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1.

INTRODUCTION

This policy brief seeks to answer two questions:
1.

What are the mental health needs of female inmates in the South African
Correctional Centres?

2.

To what extent has the Department of Correctional Services (DCS) been able to
make provisions for the mental health needs of female inmates?

The brief is based on the findings of the broader study1 that was conducted by the
Commission for Gender Equality (CGE) in 2017. The purpose of the study was to assess
the extent to which the Department of Correctional Services is upholding the human
rights of female inmates in their Correctional Centres from a health and welfare
needs perspective. The assessment focused on three female Correctional Centres,
namely Johannesburg Female Correctional Centre, Pollsmoor Female Correctional
Centre and Bizzah Makhate Female Correctional Centre.
From a broader perspective, the findings seem to suggest that mental health
problems are prevalent across all three Centres targeted for the assessment.
However, the psychological services provided by the DCS were found to be
inadequate and thus failed to meet the mental health care needs of female
inmates. Furthermore, training and capacity building of Centre officials was
fragmented, with training prioritised only at one of the three Centres, while the
training needs of professionals in the other two appeared to be neglected.
This policy brief provides a brief contextual background regarding the mental health
needs of female inmates as documented in literature. It further provides background
on some of the relevant policy and legislative frameworks. It then goes on to highlight
the methodological principles undertaken to conduct the study. An overview of
findings, related to the three Centres that were assessed for the study, is also
provided. The brief ends with conclusions and policy recommendations.

2.

BRIEF BACKGROUND

2.1

Mental health and women in Correctional Centres

1
Commission for Gender Equality, Inmates in Sickness and in Health: Assessing Correctional Services on the Health and Wellness of Women in
Correctional Facilities (2017).
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Women in correctional facilities face a variety of physical and mental health issues,
and in most cases the criminal justice system is not sufficiently equipped to deal with
these issues. Consequently, interventions often depend on limited resources,
inconsistent public support of correctional treatment, and questionable correctional
management decision-making.
Like many other countries, South Africa continues to grapple with high crime rates
and a seemingly futile battle against gender-based violence. Given the high rates
of abuse and discrimination women experience throughout their lives, it is inevitable
that the incarcerated female population would have high demand for mental
health care services.2 Female inmates have considerably higher rates of mental
illness compared to women in the general population. The pains of imprisonment,
including their separation from family and adaptation to the prison setting, also
aggravate these conditions.
Women exist within patriarchal societies that compound their vulnerability to
victimisation and exploitation, their limited access to development opportunities, and
lack of overall independence. Most of the women going through the judicial penal
system are poor, undereducated, unskilled, and come from impoverished socioeconomic backgrounds. The relationship between poverty and mental ill-health has
been described as a “vicious cycle”3 as people living in poverty are at increased risk of
developing mental disorders through the stress of living in poverty, increased obstetric
risks, lack of social support, increased exposure to violence and worse physical health.
Moreover, those who live with mental illness are at increased risk of sliding into (or
remaining in) poverty because of increased health expenditure, lost income, reduced
productivity, lost employment, and social exclusion due to stigma.4
Suicide prevention in female correctional centres is a human rights issue as well as a
public health concern5, yet the problem has received very little attention.
International literature suggests that there are a number of contextual and systemic
factors within female correctional centres that contribute to suicide. These factors
include: high rates of psychopathology, poor provision of mental health care, the
lack of purposeful and stimulating activities (such as work and education),
segregation and isolation, victimisation, and violence.6 The Department of
Correctional Services in South Africa however, does not disaggregate death by
Agboola C. Memories of the ‘inside’: conditions in south African women’s prisons. SACQ. 2016;5 6:19–26.
Patel V. Poverty, inequality, and mental health in developing countries. In: D.A. Leon, G. Walt, editors. Poverty, inequality and health: An
international perspective. Oxford: Oxford University Press; 2001. 247-262.
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Flisher AJ, Lund C, Funk M, Banda M, Bhana A, Doku V et all. Mental health policy development and implementation in four African
countries. Journal of Health Psychology 2007; 12(3):505-516.
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Lines R. From equivalence of standards to equivalence of objectives: the entitlement of prisoners to health care standards higher than those
outside prisons. International Journal of Prisoner Health. 2006;2(4):269–280.
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suicide statistics by gender. The World Health Organization (WHO) estimates that
about 40% of all deaths in South African prisons are due to suicide7, making suicide
the primary cause of unnatural death among prisoners.8 In 2017, of the 52 reported
deaths by the Department of Correctional Services9, 24 deaths were caused by
suicides (15 suicide hangings, 7 medication overdoses, 2 poisonous substances).
The majority of prevalence studies have been conducted in developed countries,
and consistently show that a very high proportion of inmates suffer from poor mental
health. For example, the most exhaustive study in the United Kingdom found that
90% of inmates aged over 16 suffered from a mental illness, addiction or a personality
disorder; and 70% of prisoners had two or more such problems.10 Some studies report
that at least half of male inmates and up to three quarters of female inmates
reported symptoms of mental health conditions.11 Several surveys show that the
prevalence of poor mental well-being among women in prison is even higher than
among the general women population. It is also more common for female prisoners
to have experienced traumatic events, such as sexual abuse.
Furthermore, mothers who were the main care givers and significantly involved in
their children’s lives prior to imprisonment may suffer mentally and emotionally as a
result of missing out on their children’s daily lives and losing the opportunity to
participate in their upbringing.12 On the contrary13, it has been found that
incarcerated mothers who can communicate with their children are generally
mentally healthier than those mothers who, for one reason or another, do not
maintain a parental relationship. Mothers, particularly those who had frequent
contact with their children prior to incarceration, reported that the separation due
to their imprisonment resulted in “depression and guilt,” which was exacerbated by
the infantilisation14 the mothers experienced within the criminal justice system. Studies
indicate that at least half, and potentially up to 90%, of incarcerated women
experience clinical levels of depression at some point during their imprisonment,
which can possibly be attributed to “life stressors, family of origin violence, and early
trauma.15 ” Smyke et al16 have pointed out that a mother’s depressive feelings could
also be a result of a severed or diminished relationship with her children.
Ncana N. Violence in prisons out of control, admits government.pdf. The. Times. 2010, May 13:9.
Rawoot I. Report shows sorry state of South Africa’s prisons. Mail & Guardian. 2012, October 15.
Department of Correctional Services. Department of Correctional Services annual report 2016/2017 financial year. Pretoria: Department of
Correctional Services. 2017.
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In a study by Jbara,17 a small group of mothers indicated that their imprisonment
initially left them feeling suicidal, and nearly 70% indicated they felt guilty about their
circumstances and worried about their children. Considering the spectrum of
negative side effects an incarcerated mother can experience because of being
separated from her children, the corrections system should promote frequent
communications within the parent-child relationship.
2.2 Mental Health Care in Correctional Centres: Relevant Frameworks
It is important to note that mental health issues affect women prior, during and post
incarceration due to the general and gender specific societal and institutional
challenges they experience in their day to day lives. Thus, it is important for the
criminal justice system and policy makers to consider these multifaceted social
constructs, which are a reality for many incarcerated women. In terms of
international treaties and agreements, South Africa is signatory to the United Nations
Rules for the Treatment of Women Prisoners and Non-custodial Measures for Women
Offenders,18 also known as the Bangkok Rules. Rule 7 of the Bangkok Rules states that
if the existence of sexual abuse or other forms of violence before or during detention
is diagnosed, prison authorities shall endeavour to ensure that the female inmate has
immediate access to specialised psychological support or counselling, irrespective
of whether she chooses to take legal action or not. Rule 12 acknowledges that
female offenders have distinct mental health-care and psychological support needs
related to traumatic experiences. Rule 12 further specifies that it is important to
recognise the needs “of those women who demonstrate acute distress and
depression due to isolation, separation from children, families and communities”.
Treatment towards these needs should address root causes and be provided through
an individualised, integrated and holistic approach of counselling, psychosocial
support and medication.
Although body searches may be necessary in Correctional Centres, they have the
potential to violate female inmates’ dignity and cause psychological harm. Hence,
in this regard, Rule 20 states that “alternative screening methods, such as scans, shall
be developed to replace strip searches and invasive body searches, to avoid the
harmful psychological and possible physical impact of invasive body searches”.
Arguably, women who are in conflict with the law emanate from a patriarchal
society. They are then imprisoned in masculine institutions and later released back
into a society that is often ill-equipped to facilitate their reintegration. Thus, Rule 47
Jbara A. The price the pay: Protecting mother-child relationship through the use of prison nurseries and residential parenting programms.
Indiana Law journal. Volume 87, issue 4. 2012.
United Nations Rules for the Treatment of Women Prisoners and Non-Custodial Measures for Women Offenders (the Bangkok Rules), 2010.
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states that “additional support following release shall be provided to released
women prisoners who need psychological, medical, legal and practical help to
ensure their successful social reintegration, in cooperation with services in the
community”.
Children can remain with their mothers in Correctional Centres until the age of 2.
Therefore, Rules 49-52 emphasise that in order to prevent any physical or
psychological harm to children who do remain with their mothers in prison, the
environment in which they are brought up in prison should be as close as possible to
a normal environment outside prison. They also emphasise the need for continued
communication between the mother and the child following separation to prevent
the psychological damage caused by separation as much as possible.
Lastly, Rule 65, which is based on the principle expressed in Article 37 (b) of the
Convention on the Rights of the Child, and the United Nations Standard Minimum
Rules for the Administration of Juvenile Justice (The Beijing Rules), points out that all
children, and female children in particular, are extremely vulnerable in detention. It
further states that imprisonment is likely to have a very harmful impact on children’s
psychological and intellectual development.
Regionally, the SADC Minimum Standards for HIV/AIDS, Tuberculosis, Hepatitis B and
C and STIs Prevention, Treatment, Care and Support in Prisons19 were established in
2009, and have the same objectives as Article 22 of the SADC Protocol on Health.20
The SADC Minimum Standards identify women as a ‘special category’ and specify
that female inmates must have access to health services that consider their special
health care needs. In terms of mental healthcare, the Minimum Standards state that
member States should make tailored Information, Education and Communication
(IEC) and Behaviour Change Communication (BCC) materials available to mentally
challenged prisoners and detainees. Separate housing facilities should also be
provided to mentally challenged inmates. Additionally, it is stated in that “Linkages
should also be created between prison health and mental health services in order
to provide appropriate treatment of mental conditions” and that “prison authorities
should ensure that psychosocial support is available to mentally challenged prisoners
and detainees”. Article 22 of the SADC Protocol on Health states that in order to
promote mental well-being, which is critical to sustained human and economic
growth, State Parties should cooperate and assist one another with regard to:

19
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SADC Minimum Standards for HIV/AIDS, Tuberculosis, Hepatitis B and C and STIs Prevention, Treatment, Care and Support in Prisons (2009).
SADC Protocol on Health (1999).
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a) developing compatible legislation in respect of mental health
b) developing regional guidelines for training, and the integration of mental health
services into primary health care
c) the provision of proper treatment and care that respects the dignity and human
rights of mentally ill persons
d) the development of supportive community care services and facilities
e) cost-effective and culture specific mental health research
Domestically, Chapter 2 of the South African Constitution, which contains the Bill of
Rights,21 lists a number of basic rights. These include the rights to human dignity (s.
10), life (s. 11) and healthcare (s. 27) which all persons – and more specifically to this
policy brief, female inmates – are entitled to. Furthermore, section 12 (1) explicitly
notes that everyone has the right to bodily and psychological integrity. The Mental
Healthcare Act 17 of 200222 (as amended) and the Correctional Services Act, No. 111
of 199823 (as amended), both rooted in the principles of the South African
Constitution, advocate for the well-being of all inmates requiring psychological
services (although not specifying the distinct mental healthcare needs of women).
South Africa is generally short of mental healthcare facilities and services. Hence one
of the key activities of the National Mental Health Action Plan contained in the
Mental Health Policy Framework for South Africa and Strategic plan 2013-202024 is to
establish a specialised psychiatric hospital in Mpumalanga that will, amongst other
things, have capacity to admit State patients and mentally ill prisoners. Based on the
prospects of the Strategic Plan, the project was supposed to be completed by the
end of the 2013/14 financial year, however, the process is still underway.

3. METHODOLOGY
The study was based on the qualitative approach, as the focus was on people’s
lived experiences within their original comfort spaces. The research team focused
on three case studies, namely: Bizzah Makhate Female Correctional Centre
(Kroonstad, Free State), Pollsmoor Female Correctional Centre (Tokai, Western
Cape), and Johannesburg Female Correctional Centre (Gauteng). The participants
who were targeted for in-depth interviews included social workers, psychologists,
psychiatrists, nurses, doctors, correctional centre managers and officials in the
National DCS Health Directorate. The team also conducted focus group discussions
with wardens and female inmates separately at each of the centres studied.
Constitution of the Republic of South Africa (1996).
Mental Health Care Act, No. 17 (2002) As amended.
23
Correctional Services Act, No. 111 (1998) As amended.
24
Draft Mental Health Policy Framework for South Africa and Strategic plan 2013-2020.
21
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Observations were carried out at all sites with the use of an observation tool, aspects
of which were borrowed from the Judicial Inspectorate for Correctional Services; as
well as guided by prescripts of the existing legislative framework on the National
Norms and Standards relating to Environmental Health in terms of National Health
Act, 2003 (No 61 of 2003). The tool assisted the team in assessing the physical and
operational state of the facilities from a health perspective, and in determining and
assessing the types of healthcare services currently rendered to female inmates
within different centres. The research team observed ethical considerations when
conducting this study by ensuring that participation was voluntary, and that
participants were informed about the contents of the study so as to give informed
consent. Also, confidentiality and anonymity were guaranteed to participants.

4. OVERVIEW OF FINDINGS
4.1. Mental health problems among female inmates
The study found that mental health problems were prevalent among female inmates
and that depression was a commonly diagnosed mental illness. It was revealed that
inmates that were mothers could not cope with being separated from their children,
particularly if the inmate was the primary care giver prior to incarceration. The
mothers were constantly concerned about the welfare of their children and the
concern grew worse in cases where children were moved to the care of unreliable
relatives and friends. Isolation from families was cited as another factor that led to
depression. The women felt that they were missing out on important family milestones
and being denied the opportunity to attend funerals of close family and friends also
contributed to the problem.
Other family problems included divorce, separation and spousal problems, with the
women believing that their imprisonment was the primary reason for the breakdown
in relationships. Another factor that was linked to depression in female Correctional
Centres was the actual imprisonment. Informants revealed that the mere fact of
being convicted as a criminal affected the mental wellbeing of female inmates as
they would experience extreme shock and shame as a result of being perceived as
delinquents by their families and communities. It was clear that the shame
emanating from the status of being an incarcerated woman stemmed from the
widespread gender stereotypes that predominantly associate criminal behaviour
with men, thus making it taboo for a woman to bear the status of being a convicted
criminal.
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Substance abuse and addiction was a significant finding in Pollsmoor Centre in the
Western Cape.25 Although the abuse of substances is generally more pronounced
among men than women, informants revealed that a number of female inmates
had a history of substance abuse and were mainly using drugs to escape from the
daily realities of poverty and other socio-economic challenges. Some of the inmates
also revealed to researchers that substance abuse was one of their coping strategies
and were thus disgruntled that they could not even access cigarettes, since the use
of tobacco was banned from the Centre.
Informants also reported that many of the female inmates had experienced several
traumatic events in their lifetime, such as growing up in dysfunctional families, living
in extreme poverty, witnessing violence, and suffering intimate partner violence and
sexual abuse. In fact, the clinical psychologist from the Pollsmoor Centre revealed
that the majority of cases that were presented to her were associated with childhood
trauma that was never diagnosed or dealt with accordingly. She reported that many
of the inmates had no access to psychological services in their communities prior to
incarceration, hence most of their mental health problems were only dealt with
during their time in prison.
4.2.

Mental health services

Each Centre had a clinical psychologist based on site. The availability of
psychologists however, did not necessarily transpire into the actual accessibility of
psychological services to inmates. The situation was worse for inmates in
Johannesburg and Bizzah Makhate Centres, who reported that they were not even
aware of the presence of clinical psychologists at the Centres. Inmates from
Pollsmoor, on the other hand, could access the onsite psychologist, and found her
services to be helpful. Due to overcrowding, however, the system was congested,
which resulted in long waiting periods and inability by inmates to report severe
depression and suicidal thoughts as they happened.
Access to social work services was also limited, as each Centre was allocated a low
number (between one and three) of social workers responsible for several
programmes - in addition to providing individual therapeutic counselling to inmates.
Johannesburg and Pollsmoor Centres were allocated three and one psychologists
respectively, while the psychologist at Bizzah Makhate had to rotate across 14
Centres in the management area. This effectively means that three psychologists at
the Johannesburg Centre were expected to render services to a Centre population
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of 698 inmates (at the time the study was conducted); while one psychologist was
expected to attend to 637 inmates at Pollsmoor and 189 inmates Centres at Bizzah
Makhate Centre, as well as inmates from 13 other Centres. This proportion of
psychologists per inmate population compromised the quality of services rendered
to inmates. Psychologists struggled to have follow up sessions and immediately
attend to emergency cases. The research team discovered that not much attention
was paid to the mental state of inmates during the initial health risk assessment
conducted upon admission to the Centres. The initial screening of inmates is an
important part of the admission process as it provides officials with an opportunity to
collect critical information on how to go about addressing the immediate and
ongoing mental health needs of inmates. The forms26 (DCS Initial health and physical
risk assessment form and the DCS Comprehensive health assessment form) utilised by
the nurses to conduct these assessments reflect aspects of mental health, however,
inmates revealed that they were not thoroughly examined for the presence of
mental illness just as it was the case with various other thematic areas that were not
adequately observed across the forms. Inmates also reported that they were not
provided with any information pertaining to the mental health services available to
them at the Centres during the admission process.
In addition to the initial health risk assessments conducted by nurses, case
management officers also complete risk and needs assessment forms within six hours
of the inmate’s admission to the Centres. Part of the purpose of this assessment is to
identify the existence of any emotional vulnerabilities and signs of depression and
suicidal behaviour. Furthermore, within 21 days of admission, a comprehensive risk
and needs assessment and offender profile are compiled to develop better insights
into the inmate’s history, as well as her needs and interests. These processes later
inform the inmate’s sentence plan, which is used to monitor the rehabilitation of the
inmates during their sentence. Professional counselling and therapy often constitute
the rehabilitation needs of inmates. However, as already indicated, access to these
services was limited in the Centres assessed for the study, particularly in
Johannesburg and Bizzah Makhate, meaning that inmates would be released from
the Centres without receiving the necessary rehabilitation.
The referral system of the DCS came into question as inmates could either request to
see a psychologist voluntarily or through a referral by the nurses or social workers. This
system appeared to be flawed, as some inmates reported that they were never
referred for consultation despite presenting a need for the service. In fact, in the

One form was administered immediately on the arrival of an inmate, while the other one was administered within 24 hours of arrival to the
Centre.
26
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Bizzah Makhate Centre nurses reported that they perceived most cases as medical
conditions, and therefore didn’t see a need to refer inmates to the clinical
psychologist. To inmates, however, this appeared to be a dismissal of their mental
health needs.
Despite the identified challenges related to the provision of mental health services
by the DCS, the study found that services rendered by psychologists included
individual therapeutic counselling and psychoeducational groups. Social workers
also rendered a number of psychosocial services, as well as therapeutic counselling
and support to inmates. Finally, as a strategy to curb suicide attempts by inmates,
Centres kept rodent proofing devices out of the sight of inmates, and inmates were
not allowed to keep medications with them in their cells.
4.3.

Training and capacity building

The DCS failed to provide its security personnel (warders) with training programmes
related to the detection of mental health care needs and risk of self-harm and
suicide among female inmates despite the call by the Bangkok Rules (Rule 35) to do
so. As a result, warders felt frustrated because they lacked the relevant skills and
knowledge on how to handle mental illness among inmates. The DCS also failed to
provide warders with training on the type of assistance and support they could offer
to inmates, such as referring cases to specialists, which presumably contributed to the
lack of knowledge of the existence of psychological services rendered at the
Centres among inmates.
Additionally, training opportunities offered to psychologists were fragmented, with
the psychologist from the Johannesburg Centre receiving training from private
institutions, while psychologists in Pollsmoor and Bizzah Makhate Centres received no
training at all. The lack of training offered in these Centres was attributed to the cost
cutting measures that were being implemented by the Department. Consequently,
officials were relying heavily on the Psychological Society of South Africa (PSYSSA)
Congress, which is a country-wide annual congress for psychologists to share and
exchange knowledge on new developments in the field through discussion of
academic papers presented. It is important, however, to note that the PSYSSA
Congress is an academic conference and cannot be regarded as an appropriate
training institution for psychologists dealing with a specialised group of female
inmates.
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Training opportunities provided for social workers were also fragmented across the
Centres, as the social workers based at the Johannesburg Centre underwent a
number of training programmes during the 2017/18 financial year, while social
workers from Pollsmoor and Bizzah Makhate were not provided with any training
opportunities. The research team could not ascertain reasons for this fragmentation,
given that all social work officials fell under the management of the DCS.
Nonetheless, regardless of all the training programmes offered to the social workers
at the Johannesburg Centre, none was found to be gender specific. Instead, officials
indicated that their training was rather general and not specialised to cater for the
needs of female inmates.

5. CONCLUSION
The findings presented in this policy brief demonstrate that mental health problems
are prevalent in female Correctional Centres and that female inmates face
challenges with regards to accessing the relevant mental health services. The
findings also indicate that the specific mental health needs of female inmates are
not taken into consideration by the DCS. Furthermore, the fact that there are not
enough mental health professionals within the Correctional Centres is another
challenge, as the situation delays mental health intervention for those inmates who
need urgent attention. It is also evident that training and development with respect
to the provision of mental health services is not prioritised by the Department.

6. POLICY RECOMMENDATIONS
Based on the findings of the study, the following recommendations were formulated:
•

Given that the study found that the general wellbeing of the family system and
children of the inmates had a direct impact on the mental wellbeing of inmates,
the CGE recommends that the DCS social workers based at its Centres should
create links between families of the inmates and Community Based Social
Workers who offer services related to the welfare of children and families as part
of the inmates’ psychosocial interventions.

•

The Commission also recommends that the department improves mental health
services in Correctional Centres by increasing the number of designated Mental
Health Professionals within each centre, so as to increase inmates’ interactions
with them.
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•

The Department should liaise with the diversion schemes available in the
communities, so that inmates with mental health issues can utilise services offered
by community-based alternatives.

•

There is also an urgent need for the training of the Correctional Service Officials
to promote efficiency when dealing with the mental health needs of the female
inmates.

•

Finally, the department should strengthen their care and support system for those
inmates who are released into the communities for efficient reintegration.
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