 certified patients5 (2044 according to 
6 

another source ) have been put under "single care" by private individuals, 

supported by State grants. 

Out-patient services and community care for the mentally ill. Mental 

health services in South Africa appear to be mainly institutional and oriented 

to custodial care. Practically no out-patient care was available until 1960
7

. 

The South African National Council for Mental Health now operates a total 

1 

2 

3 

4 

5 

6 

7 

Henning, P.J. (1976) Mental health facilities. 

Vitus, L. (1976) Op. cit. 

ibid. 

ibid. 

ibid. 

Henning, P.J. (1976) Op. cit. 

de Beer, J. (1976) Op. cit. 

Race Relations News, 38, 10 
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1 of 24 out-patient clinics with 40 000 attendances annually , but no 

breakdown of this figure by racial groups is available. Statistics on out

patient mental health services administered by the Department of Health are 

scarce. A total of 144 000 attendances for 19742 , and 220 743 for 19753 

have been reported by the Department of Health, and it is claimed that 

28 385 home visits have been made by psychiatric nurses (12 336 to White. 

8 864 to African patients), but no indication is given over what time period. 

Hostel accommodation for discharged patients is not available4 . 

Staffing. There is a serious staff shortage in the mental health services. 

There are 157 psychiatrists, most of them in private practice, none among them 

African. The average ratio patients/physician in the psychiatric hospitals is 

about 400 per physician, and has in fact deteriorated after 196o5. Undoubtedly, 

the number of patients per physician is much greater in hospitals for African 

patients. The number of registered psychiatric nurses is above 3000 but has 

slightly declined in comparison to 1964/6s6. 

Admission and discharges. In absence of focussed studies, the analysis 

of admissions and discharges statistics is the only means of reaching some 

conclusions about the way in which mental health services operate. However, 

the Annual Report of the Commissioner for Mental Health has been discontinued 

after 1970, and complete up-to-date information is not available. The 

following analysis is therefore based on the annual report for 196?. The 

total number of treated patients, 35 763, includes: 

Certified pts Voluntary Temporary Under observation Inebriate 

1 

2 

3 

4 

5 

6 

7 

9 764 

16 837 

26 601 

2 297 

351 

2 648 

Vitus, L. (1976) Op.cit 

1 462 

4 332 

5 794 

de Beer, J. (1976) Op.cit 

Henning, P.J. (1976) Op.cit 

ibid. 

de Beer, J. (1976) Op.cit 

ibid. 

162 

433 

595 

123 

2 

125 

Annual Report of the Commissioner for Mental Health. Year ended 
31 December 1965, Pretoria. 
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Figures in this table indicate that while 17% of the \oP1ite patients were 

admitted on a voluntary basis, the corresponding proportion among the"non-!Jhite" 

patients was only 2%. Of all first admission of White patients during 1965, 

44% were voluntary, while only 3% of the first admissions of"non· White" patients 

were voluntary. 

Since 1965 the law has been changed, and the Mental Health Act No. 18 of 

1973 simplified admission procedures, making voluntary admission administratively 

easier. No data are available on changes in the proportions of voluntary 

patients that may have resulted after the introduction of this Act. It can be 

inferred from other sources that the vast majority of African patients continue 

b . 1 b . 1 
to e treated on an 1nvo untary as1s 

The proportion of voluntary psychiatric patients reflects to some degree 

the diagnostic distribution of those admitted (e.g. patients suffering from 

neurotic disorders are more likely to be admitted on a voluntary basis than 

psychotic patients). More generally, however, it also reflects the level of 

acceptance by the population of the services provided. Neuroses constitute 

21% of the first admissions for Whites and only 2% of the first admissions for 

other groups, However, a further 23% of the White patients are admitted 

voluntarily and have conditions other than neuroses, while apparently all the 

voluntary admissions of"non-White" patients are limited to the small number of 

admitted patients with neuroses. 

The diagnostic distribution of the first admissions to State psychiatric 

services suggests that the limited facilities available to the "non-White' population 

have to cope with a severe load of serious and urgent conditions. Thus, schizo-

phrenia constitutes 59% of all first admissions for"non-Whites"(l6% for Whites), 

and infectious and exhaustion psychoses 14% of the first admissions for "non-Whites" 

(3% for Whites). Correspondingly, the turnover rate is higher for"non-White" 

patients than for White patients (discharges/admissions rate 0.84 for Whites and 

0,91 for non-whites). 

The report for 1965 does not indicate considerable differences in the overall 

mortality of White and 'hon-White" patients in State mental hospitals, but there 

was a fourfold excess of deaths due to tuberculosis among African patients. 

1 According to the published health budget, all patients in the private institu-
tions receiving Government subsidy are certified, i.e. are in custody on an 
involuntary basis. It is not known what proportion of the State-provided 
beds for Africans are occupied by certified patients, but extrapolating 
from 1965 data, it can be inferred that most of them are occupied by patients 
on court orders, 
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4. The situation in the psychiatric institutions operated by private companies 

As claimed in the press reports, and confirmed by Government sources, 

private psychiatric institutions for African patients constitute a network which 

expanded rapidly after 1963/64. 

In the 1965 Annual Report of the Commissioner for Mental Health, the total 

number of patients ~n "licensed" (i.e. private) institutions is mentioned in a 

single line in one of the 14 statistical tables. This number has been between 

327 and 768 during the years 1956 - 1962. In 1963 it increased sharply to 1645, 

and in 1964 and 1965 grew to 2785 and 2877 respectively. As already pointed out, 

in 1975/76 the number of African patients in such institutions was between 8000 

and 9000 according to Government sources, and even greater according to other 

estimates. The Deputy Director of the South African National Council for Mental 

Health, admitted that "our largest problem for the future lies with the African 

population group. Because of extended family ties the mentally retarded could 

formerly be maintained in the community without extra cost, but with westernization 

this pattern is changing. The Department of Health has to accommodate more and 

more mentally retarded Africans every year. As the Department could not cope with 

this demand, the services of a private company had to be engaged. This company 

d . 1 10 000 f . . ,l now accommo ates approx~mate y A r~can pat~ents ... The Health Budget 

of the Government has a separate line for "Naintenance of certified 

mental patients outside departmental institutions (Sections 6 and 18 of Act 38 of 

1916)". The Government subsidy to the private companies, according to the 

budget submissions,was R3 404 000 for 1974-75 and 5 252 000 for 1975-76.
2 

In 

Parliament, the Minister of Health gave the figure R3 369 500 as the total paid 

by the Government in 1975/75 as subsidy to the private companies.
3 

In another 

statement, the Minister revealed that the daily subsidy rate varies between 

1 
Vitus L. (1976). Op.cit. 

2 
Vote 37 and vote 29 respectively;Estimates and Expenditure Revenue Ace. 1975 and 
1976. lR=$1.150 (September 1976). 

3 
Statement of the Minister of Health in reply to a parliamentary question, 
8 March 1976. House of Assembly Debates (1976), col. 487 



1 
Rl. 22~ and R4. 31 per patient, "depending upon the level of service rendered". 

Presumably, the level of service is determined by the racial group of the 

patient. 

From the foregoing, it appears that the estimates of the press reports 

about the number of African inmates in private institutions are correct. 

15. 

Since the total subsidy paid to the private companies by the Government amounted 

to no less than R3 369 _200 ip._ 1974-75, (R5 252 000 in the 1975-76 hwla&t) 8 nrl 

the daily tariff per Af!i_can patient is Rl. 221, the number of certified oatie1:1t 8 

outside the state institutions would be about 8 000- 9 000, or even more in 1975-76. 

Location of the institutions. After the "adverse press publicity"
2 

the 

Minister of Health revealed in Parliament
3 

the names of the private mental 

institutions operated by Smith Mitchell & Co.: 

* 

1 

2 

3 

Institution 

1) Allanridge 
2) East Rand 
3) Ekuhlengeni (Kwamakuta) 
4) Majestic Hotel 
5) Poloko 
6) Randfontein (male) 
7) Randfontein (female) 
8) Simmer 
9) Springfield 

10) Struisbult 
11) Thabamoopo 
12) Turrets 
13) Waverley 

probably African patients 

Number of Inmates 

* 400 
500 

1200* 
170 

1200* 
3600* 
1490* 

255 
250 
100 

1200* 
125 
755 

Statement of the Minister of Health in reply to a parliamentary question, 2 May 1975. 
House of Assembly Debates (1975), col. 860 

Vitus L. (1976) Op.cit. 

Statement by the Minister of Health in reply to a parliamentary question, 
2 May 1975. House of Assembly Debates (1975), col. 861-862 
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Seven of these institutions (unspecified by the Minister) are for Black patients 

only. Six of them (indicated by asterisks in the table) could be identified. 

The tentative geographical location of nine such institutions is shown on 

an attached map (Appendix l) . 

Types of patients detained in the private institutions. No breakdown by 

diagnosis is available for the 8000 - 9000 certified African patients detained in 

private institutions, although these patients constitute the majority of all 

African mental patients, and one-third of all individuals receiving psychiatric care 

in South Africa. 

From the fragments of information it can be inferred that they are likely to 

be a diagnostically mixed group, consisting mainly of patients with chronic 

psychoses, dementing organic conditions (e.g. dementia associated with pellagra -

a condition not mentioned in official statistics, but which according to some 

reports presents 26 000 cases a year and accounts for about 50% of all admissions 

of Africans to the Bretoria mental hospital) 
1

, mental retardation, and other 

conditions. 

The sharp increase of the number of Africans certified and detained in these 

institutions started around the time of the accelerated "Bantustanization" of 

South Africa. The rapid increase of the "demand" for psychiatric institutionalization 

could hardly be unrelated to the mass asault of the "homeland" policies on the 

African family. The resulting uprooting and disruption of family life made it no 

longer possible for African families to maintain mentally ill individuals in the 

home. Thus, the new network of private institutions for the detention and 

compulsory treatment of Africans could be not only a convenience catering for the 

overflow from state mental hospitals, but also one of the instruments serving the 

overall policy of containing the "idle and undesirable" Africans redundant in the 

labour market in White areas. It can also be assumed that mental institutions 

1 
A survey of the National Nutrition Research Institute, quoted 1n Financial Mail, 
Johannesburg, 11 July 1969. 



17. 

could exercise a function of social control, especially with regard to a 

proportion of the hundreds of thousands of minor offenders, by detaining and 

controlling those who might be diagnosed as suffering from personality disorders 

or psychopathy. 

There is a conspicuous absence of the diagnostic rubric of personality 

disorders, or·psychopathy, in the mental health statistics for 1965. The 

Mental Disorders Act of 1938 excluded the "socially defective" from admission 

to mental hospitals as certified psychiatric patients, leaving such cases 

entirely under the provisions of the penal system, if they had committed 

ff 3
1 d . . . d o ences. The new Mental Health Act of 197 remove th1s restr1ct1on an 

opened the gates of psychiatric institutions (including licensed ones) to all 

categories of patients in whom a psychiatric diagnosis could be made. It could 

be inferred that the possibility exists to dispose of part of the overload on 

the penal institutions (over half million convictions for pass offences a year) 

by transferring offenders with "socially defective" personality into private 

psychiatric institutions. 

The press reports claimed that "many Africans are arrested in the slums on 

Saturday nights for having stirred up trouble, brandished a knife, insulted the 

Government, or appeared drunk" .... and that "when one policeman and one doctor, 

after a hasty examination, decide that a particular black person seems imbalanced, 

this is sufficient evidence to send him away to a carnp". 2 It seems that, as a rule, 

certified patients are transferred to the Smith-Mitchell institutions after an 

admission for "observation" in a state mental hospital. This may tend to inflate 

the reported number of discharges from psychiatric hospitals. Professor B. van 
3 

Niekerk of the University of Natal was quoted to.have deplored the lack of adequate 

legal control over admissions to mental hospitals, and Professor J.H. Robbertze, 

Head of the Clinical Psychology Department of the University of Pretoria and 

President of the South African National Council for Mental Health, pointed out 

that in the Smith-Mitchell institutions patients are kept for indefinite periods.
4 

1 
Mental Health Act No. 18 (1973) 

2 
Dagens Nyheter (Stockholm), 18 and 20 Feb. 1976. 

3 
The Cape Times, 25 May 1976. 

4
·The Observer, 22 June 1975. 
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The Mental Health Act of 1973 was in fact an attempt to bring South African 

legislation concerning treatment of mental patients in line with modern 

developments elsewhere, and was influenced 1n design by the England and Wales 

Mental Health Act of 1959. In its provisions for admission of patients the 

Mental Health Act of 1973 simplified the administrative procedures but gave 

increased discretionary powers to magistrates, medical officers, and police. 

There is no mention of race distinctions in this Act. 

It should be pointed out, however, that the letter of the law itself is 

no sufficient guarantee against infringements of patients' rights, and that its 

application in practice is inevitably influenced by the wider social context, 

as well as by other laws, especially those enforcing apartheid. 

Conditions in the institutions. Both press reports and other sources pointed 

out that "most of the accommodation is provided in renovated mining compc,unds or 

in new buildings situated in the homelands". It has also been reported that 

"subsequent to adverse press publicity overseas during 1975, these institutions 

have been improved considerably. Industrial therapy and training is also available 
1 

on a limited scale". Three journalists who were shown the Rand West Sanatorium, 

emphasized the improvements achieved with patient labour in the Smith-Mitchell 
. . . 2 d . . 3 1nst1tut1ons. Other escr1pt1ons , however, presented a picture of squalor, 

overcrowdhg (up to 250 patients on a ward) and destitution in the private 

sanatoria surrounded with wire-mesh fences and patrolled by truncheon-armed 

guards. Mutinies of patients in the PQloko Sanatorium have occurredin 

1974 and 1975,, according to sources available to WHO. 

The staffing has been described as inadequat~ but in the absence of 

statistical data it is not possible to generalize from journalists' accounts. 

It seems that none of these institutions has a full-time medical officer (although 

some of the sanatoria accommodate over 3000 patients), and that they are only 

visited by a part-time psychiatrist who cannot communicate directly with the 

patients because of the language barrier. 

1 
Vitus L. (197&) Op. cit. 

2 
Rand Daily Mail, 27 May 1975 

3 
The Observer, 22 June 1975. 



Therapy included mainly neuroleptic drugs. It has been alleged that on 

ground of expenses and shortage of trained staff, electroconvulsive treatment 

is applied without anaesthesia or muscle relaxation, but this has been denied 

by D. Tabatznik.
1 

Psychosurgery (leukotomy) is permissible by law under special 

regulations but it is not known hpw often and in what types of cases it is 

practiced, 
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The occupational therapy apparently includes farm work, renovating the buildings, 

mat-weaving, production of rubber knee-guards for miners, wire coat hangers, etc., 

arranged by contract with other firms. To what degree coercion is used to 

make patients work, as alleged in the press reports, is impossible to evaluate 

on the basis of the available information. 

The limited evidence available on the conditions within the private mental 

institutions suggests that the "sanatoria" are in·fact custodial institutions 

with very few discharges per year, and with poor standards of patient care. It 

is possible that some improvements in the physical environment of the patients 

have been introduced after the exposure.in the press and the questions raised in 

Parliament. This, however, cannot change the fact that in a country which is among 

the richest in the world, the type and quality of mental health care are determined 

by the colour of the patient's skin. 

The role of the private companies. At least seven private institutions for African 

mental patients are owned by private companies and administered by Smith, Mitchell 

& Co., Johannesburg. 

Smith-Mitchell, registered as an accounting firm in Johannesburg, is alleged 

to function as an agent for 89 different companies, of which Protea (chaired until 

1976 by Mr D.Tabatznik) has been implicated as most directly involved in the 

management of the mental institutions. 

1 
Former director of the Protea company (letter to the Editor, Atlas Press Review, 
10 October 1976). 
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As already pointed out, the private companies rece~ve large subsidies from 

the Department of Health ~ccording to budget, R3 404 000 in 1974-74, R5 252 000 

in 1976-76) which amount to about one third of the entire mental health budget 

of the State. It was claimed that the companies have been making profits 

running into a million Rand per year by savings achieved through use of patient 

labour for the building, maintenance and repairs of the institutions, and by 

subcontracting patient labour to other firms. 

In 1976, there has been a significant follow-up to the press exposure of the 

company. Mr Tabatznik has been reported to have resigned from his post as a 

director (remaining as one of the big shareholders), and the Government has 

temporarily withheld its subsidy to Smith-Mitchell after discussion of the issue 

in Parliament. 

In fact, although Mr Tabatznik has denied allegations of corruption and 
l 

modified some of the figures quoted, he has confirmed in the press that 

the private hospitals are operated on a profit basis: " ... The facts are that 

the gross receipts of the companies operating the mental hospitals in 1973 were 

less than $3million and that all of their dealings with Protea, direct and 

indirect, certainly contributed far less than 2 per cent of that company's 

profits." The profits from occupational therapy, about $55 000 according to 

Mr Tabatznik, are "placed in trust funds which are used solely for the 

improvement of psychiatric services to Blacks." The nature of these trust funds 

is not specified but it should be taken into account that in 1965 the 

Government established the so-called Bantu Homelands Development Corporation, 

with the aim to "finance and accelerate development in the reserves",which itself 

is a profit-making White-owned enterprise building institutions and training African 

manpower for the future "self-government"of the "homelands" according to the 

apartheid doctrine.
2 

1 
Dr Tabatznik: Letter to the Editor, Atlas World Press Review, 10 October 1976. 

2 
Troup F. (1972) South Africa: an historical introduction. Penguin Books. P. 383. 



The available evidence suggests that, by and large, the substance of the 

allegations made in the press about the situation of the Black mental patients 
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in the network of private mental institutions is supported by the known facts. 

Privately owned psychiatric institutions do exist in South Africa, and they 

represent a huge complex of custodial establishments in which over 8000 African 

patients are detained for indeterminate periods. In the conditions of scarcity 

of community mental health care, and as a result of the breakdown of the extended 

African family, achieved forcibly and according to design by the ajll.rtheid plan 

for the "development" of the country, these institutions appear to provide the 

predominant or only type of mental health care available to Africans in their own 

country. 

Two important recent facts throw additional light on the controversy 

surrounding the mental health services in South Africa: the Mental Health 

Amendment Act and the Proclamation About Rehabilitation Institutions in the 

Bantu Homelands. 

5. The Mental Health Amendment Act, 1976. 

On 22 March 1976 an amendment to the Mental Health Act of 1973 was adopted, 

which substituted a new paragraph in Section 29 (dealing with the powers of a 

judge in chambers to recommend release of State President's patients), and 

added the new Section 66A. 

The new section concerns specifically the dissemination of information about 

mental patients and mental institutions in the Republic of South Africa and 

prohibits the taking and publication of photographs or sketches of any mental 

institutions and of mental patients by persons who are not members of the 

Newspaper Press Union of South Africa, or have not been authorized by the 

Secretary of State. Further, the amendment prohibits the publication "in any 

manner whatsoever" of "false information concerning the detention, treatment, 

behaviour or experience in an institution of any patient or any person who was 

a patient, or concerning the administration of any institution." Persons who 
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contravene this prohibition, "knowing the same (information) to be false, or 

without taking reasonable steps to verify such information (the onus of 

proving that reasonable steps were taken to verify such information being upon 

the accused)" will be "guilty of an offence and liable on conviction to a fine 

not exceeding one thousand rand or to imprisonment for a period not exceeding one 

year or to such imprisonment without the option of a fine, or to both such fine 

and such imprisonment". 

The amendment virtually imposes a ban on information and public discussion 

about mental health and psychiatric services in South Africa. While incriminating 

individuals divulging "false information" who have not taken "reasonable steps" to 

verify such information, the same law also denies "offenders" access to methods of 

verifying information, by prohibiting the taking of photographs and sketches of 

psychiatric institutions and patients. 

The unusual nature of this amendment inevitably raises the question why 

such a law was introduced and what is there in the mental health services in 

South Africa that has to be concealed from the public. 

6. The Proclamation about Rehabilitation Institutions in the Bantu Homelands 

This Proclamation, signed by the State President on 14 May 1975, deserves 

particular attention since it illustrates the essence of apartheid as a political 

doctrine and an ideology. The proclamation regulates the establishment and 

functioning "in any area for which a Bantu authority has been established" of 

"institutions for the reception, treatment and training of persons committed 

thereto under the Bantu (Urban Areas) Consolidation Act, 1945 (Act 25 of 1945), 

or the Bantu Labour Act, 1964 (Act 67 of 1964), and of any other persons trans

ferred thereto under this proclamation or under any other law". 

It should be noted that the "persons" (i.e. Africans) to be detained in such 

institutions for "rehabilitation", "treatment", and "training" are not disabled 

individuals but ordinary offenders against the pass regulations. The purposes of 

the "rehabilitation" procedures are defined in paragraph 5 of the Proclamation: 

"The inmates of an institution shall be detained therein for the purpose 

of improving their physical, mental and moral condition by: 



(a) training them in habits of industry and work; 

(b) re-orientating them to the traditions, culture, custom and system 

of government of the national unit to which they belong; 

(c) generally cultivating in them habits of social adaptation in the 

community and of good citizenship including the fostering of an 

awareness in regard to.the observance of, and the necessity for, 

the laws of the country". 
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By implication this paragraph states that any African who does not observe, 

or does not accept the "necessity for the laws of the country", i.e. the laws of 

apartheid, is mentally disturbed and in need of compulsory improvement of his 

"physical, mental and moral condition". This definition erases the distinctions 

between the penal and the health care system in the African homelands and extends 

in a dangerous way the concept of rehabilitation1 

The offenders to be subjected to treatment and rehabilitation are defined 

in Section 14 of the Bantu (Urban Areas) Consolidation Act of 1945 according to 

which any African convicted of remaining in a "pres·cribed area" without permission 

may "with due regard to his family ties or other obligations or commitments, be 

removed together with his dependants, under a warrant issued by the court 

convicting him ... or by any Bantu Affairs Commissioner ... to his home or his 

last place of residence or to a rural village, settlement, rehabilitation scheme, 

institution, or other place". Section 25 of the Bantu Labour Act of 1967 

decrees that Africans arrested for contravening or not complying with the 

provisions of the Urban Areas Act or the Labour Act, or the Abolition of Passes 

and Coordination of Documents Act may be referred to an aid centre. Section 29 

of the Urban Areas Act says that any authorized officer may without warrant 

arrest an African outside the homelands if he has reason to believe that the 

African is an "idle or undesirable person". 

1 A WHO Expert Committee defined rehabilitation as "the combined and coordinated 
use of medical, social, educational and vocational measures for training or 
retraining the individual to the highest possible level of functional ability". 
(WHO Technical Report Series No. 419, 1969). 
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Section 12 of the Proclamation makes work, "as an integral part of the 

progrannne of treatment", obligatory for inmates and states that "the normal 

hours of work in each week shall not exceed ~. excluding time spent in going 

to or returning from work, tidying premises, and/or bedrooms and on meals or 

other approved rest periods". The 56 hours of work a week may be increased, 

as punishment, to 65 hours, according to Section 18. Punishments can be 

given for a large number of offences, including use of "abusive, insolent, 

threatening or other improper language", making or spreading "falce or malicious 

reports or complaints", and attempted suicide. 

Similarly to the Mental Health Act Amendment of 1976, the Proclamation 

has a special Section (21) banning the publication of information on the rehabili

tation institutions. 

The Proclamation gives social workers the same power as the South African 

Police to "arrest without warrant" any offender who has absconded from a rehabili

tation institution. 

The Proclamation has already provoked strong public protest in South Africa. 

It is not known whether it is being implemented, and according to recent reports, 

it ~s meeting with opposition on the part of the "homeland governments". 

7. Conclusions 

The information collected about the psychosocial climate of apartheid and 

the functioning of the mental health services in South Africa supports amply the 

conclusion of the document "Health Implications of Apartheid" (EB55/39 Add.l) 

submitted to the 55th Session of the Executive Board of WHO, that "the prevailing 

situation stennning from the policy of apartheid presents an obstacle to the 

achievement of the highest level of health for all individuals". The evidence 

demonstrates that apartheid in the area of the mental health services leads to 

gross inequalities in the availability of mental health care for the different 

population groups in South Africa, and that the provisions for the'hon-White" 

groups, especially for the African population, are inadequate in quantity and 

very poor in quality. 
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The evidence further indicates that the State health services, being unable 

or unwilling to cope with the increasing number of mental health problems among 

the African population, have recruited the services of private companies for the 

maintenance in custodial care of between 8000 and 9000 Black mental patients 

admitted on an involuntary basis. These custodial institutions are the 

predominant, or the only form of mental health service available to the African 

population. 

Since the private institutions for African patients are operated on a profit

making basis, depending on the number of patients detained, and since patients are 

admitted under involuntary provisions (thereby reducing the burden on the State 

services), the system is technically open to abuse and is the manifestation of 

socially harmful policies in the area of health. Such policies are however part 

and parcel of the overall doctrine and practice of apartheid, and radical improve

ments of the present situation in the mental health services are inconceivable 

as long as apartheid remains in force. 
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