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Broad overview of the
South African Child Gauge 2021/2022
The South African Child Gauge® is published annually by the Children’s Institute, University
of Cape Town, to monitor progress towards realising children’s rights. This issue of the South
African Child Gauge focuses attention on child and adolescent mental health and how early
experiences of adversity ripple out across the life course and generations at great cost to
individuals and society.

PART ONE: Children and Law Reform
Part one outlines recent legislative developments that affect the lives and rights of children.
These include the National Health Insurance Bill, Draft Admission Policy for Ordinary Public
Schools and Draft Firearms Control Amendment Bill, together with a ruling by the Constitutional
Court that has declared Section 10 of the Births and Deaths Registration Act unconstitutional.
See pages 12 – 23.

PART TWO: Child and Adolescent Mental Health
Part two presents a set of 10 chapters that examine current challenges and identify critical
points for intervention to promote children’s mental health and well-being across the life course
and across a range of settings. This includes a deeper examination of the social, economic
and environmental determinants of child and adolescent mental health, and how positive and
negative life events impact on children’s development across the life course in ways that either
enhance or undermine their mental health. We then consider how to create a more enabling
and supportive environment by strengthening the role of families, educational facilities, health
care services and digital platforms in promoting children’s mental health, as well as the need
for intersectoral collaboration to address complex challenges such as violence and disability.
The final concluding chapter calls on the South African government and the whole of society
to place children at the centre of all policies and to create an enabling environment that will
protect children from harm, build their capacity to cope with stress and adversity, and provide
them with opportunities to thrive.
See pages 24 – 159.

PART THREE: Children Count – The numbers
Part three updates a set of key indicators on children’s socio-economic rights and provides
commentary on the extent to which these rights have been realised. The indicators are a select
subset taken from the website www.childrencount.uct.ac.za.
See pages 160 – 198.

Front cover photograph:
Children’s mental health is shaped in powerful ways by their relationships with their caregivers, their
families and the network of other children and communities around them. Warm, sensitive, playful
and responsive caregiving helps children experience joy and hope, learn how to regulate their
emotions, engage in healthy relationships, and meet life’s challenges with confidence.
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Foreword
Linda Richter
Emeritus Professor, DSI-NRF Centre of Excellence in Human Development, University of the Witwatersrand

This 2022 issue of the South African Child Gauge focuses

expressed in violence and aggression, the inconsolable loss

attention on promoting child and adolescent mental health

of a loved family member or friend, or a teenager’s desperate

and well-being. It also addresses the unhappiness, isolation,

search for means to end a life which seems unbearable in the

shame, anger and fear which we all feel at some time in our

face of all that feels wrong.

lives along a continuum from mild to moderate and extreme

What we do know is that disturbed and disturbing

forms of mental distress. It looks at how experiences, feelings

thoughts, feeling and behaviours can be experienced at all

and behaviours can worsen, persist, evolve

ages, starting in infancy, and that they are

and, amongst a minority of children and

shaped by a variety of physical, social and

adolescents, find expression in longer-term

psychological factors. The undernourished

and even life-long mental disorders.

child living with a poor family may be

The wide spectrum of mental distress

withdrawn and clinging, just as a confused

makes it difficult to estimate how many

and anxious teenager may struggle to adjust

children and adolescents may benefit from

between seemingly uncontrollable feelings

early intervention to reduce the potential

and bewildering physical changes.

for mental health problems; how many

So how can we respond to children’s distress

young people are already affected and

appropriately and enable them to thrive

may need additional care and support from

in the face of adversity? The paediatrician

families, schools and trained counsellors; and

Donald Winnicott asserted that powerful

how many would benefit from specialised

loving relationships are at the heart of the

psychological treatment, medication or support to promote

therapeutic journey. And, indeed, affectionate and supportive

their recovery and participation in everyday living, learning,

family members, teachers and friends can help children and

working or socialising across a significant period of their

adolescents to cope with both the adjustments which usual

lives.

life-stage changes may present, and more serious mental

The prevalence rates we use frequently rely on diagnosable

health challenges, and prevent them from re-occurring. The

forms of mental disorder, but the vast majority of children and

Nurturing Care Framework describes how child-centred laws,

adolescents in the world do not make it to a specialist office

policies and services can create an enabling environment in

or receive a diagnosis. Children and adolescents who suffer

which families, school, and communities can protect children

mental distress and those who love, live or work with them

from harm, nurture them physically and emotionally, and

know only too well how stressful it is for everyone involved

ensure that they have opportunities to expand their mental

and how difficult it is to find support and treatment for the

health in creative ways and realise their own unique potential.

young people in our care.

A key thing to remember is that most children and

Children and adolescents affected by mental ill health are

adolescents go through life well despite what at times may

themselves often not able to talk about their feelings and

seem like very difficult challenges. Most children will have

what help they need; for example, the trauma and confusion

episodes of anxiety and worry at some point in their life.

experienced by a baby who is neglected or abused, the angry

Babies cry, and some babies cry considerably more than

biting and scratching of a toddler, the grief of a schoolchild

others. There are very few toddlers that do not test the

teased and rejected by peers, the need for recognition

patience of their parents. Some adolescents seem rebellious

8

during their exploration of society, and a desire for privacy

may disconnect from family relations and their behaviour

can feel like they are turning away from their family. Many of

and performance at school may start to deteriorate. If these

these behaviours are characteristic of life and developmental

losses are not remediated by early identification and efforts

stages, and most children will move on through to new stages

to address their causes, they can become heavy weights for

in their journey through life. The vast majority will regain

a child to bear and may drag them down for the rest of their

their equilibrium, and only very few will develop a serious

lives, with adverse consequences for them and our society.

mental disorders or mental illness. That these experiences

In a country beset by poverty, inequality, social exclusion

may seem transient, does not mean they should be ignored.

and violence, our most important responsibility is to our

Rather we need to remember that the first port of call for

children and adolescents. We need to identify those who

children and adolescents is their family and caregivers, and

face difficulties early on and try to rectify or ameliorate these

both children and parents need to feel supported, reassured

problems so that children can continue their life-long journey

when they worry, and offered assistance when they think an

with strength and resources. It is therefore essential that our

issue might be becoming a sign of something more serious.

laws and policies, our services for children and families, our

The consequences of mental ill health, even in the short-

leaders and their decisions, and our everyday interactions

term, are deeply injurious – to the individual child and

with one another help to foster, create and maintain

adolescent, their families, and their society. Learning may stop

conditions that enable all children to be part of powerful

and sometimes even regress, interrupting their cognitive,

loving relationships that comfort them in times of adversity,

emotional and social functioning. For example, children

celebrate their strengths and encourage them to thrive.
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Mental health for children and adolescents:
A human rights imperative
Advocate Bongani Majola, Chairperson of the South African Human Rights Commission

Mental health is a fundamental human right for all children

consideration all the underlying causes of mental health

and adolescents. The mental health of children is an integral

should be adopted.

part of their overall health and well-being. Children’s mental,

Human rights are interrelated in nature, thus the

emotional, and behavioural health are integral components

deprivation of one right can often lead to the infringement

of mental health. These aspects affect the way they feel,

of one or several other rights. This has been noted to be

think, and behave. In addition, they influence how children

the case with children’s rights, especially for children on the

handle stress, relate to other people, and

move. For example, in its monitoring work,

make healthy decisions. For children to survive

the South African Human Rights Commission

and thrive, they must grow in an enabling

(Commission) documents that many children

and supportive environment that caters to

on the move do not have legal documentation

all their needs, including mental health and

due to a myriad factors, including the lack of

psychosocial support.

birth registration, loss of documentation,
and

death of parents and delayed applications at

underinvestment in mental health, generally,

Due

to

historical

neglect

the Department of Home Affairs. Due to the

there are serious gaps in prevention and care

lack of legal documents, children have been

for children and adolescents in South Africa.

unable to access basic human rights such as

These gaps often lead to gross human rights

education, welfare support, medical care and

violations that rob children and adolescents

adequate nutrition.

not only of their quality of life, but also life itself. This was the
case in the Life Esidimeni tragedy.
The

current

COVID-19

pandemic

The lack of access to such basic human rights deprives
children, thereby putting them at a disadvantage in terms

intensified

of cognitive, emotional and physical development. In

pressures on children and adolescents and, as a result, a

has

contrast, children who enjoy these basic human rights to

whole generation’s mental health and well-being has been

the fullest extent have a much better quality of life. Due

jeopardised by the pandemic. Children and adolescents feel

to the various psychological traumas that children on

afraid, angry and anxious because their routines, education,

the move have endured in their historical and present

recreation and family finances have been disrupted.

circumstances, many of them require individual, specialised,

Other notable factors that contribute to children’s mental

psychological support. However, such support has largely

well-being in the South African context include, amongst

been inaccessible, especially in rural communities, where

others, high levels of racial inequality, gender inequality,

the health care system is overburdened, under-resourced

poverty and malnutrition, disability, gender-based violence

and under-capacitated.

These

The extensive nature of socio-economic inequality in South

factors are, amongst others, significant contributors to the

Africa has also polarised access to adequate mental health

deteriorating mental health in children and adolescents. In

care for children and adolescents in South Africa, in that

that regard, it becomes clear that in seeking to resolve the

while those having access to economic resources continue

barriers to accessing mental health care for children and

to receive the best psycho-social support, those who are

adolescents in particular, a holistic approach that takes into

economically marginalised do not have the same enjoyment

(GBV) at home and violence against children.

1
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https://www.unicef.org/southafrica/stories/tracking-wellbeing-children-south-africa.

of their right to adequate health care, which includes mental

effective and humane assessment and management of

health care services.

adolescents requiring psychiatric admission or outpatient

This is one of the reasons why the Commission appreciates

services. For instance, few health facilities have dedicated

the fact that South Africa has adopted policies at the national

72-hour assessment wards for adolescents, which results in

level which have been delegated for implementation at the

adolescents being kept in adult wards and, in most cases,

provincial level. Such policies include, amongst others, the

in medical wards. Consequently, 72-hour assessments are

recently lapsed National Mental Health Policy Framework and

predominantly performed in unsafe, inappropriate structures

the 2003 National Policy Guidelines for child and adolescent

often by inadequately trained staff who lack the appropriate

mental health. The adoption of national policies which are

skills and expertise. This is compounded by the fact that

delegated for implementation at the provincial level ensures

transfer hospitals are often full, a factor that forces these

that the extraordinary circumstances of the country’s socio-

primary facilities to keep psychiatric patients for longer than

economic and socio-cultural structure are considered.

the 72-hour limit, thereby contravening the Mental Health

However, this approach has its own shortcomings, which

Act.

have been noted by the Commission. For instance, the

We should ensure that caregivers (including parents,

Commission found that none of the provinces had a policy

teachers and guardians) and children are adequately

or implementation plan to support the national policy.

equipped to identify mental health issues and seek

This indicates that mental health and mental health for

appropriate help. This was highlighted in UNICEF South

children and adolescents is not given priority on the policy

Africa’s U-Report poll 2021,2 which found that 65% of young

agenda. Further, during its hearing on mental health, the

people with mental health issues stated that they did not

Commission found that the lack of intersectoral collaboration

seek help for the mental health issues they had. There is thus

on mental health has resulted in children falling through the

a need to raise awareness among children across all races,

cracks. As such, efforts must be made to strengthen the

gender and social-economic status. This must adequately

implementation of a multisectoral integrated response that

consider each child’s best interest and should adequately

addresses the needs of vulnerable children and adolescents.

respect their dignity.

In addition, governmental programmes and systems

In the final analysis, mental health must be prioritised.

intended to improve the well-being of children as mandated

Further, it is important to ensure that children and adolescents

by the Children’s Act 38 of 2005 as amended by Act 41 of

are not only afforded access to health care but that an

2007 must be strengthened.

environment that actively supports their mental health is

Extensive infrastructural limitations at district and regional
levels exist, which constitute significant obstacles to the

2

established. Mental well-being should thus be linked with
every other socio-economic right.

https://www.unicef.org/southafrica/press-releases/65-cent-young-people-mental-health-related-issues-did-not-seek-help-unicef

11

12

South African Child Gauge 2021/2022

PART 1
Children and Law
Reform
Part one summarises and comments on recent policy and legislative
developments that affect children including the:
•

National Health Insurance Bill

•

Draft Admission Policy for Ordinary Public Schools

•

Births and Deaths Registration Act

•

Draft Firearms Control Amendment Bill

Reading stimulates the imagination and builds a strong foundation for lifelong learning
and development. This resource centre provides a rich learning environment to stimulate
a love of reading in young learners attending ECD programmes at the Bulungula Incubator
Project in the Eastern Cape
© Annette Champion, Bulungula Incubator
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Legislative and policy developments
affecting children
Paula Proudlock,i Mbonisi Nyathi, i Lori Lake,i Mila Hardingii and Zita Hansungule-Nefaleiii

In this chapter we provide detailed analysis of four

This includes efforts to enhance access to and quality of

developments affecting children:

services, as one in five children still travels more than 30

• The National Health Insurance Bill aims to create

minutes to reach a health facility,5 and a lack of ‘positive and

equitable access to health care services.

caring attitudes’6 continues to undermine uptake of both

• The Draft Admission Policy for Ordinary Public Schools

antenatal care7 and adolescent health services8. It is therefore

aims to address discrimination and exclusion in the

vital that the specific health care needs of pregnant women,

admission process.

children and adolescents are prioritised. Particular attention

• The Constitutional Court has confirmed that section 10 of

needs to be paid to the most vulnerable children – including

the Births and Deaths Registration Act is unconstitutional,

neonates, adolescents, children with disabilities and long-

obliging the Department of Home Affairs (DHA) to enable

term health conditions (LTHCs), undocumented children,

unmarried fathers to register their children’s births without

and those living in rural areas and informal settlements – to

the mother’s presence.

ensure that no child is left behind.

• The draft Firearms Control Amendment Bill aims to
strengthen the Act and its enforcement to prevent the

Registration of users

proliferation of illegal firearms and reduce gun-related

The Bill provides that patients must have proof of registration

deaths and injuries.

to access health services under NHI. Registration can only

We analyse how these legal and policy developments affect
children and provide recommendations to strengthen their
design and implementation.

National Health Insurance Bill
The National Health Insurance Bill1 was tabled in Parliament
in August 2019. Public hearings began in May 2021 and were
still in session at the date of publication of this chapter, due
to the high volume of submissions received. The Bill aims to
provide universal health care (UHC) for all. It includes a strong
focus on maternal and child health, yet several amendments
are needed to ensure that National Health Insurance (NHI)
adequately covers the specific needs and vulnerabilities of
pregnant women, children and adolescents.
There is growing evidence that early intervention during
sensitive phases of development such as during pregnancy,
the first 1,000 days of life, and adolescence is not only
essential, but also the most cost-effective strategy to
promote children’s optimal health and development, stem
the tide of non-communicable diseases, and disrupt the
intergenerational cycle of poverty.2-4
i Children’s Institute, University of Cape Town
ii SECTION27
iii Independent
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be done at accredited health establishments. To apply
for registration at an accredited health establishment, a
person will have to provide biometrics, fingerprints, proof of
residence, identity card, original birth certificate, or refugee
identity card.
Children born to health service users are regarded as
having been registered automatically when their births are
registered with DHA, but older children will need to be
registered by their parents or can register themselves from
age 12 onwards. An original identity card, birth certificate or
refugee identity card will be required for registration.
The proposed registration process and requirements pose
a number of barriers:
• Babies and other children whose births are not yet
registered may be excluded. Statistics South Africa’s 2020
report on recorded live births reveals that of babies born
in 2020, only 80% had their births registered within 30 days
of their birth.9 And there are many children in South Africa
without birth certificates – at least 500,000, of which 80%
are South African citizens and 20% are foreign nationals.10
• Many public facilities serving poor, under-resourced
and rural communities may not meet the standards for

accreditation and therefore may not be able to register

survival and that also promotes children’s optimal health and

users, which may further prejudice those children most in

development. It is vital that the Benefits Advisory Committee

need.

includes and engages with experts in maternal, child and

• Accredited facilities with limited staff and internet access

adolescent health to develop an essential package of care for

will struggle to register users efficiently. This is likely to

pregnant women, children and adolescents. This must build

negatively affect rural populations in particular.

on the work of the Committee on Mortality and Morbidity of

If the National Department of Health is committed to
promoting health equity and UHC, then the current
accreditation and registration requirements should be revised
to ensure that they do not deepen existing inequalities in
access to health care.
Quality, accreditation and inequity
Some of the measures in the Bill have the potential to
exacerbate inequity, including user registration and the
accreditation of health care facilities. The most recent report
of the Office of Health Standards Compliance found that that
only five out of the 696 public health facilities surveyed met
the norms and standards required for certification.11
After more than two decades of public sector austerity,
many public sector and specifically rural health care facilities
are understaffed and under-equipped, and unlikely to
qualify for NHI accreditation. Hospitals are more likely to be
accredited than clinics and community health centres. Lack
of accredited facilities at community level will discriminate
against people most dependent on local facilities and is likely
to increase the hospital centeredness of the health service.
Private facilities are not only more likely to get accreditation
but are also overwhelmingly based in urban centres, so the
accreditation process has the potential to further increase
both urban-rural and private-public inequities. Furthermore,
the fact that the Bill ignores the Certificate of Need
contained in the National Health Act, which regulates where
private service providers can open services, represents a key
missed opportunity to improve equity. Considering all these
factors, there is a strong possibility that the most vulnerable
communities may not have access to NHI-funded health care
at all.
Defining a package of basic health care services
Following concerns raised in response to the NHI White
Paper,12 the Bill includes a clause that specifically upholds
the Constitutional right of all children to ‘basic health care
services’.13 But it is not yet clear how this right translates into
a package of essential health care services for children and
adolescents. It is therefore urgent to define ‘basic health
care services’ and ensure that a comprehensive package of
services is introduced that extends beyond a narrow focus on

Children under five years (COMMIC) who have developed a
framework for an essential package of health care services
for children that includes children with LTHCs and those
requiring palliative care.14
The rights of foreign children
People eligible for NHI include South African citizens,
permanent residents, refugees, inmates, and ‘certain
categories of individual foreigners determined by the
Minister of Home Affairs, after consultation’ with the
Ministers of Health and Finance. Adult asylum seekers and
illegal foreigners are entitled only to emergency medical
services and services for notifiable conditions of public
health concern, but the Bill upholds the constitutional right
of all children, including children of asylum seekers or illegal
migrants, to basic health care services. A challenge here is
that many children of asylum seekers and illegal immigrants
will not have the formal identity documents needed to
register as users, so further detail is needed on how these
children will access services.
It is not clear in the Bill whether the drafters of the Bill
are interpreting children’s constitutional right to basic health
care services to include antenatal and obstetric care for their
pregnant mothers. The Bill currently excludes pregnant
adult asylum seekers from such services. Yet, these are key
determinants of a newborn baby’s health and survival, and
both pre- and postnatal care are considered by the United
Nations Committee on the Rights of the Child as an essential
component of children’s right to health.15 The Bill should
therefore expressly provide that pregnant asylum seekers
and illegal immigrants are entitled to antenatal and obstetric
services.
Representation for child and adolescent health
The Bill requires the minister to appoint three advisory
committees:
• The Benefits Advisory Committee will determine and
review the health care service benefits and types of
services that the fund will pay for, at each level of care from
primary to tertiary hospitals.
• The Health Benefits Pricing Committee will recommend
the prices of health service benefits.
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• A

comprise

essential to strengthen systems, improve coordination and

representatives from the statutory health professions

Stakeholder

Advisory

Committee

will

ensure effective delivery of maternal, child and adolescent

councils, ‘health public entities, organised labour, civil

health services in response to the local burden of disease,

society organisations, associations of health professionals

and to drive intersectoral collaboration to address the social

and providers as well as patient advocacy groups’.

determinants of health.16

None of these advisory committees are required to include
representatives with expertise in maternal, child or adolescent
health, raising concerns that children’s specific needs may
not be given sufficient attention. For example, the National
Core Standards for Health Care Establishments pay little or
no attention to children outside of neonatal and paediatric
wards, despite, for example, the vulnerability of neonates
and children in emergency department settings, and of
adolescent patients when they move from paediatric to
adult services. It is therefore vital that the specific health care
needs of children and adolescents are justly and adequately
represented on all NHI structures, to ensure a child-focused
basket of care and formulary.iv

Similarly, the original plans to re-engineer rehabilitation
services at district level should be revived to address the
needs of large and growing numbers of children with LTHCs
and disability, especially those in rural areas. 14
It is also vital that the NHI invests in sufficient numbers
of community health workers, as well as their education,
supervision and support, so that they are able to play a
broader role in supporting families with young children and
enabling children to not only survive but thrive, as outlined
in the National Integrated Early Childhood Development
Policy,17 Nurturing Care Framework3 and National Adolescent
and Youth Health Policy18. Yet, it is currently not clear that the
work of the ward-based outreach teams will be funded under
the NHI. There is a risk that efforts to promote efficiency and

The re-engineering of primary health care

a one-size-fits-all approach might compromise the quality

The Bill commits to strengthening Primary Health Care (PHC)

of outreach services and fail to make adequate provision

services and intends to make extensive use of community-

for time spent travelling long distances and/or supporting

and home-based services:

families in difficult circumstances, which is much harder to

• PHC outreach teams will visit households regularly,

quantify than a simple diagnosis and medication.

provide health promotion and education, identify those
in need of preventive or rehabilitative services, and refer
them to the relevant PHC facility. The outreach teams will
also facilitate community involvement and participation
in identifying health problems and behaviours and
implement interventions to address these problems at a
community level.
• School health services will be provided to improve the
physical and mental health and general well-being of
school-going children, and
• Private providers will be included to increase capacity and
access to care.

Conclusion
It is vital that the NHI prioritises maternal, child and adolescent
health, as early and sustained investment – starting in
pregnancy and continuing into adolescence – yields the
greatest lifelong returns. This requires strong leadership for
maternal, child and adolescent health at district, provincial and
national level, and adequate representation on the Advisory
Committees to ensure that the unique vulnerabilities and
specific health care needs of pregnant women, children and
adolescents are explicitly addressed in both the formulary
and baskets of care.
A similar process of engagement is needed with the

However, in the face of austerity budgeting, it will be hard

Office of Health Standards Compliance to ensure that the

to turn public services around after years of neglect, and

national norms and standards are aligned with children’s

promoting private sector provision will not necessarily

rights and best interests. Greater efforts are needed to drive

address the critical needs in child health.

improvements in the quality of care at clinics and hospitals

The original plans for PHC re-engineering also provided
for the establishment of District Clinical Specialist Teams

serving rural and vulnerable children in particular, to ensure
they can be accredited as part of the NHI.

(DCSTs) to provide leadership and clinical governance for
maternal and child health at district level. It is therefore of

Draft Admission Policy for Public Schools

concern that there is no longer any reference to the DCSTs

The Minister of Basic Education, on 10 February 2021, called

in the NHI Bill, as this investment in clinical governance is

for comments on amendments proposed to the Admission

iv
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Policy for Ordinary Public Schools (‘the Draft Policy’). The

As part of the administration of admissions in public schools,

Draft Policy provides all Provincial Departments of Education

clause 9 of the Draft Policy includes a list of instances in which

and the governing bodies of all ordinary public schools with

discrimination is prohibited. These include race, gender,

a framework for developing admission policies for schools.

sex, marital status, ethnicity or social origin, colour, sexual

The proposed amendments have the potential to strengthen

orientation, age, disability, HIV status, religion, conscience,

the legal framework governing school admissions through,

belief, culture, language, birth, immigration status or

amongst other things, taking into account court judgments

nationality or any other arbitrary ground. While the list is

v

regarding discriminatory admission practices.19
This write-up does not address all the proposed
amendments made to the Admission Policy but highlights

non-exhaustive, pregnancy is a glaring omission from the
list,25, 26 as well as gender identity, sex characteristics, and
documentation status27.

those issues with glaring defects that need to be remedied.
Documents required for the admission of learners
Administration of admissions

Clause 15 of the Draft Policy, in relation to documents

The Draft Policy does not clearly articulate the responsibility

required for the admission of learners, requires parents to

of Members of the Executive Council (MECs), as set out in

present birth certificates that have identity numbers. If the

section 3(3) of the Schools Act,vi to ensure that there are

birth certificates are not available, then a written affirmation

enough school places so that every child who lives in their

or sworn statement is required.

Lack of space in school is a

The requirement that the certificate must include an

consistent problem for school placements each year.21 The

identity number creates a potential barrier to education,

failure to include this obligation of MECs in the Draft Policy

as many birth certificates do not have identity numbers

misses an important opportunity to reiterate the obligations

– for example, in cases where children are born to non-

of MECs, which may enhance the accountability and

nationals and, in some instances, where children are born

oversight of MECs over the admission of learners into public

to one South African parent and one non-national.28 EE and

schools – and ultimately better protect children’s rights to

EECL’s proposed remedy to this defect is the removal of the

basic education.

reference to ‘identity number’.29

province can attend school.

20

21

Submissions made by the Equal Education Law Centre

On the other hand, the inclusion of the option of

(EELC) and Equal Education (EE) further highlight the failure

submitting a sworn statement or affirmation for children

to address various problems with the administration system

who do not have certificates is a welcome development. The

for admissions, which ultimately result in delayed placement

inclusion is a result of the case of Centre for Child Law vs

of learners. These include:

MEC of Education, in which the High Court declared that

• An absence of effective coordination and communication

excluding children without birth certificates from admission

channels between education districts and schools.22 Such

to school was unconstitutional.30

instances include cases where district offices struggled
to adequately assist parents to find placements for

Admission of learners who are not South African

their children because they did not retain databases of

Clause 20 of the proposed amendments requires non-

unplaced learners; these records were kept by the schools

citizens to provide a birth certificate and asylum visa, refugee

that applications were made to and that did not have

visa or study visa when applying to public schools. The

space.

requirement to produce a birth certificate is problematic as

• Online application systems that are not user friendly and

often asylum seekers and refugees do not have their birth

a lack of support given to the parents or caregivers who

certificates with them due to the circumstances in which

need to use the systems.

they had to flee their home countries.31 Other groups of

23

• A lack of prescribed timelines for the processing of

non-citizens face similar issues. The Legal Resources Centre

admission appeals, resulting in parents and learners

and EELC thus recommend that it be made clearer that the

having to wait unacceptably long periods of time to

applicant is allowed to produce whatever documents they

receive feedback.24

have when it is not possible to produce a birth certificate,

v

The judgments include but are not limited to: MEC for Education in Gauteng Province and Other v Governing Body of Rivonia Primary School and Others [2013]
ZACC 34; Centre for Child Law and Others v Minister of Basic Education and Others [2019] ZAECGHC 126; and Federation of Governing Bodies for South African
Schools (FEDSAS) v Member of the Executive Council for Education, Gauteng and Another [2016] ZACC 14.
vi Section 3(3) of the Schools Act states that ‘every Member of the Executive Council must ensure that there are enough school places so that every child who lives
in his or her province can attend school’.
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as is further elaborated on below regarding learners who are
undocumented.31

A further concern is clause 24 of the Draft Policy, which
states that the ‘Head of Department must hold the parents
of undocumented learners accountable for acquiring birth

Admission of undocumented learners

certificates for their children’.35 It has been clearly noted in

While many provincial education departments released

court papers that children’s lack of documentation is often

Circulars in 2020 or 2021 informing schools of their duties to

not the fault of the parents or caregivers, but is a result of

admit undocumented learners,vii the circulars did not impose

barriers faced at the DHA and its restrictive policies and/

a specific duty for School Governing Bodies (SGBs) to amend

or practices.36 It is, at this stage, important to note that it is

their admission policies to reflect this change and to supply

not the Department of Basic Education’s (DBE) responsibility

a copy to Heads of Department (HODs) for approval. Many

to hold parents accountable for obtaining children’s birth

schools therefore still expressly exclude undocumented

certificates; this is the job of the DHA. The DBE must instead

learners in their written admission policies.

ensure that schools are safe learning havens for children. It

Clause 23 of the Draft Policy attempts to ensure that

is essential to ensure that parents are supported to obtain

undocumented children have access to education without

their children’s documentation rather than threatened or

barriers through providing that ‘schools are advised to admit

prejudiced in any way.37

learners and serve their education requirements irrespective
of whether the learner or parent of a learner does not produce

Conclusion

documents listed …. [in] this policy’. However, it is concerning

Provincial laws and policies require individual schools to

that the term ‘advised’ is used as it may be interpreted by

review their admission policies on a periodic basis and

schools as a discretion. If such an interpretation is adopted,

then submit them to the HOD for approval. The Gauteng

it contradicts the High Court order that ‘directed’ that all

Admissions Regulations (2019), for example, provide that

undocumented learners be admitted into public schools,32

SGBs are required to review and amend their admissions

and the fact that basic education is an immediately realisable

policies and submit a copy to the HOD for certification

right available to ‘everyone’.33

within three months of the publishing of the regulations and

It has also been recognised by the United Nations

every three years thereafter.38 SGBs in Gauteng will thus be

Committee on Economic Social and Cultural Rights

reviewing and amending their admissions policies in 2022 in

(Committee) that South Africa has not made sufficient

line with the regulated three-year cycle. The review period for

progress to ensure access to education for undocumented

these SGBs is imminent.

children since 2018.

While the Committee welcomed the

Therefore, to ensure that SGBs have access to important

measures taken by South Africa to remove legal barriers,

guidance for their school admissions policies to conform with

the Committee noted that there were still obstacles faced

the Constitution, case law and best practice, finalisation of

by undocumented children in accessing basic education.34

the National School Admissions Policy should have been one

Specifically, the Committee acknowledged that schools

of DBE’s priorities in early 2022.

34

were still excluding undocumented learners.

34

South Africa

is now obliged to report to the Committee to provide further
information on progress made on the recommendation in
its next periodic report which is due in 2023.34 This was an
important finding in recognising the inadequacy of the steps
taken by South Africa thus far. These International Convention
on Economic, Social and Cultural Rights (ICESCR) reporting
obligations will hopefully inspire the government to prioritise
the finalisation of the National School Admissions Policy and
take further steps to ensure schools are aware of their legal
obligations not to exclude or intimidate undocumented
learners.

Births and Deaths Registration Act (s10) declared
unconstitutional
Naki v DG of Home Affairs 2018 (Grahamstown High Court)
In the 2020 issue of the Child Gauge,39 we reported on the
developments in the Naki case40 which resulted in the High
Court declaring sections of the Regulations to the Births and
Deaths Registration Act (BDRA)41 unconstitutional. The High
Court found that these regulations prevented an unmarried
father from registering the birth of his child in circumstances
where the child’s mother was undocumented, deceased or

vii See Eastern Cape Department of Education Circular 2 of 2020; Kwa-Zulu Natal Department of Education Circular 21 of 2021; Northern Cape Department
of Education Circular 12 of 2021; Limpopo Department of Education Circular 63 of 2021; Western Cape Department of Education Circular 53 of 2021. The
North West Department of Education released Circular 17 of 2021 which is in blatant contradiction with the Phakamisa judgment and the constitutional
rights of undocumented learners. The Circular states that undocumented learners should be admitted for a maximum of 12 months pending them acquiring
documentation.
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otherwise not present. The Court, however, disagreed with

both parents who bear the primary responsibility to care for

the Centre for Child Law’s (CCL) arguments that section 10 of

their child, as is provided for in the Children’s Act 38 of 2005.47

the Act was also a barrier to unmarried fathers, and the CCL

The court also found that section 10 perpetuates the

subsequently appealed this part of the judgment to the full

notion of ‘illegitimacy’ by differentiating between children

bench of the High Court.

born in and outside of a marriage.48 The Court has previously
emphasised that children must be regarded as autonomous,

Centre for Child Law v DG of Home Affairs 2020 (Full
bench of the Grahamstown High Court)

albeit vulnerable, rights-bearers who are not mere extensions

The appeal was successful and section 10 of the Act was
declared unconstitutional,42 because by requiring the
mother’s signed consent to the child taking the father’s
surname, it implicitly bars an unmarried father from giving
notice of his child’s birth in the absence of the mother. It
held that this was discriminatory not only against the father
but also against the child.42 The court ordered a ‘readingin’ (substitution) as the appropriate remedy to remove the
barrier created by section 10 and gave Parliament 24 months
to amend the Act.42

then

approached

children based on parental marital status conflicts with the
principle that the best interests of the child are of paramount
importance.49 The court recognised that ‘South African
society is not homogenous, and it must be accepted that
the concept of ‘marriage’ no longer retains its stereotypical
meanings’.50
The court accordingly found section 10 to be manifestly
inconsistent with the rights to equality, human dignity and
the best interests of the child, and ordered that it be severed
from the Act with immediate effect.viii The court also severed
the proviso in section 9(2), which stated that section 9(2) was

CCL v DG of Home Affairs 2021 (Constitutional Court)
CCL

of their parents. Therefore, the unfair discrimination of

the

Constitutional

Court

for

confirmation of the High Court’s order of invalidity.43 The DHA,
entering the case for the first time, agreed that section 10 was
unconstitutional but submitted that this unconstitutionality
was not because it prevented an unmarried father from
registering his child, but because the section restricted the
father and child to using the surname of the mother.44 This
in turn infringed the father’s right to equality and the child’s
right to their father’s surname from birth. DHA submitted that
by removing section 10 in its entirety, as well as the words
‘subject to the provisions of section 10’ from section 9(2), it
would enable any father, irrespective of their marital status, to
give notice and register the birth of their child.43
The court noted that the constraints of section 10
affect all unmarried fathers as a category, in that it results
in disadvantages for them which are not experienced by
married fathers.45 The court adopted a gender-neutral and
marital-neutral approach by confirming the High Court’s
order of constitutional invalidity on the basis that section 10
unfairly limited the ability of an unmarried father to register
his child and to pass his surname on to his child.46 Section
10 irrationally discriminated between categories of people
and, in the absence of a legitimate government purpose
put forward by DHA for this discrimination, it was found to
amount to unfair discrimination. In addition, it perpetuated
stereotypical gender roles and the assumption that childcare
is inherently a mother’s duty. The court emphasised that it is

‘subject to the provisions of section 10’.51
The practical effect of this judgment is that, from 22
September 2021, with regards to birth registration law,
unmarried parents are in the same position as married
parents – either of them can give the notice of birth in terms
of section 9 of the Act. They can do so under either the
father’s surname or the mother’s surname, or the surnames of
both the father and the mother joined together as a doublebarrelled surname.51
Non-compliance with the court orders
Since the judgments, public interest organisations have
attempted to implement the three court judgments on behalf
of unmarried fathers and their children.ix Their experiences
are that DHA local offices are not complying with the court
orders and, in 2022, are still not allowing unmarried fathers
to give notice of the birth of their children, or to do so under
their surname.
As a result, numerous vulnerable children remain without
a birth certificate. These public interest organisations have
written to the Minister of Home Affairs outlining what they
have experienced at office level:
a. Many local officials are unaware of the judgments.
b. Some officials are aware but are unwilling to implement the
judgments in the absence of a directive from the Minister,
or unable to implement it due to the current computer
programme and application forms not yet having been
adapted in response to the judgments.

viii As of 22 September 2021.
ix Lawyers for Human Rights, Children’s Institute, Centre for Child Law, and the Legal Resources Centre.
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c. Many officials are willing to implement the judgments

Conclusion

only if the father provides a paternity test, which will cost

At the time of publication, a new Directive had not yet been

him a minimum of R2,000 and is only available at state

issued by the national DHA to ensure that all its officials

laboratories in urban cities, requiring long distance travel

implement the court orders. As a result, thousands of

at prohibitively high cost for fathers and children.

children in the care of unmarried fathers remain without birth

d. Some officials are willing to register the child if the father
has a court order that declares the children to be ‘in need

certificates

of care and protection’ in terms of section 156 of the

Draft Firearms Control Amendment Bill 2021

Children’s Act, but then only under the mother’s surname.

On 21 May 2021, the Civilian Secretariat for Police Service
(CSPS) published the draft Firearms Control Amendment

New directive and application forms needed
For the judgments to be implemented in practice, DHA
needs to issue a directive to its local offices explaining the
orders and their practical effect for applications by fathers.
It should also amend its birth registration application forms,
prescribed affidavits and computer programme, as they
currently require the mother’s signed consent. All managers
and front-line officials would then need to be retrained and
sensitised to the new approach.
The new system should follow the guidance provided by
the Constitutional Court:
• The court commented on the concerns raised by DHA
about the potential human trafficking if proper safeguards
are not provided. The court was satisfied that section 9
1(A) provides sufficient protection against trafficking by
providing that ‘[t]he Director-General may require that
biometrics of the person whose notice of birth is given,
and that of his or her parents, be taken in the prescribed
manner’.
• The court stated that paternity tests may create
insurmountable practical burdens for unmarried fathers
and their children.
• The court noted that sections 7(1)(a) and (b) of the
Act empower the Director-General to request further
particulars where a suspicion is raised as to the validity of
the parent’s relationship to the child. However, the Court
stressed that the contention that a married father can be
trusted, whereas an unmarried father automatically raises
suspicion, is ultimately a prejudicial approach because a
married father can also falsify a marriage certificate and
be a trafficker.52
• Furthermore, the court stressed that it is important that
any additional proof requested from an unmarried father
must in reality be accessible to him for him to be able
to meet this requirement. The implication of this part of
the judgment is that DHA cannot insist on proof that an
unmarried father cannot provide.
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Bill 2021 for comment. The draft Bill proposes a number of
amendments to the Firearms Control Act53 that are aimed at
strengthening the law and its enforcement.
The purpose of the amendments is to reduce the
proliferation of firearms in society and, in turn, reduce gunrelated criminal activity. Consequently, the draft Bill seeks to
amend the purpose of the Act to ‘restrict access to firearms
by civilians and to comply with regional and international
instruments of firearms regulations’.53 The amendment
which has sparked the most controversy is the proposal to
remove ‘self-defence’ as one of the reasons why a person
may apply for a licence to possess a firearm. This amendment
is supported by Gun Free South Africa (GFSA), as research
shows that the main source of illegal firearms in South Africa
are legal firearms held by the state and civilians,54 with civilians
losing seven times more guns to criminals than the police.
The Children’s Institute’s (CI) relied on evidence on
South Africa’s high rates of child injuries and deaths when
expressing its support for the Bill:55
• The South African child murder rate of 5.5 per 100,000
children56 is significantly more than double the estimated
global rate of 1.6 per 100,000 children.57
• The national homicide study found that just under 8%
of all child murders were related to a firearm and that
adolescents were most at risk,58 while the Child Death
Review project in the Western Cape revealed that firearms
accounted for a much higher percentage of child murders
(42%), with 88% of these firearm murders occurring in the
10 – 17 year age group.59
• Among adolescents, females (24%) were more likely than
males (21%) to be killed by a firearm and by a known
person in the home.58
• A third of firearm-related child deaths are linked to gang
violence and mainly affect children 10 – 17 years of age.
Younger children under the age of 10 years are mainly
killed as innocent bystanders or caught in crossfire when
killed by a firearm.

• Among adolescents, males are mainly killed in public

held that gun ownership is a privilege in our country which

spaces (61%) while females are more likely to be killed in

is regulated by law.64 GFSA’s position is supported by

the home by a family member or someone known to them

overwhelming evidence that shows that gun violence in South

(39%).

Africa has reached epidemic proportions and that guns have

58

It was also shown that perpetrators were more

likely to be younger males (under the age of 20 years).58

overtaken knives as the weapons used in most murders in the

• The dynamics in adolescent male homicides point to

country.61 Sonke Gender Justice also raised similar concerns

male perpetrators being young and often the victims are

in its submission and revealed that the latest annual crime

participants in the violence that results in their death, for

statistics from SAPS shows that every day, 23 people are shot

instance engaging in fights that become lethal. While

and killed in South Africa.65

young women are mainly victims in their own home, with
these murders driven by acts of gender-based violence.

58

•

clausesx in the Bill that reduce the risk of legal guns being lost

Children who are victims of gun violence or who witness

or stolen and falling into criminal hands by making provision

gun violence experience negative psychological and

for ballistic sampling of all privately-owned and state-owned

physical harm and are likely to experience adverse

firearms, strengthening the Central Firearms Registry and

outcomes later in life.

vetting of Designated Firearms Officers (DFOs).65 This was

55

The CI therefore supported the amendments that are aimed
at banning the ownership of guns for self-defence and
making schools gun-free zones. The CI recommended that
the age limit for obtaining a licence should be raised from
21 to 25 years and submitted that people with a history of
violence should be more effectively prevented from holding
a firearm licence.55
The CI emphasised that the implementation of the new
measures proposed by the Bill will help South Africa meet
the Sustainable Development Goals related to the reduction
of gender-based violence and the promotion of peaceful and
inclusive societies, and, in particular, to significantly reduce
all forms of violence against children.55 In this regard, the CI
supported the proposed amendment allowing the Registrar
to temporarily suspend firearm licences of persons guilty of
an offence under the Domestic Violence Act or the Protection
of Harassment Act.
The publishing of the Bill resulted in 118,000 submissions,
mainly from gun owners and pro-gun proponents opposing
the Bill.60 Much of this opposition stems from a lack of trust
in the South African Police Service’s (SAPS) ability to protect
people from criminals, SAPS’ history of not implementing the
Act effectively, the many guns stolen from or lost by SAPS, and
an un-proven belief that allowing civilians to possess guns
for self-defence will enable civilians to protect themselves
against criminals.
Gun Free South Africa’s (GFSA) submission argues that
while the right to self-defence is a universally recognised
right, there is no universal right to own a gun for selfdefence.61 GFSA also notes that there is no constitutional
right to own a firearm in South Africa, and both the Supreme
Court of Appeal62 and the Constitutional Court63 recently
x

Furthermore, Sonke Gender Justice supported all the

also supported by GFSA, whose submission revealed that
reducing access to firearms reduces gun violence, as global
scientific research indicates that a gun in the home most
endangers household members by increasing the risk of
murder, suicide and death or injury from an unintentional
shooting.61 GFSA also submitted that guns in the home
are targeted by robbers and a comprehensive study in
South Africa shows that civilian gun owners are the biggest
source of lost and stolen guns.61 Sonke Gender Justice’s
submission refers to the decision in South Africa Hunters
and Game Conservation Association v Minister of Safety and
Security66 where the court held that firearms are hazardous,
that possession and ownership must be strictly controlled,
and that failure by the licence holder to comply with the Act
exposes the public to potential harm.65
Following the volume of submissions received and the
vocal opposition to the Bill expressed by gun owners and
the pro-gun lobby, the Chief State Law Adviser has been
requested to provide a legal opinion on the constitutionality
of some of the proposed amendments, notably the removal
of self-defence as a legal ground for obtaining a license
and owning a firearm.60 The Portfolio Committee on Police
advised the CSPS to consult more widely on the Bill before it
submits the Bill to Cabinet and then to Parliament.
Conclusion
The NHI Bill aims to enable equitable access to health care
services and is desperately needed, but in its current form it
is likely to fail some of the most vulnerable children: those in
rural areas, those without birth certificates, and those born
to undocumented non-nationals. Parliament will need to
creatively re-design the Bill or refer it back to the Executive

Clauses 21, 25, 58 and 64.
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for re-design if it wants to ensure that the NHI can achieve

the judgments. A directive from national DHA and amended

equity in access to health care.

application forms are urgently needed to make the court

The Draft Admission Policy for Ordinary Public Schools
should have been prioritised for finalisation in early 2022

orders a reality for thousands of unregistered children and
their fathers.

to guide the re-drafting of provincial and school admission

The draft Firearms Control Amendment Bill aims to

policies, and ensure that a range of court judgments are

prevent the proliferation of illegal firearms and reduce gun-

implemented at ground level. Further delays in its finalisation

related deaths and injuries. Opposition by the numerically

will result in continued non-compliance with court orders at

small but vocally strong pro-gun lobby threatens to delay

school level.

this much needed reform. Increased public participation by

While three court judgments oblige the DHA to allow
unmarried fathers to register their children’s births without the
mother’s presence, local DHA offices are not implementing
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the larger constituency that is negatively affected by gunviolence could balance the debate
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PART 2
Child and adolescent
mental health:
Building the foundations
Part 2 presents 10 chapters that outline the challenges facing South
Africa’s children and opportunities for intervention, including:
•

Shifting our understanding of child and adolescent mental
health

•

Addressing the social determinants of health

•

Adopting a life-course perspective

•

Strengthening family foundations

•

Using schools as nodes of care and support

•

Investing in child and adolescent mental health services

•

Exploring the potential of digital platforms

•

Mobilising the whole of society to prevent violence and
trauma

•

Addressing discrimination and enhancing participation

•

Putting children at the centre of policy and programmes

Nurturing healthy relationships, the National Association of Child Care Workers’ Isibindi
Programme provides essential support to children and families in their homes using
everyday tasks and ordinary human interaction as a means to transcend basic care and
meet young people’s emotional needs.
© UNICEF South Africa
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Shifting perspectives: Towards a holistic
understanding of child and adolescent mental health
Sharon Kleintjesi, Toni Abrahamsi, Jon Piko Yakoi, Lori Lakeii and Mark Tomlinsoniii, iv

“There can be no keener revelation of a society’s soul than
the way in which it treats its children.”
Nelson Mandela, 8 May 1995

Mandela’s words speak deeply to our love and care of

mental health services, address the social and environmental

children, and our intuitive recognition of the benefits of

determinants of health and create an environment that

investing in the well-being and development of the next

supports children’s optimal health and development.

generation. When Mandela spoke those words of hope at
the dawn of our democracy, he also challenged us all to get

What is the mental health continuum?

it right for children. So, to what extent have we fulfilled our

When we think of mental health problems or mental disorders,

constitutional promise to ‘heal the divisions of the past and

we tend to think in binary terms, as if there is some imagined

establish a society based on democratic values, social justice

point at which a person moves from being well to unwell.

and fundamental human rights; and to improve the quality of

Having a line is important for diagnosis to enable treatment,

life and free the potential of all citizens’?

but mental health is more complex than this and thinking

Children and adolescents’ mental health is deeply rooted

in binary terms is not useful, especially given the fear and

in the environments in which they live, and their health, well-

stigma associated with mental disorders that often prevents

being and hope for the future are steadily – and at times

people from speaking out, seeking care or offering help. For

brutally – being eroded by poverty, violence, discrimination,

many, mental health is understood as a subjective feeling of

and a climate crisis driven by the exploitation of human and

well-being and happiness. Yet, this is only part of the story,

natural resources. This matters not only for children today,

as mental health is crucially about our ability to cope with

but for the future of our society, as children’s exposure to

life’s challenges and respond in appropriate ways to stressors

multiple risks and insults accumulates over time, causing

and negative events. Another source of confusion is the way

long-term harm that ripples out across generations. This

in which concepts such as mental health, mental well-being,

issue of the South African Child Gauge also challenges the

mental illness or mental disorders are used interchangeably.

reader to consider what is needed to promote mental health,

This often leads to a narrow focus on treatment of mental

well-being and resilience, and enable South Africa’s children

disorders, with little effort to promote mental health and well-

to thrive.

being. It is therefore helpful to conceptualise mental health

In this chapter we explore how children may move along
a continuum of mental health in response to their changing

and well-being as falling on a continuum,2 as illustrated in
Figure 1.

life circumstances. We describe how young people in South

On the one end of the continuum, children are thriving.

Africa continue to experience a significant burden of mental

They feel good about themselves, are in optimal relationships

disorders, and how children’s mental health is shaped in

and perhaps feel a contentment about their place in the

powerful ways by their psychosocial, political, economic and

world. They are able to cope and respond appropriately to

physical environments. Finally, we consider how children’s

everyday stressors. In this formulation, mental health relates

rights can be used as a tool to enhance the provision of

to children’s overall capacity to live their lives with agency

i
ii
iii
iv
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in the world, engaging their developmental potential for

their own lives. Early recognition to mobilise supports to

thought, emotions and behaviours in ways that enable

enable children to address these life challenges is therefore

them to cope with the everyday stresses of life. It is about

essential and can build resilience and promote recovery and

their capacity to have meaningful relationships with others

a return to thriving (see Case 2).2

with whom they can be fully themselves, to be productive

Within this mental health framework, children’s capacity

in study or work and to contribute to their community.1

for engagement is shaped by their experience of mental

Children and adolescents who are ‘thriving’ experience

health problems and their state of mental well-being: where

contentment and happiness, and possess the ability to

mental well-being refers to children’s subjective experience

self-regulate, manage adversity and engage with life tasks

of psychological, emotional and social well-being, and their

with enthusiasm and to full potential. Young people who

sense of satisfaction with themselves as people and of the

are ‘surviving’ still cope with their everyday routines, but

quality of life they are leading .1-4

may be worried, anxious, and distressed about one or

Mental illness can also be described on a continuum,

more life areas. Children who are ‘struggling’ experience

ranging from a mild, time-limited illness to a longstanding,

regular feelings of anxiety or low mood, worry excessively,

severely disabling condition. For example, a young person

have difficulty coping with their schooling or work, and may

might experience a once-off episode of disabling clinical

have poorer quality relationships. This does not constitute

depression following a complicated bereavement and then

a mental disorder, but children may find the tasks of daily

fully recover, another might experience episodic disabling

life more difficult, may start to exhibit signs of subclinical

anxiety with major life transitions, while a third might

mental distress, and may take up maladaptive, self-soothing

experience a longstanding, persistent mental disorder

behaviours such as substance use. In these situations,

which may give rise to a psychosocial disability that requires

children may need additional support, and intervening early

significant psychiatric, community and family support to

helps to prevent them moving further along the continuum.

assist the child or adolescent to cope at school or university,

Without intervention, a young person may move to a mental

to enjoy creative and meaningful pursuits, to find and keep

state of feeling severely anxious or depressed, not coping

a job and to have satisfying relationships with others across

with their daily tasks, avoiding social interaction or engaging

the lifespan. So, children with mental disorders can – with

in more risky behaviour while experiencing significant

support – experience well-being, thrive and lead a satisfying

emotional pain and suffering, and may even consider taking

life.

Figure 1: The mental health continuum

existing and/or
new common
mental health
conditions

psychologically
healthy but
experiencing
stress

psychologically
healthy and
mostly
unaffected

new cases of
subclinical
mental distress

psychosocial
disablity

Adapted from: Sherr, L., Cluver, L., Tomlinson, M., Idele, P., Banati, P., Anthony, D., Roberts, K., Haag, K., & Hunt, X. Mind Matters: Lessons from past crises for child
and adolescent mental health during COVID-19, UNICEF Office of Research – Innocenti, Florence, 2021.
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Box 1: Commonly used mental health-related terms
Mental well-being: A subjective sense of psychological
coherence, emotional stability and social connectedness in
environments that are experienced as supportive, promoting
the flexibility and resilience to adapt in situations of stress and
adversity (adapted from Keyes, 2002).2
Mental health: Ability to act with agency in environments that
support best efforts to reach potential, capacity for meaningful
relationships with other people, the skills to adapt and cope with
adversity and common stresses of life and to contribute to one’s
community.3
Mental health problems: A disturbance in mental health and
well-being that results in emotional and interpersonal distress
and some difficulty coping with everyday stressors, but not
severe enough to warrant a clinical diagnosis of a mental
disorder (adapted from Lancet Commission, 2018).1
Mental disorders: Disturbances of thought, emotion, behaviour,
and relationships with others that lead to substantial suffering
and functional impairment in one or more major life activities, as
identified in the major classification systems such as the WHO
International Classification of Diseases and the Diagnostic and
Statistical Manual of Mental Disorders.1
Psychosocial disability: Refers to young people’s experience
of enduring mental and emotional distress ‘in interaction
with various barriers…(which) hinder their full and effective
participation in society on an equal basis with others’.5

the best thing to do is to help the child feel safe and warm
and contained. Some children might require counselling if
symptoms of difficulty emerge. If symptoms persist, and the
functioning of a child at school or in their peer group appears
to be threatened, then this is the time for more professional
support or treatment. Understanding mental health as a
continuum also highlights how there are always risk and
protective factors at play – where protective factors promote
children’s mental health, well-being and resilience, and risk
factors intensify mental distress and increase the chances
of children developing a mental disorder. In other words,
mental health is not simply located in the mind, it is shaped
in powerful ways by children’s relationships, life events and
living conditions.

What are the current burden and long-term costs
of child and adolescent mental disorders?
It is estimated that mental disorders account for 13% of
the global burden of ill-health among 10 – 19-year-olds.7
Depression, anxiety and behavioural disorders are particularly
prevalent amongst adolescents. Approximately 20% of young
adults have a disabling mental disorder,8 and a systematic
review of adolescent mental health problems in sub-Saharan
Africa found a higher prevalence of mental disorders than in
other low-to-middle-income countries.9

Recovery: A process of change through which individuals
experiencing enduring mental health problems improve their
health and wellness, live a self-directed life, and strive to reach
their full potential.6

In the absence of a national prevalence study, data on
the burden of child and adolescent mental disorders in
South Africa are limited.10 The 2009 South African Stress and
Health study11 did not include children and adolescents, and

Why is this important?

a somewhat dated expert consensus study estimated an

Acknowledging that all of us exist somewhere on this

overall annual prevalence rate of 17% for mental disorders

continuum, and that across our lives all of us can experience

occurring in childhood and adolescence in the Western

any aspect of this continuum in response to life experiences,

Cape.12 Yet, even without reliable prevalence data, it is clear

is a fundamental way of de-stigmatising mental health

that many children in South Africa are failing to thrive due to

problems. For example, the vagaries of mood, of everyday

widespread violence, discrimination and poverty13 and that

sadness and anger, are not the same as having a mental

our failure to prevent, promote and treat mental disorders

disorder. Anxiety, even for a few days, is not the same as

will become increasingly costly.

panic disorder. Mood fluctuations are a perfectly normal part

Children and adolescents are vulnerable to a range of

of child and adolescent development. While most children

mental disorders. One of the leading causes of illness and

will recover on their own, it is important to recognise where

disability during adolescence is depression7,

a child is located on the continuum and when they need

increase rapidly between early- and middle-adolescence,

additional supports, and at what point they need to be

particularly in contexts of family depression15. Depression

referred to a mental health professional.

contributes directly to suicide, which is the fourth leading

14

and rates

Children require a broad spectrum of support, with the

cause of death amongst 15 – 19-year-olds.7 Anxiety disorders

first line being provided by caregivers, extended family and

often co-occur with other disorders like depression and are

peers. When a child begins to feel some stress, they do not

associated with increased rates of anxiety and depression and

require professional intervention or a diagnosis. Far from it,

adverse outcomes in adulthood.16 Other disorders requiring

what they most need is to feel safe with and supported by

attention include psychotic disorders, autism spectrum

caregivers. Even in the immediate aftermath of a trauma,

disorders, attention deficit hyperactivity disorder (ADHD),
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Figure 2: The global burden of mental health conditions across the life course
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post-traumatic stress disorder (PTSD), learning disorders and

substance use disorders peak in late adolescence and young

conduct disorder, among others. In addition, there is a high

adulthood, as does self-harm.

burden of substance abuse disorders in South Africa, where

As Desmond and colleagues have pointed out, when we

20% – 49% of those admitted to drug treatment centres in the

fail an individual child, the lifetime and generational impact

first six months of 2020 were 10 – 19-year-olds.17

is felt at a societal level.21 The costs of not intervening, of not

Alcohol exposure can have devastating effects on

strengthening families and support systems for vulnerable

children’s development and mental health, with South Africa

children and families, and of not improving platforms (such

having the highest rate of Foetal Alcohol Spectrum Disorders

as schools and health facilities) to better support children and

in the world.

A South African Medical Research Council

families, are huge.21 Investing early is a moral imperative but

study found that a large percentage of adolescents in the

investing early is also perhaps the best investment that can

Western Cape reported alcohol (60%) and cannabis (23%)

be made in the generational health of our society, in that it

use, with over half of the large sample being at medium to

offers an opportunity to break the cycle of poverty, violence

high risk for mental health problems.19 A study of 1,034 young

and mental ill health.

18

people in Cape Town found that those exposed to violence
had much higher odds of having PTSD, with the likelihood

What are the key drivers of poor mental health?

increasing as the degree of exposure to violence increased.13

The United Nations Special Rapporteur on the Right of
Everyone to the Enjoyment of the Highest Attainable

Early intervention matters

Standard of Physical and Mental Health argues that: ‘Mental

Half of all adult mental health problems have their origins

health and well-being cannot be defined by the absence of

prior to age 14, and 75% by age 24,20 making early prevention

a mental health condition, but must be defined instead by

and promotion essential. Figure 2 provides a stark portrayal

the social, psychosocial, political, economic and physical

of how the burden of mental disorders shifts with age and

environment that enables individuals and populations to live

how most mental disorders have their origins in childhood

a life of dignity, with full enjoyment of their rights and in the

and adolescence. Across the life course, mental and

equitable pursuit of their potential’.22
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Case 1: Putting children’s perspectives at the centre of our analysis
Shazly Shavali, Sabirah Adamsii and Elizabeth Benningeriii
Child well-being is often reported on using pre-

visual representation. Hedonic well-being focuses on

determined objective indicators (statistics on social

life satisfaction, happiness, and subjective well-being

and living conditions, excluding self-perceptions and

(SWB), denoted as ‘feeling well’, representing the good

independent of personal evaluations) of children’s

life, and concretised as experiencing happiness.

living conditions, which are distilled from population-

SWB is a multifaceted expansive concept that comprises

based surveys and administrative data (data collected

cognitive and affective components, including individuals’

from government institutions to facilitate the delivery of

perceptions, experiences, reflections, and appraisals of

services and programmes). For example, over the past 28

their lives.100, 101 The cognitive component refers to global

years, the South African government has made significant

and domain-based life satisfaction, while the affective

progress in developing strategies to measure the extent

component refers to positive and negative affect.102 When

of child poverty and children’s access to education, health

we ask children about their SWB, we are asking them to

care, housing, water, and sanitation.

which extent they are satisfied with their lives in general

98 99

However, using objective indicators as the exclusive

and with certain aspects of their lives (such as family life,

means of determining child well-being is limited. In recent

friends, or school), and how they feel about their lives,

years, a strong argument has been made for the inclusion

both in terms of positive and negative emotions.103

of children’s subjective perceptions, which are measured

By contrast, eudaimonic well-being focuses on the

by asking children to evaluate their own lives and living

extent to which an individual is fully functioning in society.

conditions. While this subjective, or self-reported, stance

This includes having a sense of purpose and meaning in life,

on well-being is well-known in the adult literature, there has

autonomy, life goals, opportunities for self-actualisation,

been less investment in empirical research with children

and is often described as ‘psychological well-being’ (PWB).

and adolescents. Yet, there is sound scientific evidence

104-107

that subjective and objective indicators of well-being are

historical shift of the conceptualisation of health advanced

strongly associated and it is now well-established within

by the World Health Organisation in 1946, from a focus on

the scientific literature that both objective and subjective

risk and illness to an emphasis on well-being and factors

indicators are important considerations in the assessment

that support human health,.108 This paradigm shift aligns

of the overall well-being of children.

with a growing interest in positive psychology, and positive

96

The eudaimonic orientation of PWB reflects an

Asking children their opinions also highlights the

social science more generally. In the field of child research,

importance of children’s active and authentic participation

the construct of children’s PWB has not received much

in the decisions, processes, programmes, and policies

attention, largely as a result of a widely held belief that

that affect their lives. In South Africa, child participation is

children lack the cognitive capacity to reflect meaningfully

deeply enshrined in a range of legal and policy frameworks,

on their PWB. Recent studies provide contrary evidence,

including the Children’s Act. As a general principle, it

and have distilled valuable data on children’s PWB.109

should guide the design and implementation of policies
and programmes to ensure they give effect to children’s
‘best interests’. Similarly, child-centred approaches to
research position children’s subjective understandings or

i
ii
iii
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What do we know about child well-being in
South Africa?
Savahl and Adams110 used a population-based sample of

‘standpoints’ at the centre of enquiry.97

10 – 12-year-old children to examine children’s SWB and

What do we mean by subjective and
psychological well-being?

of Children’s Well-Being. Unique to this study was the

The concept of well-being has its origins in the Greek

of the questionnaire. Scores on children’s SWB and PWB

philosophical concepts of ‘hedonia’ and ‘eudaimonia’,

are usually presented on a 100-point-scale, with scores

collectively referred to as self-reported well-being in

typically ranging from 70 – 90 with a mean of 80. The

research with children and adults. Figure 3 provides a

results of the national survey showed a SWB mean score of

PWB, as part of the Children’s Worlds: International Survey
inclusion of children’s perspectives in the development

Centre for Interdisciplinary Studies of Children, Families and Society, University of the Western Cape
Centre for Higher Education Development, University of Cape Town
Case Western Reserve University, School of Medicine
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86.10 and a PWB mean score of 85.90. This suggests that

found that positive social relationships, access to safe

children across South Africa are presenting with scores

spaces, spending time with family and friends, and lower

above the expected mean. These scores place South

levels of material deprivation were all associated with

Africa in the midpoint of the distribution in comparison

higher levels of well-being.

with other countries participating in the global survey.
However, in relation to specific aspects of children’s

How can we enhance children’s well-being?

well-being there were varying results in comparison with

Further research is needed to establish which factors

other countries. South Africa scored higher than other

contribute to higher or lower levels of SWB and

countries in relation to children’s ‘satisfaction with their life

PWB. A starting point for addressing this would be to

as a student’ and the ‘things that they learned at school’.

consider UNICEF’s multi-level framework of child well-

These findings point to the important role that school

being,111 which illustrates how children’s well-being and

plays in children’s lives and their experiences of well-

development is influenced by their interactions with their

being. Interestingly, South Africa’s children also scored

environment. This includes the immediate ‘world of the

relatively well on ‘body image’ in comparison with the

child’, the ‘world around the child’, and the ‘world at large’.

other countries. However, a comparative analysis of the

The end-goal should be to develop child-friendly

scores across a range of other aspects of children’s lives

societies where the well-being of children is embedded in

presented concerning results. For example, considering

both the physical spaces and the social dynamics that shape

children’s safety across contexts (home, school, and the

social and community life. While national policies are critical

neighbourhood), South African children presented with

in addressing the structural factors influencing families and

the lowest scores for feeling safe in comparison to other

communities, we suggest that a bottom-up approach,

countries. More than 10% of children indicated feeling

focusing on local policies and regulatory frameworks,

unsafe at home, more than 13% at school, and more than

would likely yield more impactful results. In both cases,

30% in their neighbourhood and community.

these efforts need to start by (re)conceptualising children’s

Further, it was found that bullying, victimisation and

position in society – from passive beings to active citizens

school violence were among the highest in comparison to

and rights holders. This requires an acknowledgement

the other countries, across all forms of bullying. Children

of children’s agency, not only as social actors engaging

from South Africa also indicated feeling ‘least safe’

in different contexts, but also social agents affecting and

‘traveling to and from school’. South African children also

shaping their social and physical environments, so that their

ranked relatively low on satisfaction with their family; the

views and experiences inform the design and delivery of

home where they live; relationships with classmates; and

services and support.96

their perceptions about their future. The study further
Figure 3: Self-reported well-being
Self-reported well-being

‘Hedonic’
Subjective Well-Being

‘Eudaimonic’
Psychological Well-Being

Cognitive
Life satisfaction

Affect
(Emotions)

Overall life satisfaction

Positive Affect
e.g. happy, calm,
full of energy

Domain-based life satisfaction
e.g. family, friends, possessions, student
life, community, time-use, appearance,
health, safety, freedom, future aspirations

Negative Affect
e.g. sad, stressed,
bored

e.g.
Purpose in life
Personal growth
Autonomy
Positive relationships
Environmental
mastery

Adapted from: Rees, G., Goswami, H., Pople, L., Bradshaw, J., Keung, A., & Main, G. (2013). The Good Childhood Report. London: The Children’s Society
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The social ecological model

gambling and an endless array of products that exploit their

The social ecological model is perhaps the most widely used

vulnerabilities and need for affirmation and belonging.23

and well-known model in medicine and social science. Figure 4

Embodiment: Krieger uses the term ‘embodiment’ to

shows how children are nested first and foremost within

illustrate how children’s physical and mental health and well-

the family, and certainly for the infant and young child, the

being are shaped by – and embedded in – their environments.24

influence of the family is huge. But the social ecological model

In other words, our bodies (and our humanity) cannot be

also highlights how even the most insular, and seemingly

divorced from the social and material conditions of our

‘untouched’ family, is embedded within communities (that

existence. The socio-economic, political and environmental

may have high levels of violence and pollution), which in

conditions in which we live become embodied in our bodies

turn are embedded within broader political systems (where

and psyches, giving rise to our experiences of health and/

the rights of the child and their caregivers may not be

or disease at the individual, family, community, national and

protected). In addition, we are increasingly understanding

global levels – where societal patterns of disease reflect the

the key role played by the commercial determinants of child

biological consequences of how power and resources are

and adolescent nutrition and mental health. Children and

distributed in society. These environmental impacts on our

adolescents are bombarded from an especially young age by

bodies and minds also shape individual power and agency,

social media and advertising for junk food, alcohol, tobacco,

and the extent to which we are in a position to recognise the

Figure 4: The social ecological model
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Child care
policy

stories our bodies may tell, and if we are able to, allowed to,

adverse economic events (such as a global recession or losing

or choose to tell those stories.24, 25 Embodiment therefore also

a job) can intensify stress within the family and precipitate

speaks to the relative power of children and adolescents, their

an increase in mental health problems.30 At the same time,

families and their communities to be physically and mentally

economic hardship reduces families’ ability to travel to and

well, and to act with agency to improve their circumstances.

pay for mental health services, helping fuel a cycle of poverty

Inflammation:

Another

way

of

thinking

about

and poor mental health (see Figure 9 on p45).

embodiment is by way of understanding inflammation. When

Treatment gap: An estimated 90% of children with mental

the body detects a threat, experiences an environmental

disorders in South Africa are unable to access mental health

injury or is stressed and damaged, it mounts what is known

care.31 The unmet need for mental health care is associated with

as an inflammatory response.26 Marya and Patel refer to this

poorer performance at school, and risk-taking behaviours such

inflammatory response as our bodies’ ancient mechanism

as substance abuse and criminal activity, which then impacts

of self-healing.

The response involves multiple cells and

on skills development, readiness for adult life roles, social and

molecular messengers, whose aim is to restore balance. The

economic independence and ability to contribute to family

way our body works is that when the injury is healed or the

economic security.34 This is one of the strongest motivations

threat disappears, the inflammatory response is switched

for intersectoral collaboration to strengthen support systems

off.27 This is how it is supposed to work. However, when the

and to address both the root causes of poor mental health,

threat or trauma is chronic, when violence is repeated, the

as well as to ensure better health promotion and prevention

inflammatory system does not get ‘switched off’, resulting in a

using different platforms (see the schools chapter).

27

hyperinflammatory response. Marya and Patel describe this

Discrimination and exclusion: Discrimination along the

as a ‘smouldering fire’ that creates ongoing damage such

lines of race, ethnicity, gender and disability, for example,

as triggering diseases, most notably a number of psychiatric

interface with income, education and geographical location

disorders. There is increasing evidence of how trauma and

to shape health inequalities. Discriminatory pathways include

PTSD are associated with inflammatory diseases,

26

27

26

which

economic and social deprivation, excess exposure to toxins

leave ‘deep wounds, and the immune system keeps those

and hazardous conditions, social trauma, inadequate medical

stories alive in the body’ (p69).

It is not only experiences

care and ecosystem degradation and alienation from land.25

of violence and environmental insult that result in increased

In the South African context, historical systems of slavery

inflammation. Racism and other forms of discrimination are

and the dispossession of indigenous people during the early

associated with chronic inflammation in adulthood and these

colonisation of South Africa, coupled with systemic structural

are mediated through stress.29

segregation during apartheid, and the failure to address the

28

27

Violence: Children in South Africa are exposed to

racial and ethnic polarisation still prevalent in the country36, 37

extremely high levels of violence, including all forms of abuse

has left the majority of young South Africans struggling with

and exposure to intimate partner violence.30 High levels

endemic post-apartheid poverty. This locks young people

of exposure to violence (85%) were found to increase the

and their families within an intergenerational cycle of poverty

likelihood of experiencing depression, anxiety and PTSD,13

and deepening income and health inequalities.38

while South African adolescents who reported sexual violence

Racism: Recent global events, such as the Black Lives

were two to three times more likely to report PTSD, anxiety

Matter Movement, have also brought attention to the

or depression than those who had not.31 Sexual violence, with

widespread negative impact of historical, institutional and

27

a prevalence of 35% amongst adolescents in South Africa,

socio-cultural patterns of race-based discrimination on the

has a strong association with unintended pregnancy in girls

mental health and trauma of black, indigenous and other

and adolescents,32 which can have detrimental mental health,

people of colour. Black, indigenous and other young people

physical health and socio-economic impacts for girls and the

of colour are more likely to experience, for example, implicit

children they bear.

and explicit exclusion and devaluation, differential access to

Economic hardship: The strain of living in poverty is a

societal resources, lack of safety, and increased risk of entering

which steadily erodes the mental

a correctional facility rather than be referred to mental health

health and well-being of children, families and communities,

services.35 Within mental health settings, language barriers

and is often accompanied by problems such as food

and the impact of cultural factors on symptom expression

insecurity, violence, crime, illicit alcohol and drugs, crumbling

may also impact on practitioner intervention choice for black,

infrastructure and poor access to basic services. Exposure to

indigenous and other young people of colour.

form of ‘slow violence’

33
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Gender: Gender is a key determinant of mental health across

problems or disorders may go undetected and untreated in

the life course. Sex differences in the prevalence of mental

people with intellectual and developmental disability.42, 43

disorders in children and adolescents are common with males

Intersectionality: Over the past 30 years there has been

having significantly higher prevalence rates of ADHD, autism

a growing recognition that experiences of discrimination

spectrum disorder, oppositional defiant disorder (ODD)

along the lines of age, race, class, gender, ability and other

and conduct disorder.

Towards the end of adolescence,

individual characteristics are not isolated and distinct, but

adolescent females are more likely to be diagnosed with

rather ‘intersect’ with one another in complex, cumulative

anxiety and mood disorders.36 In adulthood, depression is

and often mutually reinforcing ways that serve to marginalise,

diagnosed twice as often in women than in men. Increasingly,

silence or exclude certain individuals or groups, and to

there is also the recognition of how diversity in gender

perpetuate the play of power and privilege in society. For

identity is associated with poor mental health in children and

example, whilst adolescent girls may share much in common

young people.

due to their age and gender, their experiences also diverge

40

40

Disability: Children with neurodevelopmental disorders,

and are shaped in different ways by their ‘race’, ‘age’, ‘class’

such as intellectual disability, autism spectrum disorder,

and ‘sexuality’. Adopting an intersectional lens can help

ADHD and specific learning disorders experience a higher

mental health professionals, policy makers and programmers

prevalence of mental health problems than the general

become more attuned to how social norms and the play

population, yet services and expertise to address their

of power in society shape the unique lived experiences of

mental health problems are underdeveloped in the South

individuals and communities, and encourage them to partner

African context. For young people with co-occurring mental

more intentionally with individuals, groups, communities and

disorders and intellectual disability, for example, accurate

children to challenge discrimination and develop strategies

understanding and diagnosis of stress or mental health

that promote mental health, well-being and inclusion across

problems are challenging as these conditions may present

a range of settings including families, schools and health

atypically, with behaviour such as aggression or self-injury, as

facilities.

well as developmental regression and loss of communication

Figure 5 captures the ways in which certain groups

In a context where clinical skills training in working

of children are subject to multiple and compounding

with people with intellectual disability is lacking, and patients

experiences of deprivation and exclusion, including: children

struggle to communicate their experiences, mental health

living below the poverty line, children living in rural areas

skills.

41

or informal settlements who have poorer access to services
Figure 5: What does it mean to leave no-one behind?

and economic opportunities, and children who experience
discrimination, including children with disabilities, adolescent
mothers and children of immigrants, refugees and asylum
seekers. It also draws attention to how these patterns of

Discrimination

disadvantage may be intensified by shocks such as economic
recession and climate change, and/or poor governance,
where corrupt or unaccountable or unresponsive officials fail
Geography

Shocks and
fragility

to deliver services.
It is children at the intersection of these five circles who
are most likely to be silenced, rendered invisible and left
behind in our pursuit of the Sustainable Development Goals,
and who need to be actively included and prioritised if we
are to move beyond the rhetoric and realise the vision of the

Socio-economic
status

Governance

Constitution and the National Development Plan.
COVID-19: Humanitarian crises and shocks such as conflict,
climate change and pandemics tend to intensify inequalities
and highlight the fragility of our support systems in ways
that leave children particularly vulnerable. For example, the

Source: United Nations Development Programme. What does it mean to
leave no one behind? A UNDP discussion paper and framework for implementation. New York: UNDP. 2018.
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COVID-19 pandemic and associated lockdown measures
severely stretched the capacity of families to maintain

their sense of well-being and mental health, and disrupted

health and giving rise to anxiety, depressed mood and

access to social and environmental supports, including food,

trauma from exposure to natural disasters and resultant

income and other essentials. It has reduced opportunities to

displacement, as well as young people’s growing awareness

attend school and to work, threatening the security of homes

of the existential threat to their future (see Case 34 on p153).

and reducing the mental health and capacity of parents and

In addition, the environmental, social and health impacts of

other supporters to maintain a stable, emotionally regulated

climate change are likely to intensify existing inequalities,

and secure environment. The human need for relationships,

with the effects concentrated more intensely on already

contact with family, friends and neighbourhood support was

marginalised communities48 and children whose developing

disrupted, and many families are still grappling with the loss

bodies and brains are particularly sensitive to environmental

of both loved ones and livelihoods.44, 45

exposures49.

Climate

breakdown:

Rising

temperatures

and

extreme weather events such as floods, fire and droughts,

Enabling environments

are threatening food and water security, destabilising

All of these social and environmental determinants have

communities and increasing stress and the propensity for

a profound impact on children’s mental health and well-

aggression.46,

It is therefore not surprising that climate

being. Yet, their impacts are also mediated in significant

breakdown is impacting on child and adolescent mental

ways by the immediate world of children’s families, friends

47

and communities. Secure attachment, self-regulation, selfFigure 6: Protective factors and risk factors in the early life course

Civic engagement
Supportive peer groups

Prevention
and promotion

Positive parenting
Life skills training

Healthy parents
Responsive care
Opportunities for
early learning

Care and
treatment

Treatment and
recovery
Thriving
At risk
Struggling with
poor mental health

Drinking during pregnancy
Intimate partner violence
Poor caregiver mental health
Developmental difficulties
First 1,000 days

Poor caregiver mental health
Intimate partner violence
School problems
Bullying
Behavioural problems
Early-years middle childhood
(2 − 9 years)

Risk-taking behaviour
Gang membership
Substance misuse
Suicide
Adolescence
(10 − 19 years)

Adapted from: Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, Chisholm D, Collins PY, Cooper JL, Eaton J, Herrman H. The Lancet Commission on
global mental health and sustainable development. The Lancet. 2018 Oct 27;392(10157):1553-98.
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Case 2: Resilience – A multisystemic, contextually responsive process
Linda Theroni
Across the world, child and adolescent health and well-

Although some resources (e.g., warm caregivers) recur

being are threatened by significant shocks and stressors,

across studies of resilience,84 there is increasing interest

many of which appear to be relentless, such as armed

in how some resources have greater impact on positive

conflict and other forms of violence, the threats of climate

outcomes than others, with some sense that social and

change, and multidimensional poverty. Given this harsh

ecological resources may matter more than personal ones

and apparently intractable reality, multiple researchers

in places where there is higher risk and adversity.88 The

are committed to understanding – and mobilising –

usefulness of resources – and even what form they take

the factors and processes that support young people’s

– could relate to young people’s stage of development,89

resilience or capacity to function adaptively (i.e., to be/

the severity of the risks they are exposed to,88 and/or

do okay), despite significant risks to their health and

their socio-cultural context.90 For example, a study with

well-being.84 Positive outcomes associated with child

a sample of Australian Aboriginal adolescents found

and adolescent resilience in South Africa include minimal

that high self-esteem supported positive mental health

symptoms of psychological distress, continued school

outcomes for adolescents in families with low or high

engagement, and young people’s positive contributions

levels of adversity, whereas peer support only enabled

to their household, family, and/or community.85

resilience for adolescents exposed to high levels of family

Resilience is misrepresented when positive outcomes

adversity.91 However, a South African study showed that

are solely or mostly attributed to young people’s personal

peer support did not enable the mental health resilience

strengths. While earlier studies did attribute positive

of adolescents with experiences of domestic and other

outcomes to young people’s personal strengths, current

forms of violence.92 Similarly, supportive peers did not

resilience science emphasises how human resilience

facilitate school engagement over time for a sample of

is facilitated by promotive and protective factors and

South African adolescents living in a stressed community.

processes across multiple systems, both within the

Instead, warm parents predicted the school engagement

individual person and outside of them..86, 87 Put differently,

of adolescents younger than 16, and warm parents and

resilience draws on biological, psychological, social,

competent teachers predicted the school engagement of

institutional and environmental resources that work

adolescents older than 16.93 African resilience studies have

together to produce positive outcomes. These resources

shown that warm parents are not necessarily biological

can promote positive outcomes when exposure to risk

parents; they can be relatives (e.g., grandmothers or

is low and/or protect children and facilitate positive

siblings) or non-relatives who take on a parent role

outcomes when exposure to risk is high. For example, a

(e.g., caring teachers; supportive social workers); and

systematic review of 61 South African studies of child and

this more flexible understanding fits with the traditional

adolescent resilience showed that young people’s positive

African valuing of interdependence that is not limited to

outcomes were shaped by a combination of resources

biological kin.94

from multiple systems.85 These included:

should take care not to make assumptions about what

• psychological strength (e.g., being goal-directed or

is needed to best support the resilience of children and

making hopeful meaning),
• social support (from family members, peers, community
members, teachers, and/or service providers),

adolescents. Optimally supporting young people to be/
do okay when their health and well-being is threatened,
needs to be rooted in understanding ‘which promotive

• financial resources (e.g., prospects for employment),

and protective factors or processes are best for which

• quality schooling,

people in which contexts at what level of risk exposure

• facilities in the immediate built environment (e.g.,

and for which outcomes’.95 This understanding then needs

recreational centre, library, or safe spaces to play), and/

to be translated into developmentally and contextually

or

responsive interventions that facilitate and sustain these

• opportunities to engage in enabling religious or
cultural activities.
i

36

These variations mean policymakers and practitioners

• physical health,

resources across multiple systems to build resilience and
champion young people’s health and well-being.

Department of Educational Psychology, Faculty of Education, University of Pretoria
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esteem, self-efficacy, problem-solving skills, attributions,

helps infants and children calm down and cope with adverse

engagements and connections with others are all protective

experiences when they occur.54 It is important to state that in

50

factors that promote resilience and positive development.

both scenarios, nothing is cast in stone (see Figure 6). Even

We also know that caregivers and families are foundational

in the worst-case scenario, there are numerous points on the

to ensuring optimal child development and to creating

poor mental health pathway for early intervention, referral

enabling environments that build resilience in children and

and support. Optimal early life experiences may help children

adolescents.

cope with turmoil later in life, but they are not an inoculation.

A developmental life-course approach
Understanding child and adolescent development as a life-

How can a human rights approach enhance child
and adolescent mental health?

course enterprise allows us to examine the onset of health

In November 2021, during the COVID-19 pandemic, the

problems and understand how health disparities develop,

United Nations Human Rights Council hosted a consultation

are amplified, mitigated or reproduced across generations,

to strengthen a human rights-based approach to mental

to enable more effective interventions.51 Specifically, this

health laws, policies and practices. This includes a global

perspective helps us understand how social risks and

effort to promote and protect the rights of persons with

opportunities create vulnerability or resilience at each life

mental health problems or psychosocial disabilities within

stage, and how they accumulate, or are reduced across

mental health systems, and to address the broader social,

lives and generations.

economic and environmental determinants of mental

51

A life-course perspective shifts

our understanding from simple, linear, and mechanistic
explanations to a perspective that acknowledges that

health.
The United Nations Convention on the Rights to the

52

mental health is complex, interactive, holistic and adaptive.

Child (UNCRC),55 United Nations Convention of the Rights

Perhaps most importantly, it gives us a way of showing how

of Persons with Disability (UNCRPD),56 African Charter on the

both ordinary and extraordinary experiences may ‘get under

Rights and Welfare of the Child (African Charter)52 and the Bill

the skin’.53

of Rights in the South African Constitution together outline the

Poverty, violence and substance use, coupled with limited

State’s obligations to promote children’s optimal health and

access to sexual and reproductive health services, increase

development by providing access to resources to meet their

the risk of unwanted pregnancies and are associated with an

physical, psychological and social needs, protecting them

increased likelihood of a woman drinking during pregnancy.

from harm, and supporting their active participation in society.

This may compromise the health and nutrition of mother and
her developing child and result in foetal alcohol syndrome.
Food insecurity and domestic violence are also associated
with maternal depression, which further compromises the
mother’s capacity to provide responsive and nurturing care in
ways that may give rise to stunting and developmental delays.
These children are then more likely to struggle at school and
to exhibit behavioural problems that in adolescence make
them more susceptible to risk-taking behaviours that may
lead to truancy, school dropout, substance use, violence
and adolescent pregnancy, which may in turn compromise
the health and education outcomes of the next generation
of children.
On the other hand, outcomes may be different where
a mother is in a supportive relationship and can rely on a
group of friends and a network of familial support. Where
the household is food secure, and she is able to receive six
months of paid maternity leave, she is able to be present
for her infant and to exclusively breastfeed for six months.
The presence of a supportive and responsive caregiver

Provision: Access to resources to meet basic needs
The UNCRC and African Charter recognise the right of
children to the highest attainable standard of health, and
to facilities for the treatment of illness and rehabilitation of
health,53, 54 as does the UNCRPD for those with disabilities59.
This includes ‘timely and appropriate prevention, health
promotion, curative, rehabilitative and palliative services’,60
which should be available, accessible to all without
discrimination, acceptable and of good quality.61 But children’s
right to health extends beyond the provision of health care
services and includes the ‘right to grow and develop to their
full potential and live in conditions that enable them to attain
the highest standard of health’.60 While parents and families
have the primary obligation to care for children and provide
the conditions needed to support their health, well-being
and development, states have an obligation to assist in case
of need62 and to provide for the socio-economic rights of
children, including their rights to basic education, health care
services, social services, social security, housing and shelter.
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Case 3: Promoting participation - Child monitors as
advisors

reintegration,71, 72 and the right of children who are placed
in care to have periodic treatment reviews.73 The Children’s
Act specifies that the Department of Social Development

Steps have been taken in realising children’s right

should assist children in need of care and protection,

to participation. For example, the Western Cape

including those with disabilities. This includes children who

appointed a Child Commissioner in 2020, tasked

have been abandoned or orphaned without any support,

with independently protecting and promoting the

live and work on the streets, are addicted to substances and

rights, needs and interests of children in the areas of

without support to access treatment, live in or are exposed

education, health, social development, cultural affairs

to circumstances that are harmful to their well-being, or are

and sport. The Office of the Child Commissioner

neglected, maltreated, abused or degraded by a parent

actively engages children in governance, programme

or caregiver. The Act provides for prevention and early

development and ad hoc project implementation.

intervention programmes, including parenting programmes,

Children recommended by organisations working with

counselling and mediation, to help children and families

children have been selected as Child Government

resolve conflicts and improve caregiving practices. It mandates

Monitors who provide advice and recommendations

social services and the courts to ensure that children in need

to the Commissioner in fulfilling her monitoring and

of care and protection can access therapeutic services and

research duties.

alternative care and describes the role of social workers and

In discussions held by Child Monitors at schools in

psychologists in custody, adoption and parenting plans.

August 2021, for example, children noted their concern

Children also have the right to play, rest, leisure and

about underfunding of mental health in schools, their

recreation, and the right to education that develops children’s

need for equal access to counselling and support

personality, talents and mental and physical abilities to

in public schools, the importance of education and

their fullest potential and instils a respect for human rights

awareness about mental health and the need to break

and the natural environment.73 Finally, children have a right

down stigma associated with mental health concerns at

to an environment that is not harmful to their health, and

schools.82, 83

sustainable development that protects the environment for
the benefit of present and future generations.74

While the state is obliged to progressively realise everyone’s
right to have access to health care services, sufficient food
and water, and social security within its available resources,

Figure 7: Children’s rights to mental health are interdependent and indivisible

Section 28 of the Constitution guarantees children a direct
and unqualified right to basic health services, basic nutrition,
shelter and social services, which should be prioritised in the
allocation of state resources. In addition, the United Nations

Health

Committee on the Rights of the Child has stated that even
in an economic crisis, governments may only introduce
regressive measures as a last resort, after considering all
other options and ensuring that children are the last to be

Dignity
Equality
Best interests
Participation

affected.63
Protection: Ensuring that children and adolescents are
safe from harm

Food, water
and housing

Play

Social
assistance

Eduation

Children also have the right to be protected from all forms
of physical or mental violence, injury or abuse, neglect
or negligent treatment, maltreatment or exploitation,60-62
economic exploitation67-69 and harmful traditional, social
and cultural practices57, 70. This includes the right of child
victims of neglect, exploitation, abuse and any form of
inhumane treatment to psychological recovery and social
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Protection

Care

Participation: Involving children and adolescents

children’s optimal health, development and well-being, poor

Article 12 of the UNCRC asserts the right of all children to

implementation continues to compromise children’s mental

express their views in all matters that affect them (including

health, and violate their human rights. It is therefore essential

judicial and administrative proceedings) and for their views

to recognise that children’s rights are also a powerful

to be given due weight in accordance with their age and

advocacy tool for transformation that can be used by health

maturity. The UNCRPD raises the need for assistance to

workers, teachers, social workers, policy makers, families

realise this right for children with disabilities,75 and obliges

and children themselves to challenge these limitations, hold

states to consult with and involve children with disabilities

government accountable, and actively champion children’s

when developing legislation and policies . Section 10 of

best interests from their homes, schools and communities to

the Children’s Act77 affirms children’s right to participate in

the corridors of power.

76

matters concerning them in the South African setting and
provides clear guidance on children’s consent to medical

Conclusion

treatment, while the Mental Health Care Act

Children and adolescents in South Africa are facing an

78

regulates

consent to treatment by children with mental disorders.
In addition, children have the right to parental guidance

uncertain future, so it is vital that we find ways to promote
children’s mental health and resilience, and ensure they are

information

equipped to cope with life’s challenges. These solutions

which promotes their social, spiritual and moral well-being,

need to extend beyond medical treatment and the health

and physical and mental health;80 and health information

care system to address social and environmental drivers of

that enables them to make informed decisions and take

ill health, and to create supportive environments that enable

responsibility for their own health in ways that are age-

children to thrive. In our search for solutions, we need to

appropriate and accessible to children (see Case 3).

radically re-orient our way of thinking about how we include

consistent with their evolving capacities;

79

81

children and adolescents in decisions about their future.
Non-discrimination and equality

This must include a strong focus on equity, and approaches

These rights and freedoms are universal and apply to all

that ensure the inclusion of all children – and particularly the

children and states must put in place measures to protect

most vulnerable such as children with disabilities who live in

children from discrimination. The South African Constitution

poverty – to ensure that no-one is left behind.

is founded on the values of human dignity, equality and

In this 16th edition of the South African Child Gauge, we

freedom, and Article 9 expressly prohibits discrimination

have compiled a set of 10 chapters that examine current

on the grounds of ‘race, gender, sex, pregnancy, marital

challenges and identify critical points of intervention to

status, ethnic or social origin, colour, sexual orientation,

promote children’s mental health and well-being across the life

age, disability, religion, conscience, belief, culture, language

course, and across a range of settings. This includes a deeper

and birth’. This extends beyond equal opportunity and

examination of the social, economic and environmental

includes measures such as affirmative action and reasonable

determinants of child and adolescent mental health, and

accommodations to level the playing field and ensure

how positive and negative life events impact on children’s

substantive equality – or equal outcomes.

development across the life course in ways that either

Finally, Section 28 of the Constitution asserts that child’s

enhance or undermine their mental health. We then consider

best interests are of paramount importance in every matter

how to create a more enabling and supportive environment

affecting a child or group of children. This best interest

by strengthening the role of families, educational facilities,

standard should guide all decisions, actions and proceedings

health care services and digital platforms in promoting

regarding the health, care, protection and well-being of the

children’s mental health, as well as the need for intersectoral

child – from custody disputes to the design and delivery of

collaboration to address complex challenges such as

health care services.

violence and disability. The final concluding chapter calls for

Children’s rights place a legal obligation on the state to

a whole-of-society, life-course approach that places children

put in place laws, policies, programmes and services – and

– and child mental health and well-being – at the centre of

the necessary human and financial resources – to give effect

all policies to create an enabling environment in which our

to these rights. Yet, despite developing a suite of ambitious

children and the planet can thrive.

laws, policies and programmes that aim to promote
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Environment matters: The social determinants of
child and adolescent mental health
Crick Lund,i,ii Zulfa Abrahamsi, Emily Garmani, Claire van der Westhuizeni and Katherine Sorsdahli

The circumstances in which children and adolescents live

Importantly, social determinants frequently co-occur, leading

have a profound impact on their mental health, both in the

to cumulative risks among vulnerable children who face

present and across the life course. In recent years there has

multiple adversities. For example, children and adolescents

been growing awareness of these social determinants of

who live in poverty not only face scarcity of material

child and adolescent mental health, including from low and

resources, but are also at increased risk of other adversities,

middle-income countries (LMICs). If we are to prevent mental

including violence and maltreatment. Cumulatively this

health problems and promote child and adolescent mental

increases their risk for a range of mental health difficulties,

health, it is vital that we understand more about the social

often in an interaction with other health conditions. In the

causes of mental health problems and develop interventions

context of cumulative risk, the concept of intersectionality is

to address these social determinants. Needless to say, this is

particularly important in highlighting the ways in which social

not a straightforward task.

categories such as race, class, gender and ability give rise

1

This chapter will begin by presenting key concepts and a

to intersecting patterns of privilege and discrimination that

framework for the social determinants of child and adolescent

then influence the mental health and well-being of children

mental health, with relevant evidence across five domains.

and adolescents. In recent years, syndemic approaches have

This will be followed by a consideration of the evidence for

highlighted the cumulative effects of co-occurring social

interventions, together with implications for policy, research,

determinants and co-morbid health conditions.2

teaching and advocacy. The focus is on South Africa, with
consideration of relevant evidence from other LMICs. While
the situation in South Africa is similar to many other LMICs,
our particularly brutal history of colonialism and apartheid
have created a context where a number of social adversities
and injustices collide to shape the mental health of children

How do these social determinants impact on child
and adolescent mental health?
There is a growing body of evidence from South Africa
and other LMICs on the way in which social determinants
influence the mental health of children and adolescents.1, 3

and adolescents.

Here we present a framework for the social determinants of

What are the social determinants of mental
health?

of demographic, economic, neighbourhood, environmental

Social determinants of child and adolescent mental health

domains, young people’s mental health is shaped both by

refer to the social and economic conditions that have a

their immediate environment (proximal factors) as well as

direct influence on the prevalence and severity of mental

broader socio-economic, political and environmental forces

health conditions across the life course. Social determinants

(distal factors). For example, the effect of an economic

include a wide array of factors such as poverty, food

recession during a pandemic (distal factor) on mental

insecurity, inequality, discrimination, violence, orphanhood,

health is experienced through reduced household income,

climate change, forced migration and other humanitarian

increased debt, erosion of assets and financial strain.4 These

emergencies. These social determinants include both the

in turn may result in a child having less access to educational

structural, social and economic arrangements of a society,

opportunities and being exposed to increased conflict in

which lead to disparities in living conditions and access

the home as a result of adults’ responses to stress (proximal

to opportunities and services, as well as young people’s

factors). It should be conceded that the evidence for proximal

exposure to adverse life events.

determinants is more robust than that for more distal

mental health (see Figure 8) which highlights the influence

1

i
ii
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events and social/cultural domains. In each of these five
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Figure 8: The social determinants of child and adolescent mental health and the Sustainable Development Goals
raphic
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determinants of child and adolescent mental health – mainly

The role of the family or household is particularly important

due to the nascence of the field and the methodological

in mitigating or exacerbating the impact of distal factors,

challenges involved in demonstrating the effects of distal

such as economic recession or violence in communities. The

determinants. It is also possible that different mechanisms

household context may increase risk or resilience in young

come into play in the case of children and adolescents.

people and influence the way in which these factors get
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‘under the skin’ or, more specifically, into the neural pathways

and depression, anxiety, behavioural problems, lower self-

of the developing child or adolescent’s brain. For example,

esteem and poorer resilience in adolescents, than in younger

children growing up in violent communities may experience

children21. However, the literature suggests that even children

a number of difficulties regarding mental health and day-to-

as young as five years old are at increased risk of depression

day functioning (e.g., difficulty making or keeping friends, or

if they are among minority ethnic groups within their

difficulty concentrating in the classroom).

Young people

communities, who are at higher risk of experiencing racism

who feel supported and accepted by their families and who

and discrimination.22 These findings are pertinent in South

have loving relationships with adult caregivers are less likely

Africa, where racism and discrimination are still rife 25 years

to experience significant mental health problems due to

after the end of apartheid.

5-7

social determinants such as community violence.8, 9
These social determinants interact with genetic and

Economic determinants

biological risk factors across the life course – meaning that

There is extensive evidence that certain dimensions of poverty,

early exposure to adversity or deprivation in childhood has

such as food insecurity and household unemployment, are

1

a significant impact on subsequent lifelong mental health.

associated with poorer mental health among children and

The United Nations’ Sustainable Development Goals (SDGs)

adolescents.23 Children of families of lower socio-economic

have developed specific targets for many of these social

status are at increased risk of mental, emotional and

determinants, and for this reason, the SDGs that are most

behavioural health problems, independent of other factors

relevant to each domain are included in the framework.

associated with poverty, such as parental education or race.5

Further research is required to identify the mechanisms by

Studies which have investigated perceived rather than

which specific SDGs might yield improvements in child and

absolute socio-economic status have shown that adolescents

adolescent mental health.

with higher subjective socio-economic status were more

In the section that follows, we unpack the evidence,
according to each of these five domains.

likely to report improved psychological well-being and selfesteem, and were less likely to be depressed.3 In fact, relative
poverty, rather than absolute poverty, is often reported as a

Demographic determinants

risk factor for poor mental health among children.24

Childhood and adolescence constitute a vulnerable time

In South Africa, this means that young people’s mental

during which social determinants can have particularly adverse

health and well-being continue to be impacted by high

effects on cognitive and emotional development. For this

levels of income inequality brought about by our history of

reason, mental disorders and self-harm often manifest during

colonialism and apartheid. The COVID-19 pandemic and

adolescence, with long-term impact later in adulthood.10

policy measures to reduce transmission are also likely to have

Even then, sex differences are evident: adolescent girls tend

exacerbated income inequality in the country, by depriving

to suffer from depression,11, 12 anxiety13 and eating disorders14

children of nutrition and protection, and by increasing risk of

more than boys, while adolescent boys are more likely to

education delay or school dropout.25 In turn, young people

develop behavioural disorders, such as conduct disorder

who disengage with education or who do not complete

and attention deficit/hyperactivity disorder, and early onset

secondary school are more likely to use alcohol and other

schizophrenia,15, 16 and are more likely to commit suicide17,

drugs and to report poor mental health,26 and are less likely

. Further, sexual minority youth and young people who

to be economically active in adulthood,27 thus perpetuating

18

identify as gender-nonconforming, also known as lesbian,

the cycle of poverty and poor mental health.

gay, bisexual, transgender, queer and intersex (LGBTQI+)

The cycle of poverty and mental ill-health (see Figure

youth are at higher risk of mental health difficulties than

9) is characterised by a social causation pathway, by which

heterosexual, cisgender young people.19 SDG 5 (gender

circumstances of poverty increase risk for mental ill-health

equality) is particularly relevant for the demographic domain.

through social exclusion, high stress, reduced access

Age and sex differences are also apparent in how other

to a social safety net, malnutrition, violence, obstetric

proximal and distal socio-demographic determinants affect

risks, trauma, poor parenting and family fragmentation.

young people’s mental health. For example, young girls’

Conversely, living with a mental disorder increases the risk of

socio-emotional development is more susceptible than

drifting into or remaining in poverty. This social drift pathway

boys’ development to racism and discrimination,20 and

is characterised by stigma, poor educational attainment,

there are stronger associations between discrimination

school dropout and unemployment. SDG 1 (no poverty),
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Figure 9: Cycle of poverty and mental illness in children and adolescents

Figure 2. Cycle of poverty and mental illness in children and adolescents
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SDG 2 (zero hunger), SDG8 (decent work and economic

characteristics of the people who live in that neighbourhood.

growth), SDG9 (industry, innovation and infrastructure) and

Although most available evidence has focused on physical

SDG10 (reduced inequalities) are particularly relevant for the

health or adult populations,28,

economic domain.

neighbourhoods have been shown to impact mental health

29

various characteristics of

in young people.
Neighbourhood determinants

Diverse measures of neighbourhood deprivation have

Neighbourhoods beyond the family setting should provide

been associated with psychosocial difficulties, including

an environment in which children and adolescents can

increased

develop safely and thrive. The neighbourhood domain

delinquency and aggressive behaviour.30,

refers to the social and environmental characteristics of the

features of neighbourhoods such as access to nature

neighbourhood or area in which a child or adolescent lives,

and public open spaces, often associated with wealthier

which confer risk or resilience over and above the individual

communities, are generally protective against mental health

externalising

behaviour

problems
31

such

as

Additionally,
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problems in children and adolescents.32, 33 At the household

South Africa, educational success is particularly challenging

level, overcrowding, poor quality housing and poor air

for Black adolescents, as they are more likely to attend

quality have also been associated with poor mental health,

34,

under-resourced schools in communities with high levels of

although data

violence and poverty.49 This is rooted in structural racism and

35

such as increased depressive symptoms,

36

are scarce for children and adolescents.

a deeply inequitable education system. Studies suggest that

Exposure to violence in communities has a well-

mental health problems are associated with poor grades and

documented association with mental health problems,

school adjustment, resulting in poor academic achievement

whereby witnessing violence and violence victimization are

in young adulthood. Young people who drop out of school

consistently linked to adverse mental health outcomes, such

and students struggling to perform academically are at

as depression, anxiety, post-traumatic stress symptoms and

greater risk of depression50, 51 and suicidal ideation52. Further,

externalising behaviours.

Further, reactions to community

children with behaviour problems are more likely to struggle

violence from parents and young people may result in

academically, and experience lower graduation rates.53 SDG4

decreased opportunities for young people to engage in

(quality education) is particularly relevant for the social and

physical activity (including transport such as cycling or walking

cultural domain.

37-39

and play), which may negatively impact their mental health.

41

Being part of a social group is especially important to

SDG6 (clean water and sanitation), SDG7 (affordable and

adolescents as they strive for emotional autonomy from their

clean energy), SDG11 (sustainable cities and communities)

parents and search for their unique identity.54 While their

and SDG12 (responsible consumption and production) are

reliance on peer relationships may provide them with the

particularly relevant for the neighbourhood domain. SDGs

opportunity to develop strong social connections and give

that are linked to violence prevention, including SDG5 and

and receive support, it also makes them susceptible to peer

SDG16, are also relevant for the neighbourhood domain.

pressure and bullying. Poor social cohesion is associated

40

with low self-esteem and can result in depression, anxiety
Environmental events

and behavioural problems in children and adolescents.55, 56

Environmental events are defined as significant disruptions in

Conversely, highly cohesive neighbourhoods protect young

community functioning that surpass the available community

people who are experiencing stressful life events from

resources to cope. As seen in Figure 8, environmental

depression and anxiety.57

events can include: natural disasters, industrial disasters,
war or conflict, climate change and forced migration. SDG

What does the evidence mean for interventions?

13 (climate change action) and SDG 16 (peace, justice, and

From the above evidence regarding key social determinants

strong institutions) are particularly relevant for this domain.

and the mechanisms by which they influence the mental health

Several meta-analyses and systematic reviews reveal

of young people, several potential targets for interventions

that children exposed to environmental events report

can be identified. However, a number of challenges arise

significantly higher levels of post-traumatic stress disorder

when developing interventions to tackle these social

(PTSD), depression, and anxiety compared to the general

determinants of mental health. First, social determinants are

population. These outcomes have been documented after

often quite distal to the mental health outcome. Second,

exposure to nuclear disasters,

44

some social determinants may be more amenable to change

and the displacement of refugees and asylum seekers. More

than others (for example, it is extremely difficult to address

recently, studies have investigated the impact of climate

structural challenges such as income inequality or global

change on child and adolescent mental health, as outlined

economic recessions). Third, the mechanisms by which

in Case 34 on p135. 46 The frequency and severity of extreme

social determinants influence child and adolescent mental

weather events, such as droughts,47 seem to be increasing in

health are poorly understood. For example, we know very

Africa, which may be further impact on the mental health of

little about exactly how experiences of poverty shape the

children and adolescents48.

neural pathways of the developing adolescent brain and

42, 43

war, terrorism and conflict
45

lead to specific mental health problems, such as depression,
Social and cultural determinants

anxiety or conduct disorder. Fourth, the complex nature of

The social and cultural factors that impact child and adolescent

these challenges requires an interdisciplinary approach and

mental health include low levels of education, poor social

collaboration of researchers from social sciences, mental

cohesion, and detrimental peer and family relationships.1 In

health, economics and epidemiology. And finally, given these

46
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Case 4: Culture and mental health − ways of seeing
Leslie Swartzi and Siyabulela Mkabileii
What does it mean to be ‘culturally sensitive’ in mental

associated with the development of anxiety in children.

health practice and research? There are differing

Parenting styles are culturally patterned, but a contextual

assumptions about what the relationship is between

view would also look at issues such as access to resources,

culture and mental health.

which may contribute to different patterns of parenting.

Although things are more complex, it is useful to

For instance, where people have the money to buy

distinguish between those who believe that mental disorder

disposable nappies, and have reliable washing machines

is universal but expressed differently in different contexts.

at home, they may be more relaxed about toilet training

Relativists, by contrast, would argue that we need to attend

than where resources are scarce, and people do not have

very carefully to a person’s context to understand mental

running water. It is always important to look at the ways in

disorder, and that making comparisons across different

which the material context interacts with, and may even

contexts is always problematic. If we take, for example,

to an extent determine, styles within families which are

the phenomenon of kufungisisa in Zimbabwe (translated

seen as cultural. Where people live in violent contexts, to

approximately as ‘thinking too much’), a universalist may

use another example, they may be much more restrictive

say that kufungisisa in Zimbabwe is anxiety expressed in a

about the movements of people with mental disorders or

particular local way, but a relativist would want to understand

others whom they view as vulnerable.

what ‘thinking too much’ means locally, what the symptoms
imply for family and social relationships.

More fundamentally, cultural issues need to be
considered in global and historical context. For example,

A further layer of understanding culture and mental

our country has an ongoing history of extractive and

health relates to problematic ideas about the relative

dangerous labour practices, where families have been

qualities of different groups of people. In the history of

broken up by internal migration and men have lived in

psychiatry, Social Darwinism contributed to a situation in

single-sex hostels and done dangerous work on the mines.

which people linked certain disorders to qualities valued

These factors profoundly affect how families interact, what

in dominant western culture. In what is sometimes termed

happens to migrant workers who develop mental health

an evolutionist view, it was once thought that African

problems or physical disabilities, and what then becomes

people were not as developed cognitively as Europeans

a cultural norm around care.

(clearly a racist view), and for this reason, they did not have

There are no neat distinctions between cultural groups,

the finer feelings which would enable them to experience

and culture changes over time and context.

Nobody,

depression. Depression was seen as a disorder or a state

especially in the complex context we live in, is a ‘member’

of being which required a level of introspection which

of a single culture. What is more important is in all cases to

only ‘sophisticated’ people could have. This view is clearly

inquire as to how people, in different contexts, understand

absurd, and in fact, in multiple epidemiological studies in

and deal with relationships, mental health and ill health,

Africa, we find very high rates of depression.

and the challenges of life. A useful starting point is to begin

Partly in response to the clear political problems

with what the psychiatrist-anthropologist Arthur Kleinman

associated with evolutionism, researchers in the culture

called ‘explanatory models’.79 We all have different

and mental health field have become interested in

understandings of what causes a disorder, what it is, what

exploring ways in which practices labelled as cultural may

will make it better, and whether anything can be done

be affected by social and economic conditions. Studies

about it and by whom, for example. And each individual

on the relationship between different emotional styles in

may have different sets of understandings for what is

families and the course and outcomes of mental disorders

happening to them and their family members, colleagues

now try to look not just at different family emotional styles,

and friends and acquaintances at different times. All these

but also at how these styles may relate to the economic

beliefs shape the experience of mental health and illness,

demands of a particular context. For example, there

and all are useful to consider in developing appropriate

is some evidence that harsh parenting styles may be

interventions. Simply put, we need to consider the world .

i
ii
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Case 5: Reducing child abuse through a parenting and economic strengthening programme in Tanzania
Child abuse is highly prevalent in LMICs, and most

seeds, credit for farm inputs, advice for improve farming

73

commonly perpetrated by parents and older relatives.

techniques and market connections. The parenting

Victims of child abuse may experience physical and mental

component consisted of group-based sessions on

health problems, and difficulty at school and in relationships.

parenting skills, child protection and family budgeting.

The effects are intergenerational, with victims of abuse

Eight villages were randomised to three treatment arms

being more likely to abuse their own children and engage

(only the parenting component, only the economic

in intimate partner violence.

Parenting programmes

component, and a combination of the two) and a

may reduce child abuse by strengthening the relationship

control arm. Both parents and children who received the

between parents and children by helping caregivers

combined intervention reported a significant reduction in

74

better manage child behaviour problems. As poverty is a

child abuse. Parents in the groups that only received one of

major risk factor for child abuse, economic strengthening

the interventions also reported a reduction in child abuse,

programmes may reduce child abuse, especially in low

though the levels were not significant in the child reports.

resource settings.

In all arms, parents reported significant reductions in child

75

The Skilful Parenting and Agribusiness Child Abuse

behaviour problems, and borderline reductions in adult

Prevention Study investigated the effect of an economic

depression. Results suggest that while a combination of

strengthening and parenting programme on child abuse

parenting and economic strengthening is most effective

outcomes using a cluster randomised control trial in

at reducing child maltreatment outcomes, parenting

rural Tanzania. The economic strengthening component

programmes delivered alone may also be effective.

76

consisted of farmers getting access to drought-resistant

complexities, interventions may require collaboration across

impact on young people, either directly or indirectly through

different sectors and government departments.

their caregivers’ improved well-being. Evidence is available
regarding the positive mental health effects of recreational

What works?

programmes, including sport,61 and after-school programmes

Table 1 provides a series of illustrative examples of

Yet, evidence is scarce globally regarding mental health

interventions targeting social determinants of child and

outcomes and upgrading of urban areas for improved safety,

adolescent mental health that have been shown to yield

including for walking or cycling, or for increased recreation or

improved mental health outcomes, particularly from LMICs.

nature exposure opportunities.62

There is some evidence of interventions that have been
shown to be effective in addressing social determinants of

What are the policy implications?

child and adolescent mental health. In Tanzania, Lachman

Although the South African National Mental Health Policy

and colleagues have shown how a agribusiness and skillful

Framework and Strategic Plan (2013-2020)68 included specific

parenting programme led to a reduction in child abuse

mention of the social determinants of mental health and the

(see Case 5), while in South Africa Sherr and colleagues

need for intersectoral action to address them, this policy has

have shown how a combination of parental praise, parental

now lapsed, and at the time of writing, the Department of

supervision, food security, safe communities and support

Health was yet to renew it. A very useful review of national

from

and provincial child and adolescent mental health policy

community-based

organisations

can

accelerate

improvements mental health outcomes (see Case 7).
Few interventions implemented at the neighbourhood
level have been specifically evaluated for their effect on

in South Africa, published by Mokitimi et al. in 2018, found
no specific reference to social determinants of child and
adolescent mental health in the content of current policy.69

child and adolescent mental health. However, we can

If policies are going to have a substantial impact on the

hypothesise that interventions such as urban upgrading or

powerful social and economic drivers of child and adolescent

community violence prevention projects, which have shown

mental health, then governments need to adopt a ‘whole of

some promise amongst adult populations58 in improving

society’, integrated approach that links mental health and

psychosocial or health outcomes,

social interventions. For example, policies related to child

48

59, 60

may have a positive
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Table 1: Examples of interventions that target key social determinants of mental health, per domain
Domain

Intervention

Mental health outcomes

Gaps

Demographic

School-based mental health
promotion interventions63

Improved social and emotional
competence and
resilience

All evidence from high-income countries;
limited evidence of long-term impact

Economic

Conditional/
unconditional cash transfer
programmes64

Reduced depressive and anxiety
symptoms; improved
behavioural and emotional
development

Few studies among children or younger
adolescents. Evidence from Africa mainly for
unconditional cash transfers. Limited evidence
on long-term impact.

After-school programmes,60,

Increased self-esteem/selfconfidence; improved prosocial
behaviours, decreased problem
behaviours

Few LMIC studies and few studies evaluating
mental health outcomes

Neighbourhood

65

Recreational activity
programmes, including
sport61, 66
Environmental events

Focused psychosocial
support interventions
for children exposed
to traumatic events in
humanitarian settings in
LMIC67

Reduced symptoms of PTSD and
functional impairment; increased
hope, coping and social support

Results indicate these interventions are not as
effective in children under 15 and for displaced
children, possibly due to most interventions
employing cognitive behavioural techniques,
not accessible to younger children

Social and cultural

Higher educational
attainment51

Reduced depression in
adolescence

Most evidence from high-income countries

protection, social protection (such as the Child Support

cumulative risks, such as those related to poverty, violence

Grant (CSG)), food security and housing need to ensure that

and discrimination on the basis of race, gender or ability.

they are coordinated to maximise mental health benefits for

An interesting example of the need to coordinate policy

children – in keeping with the approach of the SDGs. More

across different sectors is that of alcohol use in adolescence.

specifically, policies need to be informed by the evidence,

The prevalence of alcohol use climbs significantly during

particularly on the mechanisms by which social determinants

adolescence, with a number of adverse outcomes related to

interventions yield specific mental health improvements. For

mental health, sexual risk taking, and injuries. In responding,

example, there is some evidence that poverty affects child

policies need to not only support interventions that address

and adolescent mental health both directly and through its

individual adolescents’ drinking behaviour, but also address

influence on self-regulation.

Self-regulation refers to the

the commercial determinants of alcohol consumption. For

ability to develop and sustain goal-directed behaviour, despite

example, aggressive marketing of alcohol by the industry

emotionally salient and challenging environments. Therefore,

requires urgent regulation and change.71 The Western

poverty reduction policies, such as the CSG should ideally be

Cape Alcohol-Related Harms Reduction White Paper72 is

accompanied by evidence-based mental health promotion

an example of a multi-pronged policy, including a range of

and mental illness prevention interventions (delivered either

interventions to reduce alcohol related harms (see Case 6).

70

through community-based organisations, schools or after-

It is important to distinguish longer-term and shorter-

school programmes) to help vulnerable children, adolescents

term political processes that are required to address social

and their caregivers strengthen self-regulation skills to

determinants, recognising some social determinants may be

better cope with adversity. Strategies taught could include

more difficult to address than others. For example, broader

emotional regulation, problem-solving skills and planning for

structural arrangements which support the enormous racial

the future. Developing a sense of agency and activism are vital

and income inequalities in South Africa will take longer to

on the pathway to transformation, inclusion and healing. Key

address. But short-term gains for child and adolescent

vulnerable populations, as identified in the above framework

mental health can be obtained through addressing pressing

on social determinants, should be prioritised in South Africa

social challenges, such as child hunger and maltreatment.

to promote more equitable and inclusive development and

Adversities precipitated by COVID-19 are particularly

ensure no-one is left behind. This is particularly important

pressing,25 as they require a rapid response to mitigate

for children and adolescents exposed to intersectional and

immediate and long-term harm.
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Case 6: Structural interventions to address adolescent alcohol use in South Africa
Charles Parryi and Jason Bantjesii
Alcohol use was identified as the leading risk factor for

adolescence.88 Alcohol use exacerbates impulsivity and

death and disability in sub-Saharan Africa, and globally for

impairs judgement, thus increasing risk-taking behaviour

adolescents aged 15 – 19 years.80 In South Africa, a 2011

during adolescence and increasing the likelihood of

national survey of learners in Grades 8 – 11 found that

adverse outcomes, including injury and death.89

37% of males and 28% of females reported drinking in the

Young people are prolific consumers of media, and

past 30 days, with an alarming 30% of male and 20% of

they are frequently exposed to alcohol advertising and

female learners reporting binge drinking during the same

marketing.90, 91 Furthermore, adolescents are vulnerable

period.81

to the harmful influence of alcohol advertising,92 and may

Direct and indirect consequences of drinking among

be disproportionately exposed to marketing by alcohol

children and adolescents in South Africa include rape,

producers.90 Voluntary advertising industry guidelines are

interpersonal violence, absenteeism, school failure,

not adequate to protect young people,90 highlighting the

unwanted pregnancies, sexually transmitted infections,

importance of – and urgent need for – more government

HIV, and foetal alcohol spectrum disorders (FASD).82

oversight in this area.

Drinking during pregnancy at any age can damage

The South African government has attempted to

the unborn child, and rates of FASD in South Africa are

address these problems by proposing to ban the

among the highest in the world, with a recent study

advertising of alcohol, raise the legal drinking age, limit

reporting population prevalence rates of 14% − 21% in

hours for alcohol sales, and lower the legal alcohol limit for

83

certain, mainly rural, communities of the Western Cape.

drivers. While government has taken concrete action in a

FASD causes intellectual and behavioural problems,

few areas, progress has been slow. There is a lot more the

which create considerable obstacles to children’s social

government could and should be doing: equipping parents

development and educational outcomes in addition to

to be good role models and to set appropriate boundaries

developmental delays, hyperactivity, attention deficits,

for their children, banning packaging that appeals to

learning disabilities, intellectual deficits, and sometimes

young people, increasing excise taxes on products that

seizures.84, 85

appeal to young people such as fruit flavoured alcoholic

Adolescents with alcohol use problems often also

drinks, dealing firmly with venues that sell alcohol to

experience mental health problems, including mood

underage drinkers, accrediting school-based prevention

disorders, anxiety disorders, conduct disorders, and

programmes to improve the quality of such programmes,

suicidal behaviour.

and ensuring that there are appropriate and high-quality

86, 87

These mental health problems can

be both a precipitant and consequence of alcohol use.
Impulsivity and risk taking are both hallmarks of
i
ii

treatment programmes available for young persons who
need such an intervention.

Alcohol, Tobacco and Other Drug Research Unit, South African Medical Research Council & Department of Psychiatry, Stellenbosch University.
Alcohol, Tobacco and Other Drug Research Unit, South African Medical Research Council & Institute for Life Course Health Research, Department of
Global Health, Stellenbosch University

What are the priorities for research, teaching and
advocacy?

through schools, early child development programmes,

South Africa already has relatively high coverage of the CSG,

are encouraging local examples, such as the Western Cape

providing a platform for developing cash + care or cash +
parenting programmes to address social determinants of
child and adolescent mental health. There is also promising
preliminary evidence of the potential benefits of ‘cashplus’ programmes for child health outcomes, although the
evidence of mental health benefits is currently limited.77 Such
interventions need to make use of existing infrastructure
50
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after-school programmes and parenting support, and there
government’s Enriched after-school programme78 and the
suite of combined approaches developed by Sherr and
colleagues (Case 7). For many, basic infrastructure support
for clean and safe communities, including basic sanitation,
housing, transport and access to good quality education,
are important priorities. Active participation of children,

Case 7: Combinations of interventions to boost child well-being
Lorraine Sherri
Child mental health and well-being is the key to many

behaviour such as treatment adherence for those with

pathways

productive

HIV, clinic attendance for those with chronic conditions,

relationships and agency. Feelings and emotions are

and sexual risk behaviours. So, the next step was to find

core to everyone’s existence. However, extreme emotions

out whether these findings applied to younger children

or burdensome experiences can cause misery and it is

as well. One way to go about this is to understand what

important that interventions are available to support

childhood measures predict later risk. The next step is

children, prevent burdensome experiences in the first

to examine interventions that were effective in helping

place, promote positive emotional experiences and

improve these predictors. With this understanding we

provide care pathways for those in distress.

can then test whether such provision in real life settings

of

happiness,

achievement,

In the past, help for different aspects of a child’s life was

actually impacts a host of outcomes for young children.

often compartmentalised. This narrow approach was not

The Community Care study in South Africa provided

helpful to overall well-being. Today we use a more holistic

such an opportunity.97 This study examined the effects

approach and understand that there is no health without

of cash plus various forms of care on a set of mental

good mental health – an idea that is true for children of

health and cognitive outcomes for young children. The

all ages and adults alike.

study gathered children supported by community-based

93

There is good evidence that a number of interventions

organisations (CBOs)ii and monitored mental and cognitive

can have a beneficial effect. Cash transfers, or forms of

measures for these children. It also used a group of

monetary support, have been shown to have a significant

children not attending community-based organisations as

effect on reducing mental health burden in adolescents

a comparison group. Cash included any type of cash grant

in a recent systematic review.

This comprehensive

to the family and care included good parenting, adequate

review cautioned that cash support alone could be

food or access to support from a CBO. It is important to

insufficient in extreme risk settings and that the practice

note that these children resided in environments typified

of linking such cash transfers to eligibility conditions may

by poverty, high HIV rates and social challenge. The study

be counterproductive. This clearly opens the door to

showed that children attending CBOs had lower rates

looking at combination interventions. An exciting current

of suicidal ideation, fewer depressive symptoms, less

development sets out good evidence that combinations

perceived stigma, fewer peer problems, fewer conduct

of these interventions can boost or accelerate beneficial

problems, and lower odds of experiencing weekly

effects. This sounds fairly straightforward, perhaps even

domestic conflict, domestic violence or abuse at 18-month

obvious, when looked at simply. But it is important to

follow-up compared to children without CBO contact.

94

understand which interventions are most useful, which

A series of analyses showed the specific advantages of

combinations give the best results, and whether these

cash grants plus good parenting, and cash grants plus food

interventions and combinations can affect mental health

security98 on children’s cognitive functioning. We found

outcomes.

that cash transfers are associated with improved cognitive

Social protection and financial support measures in the

outcomes, and that cash plus good parenting enhances

form of social grants such as child support grants or old

the effects. This holds true for memory, overall cognition,

age pensions into the household have been shown to be

learning and recall. A detailed look at the findings also

effective for many child and adolescent outcomes.95 A set

suggested that fragile groups may need multiple support

of South African studies have provided good evidence

avenues. This provides a clear motivation for parenting

on how cash plus care can be of benefit. Early studies

programmes to be made available in conjunction with cash

showed that cash together with good parenting had a

transfers to enhance the effects and improve cognitive

number of positive impacts on adolescents – such as

development outcomes for young children – especially in

reducing their risk behaviour, increasing their adaptive

high HIV affected areas.

96

i
ii

Institute of Global Health, University College London
Community-based organisations included any grassroots organisation providing child support services to children and/or their caregivers or both, with
a specific remit for HIV – such as ECD programmes, randomly selected from a full list of all organisations supported by a selection of 11 international
funders (n=580; 28 selected).
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This opened the idea of studying various combinations

and cognitive development outcomes. Cash grants

to see if they had beneficial outcomes. All children lived

were positively associated with nutrition and cognitive

in poverty-stricken households and were eligible for – or

development outcomes, and living in a safe community

in need of – cash grants and multiple supports. Three

was positively associated with all mental health outcomes.

groups were created: The first group (20%) received

Experiencing a combination of two of these protective

neither a cash grant nor food support. The second group

factors was associated with a higher probability of positive

(32.4%) received one of these measures (either cash or

child outcomes. However, experiencing all three was

food) and the third group (47.9%) received both cash

associated with better child outcomes, compared with any

grants and food support. Receiving either form of support

of the individual factors by themselves, with substantial

was linked to the child being in the correct class for age,

improvements noted in child education outcomes.

higher scores of non-verbal cognition and higher working

A second accelerator analysis provided specific insight

memory scores. Receiving both reduced educational

into the role of accelerated provision and mental health

risk and improved odds of being in the correct class for

outcomes.100 Significant additive effects of combining

age, attending school regularly, missing less than a week

interventions were present for five out of the six mental

of school in the previous two weeks, scoring higher on

health

aspects of cognition and working memory, and learning

suicidality, overall mental health, no peer problems, and no

new things more easily. Benefits are enhanced when social

substance misuse). The only exception was post-traumatic

protection is received in combination.

stress disorder. This suggests that applying a combination

Finally, this accelerator idea was tested out over
time – at baseline and 18-month follow-up – to examine

investigated

(no

depression,

no

approach represents a sound investment for reducing the
mental health burden in children and adolescents.

associations between access to five accelerating services
and 12 child outcomes.

outcomes

The figure below shows how combinations of

The five were food security,

interventions affect a range of mental health outcomes.

cash grants, positive parenting, safe communities and

Such findings support the notion of synergistic social

community support, all derived from detailed measures

protection responses for children and suggest that careful

from well tested measurement inventories. This showed

choice and combinations can maximise the benefits for

that food security is associated with positive child education

children.

99

Figure 10: Impact of combined interventions on mental health outcomes
No caregiver
abuse
+11.6%
[0.2-23.0%]

No suicide
ideation
+10.3%
[5.0-15.6%]

Parental praise

No MDD
+32.4%
[24.8-40.1%]

Good mental
health
+36.0%
[27.7-44.4%]

Parental
monitoring

Able to
concentrate
+24.5%
[16.5-33.0%]

Food security

Safe
communities

No early sexual
debut
+8.7%
[4.4-13.0%]

No peer
problems
+66.5%
[58.5-74.6%]

Access to
a CBO

No violence
perpetration
+26.4%
[15.6-37.2%]

Prosocial
behavoiur
+53.4%
[43.6-61.3%]

No substance
abuse
+4.5%
[0.9-9.1%]

Source: Haag K, Du Toit S, Rudgard WE, Skeen S, Meinck F, Gordon SL, Mebrahtu H, Roberts KJ, Cluver L, Tomlinson M, & Sherr L. Accelerators for achieving the sustainable development goals in sub-Saharan-African children and young adolescents - a longitudinal study. World Development. 2021; 151 [105739].
Note: No MDD refers to No Depression above the cut-off point of the measure.
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adolescents and caregivers as agents of change is vital in this

• The emerging evidence base needs to inform priorities

process as their agency is integrally linked to their mental

for teaching. This means teaching mental health

health and a vital mechanism for addressing the social

professionals (psychologists, psychiatrists) about public

determinants.

mental health approaches, and the benefits of delivering
social interventions alongside clinical interventions.

Within this overall approach, a number of key priorities
can be identified:

Currently the education of psychologists and psychiatrists

• In relation to research priorities, first, we need to know

focusses narrowly on clinical care, with limited focus on

more about how social determinants impact on the mental

interventions to address social determinants. It is therefore

health of children and adolescents. The current evidence

essential to broaden the curriculum to include a greater

base would be strengthened by a nationally representative

focus on public mental health, in order to raise awareness

epidemiological study of child and adolescent mental

of the social determinants of mental health. This is vital to

health, including risk and protective factors; and by large,

equip mental health professionals with the knowledge and

longitudinal studies, exploring the intergenerational

skills to link children and families with a range of support

transmission of poverty, responses to adverse life

services and to advocate on behalf of children in their care.

circumstances (such as inequality, discrimination, violence

This also requires teaching child policy makers about the

or trauma in communities) and mental health conditions.

potential to improve child and adolescent mental health
by addressing its social determinants.

We also need to explore what works, for whom and under
what circumstances. This requires the design and testing

• Finally, in relation to advocacy priorities, we need to

of interventions, including analysis of the mechanisms

link a variety of stakeholders around a common agenda

by which social interventions might yield improvements

of improving child and adolescent mental health

in child and adolescent mental health. In all research,

by addressing its social determinants. This requires

we must hear child and adolescent perspectives on and

advocating to sectors of government aligned to health

priorities for their needs and well-being, and this requires

(housing, transport, community safety, education, social

active participation by children and adolescents in

development) about the importance of addressing social

research programmes.

drivers of child and adolescent mental health.
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A life-course perspective on the
biological, psychological and social development
of child mental health
Tamsen Rochat and Stephanie Redingeri

Public interest in child and adolescent development is often

In this chapter we explore how exposures, including

driven by societal concerns around citizenship and focused on

positive and negative life events, can impact on normal and

supporting children to become healthy, productive and moral

necessary developmental processes – which in turn impact

citizens who are able to contribute meaningfully to society.

on mental health. We explore this from a life-course and

Yet, the majority of South Africa’s children are confronted with

developmental perspective, introducing key concepts and

high levels of adversity and risk that substantially undermine

processes and unpacking the importance of the timing of

their ability to achieve happiness, self-fulfilment and mental

exposures and their interaction with normal developmental

health. The limits placed on their developmental potential as

processes, with a focus on the stress response system,

citizens will play out over their lifetime, with implications for

emotional regulation and cognitive control. We illustrate this

them as individuals, for the next generation of children, and

with a case study that describes how behavioural difficulties

for broader South African society. Understanding the broader

or conduct problems can develop and lead to high rates of

developmental context of childhood, and in particular the

violence and aggression in educational and social settings;

theories by which mental health may develop or be hindered,

and conclude by outlining important considerations for

helps to contextualise policies and interventions that could

intervention and policy.

1

facilitate sustainable improvements for all South Africans.
Table 2: Key concepts in life-course perspectives
Term
Developmental
origins

Broad description
Health and disease are determined through both hereditary processes (genetics) and environmental exposures
starting before conception and extending across the life course (epigenetics). Although we are born with a genetic
‘blueprint’ of health and disease risk, our genes can be turned on or off in response to environmental exposures.

Biological embedding

Biological embedding is the process by which early life experiences and environmental exposures affect the
developing body and brain. Biological systems can be changed by our exposures (for example, maternal
nutritional status impacts on their child’s linear growth and later disease risk).

Life-course
development

Human development involves processes that take place over time in a cumulative way, unfolding sequentially, in
specific stages, linked to each other and to chronological age, and should not be treated separately.

Contextual influence

The way in which children’s relationships and the contexts in which they live influence their health and development
(for example, the positive influence of a nurturing caregiver may help mitigate the harmful effects of poverty).

Human agency

Individuals construct their lives through the choices and actions they take, within social structures that either
provide opportunities and/or impose constraints on their human agency.

Historical context

The lives of individuals are embedded in, and shaped by, both historical time and geographical place (north vs
south populations) and where they live relative to current events (for example, climate change or war-induced
migration or displacement).

Cultural embedding

Social and cultural experiences become embedded in a worldview and the way in which children make sense of
the world (including attitudes towards mental health, cultural beliefs about the origin of mental illness).

Linked lives

People’s lives can only be lived interdependently and that most development is contextualised within relationships
or a culture of relationship (with families, partners, friends, siblings).

i
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How does a life-course approach enhance our
understanding of children’s development and
mental health?

of genetics, while sociology might take a broader view with

By definition, a life-course approach explores the long-term

of disciplines to describe the complex influences on the

effects of physical and social exposures during pregnancy,

development of health and disease,3 as outlined in Table 2.

an emphasis on socio-political environments. Over time,
a number of key concepts have emerged across a range

childhood and adolescence on health and disease risk in
of development and describes different pathways by which

How do life-course effects impact on children’s
mental health?

health and disease develop across the life course, and

Figure 11 provides a simple illustration of how stressors,

intergenerationally. Life-course approaches are important

vulnerabilities and other life-course effects can influence

because they prompt us to consider how multiple biological,

mental health during childhood.

later life.2 It acknowledges that there are sensitive periods

psychological, social, environmental influences contribute to

The top line represents someone who is born with a low

risk or resilience, as well as when and why things might go

vulnerability for mental health problems, and whose mother

wrong.

had good perinatal mental health. In early childhood,

Most disciplines – including biology, public health,

their environment changes and the care they receive is

psychiatry, psychology, sociology, anthropology, history and

not adequate to their needs, resulting in a downward turn

philosophy – subscribe to some kind of life-course approach

in their mental health during early and middle childhood,

in thinking about how health and mental health emerges

although they still cope adequately. In early adolescence,

over the lifespan, across generations and through the course

their parenting environment changes once again, and they

of history.

experience good parent-child relationships. This sets them
back on an upward trajectory towards better mental health

Key concepts

in adulthood.

Each discipline tends to adopt a different lens when theorising

The bottom trajectory represents someone with a high

about the importance of different life-course influences. For

vulnerability to mental health problems – a family history of

example, biology may have a very specific focus on the role

mental illness and an exposure to their mother’s poor mental

Figure 11: Influences on mental health across the life course

Optimal
mental
health

poor responsive care
Good maternal
perinatal mental health

Good parent-child
relationships

Coping
adequately

Death of
parent

Poor maternal
perinatal mental health
Poor
mental
health

Accesss to quality
health care

Positive
parenting

Perinatal
(before and
immediately
after birth)

Early
Childhood
(from birth to
school entry

Middle
Childhood
(6 − 10)

Early
Adolescence
(10 − 14)

Late
Adolescence
(15 − 18)

Adulthood
(19+)
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health in the womb and during the first few months of their

and how the child’s behaviour in turn can impact on the

life. In early childhood, their mother receives a mental health

parent-child relationship and the parent’s actions.

intervention and both parents are able to provide a warm,
nurturing and responsive environment and this sets their
mental health on a positive trajectory. Unfortunately, during
middle childhood, the father dies and this leads the mother
to develop depression which negatively impacts on the child’s
mental health. By late adolescence, both mother and child
are coping adequately again thanks to quality health care
and a targeted intervention to address their bereavement.
However, the child still enters adulthood with a mental health
vulnerability.
Case 9 presents findings from the South African Birth to
Thirty cohort (Bt30) which has contributed enormously to our
understanding of development and mental health over the

How does stress impact children’s development
and mental health?
Sustained exposure to poverty, inequality and stress, often
referred to as toxic stress or developmental trauma, can
impact negatively on children’s development and their mental
health trajectories.6 The human body deals with stress using
what is called the Stress Response System (SRS), which is a
biological process by which the body is able to respond to
stress or threat using either a flight or fight response (moving
away from or toward the threat).14
When the body perceives that it is under threat, it steps
into action by sending a message from the hypothalamus

course of childhood in South Africa.

in the brain to the pituitary gland using the Hypothalamic

Types of life-course effects

system. This leads to a series of physiological responses

Life-course effects describe how a complex interplay of risk

(increased heart rate, secretion of adrenalin) and the

and protective factors affects children’s mental health and

production of the hormone cortisol in the adrenal system.15

development over time.

Cortisol is a stress hormone that stimulates glucose

• Latent effects occur when a long period of time elapses

production so that we have the energy we need to respond

between an environmental exposure and when its

to a threat. Once the threat is resolved, the parasympathetic

effects become visible. Some exposures may occur in

nervous systems helps the body get back to normal. While

early childhood and remain dormant until triggered by

cortisol is needed to help our body survive, too much

an internal or an external cue later on in life – like how

cortisol can be bad for our health.

Pituitary Axis (HPA) to trigger the sympathetic nervous

early childhood toxic stress can impact health or non-

When stress is experienced during sensitive and critical

communicable disease (NCD) outcomes in adulthood.

developmental periods, or when the stress is ongoing

• Pathway effects are the result of experiences or

and chronic, it can increase the risk of NCDs such as

exposures that change a child’s developmental trajectory

cardiovascular disease, obesity and poor mental health later

in a positive or a negative way. Unlike the latent effect

in life.16, 17 Table 3 illustrates how the SRS system develops

which may only show itself later in life, pathway effects are

over childhood and adolescence, and how toxic or chronic

immediate adjustments that then determine how things

stress can influence children’s healthy development and

move forward. Even a single experience of trauma or

mental health during these key developmental stages and

adversity (such as being exposed to war) can significantly

later in life.

4

alter not only the child’s mental health at a point in time,
but also their mental health trajectory going forward.

5

All children will experience some stress as part of their
daily lives and learning to manage stress is an important

• Cumulative effects are things that add up over time.

part of the child’s developmental journey. But what we

Depending on whether these are positive or negative

do understand because of life-course science is that how

exposures, they can enhance mental health or lead to

children respond to stress, and how much stress they can

mental health problems. Where you end up depends on

cope with, is a delicate balancing act, a bit like a seesaw

where you start, but it also depends on what happens (or

where protective factors can help balance or limit the

does not happen) along the way.6

impact of stress and adverse events.

• Bi-directional effects relate to the influence that children

For example, children experiencing bullying at school

and their environments (family, social, physical, cultural)

might have feelings of self-doubt, sadness or depression

have on each other across the life course.7 This allows for

as a result of being bullied. This may lead to withdrawn

an understanding of how parental involvement operates

behaviour and eventually isolation from their friends and

across the life course, how it affects the child’s behaviour,

teachers who normally support and encourage them. This
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Table 3: Evolution of the stress response system and impact of stress across the life course
Developmental

Prenatal

Childhood

Adolescence

Development
of the stress
response system

SRS system is very sensitive while
developing in the foetus. Prenatal
stress can lead to programming
effects, which change the way the
brain develops and can ‘train the
brain’ to be over-sensitive to stress or
lead to the body being less able to
recover from stress

Period of stress hyporesponsiveness
emerges over infancy and lasts for
most of childhood. Child’s SRS is less
responsive to stress to protect the
brain and body from the negative
effects of stress hormones on their
development. However, chronic
stress impacts on physiological
development

Puberty triggers changes in the
brain, particularly in the frontal
lobe which controls risk-taking and
sensation-seeking behaviours. During
adolescence, onset of puberty and
sex hormones make the SRS more
sensitive to stress and these effects
can differ by gender

Impact of high or
chronic stress

Maternal stress, depression and
anxiety in pregnancy can lead to:
• Lower birthweight
• Heightened HPA response at 6
months, 5 and 10 years
• Increased attention and
behavioural difficulties
• Sleep disorders

Chronic stress and adverse childhood
events can lead to:
• Learning and behavioural
difficulties childhood and posttraumatic stress disorder (PTSD)
in adulthood
• Smaller brain volume and lower
self-control in adolescence and
adulthood
• Childhood stress becomes
evident and manifests in
abnormal development in
adolescence

Adolescent stress can lead to:
• Abnormal frontal lobe and HPA
functioning and
• Stress-related mental disorders
like depression, anxiety and
increased risk taking
• Earlier stress is linked to poor
health outcomes like early onset
obesity and sleep problems in
adolescence

period

then impacts on their ability to pay attention in school,
resulting in academic failure and more feelings of self-

Figure 12: Mental health - a delicate balance between
sources of stress and protection

doubt and shame. These compounding stressors tip the
seesaw and increase their risk of developing a mental health
problem like depression.
Once children have a problem, it is hard for them to just

Reducing sources
of stress

‘bounce back’. Instead, we need to find ways to reduce the

Providing
support and
protection

sources of stress, and/or provide support and protection to
help children achieve a healthier balance and recover their
mental health, as illustrated in Figure 12.

bullying

It is also important to recognise that stressors are

corporal
punishment

experienced differently by different individuals. For example,
a negative life event such as a divorce may be experienced
as a relief for a child whose was witness to their parents’

safe
school

conflictual or abusive relationship, whereas it can be highly
distressing for a child who was unaware of their parents’
marital problems.
If we think about mental health in this way, then the

missing
school

isolation

responsive
caregiver

good
friends
caring
teacher

differences amongst children’s mental health outcomes
can be seen as the sum of their individual characteristics –
including their hereditary, genetic and biological attributes;
their cognitive and psychological capacities; and their
exposures and interactions with the world in which they are
growing up.

Adapted from: Center on the Developing Child. How to Help Families and
Staff Build Resilience During the COVID-19 Outbreak: Harvard University;
2022 [Available from: https://developingchild.harvard.edu/resources/how-tohelp-families-and-staff-build-resilience-during-the-covid-19-outbreak/.]
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Case 8: Life-course influences on the development of conduct disorder
Conduct disorders are an important mental health priority

children developing conduct disorders. This is important

for four reasons: they are on the rise in South Africa and

because how we look at something and understand it

globally; they predict, with high specificity, adulthood

often determines how, if at all, we will respond to it.

anti-social disorders and violent or criminal behaviours;
they predict (non-specifically) a broad range of other

The child is navigating the risks within their bodies

psychological disorders (depression, anxiety, substance

Biological risk factors include a complex combination

abuse) in adulthood; and they have substantial immediate

of

and longer-term costs for both children and society.

lower prosocial traits) and other genetic factors. Yet,

(personality

traits

or

temperament,

Conduct problems are highly prevalent in South Africa,

conduct disorder is more likely to be shaped by shared

occurring in both child and adolescent populations,

environments (family and parenting relationships) than by

and are equally common amongst rural and urban

genetics alone. Although these are not specific indicators

populations.8, 10 While most children and adolescents will

of the disorder, children with conduct disorders have also

experience some behavioural difficulties as a normal part

consistently been shown to have a lower resting heartrate,

of growing up, behaviours linked to conduct disorders

a biomarker not associated with other mental disorders.

are distinctive in that they result in either violation of the

Other common associations include reduced autonomic

rights of others (aggression, destruction of property, theft)

fear conditioning, particularly low skin conductance.

or bring them into significant conflict with societal norms
and authority figures. If conduct problems emerge early in
childhood, they can start as young as age three, with rates
rising substantially by seven to nine years old.11 Outcomes
for children who have conduct problems before age 10
tend to be worse than for those who start to have conduct
problems in adolescence.12
Conduct disorders can be treated but this is challenging
and expensive. For the vast majority of children and
adolescents with conduct problems, these will resolve
before they reach adulthood, in many cases even without
psychological or psychiatric intervention. But because
conduct disorder is defined by difficult and socially
unacceptable behaviours, children with more severe
conduct problems are often highly stigmatised.
Public perceptions of conduct disordered children
often blame the child for their behaviour – and their
parents for failing to control their child. This can lead to
isolation and social exclusion at a time when both the child
or adolescent and their parents are extremely vulnerable
and need support.
Multiple risks that children with conduct problems
need to navigate

60

hereditary

The child is navigating the risks within their brains
Neurobiological and structural differences and deficits
in the brain itself and in the connections between the
different parts of the brain are also common in conduct
disorders. These particularly involve the frontal lobe – or
control centre of the brain – which is strongly involved
in executive function and impulse control. Deficits in
executive functions such as poor attentional control,
lower cognitive flexibility, high impulsivity, low frustration
tolerance, misreading of emotional cues – specifically
seeing neutral cues as aggressive – have been found in
children and adolescents with conduct problems.
The child is navigating the risks within their emotions
For the conduct disordered child, there is an important
developmental link between emotional dysregulation
(outbursts, aggression), their cognitive deficits and their
behaviour problems. These deficits lead to obvious
problems such as poor impulse or self-control, but also
include problems in areas of cognitive flexibility which
limit the child’s ability to find alternative strategies
in heightened or emotive situations. Positive social
exposures including role modelling and co-regulation can

Contrary to public perceptions that conduct problems are

mitigate these effects. Emotional dysregulation puts the

simply about children behaving badly, conduct disorders

child at high risk of experiencing severe depression or

offer a good illustration of how a range of biological,

anxiety which, when combined with social isolation, can

social and environmental factors may increase the risk of

lead to self-harm and substance abuse.

South African Child Gauge 2021/2022

The child is navigating the risks within their families

further delinquent behaviours through negative peer

Psychosocial risk factors are often present in both parent

networks such as neighbourhood gangs who encourage

and child, and within the parenting environment. Familial

and endorse negative behaviours. Children may also be

influences include psychiatric history, stress, harsh parenting

mislabelled as having conduct disorders where children

and a family history of violence. This can degrade the quality

are growing up in environments where disruptive or

of parenting over generations. While the parent-child

aggressive behaviours are considered the norm – for

relationship is critical to the development of emotional

example, when living in highly threatening, violent and

regulation, it is often strained by the child’s difficult

criminal communities. This is an important consideration

behaviour.

given the epidemic of bullying and violence in home,

13

Parents may become frustrated and resort

to harsh parenting – which in turn escalates behavioural

school and community settings in South Africa.

difficulties in particular amongst families of lower socioeconomic status. While stricter parenting in childhood

Implications for interventions for conduct disorders

may lower behavioural problems in the immediate term, it

Parenting and behavioural interventions are the more

also substantially increases the risk of adolescent affective

common response to conduct problems; however, in

disorders (such as depression) in the longer term.

communities where prevalence is high, school and
community-wide interventions should be considered.

The child is navigating the risks within their community

Parenting

Social influences that heighten risk for conduct problems

stigmatising and uptake and participation by children

can include ongoing adversity across the life course

and adolescents is often poor. Executive functions

(e.g., poverty or lack of access to support services) and

and emotional regulation have important intervention

‘snares’ in childhood and adolescence (e.g., aggression,

potential. This is because interventions (such as cognitive

school expulsion or substance use) which may trap

training, non-computerised games, aerobics, martial

the child or adolescent into persistent problems. As a

arts and yoga, and school-based interventions including

result of social isolation, the child’s exposure to positive

mindfulness) are relatively cost-effective and feasible to

influences become more limited. Frustrated educators

scale up, and have benefits for the broader population of

will often brush children aside as hopeless cases. This

children who are not affected by conduct problems. While

heightened negative attention on the child can lead to

interventions focused on executive functions should not

escalating punishment and truancy or may lead to harsher

replace behavioural interventions in severe cases, they

outcomes like suspension or expulsions, further isolating

may certainly augment them, and may reduce the stigma

children from positive peer networks. Adolescents in

associated with the latter.23-26

and

behavioural

programmes

can

be

particular then become vulnerable to being drawn into

Why is it important for children to learn how to
control their thoughts and emotions?

(uncontrolled crying or angry outbursts); and difficulties in

Most common mental health problems involve some difficulty

repetitive intrusive thoughts). Children and adolescents who

with emotions, self-regulation and cognition. There is a bi-

have higher capacities for emotional regulation and cognitive

directional effect as our cognitive capacities (or the way we

control are often more resilient to mental health difficulties,

think, process information and problem solve) interact with

like depression. For this reason, the healthy development

our emotional capacities (or the extent to which we can or

of emotional regulation and cognitive control are central to

cannot control our emotions and feelings). Together these

achieving mental health and regulating our behaviour.

thinking (including problems concentrating or experiencing

two capacities (commonly referred to emotional regulation

These central capacities are emergent, meaning that

and cognitive or self-control) help drive our behaviour (the

they change and develop throughout childhood in response

things we do).

to social exposure and physiological and neurological

Depression,

for

example,

involves

the

emotional

developments, as we become increasingly sophisticated in

experience of sadness, loss of interest or feelings of shame

our psychological capacity for self-control (both emotional

or guilt; being unable to control or regulate one’s emotions

and cognitive control). Children need to learn and develop
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these skills over the course of childhood through physical

This process of development is illustrated in Figure 13,

development, relationships, stimulation and healthy socio-

alongside potential consequences when normal development

emotional experiences. While the development of emotional

becomes disrupted. This does not mean that the child’s

regulation and cognitive control is dependent on a child’s

development is locked into a negative path because most

individual characteristics, they are also heavily influenced

– if not all such – vulnerabilities can be mitigated by positive

by the quality of parenting, familial and social exposures.

relationships or positive environmental exposures.

When disrupted or not fully developed, deficits in emotional

When we think about emotional regulation and cognitive

regulation and cognitive control can lead to children being

function as important features of mental health, we begin to

less able to navigate complex and threatening environments,

understand that deficits in these areas may operate in different

making them more vulnerable to mental health difficulties

ways. Firstly, they may predispose children and adolescents
to mental health problems (for example, aggression and

How do disruptions in core capacities undermine
mental health?

behaviour problems). Secondly, they may be affected by

As the child moves from one developmental stage to another

can lead to repetitive negative intrusive thoughts). Lastly,

biological, cognitive, psychological and social systems
become more regulated, integrated and in tune with one
another other, to drive healthy human behaviour.18-20 Mental
health problems can emerge when normal development
is disrupted by biological changes or triggers21 like
genetic vulnerabilities or illnesses, or by negative socioemotional experiences, or environmental traumas.22 These
vulnerabilities can also change children’s behaviours, and
these new behaviours can make children more resilient or
put them at risk. And the child’s behaviours and actions then

the mental health problem itself (for example, depression
they may maintain the mental health problem or extend its
course (for example, your mood may improve but your way
of thinking remains negative which then affects your mood,
which may make you more vulnerable to relapses).
Case 8 on the previous page illustrates how it is
important to understand the complex interplay of a range
of biological, social and environmental factors increase the
risk of children developing conduct disorders which are
highly prevalent amongst children in South Africa.

influence the responses of those around them.
Figure 13: The interconnectedness of emotional regulation and executive function
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How can we protect children from threats to their
mental health?

suggested that elimination of childhood adversities – especially

Importantly, life-course effects do not mean that a child’s

mental illness, child abuse, neglect) – could lead to a 30%

trajectories are predetermined or that the outcome is

reduction of mental disorders across the lifetime.

those associated with maladaptive family functioning (parental

necessarily going to be negative if they experience a high
stress load. This is because we also understand that most,

What are the implications for policy and practice?

if not all, vulnerabilities can be mitigated by positive

The key contribution of life-course approaches are that they

relationships or environmental exposures. It does, however,

promote an understanding of the importance of early care,

mean that children who are born of parents with a heavy load

universal and selective prevention, and health promotion.27

of lifetime risk exposures are likely to be more vulnerable to

This is because we understand that targeting children and

future negative risk exposures than children who are not. It is

their families with universal services that can help mitigate or

therefore important to understand how the negative effects

protect them from the adversities they might face can help

of environmental factors (which are shared and often difficult

prevent problems both at the time the stressor is present, and

to change) can be mitigated by potentially protective factors.

also later in their lives. If we wait until a child or adolescent

Protective factors which are modifiable become productive

reaches the extreme end of the continuum (a mental disorder)

pathways for targeted interventions in adverse settings.

before offering access to mental health support or services,

9

Life-course research and evidence suggests that family is an

the services needed will likely be more intensive, specialised

important ingredient in limiting the impact of high stress load

and expensive, while having a lesser chance of success than

on children’s mental health. Functional family environments

if we prevented the problem in the first place.

play a critical role in mitigating the effects of genetic

The acknowledgement of how critical the early years of

vulnerabilities, stressful live events and adverse environments.

life are, not only for lifelong health but also the realisation

Several gene-environment studies, for example, have

of sustainable societies, has started to permeate policy and

shown that genetic variations can lead to increased risk

programme design globally. A key framework in directing

of behavioural problems, but only when combined with

efforts for improving child survival and optimal development

exposure to a dysfunctional family environment. Likewise,

is the Nurturing Care Framework (NCF), which was launched

there is evidence to suggest that the most ‘toxic’ effects of

in 2018 at the World Health Assembly. Nurturing care is multi-

stress on children occur when that stressor is experienced

faceted, comprising five components - good health, adequate

within the absence of a stable and supportive familial or

nutrition, protection from threat, opportunities for learning and

caregiving environment. Similarly, family level interventions

responsive caregiving – which are needed to ensure children

for children and adolescents ‘at risk’ of mental health

not only survive, but thrive.28 No one component is sufficient on

problems have shown consistent benefits. These can include

its own, and all are interdependent. Although the NCF focuses

improving parental mental health, increasing capacity for

on the early years (0 − 3 years), emphasising how crucial they

parental supervision and monitoring, or increasing parental

are as the foundation for lifelong health, it has been proposed

sensitivity to child and adolescent mental health needs.

that the framework be extended from preconception through

Family-wide interventions for alcohol and substance use,

to early adulthood.29

for example, tend to have better outcomes than individual
treatment programmes.

It is critical that the lessons inherent in a life-course
approach begin to permeate service delivery and practice,

The burden of protecting children’s mental health should

and in particular that these service provisions are child and

not, however, rest with families alone. Many adversities

adolescent sensitive.30 This includes implementing universal

such chronic exposure to violence and crime, poverty and

or selective prevention, promotion and or early intervention

inadequate health care are the responsibility of society and are

programmes to ensure we eliminate or minimise the effects

critical to change because of the pervasive negative effect they

of adversity on child and adolescent mental health. The

have on mental health. This is important because exposure

focus and locus of these preventative and intervention efforts

to childhood adversities is one of the strongest predictors

shifts from one developmental stage to the other, therefore

of poor mental health outcomes for children, regardless of

child and adolescent mental health service plans should be

where they start in life or what their socioeconomic status is.

sensitive to developmental pathways, as illustrated by some

A worldwide survey by the World Health Organization (WHO)

examples of both universal care and selective prevention or

in 2010 (including over 50,000 participants from 21 countries)

early intervention in Table 4.
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Table 4: A developmentally sensitive approach to prevention, promotion and early intervention
Stage

Pregnancy

Early childhood

Middle childhood

Early adolescence

Late adolescence

Key Risks

Inadequate
health and
nutrition and
high stress
and adversity
exposures
can lead to
immediate (low
birth weight,
poor growth)
and longer
term (mental
health and
NCD) negative
outcomes for
children

Inadequate health,
nutrition, stress
and poor quality of
parental care can lead
to stunting, restricted
brain growth, limited
cognitive capacity,
genetic vulnerability
and the impact of stress
on the SRS can be
intensified in the context
of dysfunctional familial
environments. Early
signs and symptoms of
behavioural disorders
can be present.

Capacities for
emotional regulation
and cognitive control
can be severely
disrupted by adverse
childhood events
and negative social
exposures, high
vulnerability to ACEs
both in the home,
community, school
environment and
online. First rise in
mental illnesses.

Poor education and social
exposures can limit the
development of selfcontrol, problem solving
and increase risk of
violence (perpetration and
victimisation).
Pubertal changes trigger
increased risk taking and
unhealthy behaviours
(alcohol use, smoking,
sedentary behaviours) and
emergence of body image
concerns (with disordered
eating).

High risk of
school dropout or
incompletion, early
pregnancy, injuries.
Increased risk for noncommunicable and
infectious diseases,
(including HIV).
Peak of onset of
mental disorders,
suicidal ideation and
behaviours.

Universal
services
and support

Access to high
quality health
services
Social support
systems to limit
food insecurity,
provide sources
of regular income
and secure
housing
Nutritional
and iron
supplementation
and access to
safe delivery

Support for good infant
feeding practices,
regulatory controls
of commercial food
industry, maternity leave
benefits, workplace
policies to promote
breastfeeding. Access to
home visiting to support
responsive caregiving
and access to local ECD
services and preschools.
Environmental
programs to ensure
safe households,
neighbourhoods and to
limit children’s exposure
to toxins.

Strong social welfare
system to limit
children’s exposure to
physical and sexual
abuse in the home.
Safety in schools
and monitoring
of internet usage,
prevention of
bullying. Good
quality schooling,
feeding programmes
and regulation of
the sugar industry.
Community wide
initiatives to prevent
child abuse and
exploitation

Access to high quality
health and mental health
preventative services
(including suicide
prevention) through
adolescent friendly
school services. Psychoeducational services to
support positive parenting
in adolescence. Social
interventions for ‘at risk’
adolescents, in particular
in juvenile justice settings.
Strengthen community
responsiveness to limit
negative social exposures
(e.g., under-age access to
alcohol)

Adolescent friendly
reproductive health
services,
Early intervention
for victims of IPV
and community
violence. Nutritional
supplementation
and structured
economic support
to ensure health
during preconception
period. Public works
and entrepreneurial
programmes to
foster employment
and educational
opportunities.

Key
intervention
targets

Caregivers
Health systems
and services

Caregivers
Early childhood
development (ECD)
services

Caregiver-child
relationship
School environment
Community

Parental monitoring.
Peer interventions
School health services
Community

Adolescent selfefficacy and access to
services
Higher education and
employment

Prevention,
promotion
and
intervention

Selective
prevention
through provision
of facility and
home-based
mental health
services for ‘at
risk pregnant
women’,
including those
at high risk of
mental health
problems, HIV,
intimate partner
violence, food
insecurity.

Selective prevention in
home-visiting services
and well-baby clinics
that deliver integrated
care (including caregiver
mental health support,
support for early learning
opportunities and
responsive caregiving)
aligned to the nurturing
care framework. Access
to additional resources
to reduce harsh
parenting.

Promotion of antibullying and anticorporal punishment
campaigns to
raise community
awareness. Selective
prevention including
low-cost, schoolwide interventions to
encourage physical
activity, limit screen
time, and encourage
emotional regulation
and cognitive control.

Selective prevention that
limits exposure to social
determinants of poor
health.
Monitoring of expulsion
and punitive processes
in education that
systemically disadvantage
children with mental
health problems.
Early interventions for
mental health linked to
parental monitoring and
supervision.
Interventions that
promote parent-led sex
education.

Access to early
intervention for high
prevalence mental
health problems
(depression, anxiety,
conduct. substance
use, psychosis).
Continuity in care
systems to ensure
prevention of relapse.
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Conclusion

3. Mental health services cannot be delivered in isolation of

While South Africa still has a way to go to advance clear and

other services and should not target individual problems

specific child and adolescent mental health services policies

but rather should be delivered alongside efforts to ensure

and services, life-course perspectives on mental health offers

stable and responsive relationships and safe, supportive

some important guiding principles for policy makers and

environments with access to quality services.
4. Specific age groups have specific vulnerabilities which, if

service providers.
These include:

not eliminated, could have very negative consequences

1. The early years of life are critical in determining adolescent

for society. Responding to this should involve universal

and adult mental health outcomes, suggesting that

approaches for all children. This in turn can be

universal and population-wide early years interventions

complemented with specific and selective prevention and

could reap significant preventative rewards.

early intervention efforts for ‘at risk’ groups.

2. Interventions would benefit from being delivered through

5. Interventions which start early have cumulative positive

age-appropriate settings, for example, interventions

effects, but if interventions are not maintained or exclude

in early childhood may be best delivered through the

older age groups, then the benefits of early intervention

home, health facilities or early childhood development

can be lost or degraded. It is therefore critical to ensure

programmes, while interventions for adolescents may be

that efforts to support children through developmental

better placed in schools or communities.

transitions are sustained throughout childhood and
carried forward into early adulthood.

Case 9: Mental health over the life course – findings from the Birth to Thirty Cohort Study
Sara Naicker, Shane Norris & Linda Richteri
The longitudinal Birth to Thirty (Bt30) Cohort Study

behavioural problems.31 These effects continued into late

embodies a life-course approach and highlights critical

adolescence, where adolescents aged 17 – 18 years born

opportunities to prevent and mitigate mental health

to young mothers with high levels of prenatal stress had a

problems at key stages of life – from preconception,

greater likelihood of experiencing psychological distress.32

pregnancy, infancy, and childhood, through to adolescence

We also considered the mental health of mothers and

and adulthood.

links to mental ill health in their children. At age two, child

This uniquely South African cohort began in 1990 and is

behaviour problems were significantly associated with

the largest and longest running prospective birth cohort in

maternal postnatal depression in the first six months of

Africa, studying the health and well-being of children born

a child’s life, strongly mediated by the child’s nutritional

in the Greater Johannesburg area. Numerous high-quality,

status.33 Concurrent undernutrition was also independently

robust and age-appropriate mental health measures were

associated with child behaviour problems, demonstrating

used in the study to assess behavioural, cognitive and

the interplay between a child’s mental and physical health.

socio-emotional problems in childhood and adolescence,

At age 10, postnatal maternal depression was again

including depression, anxiety, somatization and social

associated with poor child mental health. Children of

dysfunction in later life, and maternal depression.

mothers reporting postnatal depression were more than

This case highlights the key findings from Bt30 on

twice as likely to have substantial psychological difficulties

the antecedents and consequences of mental ill health,

than 10-year-olds born to mothers without postnatal

organised by life stage from the study’s inception to date.

depression, even when taking into account concurrent
maternal depression.34 Postnatal maternal depression

The early years: preconception to age five

was also associated with risk for increased and persistent

With three generations included in the cohort, Bt30 has

internalising symptoms, such as depression and anxiety,

the unique capacity to investigate the intergenerational

from adolescence to adulthood in the cohort.35 Taken

patterning of mental health. Exposure to prenatal stress

together, the findings illustrate a consistent link between

during the third

trimester of pregnancy more than

prenatal stress and maternal postnatal depression and the

doubled the risk of two-year-old children developing

psychological maladjustment of their children over the first

i
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three decades of life. This supports the hypothesis that

problems such as anxiety, sadness and an over-

mental health problems operate intergenerationally and

dependence on adults.45, 46 Individual child resilience and

that early maternal mental health difficulties are linked to

supportive family environments were found to mitigate

the development of mental health problems among their

the impacts of direct and indirect violence on children’s

children later in life.

psychological adjustment.44

36

These findings may be explained through a number,

The impacts of exposure to violence on children include

and possibly a combination, of mechanisms. Through

physical ill health, psychological maladjustment and a

genetic pathways, vulnerability to mental ill health can be

broad range of social problems that reduce an individual’s

passed from parent to child;37 or epigenetic triggers may

potential and well-being.47 Using longitudinal data on a

work in tandem with the early environment to produce

range of violence indicators across the Bt30 cohort, one

dysregulation in physiological systems that increase the

study was able to demonstrate that South African children

risk for mental health difficulties.

For example, high

were exposed to widespread, continuous and excessive

levels of exposure to the stress hormone cortisol early in

violence across all settings, including in their homes,

life can alter how the body functions, where an individual

schools and communities, among their peers and in their

then develops a sensitivity for cortisol at low levels and

intimate relationships, and were also perpetrating similarly

responds with anxiety and depressive symptoms. The

high levels of violence.48

37

experience of postnatal depression may also influence
maternal responsiveness and other caregiving behaviours,

Adolescence

leading to poorer psychological outcomes for children.38, 39

Adolescence, loosely considered the second decade of

Mothers who develop postnatal depression generally

life, is a phase of profound physical, cognitive, hormonal

have more sources of stress and less support37 which work

and socio-emotional change.49 The age of onset of

together to produce negative developmental outcomes

puberty – or pubertal timing – and the rate at which it

for children. Predictors of postnatal maternal depression

progresses – or tempo – influences adolescent physical

in the Bt30 cohort were found to be family and societal

and mental health50 through complex interactions between

stress and difficulties with a partner during pregnancy.31, 41

biological, social, cognitive and emotional factors. Using

Interventions should therefore identify women with these

measures of pubertal development, data from Bt30

risk factors, provide adequate support during and after

showed that early pubertal onset and increased tempo

pregnancy and should, where possible, include partners.

were associated with an increased risk for psychological

A home-based intervention in a South African peri-

distress as well as increased likelihood of risky behaviour.51

urban setting showed positive impacts on the mother-

One proposed pathway is the tension between advanced

infant relationship, infant attachment and on maternal

physical development and slower cognitive and emotional

depressive symptoms.42

development which may place adolescents in situations

40

where they do not have the capacity to make good
Primary school years

decisions.52 Early maturing adolescents are likely to benefit

Broader contextual factors have also been shown

from interventions during their pubertal transition at the

to influence behaviour problems in childhood. An

level of the individual, family and peers.51 Interventions

assessment of the effects of socio-economic status and

such as the Parenting for Lifelong Health (Sinovuyo) Caring

levels of community violence found that higher levels of

Families Programme for Parents and Teens, PREPARE, and

exposure to interpersonal violence were linked to anxiety,

SKILLZ Street show promise for reducing risky behaviour

depression, aggression and poor emotional adjustment

and improving well-being for adolescents.53

among six-year-olds.43, 44 Context was also associated with
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Environmental

influences

on

the

psychological

the prevalence and patterning of problematic behaviours.

adjustment of the cohort were also examined. Lead

Compared to African American children in similar age

exposure continues to be a threat to health worldwide

groups, South African children in their early school years

with the highest burden in low-middle income countries.54

displayed more externalising problems such as disruptive

Children in South Africa, particularly those from poorer

behaviour – bullying, rule breaking and attention seeking,

communities,55 are exposed to lead through lead-

while African American children showed internalising

based paint in toys, playground equipment, and other

South African Child Gauge 2021/2022

sources56-59 Two studies in the cohort show high blood

the cohort was examined. Young women were twice as

lead levels and link these to increased antisocial and

likely to display psychological distress if they reported high

destructive behaviour among boys in early adolescence,

60

levels of exposure to interpersonal violence, compared to

direct aggression among boys in mid-adolescence, and

those with low levels of exposure.63 The same measure of

increased risk for indirect aggression among girls in mid-

psychological distress (the GHQ-28) was used to assess

adolescence. South Africa gazetted a complete ban on

co-morbidity with physical illness among mothers of the

lead in paint in October 2021, due to come into effect

cohort. The presence of one physical illness was significantly

October 2022. This alignment with the WHO and United

associated with a risk for psychological distress, and the

Nations Environment Programme has been welcomed but

presence of additional physical illnesses increased this

advocates emphasise the harmful legacy of old lead paint

risk substantially.64 These results point to the possible bi-

in houses, schools and playgrounds across South Africa

directionality of physical and mental comorbidities where

and call for elimination of additional sources of lead.

specific illnesses may precede psychological symptoms,

61

61

62

and chronic untreated psychological disorders over the
Young adulthood

life course may increase the risk for physical illness.65

In addition to demonstrating the effects of direct and

These findings may underestimate the link between

indirect violence on mental ill health in early childhood,43, 44

physical and psychological health given the exclusion of

the impact of interpersonal violence on young women in

HIV from the assessment of physical illnesses and the well-

Figure 14: Findings from Bt30 on mental health throughout the life course
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established association between HIV infection and mental

in childhood through to young adulthood. A number of

ill health.66 Apart from recognising that lifelong mental ill

important learnings can be drawn for policy and practice.

health contributes to the burden of disease and efforts to

• Timely investment in mental health – to address the

reduce the latter should address the former, these findings

causes rather than the consequences of ill-health –

emphasise the need for increased mental health support

leads to high, long-term benefits for both public health
and economies.

in in the treatment of physical illness.
Other individual risk factors for mental ill health have

• A life-course approach highlights multiple entry points

been investigated in the cohort, for example, child sexual

for intervention:

abuse measured prospectively among boys aged 11 – 18

• Pregnancy and birth should be a healthy and positive

years and mental health in young adulthood (age 22).

experience for parents to provide the best possible

Young men who reported sexual abuse as children were

start for their child. Support should be provided for

more likely to express overall psychological distress,

mothers with high levels of family and social stress

as well as anxiety and depression, compared to men

and little social support. Efforts should be made to

who did not report sexual abuse.

These findings were

include partners in any intervention, and the risk

not significant when adjusted for social and personal

factors for postnatal depression should be assessed

vulnerabilities – such as height, pubertal timing, maternal

and addressed early.

67

education, father presence, and socio-economic status –

• A healthy and supportive environment in the early

which suggests that these factors may also play a role in

years fosters healthy adjustment and is particularly

mental ill health in adulthood.

important for mitigating adversity. Recognizing

The breadth of the Bt30 study made it possible to track

the interplay between a young child’s physical and

indices of risk factors over the life course. One specific

mental health through holistic responses is critical to

index is a measure of adverse childhood experiences

ensuring optimal development. The Nurturing Care

(ACEs), which tracks the cumulative impact of the range

Framework is an evidence-based framework that

of adversity children are exposed to, including direct

promotes children’s health, nutrition, protection,

and indirect violence, abuse, neglect and various forms

learning, and socio-emotional development through

of household dysfunction. ACEs were found to be highly

guidelines for intervention at the micro- and macro-

prevalent in the cohort, whether measured prospectively

levels, including in the home, at ECD centres,

or retrospectively.68, 69 An analysis of ACEs and mental

schools, and beyond.

health in the cohort showed that the risk for psychological

• Well-adjusted adolescents are able to make choices

distress in young adulthood increased with the number

that could delay the onset of negative health

of ACEs in childhood, and that young women were twice

behaviours. Intervening at vulnerable transition

as likely to experience psychological distress even though

periods, such as the onset of puberty, can provide

they reported fewer ACEs.

them with the resources to cope, recover and thrive,

70

Children living with single

mothers, absent fathers and in poorer households were

particularly in contexts of hardship and adversity.

likely to experience higher numbers of ACEs. Therefore,

• Mental ill health is prevalent in young South African

single parent families, families in poor communities and

adults, is exacerbated by current stress, and often

dysfunctional households may need additional support

co-occurs with physical illness. More effort should be

to mitigate the co-occurrence of ACEs that may act in

made to support young adults with mental ill health,

combination to lead to mental health difficulties later in life.

not least to prevent the intergenerational transmission

69

of psychological difficulties.
Implications for policy and practice
The evidence from Bt30 has collectively demonstrated
that mental health problems have their origins in early

link to poorer mental health outcomes warrant intensive
violence prevention efforts in all settings.

life, perhaps even before conception, and that they can

• Interventions to mitigate the impact of adverse

be passed from parents to children intergenerationally

childhood experiences should be directed at individual

through the interplay of social and biological factors. This

and household level, as well as the broader community.

can lead to persistent mental health difficulties, identifiable

68

• The pervasiveness of violence in children’s lives and its
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Families: Foundations for
child and adolescent mental health and well-being
Sara Naicker,i Lizette Berry,ii Roisin Drysdale,i Tawanda Makushaiii and Linda Richter i

“Children learn about the nature of the world from their family. They learn about power and
about justice, about peace and about compassion within the family. Whether we oppress or
liberate our children in our relationships with them will determine whether they grow up to
oppress and be oppressed or to liberate and be liberated.”
— Desmond Tutu

Families exist everywhere in the world to bear and rear

for upward mobility, families have many children to assist with

children, to care for and protect vulnerable members during

labour and to assure care of dependent members, including

old age, illness, and misfortune, and to meet our relational

in old age. As social and economic conditions improve and

needs. They are the bedrock of cultural traditions, norms

upward mobility is possible through health and education,

and values, and behaviour patterns transmitted from one

families have fewer children and invest more in their human

generation to the next. Our whole lives are spent in close

capital.

interaction with family members and, as such, families play

Families are also becoming more diverse, with increasing

a critical role in our mental and physical well-being at all

non-marital fertility and cohabitation, as well as parents

ages, but especially in the formative development period of

living in different households. Children living with one or

childhood and adolescence. We begin here by describing

neither parent is a common arrangement in low- and middle-

the various forms that families can take, the central role
families play in children’s health and well-being, the ways in

Box 2: Children’s household types

which dysfunction in the family can have long-lasting effects

Household type
A household is a living arrangement in a housing unit; oneperson households comprise one individual who makes
provision for themselves. Multi-person households include two
or more people living together and sharing resources. These
households might contain more than one family unit as well as
members outside of these family units.

on mental health and well-being, and what is necessary to
support families to best provide nurturing care.
While families are universal, they are not uniform with
respect to size, gender, age groups or even whether they are
based on biological or social connections. Together, these
characteristics define family form – the shape, composition
and structure of a family unit. For the purposes of this
chapter, we consider a family to be a single individual or
group of individuals related to each other either socially or
biologically, with at least one child in the family unit.
Globally, families are becoming smaller with fewer
children, generally leading to more investment in the health
and education of each individual child, a long-standing trend
beginning in the late 1800s described in Viviana’s Zelizer’s
book, Pricing the Priceless Child: The Social Values of
Children. When child mortality is high and there is little space

Childed couple: spouse/partner couple with their own children
and no other members
Lone parent: single parent with own children and no other
members
Extended: not childed couple or lone parent, and all members
are related
Composite: not childed couple or lone parent, and some
members are not related
Source: Hall K, Richter L. Introduction: Children, families and the state In: Hall
K, Richter L, Mokomane Z, Lake L, editors. South African Child Gauge 2018:
Children, Families and the State - Collaboration and Contestation. Cape Town:
University of Cape Town; 2018.

i DSI-NRF Centre of Excellence in Human Development, University of the Witwatersrand
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income countries (LMICs), as is living with extended family

to desired outcomes, they are dearly valued within families,

members. It is predicted that by 2030, lone parent families

even at considerable ‘cost’; for example, in the form of ‘Black

will make up 40% of all families in many countries. South

tax’, whereby better-off members of extended families are

Africa has overshot this with 46% of children living with only

obliged to support members in need in the knowledge that

their mother or father, and 20% living with neither biological

help is reciprocated within the family network.6

1

parent, although these trends are more marked amongst
2

families at the lower end of the socio-economic spectrum.

There are a myriad of factors that work together to
determine what a family looks like, and with this, increasing

Recent data from the 2019 General Household Survey

recognition that the shape of the family does not necessarily

shows that the more children there are in a household, the

indicate stability, strength or vulnerability.7 Questions continue

greater the chances that they are cared for by extended

to be raised about the influence of family form on child and

family members. It is important to note that these variations

adolescent mental health. For example, are two parents

in living arrangements, where parents and children are

better than one for children’s mental health; do heterosexual

not co-residents, do not necessarily equate to emotional

couples make it easier for children and adolescents to enjoy

estrangement, non-involvement, or divorce.

mental health than same-sex parents; are small families

3

better than big extended families, and so on. Nevertheless,

What are the factors driving diversity in families?

what all functional families have in common is a long-term

Global economic development has affected family form and

commitment to support one another and, where children

stability worldwide. Closer to home, there are a number of

are present, to care for and protect them. And despite the

factors that affect family form in South Africa. Migrant labour

diversity of families, there is little evidence that family form

systems reminiscent of the apartheid era still characterise

significantly influences child and adolescent health bar

much of South Africa’s rural landscape. While the patterns

through indirect influences such as the likelihood of more or

of inter- and intra-provincial job-seeking migration, driven

less economic and emotional resources and disruptions or

by poverty and unemployment, have changed considerably,

continuity in family life.

they still influence family form.4 Similarly, although the social
impacts of HIV/AIDS are declining, mortality and orphaning

Why do families matter?

continue to have lasting impacts on families. Within this

Regardless of their form, families have a profound impact on

context of poverty and high unemployment, the transition

children’s health and well-being, and they play an active role

to a cash-based lobola system has also made marriage

in creating the social environment in which children develop.

unaffordable for many men. Shifts in social norms are also

This environment must be conducive for children to thrive.

influencing trends in family decision-making. Marriage

The home environment should be stimulating, promote

decisions are increasingly made by a couple instead of

children and adolescents’ participation and inclusion in

an agreement between two families, the birth of children

family life, and include responsive, nurturing and consistent

outside marriage is more acceptable, and the occurrence of

caregivers who are attentive to children’s holistic needs at all

same-sex couples with children is more common.

stages of development.

5

In South Africa, and elsewhere, family is not the same
as household. Members of close-knit extended families
may move between different households, both in rural and
urban areas, as they seek opportunities for better work,
accommodation or care, and this is one of the most commonly
used strategies to deal with poverty and family crises. For
example, when a household cannot feed all members, one
or more may be sent to live, temporarily or for an extended
period, with better-off relatives; when work opportunities
open up in an area, job seekers look to live with family in
nearby locations; when a family member becomes sick or
disabled, they may be sent to live in a household where care
can be provided, or a caregiver in the family may be sent to
live with them. While these strategies may not always lead
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How do families influence children’s mental health
across the life course?
Early childhood is a pivotal stage of life, where the foundations
for health, education, relational skills, employability and
other measures of well-being are established within the
family environment. Infants and young children are greatly
dependent on their caregivers and family members for
nurturing care, support and protection. Maintaining daily
routines, modelling appropriate behaviour and interactions,
and responding to cues from non-verbal young children in
particular, are all important activities that family members
perform to develop safe and supportive family environments.
As children mature, healthy families will adapt to children’s

FAMILY BUILDING:
Influence from
previous generation

Mental, emotional and behavioural development

Figure 15: Multiple influences on mental, emotional and behavioural development across the life course

FAMILY BUILDING:
Parenting the next
generation

PrePrenatal,
conception and Infancy

Early
Childhood

Childhood Adolescence Adulthood

CHILD: ACEs, nutrition, sleep
FAMILY: Parental mental health, attachment, housing
NEIGHBOURHOOD: Safety, school, activity, social capital
SOCIETAL: Media, economy, discrimination

Risk factor

Protective
factor

System effects: Operating at each developmental stage

Source: National Academies of Sciences, Engineering, Medicine. Fostering Healthy Mental, Emotional, and Behavioral Development in Children and Youth: A National
Agenda. Washington, DC: The National Academies Press; 2019.

changing needs. During early adolescence, with the onset

experiencing shocks are more vulnerable to poor outcomes

of puberty and a remodelling of the brain’s reward system,

for both adults and children, i.e., the risk factors outweigh

adolescents have low levels of risk perception, low resistance

the protective factors. For example, COVID-19 represents an

to peer influences and poor self-regulation. The brain

extreme shock to family well-being, with significant effects on

continues to develop at a rapid pace in late adolescence,

families that were already vulnerable.

and the influence of the family takes on a different but still

These many layers of relationships and environments

important form as does the educational setting. Family and

interact with each other – ultimately influencing how children

school environments remain critical social contexts during

develop and become resilient. Importantly, intra-familial

this time, cultivating safe and supportive environments for

processes have long-term effects on children and can result

adolescents to learn, build connections and develop greater

in patterns and behaviours that are transmitted from one

autonomy.

generation to another.8 These processes are not distinct but

Figure 15 shows the many ways in which the family
influences

the

mental,

emotional,

and

interdependent, convoluting their effects on child health and

behavioural

well-being. For example, a genetic predisposition to parental

development of children across the life course, and how

mental ill health can create an environment that is unstable

the child and family are nested within and influenced by

and filled with tension, and influences parent behaviour and

their neighbourhood and wider society. Families living

interactions with their child (see Case 18 on p100).

under conditions of overwhelming stress and hardship or
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How do families influence child mental health
problems?

or aggravate the negative consequences of adversity and

Looking at the biological, social, and psychological origins

that contribute to health and well-being outcomes. For

of child mental health, we can map the ways in which

example, children experiencing or witnessing violence in the

the interaction of biology, environment and behaviour

home are likely to perceive violence as the norm and enact

influences child development (see Figure 16). For example,

it in their own behaviours, including once they themselves

the social domain – including risk factors such as violence

become adults. Children’s positive experiences in the

and substance abuse in the family, peer group or school

family tend to have additive but not compensatory effects.9

environment – can contribute to mental ill health in childhood;

A stable, stimulating, and loving home can cumulatively

but families also play a key role in mitigating the effects of

build resilience and promote mental health, but negative

risk factors at a community level by establishing a healthy

relationships with parents cannot be compensated with

home environment, interacting with a child’s school, and

positive peer relationships. In essence, how families influence

monitoring or managing engagements with peers. Similarly,

mental health and well-being depends on their functionality,

a child’s self-esteem, coping skills and social skills that help

particularly under conditions of strain. Families can become

mitigate mental health problems can be attributed to healthy

temporarily dysfunctional, for example, as a result of acute

parent-child communication, the modelling of good social

stresses such as the death of a close family member, but

and coping skills, and responsive caregiving that promotes

families may also become dysfunctional into the longer term

secure attachment within family relationships.

as a consequence of parental conflict, substance abuse and

can promote both adaptive and maladaptive strategies

Family characteristics and dynamics work to either mitigate

parental mental or physical ill-health.

Figure 16: Family influences on the origins of child mental health problems

physical health

good nutrition

disability

adequate health care

BIOLOGICAL
genetic vulnerabilities

MENTAL
HEALTH
healthy supervision and
monitoring,including
peer interactions
safe and secure home
environment

secure attachment

temperament

drug effects

absence of parent
substance abuse

healthy lifestyle choices that reduce
risk of genetic predispositions

early learning opportunities

IQ

sensitive and
responsive caregiving

self-esteem

peers
SOCIAL

family
relationships

family circumstances

active parent engagement
with school

trauma
schools

PSYCHOLOGICAL
coping skills

healthy behaviours and
interaction modelled

social skills

protection from threats
healthy family relationships

Adapted from: Engel GL. The clinical application of the biopsychosocial model. American Journal of Psychiatry. 1980;137(5):535-544.
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good parent-child
communication

The family stress model

those based on the unique environment (the relationship

The family stress model10 illustrates how chronic and acute

between a single child and their caregiver), and those based

stressors put children and caregivers at risk of psychological

on the shared environment (the family or home environment).12

and relationship problems. Economic hardships and pressures

Less understood are the ways in which the presence of a

exacerbate

caregivers’

family member with a mental illness impacts on the mental

psychological

child

maladjustment

distress,

through

relationship

health and well-being of other family members, particularly

problems and disrupted parenting. The model’s predictions

caregiver/parental

children. When someone in a family experiences mental

hold true for diverse family forms. In turn, relational and

health problems, it can have a substantial impact on the well-

mental health problems in the home may impact on the ability

being of the family as a whole, financially and psychosocially.

to work, creating a cycle that ultimately affects the physical

Children may be too young to fully grasp the concept of

environment and relationships in the family. There are two

mental health problems, leading to self-blame, feelings of

different ways in which families influence child and adolescent

isolation and loneliness, strained relationships, and perhaps

mental health: through family dynamics or relationships

their own psychological, behavioural, and social problems.

within a family, and through external stressors such as poverty

Overall, parental mental illness is an important risk factor for

and adversity that impact on family functioning.

family functioning – leading to more conflict in the home, less
cohesion, disorganized living, and other challenges.13, 14

Family dynamics
Family relationships can substantially affect mental health,

Family dysfunction

behaviour, and even physical health. Numerous studies have

Family dysfunction can be characterissed by neglect, violence,

shown that these relationships can have both long- and short-

abandonment, shame, inconsistency, poor communication,

term effects on a child’s mental health, and depending on the

substance abuse, fear, and more. A healthy family environment

nature of these relationships, mental health can be enhanced

may present with one or more of these traits some of the

or impacted negatively.

time, but dysfunctional families are those families that fail to

The

biological

11

connections

that

underlie

the

provide for many of their children’s physical and emotional

intergenerational transmission of mental health problems

needs.15 The frequency and severity of dysfunction are also

are well researched. Studies have also been able to tease out

important indicators of how likely family dysfunction is to

differences in mental health outcomes based on genetics,

negatively impact a child’s mental health.

Figure 17: The family stress model

Parental depression

Economic hardship

Economic pressure

Disrupted parenting

Poor child outcomes

Parent conflict

Adapted from: Hurwich-Reiss, E. (2017). Family processes among Early Head Start families: Testing the role of parental self-efficacy in the Family Stress Model.
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Family resilience

Harsh, cold, and inconsistent parenting

Family resilience, or their capacity to overcome significant

The most important relationship in a child’s life is shared with

challenges, has emerged as a key concept that enables

their primary caregivers – a mother or father figure, referred

families to function and recover in the context of adversity.

to hereafter as ‘parents’. Poor parenting – characterised by a

Family resilience is determined by many factors – family

lack of warmth and responsiveness, inconsistent behaviour,

structure, resources, diverse cultures and socio-economic

and harshness – is a key risk factor in the development of

and developmental influences in the outside environment

child mental health problems. Harsh, cold, and inconsistent

and the extent to which there are positive and supportive

parenting increases the risk that children will develop

relationships in the family. Individual resilience, although

both externalising disorders (behavioural problems such

linked to family resilience, is also important for protecting

as aggression) and internalising disorders (anxiety and

mental health and well-being, and generally works through

depression). A study of a Soweto-Johannesburg birth

16

the strong emotional bonds between family members.

cohort found that harsh punishment was associated with

Family relationships that are stable and supportive have a

children’s behavioural difficulties.17 A study in the Western

protective effect on the mental health of family members,

Cape also found that direct violence to children in the form

especially children, even under conditions of strain.

of spanking and slapping was significantly associated with

Box 3: The mental health of fathers and implications for family functioning and child health and well-being
Expectant and new fathers, like pregnant women and

When fathers act as a source of maternal emotional

new mothers, experience biological and ecological

support, the quality of the mother-child relationship

stressors, including changes to hormone concentrations

is enhanced, which in turn leads to children’s positive

and brain circuits, that can increase their risk of depressive

adjustment. In the same vein, when fathers are

symptoms. Although paternal mental health does not

unsupportive, the mental health of children suffers.25, 26

expose children’s pre-birth development to the same

A father’s active involvement in caregiving after birth

physiological

during

can also ease the burden of care placed on the mother,

pregnancy, paternal genetic and psychological factors

buffering the child’s exposure to stress during that period

may act on the child directly during conception and after

and acting as a source of compensatory support to the

birth, and indirectly through maternal well-being and

child in the event that the mother needs to recover from

family functioning.

mental health problems.27

risks

as

maternal

depression

In general, parents who have their own mental health

Despite this knowledge, the importance of promoting

problems may have difficulty in caring for their own

fathers’ mental health is not widely or fully acknowledged

children and in supporting their partners. Poor paternal

and is seldom researched in South Africa. A clearer

mental health has been linked to adverse effects on

understanding of how fathers’ mental health shapes the

maternal and child health and development, including a

mental, physical, behavioural, and emotional development

variety of negative socio-emotional, cognitive, physical,

of their children may lead to new opportunities for paternal

and behavioural outcomes in children.

Fathers who

mental health interventions which promote equity in the

are mentally healthy are more likely to be more involved

health care system. Barriers such as poverty, inequality, and

with their children and supportive to their partners than

unemployment play important roles in undermining men’s

fathers who are depressed and anxious. Apart from their

health practices – including their promotion of maternal

own mental health, paternal caregiving practices are also

and child health. Fathers therefore need gender-specific

associated with children’s well-being and development.

health care and workplace support, such as paternal

Fathers who are sensitive and supportive are more likely

leave,28 to prevent or mitigate the effects of mental health

to have children who develop better social skills and

problems working their way from the father to the mother

language.

and the child.

21

22

23
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Involved fathers are considered better able

to promote the mental health and well-being of their

For more information on how fathers can play an active

children when they actively engage with their children and

role in supporting children and families, see the 2nd State

families, and are accessible to – and assume responsibility

of South Africa’s Fathers report: https://genderjustice.org.

for – their children.24

za/publication/state-of-south-africas-fathers-2021/#

South African Child Gauge 2021/2022

children’s poor mental health. Furthermore, indirect violence

Figure 18: Adverse childhood experiences

in the form of exposure to intimate partner violence in the
home and generational transferences of violent behaviour,

Adverse childhood experiences

either as perpetrators or victims, were also associated with
externalising symptoms.18 Although parenting practices
differ culturally, there are key elements that enable a child
to thrive, and these can be promoted. Low levels of sensitive
parenting and greater use of harsh discipline are crucial areas
for intervention. Enhancing parenting early in life, when the
child’s brain and biological systems that underlie mental

Maternal
depression

Physical &
emotional
neglect
Divorce

Physical,
emotional &
sexual abuse

Mental illness

Substance abuse

Incarceration

health are rapidly taking shape, is most ideal.
Domestic violence

It is also important to remember that parents struggling

Homelessness

with their own mental health problems may have more
difficulty in providing sensitive, responsive care, particularly
when they lack support and resources, exacerbating their
own and their child’s mental health difficulties. Mothers
with mental health problems can engage in maladaptive
interactions with their children, characterized by insensitive
and hostile parenting.19

Violence

Poverty
Discrimination
Community
disruption

Poor housing quality
& affordability
Lack of opportunity,
economic mobility &
social capital

Adverse community environments

The role of fathers
From conception, fathers can play important roles in providing
practical and emotional support, promoting positive health
behaviours, supporting maternal well-being, moderating

Source: Ellis WR, Dietz WH. A new framework for addressing adverse childhood and community experiences: The building community resilience model.
Academic Pediatrics. 2017. 17(7):S86-93.

stress levels, and creating a safe and secure environment

Stress, poverty and adversity

for both mother and child. The relationship between

Poverty and material hardship create stressful environments

fathers, mothers, and children – or the father-mother-child

that can negatively impact on a family’s capacity to provide

relationship − has implications for both maternal and child

adequate care.29 Yet a nurturing environment can mitigate

health and well-being. In fact, increased father involvement

the negative effects of cumulative adversity, such as ongoing

also has a positive impact on the lives of men, increasing

exposure to violence, on cognitive functioning and mental

their sense of personal responsibility and self-reflection,

health.30 While individual resilience in the child can do the

prompting the avoidance of risky behaviours like substance

same, there are other characteristics of the family or caregiving

abuse, and initiating positive behaviour changes that have an

environment that play a direct role. Competent parenting

20

overall protective effect on their own health and well-being.

that is emotionally responsive, and caregivers with resources

However, there are a number of individual and structural

such as education, positive mental health, peer support, and

factors that affect father involvement. In the South African

healthy attachment are all linked to resilience in children.31

context, where financial provision is deeply entrenched in

Specific behaviours that characterise the interactions between

masculine identity and fatherhood, fathers who are able to

parents and their children have been linked to positive

support their families economically are more likely to be

mental health for children, including healthy communication

involved and nurturing in their interactions with children.21

between parents and children, and parental engagement in

Another South African study demonstrated how father

their child’s school life.32 In fact, in some cases, child mental

involvement during and after pregnancy had a protective

health was more strongly linked to the quality of parent-child

effect on post-natal maternal mental health, emphasising

communication than to family form or socio-economic status.33

the need to promote father involvement from conception

A trial of a parenting programme to reduce violence against

throughout childhood. Box 3 illustrates the ways in which

children in South Africa found that improving parenting skills

the mental health and well-being of fathers has implications

independently of household-level economic welfare led to

for both mothers and children in the family.

benefits for child well-being, but combining parenting and

22

economic strengthening boosted the effectiveness of the
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programme.34 Overall, a family’s socio-economic context
remains a significant factor in child mental health.32

What support is needed to enable families to
provide nurturing care?

Aside from poverty and economic hardship, children can

One of the primary roles of families is to protect children from

experience other types of adversities, and in low-resource

potential adversities. However, families require resources

settings, these are likely to be multiple or continuous

and support to provide nurturing, protective environments

adversities, such as ongoing child abuse, chronic neglect, or

in a sustainable manner. Policy frameworks for supporting

long-term substance abuse by family members (see Figure 18).

families and the role they play in the health and well-being

The accumulative effects of such adversities, if left unchecked,

of children have evolved over time. Post-1994, the South

is likely to lead to chronic stress, which can impact on children’s

African government introduced a series of legislative and

present and future mental and physical health. Findings

policy reforms aimed at promoting stronger, more cohesive

from the South African Birth to thirty cohort demonstrate

families. The revised White Paper on Families in South Africa

how cumulative adversity and family dysfunction leads to

2021 prioritises the promotion of family well-being and

psychological distress in young adulthood (see Case 9 on p65).

family relationship strengthening with an increased focus on
promotive and preventive interventions as outlined in Table 5.

Table 5: Priorities and strategies from the White Paper for Families 2021
Core aspects of the White Paper for Families 2021
Promote family well-being: Recognition of the importance of economic empowerment for families, the basic resources they need to access
to function well and fulfil their roles and responsibilities in society. Achieved through:
• Ensuring access to safe and secure housing; basic services; food security; functioning and accessible health services; equitable and
accessible education; safe, secure and sustainable environments; necessary legal documentation; basic income support; social welfare
services; and psychological and spiritual support.
• Promoting access to economic opportunities for families through cross-departmental strategies and empowering families to develop
sustainable livelihood strategies.
• Ensuring families can balance caregiving and economic empowerment through mechanisms and policies, including paternal and
maternal leave, to facilitate the balancing of work and family responsibilities and more equitable distribution of caregiving between
caregivers, and promoting gender equity in families.
• Empowering families with knowledge of their rights and ensuring a culture of dignified treatment for families.
• Ensuring no unfair discrimination in all policies and legislation against families based on any characteristics including marital status,
sexual orientation, and family composition.
Family relationship strengthening: Recognition of the need to strengthen families through provision of opportunities, relationship skills,
and networks of support and protection. Achieved through:
• Collaboration with civil society and local government to ensure that all families can access programmes and services and support
appropriate to them, particularly during key moments of family transition, such as marriage, parenting and caring for the elderly.
• Offer and widen access to parenting support programmes, including antenatally and with emphasis on mental health support, while
recognising the role both men and women play in child-rearing.
• Enhance families’ and caregivers’ capacity to protect children.
• Offer and widen access to family strengthening programmes to promote strong intra-familial relations, including those that are
intergenerational and those between couples; and to support the dissolution of relationships in healthy ways.
• Promote family resilience to care for vulnerable members and deal with stressful situations and acute stress.
Treatment and support for vulnerable families: Provision of prevention, early detection and intervention, treatment, and reunification and
aftercare services. Achieved through:
• Strengthening awareness and education on domestic violence, abuse, substance abuse; and supporting interventions that challenge
norms and systems that discourage help-seeking by family members.
• Empowering service providers with knowledge to identify and respond to at-risk families.
• Offering programmes for families who require it, including therapeutic services.
• Initiating communities of care that offer holistic support for the family.
• Ensuring treatment services are accessible, have an individual-within-family focus, and acknowledge behavioural effects on family.
• Facilitating family access to support and services, especially during key transition times and conflict.
• Encouraging family-centred extended kin fostering as most appropriate and cost-effective placement for children, strengthen existing
adoption and foster care systems.
• Where appropriate, implementing reintegration and reunification of family members who have been separated for extended periods.
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The national policy also recognizes the key role that family

– with one study in Kenya reporting a 38% reduction in

functioning plays in child mental health – from the effects of

depressive symptoms.38 Similarly, a study of the effects

family stress and parental mental health status to instability

of the South African Child Support Grant (CSG) on adult

and violence in the family. This comprehensive framework

mental health found strong positive effects.39 Estimates

should encourage resilient, well-functioning families that

also show that the CSG can have a large impact on the

are able to nurture, support and care for the members of

intergenerational transmission of mental health problems,

the family; however, the capacity for its implementation has

reducing transmission from parent to adolescent by 40%.40

been called into question, particularly since there is limited

Cash transfers could also increase the material support

evidence of impact of the inaugural 2013 White Paper.

children need to attend school or participate in leisure

35

Globally, the Nurturing Care Framework (NCF) recognises

activities, increasing their social connection and confidence.

the central role of the family in enabling children to thrive,

When the pathways from unconditional cash transfers,

and identifies the critical factors needed to support healthy

in this case the CSG, to improvements in mental health

development from pregnancy and early childhood through

are assessed, a number of important policy and practice

to adolescence. At the core of nurturing care is a stable

takeaways can be made.41 First, the link between the CSG

environment and behaviours that ensure good health and

and mental health was independent of any additional

nutrition, protection from threats, opportunities for learning,

intervention – no behaviour change, awareness-raising

36

and relationships that are supportive and responsive.

or educational supplements were necessary. Second,

In the early years, young children are overwhelmingly at

the additional income was invested in lifestyle changes

the receiving end of nurturing care inputs. With growing

that improved physical health and well-being, which was

agency and autonomy, adolescents begin to shape their

translated into better mental health, which in turn positively

own relationships and environments.37 The NCF can be

impacted on working and income-generating capacity. In

used as a guideline for implementation of multi-sectoral

some cases, the regularity and stability over time of cash

policies, services and programmes from preconception

transfers targeted the social determinants of mental health

to adolescence that promote the health and well-being of

problems, for example, improved food security, reduced

children, as outlined in Figure 19.

stress, a psychological safety net, and increased feelings of

These frameworks clearly identify provision of support

independence and control over resources and their future.

to families across the life course as multi-dimensional,

Beneficiaries of the CSG in South Africa felt that the strongest

requiring the delivery of a broad spectrum of services and

impact on their mental health was the perception that they

the involvement of multiple government departments and

were able to provide better care in the household with the

civil society actors. These include the provision of:

grant.42

• health services through maternal and child health care
services, including maternal mental health screening;
• social services such as prevention and early intervention
services, and responsive and support services when
traumatic events, such as violence, occur;
• crime prevention and policing services in communities to
protect children and families; and
• the education system as an important setting for reaching
older children as outlined in the next chapter on schools.

While social protection measures often incentivise
investments that support children’s health and well-being
and mitigate against economic hardship underlying family
stress, these cash transfers are limited. Increases to the CSG
have been unable to adequately keep up with inflation43
and barriers to accessing grants continue to exclude
those arguably most in need.44 Pregnant women in lowresource settings are particularly vulnerable to risks such as
food insecurity which, apart from nutritional outcomes for
children, is strongly associated with domestic violence and

The range of services and support to families is too extensive

poor maternal mental health.45 Investment in cash transfer

to adequately address here. We have opted to focus on two

programmes should begin as early as conception for those

key areas with significant potential to impact on family well-

in need, where they are likely to render long-term health and

being – social protection and parenting programmes.

mental well-being outcomes.

Social protection
National social protection measures, such as cash transfer
programmes, have been shown to improve mental health

Combining economic strengthening with additional
parenting or family strengthening components tends to
boost the benefits for both family and child health and wellbeing.46 An evaluation of a family strengthening programme
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Figure 19: Key inputs to support nurturing care from preconception to adolescence
Preconception/
prenatal
Enabling
environments

Newborn

Infancy

Preschool

Middle
childhood

Adolescence

Universal health care, ban on environmental toxins (eg, lead); free preschooling, primary and secondary schooling,
child protection; safe water and sanitation; inclusive policies and services for people with disabilities
Inclusive preventive and promotive quality health care for children and adolescents
Prenatal
services,
smoking, drug
use cessation

Health

Baby-friendly
hospital
initiative

Immunisation

Well-child
evaluations

Promotion of
physical activity

Access to
sexual and
reproductive
services

Exclusive
breastfeeding,
complementary
feeding,
micronutrients

Food assistance,
healthy school
meals

Food assistance,
healthy school
meals

Food assistance,
healthy school
meals

Clean water, air,
and sanitation

Injury prevention

Bullying
prevention

Prevention of
child marriage

Parental
education and
quality care

Quality care,
education and
parental support

Quality
instruction
and parental
engagement

Vocational and
life skills training

Parent-infant
attachment
support

Prevent harsh
punishment

Promote
prosocial peer
relations

Partnership
and leadership
opportunities

Equitable access to safe, nutritious and affordable foods
Healthy diet,
micronutrients,
food assistance

Nutrition

Exclusive
breastfeeding

Protection for children and adolescents
Security and safety

Violence
prevention

Clean water, air,
and sanitation

Free and inclusive education
Prenatal care

Learning

Pregnancy
and birth
preparation

Care for children and adolescents
Responsive
relationships

Prevent genderbased violence

Promote skin-toskin contact

Source: Black, M.M., et al., The principles of Nurturing Care promote human capital and mitigate adversities from preconception through adolescence. BMJ Global
Health, 2021. 6(4): p. e004436.

paired with the CSG increased positive parenting, reduced

suite of parenting interventions that can improve parent-child

caregiver depressive symptoms, and improved family and

relationships, promote secure child attachment, positively

caregiver-child relationships.

influence parenting, reduce maltreatment, and improve child

47

cognitive and socio-emotional development.
Parenting programmes

The Department of Health leads the Side-by-Side

Targeted family-centred interventions have also shown

initiative, a national campaign to promote secure and loving

promise. Interventions involving psychoeducation, parent-

relationships to help child under five thrive. Based on the

and family-skills training, and behavioural, psychosocial and

NCF and centred on the mother and child, the campaign uses

trauma-focused therapy have had positive effects on child

print, audio and social media resources to promote young

mental well-being, as well as parenting behaviours and

children’s access to the full range of nurturing care services at

family functioning.48 In resource-poor settings, supporting

both the health facility and household levels. The campaign

caregivers with strategies for positive parenting is especially

has provided a structure for mobilizing health workers at

important

stressful

health care facilities and in communities to promote and

environments, parental mental health and child well-being.34

support more comprehensive approaches to child health

Interventions in South Africa aimed at promoting positive

and well-being. Further work needs to be done to expand

parenting have reached these desired outcomes. Case 10

and strengthen the package of services available to young

summarises evidence from the Parenting for Lifelong Health

children and their families through the health system.49
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Case 10: Parenting for Lifelong Health – a summary of evidence
Jamie Lachmani
The Parenting for Lifelong Health (PLH) initiativeii was

practice how to engage with their children through picture

founded in 2012 to develop, evaluate, and disseminate

books. The programme has been tested in two separate

a suite of evidence-based, low-cost, and freely available

trials in Khayelitsha which showed positive effects on

playful parenting programmes to reduce violence against

maternal sensitivity and mother-child reciprocityiv as

children and improve child well-being in the Global South.53

well as large effects on child development outcomes,

The PLH programme suite targets caregivers and children

including language and attention. The programme

from conception to age 17 years. Each programme was

was further tested in Lesotho as part of an integrated

tested rigorously through randomised controlled trials

community intervention that combined Shared Reading

(RCTs) in South Africa.54-60 Subsequently, additional trials

with HIV-testing and treatment, and nutrition education

have been conducted in El Salvador, Lesotho, Moldova,

for caregivers of children ages 1 – 5 years.61 Initial findings

North Macedonia, Philippines, Romania, and Thailand.61-64

showed significant improvements in child receptive and

The PLH programmes have since been disseminated in

expressive language, as well as increased rates of child

over 30 countries to approximately 250,000 families across

HIV testing.67

the world.65
PLH for Young Children
PLH for Infants

PLH for Young Children, known as the Sinovuyo Caring

PLH for Infants, known as the Thula Sana Mother-Infant

Families Programme in South Africa, is a group-based

Programme in South Africa, is a home-visiting programme

parenting programme for caregivers of children ages

delivered by trained community health workers and

2 – 9 years. Integrating the core components of evidence-

combines lay counselling and strategies to support

based parenting programmes within the local cultural

infant care and positive parent-infant relationships from

context of South Africa,68 PLH for Young Children uses

late pregnancy until the baby is 6 months old. An RCT in

group discussion, illustrated stories and role-plays to help

Khayelitsha found significant improvements in maternal

parents learn positive parenting skills, stress management

57

sensitivity and reductions in intrusiveness after birth.

and non-violent forms of discipline. Initial testing

Significantly, there was improved secure infant attachment

demonstrated that the programme was acceptable

at 18 months. A follow-up study with 333 mothers and

to community-based facilitators and parents and had

their children at age 13 years to examine the long-term

positive effects on observed parent-child interaction.69, 70

effects of the programme60 showed important effects on

The programme was then evaluated in Khayelitsha

maternal mental health, although there was no effect on

and Nyanga, Western Cape, with low-income mothers

child cognitive development.

whose children indicated elevated levels of behaviour

iii

66

problems.v Results showed significant improvements in
PLH for Toddlers

positive parenting and reductions in harsh parenting and

PLH for Toddlers, also known as Shared Reading, is a

child conduct problems. There were also increases in

parenting programme that aims to improve toddlers’

self-reported use of non-violent discipline strategies and

cognitive, emotional, and social development with versions

observations of positive parenting behaviour, although

for children ages 12 – 30 months and 30 – 60 months.

no differences in negative child behaviour.56 PLH for

Delivered by trained facilitators over 8 weekly sessions,

Young Children has subsequently been evaluated in the

this group-based programme includes a combination of

Philippines with moderate intervention effects for reduced

videos, group discussions and opportunities for parents to

overall maltreatment, dysfunctional parenting, child

i
ii

Department of Social Policy and Intervention, University of Oxford; Co-Founder of Parenting for Lifelong Health
Parenting for Lifelong Health collaborators include members from UNICEF, WHO, Clowns Without Borders South Africa, Mikhululu Trust, Children’s Early
Intervention Trust, and the Universities of Cape Town, Stellenbosch, Bangor, and Oxford. For more information, please visit https://www.who.int/teams/
social-determinants-of-health/parenting-for-lifelong-health.
iii Maternal sensitivity refers to the way mothers perceive and respond to their infant’s behaviors and cues in a timely manner, whereas intrusiveness refers to
the ways in which mothers may interfere, disrupt or restrict their infant’s behaviour.
iv Mother-child reciprocity is a process of communication through which a mother and child read and respond to one another’s facial and vocal expressions
v Elevated levels of child behavior problems were based on parent-report of difficult behaviors from the Eyberg Child Behavior Checklist-Problem Inventory
(e.g., refusing to do chores, not obeying rules, having temper tantrums, etc.).
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behaviour problems, and intimate partner violence, as well

and PLH for Teens for delivery via facilitated online

as increased parental efficacy and positive parenting.64

chat groups. A multi-country pre-post evaluation of

More recently, an eight-session version of PLH for Young

the ParentChat programme for parents of children

Children was tested in Thailand within the public health

ages 2 – 17 years in South Africa, Malaysia, Moldova,

sector, also with positive results.63

Montenegro, North Macedonia, and the Philippines
found reduction in physical and emotional abuse,

PLH for Teens

parenting stress, intimate partner violence, and

PLH for Teens, known as Sinovuyo Teens in South Africa,

improvement in positive parenting and respectful

is a 14-session group-based parenting programme

partner behaviour73

delivered to parents and their adolescents aged 10 – 17

• ParentApp – an offline-first app of PLH for Teens

years.71 Developed and tested in rural and peri-urban

developed with families in South Africa and currently

communities in the Eastern Cape, the programme

being tested in Tanzania, and

uses a participatory-learning approach and includes

• ParentText – an interactive chatbot of the entire PLH

adolescents in the group sessions. In addition to content

suite for parents of children ages 0 − 17 years, currently

on positive communication and relationship building, the

being piloted in South Africa, Jamaica, Malaysia,

programme includes modules on sexual behaviour risk

Philippines, and Sri Lanka.

reduction, stress reduction and emotional self-regulation,
and family budgeting. Findings from a pragmatic cluster

In conclusion

RCT of the programme showed 45% less abuse and

Parenting for Lifelong Health aims to provide freely available,

corporal punishment reported by caregivers in the

evidence-based playful parenting support to parents and

intervention. Caregivers and adolescents also reported

caregivers in the Global South, so that they are equipped

improved positive parenting and parental involvement,

with the knowledge and tools to help their children

and reductions in substance use and poor supervision.

realise their learning potential and to prevent child sexual

There were also significant reductions in parenting stress,

abuse, exploitation and family violence. Evidence from 14

mental health problems and the endorsement of corporal

randomised trials has demonstrated promising effects for

punishment, and children and adolescents reported

vulnerable children and families in low-resource settings

improvements in social support, economic welfare,

across a range of parenting and child mental health and

financial management, and plans to avoid violence.

well-being outcomes. The programmes have also shown

PLH for Teens has subsequently been disseminated

to work across different cultural contexts and to retain

throughout sub-Saharan Africa as part of community-wide

their efficacy when embedded in government and NGO

HIV-prevention programmes.

services. Additional research is needed to further optimise

65, 72

the delivery of the in-person programmes74 and establish
Moving to digital

how programme implementation and effectiveness

During COVID-19 when in-person programmes were

can be sustained at scale.75 Lastly, the digital versions

restricted, Parenting for Lifelong Health began developing

of PLH have the potential to vastly expand the reach of

digital adaptations of the programmes to increase their

parenting programmes. Additional research is needed

reach and enable the programme to continue. These

to 1) establish the effectiveness and cost-effectiveness of

include:

remote, digital, media, and blended delivery of parenting

• Sharing Stories – an adaptation of PLH for Toddlers for

programmes across different settings; 2) investigate the

delivery via WhatsApp with caregivers of children aged

mechanisms of change that lead to improved outcomes;

9 to 32 months in Zambia and Tanzania. Initial results

3) understand how to maintain safeguarding in the digital

indicate moderate to large improvements in responsive

sphere and provide access to resources across the digital

caregiving and parent-child interaction, as well as lower

divide; and 4) determine how best to integrate PLH with

rates of parental depression and anxiety.

government and community-based systems in order to

• ParentChat – an adaptation of PLH for Young Children

82

South African Child Gauge 2021/2022

deliver parenting programmes at scale.

Improving parent mental health has further protective effects

working with families and to ask: What are the internal

on child well-being. When parents are healthy, well-equipped

resources available to families? Are there extended family

and capable, they are better able to provide environments

members who can offer support in times of vulnerability? Are

that protect and promote children’s mental health and well-

there existing networks of care available through community-

being.34 Parenting programmes are equally important as

based structures or organisations?

children reach adolescence, which often brings with it shifts

At a macro level, the state plays a critical role in providing

in the parent-child relationship and increases in conflict.

and maintaining comprehensive, multi-sectoral systems of

While these changes in how parents and adolescents interact

services, policies, and strategies that promote nurturing care

are normal, a parent’s ability to manage these changes and

– and adopting a family-centred approach can help address

their capacity to maintain healthy parental involvement

the gaps that often exist between adult and children’s services.

predicts adolescent health and well-being.

Reviews have

Yet, it is clear that the foundations for positive mental health

consistently shown that family-focused interventions using

and well-being are laid and cemented in the home, and both

non-specialist providers to improve parenting strategies are

influence and are influenced by interactions with other systems.

effective but require good training, supervision, and cultural

As these systems evolve and families change alongside them,

adaptation.

50

These programmes are shown to be most

it is also clear that family functioning is more important than

effective if they reach parents when they are most receptive

family form. It does not matter what families look like, it is how

to change.

they function as a unit, relate to each other as a group, and

48, 51

52

are treated as individuals that determines to a large extent

Conclusion

children’s mental health and well-being. Therefore, family-

Families play a central role throughout childhood in the

based interventions that improve the relationships between

provision of nurturing care and promoting environments

family members offer a powerful avenue for enhancing child

conducive to child and adolescent mental health. It is

and adolescent mental health.

important to adopt a strengths-based approach when
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The role of educational institutions in
promoting and protecting mental health
across childhood, adolescence and youth
Sarah Skeen,i Kelly Gemmell,i Stefani du Toit,i Tatenda Mawoyo,i Jason Bantjes, i, ii
Tashmira Kara,i and Christina Laurenzi i

In the face of deep inequality, growing unemployment, high

secondary school, and tertiary education. Within each stage,

rates of crime and violence, and the social and economic

we consider the current policies, provisions and subsequent

fallout from the COVID-19 pandemic, mental health

challenges that exist. Using case studies as exemplars, we

trajectories for young South Africans look bleak. But what

highlight potential opportunities for intervention at different

if our educational institutions were a powerful protective

levels within the education system to address gaps in

factor for child, adolescent and youth mental health? How

psychosocial provision and support. We close the chapter

are they currently promoting and protecting the mental

by discussing several key cross-cutting issues that influence

health of South African children and adolescents? And

implementation and intervention responses.1

how could mental health support and services at different
developmental stages be strengthened or better linked to
broader structures?
In this chapter we describe the current and potential
role of educational institutions in promoting and protecting
mental health in the South African context through four key
stages: early childhood education (ECE), primary school,

Why use educational institutions to support young
people’s mental health?
Educational institutions are precious resources for mental
health. In addition to the growing numbers of children
attending early childhood development (ECD) centres, there
is a near universal reach in primary and secondary schools, and
increasing enrolment in tertiary education programmes.2, 3

Figure 20: Relations among global standards for health promoting schools (WHO)

1. Government
policies and
resources

i
ii
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8. School
health
services

These institutions have existing infrastructure, are networked

However, intervening through schools and other educational

locally and provincially, and offer opportunities for staff to be

institutions can be challenging, as these environments exist

further trained in aspects of child and adolescent learning

within complex systems involving multiple stakeholders, and

and development.

They are generally well connected

with a different primary purpose. Structural issues such as

to communities and facilitate contact between teachers,

poverty, violence, and social and gender inequality greatly

learners, parents and caregivers, and other community

influence how educational institutions operate, which in

organisations and services. They are more accessible, and

turn affects child and adolescent mental health.11 In some

less stigmatised, than specialised mental health services.

cases, schools can be environments where children and

School connectedness − or the extent to which learners feel

adolescents are exposed to negative influences, including

accepted, valued, respected, and included in the school −

abuse and violence from peers and teachers.12 Education

has been found to promote a sense of belonging, positive

systems are often overburdened and have limited capacity

self-esteem, internal regulation of emotions, positive

to provide comprehensive mental health responses, such

attitudes toward school, and motivation to achieve.6 Schools

as integrating mental health programming into school

can provide support to learners living in fragile families, and

routines, coordinating with health and social services,

supportive child-teacher relationships can be protective

communicating with parents and caregivers, and managing

for mental health.7-9 School-based interventions can be

ethical issues such as informed consent and confidentiality.1, 13

delivered effectively by mental health professionals, teachers,

More recently, due to the COVID-19 pandemic, there has

paraprofessionals, lay counsellors and/or peers.10

been an unprecedented loss of in-person learning time

4, 5

Figure 21: Optimal mix of services in educational institutions

Type of interventions

Target group
Learners /students with chronic
mental disorders

Learners/students with mental
disorders

Learners with more severe
symptoms and newly
diagnosed mental disorders

Learners with signs and
symptoms of mental
health problems

At risk
learners

All learners

Recovery

School engagement for re-entry, reasonable accommodations for maintenance of
education

Treatment

Early intervention

Indicated prevention

Targeted prevention

Universal prevention/promotion

Referral to external mental health
services, support

Referral to external mental
health services, support

Interventions for selected
learners, link to support
services

Interventions for
selected learners/students

Institution-wide
interventions
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due to school closures. This led to the swift adoption of an

for each educational stage, bearing in mind that there is much

educational model that relied heavily on remote learning,

overlap in the risks to mental health that learners face at each

despite most learners having limited access to online

stage and the types of responses that are appropriate.

platforms.

Early childhood education
Why is it important to provide a continuum of care?

In South Africa, ECE forms part of a broader package of ECD

Mental health support in schools should respond to children’s

programmes which aim to promote the cognitive, emotional,

context, age, and developmental stage, and be provided

social and physical development of children from birth to

along a continuum of care that covers promotion of positive

nine years old. ECE, until April 2022, was the responsibility

mental health, prevention of mental health conditions, and

of two departments: the Department of Basic Education

access to treatment and recovery services.

(DBE, managing Grades 1 – 3) and the Department of Social

Health promoting schools
Mental health service delivery benefits all learners and
should be positioned within a Health Promoting Schools
(HPS) framework.14, 15 An HPS is an educational institution

Development (DSD, managing preschool to Grade R).
Preschool programming, including Grade R, has subsequently
moved from being managed by DSD to DBE.

that strives to improve the health of learners, staff, families,

What are the mental health concerns and risk and protective
factors?

and other community members through the creation of a

Early signs and symptoms of depression, anxiety, attention

healthy living, learning and working environment. The World

deficit/hyperactivity disorder, and behaviour and affect

Health Organization’s (WHO) HPS approach describes how

dysregulation can begin to emerge at a young age.18, 19 Risk

improving health in an educational environment relies on

factors include exposure to early adversities such as violence,

strengthening the curriculum, the physical and psychological

maltreatment, household stress or trauma, poverty, and poor

environment of the school, and school health services.16

nutrition.18, 20 Protective factors such as early identification of

These activities are supported by broader actions such as

mental health problems and access to mental health support

effective partnerships between schools and communities,

can have a positive, lifelong impact on a child’s health and

sound school governance, policies and resources, and strong

well-being.17

government policies and resources (see Figure 20).
Promotion, prevention, early intervention, treatment and
recovery
To be effective, promotive and preventive efforts need to

Case 11: Developing emotionally supportive
classrooms

be introduced across the full population before mental

The Irie Classroom Toolbox is a teacher-training

health conditions emerge. Early interventions, required by a

programme that aims to reduce corporal punishment

subset of children or adolescents, need to take place when

and class-wide child aggression in preschools. The

symptoms of a condition first become apparent, and can

programme focuses on creating an emotionally

have positive, lifelong impact on a child’s health and well-

supportive classroom environment, preventing and

being. Treatment and recovery services need to be available

managing child behaviour problems, teaching social

for an even smaller group: those living with mental health

and emotional skills, and individual and class-wide

conditions. In Figure 21, types of preventive and treatment-

behaviour planning. The programme is delivered to

related services, the target group for each level, and the role

teachers of children aged 3 – 6 years by facilitators

of educational institutions is further described.

over a five-day period and eight in-class support

17

sessions. The programme was assessed using a cluster-

What are the challenges and opportunities for
intervention at different stages of education?

randomised control trial in Jamaica that found that the

This section briefly outlines the mental health profile of

use of violence against children by teachers, improving

learners as they pass through the education system and

child behaviour and inhibitory control, and teacher

describes current and potential interventions to promote and

well-being in the longer term compared to controls.28

protect child and adolescent mental health in South Africa,
including both prevention and treatment. This is presented
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Irie Classroom Toolbox was effective in reducing the

Case 12: How play can promote self-regulation in children
Nicholas Dowdall and Jill Poppi
Imagine that you are observing young children on a

drawing on two of the most popular forms of play in

playground. Some children are climbing and swinging

childhood – pretend play and games with rules.

from bars on a jungle gym, two other children are trying
to figure out how to make a house out of materials around

Pretend play

them, and a few children are playing ‘three toti’ (three

Make-believe, imaginative or fantasy play is often seen as

tins) where they aim to knock down a stack of empty

a natural and joyful experience, but it can be a particularly

pilchard tins. This may seem frivolous, but it’s quite the

powerful medium for the development of self-regulation.

opposite. Children learn important skills during play, skills

Pretend play allows the expression of both positive and

that support their academic and non-academic learning.

negative feelings, and the modulation of affect through

For example, a child’s ability to self-regulate is a crucial

role-taking.91

determinant of how they navigate the social world, cope

When children take on roles in pretend play, they must

with stressful situations, manage their emotions and

navigate and negotiate differences and align their desires

mentally course-correct where necessary. This all has

with others which forces them to flex their inhibitory

significant bearing on their long-term mental well-being

control.92 Perhaps the most powerful aspect of role-taking

and ability to thrive.88, 89 We know from the literature that

is how it nudges children into taking on the perspectives

play is one of the best ways that young children practice

of the character they are playing. In doing so, they are

and develop self-regulation skills.

required to represent the mental states of another person
or character which can help them become aware that to

A child’s greatest self-control
occurs in play – Vygotsky, 1978

understand other people’s perspective, they need to see
the world through the eyes of that other person (a concept
called ‘theory of mind’). Children also need to follow
social rules when playing a role, even if these rules are

Much of our framing of the central role of play in children’s

implicit. For example, their behaviour will follow the norms

development comes from Vygotsky’s notion that children

and rules of being a doctor caring for a sick patient, or a

naturally set themselves appropriate challenges and

policeman making an arrest, all of which involve the use

thereby establish their own ‘zone of proximal development’

of internal mental representations, inhibitory control, and

during play, in which their learning is optimised. Vygotsky

perspective-taking in order to keep the pretence going.93

90

also suggested that play makes a critical contribution to

Collaborative

pretend

play

can

be

particularly

the development of symbolic representation and language

beneficial to language development as it involves rich

skills which underpin self-regulation. Play is really the first

conversational exchanges between players, both in the

medium through which children explore the use of symbols

creation of the game and in acting it out.94, 95 This includes

and spoken language. Specifically, very young children

internal conversations known as private speech,96, 97 which

begin to represent ideas as they talking to themselves

also help strengthen children’s ability to self-regulate.98

while they play. This type of self-talk promotes language
development and gives children a greater repertoire of

Games with rules

ways to express their behaviour and emotions.

In pretend play most rules are implicit, while games with
rules contain a set of clear and explicit rules that must

Types of play that promote self-regulation

be followed by players and are usually established at the

Play offers children an ideal context in which to activate,

start of the game. Children tend to progress from more

practice and master many of these skills and processes. It

pretend play between ages 3 − 6 towards more games

is through the activation of these pathways or mechanisms

with rules from age 7 − 12.90 These games with rules tend

that play can facilitate the development of self-regulation

to activate several core self-regulatory processes and

in young children. Let’s take a look at how this works,

executive functions, including working memory, executive
attention and inhibitory control.99
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As an example, a game like ‘Simon Says’ taxes children’s

Implications for parents and practitioners

executive functions, particularly inhibitory control and

Self-regulation enhances children’s ability to cope

attention, as they need to control an impulse or emotion

with various stressors. Therefore, providing them with

to follow instructions that are not preceded by the code

opportunities via play to exercise these skills is critical.

words ‘Simon Says’. ‘Freeze’ games are similar, where

Parents and early childhood development practitioners

the listener is required to exercise inhibitory control and

can help by providing structured and unstructured time

stop dancing as soon as the music stops. In both these

for pretend play and games with rules and by providing

examples, working memory is also required for the child

multifunctional props or toys (these can be made from

to hold the rule in their heads. The activation and taxation

recycled materials) that can prompt children to create

of working memory can also be increased in other word

imaginary scenarios. It is important to let the child lead,

memory games, such as the indigenous Setswana game

and adults can help by asking questions, describing their

‘Tsamaya oreka Omo’ (Go and buy Omo), where children

perspective, or asking children how they feel. At times it

begin with the statement, “I went to the shop and I

might be helpful to suggest a new rule, element, or scenario

bought Omo (washing powder).” Each player must then

to add complexity to the game, but child autonomy and

recall all the previous items before adding an item of their

ownership of the process should be maintained.

own to the shopping list, while simultaneously clapping
and slapping their thighs.

How can ECE centres promote and protect mental health?

One of the key challenges in implementing current policy is

ECE centres can support mental health in early childhood by:

that many ECE centres in South Africa operate in informal

• Promoting child functioning and well-being through

settings and are therefore unregulated and unsubsidised,

curricula, pedagogical approach and school environment.

which may introduce risks to child well-being and safety, in

• Acting as hubs to screen for developmental or behavioural

addition to providing care and education of inconsistent

disorders.
• Linking children at risk of mental health problems (for
example, those with early signs of behavioural problems)

quality. Another key challenge is that very few ECE
institutions are linked to child mental health services, despite
the overarching intersectoral ISHP.

to local DSD or Department of Health (DoH) practitioners
for additional support.
• Providing caregivers with information and linking them to
services and support networks as required.

What are the promising opportunities for future service
development?
Some promising early education-based models from lowresource settings include developing teachers’ skills in

What is the current policy response in South Africa?

fostering the socio-emotional development of young children

The National Integrated ECD Policy 2015 provides an

and early identification of behavioural problems.23, 24 Other

overarching framework to strengthen ECD services at

potential approaches include provision of individualised child

each level of government, including a description of

assessment and therapy, and family assessment and support.25

programme components, roles and responsibilities, and

The ECE setting could be used as a platform to promote

the establishment of a coordinating structure. 21 Part of this

nurturing care and positive parenting and discipline

framework focuses on emotional well-being; however, it is

techniques.26 Psychosocial treatment for parental depression

predominantly geared towards screening for families at risk

and specific mental health programmes focusing on parent–

and supporting caregivers to promote healthy and safe home

infant interaction have been found to help prevent impaired

environments, and not on the role of ECE centres settings.

cognitive development and behavioural and emotional

The Integrated School Health Programme (ISHP) includes

problems in disadvantaged children.27

provisions for health screening, services, and education of
Grade R learners. At this stage, mental health is intended to
be included in health screening; however, no clear referral
pathways are described, apart from provision of information
around sexual, physical, and emotional abuse.22
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Primary schools
Primary school education is the responsibility of the DBE. It
starts in Grade 1,when the learner turns 7, and continues until
the end of Grade 7. Primary schools have the highest rates of
enrolment and most learners attend no-fee public schools.

What are the mental health concerns and risk and protective
factors?
The most commonly reported mental health concerns during
the primary school years are anxiety, depression, post-traumatic
stress disorder, aggression, substance abuse, and conduct
and attention deficit/hyperactivity disorders.29, 30 High rates of
bullying are also common,31 particularly for boys.32 Additionally,
many learners are still exposed to corporal punishment,33
despite it being outlawed in South Africa in 1997.34 Corporal
punishment has been linked to increased rates of anxiety,
depression, aggression, and suicidal ideation.33, 35, 36
Primary schools can be a safe and supportive space for
learners, which can encourage school attendance and
improve feelings of belonging.29, 37 However, the transition to
primary school can be stressful and learners can struggle with
associated changes such as new teachers, peers, rules and

Case 13: Universal intervention to reduce anxiety
An information motivation and behavioural skills (IMB)
based intervention programme was delivered to
primary school learners to reduces levels of anxiety.
The programme consists of six modules focusing on
emotions, emotional triggers, empathy skills, emotional
regulation skills, and self-esteem. The programme is
delivered to learners aged 10 – 11 years by research
assistants over four weekly sessions delivered to whole
classes. The effectiveness of the programme was
assessed using a cluster randomised control trial in
Malaysia that found the IMB-based programme was
effective in reducing levels of anxiety when compared
to a school-as-usual control group.42

routines.38
screened for mental health problems and provided with
How can primary schools promote and protect mental
health?
Primary schools can support the mental health of learners by:
• Building a positive school climate, improving relationships
within schools, creating an environment that promotes
respect and values diversity, and reducing exposure to
risk factors through modifications to the physical and
psychological environment.
• Incorporating emotional well-being and building skills
such as emotional regulation into the curriculum.
• Involving parents/caregivers in initiatives that promote
mental health and well-being.
• Investing in staff well-being.
• Offering targeted support and appropriate referrals
for those showing signs or symptoms of mental health
conditions.

psychosocial support at foundation and intermediate
phase.22 Moreover, health education should be provided
that focuses on related topics such as abuse (foundation
phase), substance abuse and bullying (intermediate phase)
and suicide (senior phase). Each school should be assigned
to a primary health care facility with school health nurses
acting as the primary referral agents. School-based support
teams should be in place, comprising skilled teachers, health
promoters (full-time members of the school health team or
lay health workers based at facilities or part of primary health
care (PHC) outreach teams), representatives of the school
governing body, and non-governmental organisations.
Health education is a crucial component of the ISHP and
is incorporated into the school curriculum and provided
through Life Orientation. The subject of Life Orientation
is intended to build learners’ skills, knowledge, and values
about the self, the environment, responsible citizenship, a

What is the current policy response in South Africa?

healthy and productive life, social engagement, recreation

The framework of services that should be available through

and physical activity, careers and career choices. The content

primary and secondary schooling in South Africa are detailed

taught in lower grades serves as the foundation for later

in key documents such as the ISHP, the National School

content introduced in higher grades.

Safety Framework (NSSF) and the Care and Support for

In practice, the ISHP implementation is fragmented and

Teaching Learning (CSTL) Programme (the last two of which

inequitable. There are too few assigned health care workers

are described in more detail in the secondary school section

and a lack of collaboration between health and education

below). These are aligned with the South African Mental

officials.

Health Care Act and the Child and Adolescent Mental Health

implementation of ISHP include clarifying educators’ role in

Policy Guidelines.39

the implementation of ISHP, providing training, introducing

40

Recommendations for ensuring more effective

The ISHP positions schools as being important for

baseline standards for schools implementing the ISHP, and

addressing health challenges of learners, including mental

ensuring greater commitment to intersectoral collaboration.39

health.

This process includes establishing clear communication

22

It includes provision for school children to be
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approaches that address the school environment have been

Case 14: Whole-school health promotion
The
Based

Strengthening
Interventions

Evidence
for

Base

Promoting

shown to be effective in school-based bullying prevention

on

School-

Adolescent

Health (SEHER) is a whole-school health promotion
intervention that aims to enhance the school climate
and adolescent health and well-being.67 SEHER is
delivered by lay counsellors and teachers to Grade 9
learners (13 – 14 years) in Bihar, India. The intervention
programme consists of three components: (1) wholeschool activities, (2) group activities, and (3) individual
activities. School-wide activities address a range of
topics (hygiene, bullying, mental health, substance
use, reproductive and sexual health, gender violence,
rights and responsibilities, and study skills) each month.
Group activities are delivered through peer groups and

and intervention.41 Interventions that promote school
connectedness (including a sense of belonging, school
involvement and positive school climate) and offer structural
dimensions, such as teacher support, have also been found
to promote mental health during middle childhood.27

Secondary schools
Secondary school runs from Grade 8 to Grade 12, from the
ages of 13 – 18, culminating in the National Senior Certificate
(or Matric) exams. Compulsory education is completed at the
end of the senior phase (Grades 7 – 9), and school dropout
increases with age during the Further Education and Training
band (Grades 10 – 12).

workshops. The peer groups consist of approximately

What are the mental health concerns and risk and protective
factors?

10 – 15 students from each class, who meet monthly to

Secondary school is a critical period for adolescent

discuss the topic of the month and assist in organising

development, with half of mental health conditions emerging

various activities. Workshops focus on effective

by the age of 14 years. Common mental health conditions that

study skills for learners and on discipline practices

emerge during adolescence are anxiety; mood, attention,

for teachers. Lastly, problem-solving counselling is

and behaviour disorders; substance use; and suicidality.43, 44

offered to learners who self-refer or who are referred

Specific risk factors for mental health conditions during

by teachers. The effectiveness of the intervention

adolescence include poor socio-economic status,45 parental

programme was assessed through a cluster randomised

depression,46 poor family functioning,47-49 poor parental

trial. The intervention had beneficial effects on school

relationships,50 poor interpersonal skills,51 bullying52 and low

climate, depression, bullying, violence victimization

self-esteem.53 Schools can be protective when they provide

and perpetration, attitudes towards gender equity,

a safe environment (physical and emotional safety),54 high

and knowledge on sexual and reproductive health

connectedness,55 nurturing relationships and interactions

when delivered by lay counsellors, but no effect

between learners and teachers,55 and a supportive learning

when delivered by teachers. This may be because lay

environment.56

counsellors were employed full-time to facilitate the
programme, whereas teachers also had their full-time
academic responsibilities to attend to.

How can secondary schools promote and protect mental
health?
Secondary schools can support the mental health of
adolescents in several ways:

systems within and between the DoH and DBE to engage

• Committing to a whole-school approach to being a HPS

all stakeholders, improving the management of financial,

and interventions should reflect this. Will and commitment

human and other forms of resources, and ensuring that they

are needed from leadership, at an individual school level,

are equitably distributed and accounted for.

to instil an inclusive and healthy institutional culture.16
• Providing parents, caregivers and local community

What are the promising opportunities for future service
development?
Opportunities for future service development through
primary schools include training health personnel to ensure
effective implementation of school health policy at district
and regional levels, and prioritising educator mental health
through debriefing sessions and mentorship. Whole-school
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members with opportunities to participate meaningfully in
the governance, design, implementation and evaluation
of HPS initiatives.16
• Implementing national policies against substance use and
bullying behaviour.
• Supporting

the

physical,

social-emotional

psychological health and well-being of learners.

and

• Providing programmes to enable staff to support their
own well-being and those of their learners.

Measures in public schools, require every school to put in
place a school safety policy, a school safety plan, a policy on

• Ensuring learners can access support or treatment

non-violent discipline, and a code of conduct for learners.

when needed. This can include links with after-school

School safety interventions are monitored by the Safe School

programmes that provide psychosocial support. After-

Committee in every school.61

school or community-based programmes are also a

The Department of Basic Education’s National Policy on

promising avenue for reaching out-of-school children,

the Prevention and Management of Learner Pregnancy63

including children and adolescents who face hardships in

asserts the Constitutional rights of pregnant learners to

accessing or completing formal school.

continue and complete their basic education without stigma

57

• Providing platforms for peer-based and peer-led mental

or discrimination. Schools are required to provide counselling

health interventions, as these have been shown to improve

and support to pregnant learners, allow a short- to medium-

self-esteem in victims of bullying and positively improve

term absence from school and enable them to return to

learners’ relationships.58

school and complete their education up to Grade 12. An
implementation plan is expected in 2022.

What is the current policy response in South Africa?

Despite these promising policies to promote psychosocial

The ISHP, NSSF and CSTL programme outline a package

development and well-being among secondary students,

of services that should be available through primary and

there are several key challenges in implementing the

secondary schools. At a secondary school level, the ISHP

existing policies. There are high levels of school dropout,

states that adolescents should be screened for mental

with vulnerable adolescents most at risk, and dropout rates

health issues and provided with psychosocial support during

tripling during the first year of the COVID-19 pandemic.64

the senior phase.22 Health education should be provided

There is also lack of a conducive environment for screening

through Life Orientation and additional life skills teaching

and examining children properly, including mental health

should be provided in secondary schools where timetables

assessment, due to lack of privacy.15 When a mental health

may not provide adequate time to fully address health and

issue is identified, support services are not always available

social issues.15 Additional on-site services include sexual and

to respond to identified health needs and follow-up is rarely

reproductive health services and provision of HIV counselling

conducted, as nurses generally visit schools once a year.15

and testing.

There is also limited resource allocation for implementation,

The CSTL Programme, a Southern African Development

poor delivery of school health services as well as a lack of

Community initiative adopted by the Minister of Education in
2008, was initiated to coordinate and expand care and support
activities that improve education outcomes across school
stages.59, 60 The initiative aims to remove health and social
barriers that limit the potential of children. Key provisions
include nutritional support, health promotion, infrastructure,
water and sanitation, safety and protection, social welfare
services, psychosocial support, material support, curriculum
support, and co-curricular activities. At the school level, the
essential package of services includes safety and protection
policies against discrimination and bullying, identification
and support of children who are exposed to abuse, and
disaster risk reduction and sensitisation. Implementation
of the CSTL at school level is facilitated through a schoolbased support team, which could take the form of a School
Development Committee, a School Management Board, or
Parent Teacher Association. These support structures include
community development partners, community members
and learners to promote child participation. As in primary
schools, the NSSF, together with the Regulations for Safety

Case 15: A whole-school approach to safety
promotion
The Safe School Programme, a Western Cape
Education Department initiative, is a provincial level
response that uses a whole-school approach to safety
promotion and violence prevention.62 This approach
requires collaboration between principals, educators,
school governing bodies and learners and cluster
safety committees to develop, implement and monitor
a sustainable integrated safety plan. The programme
aims to promote safe learning environments and
prevent

violence

through

effective

behaviour

management, creative and constructive approaches to
conflict resolution, mediation in school communities,
gang

prevention

education,

parent

workshops,

mentorship programmes, diversion programmes, youth
development, victim empowerment, and multi-cultural
education.
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support from caregivers and communities, partly because

have a designated primary healthcare entity for registered

caregivers are not certain of their role in the provision of

students that regulates mental health care services and

school health services.

treatments. These facilities offer assessment and intervention
to those experiencing mental health challenges. They offer

What are the promising opportunities for future service
development?
Universal

delivery

of

social

and

emotional

learning

programmes can promote positive mental health outcomes
and reduce poor mental health and risk behaviours.65
Interpersonal and social skills training can also assist in
reducing violent and antisocial behaviour in youth.66

Tertiary education
Tertiary education institutions are the responsibility of the
Department of Higher Education and Training (DHET). DHET
focuses on post-school education, skills development, and
vocational training.
What are the mental health concerns?
Mental health problems common among South African
university students include mood and anxiety disorders,
post-traumatic stress disorder, and hazardous substance
use.68-71 Findings from a study to establish the prevalence of
common mental disorders (CMDs) among first-year university
students in South Africa found that CMD prevalence rates are
higher among students than in the general population.69 The
transition to tertiary education institutions can be stressful as
it usually involves leaving one’s family and home, adapting to
a new social environment, increased academic and financial
pressure, and more opportunities for substance misuse.69
How can tertiary institutions help?
Tertiary education institutions should focus on creating
healthy, safe, secure, and inclusive environments that
promote respect and value diversity.69 Programmes should
be implemented to enhance student health and wellness
to increase the proportion of students who complete their
degrees. Tertiary education institutions should also engage
and collaborate with community-based services that can
provide support and treatment to students.
What is the current policy response in South Africa?
There is no overarching policy response for mental health
in higher education in South Africa. Mental health policies
developed by South African universities generally include
a commitment to providing professional, coordinated,
accountable, fair and accessible services to students to
support the prevention of mental health challenges and the
promotion of mental health and wellness. Several universities
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mental health awareness, promotion and prevention activities
to the campus community, and aid in providing motivations
for reasonable accommodation for students with mental
health difficulties.72-74
The lack of a national policy related to mental health
in higher education poses a significant challenge to the
implementation of programming. Lack of guidance from
national government means that if provincial governments
implement appropriate services, they are required to develop
their own evidence-based guidelines and implementation
plans – a time-consuming and costly process. In addition,
the lack of effective prevention and early detection of mental
health problems amongst students can cause bottlenecks in
service delivery at the primary health care level.69, 75
What are the promising opportunities for future service
development?
Opportunities for developing services at a tertiary education
level include linking to school-based programmes and
improved access to adolescent psychiatric services. Other
possibilities include adopting a public mental health
approach to promoting student wellness with ongoing
monitoring of the prevalence of mental health problems
Case 16: Digitally delivered psychological treatment
A web-based group cognitive behavioural therapy
(GCBT) intervention was delivered to Stellenbosch
University students to reduce symptoms of anxiety
and depression during the COVID-19 pandemic, when
access to traditional campus-based psychotherapy was
restricted. The intervention was delivered remotely
by graduate clinical psychology students (trainee
psychologists) via Microsoft Teams in 10 weekly
workshops of 60 – 75 minutes. Content is organised into
five themes, with each theme spanning two workshops,
and drawn from common elements identified from
GCBT interventions that were shown to be effective
among university students. The effectiveness of the
intervention was assessed through a pragmatic open
trial in South Africa that found significantly decreased
symptoms of anxiety, depression and composite
anxiety and depression in intervention participants
compared to controls.76

Case 17: Supported Education programme
Supported Education (SEd) is a programme model

exploration, and course selection; (2) academic survival

developed in the United States to assist people with

skills, which include information about the tertiary

psychiatric disabilities achieve their post-secondary

institution and different training courses, disability rights

education goals and to improve retention rates for tertiary

and resources, tutoring and mentoring services, and social

education students with psychiatric disabilities. SEd is

support services; (3) direct assistance, which includes

built on a resilience-based framework where students are

help with enrollment, financial aid, education debt, and

taught how to cope more effectively with the complexities

contingency funds; and (4) outreach, which includes

of tertiary education learning, which are often associated

campus resources and mental health treatment. Research

with dropout. They are also taught how to use internal

on the effectiveness of SEd programmes in high income

and external protective factors in the tertiary education

settings has found higher levels of academic engagement

environment to increase resilience.77 SEd programmes

in individuals with psychiatric disabilities, improved self-

also offer the following services to students: (1) career

confidence and self-perception, and higher enrolment

planning, which includes vocational assessment, career

rates in tertiary education institutions.77

on South African university campuses. This approach would

information or support services accessed) to ensure ongoing

require accurate epidemiological data that could then be

support, and to learn about the different programmes that

used to plan and support the delivery of preventive mental

each school stage offers and their connection with childcare

health services, and the adopting of alternative, sustainable

programmes within the community.78

counselling approaches, such as the use of group therapy
and/or internet-based psychotherapy.76

Racism and discrimination
In the South African context, learners’ exposure to

How can we address cross-cutting issues?

interpersonal and institutional racism is an ongoing

There are several challenges as well as opportunities to

challenge. Experiences of alienation, discrimination, and

improve mental health promotion and preventive services

racialised bullying are common at formerly white schools

that cut across all levels of education.

and universities across the country. The negative impact
of these environments on learners’ mental health, self-

Transitional periods

esteem and sense of belonging was well described by the

While the ISHP stipulates that mental health screening,

#yousilenceweamplify campaign on social media which

assessment and education is incorporated into every school

gained national prominence.79 Explicitly capacitating schools

health package, from Grade R to 12, it provides limited

to address issues of discrimination is critical. Examples of

focus on the transitions between the different stages of

programmes include Teaching for All, which has been widely

education.39 Increased stress is characteristic of the transition,

rolled out in South Africa and aims to equip teachers and

as learners are expected to adapt to new school, teacher

schools with training on how to “teach inclusively in diverse

and/or classroom demands, new peer groups, and, in some

classrooms in diverse communities”.80

cases, the changing languages of instruction between
phases. Various strategies could assist with transitioning

Educator well-being

processes. For example, within schools, efforts should be

South African educators experience high levels of stress in their

made to welcome and orientate new students by building

places of work and often do not feel equipped to deal with

relationships across grades, and information should be

learner mental health issues themselves.81, 82 This psychological

given to parents and caregivers on how best to support

load undermines educators’ ability to respond to their learners

their child’s transition from one school setting to another.16

and can interfere with positive educator-child relationships

Regular meetings and information sharing between schools

and effective social-emotional teaching.83,

within the same geographic area could be beneficial.

being could be positively influenced by improving educator

These meetings could provide opportunities for educators

well-being, through interventions such as task sharing that

to share important information about children (e.g., health

reduce job demands and increase job resources.67, 85

84

Student well-
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Disability

engagement with the users and providers to understand

In South Africa, up to 70% of children of school-going age

their lived experiences and perceptions of the mental health

with disabilities are do not attend school. Of those who do

services that are currently offered through schools. This

attend, most are still in separate schools for learners with

feedback should inform recommendations for policy and

special needs. This situation prevails despite the push for the

programming, and the research findings should be available

educational inclusion of learners with disabilities since the

for policy makers to spark discussion and encourage policy

publication of Education White Paper 6 in 2001.86 Providing

planning and implementation.75

basic and higher education, let alone mental health services,

Rigorous evaluation designs are difficult to implement

for children and adolescents with disabilities may be

in educational settings, as randomised control trials often

challenging, especially in remote areas where infrastructure

require rigid controls to minimise confounding factors,

and support are lacking. Children with disabilities are at

which may not be feasible.87 Possible strategies to mitigate

increased risk of developing mental health disorders. It is

this include effectiveness studies (evaluating an intervention

therefore essential to include them in mental promotion

under usual conditions) or quasi-experimental and well-

and prevention programmes and to ensure early referral

designed observational studies which rely on naturally

for treatment to prevent the development of a secondary

occurring variation among schools or settings.

psychosocial disability. Treatment should have an emphasis
on recovery and provide consistent follow-ups from a multi-

Conclusion

disciplinary team that spans the health and education sectors.

Schools and other educational institutions have the potential
to be a powerful resource for promoting and protecting child,

What are the priorities for further research?

adolescent and youth mental health in South Africa. While

Two priority areas of research are policy implementation and

national policy exists to support the mental health of learners

programme evaluation. While the ISHP provides a national

and students, the implementation thereof, at a provincial,

roadmap, provincial policy and implementation plans are

district and institutional level, is weak and requires attention.

lacking and need to provide feasible, relevant and evidence-

The COVID-19 pandemic and its far-reaching consequences

based frameworks for service delivery.75 Situational analyses

for our society add another layer of complexity that needs to

should be conducted to assess the current implementation

inform future research, policy and programming.

of the ISHP and how it relates to child and adolescent mental
health at a provincial, district and school level. This includes
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Health services and systems for
child and adolescent mental disorders in South Africa:
Towards a better future
Simphiwe RN Simelane,i Stella Mokitimii Rene Nassenii & Petrus J de Vriesi

Few people know that mental illness represents one of

support the shift towards a more integrated community

the leading causes of disease and disability in children

CAMH service.

and adolescents worldwide.

1-3

Despite increasing global

awareness about the importance of mental health services

Why is it important to invest in CAMH services?

and systems for children and adolescents, their development

Even with the best possible mental health promotion and

lags behind. The majority of young people with mental

prevention strategies, approximately 10% - 20% of children

disorders remain untreated – a phenomenon referred to

and adolescents will develop a mental disorder and/or a

as the ‘treatment gap’.

This treatment gap is bigger for

neurodevelopmental disability.8-10 Each of these children

vulnerable groups such as children and adolescents, and for

will require identification and intervention strategies as

people living in low- and middle-income countries (LMICs).4

appropriate to their level of severity, risk and complexity. The

Considering that the majority of the world’s children and

focus of this chapter is on the ‘illness’, ‘disorder’ or ‘disability’

adolescents live in LMICs, children and adolescents with

end of the mental health continuum, with all three of these

mental disorders in these countries are faced with a double

terms used throughout the chapter. We will therefore place

disadvantage. In South Africa, the treatment gap for children

an emphasis on systems strengthening requirements of

and adolescents is about 90%;6 in other words, only one in 10

curative services.

4

4, 5

children with a diagnosable and treatable mental disorder is
able to access care.

Prevalence of mental disorders and their treatment gap

To address the treatment gap, it is important to understand

It is difficult to give an exact number of children and

the clinical and service needs of children and adolescents with

adolescents in South Africa who live with mental disorders,

mental disorders, and the systems in which these services are

given that no representative national epidemiological studies

provided. This is not an easy task because health systems are

of CAMH disorders has been conducted to date. The only

complex, open to multiple influences, and changes to one

national study on the prevalence of mental disorders in South

part of the system may affect other parts in an unpredictable

Africa (the South African Stress and Health or SASH study)

way. Child and adolescent mental disorders require active

did not include data on children and adolescents.11 The likely

and integrated participation of multiple sectors including

rates of mental disorders in children and adolescents in the

health, social services, education and non-governmental

country, therefore, has to be deduced from other LMICs, from

organisations (NGOs). In addition, the needs of children and

studies of specific ages or disorders, and from data in high-

adolescents may emerge or change over time, requiring

income countries. A 2012 review found that almost 20% of

different kinds of supports from the systems and communities

children and adolescents in sub-Saharan Africa scored above

around them.

the cut-off values for risk of mental disorders on screening

7

This chapter: outlines the importance of child and

tools, and that 10% had a specific mental disorder diagnosed

adolescent mental health (CAMH) disorders and services,

by clinical diagnostic tools.9 An authoritative review by Belfer

describes current services and systems for CAMH disorders

concluded that about 20% of children and adolescents

in South Africa, and proposes a set of immediate, short-term

worldwide have a mental disorder that requires diagnosis

and longer-term actions to strengthen child and adolescent

and treatment.12 In a South African study, Kleintjes and

mental health services and systems (CAMHSS) that should

colleagues used international prevalence data to estimate

i
ii
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Case 18: Enhancing support for children of parents with mental disorders
Heidi Sinclairi
The World Health Organization identifies parental mental

support, and including children in decisions about their

disorders and the intergenerational transmission of mental

parents’ treatment programme.66-68

disorders as two important public health priorities.60

disorders have become a priority in the Dutch, Norwegian,

disorder.61 The impact of a persistent and disabling mental

Australian, and British prevention sector, and in some

disorder on parents’ ability to sustain themselves and their

countries, health legislation has changed to identify these

children increases the likelihood that their children will

children, maximise their support networks, improve their

grow up experiencing poverty, housing problems, family

competencies and understanding of mental illness, and

disruptions, reduction of social and leisure activities, and

minimise family dysfunction.69, 70 Yet, there are currently

social isolation. They are also more likely to be taken into

no guidelines in place that require South African health,

care, have poor communication skills, drop out of school,

educational and social service professionals to identify

and develop mental health problems and substance

and support children of parents with mental disorders.

abuse issues themselves.

i

Over the past 30 years, children of parents with mental

One in five children has a parent with a mental

This is partly because people

While child mental health services tend to take a

with mental health problems are more likely to drift into

family-oriented focus, this is generally not the case in

poverty, and partly because people living in poverty are at

adult mental health services, where the treatment focus

greater risk of developing a mental disorder (see Figure 9

tends to be on the individual patient and the patient’s

on p45).

adult support system, with little concerted attention on

62, 63

Over the past decade, more evidence has come

the children of the patient. This should ideally include the

to light showing how children of parents with mental

extension of care and support to the children via referral

disorders frequently experience the trauma of witnessing

to child mental health services where these might be

their parents’ relapse into mental illness and admission

available, or by engaging other relevant sectors such as

to hospital, with children often taking on excessive

social development and education to establish supports

responsibility at home, blaming themselves for their

within other important settings in the child’s life.

parent’s mental illness, and living with the stigma of their

In other words, adult mental health care practitioners

parent’s illness, in silence. Yet, children and their parents

have a duty to ensure that their circle of care extends

receive little coordinated support, information or exposure

beyond their adult patients to actively promote the mental

to safeguarding measures from health care professionals

health, care and well-being of their children. This includes

to address the challenges.64, 65

prevention and early intervention programmes, including

In addition to providing treatment to parents with

therapeutic counselling and parenting programmes that

mental disorders, health care professionals should expand

are designed to improve family functioning and promote

their treatment and support to include therapeutic support

positive parenting.

and safeguarding measures for their patients’ children.

Mental health professionals also need to be attuned to

This family-focused approach should aim to promote

the risk of child abuse and neglect and recognise when

the mental health and well-being of children in a family

family dysfunction is causing serious harm and it becomes

where caregivers are living with a serious mental disorder,

mandatory to report children in need of care and protection

as well as address parental concerns about the impact of

to social services, as outlined in the Children’s Act.71 This

their illness on their children, barriers to their recovery

statutory duty to report cases of abuse and deliberate

which their parenting role presents, and equip them with

neglect to a designated social worker for investigation

parenting skills and advance directive planning skills to

extends to educators, health, allied and social service

enhance their parenting roles. Further, a growing evidence

professionals.72 They also have an ethical responsibility to

base is emerging in low- and middle-income countries on

report a broader category of children in need of care and

how to improve the long-term outcomes of these children

protection, including those “living in circumstances that

by increasing children’s mental health literacy, reducing

may seriously harm the child’s physical, mental or social

stigma and isolation, strengthening school and social

well-being”.73
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the number of children and adolescents in the Western Cape

Importantly, the converse is also true, with mental illness

who might have mental disorders. They estimated that 17%

in parents and caregivers significantly affecting the lives of

of children and adolescents in the Western Cape would have

children and adolescents in their care. Case 18 details why

a diagnosable and treatable mental disorder.

it is crucial for adult mental health services in South Africa to

13

move towards a family-centred approach in the treatment of

Importantly, a situational analysis by Mokitimi and

parents and caregivers with mental illness.

colleagues, also using Western Cape data, identified that
fewer than 10% of children and adolescents in the province

Children and adolescents with mental illness have

who need diagnosis and treatment for a mental disorder

significantly lower rates of school-readiness and higher

ever receive it.14 These data suggest that the vast majority

rates of absenteeism, grade repetition and drop out16-

of children and adolescents with mental disorders in South

18

Africa still fall through the cracks and receive no or very

intergenerational cycle of mental illness and poverty.12, 19

limited support.

undermining their economic potential and driving an
In addition, children presenting with disruptive behaviour

are often labelled as ’badly behaved’ or ‘difficult’, and are
The impact of mental illness on children and adolescents

more likely to experience difficulties with peer relationships

Mental disorders in young people not only cause distress

and a likelihood of criminal behaviours.20 Children and

and impair their functional abilities in daily life, they often

adolescents in the criminal justice and social service systems

have long-term ramifications that last into adulthood. It is

have higher rates of mental disorders than the general

estimated that half of adult mental illness starts before age

population.21-23

14, reinforcing the need for early detection and intervention
to achieve the best possible outcomes.10,
inadequately

treated

and

undiagnosed

15

Taken together, it is is clear that unidentified and untreated

In addition,

children

child and adolescent mental illness is a powerful driver of a

and

vicious cycle of further mental health problems, poor family

adolescents with mental disorders may develop secondary

functioning, as well as poor educational and economic

or additional disorders, e.g. substance use or resort to self-

outcomes and high rates of criminality. It is therefore essential

harm to cope with their symptoms. Mental illness in young

to intervene early to prevent and treat child and adolescent

people may also disrupt family relationships and routines,

mental disorders if we wish to minimise the immediate and

and the costs of care can affect the family’s financial security.

long-term costs for children, families and society.

Figure 22: WHO optimal mix of mental health services
high

Specialist
care
Psychiatric
services in
general
hospitals

Costs

Frequency of need

Community
mental
health
services

Mental health services
through primary health care

Informal community care
Informal
services
Self-care

Quantity of services needed

low

Source: World Health Organization. Improving Health Systems and Services for Mental Health. Geneva: WHO. 2009.
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•
•

•
•
•

Schools and ECD programmes
Mental health literacy in curriculum
Teachers trained in basic counselling
Teachers trained to screen for
common disorders
Screening tools available
Easy referral to community health
workers /clinics

SCHOOL

Community health workers
• CHWs identify problems
during home/school visits
• CHWs initiate counselling
and refer to primary care

Home
• Caregivers can identify early
developmental problems
• Caregivers can identify
concerning behaviour
• Caregivers and young people
can access CHWs/primary care

•
•
•
•

•
•
•
•

•
•
•

•

Primary care
Community Health Centre/Clinic
Infants, children and adolescents screened
at every routine and sick visit
Referrals from community settings
Initial assessment of most young people
Nurses and medical officers trained to
diagnose and manage uncomplicated,
common disorders
Age-appropriate spaces
Clinic times adjusted for school
Assessment and management tools available
Training and supervision from higher
levels of care
Easy referral to secondary care
Access to multi-disciplinary team
Basic counselling provided by CHWs
Access to medicine

•
•
•

•

•
•
•
•
•

Secondary care
District/Regional Hospital
Referrals from primary care
Designated age-appropriate spaces
Inpatient care of acute cases
Outpatient care available
Diagnosis and treatment of complex
cases
Easy referral to primary care once
stabilised
Easy referral to tertiary care
Access to multi-disciplinary team
Access to medicines

•
•
•

•
•

•

•
•

Leadership, governance,
and finance
• Updated and well
implemented policy
• Provincial lead to oversee
child and adolescent
mental health services and
systems
• Representation in district
management teams
• Ring-fenced financing
• Common mental and
neurodevelopmental
disorders covered by NHI

Tertiary care
Provincial/Central Hospital
Referrals from secondary care
Provides training to primary and
secondary care
Diagnosis and treatment of very
severe and complex cases
Inpatient care of acute cases
Easy referral to primary or secondary
care once stabilised
Access to multi-disciplinary team
Access to medicines
Local research development

Social development
• Social workers at all health facilities and in community
• Good links between health care and community settings
• Social workers trained to recognise developmental and
behavioural problems
• Easy referral to and from primary care facilities
• Social welfare of population at large

Figure 23: Healthy integrated child and adolescent mental health services and systems

What should CAMH services look like?
The South African government’s goal is for mental health

Figure 24: The building blocks of a ‘healthy’ child and
adolescent mental health system

services to be decentralised and integrated into general
health services, mainly at the primary care level.24, 25 This
Service
delivery

community-based model of care would promote more
equitable access to health care which is crucial in South Africa
given that most communities do not have access to specialist
Financing

care.
According to the Norms for South African Child and
Adolescent Mental Health Services (a report commissioned by
the National Department of Health in 2004), the World Health
Organization (WHO) three-tier approach should be available

Leadership/
governance

to all communities.26 This model starts with community-based

Workforce
A ‘healthy’
child and
adolescent
mental health
system

Information
systems

‘informal’ services, supported by three tiers of formal care at
Essential
medicines and
technologies

primary, secondary and tertiary level as illustrated by Figure 22.
The community-based services, which form the base of the
pyramid, should be able to cater for the majority of children’s
mental health needs and have lower associated costs than
specialised services in the higher levels of the pyramid.27 In an
ideal situation, children and adolescents should have access
to mental health services which range from health promotion
to preventative, curative and rehabilitative services. Promotion

Service delivery
•
•
•
•

Workforce

and preventative services should be offered mainly at the
community level and can leverage environments that children
and adolescents already access on a routine basis, such as
schools and religious organisations. These activities would be

•
•
•
•

aimed at all children and adolescents on the mental health

they can thrive.
As illustrated in Figure 23, a young person who is mentally

•
•
•
•

ill should be identified early by a primary caregiver, school,

health literacy in families and community stakeholders. They

•
•
•

should then be able to access care at a primary care clinic

should be assessed, diagnosed and managed at this level,
with access to a range of health care professionals, including

•
•
•
•

general medical practitioners trained in early detection and
management according to their patients’ needs.
If the child’s condition is too complicated, they should be
referred to secondary level services at their district or regional
hospital to be assessed and managed by a team that includes
a general psychiatrist. Tertiary services should be available
to young people with complex or severe illness who require
sub-specialist input from child and adolescent psychiatrists

High quality, safe, effective, and cost-effective
Medicines, therapies, and technologies
Equitable access
Leadership/governance

or community health centre, which should be close to their
home, and be offered services in their own language. The child

Reliable, robust and accessible
Disaggregated data available
Collect, analyse and synthesise data
Communicates findings
Essential medicines and technologies

community health workers or through screening in routine
health services, supported by programmes to enhance mental

Adequately trained and competent
Well supported
Multidisciplinary
Equitable geographic distribution
Information systems

continuum, with the aim of promoting resilience, positive
coping skills and creating a supportive environment in which

Promotive, preventative, curative and palliative care
Accessible, with limited barriers
Well-coordinated continuity of care
Based on patient needs

Dedicated national and provincial authority
Clear, evidence-informed policy
Regularly updated policy
Strategic plans and implementation plans
Financing

•

Adequate, proportionate, and dedicated budget

and their multi-disciplinary teams. Once stabilised at the
higher levels of care, children and adolescents should then
be referred back to their secondary or primary community
teams to continue their care. This pyramid of care structure
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requires ongoing supervision and training of community and

the health workforce by deploying junior staff to rural areas.

primary health care workers.

In general, health care facilities have access to at least one
drug in each class of psychotropic medication.

Adopting a health systems approach to CAMH
Child and adolescent mental health services function in

Weaknesses

the context of health (and other) systems. It is therefore

Even though South Africa has the most child and adolescent

important to approach CAMH from a health systems

psychiatrists in sub-Saharan Africa, there are currently fewer

perspective and consider all the factors, organisations and

than 60. Of those, no more than 20 posts are in the public

people that ultimately shape the availability and quality of

sector, and only five funded training posts exist nationally.

services. The WHO proposed six ‘building blocks’ of health

Therefore, children and families only have access to

systems including service delivery, the health workforce,

multidisciplinary CAMH teams in a handful of centres where

health information systems, access to essential medicines

government-funded specialist CAMH services are available

and technologies, financing, and leadership/governance.

28

(Cape Town, Johannesburg, eThekwini and Tshwane).

These components of the health system include both

Child and adolescent psychiatrists practicing in the private

‘hardware’ (resources, people, medicines etc.) and ‘software’

sector are also concentrated in these cities. The National

(knowledge, attitudes, beliefs etc.).

A ‘healthy’ system

Mental Health Policy Framework and Strategic Plan 2013

should have adequate hardware, positive software and a

– 2020 detailed the central role of district health services

29

responsive and responsible interaction between the two.

in strengthening general mental health services (including

Figure 24 outlines some of the key building blocks of a

CAMHSS) in South Africa.25 District health services were

‘healthy’ child and adolescent mental health system.

meant to be overseen by a specialist district mental health

29

28, 30

A healthy CAMHSS needs to be rooted in a broader health

team (DMHT) responsible for a broad range of activities,

care system that is healthy, responsive and well integrated

including a) the implementation of collaborative care and

with other systems in education, social development, justice

task-sharing approaches, b) mental health training and

and the NGO sector in order to ensure optimal child and

supervision of staff at lower levels of care, with support from

adolescent mental health. Some of the links between sectors

specialist mental health teams, c) the development of clinical

are shown in Figure 23.

protocols, community based rehabilitation programmes and
inpatient mental units, and d) the facilitation of intersectoral

What services and systems are currently in place?
Strengths
It is important to acknowledge the existing strengths in
South African CAMHSS that can be leveraged for further
system strengthening. South Africa has more child and
adolescent psychiatry specialists than any other country
in sub-Saharan Africa. In addition, CAMH has been on
the radar of government and policymakers for over two
decades. Although not yet implemented, the policy
guidelines on CAMHSS were developed in 2003, and the
norms for South African CAMHSS were commissioned in
2004.31 The publication of the Nurturing Care Framework32
and Sustainable Development Goals (SDGs) have futher
added impetus towards actions that support the mental
health of children and adolescents.33 Over the last two
decades, medical, nursing, and allied health undergraduate
training has evolved to include more mental health training
(albeit with very limited exposure to CAMH). Furthermore,
community service programmes, which are compulsory for all
health disciplines, have attempted to improve distribution of
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collaboration.25
Unfortunately,

there

were

no

clear

provincial

implementation plans for DMHTs, and by 2019, there were
only two DMHTs in the country – one in the Free State and
the other in Mpumalanga.34 The policy was not accompanied
by any ring-fenced budget, grants or guidelines on minimum
expenditure.34 Most provinces did not appoint mental
health directorates to lead the implementation process,
and training and supervision of primary care and community
health workers (CHW) was not standardised.34 There was
also no process put in place to improve data collection and
monitoring over the seven-year period to allow problems in
implementation to be identified and addressed along the
way.34 In essence, there was a failure to engage all the WHO
building blocks in a practical way. This, combined with a lack
of stakeholder participation and buy-in into the development
of the policy, meant that those on the ground were not
committed to its implementation.
South Africa is currently reviewing the National Health
Insurance (NHI) Bill. The Bill aims to provide universal health
care coverage by ensuring access to quality health care

Table 6: Gap analysis of Child and Adolescent Mental Health Services and Systems in South Africa
WHO health system
building block

Amajuba district, KwaZulu-Natal (KZN)38 and various Western Cape (WC) districts14,39,40

Service delivery

•
•
•
•
•
•
•
•
•
•
•
•
•
•

Not age-appropriate* (KZN+WC)
No or limited psychosocial interventions* (KZN+WC)
No services at primary care facilities (KZN)
Limited space and lack of privacy (KZN)
Inappropriate referral pathways (KZN)
Limited community-based interventions (KZN)
Limited CAMH promotion and awareness (KZN)
Poor mental health literacy of school health teams (KZN)
No inpatient facilities (KZN)
No specialist services in rural districts (WC)
No dedicated hospitals or residential units (WC)
Limited CAMH forensic services (WC)
Low patient satisfaction (WC)
Emphasis on quantity of patients seen rather than quality of care (WC)

Health workforce

•
•
•
•
•
•
•
•
•
•
•

Limited training* (KZN+WC)
No CAMH specialists (KZN)
No CAMH trained nursing staff (KZN)
No allied health staff at primary care facilities (KZN)
Lack of human resources (WC)
Inequitable geographical distribution (WC)
Excessive workload demands (WC)
Lack of supervision/support* (WC)
Lack of acknowledgement for innovations to improve services (WC)
Negative staff attitudes* (WC)
Siloed working (WC)

Information systems

•
•
•

No age disaggregated data (KZN+WC)
Inadequate and inaccessible data (WC)
Limited research (WC)

Access to essential
medicines and
technologies

•
•
•

Lack of equipment required for therapy e.g., toys for play therapy (KZN+WC)
Inconsistent availability of psychotropic medications (WC)
No technologies to support data collection (WC)

Leadership and
governance

•
•
•
•
•

No district or provincial CAMH policies or implementation plans (KZN +WC)
No functional intersectoral collaboration system (KZN +WC)
No reference to CAMH in general health policies (WC)
No involvement of CAMH experts/users in policy development or review (WC)
No dedicated provincial leadership (WC)

Financing

•
•

No ring-fenced budget (KZN+WC)
Low priority compared to adult mental health and general health care (WC)

* Findings at primary and secondary levels of care
Sources:
Mokitimi S, Schneider M, de Vries PJ. A situational analysis of child and adolescent mental health services and systems in the Western Cape Province of South Africa.
Child and Adolescent Psychiatry and Mental Health. 2022;16:6.
Babatunde, G. et al. Planning for child and adolescent mental health interventions in a rural district of South Africa: A situational analysis. Journal of Child and Adolescent Mental Health. 2020; 32, 45–65.
Mokitimi, S., Jonas, K., Schneider, M. & de Vries, P. J. Child and adolescent mental health services in South Africa - Senior stakeholder perceptions of strengths,
weaknesses, opportunities, and threats in the Western Cape Province. Frontiers in Psychiatry. 2019; 10:841.
Mokitimi, S., Schneider, M. & de Vries, P. J. Child and adolescent mental health policy in South Africa: History, current policy development and implementation, and
policy analysis. International Journal of Mental Health Systems. 2018; 12: 36.

for all South Africans without financial hardship.35 The Bill

Africa, and these conditions may therefore be overlooked

notes that all children will have access to ‘basic health care

when the basic services are defined.37 There are also no child

services’, but does not define what will be included in the

and adolescent health experts represented on the benefits

services.35, 36 This is particularly concerning because there

advisory committee that will decide what service benefits

are currently no CAMH-specific disorders on the chronic

will be covered by the fund.36 The Bill also notes that school

disease list or the minimum prescribed benefits in South

health services will be available to cater for the physical and
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Case 19: Three patient journeys into mental health services
Zachary was two years old when his mother noticed that

hospital ward with adults. Fatima found it a terrifying

he was not speaking any words. She was worried about

experience. Fatima said: “Why would the doctor send me

this, and took him to the community clinic. At the clinic

to a hospital with adults? Why would the doctor send me

the nurses told her that ‘he is just a boy’ and that he will

to a hospital where people are tied up? I hate it here!”

start to speak soon enough. Four years later Zachary was

Andile is a 15-year old boy who has attention deficit/

diagnosed with autism spectrum disorder with associated

hyperactivity disorder (ADHD) and lots of difficulties

language disorder and many challenging behaviours

learning in school. He regularly needs to go to the

because he did not know how to communicate with people.

community clinic to have a check-up for his medication.

His mother had to stop working because no-one else was

He is very motivated to do schoolwork, in spite of his

able to look after him. When the diagnosis was finally made

difficulties. His mother has to take a day off work to bring

by the specialist child and adolescent psychiatry team, she

him to the clinic every time. However, Andile and his

said: ‘If only people had listened to my worries when he was

mother are very frustrated by the services: “The last time I

two, our lives could have been so much better’.

was there the nurse told me I must be there on Friday, but

Fatima is a 13-year old girl who suffered with anxiety

we only see the psychiatrist on Tuesday. So, I missed the

symptoms since early childhood, but she was still able

school day and on that day we had to do a project. I could

to go to school where she had very supportive teachers.

have done my project. It was a waste of money.” Andile’s

When she started in secondary school, the anxiety became

mum also explained how files are not always available

overwhelming. She started having severe panic attacks

in the clinics, how they are told to come back the next

and was unable to go to school. She became so unwell

day, and how they sometimes have to wait for a very long

that she needed to be admitted to hospital. However, she

time at the pharmacy without staff seeming to realise that

lived in a rural district and was admitted to a psychiatric

children need to get to school.

mental health of schoolgoing children.35 However, there is no

South African district to ensure a more equitable distribution

clarity on how these services will be structured, which is likely

of child and adolescent psychiatric services and to bring

to hinder their successful implementation.

those services close to home.

Recent studies in the Western Cape and KwaZulu-Natal

An ideal district CAMH Team should include a child and

and despite the

adolescent psychiatrist, psychologist, speech and language

different contexts, the findings were surprisingly similar, with

therapist, occupational therapist, child and adolescent mental

critical gaps outlined in Table 6.

health nurse practitioner, social worker and dedicated link

have identified gaps in CAMHSS14,

38-40

These weaknesses have severely undermined the quality of

professionals from the departments of Basic Education and

care for children and adolescents who present with emerging

Social Development. These district CAMH teams would then

or definite mental disorders, as outlined in Case 19.

guide and provide services across primary and secondary
levels of care, and would be supported by – and refer to –

What can be done to strengthen systems and
enhance quality of care?

specialist CAMH teams based at tertiary/university institutions.

With CAMHSS in crisis, there is an urgent need to progress

institutions would lead the training of the CAMH workforce,

from describing the problem to thinking how to strengthen

guide development and delivery of services for highly

services and systems for CAMH. This includes developing a

complex disorders, support and supervise district CAMH

long-term vision for CAMH services and identifying innovative

teams, and conduct CAMH research relevant to the needs of

ways to strengthen the system in the immediate, short and

South African communities.

medium term.
A long-term vision
Given that one in five children and adolescents presents
with a diagnosable and treatable mental disorder, we should
ideally establish a multidisciplinary CAMH team in each
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Specialist CAMH teams from tertiary hospitals and university

To staff the district CAMH teams, child and adolescent
psychiatry would need to be reclassified as a ‘specialty’ rather
than as ‘sub-specialty’ in the same way that Paediatrics became
distinct from General Medicine. This would reconceptualise
Child and Adolescent Psychiatry as a community speciality,
rather than as a highly specialised (‘sub-specialist’) discipline.

Table 7: Strengthening child and adolescent mental health services and systems in South Africa41, 42
Health system
building block
Service delivery

Immediate action

Create separate clinic
days with guidelines
for how to run a
child/adolescent
friendly clinic
• Times adjusted
to suit school
times
• Limit number of
visits
• Have medication
and folders ready
Set up designated
room for children
and adolescents with
mental disorders
admitted at
secondary level

Short-term actions
(1 – 5 years)

Medium to long-term actions
(5 – 10 years)

Develop appropriate screening tools for
common CAMH disorders
Improve use of routine developmental screening
in Road to Health booklets by caregivers,
community health workers and nurses
Train community (e.g. early childhood
development (ECD) workers and teachers)
on early symptoms of CAMH and
neurodevelopmental disorders
Establish mental health literacy training for local
teachers and youth leaders, and provide them
with basic counselling skills for children and
adolescents
Rollout of established caregiver interventions
(such as WHO caregiver skills training)
Establish clear referral pathways from schools
(including ECD centres) to community and
primary care health services

Determine and implement standards for
age-appropriate infrastructure in facilities
at all levels
Develop and implement packages of
services and competencies expected at
each level of care
Develop and implement clear clinical
guidelines/protocols for common CAMH
disorders and emergencies for each level
of care
Develop and implement school-based
interventions that can be added to
curriculum e.g. in life orientation
Develop counselling skills of CHWs to
deliver psychosocial support at primary
care level
Develop digital clinical decision support
systems

Establish clear, transparent referral pathways
across all levels of care in urban and rural
districts
Health workforce

Introduce supervision
for primary care staff
with designated, ring
fenced supervision
time

Allocate a provincial/central hospital to
supervise each regional hospital
Allocate a regional hospital to supervise each
district hospital
Allocate a district hospital to supervise each
Community Health Centre/clinic
Establish nationwide training of all primary
care providers using existing guidelines e.g.
Practical Approach to Care Kit and mental
health Gap Action Programme. Training could
be provided using various modalities including
online, self-paced learning

Develop accredited CAMH short courses for
community and primary health workers (e.g.
CHWs, nurses, medical officers, general
pratitioners, occupational, speech and
language therapists , psychologists etc.)
Establish specialist CAMH teams in
provincial hospitals in all provinces
Re-evaluate existing health science
curricula to increase academic training and
practical exposure to CAMH
Develop postgraduate diplomas and
masters programmes for non-specialised
health professionals
Establish specialist integrated CAMH
teams at district level
Re-classify child and adolescent psychiatry
as a speciality instead of a sub-speciality

Information
systems

Access to
medicines and
technologies

Set up regular
(monthly) facility and
(quarterly) subdistrictbased meetings,
where the compiled
statistics are
presented and poor
outcomes discussed
Ensure good and
continuous supply
chains for all essential
medicines used in
CAMH

Develop clear indicators specific to CAMH and
tools to gather these data

Capture and analyse CAMH indicators at a
provincial and national level

Create disaggregated data systems for under
18-year olds vs over-18-year olds

Establish annual reporting of CAMH
indicators

Make the generation and provision of CAMH
statistics mandatory for facilities

Allow some medications that are
traditionally only be dispensed at tertiary
level to be dispensed at secondary and
primary level
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Health system
building block

Immediate action

Leadership and
governance

Short-term actions
(1 – 5 years)
Introduce provincial CAMH Lead Professionals
in all South African provinces

Medium to long-term actions
(5 – 10 years)
Review and revise the national CAMH
guidelines/policy)
Develop provincial CAMH implementation
plans
Make national policies and provincial plans
easily accessible, including to the public
Government to create suitable
communication mechanisms for interaction
with service providers and service users

Financing

Disaggregate budgets to allow calculation of
CAMH-specific budgets and costings

Establish representation of CAMH in
National Health Insurance Benefits
Advisory Committee(s)
Advocacy to add more child and
adolescent mental disorders to the Chronic
Disease and Prescribed Minimum Benefits
lists
Implement universal basic income grant

Immediate, short and medium term goals

African context, and list some local initiatives of potential

We acknowledge that the ideal vision of a community

relevance.

CAMHSS is unlikely to be realised in the short-term, given
the current context of staff shortages and budget cuts.

Upstream socio-economic intervention

It is therefore important to identify strategies that could

There is a clear association between poverty and mental

strengthen CAMHSS in South Africa in the immediate, short

illness, and ‘economic’ interventions are emerging as

and medium term. Table 7 outlines a set of immediate, short-

intervention modalities alongside pharmacological and

term (1 – 5 years) and medium-term (5 – 10 years) CAMHSS

‘talking’ treatments for mental health problems.19 Recent

strengthening actions across the building blocks of health

studies in Malawi and Uganda have shown cash transfers

systems.

to be effective in reducing symptoms of depression in
adolescents.44, 45 South Africa has one of the highest rates

Existing and potential CAMHSS strengthening
activities in South Africa

of unemployment in the world, with an official national

Case 20 describes local initiatives to make immediate

important to consider the broader socio-economic context

improvements in the CAMH system in the Khayelitsha

of young people living in South Africa when thinking about

Eastern Substructure in Cape Town. This provides a very

their mental health. This may provide an important argument

inspiring example of how local enthusiasm and coordination

for the implementation of the universal basic income grant in

combined with good and clear evidence-based information

South Africa.

unemployment rate of over 30% in 2021.46 It is therefore

can transform clinical services and systems without any
significant additional resources.

Intersectoral collaboration

A recent review by Simelane and de Vries examined a

School mental health programmes and mental health literacy

range of CAMH strengthening innovations from various

initiatives may have an important role in improving the health-

LMICs to inform potential CAMHSS strengthening activities

seeking behaviour and coping skills of schoolgoing children

in South Africa. Innovations identified included interventions

and adolescents and their teachers.47-49 Findings from Malawi

to promote mental health at a broader socio-economic level,

showed improvement in the self-confidence of learners and

to develop intersectoral collaboration, to build the CAMH

improved detection of at-risk learners. Such programmes

workforce, to use digital technologies and develop tools and

may, therefore, represent another important strategy to

guidelines for clinical use. Here we summarise some of the

strengthen CAMHSS in South Africa.43 However, school

key findings from the review and their relevance to the South

mental health and mental health literacy programmes require

43
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Case 20: Transforming CAMH services in the Khayelitsha Eastern Substructure – a practical step towards a better future
As described in previous research, there are a lack of

for children and adolescents requiring inpatient care,

dedicated CAMH services at primary health care (PHC)

some progress has also been made at the secondary

facilities in the Khayelitsha Eastern Substructure (KESS).

level of care. At least one hospital now has a dedicated

Services for children and adolescents with mental disorders

adolescent room in the emergency psychiatry ward. This

are mixed with adult mental health services at primary and

room will be available for all adolescents in KESS who

secondary care level, with age-appropriate services only

require admission. Two other hospitals have identified

available at tertiary level. Children aged 12 and under

‘low-risk’ areas in their adult psychiatric wards. These ‘low

are admitted to paediatric medical wards, exposing

risk’ areas are close to the nurse’s station and can be used

them to potentially contagious medical conditions, while

for vulnerable adolescents to ensure better monitoring

adolescents are admitted to adult emergency psychiatry

and visibility. These ‘low risk’ beds will act as overflow

units which may exacerbate psychological trauma and

admission areas, should the dedicated adolescent room

reduce compliance to treatment.

be full. Shortcomings in ward infrastructure have also been

Considering these challenges, KESS set out to establish
age-appropriate CAMH services within their resource

identified, with plans in place to make the spaces more
youth friendly.

constraints. A stakeholder engagement process was

To formalise this process, a first draft of the standard

initiated in August 2021 with community mental health

operating procedures for developing separate CAMHS

nurses and district hospital facility managers. As a result,

at primary and secondary level has been circulated to

community mental health nurses were trained on how to

facility managers in KESS for comment and approval.

develop a mental health service structure with separate

The new service structure will be monitored to measure

child and adolescent and adult services. Facility and

progress and effectiveness. Important next steps for the

operational managers of primary health care (PHC) clinics

programme include training of providers and provision of

were also engaged to ensure buy-in of management for

CAMH resources for assessment and intervention.

the implementation of the new service structure.

This initiative by the KESS service providers and facility

By January 2022, only five months after the initiation of

managers is an example of how services can be optimised

the process, all nine of the PHC facilities which fall within

within existing resource constraints. Furthermore, it

KESS had confirmed that they had created a separate

illustrates the importance of buy-in from all stakeholders

service for CAMH within their existing service structures

to ensure successful uptake and implementation. The

(100% implementation). CAMH services are offered

documentation and monitoring of this process is an

either in the morning (7am – 1pm) or in the afternoon (1

important step towards creating practical guidelines and

– 4pm) in different facilities depending on their contexts

providing quality care that is feasible in such settings.

and user needs. As caseloads increase, service hours

This may be scaled up to other parts of the province in

will also increase. Following ongoing discussions and

collaboration with the provincial CAMH coordinator

hospital walkabouts to try and identify possible locations

should it prove to be successful.

strong and sustained collaboration between the health and

in and agreement across stakeholders.43, 51 Even though the

education sector, with clarity about roles, responsibilities and

First Thousand Days of Life Initiative stops at age two (which is

funding, as well as buy-in and support from the highest levels

far from schoolgoing age), principles of implementation and

of government.

lessons learnt from the initiative could provide a foundation

In South Africa, the First Thousand Days of Life Initiative
represents an example of a promotive, intersectoral activity

on which school mental health programmes, as proposed in
the NHI Bill, can be built.52

focused on maternal mental health, parenting and the
nurturing care of infants and young children.50 This involved

Capacity building and supervision

collaboration between the Department of Basic Education,

Capacity building is another priority area and can be used to

Department of Social Development, and Department of

promote task-sharing through the training of non-specialist

Health. The initiative provides important lessons about the

health workers. This was done in Uganda, where general

complexities of intersectoral work and the importance of buy-

health workers from different disciplines were purposively
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Case 21: A better future for children and adolescents with mental disorders
Zachary (introduced in Case 19) has a younger brother,

needed admission. Fatima said it made a huge difference

Sam. Since Zachary’s diagnosis of autism spectrum disorder

knowing that she did not have to fear going into hospital

at the age of six, a programme had been introduced to

with severely mentally ill adults.

train community-based and primary care staff on ‘red flags’

Andile’s community health clinic got a new nurse who

or risk markers for autism. When mum took Sam to the

was passionate about the mental health of children and

clinic worried about his language development, the nurse

adolescents. The nurse negotiated a dedicated day for

immediately recognised his language delay and family

CAMH, made sure that files were ready and prepared the

history of autism. She used a screening tool which identified

day before, and checked with families whether they would

many other developmental concerns, and referred Sam to

prefer a morning or afternoon appointment to cause the

the neurodevelopmental team, who diagnosed his autism

least disruption to school attendance. She also organised

within a few months. Sam’s mother was offered home-

that on those days the pharmacy would be ready to dispense

based coaching by a community health worker (who was

medications to children and families in a dedicated queue.

supervised by an expert from the district team) to help

Andile and his mum were very impressed. The clinic nurse

him with his development and communication. She said

realised that Andile’s ADHD medication was not optimal

it was very helpful to do the coaching at home, and that

and, through a new collaborative care plan, referred him

it also helped her with Zachary’s communication. In spite

to secondary and tertiary care. He received an additional

of having two children with autism, she felt supported,

multidisciplinary intervention from the specialist CAMH

understood and empowered.

team, where his medication was also adjusted. He is now

Fatima continued to need support for her anxiety, but
the local district hospital created a dedicated ‘adolescent-

back at his local community clinic for regular check-ups
without interrupting his schooling. He is doing very well.

friendly’ area and bed for young people like her who

selected from different regions in the country for a two-year

CAMH services in South Africa, but it will be important to

training programme. The programme resulted in increased

consider potential barriers to the implementation of digital

CAMH expertise in the peripheral regions of the country and

technologies very carefully to ensure that the pre-existing

a more than 10-fold increase in the number of children who

digital divides between rich and poor, and between urban

were seen and treated for mental disorders. The Ugandan

and rural communities, are not inadvertently increased.43

53

53

study adopted a trainees-become-trainers model to increase
the sustainability of the initiative, with increasing numbers of

Clinical service toolkits

trainees each year.53 Adopting a similar approach would not

Although clinical toolkits were not included in the review

require increased numbers of staff in South African public

by Simelane and de Vries, a scoping review by Babatunde

health facilities, but could increase the efficiency and quality

and colleagues identified the lack of contextually relevant

of services offered by those already working in the health

screening and assessment tools as a major barrier to improving

system.

CAMH services in South Africa.55 The WHO developed the
mental health Gap Action Programme (mhGAP) as a tool to

Digital technologies

support primary care training and clinical decision-making

One of the emerging innovations in CAMHSS is the use of

across a range of mental health presentations, and includes

digital technologies. In an innovative study in India, a digital

child mental health modules.56 The PACK Child programme,

clinical decision support system was developed.54 This meant

developed by the Knowledge Translation Unit at the

that general practitioners at a primary level of care were able

University of Cape Town, was developed to provide primary

to access supervision from a digital platform, with prompts

care clinicians with a basic guide on the identification and

to guide them through the assessment and management of

management of a range of childhood conditions, including

children and adolescents. It was less labour intensive than

some mental health presentations (such as the depressed or

one-on-one supervision from a child psychiatrist, and had the

disruptive child).57 These kind of tools may have the potential

dual purpose of being a training tool for the clinicians. Such

to be implemented in South Africa. However, it is crucial first

technologies have great potential to increase the reach of

to understand which conditions should be managed at which

54

54
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levels of care and in which sectors, then to identify the most

provide the early interventions needed to prevent the long-

appropriate people to perform the tasks, to ensure that the

term, multi-level costs associated with poorly functioning

training tools provided are a good ‘fit’ to the practitioner’s

CAMHSS.

needs and baseline knowledge. Such training programmes,

We acknowledge that comprehensive strengthening

therefore, need to be accompanied by clear guidelines on

of CAMH services and systems in South Africa does not

what services and competencies are expected at each level

depend on a single action, but rather on sustained action

of care, including the roles and responsibilities of different

across multiple services, systems and levels of care. Crucially,

members of the team and the referral criteria between

the journey towards sustainable and scalable systems

each level of care to ensure continuity of care and a smooth

strengthening will require participatory engagement with

functioning CAMH system.

stakeholders across all levels of the health care system,

These investments in strengthening CAMH systems in

including

senior

government

policy-makers,

funders,

South Africa have the potential to enhance the quality of care

grassroots service providers, and families and young people

and to improve outcomes for children, adolescents and their

themselves.58, 59

families, as outlined in Case 21.
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Child and adolescent mental health
and the digital world: A double-edged sword
Rachana Desaii and Patrick Burtonii

The fourth industrial revolution has increasingly blurred the

by device and cost, but also by parents, who play the greatest

boundaries between the physical and digital worlds, leading

role in determining when, how and where their children can

to dramatic shifts in daily life and changing the way children

use devices and connect to the internet.

1

Through the COVID-19 pandemic, access to reliable

Never before has this been so evident than at the onset of

internet access became even more important, as teaching,

the COVID-19 outbreak and the subsequent unprecedented

connection with friends, play, and access to support services

exponential rise in technology and internet use.2 Global

increasingly moved online. While significant progress may

estimates suggest that one in three internet users is a child

have been made to extend internet access to under-served

and that the proportion of child internet users is likely to be

areas prior to the COVID-19 pandemic,7, 8 children across

higher in developing countries.3

the country did not have equitable access to the internet

and adolescents live, socialise, move around and learn.

Digital technology, especially social media use, has

during the lockdown periods. Socio-economic barriers to

to information, social connection,

accessing the internet prior to the pandemic, which included

education, online support groups and professional help.

the high cost of mobile data, the price of devices, and poor

There is also increasing public debate and concern that

signal, were exacerbated during the COVID-19 lockdowns,

digital technologies may influence a child’s ability to interact

deepening existing social and digital inequalities or the

with others in ‘real life’ and that too much time spent on

‘digital divide’.9

provided access

social media may contribute to mental health problems such

Globally, regional differences in internet access during

as depression, self-harm and suicide. There are substantial

the lockdowns associated with the COVID-19 pandemic

research gaps in understanding the possible benefits

were also found, with only 20% of children in Africa being

and harms of the evolving digital world.

To contribute

able to access the internet often and very often compared

to the collective understanding of the experiences and

to 86% of children in Eastern Europe.10 A generational digital

consequences of growing up in a digital world, this chapter

divide is also evident in digital skills and knowledge between

aims to bring together diverse perspectives and interrogate

parents and children. One in two children report being better

the impact of digital worlds on children’s mental health and

internet users than their parents in South Africa.6 Parents may

to provide recommendations for policy and practice.

have limited knowledge of the risks and opportunities that
the digital world may offer, which in turn may prevent parents

How do South Africa’s children use digital
technology?
South Africa has approximately 38 million internet users
(1.5 million households).4 Children most often go online on

from appropriately intervening and guiding their child’s
online activities in line with their evolving capacities.8, 11

smartphones, using mobile data at home, and the level of

How does the digital environment impact on child
and adolescent mental health?

online engagement increases with age.5 Home computer

Understanding the impact of the digital environment on

and tablet access at home is relatively rare in lower socio-

children’s mental health requires a balanced consideration of

economic contexts.3, 6 Cell phone plans in South Africa also

the risks, opportunities, and full range of children’s rights in

provide free or cheaper access to social media platforms,

a digital world. Using a child-centred approach developed

resulting in social media use being much more prevalent than

by EU Kids Online,12 online risks and opportunities can be

any other online activity, driving the content that children

classified according to four criteria, as outlined in Figure 25.

engage with online. For children, access is not only mediated
i
ii

While access to and affordability of reliable high-speed

DSI/NRF Centre of Excellence in Human Development, Faculty of Health Sciences, University of Witwatersrand, Johannesburg, South Africa
Centre for Justice and Crime Prevention
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Figure 25: Classification of online risks and opportunities
Content:
The child is a recipient of digital
content that is either massproduced or user-generated
(including by the child), which
may or may not be
shared widely.

Contact:
The child is a participant of an
interactive encounter.

Conduct:
The child as actor in a peer-topeer exchange.

Contract:
The child is an active participant
in the digital market. This can be
mediated by the
automated (algorithmic)
processing of data.

Content risks include:
Violent, hateful or pornographic
content that may be illegal and
age inappropriate. Receiving
misleading information or “fake
news”, advertising and spam.

Contact risks include:
The child experiences or is
targeted by contact in a
adult-initiated interaction
resulting in harms, harassment
(including sexual), stalking,
hateful behaviour, sexual
grooming+ and sextortion.

Conduct risks include:
Bullying, hateful
peer activity, trolling*, sexual
messages, pressures or
harassment, participation
in potentially harmful user
communities (e.g., self-harm or
eating disorders).

Contract risks include:
Digital fraud, identity theft and
age-inappropriate marketing
messages.

Content opportunities include
Seeking out educational
material, mental health
information and support e.g.
resources from the South African
Depression and Anxiety Group
(SADAG).

Contact opportunities include
Digital health interventions
such as computerised cognitive
behavioural therapy (CBT) for
depression and anxiety for
adolescents14, and access to
digital playgrounds that mimic
offline play15.

Conduct opportunities include
Fostering a sense of social
inclusion and connection.
Children enjoy, express
themselves, develop, learn, and
participate in the digital world.

Contract opportunities include
Social media uses search
words such as ‘suicide’ and
‘depression’ to access contact
details of local organisations
that provide critical mental
health resources.

Notes: + Tactics abusers deploy through the internet to sexually exploit children *To instigate conflict, hostility, or arguments in an online social community.
Adapted from: Livingstone S, Stoilova M. The 4Cs: Classifying Online Risk to Children. 2021.

internet remains a challenge for large sections of South
African society, the digital environment can offer significant
opportunities for enhancing child health and well-being
through the provision of psychosocial support, mental health
services and information to children, particularly where few
physical resources or services are available, or where children
may feel threatened or otherwise uncomfortable seeking
physical services or consulting offline sources of information.13
Yet, children in the digital world are also exposed to a
range of threats to their emotional, physical or mental wellbeing. The degree of potential harm depends on:
• The nature and severity of the online risk

• School environment (poor teacher and peer relationships,
bullying) and
• Community context (exposure to violence, lack of green
spaces for play)
It is therefore useful to consider how to foster the (digital)
resilience of children so that they understand what risks they
are likely to encounter at different ages and know when they
are at risk, what to do when they encounter risks, how to
seek help, and how to recover – and learn – from adverse
experiences.

environment (privacy settings, moderation servicesiii and

How can a child rights approach be used to strike
the optimal balance between children’s rights to
protection and participation?

access to mental health support)

Much of the initial focus of legislation and policy within

• The design, regulation and management of the digital

• Offline risk and protective factors (including the child’s

South Africa has been focused on protecting children from

age, gender, digital skills, resilience, personality, socio-

exposure to online risks and harms, often at the expense of

economic situation)

participation and privacy.

• Family relationships (harsh discipline, neglect, parentchild conflict, positive parent-child relationships),

Yet, the United Nations Committee on the Rights of the
Child’s General Comment No. 25, issued in 2021, provides

iii Moderation services refers to the reviewing, filtering and monitoring of user-generated content online, often undertaken by the organizations or companies on
whose platforms the content is posted.
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substantive guidance to states and other duty bearers on

In addition, the following rights should be applied to all

what the digital environment means for children’s civil rights

stages of the policy, implementation and intervention

and freedoms, and their rights to privacy, non-discrimination,

development process:

protection, education, play and more. It also explains why

• Best interests of the child

and how states should give effect to children’s rights in the

Legislation and policies should not focus on the protection

digital environment.16

and safeguarding of children in a way that undermines

Notably,

the

Committee

conducted

consultations

or restricts children’s other rights within the digital

with children around the globe who expressed their lived

environment – such as their rights to privacy, information

experiences, opinions and hopes for a safer and more

and participation.

inclusive digital world. In acknowledging the important role
of children’s participation, the General Comment begins by
sharing some of the children’s views:
Children in diverse contexts see digital technology as critical
to their current lives, and the future. They find benefits in using
digital technology: “By the means of digital technology, we
can get information from all around the world”; “When you
are sad, the internet can help you see something that brings
you joy”. Children also called for action to support, promote
and protect their safe engagement with these technologies:
“I would like the government, technology companies and
teachers to help us manage untrustworthy information online”;
“I would like to obtain clarity about what really happens with
my data … Why collect it? How is it being collected?”16(p.1)
The General Comment then identifies six principles that
should inform state-led efforts to respect, protect and fulfil

• Evolving capacities
Laws, policies and interventions should adopt a more
active and empowering approach that recognises how
children’s need for protection diminishes and their
capacity to take responsibility for decisions affecting their
lives grows across the life course.
• Non-discrimination
Interventions and policy guidelines should be attuned
to the diverse experiences of children which affect their
access to, and experience of, digital technology and take
care that the measures introduced do not exclude or
discriminate against particular groups of children, such as
children living with disabilities or those who do not have
access to the internet.17
• Child participation

the rights of the child in the digital environment as outlined

Children have a right to be heard on matters that affect

in Figure 26:

them and children’s participation is essential to ensure
that policies and programmes are attuned and responsive

Figure 26: Six principles that should guide the realisation of children’s rights in the digital environment
Access to digital
technology

The right to
protection and
safety

Freedom of
expression

The right to
education

Privacy

Freedom of
association and
assembly
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to children’s needs. Policies and programmes should also

Appropriate Design Code,iv and strengthening reporting

foreground and foster children’s own agency, but without

and accountability mechanisms to ensure that swift action is

placing an undue burden on children for their own safety

taken to address user complaints and remove inappropriate

and well-being.

content.

What are the opportunities to strengthen policy
and practice?

Educational institutions

Realising the potential of digital technology to enhance

engagement with teachers, learners and the wider school

children’s mental health and well-being requires a whole-of-

community. School policies, regulations and guidelines

society approach and will require interventions to transform

should aim to balance the protection of children with

both policy and practice.

their rights to privacy and to use technology in a way that

Legislation and policy
Children’s access to digital technology and their digital
literacy and skills impact on their safety online, their ability
to successfully navigate risks, manage and balance healthy
digital technology use, and bounce back from adversity.18
Therefore, policies at a national and provincial level should
explicitly focus on prioritising universal broadband access
and accompany this with obligatory training and skills
development for children, educators, parents and caregivers.
While there is not yet a substantive body of evidence
from South Africa on the interaction of online and offline risk,
there is sufficient global evidence and evidence-informed
guidance16,

19

to justify the integration of children’s online

protection, including the addressing of online risks to
children’s mental health and well-being, as a substantive
aspect of policies and legislation addressing violence against
children. Therefore, all policies and legislation relating
to the provision of digital technology and services, and to
the prevention of violence and promotion of safety, should
explicitly integrate steps to ensure the safety and well-being
of children online.
Steps taken should be integrated into the regulatory
framework of all digital technology services that children
may encounter.

The White Paper on Audio and Audio-

visual Content Services, for example, provides a framework
to protect children from harmful and exploitative marketing
practices by commercial enterprises. This policy approach
could be strengthened by placing further obligations on
industry to ensure that products and services take into
account the fact that children may access services not
directly intended for use by children. This could include the
introduction of mandatory Child Rights Impact Assessments
on all digital services, the implementation of an Age-

Schools offer a critical platform for intervention and

is appropriate to their age and evolving capacities.v Such
policies should promote positive use of digital technologies,
while taking steps to restrict access to harmful content.16
The Department of Basic Education has revised its
Guidelines on E-safety in schools, which is intended as a
framework and resource for schools, governing bodies and
parents.20 However, these guidelines, even in their revised
form, are dated, and fail to integrate more recent evidence on
children’s use of technology, the critical issues and challenges
facing schools and children, and emerging best practice on
how to address these challenges. This includes the failure to
address data protection and management which may result
in harmful outcomes – mental and physical – to learners,
particularly as schools adopt EdTech and various forms of
e-learning and school-parent communication platforms.
There is similarly no uniform integration of online safety
and digital well-being into the formal curriculum, although
there is emerging good-practice available from interventions
offered by NGOs as outlined in Case 22.
In their efforts to keep children safe, schools may
inadvertently collect or utilise data in ways that may pose
a risk to children’s mental health and well-being.21 For
example, digital technology intended to aid communication
with parents and children may lead to direct harm if children
are identified and their behaviour discussed in a public forum
(an unintentional ‘shaming’ exercise). Similarly, as learning
has gone online, the systems that schools use may expose
children to risks through unregulated data collection by
education technology companies. Institutional policies are
thus required to manage the use of digital technologies
and social media in a way that promotes their utility and
opportunities while safeguarding and protecting children.
Interventions aimed at developing cognitive functioning and
socio-emotional learning skills of younger children, including

iv See for example, https://5rightsfoundation.com/our-work/design-of-service/age-appropriate-design-code.html.
v While it is recognised that schools and other institutions function in very different contexts, and have variable access to resources (including in some instances
having limited or no access to digital technology), a model set of guidelines and policies are important to ensure that those schools who are well-connected
implement the most appropriate policies, and that as more schools are connected and introduce digital technology, they adopt and implement evidence-based
policies and guidelines from the outset.
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early childhood development programmes, should consider

Health care services

integrating digital literacy. This ranges from the inclusion of

Digital technology has the potential to expand access to much

material targeting parents and caregivers on age-appropriate

needed psychosocial support and mental health services for

internet and device access and usage, to digital literacy

children in South Africa. This includes digital mental health

programming for parents and caregivers themselves.

services from the state as well as psychosocial support and

Training for educators is also needed so that they are able
to identify children who exhibit symptoms of trauma or distress

trauma counselling from non-governmental organisations
(NGOs) and civil society.

as a result of online harm and can refer them to psychosocial

These investments are particularly pressing given the

support services. This should be incorporated into broader

treatment gap for children in South Africa, as they have

care and support for teachers and learners programming,

the potential to extend the reach of specialist child and

rather than being seen as a distinct symptomology.

adolescent mental services which remain extremely limited

Case 22: Web Rangers – Building the digital literacy skills of South Africa’s children
Phakamile Khumalo and William Birdi
The Web Rangers programme is led by Media Monitoring

There are reported suicides, molestation, human

Africa (MMA) and partners in South Africa and aims to

trafficking that happens through social media and

empower children (aged 12 – 17 years old) with digital

it happens at a high rate because children are not

and media literacy skills so they can become active

responsible and that’s where the Web Rangers fit,

digital citizens. This means having the tools and skills to

to educate and shape our view on social media. I

use the internet, social media and other digital tools in a

do not reply to a lot of messages from strangers.

responsible and ethical way.

I avoid negative comments even on my posts

ii

Since 2016, the programme has trained over 1,300

because I know people are angry with themselves

children using MMA’s Web Rangers curriculum.23 Once

and they try to make everyone angry as well so they

trained, Web Rangers are tasked with creating innovative

can feel better. Unfortunately for them, I am a Web

online safety videos that promote active digital citizenry

Ranger, and it has made me a hard nut to crack. I

within their schools and communities. They also host

do not succumb to the social media world of being

online safety webinars, school presentations and engage

reckless.”

in high-level information and communications technology
(ICT) related policy discussions and submissions to ensure
that children’s voices are heard, and their participation
prioritised.
The programme uses a child rights approach and
combines training, advocacy work and policy engagement
opportunities to challenge the mindset that children
are just vulnerable victims with little or no agency.
For example, key highlights include the Web Rangers
representing South Africa at the 2019 Internet Governance
Forum in Berlin, and creating the first ever South African
comic book educating children about misinformation and
disinformation24.
Tumelo, a 2017 Web Ranger ambassador, tells a
beautiful story of the impact of the programme:

i
ii

This is one of many powerful quotes from programme
participants that illustrate how becoming an active digital
citizen helps challenge children’s violent online behaviour
patterns, offers them ways to manage conflict, build
core skills and resilience, and helps strengthen children’s
mental health.
A systematic review of the impact of digital skills training
for young people in the United Kingdom25 confirms the
positive link between digital literacy and mental health.
The research found that digitally skilled children aged 12 –
17 years experienced less distress after facing online harm.
This by no means makes Web Rangers immune from
potential harm online, but they are equipped with the tools
and resources to take advantage of new opportunities
that technology and the internet offers, and they have

“The Web Rangers is unique because the education

the knowledge and skills to successfully navigate the

system does not teach this or parents at home.

challenges they encounter online.

Media Monitoring Africa
Web Ranger partners include Google, Meta, TikTok, Department of Communications and Digital Technologies, the Film and Publications Board, Walt
Disney and Dentons.
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Case 23: Human-centred design of apps to support adolescent mental health
Alastair van Heerdeni
The phenomenal growth of mobile technologies over

adolescents. The end product was not pre‐determined,

the past 15 years has stimulated innovation and the

but rather allowed to evolve through the design process.

development of digital interventions to support child and

The final product was a chatbot intervention delivering

adolescent mental health. Understanding the needs, wants

transdiagnostic cognitive behavioural therapy content

and limitations of end users is a critical component of any

to adolescents aged 15 – 18 years. The intervention

human-centred design (HCD) process. Key elements of

was designed to be adaptable across different settings,

HCD include:

including low‐ and middle‐income countries (LMICs).

• Developing personas or fictional characters based

The Step-by-Step study had a similar goal to design

on research and data that describe the generic types

a digital mental health intervention that could be rolled

of people involved in or benefiting from a digital

out to adolescents in LMICs. The design process began

intervention. The persona is then used to help the

by engaging key stakeholders and experts and included

project team understand the needs and motivations of

formative qualitative work with populations in Lebanon.

the target user.

These consultations provided important information that

• Using cards to help visualise the journeys or the

went on to inform the development of the content, the

sequence of steps that users take to complete a task

guidance model and the delivery system (e.g., app or

or use the service.

website). The result was an illustrated narrative game that

• Convening co-design workshops to bring the intended

used animated characters to provide psychoeducation

users into the design process and build trust. It is a

and training in behavioural activation therapy. The

more creative approach to public engagement that

characters and story are provided in four “flavours”, with

allows people to work together to explore the design

users selecting the one they preferred (e.g. a man with or

of digital solutions.26

without a beard).

An example of how these principals lead to very

While both had the same goal, using an HCD process

different real-world outcomes can be seen in a recent set

resulted in two very different digital health tools. Often

of apps designed to support adolescent mental health –

described as contextual adaptation, the co-design of

28

the STARS and step-by-step apps.

digital tools using HCD principles ensures that the end

Sustainable Technology for Adolescents and youth to

product is fit for purpose and relevant to the culture and

Reduce Stress (STARS) used an HCD process to design

context in which it will be used, thereby maximising the

a digital mental health intervention for adolescents. The

likelihood of success. A library of mental health apps is

intervention was created through an iterative cycle of

available at the following link: https://mindapps.org/Apps.

27

idea creation, prototype development and feedback from
Figure 27: Key components of a human-centred design process
Stories Interviews
Ethnographic research
1
Empathise
In the centre:
1.
Testing the
prototypes with end
users

2.
3.

5
Test

2
Define

Humancentred
design

4.

Making sense of
needs and insights
from stories
Developing personas

5.
Choosing ideas that could meet
user needs
Making prototypes of what a
service could look like
i

4

3

Prototype

Ideate

Human and Social Development Programme, Human Sciences Research Council
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Brainstorming
Building on ideas of others
Co-designing with community

Case 24: The potential to use digital technologies to reduce youth suicide risk
Jason Bantjesi
Improving access to effective, age-appropriate, and

the main ideas and skills for each session. Students were

acceptable psychological treatments for common mental

also invited to use the web-based chat function to type

disorders is integral to youth suicide prevention in

comments, questions, or responses during the sessions if

South Africa. However, this is not as simple as it sounds

they felt uncomfortable speaking in the group. Strategies

because of the large number of adolescents who require

used to improve retention included giving participants

psychological support and because of the shortage of

permission to miss sessions but encouraging attendance

mental health professionals and the lack of accessible

at each new session, sending follow-up emails to students

adolescent psychiatric services in the public health care

who missed sessions prompting them to join the following

system. Digital technologies could be one cost-effective

week, and giving a brief recap of the previous workshop at

way to scale-up interventions and improve access to

the start of each new session.

adolescent mental health care in South Africa. Indeed,

In 2020, during the covid pandemic, 175 students

there are effective digital interventions for most common

were enrolled in the intervention, 90% of whom initiated

mental disorders

and young people in particular seem

treatment. The level of engagement was good with most

to be open to using technology to access psychological

students attending sessions regularly, and with very low

support.

attrition rates. Crucially, students who participated in the

29-32

33

A recent pragmatic trial of an online group intervention

intervention showed significant reductions in symptoms

for South African university students with depression

of depression and anxiety. Remission rates among

and anxiety is an apt example of how technology

participants with clinically significant baseline symptoms

could be utilised to scale up treatment on university

were 68%-79% and were not associated with baseline

campuses.

symptom severity.

34

of the ongoing work of the WHO World Mental Health

Students reported high levels of satisfaction with

Surveys International College Student initiative to develop

the online intervention. Most of the participants rated

scalable and effective interventions to promote the well-

intervention quality as good or excellent (91%), were

being of university students globally.34

satisfied with the kind (86%) and amount (86%) of help

The intervention, which is based on cognitive

received and reported being better able to deal effectively

behavioural therapy (CBT), was delivered remotely

with their problems following the intervention (90%).

to groups of 8 – 12 students via a video conferencing

These high rates of satisfaction with treatment support the

platform in weekly one-hour workshops over 10 weeks.

idea that digital interventions may be appealing to some

The groups were facilitated by registered counsellors

university students and could be integrated into existing

and psychology masters students, under supervision of a

student counselling services.

psychologist. The content was organised into five themes

It remains to be seen if the good outcomes observed in

with each theme spanning two workshops. Themes

the initial pragmatic trial will also be seen in well controlled

included problem solving, recognising emotional triggers,

clinical trials and if the reductions observed in symptoms

identifying unhelpful thoughts, emotional regulation skills,

of depression and anxiety will translate into lower rates of

behaviour activation, and stress management.

fatal and non-fatal suicidal behaviour. Nonetheless, the
in

pragmatic trial conducted in 2020 serves as a proof of

consultation with students, who gave advice about the

concept for the use of web-based group CBT to promote

format, exercises and examples used in the intervention.

the mental health of university students in South Africa.

Participants were provided with electronic interactive PDF

The intervention is currently being tested in a randomised

workbooks consisting of exercises and brief summaries of

control trial in South Africa.

The

i

This intervention was developed as part

intervention

materials

were

developed

Alcohol, Tobacco and Other Drug Research Unit, South African Medical Research Council; and the Institute for Life Course Health Research, Department
of Global Health, Stellenbosch University.
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and concentrated in a handful of urban centres. For example,

the necessary skills and capacities to both stay safe online

a digital clinical decision support system that was developed

and to realise the benefits and opportunities that the internet

in India enables general practitioners working in primary care

and technology offer, are often fuelled by fear and a sense of

settings to access supervision and guides them through the

disempowerment on the part of parents and caregivers.22 Yet,

assessment and management of children and adolescents

these parenting styles and approaches to keeping children

with mental disorders.

safe also undermine children’s own sense of agency, and

54

There is also growing evidence of how digital platforms

ultimately, their safety. Programmes are therefore needed

can be used effectively to provide therapeutic programmes to

to empower parents and caregivers, foster their own digital

children and young people, including an online intervention

literacy and competencies, and support them in fostering

for South African university students that has shown promise

healthy, resilient and positive online behaviours in their

in alleviating symptoms of depression and anxiety (Case 24).

children.

Key to successful programming is the adoption of human-

Finally, and most importantly, children need access

centred design principles which actively engage with children

to information, education and training to support the

and young people in the design and co-creation of digital

development of their own digital literacy skills and ensure

solutions (Case 23). Strict data control and security measures

that they are equipped with age-appropriate knowledge and

also need to be put in place to limit and safeguard the data

skills to successfully navigate both threats and opportunities

collected to ensure that this poses no inadvertent risks to

online, and with the confidence and knowledge to seek

children.

help and assistance when needed, and know that it will be
provided.

Building capacity and transforming practice
What happens online is a broader reflection of societal and

Conclusion

community attitudes and behaviours. Just as schools are

The COVID-19 pandemic and the digital revolution has led to

microcosms of communities, so the online space reflects

an exponential rise in technology and internet use. Growing

values, attitudes and norms that are espoused in the offline

up in a digital world has offered children opportunities as

space. While specific intervention and programming areas are

well as exposure to risk. To comprehensively understand

required, these should be framed within a broader approach

children’s mental health in relation to the digital environment,

to modelling appropriate behaviours and attitudes. This

a balanced consideration of both risks and opportunities is

ranges from the modelling of healthy digital habits by adults,

required, recognising the full range of children’s rights in a

including the management of time spent on devices within

digital world. This balance should inform the provision of

family or social contexts, to the language and behaviours

services to children to manage the risks and fully realise the

that adults, including parents and caregivers, engage in

potential benefits that digital technology and social media

themselves online, and the tolerance or intolerance towards

offer for children’s well-being and mental health. This includes

unacceptable behaviour and language both on- and offline.

recognising the role that parents and caregivers, educators,

Support to parents and caregivers on parenting practices

government regulators and industry, and children themselves

within a digital world should be prioritised, including through

have to play in promoting children’s mental health and well-

the inclusion of digital parenting into existing parenting

being in all aspects of children’s online engagement, from

programmes offered by the state and NGOs. Restrictive

online play to learning to civic participation.

parenting practices, which prevent children from developing
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Violence and child and adolescent mental health:
A whole-of-society response
Neziswa Titi,i Mark Tomlinson,ii Shanaaz Mathews,i Lucy Jamieson,i Debbie Kaminer,iii Soraya Seedativ ii Lori Lake i
and Amelia van der Merwe ii

Violence, as a way of solving the problems of daily life, is

that by age 22 years, 99% of children had either experienced or

ubiquitous in South Africa. Harsh parenting, harmful social

witnessed some form of violence in their homes, schools and/

norms on parenting and children’s position within the family,

or communities.7 While in Khayelitsha, more than 80% of youth

and high levels of substance abuse leave children extremely

reported that they had been exposed to a severe trauma.8

vulnerable in their homes and communities. We urgently

Violence results not only in physical scars but also in

need to engage all of society to shift the social norms

psychosocial effects that are often hidden, with debilitating,

that legitimise and normalise violence against children, to

long-lasting consequences. For example, post-traumatic

combine this with a comprehensive suite of interventions

stress disorder (PTSD) results in a variety of negative long-

across the life course to prevent violence in children’s home,

term outcomes in children. While PTSD is one of the most

schools and communities, and to ensure that children are

prevalent diagnoses presenting to local psychiatric services

able to access the care, protection and therapeutic support

in South Africa,9 there are no national prevalence data on the

they need.

link between violence or trauma and PTSD in children.10 Yet,

In this chapter, we examine the nature and impact of

community-based surveys have consistently reported PTSD

violence and trauma in childhood and adolescence, and

rates of 20% – 38%,11, 12 and in a community-based sample of

identify risk and protective factors across a variety of settings,

children who had experienced sexual abuse, nearly a third

drawing attention to the intersections between violence

(32%) had full symptom PTSD, while a further 50% had partial

against children (VAC) and violence against women (VAW).

symptom PTSD.13

We highlight how interventions need to extend beyond
treatment to include an emphasis on prevention and

Violence across the life course

breaking the intergenerational cycle of violence. Finally,

Violence shifts in its patterns and forms across the life

given the pervasiveness of violence in South African society,

course. In younger children in South Africa, violence in the

we call for the adoption of a trauma-sensitive approach to the

home creates a significant risk for a range of mental health

delivery of education, health and social services for children,

difficulties. Infanticide, abuse and neglect are common in

adolescents and their families.

the early years, but are likely to be under-reported as infants
and most young children most young children have limited

What is the nature of the problem?

capacity to seek help capacity to seek help.14 Young children

Violence against children in South Africa is all-pervasive.

are particularly vulnerable to violence in the home, including

The 2016 Optimus Study, which provided the first national

harsh physical punishment and witnessing domestic violence.

prevalence data on child abuse, violence and neglect, found

For example, nearly 60% of caregivers reported hitting their

that 42% of children have experienced some form of violence

children, with young children (aged 3 – 4) most likely to

– including sexual abuse (35%), physical violence (35%),

experience harsh physical punishment, including being hit

emotional abuse (26%) and neglect (15%). This is echoed in

with a stick, belt or hard object.7, 15 Harsh discipline is often

work from a cohort study of young children in South Africa

accompanied by verbal and emotional abuse16 – with boys

which found that 43% of eight-year-olds had been exposed

likely to receive higher levels of harsh verbal and physical

to violence in their community. Data from the Birth to Thirty

discipline than girls.17 For young children, the absence of

cohort study of more than 2,000 children born in Soweto found

a domestic ‘island’ of safety (and safe primary attachment

5

6

i
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Table 8: Definitions of key terms
Violence

The World Report on Violence and Health defines violence ‘as the intentional use of physical force or power,
threatened or actual, that results or is likely to result in injury, death, psychological harm, maldevelopment or
deprivation (p5)’,1 while the United Nations Committee on the Rights of the Child defines violence against children
as ‘all forms of physical or mental violence, injury and abuse, neglect or negligent treatment, maltreatment or
exploitation, including sexual abuse’2. The World Health Organization extends this definition to include ‘the
intentional use of physical force or power, threatened or actual, against a child, by an individual or group, that either
results in or has a high likelihood of resulting in actual or potential harm to the child’s health, survival, development
or dignity (p29)’.1

Trauma

The Diagnostic and Statistical Manual of Mental Disorders V defines trauma as ‘exposure to actual or threatened
death, serious injury, or sexual violation’.3 When a child experiences a deeply distressing, life-threatening or stressful
event such as violence or injury (traumatic event), both acute and chronic stress responses such as fear, anxiety,
panic, and shock commonly ensue.3 Three main types of trauma exposure have been described, namely acute
trauma (the immediate response to a single traumatic event), chronic trauma (recurrent and prolonged trauma) and
complex trauma (exposure to multiple traumatic events, often severe, pervasive and of an interpersonal nature).3

Polyvictimization

Polyvictimization is defined as experiences of multiple forms of victimisation, not only child maltreatment but also
victimisation perpetrated by peers and siblings; conventional crimes including property vandalism, robbery, theft,
physical assault, and abduction; witnessing of family and community violence; and cyber bullying.4

Post-traumatic
stress disorder
(PTSD)

PTSD is a psychiatric disorder that may occur in people who have experienced or witnessed a traumatic event such
as a natural disaster, serious accident or rape, or who have been threatened with death, sexual violence or serious
injury. Symptoms can vary in severity and fall into four categories:
1. Intrusion: Intrusive thoughts such as repeated, involuntary memories, distressing dreams or flashbacks of the
traumatic event.
2. Avoidance: Avoiding reminders of the traumatic event may include avoiding people, places, activities, objects or
situations that may trigger distressing memories.
3. Alterations in cognition and mood: Inability to remember important aspects of the traumatic event, negative
thoughts and feelings leading to ongoing and distorted beliefs about oneself or others; thoughts about the
cause or consequences of the event leading to wrongly blaming self or other; or ongoing fear, horror, anger,
guilt or shame.
4. Alterations in arousal and reactivity: Arousal and reactive symptoms may include being irritable and having
angry outbursts, behaving recklessly or in a self-destructive way, or being easily startled.
Many people who are exposed to a traumatic event experience symptoms like those described above in the days
following the event. For a person to be diagnosed with PTSD, however, symptoms must last for more than a month
and must cause significant distress or problems in the individual’s daily functioning. Many individuals develop
symptoms within three months of the trauma, but symptoms may appear later and often persist for months and
sometimes years.

relationships) may significantly increase the risk for a range

toxic experience.20, 21 Girls are twice as likely to be victims

of mental health difficulties. On the other hand, parental

of forced penetrative sex, yet boys are also exposed to

warmth may protect children from poor outcomes and from

high levels of sexual abuse, including unwanted touching

adversity.

and coerced sex.10 The prevalence of sexual violence also

17, 18

As children get older and engage in activities outside of

increases with age, with the Birth to Thirty cohort study noting

the home, they are more likely to be exposed to violence

an increase from 10% of children during primary school to

in their schools and wider community – including corporal

30% of adolescents and older youth.7 Sexual victimisation

punishment, bullying and sexual violence from both known

rarely occurs in isolation and is often associated with other

and unknown perpetrators. Boys who have, for example,

forms of violence such as physical abuse, emotional abuse,

been the victim of neglect and harsh punishment are more

neglect and family violence,10, 22 with 25% – 45% of children

likely to engage in bullying behaviour, while girls may

in South Africa witnessing domestic violence perpetrated by

become withdrawn and isolated from their peer group.

their mother’s intimate partner10.

6, 19

These differences are commonly referred to as ‘internalising’
and ‘externalising’ behaviours.

Interpersonal violence amongst boys rises sharply during
adolescence, with male-on-male violence being the leading

For adolescents, who spend more time outside the home

cause of death amongst adolescent boys aged 15 – 17 years.23

and typically have more emotional separateness from their

Older adolescent boys are more likely to be the victim of

families, violence in the community is a more consistently

homicide than girls, while adolescent girls are at increased
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risk of dating violence – with nearly one in three adolescent

the other hand, living in a home and community characterised

girls in community surveys reporting forced sexual initiation24.

by high levels of interpersonal and community violence

The ubiquity of violence, coupled with patriarchal social

increases the risk of mental health problems, and of children

norms and violent masculinities, leads many adolescents to

becoming victims or perpetrators of violence later in life.

perceive sexual violence as a normal part of their intimate

Where children live also has an impact. The majority of

relationships. Rates of polyvictimization are also high among

South Africa’s children live in townships, informal settlements

children in South Africa, with as many as 40% of children in the

and deep rural areas of the country where high levels of

Birth to Thirty cohort being exposed to five or six categories

unemployment, poverty and food insecurity, coupled with

25

4

of violence . In short, South Africa’s children are exposed to

overcrowding and inadequate infrastructure, policing and

extremely high levels and multiple forms of violence, across

social services, increase the risk of interpersonal and gang

multiple settings throughout their life course.

violence and crime.

What are the drivers of VAC?

societal and structural inequalities, and the ways in which

Violence against children is seldom random. The socio-

apartheid policies such as the Group Areas Act and migrant

ecological model illustrates how children’s exposure to

labour system fractured family and community life.26 More

violence is shaped by a complex interplay of risk and protective

than 25 years into democracy, South Africa remains the most

factors that include the child’s individual characteristics and

unequal country in the world, and the link between inequality

the nature of their relationships, their communities and other

and levels of crime in a society are true in South Africa as

factors within South African society, as illustrated in Table 9.

well as globally. Poverty increases stress and tension in the

7

Many of these local challenges are shaped by broader

Violence exposure and mental health problems share

home and compromises families’ mental health and capacity

many of the same risk and protective factors. A stable family,

to care, protect and provide for their children’s basic needs.

characterised by secure and caring relationships, creates an

And in many cities in South Africa, it also increases the risk

enabling environment for children to thrive and is hugely

of adolescents being drawn into gangs, engaging in criminal

protective in the event of trauma or community violence. On

behaviour and using illegal substances.27

Figure 28: Types of violence across the life course

Intimate partner violence
Abandonment and infanticide
Child maltreatment/corporal punishment
Bullying and violence at school by teachers
Youth and gang violence
Dating and intimate partner violence

Sexual violence
Emotional or psychological violence and witnessing violence

Pre-birth / pregnancy

0 − 5 years
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5 − 9 years

10 − 19 years

20+ years

Table 9: Risk and protective factors for violence against children
Societal
Risk factors

•
•
•
•
•
•

•
Protective
factors

•

•
•
•

•

•
•

Community

High unemployment
rates
High inequality and
social exclusion
Availability of firearms
Weak legal, policy and
regulatory framework
Gender inequality and
discrimination
Social and cultural
norms that justify
violence
Weak law enforcement

•

Legal and policy
frameworks to create an
enabling environment
to support victims of
violence
Enforced criminal justice
sanctions for
perpetrators of violence
Policies to regulate gun
ownership and alcohol
use
Gender equity
promoted at highest
level
Job creation
programmes
Social norms challenged
through media

•

•
•

Relationship/ family

High level of crime in
communities
Poor and/or inadequate
social services
High level of substance
abuse

•
•
•
•
•
•

•

•
•
•

•

•

Accessible health
and social services to
support families
Social protection
programmes to
mitigate poverty and
unemployment
Cohesive communities
with accountable
community leadership
and structures
Responsive policing
and functional criminal
justice system with
trained specialists
Adequate childcare
facilities Supportive
school environment with
an inclusive teaching
approach Child-focused
support services
Trauma-informed
services

•
•
•

Individual

Domestic violence
Substance abuse in the
family
Friends that engage in
violence
Harsh parenting
Parents with mental
health problems
food insecurity in
households

•

A cohesive and stable
family unit
Adequate, accessible
support for families
Healthy communication
between parent and
child; etc.

•
•
•

•
•
•
•
•

•

Biological and personal
history factors such as:
Gender, age, income
Substance abuse
Personal history of
violence
Unwanted pregnancy
Physical and mental
disability

Strong attachment
Responsive caregiving
Increased knowledge of
protection against abuse
Education and literacy

Adapted from: Mathews S & Benvenuti P. Violence against children in South Africa: Developing a prevention agenda. In: Mathews S, Jamieson L, Lake L & Smith C
(eds) South African Child Gauge 2014. Cape Town: Children’s Institute, UCT. 2014.

Children’s relationships with their peers, partners and

risk of both boys and girls using harsh physical punishment

family members can either be protective or increase

on their own children.33

children’s exposure to violence. For example, a study on the

The intergenerational cycle of violence is also driven by

determinants of VAC in South Africa has shown that conflict

the intersections of VAC and VAW.29 VAC and VAW co- occur

in the household, substance abuse by a family member and

in the same households, share similar risk factors and are

a family member involved in crime, all increase the risk for

more prevalent in communities where social norms condone

children to become victims of violence and for boy children

violent discipline and promote violent masculinities, both

to become perpetrators of violence.28

of which are underscored by gender inequality.30, 31 In South
Africa, a gendered hierarchy places men in a position of

Intergenerational violence and the Intersections of
violence against women and violence against children
Already we have seen how a child’s age and sex have an
impact on the types of violence they are exposed to, with
early exposure to corporal punishment and domestic
violence increasing the risk of girls becoming victimised later
in life, and boys becoming perpetrators of violence. This also
fuels an intergenerational cycle of violence by increasing the

power over women and children. In this milieu, men’s violence
towards women and children is widely tolerated, men then
use violence to assert their masculinity, enforce gender norms
and practices through violent discipline of children and IPV in
the home.32
Research from a United Nations multi-country study in
Asia and the South Pacific points to the pathways that drive
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What are the mechanisms linking violence to
negative outcomes?

Case 25: The intergenerational effects of violence
and trauma

When a child experiences a deeply distressing or stressful

A 17-year-old young woman disclosed sexual abuse

event such as violence, injury, or a life-threatening event, they

by a male friend (a police officer), who was in his early

may experience both acute and chronic stress responses such

thirties. It took her months to disclose the rape because

as fear, anxiety, panic, and shock.3 Children may be exposed

she blamed herself. Her family life was fraught due to

to acute trauma (usually resulting from a single incident),

IPV between her parents and constant instability in the

chronic trauma (recurrent and prolonged traumatic event) or

home. Her parents went through a difficult divorce a few

complex trauma (where they are exposed to multiple traumatic

months before her rape. This led to major behaviour

events, often of an interpersonal nature, that are severe and

changes in the young girl as she started mixing with

pervasive).3 Given the widespread nature of violence and the

the wrong friends, abusing substances and her grades

extent to which it has become normalised in South Africa,

dropped. Her mother noticed the behavioural changes

acute traumas may not be responded to appropriately, leading

but thought it was related to the divorce. When

to a variety of physiological and psychological consequences

the young woman started counselling, the mother

(as illustrated in Case 25).

disclosed her own rape as a teenager for the first time.

Children and adolescents who have been subjected to

Although the young woman attended counselling

trauma may experience intrusive thoughts, dreams and

sessions, she did not find them useful. She had intense

flashbacks of the traumatic event; avoid people, places,

anger towards the perpetrator, whom she had trusted,

activities and situations that remind them of the traumatic

and she feared that he would not be convicted. The

event; experience ongoing feelings of fear, anger, guilt or

counselling service focused on the young woman’s

shame; wrongly blame themselves or others; feel detached or

recovery and did not engage the mother in counselling,

estranged from others and unable to feel joy and satisfaction;

even though this had surfaced her own unresolved

feel irritable, behave recklessly and self-destructively or

trauma. The mother’s inability to support her child

become hypervigilant, easily startled and struggle to sleep or

emotionally is of concern as it may be one of the factors

concentrate. These physical symptoms, thoughts and feelings

undermining her daughter’s recovery, as she continues

may – without appropriate intervention and support – persist

to have severe psychosomatic symptoms with suicidal

and give rise to PTSD, which undermines daily functioning

ideation.

and is often associated with depression, substance use and
other mental health challenges. The same stress response

an intergenerational cycle of violence for both girls and

may be triggered by further exposure to violence or give rise

boys.33 IPV and corporal punishment in the home can lay the

to a pervasive state of fear and hyperarousal due to threat of

foundations for later victimisation by girls and perpetration

imminent violence, for example if a perpetrator is still present

of violence against women and children by boy children.34

in the child’s home or community.

Childhood trauma has also been shown to increase the

Among youth in South Africa, cumulative exposure to

33

risk for IPV victimisation and perpetration in adulthood.

multiple forms of violence also increases the likelihood of

In a study in Durban, more than two-thirds of women who

children engaging in aggressive behaviour,19, 37 which may,

had experienced childhood trauma had also experienced

in turn, elicit aggression from others. Children who are

interpersonal violence in the past year.34, 35 The pattern is the

socialised into violence learn to condone or accept violence

same in men, where almost 60% of men who had experienced

through verbal reinforcement of violence, being a witness to

some form of childhood trauma were also perpetrators of

violence, and being victimised by violence perpetrated by

interpersonal violence.34, 35 A community-based survey with

others, such as members of the family and community.38-40 In

men in South Africa also showed how exposure to childhood

this manner, a vicious cycle emerges, where the aggressive

trauma increased the risk for perpetration of IPV,

while

behaviour of the developing child, which is both a function

women who experience IPV are more likely to use corporal

of psychological disorder and social learning, is typically met

punishment in the home. Children’s experiences of violence

with an onslaught of violent learning experiences in multiple

and abuse are therefore likely to re-trigger their caregivers

settings, often in the context of diminished examples of non-

own experiences of trauma as illustrated in Case 25.

violent patterns of engagement and problem-solving.41

34

36
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What needs to be done?

and universities), social services and the criminal justice system

South Africa is one of the most violent countries in the

(police and courts), amongst others, must consider this

world. Violence has become so ubiquitous as a response

approach in working with children and their families to break

to solving problems and dealing with conflict, and is so

the intergenerational cycle of trauma. A trauma-informed

intergenerational in nature, that any response needs to be

approach begins with an understanding of the physical, social,

preventive and promotive, as well as curative. In addition,

and emotional impact of trauma on the individual, as well as

the response must be multisectoral and include a whole-of-

on the professionals and caregivers who are there to help

society and whole-of-government approach42 to address the

them.43 Trauma-informed approaches to care shift the focus

complex interplay of risk and protective factors at each level

from “What’s wrong with you?” to “What happened to you?”,

of the socio-ecological system. Most importantly, violence

by considering the widespread impact of trauma; recognising

against children is preventable, and breaking the myriad links

the signs and symptoms of trauma in children, caregivers, and

between violence in all its forms and the poor mental health

staff; and integrating knowledge about trauma and potential

of children and adolescents, will have multiple benefits for

pathways to recovery into policies, procedures, and practices

our country.

to prevent re-traumatisation.44

We need to integrate trauma-informed approaches in
the delivery of services and move from the notion that the

From prevention to treatment

effects of violence and trauma can only be managed through

Ideally, our first response should be to prevent violence and

dedicated psychological and/or psychiatric services. Services

trauma, acting early in a child’s life given our knowledge of

and settings where children find themselves, including health,

how most mental health conditions in adult life have their

education (schools, early childhood development programmes

roots in childhood.

Case 26: Using parenting programmes to promote positive parenting
Inge Vallancei and Cathy Wardii
Parenting for Lifelong Health (PLH) for Young Children

The sessions begin with a discussion where caregivers

is a group-based parenting programme for caregivers of

report on their experience of practicing the parenting

2 – 9-year-olds that aims to establish and sustain positive

skills that they learnt the previous week. Parents are then

parenting, reduce harsh parenting and promote children’s

introduced to the session’s core skill through the use of

well-being.

illustrated stories (i.e., cartoon strips depicting scenes

The original, South African, version is twelve sessions

of families using the parenting skills either correctly

long. The first six sessions focus on developing a

or incorrectly), and role plays (where they have the

positive parent-child relationship and include content

opportunity to practice these new skills). The sessions close

on establishing parent goals around child behaviour,

with parents receiving exercises to practice at home with

spending quality time with children through child-led

their children as this is considered to be a key mechanism

play, descriptive commenting,

in supporting a change in parenting practices.66,67

iii

communicating about

emotions, using labelled praise,iv and using rewards

A randomised control trial, which enrolled caregivers

to encourage positive behaviour. The final six sessions

who identified their children’s behaviour as problematic,

then move on to limit setting and non-violent discipline

found that caregivers on the programme reported

strategies. These strategies include giving positive

increases in positive parenting and decreases in harsh

and clear instructions, establishing household rules,

parenting and child conduct problems (relative to those

ignoring negative attention-seeking behaviour, using a

who had not received the programme), with some positive

5-minute cool-down period after aggressive behaviour

effects enduring at a one-year follow-up.68 Where those on

or non-compliance before discussing it, using realistic

the programme also reported more non-violent discipline

consequences, and involving children in problem-solving.

than parents in the control arm of the study.

i
Department of Social Policy and Intervention, University of Oxford
ii Department of Psychology and Safety and Violence Initiative, University of Cape Town
iii Describing aloud what you see the child doing (e.g.., “You’re pushing your blue car on the red mat”), without comment or direction.
iv Giving clear and specific praise (e.g., “Thanks for tidying up your toys!”, rather than something non-specific – “You’re such a good boy!”).
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Case 27: Psychological First Aid – providing immediate mental health support at crises or disasters
Edith Krieli and Joan van Niekerkii
Trauma impacts children’s immediate and long-term

withdrawn, extremely anxious, or go into a complete shut

physical and emotional health, behaviours, relationships,

down and dissociate. This may lead to poor concentration,

and their ability to learn. The impact of trauma is different

cooperation and connections. First responders therefore

for every child. The first supportive response to trauma

need to know how to approach traumatised children in a

significantly impacts a child’s perceptions and experience

way that helps soothe and calm the child. Given that many

of how adults could provide safe and caring spaces for

children in South Africa live in a constant state of arousal

children’s healing. Psychological First Aid provides support

due to violent environments, such skills are vital for those

at a critical point in time that can minimise the long-term

working with and responding to crises.
There are multiple models of PFA that have been

impact of the trauma on the child and family.
Most clinicians in South Africa have received training

developed. Jelly Beanz is a non-profit organization that

in one or more models of ‘trauma debriefing’. One form

provides direct therapeutic support to children who have

is called ‘critical incident debriefing’. Not only does this

experienced trauma, abuse and neglect. It also develops

not work, in fact it worsens symptoms. Trauma debriefing

resources to build the capacity of professionals working

does not reduce the prevalence of post-traumatic stress

with children and their training programme focuses on the

disorder (PTSD) and may in fact increase the possibility of

following key elements of PFA:

PTSD. The World Health Organization does not support

1. Contact with the child and adults must be done in a way
that feels safe and supported and that is underpinned

the use of trauma debriefing as an intervention.69
Psychological First Aid (PFA) on the other hand, is an
empirical, evidence-informed, step-by-step approach to

with an understanding of the body’s neurobiological
responses to threat.

provide help in the immediate aftermath of disasters such

2. Containment provides practical and psychological

as the loss of a parent or sibling, loss of the child’s home

safety to calm the neurobiological threat system of

and possessions through a fire or flood, or exposure to

the brain. This includes addressing the immediate

violent incidents in the home, school or community.

physical needs, e.g., sitting next to the child and

70-72

Just like medical first aid is needed to address physical

talking in a soothing voice, offering a hug, moving to a

injuries at the scene of an accident, PFA provides

more comfortable space where the distressing sensory

immediate psychological care and support in response to

experiences may not be so overwhelming, connecting

trauma. It also offers long-term benefits enabling children

the child with their parent or caregiver, or helping the

and adults to cope more effectively after a trauma.

child focus on safe aspects of their environment.

PFA should be provided by the first people to arrive on

3. Current concerns focus on identifying what the child

the scene of the trauma and who are able to assist. This

and adults see as their immediate concerns so that the

could include health workers, teachers, early childhood

support offered respects their needs in the crisis.

development practitioners, child and youth care workers,

4. Connecting children to formal and informal support

community and religious leaders as well as first responder

systems for continued support is important, especially

emergency personnel.

if the person providing the PFA will not be able to

The impact of trauma is complex and PFA responders

support the child long-term.

need to understand that when people feel threatened,

5. Continued collaboration with formal and informal

they react with a fight-flight-freeze response: ‘fight’ (fight

support systems ensures that the child continues to

to protect themselves), ‘flight (try to get away)’ or ‘freeze’

benefit in the longer term from appropriate support.

(as if frozen on the spot, not able to quickly think of ways
to get away or protect themselves). This neurobiological
process is not something people are able to control and
they may react in unpredictable ways. Some children may
become hyper-aroused, overly emotional and irritable,
exhibit difficult behaviour, or become aggressive and hard
to reason with. Other children may be hypo-aroused or
i
ii

Jelly Beanz
Consultant: Child Protection
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PFA is important in providing psychological and practical
support to children who are exposed to trauma and
helps improve outcomes by minimising trauma, building
children’s internal resources and linking them with external
support systems. For more information, see: Psychological
First Aid for children, Adolescents and Families – A guide
for first responders.73

Prevention includes:
• Primary prevention to prevent violence before it starts;
• Secondary prevention, which focuses on the immediate
response to violence including emergency services and
holistic care; and
• Tertiary prevention, to reduce the impact of trauma in
victims and rehabilitate offenders.

Case 28: Poor tertiary responses and barriers to
therapeutic services
A female aged 15 reported to the South African Police
Services that she had been abducted and raped. The
perpetrator claimed that the sex was consensual and
that, as he met the girl at a tavern, he had assumed
she was an adult. The forensic science laboratory report

Primary prevention targets risk factors to prevent later

was inconclusive and there was no physical evidence

negative outcomes. For example, universal parenting

of, or witnesses to, the rape. Two months later, the

programmes that support the ban on corporal punishment

perpetrator was arrested and charged with statutory

in the home and promote positive discipline, as illustrated

rape, but bail was not opposed by the state so two

in Case 26. Multi-component, school-wide programmes have

days later he walked free. The child attempted suicide

the potential to reach large numbers of children with good

and was taken to the nearest psychiatric hospital in the

success.45 Such programmes involve multiple stakeholders

neighbouring province.

such as teachers, school administrators, parents, learners

She was discharged after four days with a

and community-based organisations in the planning and

recommendation that she get psychiatric support.

implementation of the programme, with a focus on shifting

Even though there was a psychiatrist one hour away, he

power relations, school culture and norms using a range of

was in the neighbouring province. The ‘local’ services

strategies.46 For example, the ‘Classrooms in Peace’ (Aulas

were at least a four-hour drive each way. The local

en Paz) elementary school programme in Colombia has

police could not spare an officer to drive her there for

shown success in preventing aggression and promoting

treatment. The final entry in the case file records that

peaceful relationships.47 The programme promotes empathy,

charges against the perpetrator were withdrawn by

anger management, creative generation of alternatives and

the prosecutor, whilst the girl’s caregiver, her sister,

assertiveness. Gender transformative programming with

reported behavioural changes and a drop in school

men and boys is also critical to shift the gendered social

performance. Despite showing clear signs of trauma,

norms that drive violence in South Africa. There are some

she was not referred to social services or mental health

promising programmes such as the Stepping Stones and

services.

Creating Futures programme targeting young men and
women through a group approach, which has shown success
in shifting men’s use of violence.48
Secondary prevention involves the early detection of risk
and difficulties and focuses on intervening to reduce impact.
A good example of this is the use of psychological first aid to
help children and families cope with the immediate impact
of trauma (see Case 27). Targeting of at-risk families has also
proved effective through programmes such as Sinovuyo
Kids (see Case 26), which targets families and children who
have screened positive for behavioural difficulties and aims
to improve positive parenting and reduce harsh discipline.
By intervening at the early signs of behavioural difficulty, the
programme aims to prevent children engaging in ever more
disruptive and aggressive behaviour.
Tertiary prevention uses treatment and care to manage
disorders, to improve quality of life and to attempt to ensure
that an acute response or disorder does not become chronic
and can target both survivors and perpetrators. One such
programme is the Support Programme for Abuse Reactive
Children (SPARC), a diversion programme for young sexual

Source: Jamieson L, Sambu W, Mathews S. Out of harm’s way? Tracking child
abuse cases through the child protection system at five selected sites in
South Africa-Research Report. Cape Town: Children’s Institute, University of
Cape Town; 2017.

offenders offered by the Teddy Bear Clinic in Gauteng, which
has proven effective in disrupting the cycle of abuse and
preventing long-term abusive behaviour.49 However, access
to secondary and tertiary treatment is often unattainable.50a
Accessibility to services for survivors of trauma remains a
key concern given that child and adolescent mental health
services are critically under-resourced51 (see health chapter).
First-line treatments for traumatic stress in children and
adolescents in high-income countries involve repeated
exposure to the traumatic memory in the safety of a
therapeutic relationship and helping the child to reprocess
unhelpful thoughts and feelings about the trauma.52 There is
growing evidence that such interventions can be successfully
adapted for lower-income settings, including on the African
continent53, 54 but there is little evidence from South Africa
to date. Only one local randomised control trial has been
published. Roussow and colleagues found that 7 – 14 sessions
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of prolonged exposure therapy, delivered by nurses in a school

right to social services. The Act and the supporting policy,

setting, was more effective than supportive therapy in reducing

namely the National Child Care and Protection Policy,

PTSD in adolescents. Another recently completed but as yet

provide for a continuum of care from primary prevention and

unpublished study, conducted jointly by the University of Cape

early intervention programmes to child protection services,

Town and Stellenbosch University, found that eight sessions

alternative care options such as foster care and rehabilitation

of trauma-focused cognitive behavioural therapy (CBT)

and family reunification programmes. The Act also provides

significantly reduced PTSD and depression in trauma-exposed

for intersectoral collaboration and, in theory, supports multi-

adolescents. Growing this small local evidence base will be

disciplinary teamwork. However, the criminal justice system,

important for guiding mental health services for traumatised

school-based programmes and services for women are

children and adolescents going forward.56

regulated by a largely separate and distinct policy framework,

55

It is crucial to remember that treatments such as this –

as are mental health services for children. As discussed above,

even when available – cannot be implemented on their own.

the levels of intergenerational trauma and the high degree of

Families require significant support to ensure that they have

exposure to violence require a holistic response. The National

the capacity to manage the child. In addition, caregivers

Strategic Plan on Gender-Based Violence and Femicide (NSP)

and families are themselves usually dealing with the same

claims to target both women and children but a detailed

traumatic event (or at the very least the shock of what

analysis reveals that children are a subsidiary focus.59

has happened to their child), and they require significant

In addition to these conceptual weaknesses, service

support. Hence, there is also a need to deal with the trauma

provision has always been hampered by a lack of human and

of caregivers. Interventions to deal with trauma therefore

financial resources.60 The problem was exacerbated during

need to be multi-dimensional. In addition, Titi has shown that

the COVID-19 pandemic as funds were repurposed and many

children can articulate personal narrative accounts and rich

child protection services were refocused on humanitarian

descriptions of their lives, and that an African-centred, child-

assistance.61 Despite the high-level commitment to the NSP,

centric psychological approach can improve the experience

it has not been backed with sufficient resources to improve

of therapy for African children who are exposed to the most

services61 and there are insufficient social service practitioners

extreme forms of polyvictimization.65

to support even the most basic level of implementation of

While South African evidence may be thin, it is surely

the Children’s Act60. The majority of professionals within the

possible to adapt evidence-based programmes from other

criminal justice system lack specialist training62 and although

low- and middle-income countries for use in the South African

most of the clients seen at Thuthuzela Care Centres are

setting. Mental health interventions for children include

children, the centres are not child-friendly and offer only

attachment-based therapies, intensive family supports,

containment counselling services.63 Children are referred to

CBT and psychosocial treatments. Evidence-based, trauma-

counselling services for longer-term care but typically have

focused treatments have shown CBT techniques to be most

to wait months to be seen,58 while integrated services for

effective in reducing serious trauma reactions, such as PTSD

women and children who have experienced or witnessed

and behavioural problems.57

violence are limited in the large metros and virtual nonexistent in rural communities.64

What are the implications for policy and practice?
While South Africa has put in place a suite of progressive

Recommendations

laws and policies designed to promote children’s optimal

• Interventions across the life course are needed to build

development and protect them from harm, implementation

resilience, prevent violence and trauma, promote healing

and enforcement remains weak and patchy.

and reduce the long-term psychosocial effects of exposure

58

Many crimes

go unpunished – especially in poor communities where

to violence.

police services are under-resourced. For example, a study in

• Early intervention is necessary to identify and support

KwaZulu-Natal and the Eastern Cape found that only 12% of

vulnerable parents, promote positive parenting and

reported cases resulted in a guilty verdict and only a handful

child development, with early childhood development

of children were able to access therapeutic services,

58

as

illustrated in Case 28.

programmes having a potential role in this process.
• School-based interventions are another essential part of

The Children’s Act gives effect to children’s rights to

the continuum to reduce the risks of violence and trauma

protection from abuse, maltreatment and neglect and the

to children in the school as well as in their homes and
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Case 29: Young people’s suicidal behaviour in South Africa
Jason Bantjesi
Suicide is a leading cause of death among adolescents

in the survey data which raise questions about their

globally,

accounting for 6% of fatalities among young

accuracy. The YRBS data are presented in Table 10 along

people.

74-77

Worldwide, one-third of suicides occur among

with a calculation of the mean prevalence estimates across

adolescents, with suicide being the second leading cause

the three surveys conducted to date. The mean 6-month

of death among 15 – 29-year-olds and the leading cause

prevalence rates for suicidal ideation, suicide plan and

of death for females aged 15 – 19 years. Suicide among

suicide attempt are 19%, 16% and 19%, respectively. It is

pre-pubescent children is relatively rare, partly because

not surprising that, on average, 19% of participants in the

younger children typically lack the knowledge and agency

YRBSs reported suicidal ideation in the past 6-months, as

to follow through with a lethal suicide plan. Non-fatal

this is congruent with international studies.79 But the data

suicidal behaviours (i.e., suicidal ideation, plans and

for suicide plans and attempts should be treated with

attempts) are also common among adolescents and are

caution as it is highly improbable that every ideator made

associated with significantly increased risk of future self-

a suicide attempt, as is implied by the YRBS data.

78

harm and suicide.

The first onset of suicidal behaviour

Other South African data on youth suicidal behavior are

invariably occurs in late adolescence, highlighting the

more consistent with international trends. For example,

importance of early identification and intervention in this

data collected from first-year students at two universities

developmental period. In part, the emergence of suicide

yielded lifetime prevalence estimates for suicide plan, and

as a leading cause of death among young people is a

attempt of 26.5% and 8.6% respectively,82 while data from

consequence of the considerable medical and economic

the South African National Mortality Surveillance System

advances that have improved the physical health of

database show that 10% of all suicides occur among

children.

individuals younger than 20 years of age and that suicide

77, 79, 80

81

There is a dearth of reliable epidemiological data

in children younger than 11 is rare in South Africa.85

about suicidal behaviour among adolescents in South

Understanding the risk factors and drivers of youth

Africa, beyond descriptive studies which suggest that

suicidal behaviour in South Africa is essential for planning

youth suicide prevention should be an important public

effective programmes. Globally, suicidal behaviour is

mental health priority.82-84 In the absence of reliable local

variably associated with a wide range of risk factors86

data, policy makers in South Africa are mostly reliant

and causes.87 Psychopathology is strongly associated

on global data to inform suicide prevention policy and

with adolescent suicidal behaviour,88 therefore efforts to

practices. Collecting accurate data about the prevalence

promote the mental health of children and adolescents

and risk factors for youth suicidal behaviour is thus one of

should probably be the cornerstone of a national youth

the most important priorities to advance evidence-based

suicide prevention programme in South Africa. Actuarial

suicide prevention programmes in South Africa.

analysis of non-fatal suicidal behaviour among first-year

The Youth Risk Behaviours Surveys (YRBSs) are the most

university students in South Africa showed that increased

widely cited sources of data on youth suicidal behaviour

risk of suicidal behaviour was associated with major

in South Africa, however there are some inconsistencies

depressive disorder, generalised anxiety disorder and

Table 10: Prevalence rates for adolescent suicidal behaviour from the South African Youth Risk Behaviour Surveys
2002
(N=10,699)

2008
(N=10,270)

2011
(N=10,997)

Mean prevalence rate
(and range) across all
three surveys

Considered attempting suicidea

19%

21%

18%

19% (18%-21%)

Made a plan to attempt suicide

16%

17%

16%

16% (16%-17%)

17%

21%

18%

19% (17%-21%)

a

Made 1 or more suicide attemptsa
a.

i

During the 6 months preceding the survey
Alcohol, Tobacco and Other Drug Research Unit, South African Medical Research Council, South Africa.
Institute for Life Course Health Research, Department of Global Health, Stellenbosch University, South Africa.
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bipolar spectrum disorder, and that treating common

• Training gatekeepers (such as teachers and youth

mental disorders could yield absolute reductions in

workers) to recognise the warning signs of suicide,

suicide ideation, planning, and attempt of 17.0%, 55.0%

provide psychological first aid, and refer at risk youth to

and 73.8% respectively.

83

However, psychopathology is

appropriate services.

not the only driver of suicidal behaviour; other risk factors

• Providing children and adolescents with access to 24-

for youth suicide include HIV infection, poverty, substance

hour anonymous helplines and text messaging services

use, exposure to violence, and adverse childhood events,

to access emotional support and guidance.

all of which are endemic in South Africa.1

79-91

Other

modifiable risk factors include bullying, sexual assault,

• Reducing stigma about mental illness and prompting
adaptive help seeking.

and impulsivity.92-94 Given the array of risk factors, it

• Using digital technologies to scale up access to

seems improbable that any South African youth suicide

effective treatments for common mental disorders as

prevention programme focused narrowly on increasing

illustrated in Case 24.

access to mental health care will be completely effective.
Increasing adolescents’ access to mental health care
services will also not be easy to achieve given the marked
mental health treatment gap among South African youth.95
Socio-cultural and contextual factors, such as gender
norms and societal expectations can also play a role in
youth suicidal behaviour. For example, qualitative studies
have illustrated how young men in South Africa attribute
suicidal behaviour to feelings of disconnectedness,
thwarted belonging, pressure to conform to the gender
regime, and feelings of shame when unable to achieve
masculine ideals.96 Young men in South Africa describe
restrictive heteronormative gender roles that create a
rigid gender regime which prevents authentic relating,
disconnects young men from each other, and makes it
difficult to receive emotional support when suicidal.96, 97
Qualitative studies like these suggest that youth suicide
prevention

programmes

should

include

systemic

interventions that seek to disrupt the gender regime.
In the absence of local data, we need to rely on
evidence from other countries to inform suicide prevention
interventions for adolescents and children in South
Africa.98 These include:
• Increasing access to evidence-based treatments for
common mental disorders and establishing accessible
child and adolescent psychiatric services.
• Establishing community-based “child- and adolescentfriendly” counselling centres.
• Building the capacity of health workers to recognise
and manage common childhood and adolescent
mental health problems.
• Helping

children

and

adolescents

learn

affect

regulation, impulse control, and problem-solving skills.
• Reducing bullying and promoting belonging in schools.
• Reducing adolescent substance use.
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While gatekeeper training is one of the most common
suicide prevention strategies in high schools and
universities, the evidence supporting these programmes
is contradictory, suggesting that these programmes
need to be context-sensitive.98 At the same time many
gatekeeper training programmes assume that there are
appropriate and accessible community-based services
for at-risk youths, but this is not the case in many parts of
South Africa.
Similarly, introducing screening systems to identify and
refer children and adolescents who are at risk of suicide is
unlikely to be feasible in South Africa. Screening for suicide
risk is very unreliable and most screening instruments
produce an inordinate number of false positives.99, 100 In
addition, the South African health care system simply does
not have the resources to respond to appropriately.
If you are concerned about a young person who is
displaying warning signs for suicidal behaviour you can:
• Reach out to them and try to establish a connection.
• Offer them emotional support (listen empathetically,
encourage them to express their feelings, don’t
minimise what they are saying, validate their experience,
and remind them that help is available).
• Ask them directly if they are thinking about suicide.
Talking to young people about suicide does not
increase risk. Likewise, it is a myth that if someone is
talking about suicide they are not going to act on their
intention. If anyone expresses a desire to die and they
say that they have a plan which they intend to carry
out, you should take them immediately to the closest
hospital emergency room.
• Encourage them to seek help from a professional.
• Provide them with contact details for 24-hour help lines
(for example, Lifeline and SADAG).

communities. They can also run gender transformative

Resources are therefore needed to support an integrated

programmes to help change gendered practices and

programme of prevention and response interventions in

entrenched gender roles.

addition to the traditional treatments to disrupt the long-term,

• Integrated services for women and children are needed

intergenerational effects of violence and trauma. Equipping

to respond to intergenerational trauma and support

parents to reduce harsh forms of parenting and promote

caregivers to help children heal.

nurturing care is critical in the early years. These interventions

• Trauma-informed approaches to services across a range of

also provide an opportunity to consider how gender

settings, including education, social services, the criminal

transformative programming can reduce violence towards

justice system (police and courts) and health, amongst

intimate partners and children in the home. Schools present a

others, are critical for children, families and frontline

unique opportunity to reach large numbers of children and to

workers to recover from trauma.

prevent VAC through the delivery of innovative interventions.
For example, trauma-informed schools have the potential to

Conclusion

identify children who need support, to prevent aggression

One of the most critical dynamics explored in this chapter is

and bullying, and to promote gender equitable attitudes and

the intergenerational nature of violence and the impact on

behaviours and prevent dating, intimate partner and sexual

children’s mental health and well-being across the life course.

violence.

Children and adolescents who are exposed to violence tend

Most children and young people in South Africa

to develop violent ways of interacting with others as a learned

experience ongoing violence and multiple adversities. There

behaviour, and so violence is perpetuated. We note that

is therefore no easy solution or quick fix in terms of violence

measures identified to prevent and respond to violence need

prevention and treatment of the effects of violence on child

to adopt a life-course approach to ensure that the needs of

and adolescent mental health. The response should be

children are adequately addressed and supported at each

systemic and trauma-informed, based on multi-component

stage of development; and that there is a need to intervene

interventions across different levels of the socio-ecological

early to disrupt the cycle of violence and re-traumatisation.

system. We need to invest in the promotion of evidence-

We also have to address the risk factors that increase

based programming that promotes resilience and recovery

children’s vulnerability, such as poverty, unemployment,

for children while enhancing the capabilities of families to

parental alcohol and substance misuse, poor caregiver-child

protect children and young people and to unlock their full

attachments, family conflict and high levels of community

potential.

dysfunction, as they all interrelated.
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Disability and mental health:
Addressing discrimination and enhancing participation
Judith McKenzie,i Lieketseng Ned,ii Brian Watermeyerii and Shakila Dadaiii

The global understanding of disability has shifted radically over

disability if they experienced moderate to severe limitations

several decades, away from a purely medical understanding

in a specific domain or if there were limitations across different

of impairment as the direct cause of any disability. Instead,

domains.5 Yet this approach cannot be satisfactorily applied

there is a growing recognition that disability arises when

to developmental disabilities or children under the age of

persons with ‘long-term physical, mental, intellectual or

five.6 Considering these limitations, the national prevalence

sensory impairments encounter various barriers that hinder

rate for disability was found to be 7.5%, while prevalence

their full and effective participation in society on an equal

rates for children decreased with age, from 11% of 5 – 9-year-

basis with others’

olds to 4% of 10 – 14-year-olds, and 3% of 15 – 19-year-olds.

.1

This chapter critically examines the link between physical,
mental, intellectual, or sensory impairments and the

The most common impairments are loss of vision, ‘cognitive
difficulties’, and loss of hearing.5

development of psychosocial disability, and explores how

In addition, it is estimated that one in five children under

to enhance the mental health of children with disabilities by

14 years of age worldwide are affected by mental disorders.7

addressing the following questions:

Without proper treatment and environmental supports,

• What is the prevalence of disability and mental disorders?

children struggling with mental health problems or mental

• How do impairment and the associated discrimination

disorders may go on to develop a temporary or long-term

and exclusion impact on mental health?

psychosocial disability that impairs their ability to function

• How does participation enhance mental health?

and participate in society. But this is not inevitable and

• What are the opportunities to strengthen policy and

depends on whether the child’s environment is enabling or

programming?

disabling.8 For example, children with mental disorders living
in the rural areas of the Western Cape may face far greater

What is the prevalence of disability and mental
disorders
The World Report on Disability estimates that about 15%
(over a billion) of the world’s population has some type of
disability.2 Of these, it is estimated that between 110 and
190 million are children under 15 years old and that the
overwhelming majority of these children are located in
low- and middle-income countries (LMICs). This prevalence
appears to be increasing and is likely related to the increased
neonatal survival rates in LMICs.

3

Underreporting and discrepancies in population-based
survey questions mean that there are no reliable prevalence
data on childhood disability in South Africa.4 The 2011 South
African census addressed six domains of functioning: seeing,
hearing,

communication,

remembering/concentrating,

walking and self-care. An individual was identified as having a
i
ii
iii

difficulties in accessing services and support than those living
in a well-resourced metropolitan centre such as Cape Town.
At the same time, children and adolescents with physical,
sensory or intellectual impairments are at increased risk
of developing mental health problems and psychosocial
disabilities when exposed to environmental barriers such as
stigma and social isolation. Yet, a supportive environment
and positive social interactions can prevent an impairment
from becoming a disability.9 For example, children with
cerebral palsy (CP) in various LMICs have been found to have
poorer mental health and self-esteem than their typically
developing peers,10 and in some studies over one-third of
children with CP have reported mental health symptoms.11
High rates of mental disorders are reported amongst children
and youth with intellectual disability, with studies from the
United Kingdom suggesting that 36% of this population

Division of Disability Studies, Department of Health and Rehabilitation Sciences, University of Cape Town
Centre for Disability and Rehabilitation Studies, Department of Global Health, Stellenbosch University
Centre for Augmentative and Alternative Communication, University of Pretoria
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have a mental disorder, compared to 8% of children without

their frequent marginalisation in society, and increased

disabilities.12 Similarly, there are indications that children and

vulnerability to neglect, abuse, poverty, and violence,1 as well

youth with visual impairment had more emotional problems

as disability-related stigma and discrimination.19, 22 Similarly,

than sighted children.13

the social isolation and disruptions in social networks and
support systems caused by the COVID-19 pandemic further

How do disability, discrimination and exclusion
impact on mental health?

intensifies mental distress, stress and anxiety among people

The World Health Organization (WHO) views mental health as

sure that the needs of these children are met.

‘a state of well-being in which children and adolescents can
fulfil their potential, cope with life stressors, be productive
in their learning, and contribute to their communities’.14
Such a state of well-being is only possible when children
are supported by a nurturing and responsive environment.
Such environments not only meet children’s basic physical,
emotional and social needs, they also ensure that children
enjoy emotionally responsive relationships with primary
caregivers within a family-oriented setting which protects
them from harm and encourages their efforts to cope with
life’s challenges and grow their talents within their community.
Yet, common responses to children with disabilities
undermine this. Children with disabilities and their families
often face ongoing battles for access to health care, education,
transport, and other services, as well as stigma, bullying15 and
discrimination, on top of the everyday demands of coping
with an impairment.6 Confronting these challenges daily
can readily give rise to feelings of anxiety and depression in
both children and parents, and the very real sense of being

with disabilities17 and additional efforts are needed to make
In addition to widespread inequalities and discrimination
on the basis of race, class and gender, children and youth
with disabilities may experience discrimination on the
basis of disability, including poorer access to quality
education23 and healthcare24. It must be borne in mind that
with nearly two in three children in South Africa are living
below the poverty line,25 and that poverty is likely to have
a disproportionate effect on children with disabilities.26 It
is imperative to recognise that impairment in and of itself
does not cause mental disorders. This is not to say that the
personal experience of impairment, including functional
limitation, pain and fatigue, are not in themselves factors
which also threaten mental health.22, 27 But, as noted above,
the impact of these issues is best understood as the product
of their interaction with environmental factors, and both these
elements need to be considered to understand the origins of
psychosocial disability and to design effective interventions.

alone in one’s struggle. For many children and families, the

How does participation enhance mental wellbeing?

experience is one of living in ‘survival mode’, where inner

We have already established how discrimination and stigma

distress must be managed while continuing to negotiate a

undermine the right of children with disabilities to ‘full and

world which is often unwelcoming, and even hostile.16 All

effective participation and inclusion in society’ as enshrined

of this works against thriving and increases the risk of the

in the United Nations Convention on the Rights of Persons

emergence of diagnosable mental disorders.

with Disabilities (UNCRDP).1 Participation is considered both

The experience of impairment is shaped in powerful ways

a basic human right and a critical health outcome for children

by children’s environments and living conditions. Therefore,

with disabilities. Imms and colleagues capture the tensions

two individuals may have the same impairment (medically

in defining participation in their family of participation-

speaking), but the level of disability they experience becomes

related constructs framework, which distinguishes between

significantly different, depending on environmental factors

attendance (‘being there’) and involvement (‘the experience

such as spatial and income inequalities.9 These differences

of participation while attending’).28 For example, children

are also more pronounced in countries with high levels

attending school are simply ‘being there’, while what the child

of inequality, such as in South Africa, with its brutal legacy

actually does during a maths lesson is their ‘involvement’

of apartheid and colonialism coupled with inequality that

or ‘engagement’ in the learning process. Participation,

continues to limit children’s life chances. Exclusion from social

therefore, not only addresses barriers that prevent the

contexts and lack of access to social networks leads to poorer

attendance of children with disabilities, but it also aims to

health.17 While this may be true for the general population,18

address the ways in which they are included or involved in

the magnitude of the problem is compounded for persons

life situations.

with disabilities because of the lack of assistive devices
and reasonable accommodation for their impairments,

19-21

As noted above, having a disability does not necessarily
lead to the development of mental health problems, and it has
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Figure 29: Levels of intervention and support from the Nurturing Care Framework

Children with
additional needs −
indicated support
(e.g reasonable
accommodation,
asssitive devices)

Children at risk −
targeted support
(e.g.additional supports to address risk factors)

All children −
universal support
(e.g.national policies, access to services, information)

Adapted from: World Health Organization. Nurturing care for early childhood development: A framework for helping children survive and thrive to transform health
and human potential. 2018.

been argued that participation helps improve the well-being

of Participation and Enjoyment (CAPE) scale34 found that

of children and adolescents with developmental disabilities.29

children reported participating most in the informal domain,

A cluster of studies report that there is a strong association

social activities, and skills-based and self-improvement

between exclusion and mental health problems. It may be

activities. Children in South Africa were most likely to

the case that, were participation possible in all aspects of

participate in activities once a week, with other relatives, and

one’s life, the prevalence of mental health problems would

at a relative’s house, and enjoyed participating in activities

be the same between children with and without a disability.

‘very much’. Another important consideration in enhancing

30

A study led by the Centre for Augmentative and Alternative

participation of children with intellectual disabilities is the

Communication at the University of Pretoria used the Picture

social support received by caregivers, with increased social

my Participation measure to evaluate the participation

support for caregivers resulting in increased intensity of

patterns of children with intellectual disabilities. The study

participation for children with intellectual disabilities.35, 36 This

found that both children with intellectual disabilities and their

cluster of studies makes an important contribution to the

primary caregivers reported that the child had high levels of

argument for i) including the self-reported perceptions of

attendance in formal learning, family mealtimes, interactions

children with intellectual disabilities (the child’s perspective)

with families and celebrations. Yet, children with intellectual

in clinical practice and future research, and ii) the importance

disabilities participated significantly less in social, community,

of participation-focussed interventions for children with

leisure, and self-care activities than their peers.32, 33

intellectual and other disabilities to ensure that they have the

31

Similarly,

a

study

with

children

with

intellectual

disabilities in South Africa using the Children’s Assessment
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same opportunities to ‘be there’ (attendance) and ‘engage in
activities’ (participation).

What are the opportunities to strengthen policy
and programming?

additional needs. An important aspect of indicated support
is the provision of reasonable accommodation for children
with impairments.38 This includes the provision of assistive

Nurturing care
The Nurturing Care Framework (NCF) draws on state-of-theart evidence to strengthen policies and programmes to help
children thrive.37 The five domains of nurturing care include
nutrition, responsive caregiving, security and safety, learning
and stimulation, and health. Providing nurturing care to
children with impairments may pose additional challenges
across each of these domains, so it is important to adopt an
inclusive approach and make a deliberate attempt to ensure
that all children have equal access to services and support.6
While efforts to promote mental health and well-being, and
prevent mental disorders, apply equally to children and
youth with disabilities, targeted and indicated support is also
needed as illustrated in Figure 29.

devices to enable inclusion and participation. Examples
include digital devices for children with visual impairments.
quieter spaces at school for children on the autism spectrum,
and adjusted work or schoolwork programmes to allow
access to ongoing therapeutic support or catch up following
an episode of illness where schoolwork was interrupted. (see
Figure 30) The absence of such supports not only constructs
a barrier to learning and development but also has an impact
on mental well-being, as this sends a message that the
child’s needs are not thought about and prioritised, leading
to feelings of low self-esteem, depression and anxiety.39
Lack of attention and accommodation to the child’s school
programme can also lead to child and family concerns about
progression and career development, further impacting on
mental health and well-being.

Reasonable accommodation
While all children need universal support regardless of
impairments or health conditions, a smaller number require
targeted support that addresses areas of potential risk, and
indicated support is required for those who have demonstrable

A twin track approach
In response, one of the recommendations has been to adopt
a twin track approach.40 A twin track approach includes a
mainstreaming track to ensure that children with disabilities

Figure 30: Illustration of the twin track approach
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Socie
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Source: CBM and the Twin-Track Approach to Disability and Development. Twin-Track_Paper_final_version_October2008 2/10. 2008.
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are included in all forms of service provision, and an

find enjoyable and meaningful, and can help recommend

empowerment track that recognises the need for disability-

strategies to support their children’s participation and

specific supports and reasonable accommodations with a

emotional well-being.46 However, support for caregivers and

strong emphasis on participation and respecting the views of

children with disabilities is often lacking in both primary and

children and adolescents with disabilities.

community levels of health care.

In the following section, we will review the opportunities

Family strengthening programmes, such as the Caregivers

for intervention through the lens of the NCF under the

Skills Training programme outlined in Case 30, aim to

following

caregiver

respond to two distinct but related challenges. The first

capabilities, empowered communities, supportive services,

challenge is to develop caregivers’ knowledge and skills so

and enabling policies. This framework should be linked to a

that they are able to provide the interventions needed to

life-course approach to mental health and disability, as risk

promote their children’s development,47 and to do so in a way

and protective factors are cumulative rather than unrelated

that affirms – and does not negate – their existing knowledge

discrete events, and priorities differ during critical transitional

and skills. The second challenge is to provide psychosocial

periods of the life course. The strong connection between

support, as the economic, physical and emotional stressors

impairments and the development of psychosocial disability

of caring for a child with a disability render parents vulnerable

should therefore be considered through the different

to mental disorders such as depression or anxiety disorders.

developmental stages.

Stress experienced by parents and caregivers should be

categories

–

child

participation,

8

prioritised because their well-being is pivotal to the provision
Child participation

of nurturing care for children with disabilities.48

In line with the UNCRPD perspective on self-representation,
the voice of children and adolescents with disabilities needs

Empowered communities

to be heard and play a central role in service provision and

Empowering communities to facilitate the inclusion of

community building. The Lancet Commission on the Future

children with disabilities is a critical element in promoting

of the World’s Children argues that meaningful participation

mental well-being. Services should ideally support community

leads to ‘improved social cohesion, more egalitarian

members and organizations to become agents of change to

communities, and helps adolescents make a better informed,

enable children with disabilities to participate in community

healthier, and more empowered transition into adulthood’.41

life and recreation.50 This goes beyond service provision to

The United Nations Convention on the Rights of the Child

a situation where community members are supported to

notes that children have the right to be involved in decisions

take responsibility and make the changes they want, through

and actions that affect them, and that they should be able

consultation and training, and the sharing of physical and

to express their views which should be heard and taken

educational resources. This would include addressing some

seriously by adults.42

of the pressing safety issues, especially for children with

Children and youth can indicate their preferences for what
works for them and help identify and address ‘barriers to doing’

developmental disabilities, that prevent them from venturing
into their community spaces.51

and ‘barriers to being’. For example, children with physical

A study across three countries (South Africa, Botswana and

disabilities identified ‘barriers to doing’, such as physical or

Malawi) identified the benefits of community programmes

material barriers that restricted their participation, as well as

in enabling access, participation and inclusion.52 The

‘barriers to being’, such as bullying and hostile behaviour.43

development of parent support groups has also been found to

Parents can also be over-protective and have low expectations,

be very effective in advocating for changes in the community.

which is why children with psychosocial disabilities should be

For example, Kambowe found that a parent advocacy support

supported to advocate for their own needs.

group was effective in enhancing community participation

44

and social inclusion of adolescents with Down Syndrome
Family strengthening

in Namibia.53 In addition, parent training programmes have

Families are best placed to understand the experiences

been found to be effective in enhancing the self-efficacy of

and needs of their children, and these insights are crucial in

caregivers so that parents are better able to ‘think and act in

providing a responsive, attuned and nurturing environment.45

ways that will optimise the developmental outcomes of their

This is because parents and/or families of children with

children’.54

disabilities have insight into what activities their child will
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Case 30: WHO Caregivers Skills Training Programme

Given that most children with developmental disorders

and three 90-minute individual sessions in caregivers’

do not have equitable access to care, the WHO launched

homes, focused on training the caregiver on how to

the Caregivers Skills Training (CST) for families of children

use every day play and home activities and routines

with developmental delays and disorders.49

This aims

as opportunities for learning and development. The

to strengthen access and quality of health services and

home sessions are geared towards assessing the child’s

support to families, and forms part of a broader Mental

development, engaging the family, determining needs

Health Gap Action Plan to address the treatment gap

and setting goals. Thereafter, caregivers participate in

for priority mental, neurological and substance used

various modules including getting and keeping children

conditions.

engaged, understanding and promoting communication

Taking a family-oriented approach and designed to

as well as skills for daily living, preventing and responding

be delivered by trained non-specialists (such as peer

to challenging behaviour, and a separate module on

caregivers and community-based workers), CST’s primary

caregiver well-being, self-care and problem solving.

goal is to promote better understanding and acceptance

Specific sessions cover communication, engagement,

of developmental delays and disorders and to help

daily living skills, challenging behaviour and caregiver

caregivers promote child development, communication

coping strategies.

and functioning. The secondary aims of the programme

A key feature of the CST is that it can be delivered

include strengthening caregivers’ coping skills and

by non-specialists and can be adapted linguistically and

psychological well-being. CST builds on existing resources

culturally to ensure that it is understandable, culturally

and services to maximise sustainability. The WHO CST

relevant, acceptable and feasible for use in low resource

consists of nine group weekly sessions of 2.5 hours each

settings.48

Supportive services

Already scarce services for children and adolescents with

Children with disabilities are entitled to access inclusive health

disabilities, such as rehabilitation services in hospitals, special

and educational services. Additionally, social assistance is

care centres and schools, faltered during COVID-19, creating

available to caregivers of children with disabilities in need of

difficult times for both families and children with disabilities,

permanent care or support services in the form of the Care

and many mothers have been unable to see their children

Dependency Grant (CDG).

during the pandemic due to isolation measures introduced

Yet, early identification and early intervention for children

at residential care facilities.55 The closure of special schools

with intellectual and psychosocial disabilities can be difficult

for children with disabilities, who require daily therapeutic

as current measures do not easily detect the more subtle or

services, similarly left most parents and caregivers with no or

‘invisible’ neurological or psychosocial disabilities. This leads

limited resources, and little or no training on how to assist

to the exclusion of these children from early intervention

their own children adequately at home. Furthermore, in the

strategies, which are essential for improving outcomes and

context of having to share a one-roomed dwelling, many

preventing secondary disabilities. Children with ‘invisible

children may have found playing and learning extremely

disabilities’ are also excluded from other important domains,

difficult during lockdowns in households.56 This is where

such as the statistics used to inform planning and budgeting

targeted responses are needed. The best practice would

for services. For instance, disability prevalence rates in

have been to ensure continuity of care by extending services

South Africa exclude children under the age of five, as

to children at home, and supporting carers through online

well as children with psychosocial and certain neurological

training, mentoring and supervision, yet these efforts were

disabilities. It is therefore important to review the medical

unlikely to reach those most vulnerable given the digital

assessment criteria to enhance the identification of children

divide in South Africa. The case study on the following

with intellectual and psychosocial disabilities, to ensure that

page outlines how alternative and augmentative modes of

these children and their caregivers are able to access a basket

communication have an important place in bridging one of

of support services including the CDG.

the gaps in service provision.
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Case 31: Closing the gap through augmentative and alternative communication
While physical access to services that support mental

with complex communication needs to take care of their

health is a right to be afforded to all people,57 persons

health, and the COVID-19 pandemic exacerbated the

with disabilities – and specifically persons with complex

situation. Health information is often couched in confusing

communication needs – are less likely to utilise these

and inaccessible language and provided in formats and

services. Persons with complex communication needs

modalities that do not support comprehension. The

are defined as “having limited or no access to functional

Centre for Augmentative and Alternative Communication

verbal speech and are unable to use speech to meet

and Future Africa (at the University of Pretoria) and

their daily communication needs”.58 This may lead to

UNICEF embarked on a project entitled ‘Co-designing

mainstream mental health services not being fully aware

health communication and education materials’ during the

of their needs,59 yet this group faces various risk factors

COVID-19 pandemic. The health education materials were

for mental health problems, including experiences of

developed in collaboration with youth with disabilities,

discrimination and stigma, physical health challenges, and

caregivers of children and youth with communication

difficulties in establishing and maintaining relationships.60

disabilities, and professionals who work in the health and

Individuals with complex communication needs would

education sector.62 A variety of resources, in various South

benefit from Augmentative and Alternative Communication

African languages, is available for download, including

(AAC). AAC encompasses any form of communication

a series of animated stories specifically focused on

used to supplement or replace oral speech and plays a

maintaining mental health.i

critical role in supporting communication and promoting

In addition, an example of a communication board that

the participation and inclusion of persons with complex

can be used to communicate about mental health was

communication needs.

specifically prepared to accompany this chapter.

61

It is often challenging for persons

Figure
discuss
aspects of mental health
M e n t a31:
l HA
e acommunication
l t h C o m m u n i cboard
a t i o n to
B o
a rd
Use this boar d to com m unicate w ith an individual w ho has com plex com m unication needs about their m ental health.
I am
I feel

sad
depressed

hard to breathe
hyperventilating

sweaty

no appetite

all the time
always

you

happy

dizzy

no desire
unmotivated

can't sleep
insomnia

some of the time
sometimes

family

nervous
anxious

stomach pain

tired
low energy

don't want to live
suicidal

only a little
rarely

friends

cross
angry

chest pain

activities

exercise

what I want to
say is not here

not on this page

För infoomsymbollicenser:http://www.dart-gbg.org/licenser
Dettabildstödär skapat viawww.bildstod.se
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https://www.up.ac.za/centre-for-augmentative-alternative-communication/article/2938080/co-designing-health-education-materials-.
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Enabling policies

for community-based services and ensuring that families

Given the close connection between mental health and

and service providers have the digital access and training

participation, enabling policies should support not only

needed to make telehealth a possibility. We have recently

access but also meaningful engagement. The White Paper

witnessed how limited funds disrupt services for children

6 on Inclusive Education63 aims to create an inclusive and

with disabilities in South Africa. For example, TimesLive

supportive learning environment that would facilitate mental

reported in December 2021 that workers who care for 84

health and well-being in schools, if effectively implemented.

persons with profound disabilities at Durban and Coastal

Similarly, health policies emphasise equal access and

Mental Health’s Jona Vaughan residential facility did

reasonable accommodation for children and adolescents with

not arrive at work because they had not been paid since

disabilities and their families and could help to address some

September 2021, and amid this funding crisis, children were

of the environmental barriers that influence mental well-being.

left without care.

The Framework and Strategy on Disability and Rehabilitation

Additional costs incurred to provide for the disability-

has also done well in highlighting the need to improve

related needs of their children can be a significant source

access to services, however, this policy has been critiqued for

of stress for both families living in poverty, and low-income

excluding learning or intellectual disabilities,64 and does not

earners for whom the cost of assistive devices and other

address psychosocial disabilities. The draft National Disability

supports add a taxing burden on their limited financial

Background Paper also acknowledges barriers to participation

resources. Policy makers can help alleviate the additional

– a call which requires enacting changes in national policies,

costs of caring for a child with a disability by increasing

laws and environments. The recent Strategic Policy Framework

the value of the CDG, while policy implementers can take

on Disability for the Post-School Education and Training

steps to enable greater access to this support. This targeted

System66 signified one such positive step towards change and

support is in line with other calls to increase the value of social

includes measures to provide financial support and upgrade

grants for children and their caregivers and would respond

infrastructure and services to improve participation of those

decisively to persistent inequity in South Africa.

65

with disabilities. The policy also advocates for institutions to
report on initiatives for all disability types.

Alongside this, government services should support the
multidimensional – and therefore multisectoral – needs of

The more recent National Strategic Framework on

children with disabilities. For example, if the Department

Reasonable Accommodations for Persons with Disabilities

of Health enhanced the provision of services and access

is important as it focuses on environmental as well as

to assistive technologies and the Department of Basic

technological supports to accommodate persons with

Education provided fully inclusive quality educational

disabilities. This framework supports the independence of

services to children with disabilities, then this would enhance

persons with disabilities through advocating for provision of

the impact of the CDG, as families would be able to use

assistive devices, reasonable accommodation measures and

this limited resource to meet the home care needs of their

support services to enhance the well-being and participation

children, instead of using to cover the costs of other services.

67

of persons with disabilities as fully as possible in activities
such as education and later employment. It specifically notes

Conclusion

that service providers and sectors implementing this policy

Meaningful participation is central to the mental health of

must integrate psychosocial services and interventions within

children with disabilities and is an area where children with

reasonable accommodation measures.

disabilities are most likely to encounter significant barriers,

Policies also need to prioritise getting services to

including stigma and inaccessible environments. To address

both children and their families, to effectively nurture the

this problem, mainstream environments and communities

development of children with disabilities. To ensure that

need to become more inclusive and welcoming, while at the

both long-term and short-term needs are addressed, policy

same time, more specific (and possibly more individualised)

solutions must expand home-visiting programmes as these

supports should be provided to enable the participation

bring services close to home and benefit both the child and

of children with disabilities.6 It is critical that supportive

caregivers. The programmes should be complemented with

services adopt a family focus and a developmental, life-

investments in telehealth services for those who can access

course perspective in a way that is congruent with African

virtual platforms. Policymakers, therefore, need to enhance

contexts and aspirations. Given that exclusion and isolation

both these support services by allocating public funding

undermine the mental health of all children, adolescents
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and their caregivers, efforts to support the meaningful

This includes putting in place reasonable accommodation

participation of children with disabilities have the potential

and child-friendly measures to support the participation of

to prevent and mitigate the mental health impacts of

children, adolescents and their caregivers in the design and

exclusion and disability − including psychosocial disabilities.

implementation of policies and programmes.
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Conclusion:
Putting children at the centre
Mark Tomlinson,i Lori Lakeii and Sharon Kleintjesiii

Children and adolescents are growing up in a world that is

African Child Gauge, we have made the case for a whole-of-

increasingly on fire. The COVID-19 pandemic has revealed

society, life-course approach that places children at the centre

the deep fissures in our country and in our world – fissures

of all policies and programmes, coupled with a shift from

of deep and unsustainable exploitation of our resources, the

short-term political expediency to making decisions today

moral bankruptcy of a world where a handful of individuals

that will enable both our children and the planet to thrive in the

own more wealth than 25% of the world’s population. A world,

future. The Nurturing Care Framework (NCF) has highlighted

using Naomi Klein’s phrase, where we are confronted with

the key concepts of responsive care, of relationships and

an increasing number of ‘sacrifice zones’ – places destroyed

environments characterised by early learning opportunities.3

by climate breakdown; usually poor, out of the way places

Recently, the NCF has been extended across the life course

where people lack political power.1 Places where the dying

(not just until the age of three) in a Lancet series that outlines

and suffering of children are simply not reported anymore.

approaches to optimising child and adolescent health.4, 5

Amidst the existential threat of climate change, coupled

In addition, what is required is a renewed focus on

with the devastating social, educational and economic

enabling environments that reach beyond the sphere of the

impacts of the COVID-19 pandemic, it is not surprising that

individual child, and that tackle the determinants of health

children are grappling with feelings of fear, anger, distress

and well-being.6 Investments need to extend beyond the

and hopelessness. Add in the challenges of social media

strengthening of essential child and adolescent mental health

and an upsurge of violence and global conflict, and it is clear

services, and we must put children’s health and best interests

that we are in a crisis. Andri Snær Magnason is an Icelandic

at the centre of all our policy-making and programming. The

documentary film maker, one-time candidate for President of

intergenerational impact of trauma, poverty and mental ill

Iceland and the writer of On Time and Water. In his poignant

health forces us to take an incredibly long view of well-being

and majestic book, he states that ‘because of climate chaos,

– much like how in the Middle Ages it took seven generations

an entire generation is being asked not what they want to

of a family to build a cathedral.

become but what they need to become’.2 We are living too

When we fail an individual child, the lifetime and

fast, pushing the boundaries of nature beyond what they can

intergenerational impact is felt at a societal level.7 The costs

tolerate, and he makes a strident plea for us to all slow down.

of not intervening and of not strengthening support systems

He argues that our education systems have become fixated

for vulnerable children and families are huge.7 Investing early

on creating human resources for business and industry rather

is a moral imperative but investing early is also perhaps the

than on preparing the next generation with the knowledge to

best investment that can be made in the generational health

live in harmony with nature, the ethics to envision a new way

of our society. Ensuring that children thrive now will yield

of living and being, and the values to engage with the moral

benefits in later generations as thriving children become

quandaries our children and grandchildren are going to have

parents themselves8.

to deal with.
On Time and Water evokes a new sense of urgency – the

What is thriving?

time to act is now. So how can we as a society create an

Thriving has multiple dimensions, including growth, learning,

enabling environment that better protects our children from

and the development of healthy interpersonal relationships,

harm, builds their ability to cope with adversity and enables

creativity, empathy, the capacity for moral reasoning, and

them to realise their potential? In this 16th issue of the South

social development.3 Crucially, thriving is not an event or

i
ii
iii
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life stage but rather a process that unfolds across the life

economically and socially.1,5 A successful ‘thrive’ agenda will

course. Young people need support throughout their lives

also yield substantial benefits in future generations, as many

– with additional supports at key transitions such as starting

children will later become parents and all will have a role in

school, moving to high school – and at times of stress – such

supporting the next generation.

as hospitalisation, or natural disaster. Neuroscience has also

Yet Martha Nussbaum’s work illustrates how thriving and

shown that the brain continues maturing until at least 24

the development of individual capabilities is dependent

years of age, pointing to the need for additional support as

on the creation of societies that provide children with the

young people navigate the transition from school to further

freedom, opportunities and resources to realise their dreams

education and employment (as outlined in Case 33).

and potential.9 Her list of 10 human capabilities (in Box 4)

4

A thriving child, adolescent, or youth is better able to

looks beyond a narrow utilitarian approach to development

study and gains more from education or training, resulting in

and foregrounds the importance of human dignity, respect

a young adult who has higher earning potential and is better

for others, and freedom of speech and association. In doing

equipped to make a positive contribution to society, both

so, she encourages us to foster children’s agency and active

Figure 32: Building an ecosystem of support
FAMILY AND PEERS

Child and adolescent
well-being
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and are able to reach
their full potential

Opportunities for learning
and education
Early learning
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Life skills
Civic education
Career pathing
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services
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Resilience
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Hope
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Mental health
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Well-being

Safe and supportive environment
Safety
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of living

W I D E R S O C IE T Y
Adapted from: Partnership for Maternal Newborn and Child Health UHL. Multistakeholder Consultations on Programming to Promote Adolescent Well-Being: Summary Report. Geneva: World Health Organization; 2022.
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Case 32: COVID-19 and child and adolescent mental health
Mark Tomlinsoni
The impacts of the COVID-19 pandemic on child and

worst in families facing multiple onslaughts (violence,

adolescent mental health are direct and indirect, as well as

trauma, job losses, mental health difficulties).

immediate and delayed. In the early months of 2020, there

In terms of the more delayed impacts, we have already

were few data on child and adolescent mental health.

seen – and continue to see – a ‘hunger pandemic’

Lessons from previous health crises such as HIV and Ebola

(exacerbated by the Russian invasion of Ukraine), where

were strongly suggestive that there would be traumatic

tens of millions of children are falling into extreme

impacts on young people’s mental health, including post-

poverty,27 with concomitant severe food insecurity.

traumatic stress disorder, higher levels of depression

Hundreds of millions of children have missed significant

and aggression, poorer social outcomes and impacts on

amounts of schooling, many have not returned to school,

stigma and discrimination.

and a significant proportion will never return. Increased

22, 23

Towards the end of 2020, as the first data began to

levels of stunting due to food insecurity will affect school

emerge, the worst-case scenario of a massive spike in

performance and increase the likelihood of later school

mental health difficulties had not materialised. In one

dropout. When children drop out of school, they are more

study, 43% of children stated that their lives had got worse,

likely to become involved with gangsterism, violence and

yet at least a quarter stated that in fact their lives had got

be vulnerable to substance abuse. In households living in

better.24 Some of this may be explained by families and

poverty and food insecurity, parental stress may become

communities coming together to support each other in

severe with implications for violence against, and violence

the immediate aftermath of a scary and unknown virus,

by, children.

and before the full effects of lockdown, school closures
and job losses were felt.

COVID-19 and its ongoing ramifications are of
significant concern for child and adolescent mental health

In the medium and long term, a different picture has

in the short and long term. There is, however, a positive

emerged. A 2021 meta-analysis25 found that the prevalence

(perhaps the only positive from the pandemic) and that is

of depression and anxiety for children and adolescents

the new openness to conversations about mental health

had increased two-fold. A more recent systematic review

globally. Mental health is now a priority for governments,

of global studies on child and adolescent mental health

donor agencies and international agencies such as the

found a high prevalence of COVID-19-related fear, as well

World Health Organization and UNICEF. It has enabled

as increases in the symptoms of depression and anxiety.26

a fresh awareness of psychosocial well-being and has, in

Worryingly, children and adolescents living with neuro-

many communities, resulted in a new ethics of care for one

diversities and/or chronic physical conditions had higher

another. We have recently seen this in South Africa when,

negative mental health outcomes.26 In a UNICEF report

at the beginning of May 2022, the Ministerial Advisory

focusing only on studies from Africa, rates of mental

Committee (MAC) on COVID-19 within the Department of

health burden (elevation of anxiety and depression levels)

Health released an advisory entitled, ‘The Mental Health

ranged from 5% to 74%. Unfortunately, many of these

Impact of COVID-19 on South African Society: How to

studies were of low quality with strong risks of bias, and

Build Back Better’28. The advisory makes specific mention

therefore need to be interpreted with caution. However,

of children, adolescents and youth, as well as economically

they do suggest a complex picture with children and

disadvantaged people. This high-level focus and attention

adolescents in some areas struggling considerably more

is a key achievement of many years of advocacy. We must

than in others. Another finding from the same study was

harness this moment to ensure that we place children and

how vulnerability tended to cluster during the pandemic

adolescents and their well-being at the centre of our build

and in its aftermath, exacerbating existing vulnerabilities.23

back plans and ensure that mental health is never ignored.

As is so often the case, the most negative impacts are
i
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Box 4: 10 central human capabilities
1. Life. Being able to live a complete and satisfying life
into old age. Not having life cut short or being made
such that it hardly seems worth living.
2. Bodily health. Being able to have good health,
nourishment and shelter.
3. Bodily integrity. Being able to move freely from place
to place; protected from violence and abuse; and
having choice in matters of sex and reproduction.
4. Senses, imagination, and thought. Being free to
use the senses to imagine, think, and reason; having

6. Practical reason. Being able to engage in critical
reflection and plan one’s life.
7. Affiliation. Being able to live with and show concern
for other human beings; and being treated as a
dignified being whose worth is equal to that of others
– without discrimination.
8. Other species. Being able to live with concern for and
in relation to animals, plants, and the world of nature.
9. Play. Being able to laugh, to play, to enjoy recreational
activities.

the freedom to express political, artistic and religious

10. Control over one’s environment. Being able to

views; being able to experience pleasure and avoid

participate in the political choices that govern one’s

unnecessary pain.

life; having the right to free speech and association;

5. Emotions. Being able to experience love, grief,
longing, gratitude, and justified anger, without having

and being able to hold property and seek employment
on an equal basis with others.

one’s development blighted by fear and anxiety.
Adapted from: Nussbaum M. Human rights and human capabilities. Harvard Human Rights Journal, 20: 21-24.

citizenship and to challenge and transform the social and

WHO/UNICEF/Lancet Commission ‘A future for the world’s

material conditions that continue to prevent the majority of

children?’21 as well as Children in All Policies (CAP2030) (https://

South Africa’s children from realising their potential.

cap-2030.org/) are recent initiatives to ensure we place children
at the centre of all policies. Children must be engaged with as

Recommendations

the active citizens they are. Internationally, young people are

Our recommendations strive to create enabling environments

urging country leaders, government and civil society to take

that promote children’s mental health and ability to act

action to preserve their future by acting decisively to curb the

with agency, reach their potential, engage in meaningful

impact of climate change on the planet’s dwindling capacity

relationships, cope with adversity and contribute to their

to sustain future generations. Their insights into the mental

communities.6 Ensuring that children are thriving is not

health challenges they face, and the solutions that are needed,

an event, an early intervention, a late intervention, a cash

are critical. They must be engaged with meaningfully, and we

transfer or a behavioural programme. These interventions

must ensure they are key stakeholders in decision-making and

must be embedded in a long-term multidimensional

policymaking. In South Africa, efforts to actualise this are in

approach, rooted in addressing poverty and inequality,

their infancy. For example, the expert committees that monitor

providing opportunities for learning and for family, peer and

the implementation of the United Nation Convention on the

social relationships , safe communities, quality education

Rights of the Child and the United Nations Convention of

and the development of creativity, empathy and resilience.8

Persons with Disabilities have urged states and civil society

In the context of climate breakdown, it will require a long-

not only to report on progress towards the realisation of

term strategy, instead of short-term thinking informed by the

children’s rights, but to also include direct representation from

dictates of election cycles.

children and adolescents. The appointment of a Children’s

1. Put children at the centre
Children and adolescents are at the forefront of experiencing
the negative mental health impacts of the COVID-19
pandemic, and they and their children are the ones who are
going to experience the real impacts of climate breakdown.
A global movement with children at the heart of it is key. The

Commissioner and Child Government Monitors in all provinces
offers another important mechanism for increasing the direct
participation of children in the design and implementation
of policies and programmes (see Case 3 on p38), as is the
involvement of Media Monitoring Africa’s Web Rangers in the
development of information and communication technology
policies (see Case 22 on p109).
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2. Strengthen child and adolescent mental health services

National Health Insurance system.13 In addition, financing

Calls to address the high levels of adversity experienced by

mechanisms must enable formal collaboration between key

10

children and adolescents date back several decades,

yet

sectors addressing child and adolescent health, to ensure

the South African Human Rights Commission report

11

still

that the mental health needs of children and adolescents are

points to systemic neglect and lack of resourcing of the South

adequately addressed and resourced in the Health Benefits

African mental health care system, identifying children and

Package.

adolescents as a priority group for service resourcing and
3. Address the social determinants of mental ill health

provision.
Investment is urgently needed to enable a progressive

A consideration of enabling environments is key, one that

shift from a solely hospital-based, highly-specialist child and

delivers for the individual in the context of community, but

adolescent mental health (CAMH) service to a more integrated

one that goes further and tackles the social determinants

CAMH system that spans all three levels of care and is more

of well-being, such as inequality. Young people and families

widely accessible to children and adolescents in South Africa.

experiencing mental health problems or mental disorders

This process should commence with a commitment to equip

are particularly at risk for drifting into or remaining in poverty

each province with a CAMH team in the medium term, and

as a result of reduced productivity, loss of employment,

health districts with appropriate resources for child-friendly

and increased health expenditure. Poverty eradication

primary mental health care.

programmes that enable families to meet their own needs

CAMH services should be offered across multiple services,

and foster trade and community security can have a direct

systems and levels of care, recognising that specialist CAMH

impact on mental health and well-being and on families’

services will be most fully effective when embedded in a well-

abilities to thrive and contribute to their own and others’

coordinated, intersectoral system that supports the mental

health and well-being. Economic and social development

health and well-being of children and adolescents. A Strategic

is crucial to create the predictable, enriched and nurturing

Mental Health Service Plan for the country must therefore

environments needed to meet the physical, emotional and

ensure that these services are available across the care

social needs of children of all abilities, including those with

pathway. At community level, child and adolescent mental

special health care needs, and enable them to flourish.14

health can be promoted by ensuring that the public and

At the same time, we need to address the commercial

non-governmental workforce are equipped with knowledge

determinants of health that are fuelling overconsumption

and skills to promote mental health and well-being, identify

and challenge the marketing machinery that makes us think

signs of mental ill health and offer psychological first aid

that our happiness and self-worth can be found in the latest

in response to crises and trauma

fashion or the purchase of material things.

12

and, when necessary,

knowledge of how and where to refer the child and family
to CAMH specialists for more intensive care. Following these
specialist health interventions, children and adolescents
with serious episodic or ongoing mental health problems or
disorders should continue to receive care from their families,
and from a well-capacitated mental health team which is
easily accessible through local clinics, district hospitals
and/or school health services. These services should be
complemented by community-based mental health and wellbeing programmes.
In addition, the scarcity of dedicated specialist health
care teams needs to be urgently addressed so that it does
not limit their crucial role in reaching out and capacitating
district-based health and community services to provide care
and support to children, adolescents and their families. It
is therefore essential that the proposed package of CAMH
services is incorporated into the proposed baskets of care
offered by accredited public and private providers under the
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4. Strengthen intersectoral collaboration
Any agenda that has child and adolescent thriving at its
core must be ambitious and multisectoral. A comprehensive
approach to the systemic disablers of mental health requires a
multisectoral approach that extends beyond the departments
of health, social development and education to develop
an ecosystem of support as outlined in Figure 32. Sectors
such as labour, energy, agriculture, water and sanitation,
roads, community safety and the built environment can
make a tangible difference in promoting mental health by
addressing spatial inequalities, improving living conditions,
and easing the daily life tasks of children, adolescents and
their families. Finally, tackling the commercial determinants
of ill-health is vital. From the earliest years across the first two
decades of life, children and adolescents are exposed to a
tsunami of marketing and advertising for junk food, alcohol
and gambling.15

Case 33: An ecosystem of support for youth and pathways to education and employment
Mario Meyer and Anwar Parkeri
YearBeyond was established in 2014 as a Youth Service

After a year and a half of offering this broader service,

partnership between the Western Cape Government, the

approximately 10% of participants have requested access

Community Chest of the Western Cape, the Michael and

to support. However, based on mentor feedback and

Susan Dell Foundation, and numerous non-governmental

surveys, the pool of young people needing support is

organisations (NGOs). The programme offers 18 – 25-year-

higher, at closer to 20%. But there are a number of barriers

olds who are not in employment, education or training

that need to be addressed to improve uptake of support:

(NEET) a meaningful work experience and a pathway to

• There is often stigma attached to reaching out for

further studies and work, while encouraging a culture of

help. Consequently, many who need support opt not

active citizenship and volunteerism.

to seek it out. YearBeyond has found that providing

The programme is designed to develop participants’

young people with information about available support

professionalism, emotional intelligence, and agency. Which

services at the start of the programme and encouraging

have been identified as core competencies for first-time

discussions about well-being within a safe network of

employees, based on feedback from alumni and corporates.

relationships results in a higher take up of support.

During their time on the programme, participants

• Another reason why young people do not access

engage in a work experience opportunity, for which they

support services is because they do not know where

receive a stipend, in an organisation that provides public

to find support or how to locate the right service. This

benefit in the local community. Participants develop their

calls for better information on what kinds of services are

competencies through curated personal and professional

available.

development training. At the end of the programme,

• Many resources and services are available online or

they are supported to identify and action their ‘next step’

telephonically, where the associated communication

– the objective being a minimum of 75% of participants

and connectivity challenges of virtual engagements

progressing to further study or work opportunities.

create additional barriers in accessing support. Those

Participants come from communities that face multiple

who do have mixed responses to the services received.

and complex challenges that undermine their ability to

• Accessing face-to-face services presents additional

self-actualise. This learning is not unique to YearBeyond.

challenges related to capacity, location, cultural fit, and

The Presidential Youth Initiative has piloted a Basic

opening hours of services. Often this requires going

Package of Support that targets 18 – 24-year-olds who are

beyond public sector services and reaching out to a

NEET and offers them holistic support and refers them

broader network of organisations.

to existing support services so that they are able to find
pathways (back) into education, training and work.

Strengthening the focus on trauma and mental health

YearBeyond’s solution for this dilemma was to provide

The demand for trauma-related support points to three

young people with an ecosystem of support that caters

areas for action. Firstly, there is a need for a multi-

for their social, emotional, mental, physical, intellectual,

disciplinary, collaborative, trauma-informed approach to

spiritual, financial, and occupational well-being. This is

working with youth. Organisations that work with young

offered through a curated youth development curriculum,

people should conciously include trauma education and

mentors, and pathway and progression support.

interventions in their programmatic work and staff training.

But this core offering is not always sufficient to unlock

Secondly, building a continuum of support is important.

the potential of all youth. The programme therefore also

Youth who require medical support for mental well-being

offers referrals to specialised or crisis services, leveraging

are often failed by a system which does not adequately

a network of NGOs and state providers.

cater for outpatients. Notwithstanding the need to address

Eighty percent of requests for support have been

public health system failures, the responsibility for providing

focused on trauma support, including trauma debriefing,

support services to young people cannot not rest with the

crisis counselling, social work intermediation, life coaching,

public health system alone. Finally, every youth programme

as well as depression and anxiety management.

should provide information and navigational skills so that
young people are able to access services.

i

YearBeyond
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5. Adopt a life-course approach

8. Close the gap between policy and implementation

Interventions to prevent mental health problems and enhance

Laws and policies must actively address the deep-rooted

mental health and well-being must start as early as possible

structural inequalities that continue to compromise children’s

and continue as needed across the life course. As children

survival, health and optimal development. South Africa has

transition to adolescence, continued access to supportive

some of the most progressive and powerful policies and

parenting, psychosocial support, and the prevention of

laws in this regard, but all too often, implementation is

injuries, violence, harmful practices and substance abuse;

compromised by a lack of resources and political will. Laws

and access to sexual and reproductive health information

and policies are passed nationally but implemented locally.

and services can enhance their mental health and well-being.

Therefore, efforts to build the capacity and commitment of

Preventing negative events early in life must be coupled

local authorities, coupled with community demand and civil

with targeted interventions further on in the life course that

society advocacy, are essential to strengthen accountability

bolster early promotion and prevention efforts to ensure

and enhance the quality of services.

that these early gains are not eroded. What is needed is not
only prevention and early intervention, but also sustained

9. Strengthen the evidence base

investment in child and adolescent mental health.

Given the paucity of research into child and adolescent
mental health in South Africa, a number of research avenues

6. Take an intergenerational approach

need to be explored. South Africa should invest in a national

A life-course approach should be expanded to account for

prevalence study to provide accurate information on the

the ways in which children and their family’s mental health and

extent of child and adolescent mental disorders in the

well-being are interdependent and have an intergenerational

country. Such a study would provide accurate data that can be

impact on the mental health and well-being status of future

used to advocate for greater investment in CAMH, guide the

generations. Supporting children and their families living

planning of services, and assess their impact. Secondly, we

under physically and psychologically adverse conditions

need to invest in innovative studies using child participatory

provides the potential for improvements in mental health and

methods, human-centred design and programme evaluation.

well-being of both current and future generations. Key here

Thirdly, we urgently require research to enhance the design

is recognising the intersections between violence against

and delivery of state services. Finally, there is a paucity of

children and violence against women, and how violence may

data focusing on mechanisms linking economic conditions

beget violence across generations.

and mental health, related outcomes for children’s mental

14

health, and cost-effectiveness of interventions to prevent or
7. Proactively address discrimination and exclusion

treat childhood mental disorders.16, 17

Policy development, implementation and resourcing to
promote the mental health and well-being of children and

10. Be open, agile, responsive and resilient

adolescents must mainstream responses to the mental health

Looking back at the COVID-19 pandemic and looking forward

of marginalised young people, including those discriminated

to a world undergoing rapid and unprecedented change, it

against on the grounds of race, class, sex, gender and ability.

is essential that we develop systems and services that are

Actions should prioritise the transformation of our institutions

able to adapt and respond in agile ways to emerging shocks

and society to create more tolerant, welcoming, inclusive

and crises. This focus on building resilient systems needs

and enabling environments – where all children are treated

to extend beyond disaster preparedness to include efforts

with dignity and respect and given equal opportunity. For

to build ‘everyday resilience’, and the leadership practices,

example, explicit attention to gender discrimination requires

organisational culture and social networks that enable people

actions which break down harmful beliefs and practices that

and systems to adapt well to acute shocks and more chronic

give rise to violent and toxic forms of masculinity. A gendered

forms of stress and adversity.18 To build resilient systems, we

lens must also consider children’s sexual orientation and

must recognise the role of the transformed, multidimensional,

gender identity and challenge the ways in which the mental

cross-sectoral approach we emphasise in this volume in

and physical health of children, adolescents and adults self-

preparing and enabling our children and adolescents to be

identifying as LGBTQIA+ are threatened by discrimination,

able to lead their own and the next generations, responses

social ostracization and threat of incarceration.

to current and future crises. Ringfencing resources for
children’s services in times of crisis is an essential first step.
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Case 34: Addressing the mental health impacts of climate change
Hanna-Andrea Rotheri and Linda Theronii
Impacts of climate change for South Africa

measures children’s vulnerability to environmental and

South Africa faces many challenges linked to climate

climate stresses, hazards and shocks.32

change. A major concern is the global increase of extreme
weather events (EWEs) or natural disasters such as storms,

Climate change impacts on mental health

droughts, flooding, heatwaves, high winds and wildfires.

Relatively few studies have investigated the effects of

Figure 33 illustrates the EWEs’ impact on physical, mental

climate change on child and adolescent mental health,31, 33

and community health. This includes direct impacts on

and more especially in African settings where children and

health (e.g., extreme heat stress, malnutrition, mental

adolescents constitute the majority of the population34.

health strain, violence, injury and disease), as well as

These oversights are problematic as most mental health

indirect impacts (e.g., on water scarcity, agriculture,

difficulties commence in childhood and adolescence, and

infrastructure such as schools and health facilities).29

young people living in these settings are least likely to have

Climate change also intensifies social and economic

access to mental health services. The studies that have

and poor children and adolescents are

considered child and adolescent mental health in relation

predicted to carry the bulk of the negative climate change

to climate change underscore how climate change effects

impacts . For example, flooding of urban townships will

put young people at high risk for psychological distress

destroy informal housing and increase children’s exposure

and mental illness.31, 33, 35-37 This includes risk for first onset,

to mould and vector-borne diseases, while drought and

relapse, or aggravated mental health problems.

inequalities,

30

31

water scarcity is likely to increase rural to urban migration.

Direct impacts. Children and adolescents who are

UNICEF describes the climate crisis as a child rights

exposed to climate change effects, such as floods,

crisis, and South Africa is ranked as a medium- to high-

droughts and other EWEs and hotter temperatures, are

risk country on the Children’s Climate Risk Index which

vulnerable to developing mental disorders including
anxiety, depression, substance abuse, and post-traumatic

Figure 33: Impacts of climate change on physical, mental and community health
Medical and Physical Health
Changes in fitness and activity
level
Heat-related illness
Allgeries
Increased exposure to waterborne
and vector-borne illness

Mental Health
Stress, anxiety, depression, grief,
sense of loss
Strains on social relationships
Subsatance abuse
Post traumatic stress disorder

Community Health
Increased interpersonal agression
Increased violence and crime
Increased social instability
decreased community cohesion
https://www.psychiatry.org/patients-families/climate-change-and-mental-health-connections

i
ii

Division of Environmental Health, School of Public Health and Family Medicine, Faculty of Health Sciences, University of Cape Town
Department of Educational Psychology, Faculty of Education, University of Pretoria
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stress disorder.38 Heat exposure is typically associated

about the future. Yet children’s capacity for resilience

with increased aggression and violence. There are also

is only partly shaped by their personal resources (e.g.,

concerns about young people’s capacity to concentrate

agency; problem-solving skills). In addition, the capacity

and make academic progress when poorly insulated and

for resilience is shaped by resources that are distributed

ventilated classrooms expose them to heat stress, as is

across the multiple systems that young people are

typically the case in many South African schools. Further,

connected to.46,

girls appear to be more prone to experience negative

young people’s social and physical ecologies. For instance,

mental health impacts from exposure to EWEs.40

caring, competent parents; functional, enabling schools

39

47

Examples include resources within

Child and adolescent awareness of climate change

and child-care facilities; opportunities to play with friends;

threats often translates into psychological distress

well-insulated classrooms and homes; and disaster-ready

referred to as ‘climate-anxiety ‘or ‘eco-anxiety’ – not to

built environments. Together, these multiple resources

be confused with a ‘pathological condition’. Eco-anxious

promote a sense of safety, calm, self- and collective

young people report anger, fear, despair, and grief42 linked

efficacy, connectedness, and hope.37, 48 In short, child and

to perceptions of no hope for a future and being failed

adolescent resilience to heat or severe weather events

by governments and adults.43 These emotions are more

depends on how well their social and physical ecologies

pronounced for young people exposed to high climate

respond to climate change threats or events.

41

risk (e.g., the Philippines). There is an indication that the

In South Africa, not only should every child be educated

enduring impacts on child and adolescent mental health

on climate change and the impacts on their health, but

will be felt for years to come as a result stress of climate

they should also be provided with interpersonal support

change and the ‘moral injury’ of governments’ failure to

to develop the skills to seek help, solve problems

put in place effective responses.

and soothe themselves to strengthen their resilience.

44

43

Indirect impacts. Often, child and adolescent mental

However, the onus for resilience to climate change threats

health is indirectly affected by the negative impact of EWEs

is not only on young people. Instead, resilience is a shared

and rising temperatures on children’s social and physical

responsibility. Social ecologies that young people interact

ecologies. For example, weather shocks can diminish

with daily (such as their immediate families or school

caregivers’ capacity for quality parenting, disrupt services

communities) as well as more distant ecologies (such

and social networks, jeopardise livelihoods, and prompt

as government departments and policy makers) are key

displacement. Similarly, heat-exposed adults may struggle

partners in building young people’s resilience to climate

to regulate their emotion and behaviour thereby increasing

change threats.49 For example, caregivers, teachers and

the risk of domestic and other forms of violence.45

schools are typically the first to respond to young people

Indirect effects can start in utero when the stress of EWEs

impacted by EWEs. Because EWEs typically disrupt family

or heat can compromise healthy prenatal development in

and school functioning, a first step is to support families

ways that then give rise to mental health challenges in

and schools to restore everyday routines.49 In this regard,

childhood and adolescence.33

schools have a special responsibility to be disaster ready,50
and practitioners have a special responsibility to prepare

Mitigating harm and promoting resilience

parents and teachers to support child and adolescent

Key is to put mechanisms in place to buffer children from

mental health in the face and aftermath of climate stress,49

climate impacts – this includes mitigating and adapting to

as well as to support parents and teachers to maintain their

the effects of climate change and building the resilience of

own well-being,51 while communities have a responsibility

children, families, and communities.

to safeguard and restore basic resources (such as

Resilience is the capacity to adjust well to significant
stress (e.g., to sustain or regain mental health following

electricity) that underpin family and school routines.
While it is important to activate resilience measures

exposure to severe floods). Youth climate justice activists

across

take the responsibility on themselves to facilitate such

adolescents’ mental health, we should not lose sight of

adjustment. Their activism can have positive personal

the root of the problem. Efforts to mitigate climate change

effects too, building mental health resilience37 and helping

and reduce CO2 emissions in South Africa must be equally

young people experience mastery and feel less hopeless
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multiple

systems

to

protect

children

and

prioritised through a just and rapid transition to clean

that South Africa’s climate adaptation strategy makes

energy sources, clean transportation and sustainable

specific reference to safeguarding child and adolescent

infrastructure and agricultural practices.

mental health from the direct and indirect impacts of

Adaptation plans in South Africa should provide
guidance on how communities and health systems

climate change, which is currently not the case.
Preventing and responding to climate stressors impact

and buffer

on children and adolescent’s mental health requires a

potential mental health impacts. Building on current

multidimensional approach that addresses young people’s

research, these plans should incorporate child and

particular developmental vulnerabilities to the multiple

adolescence appropriate resilience and adaptation

impacts on physical, mental and community health.

benchmarks that need to be achieved.41 This includes

While these responses need to occur at the international,

a commitment to improving mental health services in

national, sub-national and community level, it is ultimately

South Africa to ensure timely and adequate treatment

those in power who wield the means to make a significant

to prevent the mental health effects of climate change

impact. Youth climate activism – and the inclusion of youth

persisting into adulthood. Adaptation strategies need to

in developing the policies that will impact their future –

be guided not only by the extent of EWEs but should

provide validating and empowering channels to advance

also recognise children and adolescents’ particular

youth resilience and climate justice. In South Africa, this

vulnerability to mental health stressors. It is therefore vital

has yet to become a reality.

infrastructure can prevent EWEs effects

52

But in these extraordinary times, Ann Masten’s work reminds

adolescents meaningfully about their lives, and in the

us that the secret to building resilience is rooted in ‘ordinary

decisions we have made for them and in their name.

magic’, including ‘close relationships with competent

We have failed to recognise their drive and creativity,

caring adults, committed families, effective schools and

and we have underestimated their resilience, creativity and

communities, opportunities to succeed, where belief in the

capacity to persevere in times of challenge. Most profoundly,

self is nurtured by positive interactions in the world (p14).’

we have failed to fully grasp the clarity of thought of children

19

and adolescents. This clarity, coupled with their curiosity

Conclusion

and a willingness to take risks, is perhaps a function of their

The foundations of healthy adulthood are laid in childhood

not having a vested interest in the status quo.20 Increasingly,

and adolescence, and the core of our humanity lies in our

however, they are looking around their world and noting our

mental well-being and our capacity for healthy engagement

failure as adults, leaders and policymakers to act in their best

with others. The COVID-19 pandemic has shone a harsh

interests.

spotlight on our existing societal fissures and nowhere is this

The pandemic is a minor dress rehearsal for what climate

truer than in how we have treated children and adolescents.

breakdown portends. The children and adolescents of today

Despite being at considerably lower risk of infection and

are going to have to live with the consequences of our actions

severe illness, children and adolescents have paid a massive

– and our failures. We have a brief window of opportunity to

cost in terms of schooling lost and missed opportunities for

act and put children at the centre of all that we do, to harness

peer interaction. Crucially, decisions about school closures

their energy, curiosity and clarity of thought, and to build

were made for children by adults without any consultation

resilient communities better able to withstand the challenges

or engagement. No one would suggest children and

to come. Placing the well-being of children and adolescents

adolescents would have sacrificed the lives of their parents

at the centre of all our policies and actions, and providing

and grandparents for a few extra days of school. But from

opportunities for them to learn, grow and participate in

time immemorial, we have failed to engage with children and

decision-making, will ensure that our ‘societies’ soul’ is one
that Mandela – and our children – would be proud of.
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Case 35: The global cost of inaction
Donela Besadai, Sumaiyah Docratii, Crick Lundiii
“Economists have estimated that mental, neurological

develop economic arguments to motivate for investment

and substance use (MNS) conditions will cost the global

action to address the burden of non-communicable disease.

economy USD 16.3 trillion (USD 7.3 trillion from LMICs)

At best, the generation of locally relevant evidence may

in the period 2010–30 – more than cancer, diabetes, and

prompt national governments to increase expanded

respiratory diseases combined.”

access to effective clinical interventions for CAMH through

53

Global estimates reveal that approximately half of
mental health conditions have their onset in the midteens, rising to nearly three quarters by the mid-twenties.54,
55

Amongst those between 10 – 24 years, MNS conditions

represent the largest cause of disability, and among the
five leading contributors to the global disease burden.56
Countries reporting the largest proportion of children and
adolescent populations are amongst those most likely to
lack the inclusion of child and adolescent health services
within mental health policy.57 Furthermore, child and
adolescent mental health (CAMH) receives approximately
0.1%

of

overseas

development

health

financing,

enacting bold fiscal, regulatory and policy measures.
The investment case involves a series of six steps as
illustrated in Figure 34.
Figure 34: Steps for developing a mental health
investment case
Select an optimal portfolio of interventions and a time
horizon for scale-up
Assess base line coverage and identify target coverage
Estimate health impact
Prevelent cases averted, averted mortality, life years
gained

intensifying the continued neglect of mental health care,
in particular, amongst this population.58
Low-and middle-income countries face a myriad of

Estimate financial costs
Estimations of the financial cost of increasing coverage
of interventions over time

challenges in tackling their MNS, including the CAMH
burden, particularly in the context of high levels of public
debt and additional pressures imposed by the COVID-19
pandemic on all major sources of development finance,
inefficiency of public health spending, and competing
disease priorities. The synergies that exist between
CAMH and other health and development priorities call
for an integrated response by governments to address the
common risk factors and systems barriers that exist.

What is the role of investment cases?
“An investment case provides a compelling
argument to potential investors on the desired
impact, benefits and/or returns accruing from
targeted allocation, release and utilization of
resources for key priorities in a given context.”59(p. 13)
Commitments to accelerate global progress towards
the Sustainable Development Goals have spurred a
series of collaborative efforts between the World Health
Organization (WHO), the United Nations Development
Programme (UNDP) and national ministries of health to

Monetize health impact
Increased well-being, avoided mortality and labour force
participation
Caclulate return on investment
Preset vale of economic benefit/ present value of
interventions costs
Adapted from: World Health Organization, United Nations Development
Programme. Mental health investment case: A guidance note. Report No.:
9240019383. 2021.

Economic benefits hold instrumental value (through
improved educational attainment and an available
productive workforce later in life) because of avoided
mortality, whilst broader social benefits carry intrinsic value
(through increased well-being). The return on investment,
presented as the benefit-to-cost ratio, accounts for
both, with a ratio greater than 1 indicative of a valuable
investment.
Benefit – cost ratio =
(value of increased well-being + value of increased productivity)
intervention costs

i Health Systems Research Unit, South African Medical Research Council
ii Alan J. Flisher Centre for Public Mental Health, Department of Psychiatry and Mental Health, University of Cape Town
iii Alan J. Flisher Centre for Public Mental Health, Department of Psychiatry and Mental Health, University of Cape Town; and Centre for Global Mental
Health, Health Service and Population Research Department, Institute of Psychiatry, Psychology and Neuroscience, King’s College London

156 South African Child Gauge 2021/2022

Adapting interventions to local needs

children with moderate-severe depression, respectively.

A South African mental health investment case was

Modelled returns on investment for child and adolescent

undertaken to adapt global treatment recommendations

populations are likely to be much larger than current

to the national context.60 The investment case included

methodologies allow for, as immediate productivity

a number of important additional innovations, including:

gains from this population group could not be included.

(1) strong collaboration with provincial departments of

This is mainly because there is not yet an established

health to contextualize the analysis within implementation

methodology for translating educational improvements

realities, (2) a broad consultation with a panel of experts

to increased job and earning potential later in life. This

through a Delphi study to obtain consensus across

has likely contributed to an underestimate of the returns

intervention priorities, (3) increased focus on primary

on investment modelled for interventions for childhood

health care and redistribution of resources towards the

behavioural

development of community mental health services, and

intellectual disability. Estimated returns are further limited

(4) consideration of programmatic enablers, including

by extremely high rates of unemployment, exacerbated

governance arrangements in the health system and broad

by the COVID-19 pandemic. Despite these limitations,

sectoral responsibilities, amongst others.

investments in CAMH are recognised as key to global

and

conduct

disorders,

anxiety,

and

development and economic recovery.
Results of the South African mental health investment
case for children and adolescents
The investment case included the following interventions
targeted at children and adolescents:
• universal and indicated social-emotional learning
programmes for learners;
• psychosocial support and treatment for anxiety and
depressive disorders;
• diagnosis and management of behavioural disorders,
including conduct disorder and ADHD through family
psychoeducation; and
• diagnosis and management of intellectual disabilities,
including through the provision of community-based
services.
The analysis demonstrates returns on investment of
R2.30 and R3.60 for every R1.00 invested, for universally
provided socio-emotional learning programmes, and
intensive psychosocial interventions and medication for

Making an economic case for investment is a strong
advocacy tool but has been criticised for its narrow focus
on productivity as the primary outcome, and its failure
to consider additional benefits (including improvements
in

inequality,

Consequently,

discrimination
these

and

economic

human

dignity).61

arguments

should

be considered in tandem with broader public health
and health system goals and a nation’s human rights
obligations. The principles underlying the South African
Mental Health Investment Case were therefore not only
guided by cost-containment objectives, but also by the
moral imperatives for rights-based, quality care.
In summary, both global62,

63

and local adolescent

investment cases focusing on the risk factors associated
with CAMH and early interventions to address these
conditions, provide a strong, quantifiable justification for
child and adolescent health to be made an explicit priority
in national and international policy.
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PART THREE

Children
Count –
the numbers
Part three presents a set of key indicators highlighting drivers of
child and adolescent morbidity and mortality and disaggregates
data to make visible inequalities in children’s health, nutrition, living
conditions and access to services. A set of key indicators tracks
progress in the following domains:

•

Demography of South Africa’s children

•

Income poverty, unemployment and social grants

•

Child health

•

Nutrition

•

Education

•

Housing

•

Basic services

A full set of indicators and detailed commentaries are available
on www.childrencount.uct.ac.za.

Good nutrition and household food security are essential building blocks for physical and
mental health, and the food gardens of the Bulungula Incubator Project in the Eastern
Cape provide young children with a daily meal that is rich in nutrients
© Annette Champion, Bulungula Incubator

PART 3

Children Count – The numbers 161

Introducing Children Count
South Africa’s commitment to the realisation of socio-economic
rights is contained in the Constitution, the highest law of the
land. It includes provisions to ensure that no person should
be without the basic necessities of life. These are specified in
the Bill of Rights, particularly section 26 (access to adequate
housing); section 27 (health care, sufficient food, water and social
security); section 28 (the special rights of children) and section 29
(education).
Children are specifically mentioned and are also included
under the general rights: every child has the right to basic
nutrition, shelter, basic health care services and social services.
These form part of what are collectively known as socio-economic
rights. While these rights are guaranteed by the Constitution,
the question is: how well is South Africa doing in realising these
rights for all children? To answer this question, it is necessary to
monitor the situation of children, which means there is a need for
regular information that is specifically about them.

A rights-based approach
Children Count was established in 2005 to monitor progress for
children and is an ongoing data and advocacy project of the
Children’s Institute, updated every year. It provides statistical
information that can be used to inform the design and targeting
of policies, programmes and interventions, and as a tool for
tracking progress in the realisation of children’s rights.

Child-centred data
Any monitoring project needs regular and reliable data, and South
Africa is fortunate to have a reasonably good supply. There is an
array of administrative data sets, and the national statistics body,
Statistics South Africa (Stats SA), undertakes regular national
population surveys that provide useful information on a range of
measures. Most reports about the social and economic situation
of people living in South Africa do not focus on children, but
rather count all individuals or households. This is of limited use
for those interested in understanding the situation of children.
‘Child-centred’ data does not only mean the use of data about
children specifically. It also means using national population
or household data and analysing it at the level of the child.
This is important because the numbers can differ enormously
depending on the unit of analysis. For example, national
statistics describe the unemployment rate, but only a childcentred analysis can tell how many children live in households
where no adult is employed. National statistics show the share
of households without adequate sanitation, but when a childcentred analysis is used, the share is significantly higher.

Counting South Africa’s children
Children Count presents child-centred data on many of the areas
covered under socio-economic rights. As new data become
available with the release of national surveys and other data
sources, it is possible to track changes in the conditions of
children and their access to services over time. This year, national
survey data are presented the period 2002 to 2020, and many of
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the indicators in this issue compare the situation of children over
this 19-year period.
The main household survey used as a data source for Children
Count is the General Household Survey (GHS), a large nationally
representative survey that Stats SA runs every year. We analyse
the raw data to derive statistical estimates for the Children Count
indicators. Usually, the survey is undertaken through face-to-face
interviews at people’s homes and fieldwork runs throughout the
year. In 2020, data collection was stopped abruptly in March due
to COVID-19 and lockdown. Stats SA revised the questionnaire
so that interviews could be conducted telephonically and
conducted the survey between September and December 2020.
There were two important consequences of this change.
First, the survey only included households in the sample that
were contactable by telephone, limiting the sample to those
who had previously provided phone numbers in 2019 and whose
numbers still worked in 2020. The response rate was unusually
low (39.4% in 2020, compared with 87.2% in 2019). Although
Stats SA adjusted the population weights to control for bias, the
profile of people who have phones is different from those who
do not (or those whose numbers change), and bias adjustment is
unlikely to be able to correct adequately for the skewed sample.
Stats SA acknowledges that because the GHS estimates are not
based on a full sample, comparisons with previous years should
be made with caution, especially when interpreting results at low
levels of disaggregation.
Second, because the survey was adjusted to allow for
telephonic interviews, it needed to be shortened. Some of the
questions usually analysed for Children Count were excluded –
notably the time taken to get to school and to health facilities,
and the questions on pregnancy and birth. For these indicators
we have used 2019 data.
The tables on the following pages give basic information
about children’s demographics, care arrangements, income
poverty and social security, education, health and nutritional
status, housing and basic services. Each table is accompanied
by commentary that provides context and gives a brief
interpretation of the data. The data are presented for all children
in South Africa and, where possible, by province.
The indicators in this South African Child Gauge are a sub-set
of the Children Count indicators. The project’s website contains
the full range of indicators and more detailed interactive data,
as well as links to websites and useful documents. It can be
accessed at www.childrencount.uct.ac.za.

Confidence intervals
Sample surveys are subject to error. The percentages simply
reflect the mid-point of a possible range, but the true values
could fall anywhere between the upper and lower bounds. The
confidence intervals indicate the reliability of the estimate at
the 95% level. This means that, if independent samples were
repeatedly taken from the same population, we would expect
the estimate to lie between upper and lower bounds of the
confidence interval 95% of the time.

It is important to look at the confidence intervals when assessing
whether apparent differences between provinces or subgroups
are real: the wider the confidence interval, the more uncertain
the estimate. Where confidence intervals overlap for different
subpopulations or time periods, it is not possible to claim
that there is a real difference in the estimates, even if the midpoint percentages differ. In the accompanying bar graphs, the
confidence intervals are represented by vertical lines at the top
of each bar ( ).

Data sources and citations
Children Count uses a few data sources. Most of the indicators
are analysed by our team using data from the General Household
Survey while some draw on administrative databases used
by government departments (Health, Education, and Social
Development) to record and monitor the services they deliver.
Most of the indicators presented were developed specifically
for this project. Data sources are carefully considered before
inclusion, and the technical notes and strengths and limitations
of each are outlined on the project website.
Here are a couple of examples of how to reference Children
Count data correctly:
When referencing from the Demography section in this
publication, for example:
Hall K (2020) Demography of South Africa’s children. In:
Tomlinson M, Kleintjes S & Lake L (eds) South African Child
Gauge 2021. Cape Town: Children’s Institute, University of
Cape Town.

and without disaster relief grants and top-ups. In the absence
of disaster relief, the child poverty rate at the upper bound
poverty line was 63%, while 39% of children (8 million) were
below the food poverty line. In a scenario for the months where
the full disaster relief programme was in place, strong protective
effects are evident, with the upper bound poverty rate among
children reduced to 60% and the food poverty rate to 34%. Social
assistance grants are therefore an important source of income for
caregivers to meet children’s basic needs and to protect children
and their households from income shocks. In March 2022, 12.9
million children received the Child Support Grant (a slight drop
from the previous year); 252,000 children received the Foster
Child Grant (a substantial and consistent decline in numbers over
the past decade). The Care Dependency Grant has remained
stable, with about 150,000 child beneficiaries in 2022.

Child health
(pages 177 – 183)
This domain monitors child health through a range of indicators.
Over 2 million children (11%) live in households where children
are reported to experience hunger. Under-five mortality has
decreased from 39 deaths per 1,000 live births in 2015 to 28
deaths per 1,000 live births in 2020. The infant mortality rate has
also declined and is estimated at 21 deaths per 1,000 live births in
2020. The neonatal mortality rate, however, has remained stable
at 12 per 1,000 live births over the six-year period. A fifth (19%) of
children travel far to reach their primary health care facility and
83.5% of children are fully immunised in their first year.

Children’s access to education
(pages 184 – 191)

When referencing from the Housing and Services online section,
for example:
Hall K (2022) Housing and Services – Access to adequate
water. Children Count website, Children’s Institute, University
of Cape Town. Accessed on 20 May 2022: www.childrencount.
uct.ac.za
Each domain is introduced below, and key findings are
highlighted.

Demography of South Africa’s children
(pages 164 – 168)
This section provides child population figures and gives a profile
of South Africa’s children and their care arrangements, including
children’s co-residence with biological parents. There were 20
million children in South Africa in 2020 and 20% of children do
not live with either of their biological parents.

Income poverty, unemployment and social grants

South Africa has made significant strides in improving access
to education with a reported attendance rate of 97% in 2020.
Access is also increasing in the preschool years, with 93% of
5 – 6-year-olds attending some kind of educational institution
or care facility. However, this does not necessarily translate into
improved educational outcomes or progress through school. A
third of young people aged 15 – 24 (35%) are not in employment,
education or training, and there has been no improvement in this
measure since 2002.

Children’s access to housing
(pages 192 – 195)
This domain presents data on children living in rural or urban
areas, and in adequate housing. The latest available data show
that, in 2020, 57% of children were living in urban areas, and 85%
of children lived in formal housing. Nearly one in ten children
(1.6 million) lived in backyard dwellings and shacks in informal
settlements, and one in fie children (21%) lived in overcrowded
households.

(pages 169 – 176)

Children’s access to basic services

Job loss due to lockdown had a direct effect on children.
Unemployment increased and in the latter part of 2020, 36% of
children lived in households where nobody was earning income
through employment or self-employment (up from 30% in 2019).
Alongside the rise in unemployment, income poverty rates
increased. Income poverty rates are calculated in two ways: with

(pages 196 – 198)

For more data, visit childrencount.uct.ac.za

Without water and sanitation, children face substantial health
risks that also compromise their nutritional status. In 2020, 70%
of children had piped drinking water at home, and 78% have an
adequate toilet on site – an improvement from 47% in 2002.
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Demography of South Africa’s children
Katharine Hall (Children’s Institute, University of Cape Town)

The UN General Guidelines for Periodic Reports on the Convention on the Rights of the Child,
paragraph 7, says that reports made by states should be accompanied by “detailed statistical information …
Quantitative information should indicate variations between various areas of the country …
and between groups of children …”.1

The child population in South Africa
In mid-2018, South Africa’s total population was estimated at
60 million people,2 of whom 20 million were children under 18
years. Children therefore make up 34% of the total population.
The distribution of children across provinces is slightly
different to that of adults, with a greater share of children living
in provinces with large rural populations. Together, KwaZuluNatal, the Eastern Cape and Limpopo accommodate almost
half of all children in South Africa. Gauteng, the smallest
province in terms of physical size, has overtaken KwaZulu-Natal
to become the province with the largest child population: 22%
of all children in the country live in Gauteng. Gauteng also
has the largest share of the adult population (28%) and the
largest share of households. The child population of Gauteng
has grown by 50% since 2002, making it the fastest growing
province.
There have also been striking changes in other provincial
child populations since 2002. The number of children living in
the Eastern Cape has decreased substantially (by 13%), while
the number of children living in the Western Cape has risen by
30%. The North West has also seen a substantial increase of 24%
in the child population since 2002. A rise in the child population
is partly the result of population movement (for example, when
children are part of migrant households or move to join existing

urban households), and partly the result of natural population
growth (new births within the province).
We can look at inequality by dividing all households into five
equal groups or income quintiles, based on total income to the
household (including earnings and social grants) and dividing
that by the number of household members, with quintile 1
being the poorest 20% of households, quintile 2 being the next
poorest and so on. Quintile 5 consists of the least-poor 20%.
Children are concentrated in poorer households, with 58% of
children living in the poorest 40% of households (the poorest
two quintiles), compared with 42% of adults.
The gender split is equal for children: 50% male and 50%
female. In terms of the apartheid-era racial categories, 86% of
children are African, 8% are Coloured, 4% White and 2% Indian.
These population estimates are based on the General
Household Survey (GHS), which is conducted annually by
Statistics South Africa. The GHS usually collects data on about
20,000 households and over 70,000 individuals, though in
2020 the survey was conducted telephonically with a smaller
sample of just under 30,000 individuals in 9,000 households.
The population numbers derived from the survey are weighted
to the mid-year population estimates using weights provided
by Statistics South Africa. Using previously weighted data (the

Table 1a: Distribution of households, adults and children in South Africa, by province, 2020
HOUSEHOLDS

ADULTS

CHILDREN

PROVINCE
N

%

N

%

N

%

% change
2002 - 2020

1,709,000

10%

3,970,000

10%

2,554,000

12%

-13%

931,000

5%

1,891,000

5%

1057,000

5%

6%

Gauteng

5,174,000

30%

11,091,000

28%

4,417,000

22%

50%

KwaZulu-Natal

3,026,000

17%

7,345,000

19%

4,302,000

21%

4%

Limpopo

1,641,000

9%

3,566,000

9%

2,472,000

12%

2%

Mpumalanga

1,354,000

8%

2,978,000

8%

1,722,000

8%

13%

North West

1,267,000

7%

2,630,000

7%

1,439,000

7%

24%

Northern Cape

354,000

2%

821,000

2%

440,000

2%

11%

Western Cape

1,962,000

11%

4,844,000

12%

2,092,000

10%

30%

17,418,000

100%

39,136,000

100%

20,496,000

100%

13%

Eastern Cape
Free State

South Africa

Source: Statistics South Africa (2021) General Household Survey 2020. Pretoria: Stats SA.
Analysis by Katharine Hall, Children’s Institute, UCT.
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2013 population model), it appeared that the child population
had remained fairly stable, with a marginal reduction of 0.2%
in the population size between 2002 and 2015. However, there
was considerable uncertainty around the official population
estimates, particularly in the younger age groups.3 In 2017,
Statistics South Africa updated the model and recalibrated

the mid-year population estimates all the way back to 2002,4
and subsequently released the data with new weights from
2018. Based on the revised weights it appears that the child
population has grown by 13%, increasing from 18.1 million in
2002 to 20.5 million in 2020.

Children living with their biological parents
Many children in South Africa do not live consistently in the same
household as their biological parents. This is an established
feature of childhoods in South Africa, and international studies
have shown that the country is unique in the extent that parents
are absent from children’s daily lives.5, 6 Parental absence is
related to many factors, including apartheid-era controls on
population movement, labour migration, poverty, housing and
educational opportunities, low marriage and cohabitation rates,
as well as customary care arrangements.7-11 It is common for
relatives to play a substantial role in child-rearing. Many children
experience a sequence of different caregivers, are raised without
fathers, or live in different households to their biological siblings.
Parental absence does not necessarily mean parental
abandonment. Many parents continue to support and see their
children regularly even if they have to live elsewhere.12-14
Virtually all children live with at least one adult, and 91% of
children live in households where there are two or more coresident adults. This indicator examines co-residence between
children and their biological parents specifically. Although many
children live with just one of their biological parents (usually
the mother), this does not mean that the mother is a “single
parent” as she is not necessarily the only adult caregiver in
the household. In most cases, there are other adult household
members such as aunts, uncles and grandparents who may

contribute to the care of children.
The share of children living with both parents decreased
gradually from 39% in 2002 to 34% in 2010, and remained
stable at around 34% for the next 10 years. Forty-two percent of
all children (8.6 million children) live with their mothers but
not with their fathers. Only 4% of children live in households
where their fathers are present and their mothers absent.
Twenty percent do not have either of their biological parents
living with them. This does not necessarily mean that they are
orphaned: 85% of children without any co-resident parents have
at least one parent who is alive but living elsewhere.
There is substantial provincial variation within these patterns.
In the Western Cape and Gauteng, the share of children living
with both parents is significantly higher than the national average,
with around half of children resident with both parents (55% and
48%, respectively). Similarly, the number of children living with
neither parent is relatively low in these two provinces (14% and
11%, respectively). In contrast, a third of children (33%) in the
Eastern Cape live with neither parent. These patterns have been
fairly consistent from 2002 to 2020.
Children in the poorest 20% of households are least likely to
live with both parents: only 21% have both parents living with
them, compared with 51% of children in the wealthiest 20% of
households.

Figure 1a: Children living with their biological parents, by province, 2020
Percentage of children (%)
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Source: Statistics South Africa (2021) General Household Survey 2020. Pretoria: Stats SA.
Analysis by Katharine Hall, Children’s Institute, UCT.
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Less than one-third (30%) of African children live with both their
parents, while the vast majority of Indian and White children (86%
and 79%, respectively) reside with both biological parents. More
than one in five of all African children do not live with either parent
and a further 45% live with their mothers but not their fathers.
These figures are striking for the way in which they suggest the

limited presence of biological fathers in the home lives of large
numbers of children.Younger children are more likely than older
children to have co-resident mothers, while older children are
more likely to be living with neither parent. While 14% of children
aged 0 – 5 years (965,000) live with neither parent, this increases
to 25% (1.6 million) of children aged 12 – 17 years.

Orphaned children
An orphan is defined as a child under the age of 18 years whose
mother, father or both biological parents have died (including
those whose living status is reported as unknown, but excluding
those whose living status is unspecified). For the purpose of
this indicator, orphans are defined in three mutually exclusive
categories:
• A maternal orphan is a child whose mother has died but
whose father is alive.
• A paternal orphan is a child whose father has died but whose
mother is alive.
• A double orphan is a child whose mother and father have
both died.
The total number of orphans is the sum of maternal, paternal and
double orphans.
In 2020, there were 2.9 million orphans in South Africa. This
includes children without a living biological mother, father or
both parents, and is equivalent to 14% of all children in South
Africa. The majority (61%) of all orphans in South Africa are
paternal orphans (with living mothers).
The total number of orphans increased by over a million
between 2002 and 2009, after which the trend was reversed.
By 2017, orphan numbers had fallen to below 2002 levels. This
was largely the result of improved access to antiretrovirals. Since
2018, the number of orphaned children has increased by 230,000.
Orphan status is not necessarily an indicator of the quality
of care that children receive. It is important to disaggregate
the total orphan figures because the death of one parent may
have different implications for children than the death of both
parents. In particular, it seems that children who are maternally
orphaned are at risk of poorer outcomes than paternal orphans
– for example, in relation to education.15
In 2020, 3% of all children in South Africa were maternal
orphans with living fathers, 9% were paternal orphans with living
mothers, and a further 3% were recorded as double orphans. This
means that 6% of children in South Africa (1,15 million children)
did not have a living biological mother and twice that number
did not have a living biological father. The numbers of paternal
orphans are high because of the higher mortality rates of men
in South Africa, as well as the frequent absence of fathers from
their children’s lives (2.1% or 429,000 children have fathers whose
vital status is reported to be 'unknown', compared with 0.2% or
44,000 children whose mothers’ status is unknown).
The number and share of children who are double orphans
more than doubled between 2002 and 2009, from 361,000 to
886,000 after which the rates fell again.16 In 2018, 471,000 children
had lost both their parents, but the numbers rose again through
2019 and 2020, to 620,000. Orphaning rates are particularly high
in the Eastern Cape, where households carry a large burden
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Figure 1b: Children living in South Africa, by orphanhood status, 2020
Father dead,
mother alive
1,763,000
8,6%
Both parents
alive
17,582,000
85,8%

Mother dead,
father alive
531,000
2,6%
Both parents dead
620,000
3,0%

Source: Statistics South Africa (2021) General Household Survey 2020. Pretoria: Stats SA. Analysis by Katharine Hall, Children’s Institute, UCT.

of care for orphaned children and 4% of children are double
orphans. In terms of orphan numbers, double orphans are
concentrated mostly in three provinces: KwaZulu-Natal (23% of
double orphans), Gauteng (19%) and the Eastern Cape (19%).
Together these three provinces are home to 61% of all double
orphans.
KwaZulu-Natal has the largest child population and the
highest orphan numbers, with 673,000 children (16% of children
in that province) recorded as orphans who have lost a mother, a
father or both parents. Orphaning rates in the Eastern Cape (20%)
are even higher, although the number of children orphaned is
lower (500,000 because the child population is smaller). In 2020,
Gauteng emerged as the province with the second highest and
quickest growing orphaning numbers, where 13% of children
(566,000) were single or double orphans. North West also appears
to have experienced an increase in orphaning rates over the past
three years, in particular maternal and double orphaning. The
lowest orphaning rates are in the Western Cape (9% of children)
and Limpopo (11%).
The poorest households carry the greatest burden of care for
orphans. More than a third (36%) of all orphans are resident in
the poorest 20% of households. Seventeen percent of children
in the poorest 20% of households are orphans, compared with
the richest 20% where total orphaning rates are around 11% −
lower than the poorer quintiles but an increase from 2018 when
orphaning rates in the wealthiest quintile were 4%.
The likelihood of orphaning increases with age. Across all
age groups, the main form of orphaning is paternal orphaning,
which increases from 5% among children under six years of age,
to 13% among children aged 12 – 17 years. While less than 1% of
children under six years are maternal orphans, this increases to
5% in children aged 12 – 17 years.
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Figure 1c: Number and percentage of orphans, by province, 2020
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Analysis by Katharine Hall, Children’s Institute, UCT.

Child-only households
A child-only household is defined as a household in which all
members are younger than 18 years. These households are also
commonly referred to as 'child-headed households', although
this definition differs from the one contained in the Children’s
Act. The Children’s Act definition of a child-headed household
includes households where there are adults who may be too sick
or too old to effectively head the household and a child over 16
years bears this responsibility.
While orphaning undoubtedly places a large burden on
families, there is little evidence to suggest that their capacity to
care for orphans has been saturated, as commentators feared
in the past. Rather than seeing increasing numbers of orphaned
children living on their own, the vast majority of orphans live with
adult family members.

Stats SA’s sample in 2020 was too small to yield reliable data
on child-headed households: only four children were identified
in child-headed households. We therefore report the figures
for 2019. There were about 26,000 children living in child-only
households across South Africa in 2019. This equates to 0.1%
of all children. While children living in child-only households
are rare relative to those residing in other household forms, the
number of children living in this extreme situation is of concern
as the children may be particularly vulnerable.
Importantly, however, there has been no increase in the share
of children living in child-only households in the period 2002 –
2019. If anything, the number has dropped. Predictions of rapidly
increasing numbers of child-headed households as a result of HIV
are unrealised, though the 2020 sample was too small to show

Figure 1d: Children living in child-only households, 2002 & 2019
(Y-axis reduced to 5%)

Percentage of children (%)

5
4
3
2
1
0

2002

2019

EC

FS

GT

KZN

LP

MP

NW

NC

WC

SA

1,6%

0,7%

0,1%

0,4%

1,5%

0,5%

0,3%

0,1%

0,0%

0,7%

47,000

7,000

4,000

18,000

35,000

8,000

4,000

0

0

125,000

0,1%

0,0%

0,1%

0,1%

0,5%

0,2%

0,1%

0,0%

0,0%

0,1%

4,000

0

2 000

4,000

11,000

3,000

1,000

0

0

26,000

Source: Statistics South Africa (2003; 2020) General Household Survey 2002; General Household Survey 2019. Pretoria: Stats SA.
Analysis by Katharine Hall, Children’s Institute, UCT.

For more data, visit childrencount.uct.ac.za

PART 3

Children Count – The numbers 167

whether there was any growth in the number of child-headed
households due to COVID-19 related orphaning. An analysis
of national household surveys to examine the circumstances of
children in child-headed households in South Africa revealed
that most children in child-only households are not orphans17 and
84% have a living mother. These findings suggest that social
processes other than mortality are factors in the formation of
these households. For example, leaving teenage boys to look
after a rural homestead while parents migrate to work may be a
livelihood strategy for the household.
While it is not ideal for any child to live without an adult
resident, it is positive that three quarters of all children living in
child-only households are aged 15 years and above and 41% are
17 years old. Children can work legally from the age of 15, and
from 16 they can obtain an identity document and receive grants
on behalf of younger children. Only 9% of children in childheaded households are under 10 years of age.
Research suggests that child-only households may be
temporary arrangements, and often exist just for a short period,
for example while adult migrant workers are away, or for easy
access to school during term time, or after the death of an adult

and prior to other arrangements being made to care for the
children (such as other adults moving in or the children moving
to live with other relatives).18
Over 70% of all children in child-only households live in three
provinces: the Eastern Cape, Limpopo and KwaZulu-Natal. From
2002 to 2019, these provinces have consistently been home to
the majority of children living in child-only households.
Relative to children in mixed-generation households, childonly households are vulnerable in a number of ways. Childonly households are predominantly clustered in the poorest
households; 90% of children living in child-only households are
in the poorest 20% of households. In addition to the absence of
adult members who may provide care and security, they are at risk
of living in poorer conditions, with poor access to services, less
(and less reliable) income, and low levels of access to social grants.
There has been very little robust data on child-headed
households in South Africa to date. The figures should be treated
with caution as the number of child-only households forms just a
very small sub-sample of the General Household Survey. In 2019,
only 49 children (unweighted) were identified as being in childheaded households, out of a sample of nearly 25,000 children.
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Income poverty, unemployment
and social grants
Katharine Hall (Children’s Institute, University of Cape Town)

The Constitution of South Africa, section 27(1)(c), says that “everyone has the right to have access to … social
security, including, if they are unable to support themselves and their dependants, appropriate social assistance”.1
The UN Convention on the Rights of the Child, article 27, states that every child has the right “to a standard
of living adequate for his or her development” and obliges the state “in case of need” to “provide material
assistance”. Article 26 guarantees “every child the right to benefit from social security”.2

Children living in income poverty
This indicator shows the number and share of children living in
households that are income-poor. Because money is needed to
access a range of goods and services, income poverty is often
closely related to poor health and nutrition, reduced access to
education and Early Childhood Development (ECD) facilities,
and physical living environments that compromise health and
personal safety.
International law and the Constitution recognise the link
between income and the realisation of basic human rights and
acknowledge that children have the right to social assistance
(social grants) when families cannot meet children’s basic needs.
Income poverty measures are therefore important for determining
how many people need social assistance, and for evaluating the
state’s progress in realising the right to social assistance.
No poverty line is perfect. Using a single income measure tells
us nothing about how resources are distributed between family
members, or how money is spent. But this measure does give
some indication of how many children are living in households
with severely constrained resources.

The measure used is the Statistics South Africa (Stats SA)
‘upper bound’ poverty line that was set at R779 per person per
month in 2011 prices. Poverty lines increase with inflation and
in 2020 the real value of the upper bound line was R1,268.3 Per
capita income is calculated by adding all reported earnings for
household members older than 15 years, adding the value of
social grants received by anyone in the household, and dividing
the total household income by the number of household
members.
Stats SA proposed two other poverty lines:
• A ‘lower bound’ poverty line is calculated by adding to the
food poverty line the average expenditure on essential nonfood items by households whose food expenditure is below
but close to the food poverty line. The value of the lower
bound poverty line in 2011 prices was R501 per person per
month (R840 in 2020 prices). Those living below this line
would not be able to pay for the minimum non-food expenses
or would be sacrificing their basic nutrition to pay for nonfood expenses.

Figure 2a: Children living in income poverty, by province, 2003 & 2020
(Upper-bound poverty line: Households with monthly per capita income less than R1,268, in 2018 rands)
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Institute, UCT.
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• A ‘food’ poverty line is based on the cost of the minimum
nutritional requirement of 2,100 kilocalories per person per
day, without any allowance for non-food basic necessities.
The value of the food poverty line in 2011 prices was R335
per person per month (R585 in 2020). Anyone living below this
line will be malnourished and their health and survival may
be at risk.
We use the upper bound poverty line as our main indicator
for tracking child poverty, as this is linked to the minimum
requirement for basic nutrition as well as other basic needs such
as clothing and shelter. In other words, the upper bound line is
the only poverty line that meets the minimum requirement for
children’s basic needs.
South Africa has very high rates of child poverty and,
although poverty rates have reduced substantially over the last
two decades, a large number of children remain in poverty.
In 2019, 56% of children (11.2 million) lived below the upper
bound poverty line and 33% were below the food poverty line.
Income poverty rates have fallen substantially since 2003, when
78% (14.1 million) children were defined as ‘poor’ at the upper
bound threshold. The reduction in the child poverty headcount is
partly the result of a massive expansion in the reach of the Child
Support Grant (CSG) over the same period.
The 2020 child poverty rate (upper bound) is estimated at 63%,
based on reported income from earnings and grants. This is an
increase of seven percentage points from 2019, the year before
COVID-19. In terms of population numbers, this translates as an
additional 1.7 million children below the poverty line, compared
with the previous year.
There are substantial differences in poverty rates across the
provinces. Using the upper bound poverty line, around threequarters of children in the Eastern Cape, Limpopo, Free State
and Mpumalanga are poor. Gauteng and the Western Cape have

the lowest child poverty rates, although there was a substantial
increase in poverty in both these provinces – from 35% in 2019
to 45% in 2020 in Gauteng, and from 27% to 46% in the Western
Cape. Child poverty remains most prominent in the rural areas
of the former homelands, where 81% of children were below the
poverty line in 2020. The urban child poverty rate, by contrast,
was 51%.
There are also glaring racial disparities in income poverty:
while 68% of African children lived in poor households in 2020,
and 47% of Coloured children were defined as poor, only 3%
of White children lived below this poverty line. There are no
significant differences in child poverty levels across gender or
between different age groups in the child population.
Using Stats SA’s lower bound poverty line (which does not
provide enough for basic essentials), 51% of children (10.5 million)
were poor in 2020 (up from 43% in 2019), and 39% (8 million
children) were below the food poverty line, meaning that they
were not getting enough nutrition. Food poverty had increased
from 33% in 2019, with an additional 1.5 million children in food
poverty in 2020.
The Sustainable Development Goals (SDGs) replaced the
Millennium Development Goals in 2015 and set a global agenda
for development by 2030. Target 1.1 is to eradicate extreme
poverty using the international poverty line of $1.90 per person
per day (equivalent to R401 per person per month in 2020, using
the IMF purchasing power parity conversion). This poverty line
is extremely low – below survival level – and is not appropriate
for South Africa. No child should be below it. In 2003, 52% of
children (9.3 million) lived below the equivalent of the SDG
poverty line. By 2019, this had decreased to 22% (4.3 million), but
in 2020 the ultra-low ‘SDG’ poverty rate had increased again to
28% (5.7 million children).

Impact of disaster relief grants and grant top-ups on child poverty
The poverty rates presented above are based on reported
income and the normal grant amounts – in other words, the
graph reflects poverty rates in the absence of disaster relief.
There was a sharp rise in unemployment in the lockdown of
2020. Three million jobs were lost between February and April
2020. Two million of those who lost employment were women.4
This had a direct effect on child poverty, especially as children in
South Africa are more likely to be co-resident with women than
with men.
The South African government introduced disaster relief
grants and top-ups to existing grants, starting in May 2020 and
ending in October. Only the newly introduced R350 COVID-19
Social Relief of Distress grant for unemployed adults (SRD)
continued into 2021 and beyond.
The General Household Survey, on which the analysis for this
indicator is based, took place telephonically between September
and December 2020. The survey therefore spans two months
when grant top-ups were in place, and two months after they
had been terminated. For this reason, the child poverty rates for
2020 have been estimated in two ways:
• First, the poverty rates are calculated in a scenario without
the disaster relief grants and top-ups (i.e., including existing
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grants but excluding disaster relief) as presented above; and
• Second, the poverty rates are calculated in a scenario that
includes the R250 top-ups to existing grants, the temporary
caregiver grant (R500 per month per caregiver who receives
a child support grant for one or more children) and the R350
COVID-19 SRD. The CSG received a top-up for only one
month, in May 2020, and this has not been included in the
poverty calculations as it was a once-off top-up that preceded
the survey.
The disaster relief grants and top-ups had a small impact on child
poverty at the upper bound poverty line, reducing the poverty
rate from 63% (without disaster relief) to 60% (including disaster
relief). The impact of disaster relief was more pronounced at the
food poverty line: during the months where grant top-ups and
the caregiver grant were active, the food poverty rate for children
would have decreased from 39% (8 million children) to 34% (6.9
million children).
As shown in the trend graph below, the disaster relief grants
and top-ups had a strong protective effect, counteracting
rising poverty in the context of lockdown. This protective effect
would have ended when the top-ups and caregiver grant were
withdrawn.

Figure 2b: Child food poverty and impact of COVID-19 disaster relief, 2011 – 2020
(Food poverty line: Households with monthly per capita income less than R585, in 2020 rands)
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Source: Statistics South Africa (2012–2021) General Household Survey 2011 – 2020. Pretoria: Stats SA. Analysis by Katharine Hall, Children’s Institute, UCT.

Children living in households without an employed adult
This indicator measures unemployment from a children’s
perspective and gives the number and proportion of children
who live in households where no adults are employed in either
the formal or informal sector. It therefore shows the proportion
of children living in ‘unemployed’ households where it is unlikely
that any household members derive income from labour or
income-generating activities.
Unemployment in South Africa continues to be a serious
problem, and the situation worsened during lockdown. In the
2nd quarter of 2020, the expanded unemployment rate breached
the 40% mark for the first time since the Quarterly Labour Force
Survey was introduced in 2008, and it remained above 40% for
the rest of the year.5
Although there was some clawback of jobs, in the last quarter
of 2020 Stats SA still recorded a net decrease of 1.4 million (8.5%)

in total employment numbers, compared with the same period
the previous year. By the end of 2020, 39% of men and 46.3% of
women in the labour force were unemployed.6
The official national unemployment rate was 29.1% in the
fourth quarter of 2019 and 32.5% in the fourth quarter of 2020.7
This official rate is based on a narrow definition of unemployment
that includes only those adults who are defined as economically
active (i.e. they are not studying or retired or voluntarily staying
at home) and who had actively looked but failed to find work
in the four weeks preceding the survey. An expanded definition
of unemployment, which includes ‘discouraged work-seekers’
who were unemployed but not actively looking for work in the
month preceding the survey, gives a higher, and more accurate,
indication of unemployment. The expanded unemployment rate
(which includes those who are not actively looking for work) was

Percetnage of children (%)

Figure 2c: Children living in households without an employed adult, by province, 2003 & 2020
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38.7% in the fourth quarter of 2019 and 42.6% a year later at the
end of 2020. Gender differences in employment rates are relevant
for children, as it is mainly women who provide for children’s care
and material needs. Unemployment rates are consistently higher
for women than for men. At the end of 2019, 42.4% of women
were unemployed by the expanded definition (compared with
35.5% of men) and this increased to 46.3% for women at the end
of 2020 (compared with 39.4% of men).7
Apart from providing regular income, an employed adult
may bring other benefits to the household, including health
insurance, unemployment insurance and parental leave that can
contribute to children’s health, development and education. The
definition of ‘employment’ is derived from the Quarterly Labour
Force Survey and includes regular or irregular work for wages
or salary, as well as various forms of self-employment, including
unpaid work in a family business.
In 2019, 70% of children in South Africa lived in households
with at least one working adult. The other 30% (5.9 million
children) lived in households where no adults were working.
The number of children living in workless households had
decreased by 1.4 million since 2003, when 41% of children lived
in households where there was no employment. By late 2020, the
share of children in workless households had increased again to
36% (7.3 million) – effectively back to the 2007 rate in percentage
terms, though substantially higher in terms of numbers due to a
growing population.

This indicator is very closely related to the income poverty
indicator in that provinces with relatively high proportions of
children living in unemployed households also have high rates
of child poverty. At the end of 2020, nearly 50% of children in
the Eastern Cape and Limpopo lived in households without any
employed adults, and 40% of those in KwaZulu-Natal were in
workless households. These provinces are home to large numbers
of children and also have relatively high rates of child poverty.
In contrast, Gauteng and the Western Cape have the lowest
poverty rates, and the lowest unemployment rates, although the
effects of job loss were also evident in these provinces in 2020.
In the Western Cape, 22% of children lived in households where
nobody was working (up from 12% in 2019), and in Gauteng the
rate was 23% in 2020 (up from 14% in 2019).
Racial inequalities are striking: 39% of African children had no
working adult at home in 2020 (up from 33% in 2019), while 25% of
Coloured children and less than 5% of Indian and White children
lived in these circumstances. There are no significant differences
in child-centred unemployment measures when comparing girls
and boys or between age groups. In the rural former homelands,
53% of children lived in workless households in 2020, an increase
from 47% in 2019.
Income inequality is clearly associated with unemployment.
Nearly 80% of children in the poorest income quintile live in
households where no adults are employed.

Children receiving the Child Support Grant
This indicator shows the number of children receiving the Child
Support Grant (CSG), as reported by the South African Social
Security Agency (SASSA) which disburses social grants on behalf
of the Department of Social Development.
The right to social assistance is designed to ensure that
people living in poverty can meet basic subsistence needs.
Government is obliged to support children directly when their
parents or caregivers are too poor to do so. Income support
is provided through social assistance programmes such as the
CSG, which is an unconditional cash grant paid to the caregivers
of eligible children.
Introduced in 1998 with an initial value of R100, the CSG has
become the single biggest programme for alleviating child poverty
in South Africa. Take-up of the CSG has increased dramatically
over the years and the grant amount is increased slightly each
year, more or less keeping pace with overall inflation. At the end of
March 2022, a monthly CSG of R460 was paid to 13 million children
aged 0 – 17 years. The value of the CSG increased to R480 per
month from the beginning of April 2022.
There have been two important changes in eligibility criteria
over the years. The first concerns age eligibility. Initially the CSG
was only available for children younger than seven years. From
2003 it was gradually extended to older children up to the age
of 14. Since January 2012, following a second phased extension,
eligible children can receive the grant until they turn 18.
The second change concerns the income threshold for the
means test. The income threshold remained static for 10 years
until a formula was introduced – set at 10 times the amount of
the grant. This means that every time the grant is increased, the
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means test also increases. From April 2022, the income threshold
was R4,800 per month for a single caregiver and R9,600 per
month for the joint income of the caregiver and spouse, if the
caregiver is married.
A slight dip in grant access in 2014 was probably the result
of the introduction of a biometric system which led to the

Table 2a: Children receiving the Child Support Grant, by
province and age group, 2022
Number of child beneficiaries at end March 2022
Province

0 – 5 years

6 – 11
years

12 – 17
years

TOTAL

Eastern Cape

604,759

670,077

651,350

1,926,186

Free State

222,178

245,974

238,712

706,864

Gauteng

637,190

707,032

636,780

1,981,002

KwaZulu-Natal

950,709

1,029,300

981,543

2,961,552

Limpopo

695,844

675,668

578,911

1,950,423

Mpumalanga

405,844

396,380

362,219

1,164,443

North West

299,752

311,591

282,815

894,158

Northern Cape

110,030

116,029

103,141

329,200

Western Cape

294,186

366,821

340,905

1,001,912

4,220,492

4,518,872

4,176,376

12,915,740

South Africa

Source: South African Social Security Agency (2020) SOCPEN database –
special request. Pretoria: SASSA.

Figure 2d: Children receiving the Child Support Grant, 1998 – 2022
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identification and removal of beneficiaries who were not verified
biometrically or were found to be fraudulent. From 2014, the
numbers have increased again gradually, only tapering off in
2021 and 2022. In March 2022, fewer CSGs were in payment than
in March the previous year – the number of CSGs had decreased
by nearly 80,000, from 13 million in 2021. This was the first overall
decline in the number of CSGs since 2014, with the decrease
being most pronounced in the Western Cape and Eastern Cape.
The year-on-year decrease is spread across all age groups and
the reasons for it are not clear. However, in the previous period
(2020 – 2021), there was a clear decrease (of over 100,000) in the
number of CSGs paid to infants under a year. This was almost
certainly the result of delays in birth registration and grant
applications in the context of lockdown.
There is substantial evidence that grants, including the CSG,
are being spent on food, education and basic goods and services.
The grant not only helps to alleviate income poverty and realise

children’s right to social assistance, it is also associated with
improved nutritional, health and education outcomes.8-17
Given the positive and cumulative effects of the grant, it is
important that caregivers can access it for their children as early
as possible. One of the main concerns is the slow take-up for
young children. An analysis of exclusions from the CSG found
that exclusion rates for eligible infants under a year were as high
as 43% in 2014, up only three percentage points from 47% in
2008. Exclusion rates were found to be highest in the Western
Cape and Gauteng. The total rate of exclusion for all ages was
estimated at 17.5% (more than 1.8 million children).18 Barriers to
take-up include confusion about eligibility requirements and the
means test in particular; lack of documentation (mainly identity
books or birth certificates, and proof of school enrolment,
although the latter is not an eligibility requirement) and problems
of institutional access (including the time and cost of reaching
SASSA offices, long queues and lack of baby-friendly facilities).

CSG and grant top-ups in the context of COVID-19 and lockdown
The disaster relief package announced by the President in late April
2020 included a R300 top-up to the CSG for just one month (in May).
This reached 13 million children on the CSG. From June, the CSG
top-up was discontinued and a temporary caregiver allowance of
R500 was introduced, reaching just over 7.1 million caregivers who
received CSGs for children in their care. The caregiver allowance
was paid for five months (from June to October), after which it
was discontinued. Until April 2021, caregivers who received CSGs
were excluded from applying for the R350 COVID-19 SRD grant
for unemployed working age adults. The one-month additional
amount to the CSG used the most efficient available mechanism
to transfer much-needed cash into millions of highly vulnerable
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households. The CSG is the most pro-poor of all the grants and
reaches 74% of all households in the poorest income decile.19 The
CSG also reaches around 80% of households that rely on income
from informal employment and would therefore not receive
assistance through the Unemployment Insurance Fund (UIF) or
the Temporary Employer-Employee Relief Scheme (TERS).20
When the caregiver allowance was introduced in June 2020,
the CSG reverted to its previous value of R440. The CSG already
had the lowest value of all the social grants, was the only grant
below the food poverty line (R585 per month in 2020 Rands), and
whereas all other grants received R250 top-ups for six months
(May to October 2020), the CSG remained at its base value.
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Children receiving the Foster Child Grant
This indicator shows the number of children who are accessing
the Foster Child Grant (FCG) in South Africa, as recorded in the
SOCPEN administrative data system of the SASSA.
The FCG is available to foster parents who have a child placed
in their care by an order of the court. It is a non-contributory cash
grant valued at R1,070 per month from April 2022.
The relatively large value of the grant, compared to the CSG,
is justified on the basis that the child is technically a ward of the
state, and the state is therefore directly responsible for ensuring
that all the child’s needs are provided for. The grant was initially
intended as financial support for children removed from their
families and placed in foster care for protection in situations of
abuse or neglect.
However, the FCG has increasingly been used to provide
financial support to caregivers of children who are orphaned
and has effectively been used as a poverty alleviation grant for
orphans in kinship care. The appropriateness and effectiveness
of this approach was questioned as far back as 2003, particularly
because many children live with grandparents, aunts or other
relatives, whether or not their parents are alive.21
The number of FCGs remained stable for many years when
foster care applied mainly to children who were in need of care
and protection because of abuse or neglect, or because they were
awaiting adoption. Its rapid expansion since 2003 coincided with
the rise in HIV-related orphaning and an implied policy change
by the Department of Social Development, which from 2003
started encouraging family members (particularly grandmothers)
caring for orphaned children to apply for foster care and the
FCG. During the subsequent five years, the number of FCGs
increased by over 50,000 per year as orphans were brought into

the foster care system. The increases were greatest in provinces
with large numbers of orphaned children: the Eastern Cape,
KwaZulu-Natal, Limpopo and Mpumalanga.
By 2010, more than 500,000 FCGs were in payment and the
foster care system was struggling to keep pace with the numbers
due to the legally required initial investigations and reports by
social workers, court-ordered placements, and additional twoyearly social worker reviews and court-ordered extensions.
SASSA is not allowed to pay the FCG without a valid court order
or extension order, and more than 110,000 FCGs lapsed between
April 2009 and March 2011 because of backlogs in the extensions
of court orders.22-24
In 2011, a court-ordered settlement stipulated that the foster
care court orders that had expired – or that were going to expire
in the following two years – must be deemed to have been
extended until 8 June 2013. This effectively placed a moratorium
on the lapsing of these FCGs. As a temporary solution, social
workers could extend orders administratively (without having to
go to court) until December 2014, by which date a comprehensive
legal solution should have been found to prevent qualifying
families from losing their grants in future.25 Yet, no policy solution
had been developed by the 2014 cut-off date. Instead, the
Department of Social Development sought (and received) an
urgent court order extending the date to the end of 2017, which
was then extended until the end of November 2019, then to the
end of November 2020 and again to the end of November 2022.
After a decade during which the Department has failed to
meet the terms of the court order, the High Court is now closely
supervising the Department’s compliance by requiring and
engaging with regular progress reports. Two laws need to be

Figure 2e: Children receiving the Foster Child Grant, 1999 – 2022
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amended to enable a sustainable solution. The Social Assistance
Act was passed by Parliament in 2020 to provide for a CSG topup; but the Children’s Amendment Bill is still with Parliament and
will also require regulations before it can be implemented. The
Bill needs to clarify that the majority of orphaned children in the
care of relatives should be referred to the CSG top-up, and only
those who are in need of care and protection should be placed
in foster care.
Since its height in 2012, when nearly 540,000 FCGs were
paid each month, the number of FCGs has declined year-onyear. At the end of 2014, 300,000 court orders had expired,
representing more than 60% of all foster care placements.26 The
grants remained in payment only because the High Court order
mentioned above prevented them from lapsing. In March 2022,
285,000 FCGs were paid to caregivers of children in foster care,
effectively back to below 2006 levels. The most dramatic drop
has been in KwaZulu-Natal, where the number of FCGs fell by
64%, from 142,000 to 51,000.
The declining numbers are partly due to lower rates of
foster care placement and enrolment onto the grant, and partly
because of an increase in the numbers of grants terminating at
the end of each year when children turn 18. This in turn is because
the beneficiaries of the FCG are mainly orphaned children, who
are typically older children as orphaning rates increase with
age. In 2020, only 14% of FCGs went to children who were not
orphaned, while 6% went to paternal orphans, 8% to maternal
orphans and 72% to double orphans.27 The Western Cape is the
only province that has not experienced a drop in the number
of FCGs, probably because it is also the only province where
foster care is used mainly for its original purpose, rather than
to supplement the income of orphans living with relatives. Rural
provinces tend to bear the main burden of caring for orphans.
It is not possible to calculate a take-up rate for the FCG as
there is no accurate record of how many children are eligible for
placement in foster care because they are abused or neglected
and in need of care and protection. Currently, orphans in the care
of relatives are still legally eligible to be placed in foster care
and receive the CSG,i but only a small portion of these children
are being supported to access it. The declining numbers are
therefore regressive in terms of the current law.
If all double orphans were to be placed in foster care, this
would require around 620,000 foster care placements, excluding
those who need to be placed in foster care because they are
awaiting adoption or have been removed from their families for
reasons of abuse or neglect. This would once again send the
number of children in foster care well above half a million – which
the system has not previously been able to support.

Table 2b: Children receiving the Foster Child Grant, by
province, 2012 & 2022
Province

%
difference

2012

2022

Difference

116,826

63,046

-53,780

-46%

Free State

43,311

20,230

-23,081

-53%

Gauteng

56,451

35,415

-21,036

-37%

142,114

51,241

-90,873

-64%

Limpopo

56,066

34,728

-21,338

-38%

Mpumalanga

32,886

18,612

-14,274

-43%

North West

45,634

22,493

-23,141

-51%

Northern Cape

14,456

9,342

-5,114

-35%

Western Cape

29,003

29,999

996

South Africa

536,747

285,106

-251,641

FCG amount

R 770

R 1,070

Eastern Cape

KwaZulu-Natal

3%
-47%

Source: South African Social Security Agency (2012; 2022) SOCPEN database,
by special request. Pretoria: SASSA.

The systemic problems that caused FCGs to lapse and reduced
social worker capacity to respond to children and others in need
of protection and welfare services need to be addressed through
a legislative amendment to clarify the eligibility criteria for foster
care and provide an adequate grant for orphans in the care of
relatives.
An amendment to the Social Assistance Act has been passed
by Parliament and signed by the President, providing for a CSG
top-up (instead of the FCG) for orphaned children living with kin.
The 2022 budget provided for a CSG top-up for orphans, and
the plan is that implementation should start in mid-2022. Certain
sections of the Children’s Act also need to be amended to clarify
the revised eligibility criteria for foster care.
The Children’s Amendment Bill is currently before Parliament
and is scheduled to be passed by the end of 2022. The CSG topup approach would give orphaned children living with relatives
access to a larger child support grant, around half-way between
the value of the CSG and the FCG, without first having to go
through a foster care placement. If implemented effectively, the
reforms could improve access to social grants for orphans and
responsive child protection services for children in need of state
care and protection, irrespective of who their caregivers are and
whether or not they are orphans.

Children receiving the Care Dependency Grant
This indicator shows the number of children who are accessing
the Care Dependency Grant (CDG) in South Africa, as recorded
in the SOCPEN administrative data system of the SASSA.
The CDG is a non-contributory monthly cash transfer to
caregivers of children with disabilities who require permanent
care or support services. It excludes those children who are cared
for in state institutions because the purpose of the grant is to
i

cover the additional costs (including opportunity costs) that the
parent or caregiver might incur as a result of the child’s disability.
The child needs to undergo a medical assessment to determine
eligibility and the parent must pass an income or ‘means’ test.
Although the CDG targets children with disabilities, children
with chronic illnesses are eligible for the grant once the illness
becomes disabling, for example, children who are very sick with

In terms of section 150(1)(a) of the Children’s Act No 38 of 2005.
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AIDS-related illnesses. Children with disabilities and chronic
illnesses need substantial care and attention, and parents may
need to stay at home or employ a caregiver to tend to the
child. Children with health conditions may need medication,
equipment or to attend hospital often. These extra costs can put
strain on families that are already struggling to make ends meet.
Poverty and chronic health conditions are therefore strongly
related.
It is not possible to calculate a take-up rate for the CDG
because there are no reliable data on the number of children with
disabilities or who are chronically ill, and in need of permanent
care or support services. At the end of March 2022, 151,000
children were receiving the CDG, and from the beginning of
April 2022, the grant was valued at R1,980 per month.
The provincial distribution of CDGs is fairly consistent with the
distribution of children. The provinces with the largest numbers
of children – KwaZulu-Natal, the Eastern Cape and Gauteng –
receive the largest share of CDGs, though the number of CDG
recipients has also increased in the Western Cape. There has
been a gradual but consistent increase in access to the CDG
each year since 1998, when only 8,000 CDGs were disbursed.

Table 2c: Children receiving the Care Dependency
Grant, by province, 2012 & 2022
Difference

%
difference

22,775

4,540

25%

5,419

8,831

3,412

63%

Gauteng

14,170

21,163

6,993

49%

KwaZulu-Natal

34,969

39,044

4,075

12%

Limpopo

11,318

16,668

5,350

47%

Mpumalanga

7,950

11,408

3,458

43%

North West

8,736

9,528

,792

9%

Northern Cape

4,236

5,725

1,489

35%

Western Cape

9,960

16,054

6,094

61%

114,993

151,196

36,203

31%

Province

2012

2022

Eastern Cape

18,235

Free State

South Africa

R 1 200

R 1 980

Source: South African Social Security Agency (2012; 2022) SOCPEN database,
by special request. Pretoria: SASSA.
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Child health
Katharine Hall and Nadine Nannan

Section 27 of the Constitution of South Africa provides that everyone has the right to have access to health care
services. In addition, section 28(1)(c) gives children “the right to basic nutrition and basic health care services”.1
Article 14(1) of the African Charter on the Rights and Welfare of the Child states that “every child shall have the
right to enjoy the best attainable state of physical, mental and spiritual health”, ”, and article 14(2)(c) states that
State Parties shall take measures “to ensure the provision of adequate nutrition…”..2
Article 24 of the UN Convention on the Rights of a Child says that state parties should recognise “the right of the
child to the enjoyment of the highest attainable standard of health and to facilities for the treatment of illness and
rehabilitation of health”. It obliges the state to take measures “to diminish infant and child mortality” and “to
combat disease and malnutrition”.3

The infant and under-five mortality rate
Nadine Nannan (Burden of Disease Research Unit, Medical Research Council)
The infant and under-five mortality rates are key indicators of
heath and development. They are associated with a broad range
of bio-demographic, health and environmental factors which
are not only important determinants of child health but are also
informative about the health status of the broader population.
The infant mortality rate (IMR) is defined as the probability
of dying within the first year of life and refers to the number of
babies under 12 months who die in a year per 1,000 live births
during the same year. Similarly, the under-five mortality rate
(U5MR) is defined as the probability of a child dying between
birth and their fifth birthday. The U5MR refers to the number
of children under five years old who die in a year per 1,000 live
births in the same year.
This information is ideally obtained from vital registration
systems. However, like in many middle- and lower-income
countries, the under-reporting of births and deaths renders the
South African system inadequate for monitoring purposes. South
Africa is therefore reliant on alternative methods, such as survey
and census data, to measure child mortality. Despite several
surveys which should have provided information to monitor
progress, the lack of reliable data since 2000 led to considerable
uncertainty around the level of childhood mortality for a
prolonged period. However, the second South Africa National
Burden of Disease Study has produced national and provincial
infant and under-five mortality trends from 1997 up until 2012.4
An alternative approach to monitoring age-specific mortality
nationally since 2009 is the rapid mortality surveillance system
(RMS) based on the deaths recorded on the population register
by the Department of Home Affairs.5 The RMS data have been
recommended by the Health Data Advisory and Co-ordinating
Committee because corrections have been made for known
biases. In other words, the indicators shown in Table 3a are
nationally representative. The RMS reports vital registration data
adjusted for under-reporting which allows for the evaluation of
annual trends. They suggest the IMR peaked in 2003 when it
was 53 per 1,000 and decreased to 27 per 1,000 in 2019 with a
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further decrease to 21 in 2020. During the same period the U5MR
decreased from 81 per 1,000 in 2003 to 36 per 1,000 in 2019 and
28 in 2020.6
With reference to the substantial decrease in infant and
under-5 mortality in 2020, the authors of the Rapid Mortality
Surveillance Report note that “the lack of seasonal increases in the
numbers of registered deaths suggest that the winter increases
in respiratory syncytial virus (RSV) and other pneumonias as well
as seasonal outbreaks of diarrhoea were absent in 2020.”7 This
was possibly due to the effects of lockdown with “unusually low”
monthly deaths in April and May 2020, and “no seasonal trend in
the following [winter] months”.8
The neonatal mortality rate (NMR) is the probability of dying
within the first 28 days of life per 1,000 live births. The NMR
has remained stable, at around 12 deaths per 1,000 live births.
Estimates of the NMR are derived directly from vital registration
data (i.e., registered deaths and births without adjustment for
incompleteness) up to 2013, and from 2013 onwards the estimates
were derived directly from neonatal deaths and live births
recorded in the District Health Information System. The South
African Demographic and Health Survey (SADHS) also reports

Table 3a: Child mortality indicators, rapid mortality
surveillance, 2012 – 2020
INDICATOR

2015

2016

2017

2018

2019

2020

Under-five mortality
rate
per 1,000 live births

39

36

33

35

36

28

Infant mortality rate
per 1,000 live births

28

26

23

26

27

21

Neonatal mortality

12

12

12

11

12

12

Source: Dorrington RE, Bradshaw D, Laubscher R & Nannan, N (2021) Rapid
Mortality Surveillance Report 2019-2020. Cape Town: South African Medical
Research Council.
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child mortality rates. After a long gap (since 2003), the SADHS
was conducted again in 2016. For the period 2012 – 2016, the
RMS estimated a slightly higher overall under-five mortality rate
than the SADHS – 42 versus 39 per 1,000 live births. However, the

SADHS infant mortality rate (IMR) for recent years is much higher
than the IMR from the RMS (35 versus 27 per 1,000 live births for
the period 2012 – 2016). The SADHS estimates are likely to be
too high because its neonatal mortality rate is too high.

Children living in households where there is reported child hunger
This indicator shows the number and proportion of children
living in households where children are reported to go hungry
‘sometimes’, ‘often’ or ‘always’ because there isn’t enough food.
Child hunger is emotive and subjective, and this is likely
to undermine the reliability of estimates on the extent and
frequency of reported hunger, but it is assumed that variation
and reporting error will be reasonably consistent so that it is
possible to monitor trends from year to year.
In 2020, 10% of children in South Africa (nearly 2.1 million)
lived in households that reported child hunger. More than a fifth
of these children (22%) were from KwaZulu-Natal, while 19% were
from Gauteng. Child hunger rates in 2020 were 20 percentage
points lower than they were in 2002 when 30% of children (5.5
million) lived in households that reported child hunger. The
largest declines have been in the Eastern Cape, KwaZulu-Natal
and Limpopo. One of the main contributors to this decline is
the expansion of the Child Support Grant which has steadily
increased its coverage, reaching nearly 13 million children in 2020.9
Another is the National School Nutrition Programme (NSNP),
which by 2019 reached over 9 million learners in approximately
20,000 schools.10 However, the NSNP only operates during termtime and does not include children who are too young to attend
school. When schools were closed at the beginning of lockdown
in March 2020, the NSNP ceased to operate altogether until
the matter was taken to court by civil society organisations in
July and the Gauteng High Court ordered the Department of
Basic Education to resume the NSNP even if learners were not
attending school due to the COVID-19 pandemic.11
Analysis of child hunger rates within provinces shows that
child hunger rates in 2020 are highest in the Northern Cape and

North West (in each of these provinces, 17% of children were
in households that reported child hunger), followed by the Free
State (15%) and Mpumalanga (14%). The lowest reported hunger
rates were in Limpopo (2%). Despite high poverty rates, Limpopo
has always reported child hunger rates below the national
average, perhaps because of its highly fertile and productive
land in rural areas where most of the population lives. However,
there is no clear explanation for the dramatic decline in reported
hunger in the Eastern Cape. Over the period 2002 – 2019,
reported child hunger rates in that province fell from 48% (higher
than any other province) to 5% (the second lowest), despite the
fact that the Eastern Cape has the highest poverty rates in the
country, with 44% of children living below the food poverty line.
There was a small but statistically significant increase in reported
child hunger in the Eastern Cape from 5% in 2019 to 9% in 2020.
There are no differences in reported child hunger across
gender or age groups. However, there are significant differences
across race: 11% of African children and 9% of Coloured children
live in households that reported child hunger, compared to less
than 1% of Indian and White children. Differences are even more
pronounced across income quintiles. While 19% of children living
in the poorest 20% of households experienced hunger, only 4%
of children in quintile 5 (the richest 20%) lived in households
where child hunger was reported. Of all those who did report
child hunger, over half were in the poorest income quintile. While
reported children hunger rates are slightly higher in the rural
former homelands (11%) than in urban areas (10% of children),
the difference is not great. Food insecurity is prevalent in both
urban and rural areas.

Figure 3a: Children living in households with reported child hunger, 2002 & 2020
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Source: Statistics South Africa (2003; 2021) General Household Survey 2002; General Household Survey 2020. Pretoria: Stats SA.
Analysis by Katharine Hall, Children’s Institute, UCT.
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The NIDS-CRAM study recorded increased rates of reported
child hunger during 2020, almost certainly due to rising poverty
and unemployment during lockdown.12 Although the overall
child hunger rates in the General Household Survey (GHS) did
not increase significantly, there were slight increases in reported
child hunger in the two poorest income quintiles between 2019
and 2020. In the poorest income quintile, child hunger rates
increased from 17.6% in 2019 to 18.7% in 2020, while the reported
child hunger rate in quintile 2 increased from 8.4% to 9.8%.
Children who suffer from hunger are at risk of various forms
of malnutrition, including wasting, stunting, overweight and
micronutrient deficiencies. The 2016 Demographic and Health
Survey recorded the stunting rate among children under 5 years
at 27% − a figure that has remained persistently high since the

1990s and indicates high rates of chronic undernutrition. It must
be recognised that child hunger is a subjective indicator and
does not capture other important aspects of food security such
as dietary diversity and consumption of nutrient-rich foods, both
of which are important for children’s healthy growth especially
in early childhood. Children may live in households that do not
report hunger but may still not have access to sufficient nutritious
food and are therefore at risk of malnutrition. In 2019, for
example, approximately 30% of children who lived in households
that did not report child hunger were classified as living below
the food poverty line, an indicator that their households lacked
the financial resources needed to meet minimum dietary
requirements for children and other household members.13

Children living far from their health facility
This indicator reflects the distance from a child’s household to the
health facility they normally attend. Distance is measured as the
length of time travelled to reach the health facility, by whatever
form of transport is usually used. The health facility is regarded as
‘far’ if a child would have to travel more than 30 minutes to reach
it, irrespective of mode of transport.
A review of international evidence suggests that universal
access to key preventive and treatment interventions could
avert up to two-thirds of under-five deaths in developing
countries.14 Preventative measures include the promotion of
breast and complementary feeding, micronutrient supplements
(vitamin A and zinc), immunisation, and the prevention
of mother-to-child transmission of HIV, amongst others.
Curative interventions provided through the government’s
Integrated Management of Childhood Illness strategy include
oral rehydration, infant resuscitation and the dispensing of
medication.
According to the UN Committee on Economic, Social and
Cultural Rights, primary health care should be available (in
sufficient supply), accessible (easily reached and affordable),
acceptable and of good quality.15 In 1996, primary level care was

made free to everyone in South Africa, but the availability and
physical accessibility of health care services remain a problem,
particularly for people living in remote areas.
Physical inaccessibility poses particular challenges when it
comes to health services because the people who need these
services are often unwell or injured or need to be carried
because they are too young, too old or too weak to walk. Physical
inaccessibility can be related to distance, transport options and
costs, or road infrastructure. Physical distance and poor roads
also make it difficult for mobile clinics and emergency services
to reach outlying areas. Within South Africa, the extent to which
patients use health care services is influenced by the distance
to the health service provider: those who live further from their
nearest health facility are less likely to use the facility. This
‘distance decay’ is found even in the uptake of services that are
required for all children, including immunisation and maintaining
the Road-to-Health Book.16
The GHS 2020 did not ask questions about the distance
or mode of travel to health facilities. In 2019, a fifth (19%)
of South Africa’s children lived far from the primary health
care facility they normally use. Most children (93.5%) lived in

Figure 3b: Children living far from their health facility, by province, 2002 & 2019
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Analysis by Katharine Hall, Children’s Institute, UCT.
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households where members attended the health facility closest
to their home. Within the poorest 20% of households, only 3%
do not use their nearest facility. The main reasons for attending
a remote health service relate to perceptions of service quality;
a preference for private health services (36%), and other specific
quality complaints including long waiting times (19%); the
unavailability of medication (8%) and rude or uncaring staff (4%).
Cost considerations also inform choices, and 12% of households
that did not use their nearest facility chose to travel further in
order to access cheaper medical care or free government health
services.17
In total, 3.7 million children would travel more than 30
minutes to reach their usual health care service provider. This is
a significant improvement since 2002, when 36% (or 6.6 million
children) lived far from their nearest health facility.
It is encouraging that the greatest improvements in access
have been made in provinces which performed worst in 2002:
the Eastern Cape (where the share of children with poor access
to health facilities dropped from 53% in 2002 to 25% in 2019),
KwaZulu-Natal (down from 48% to 25%), Limpopo (from 42%
to 25%) and North West (from 39% to 24%). Provinces with the

highest rates of access are the largely metropolitan provinces
of the Western Cape and Gauteng, where only 7% of children
live more than 30 minutes from their usual health care service.
There are also significant differences between population
groups. Twenty percent of African children and 11% of Coloured
children travel far to reach their usual health care facility, compared
with 6% and 4% of Indian and White children respectively. Racial
inequalities are amplified by access to transport: if in need of
medical attention, 95% of White children would be transported
to their health facility in a private car, compared with only 12%
of African children. Only 3% of the poorest children (quintile 1)
travel to their health facility in a private car, while 61% walk.
Poor children bear the greatest burden of disease, due
to undernutrition and poorer living conditions and access to
services (water and sanitation). Yet health facilities are least
accessible to the poor. More than a quarter of children (26%) in
the poorest 20% of households travel far to access health care,
compared with 10% of children in the richest quintile.
There are no significant differences in patterns of access to
health facilities when comparing children of different sex and
age groups.

Teenage pregnancy
This indicator shows the number and proportion of young
women aged 15 – 24 who are reported to have given birth to a
live child in the past year.
Teenage pregnancy rates are difficult to calculate directly
because it is hard to determine how many pregnancies end
in miscarriage, still-birth or abortion: these are not necessarily
known to the respondent, or accurately reported. In the
absence of reliable data on pregnancy, researchers tend to rely
on childbearing data (i.e., the percentage of women in an age
group who have given birth to a live child).
Despite widespread assumptions that teen pregnancy in
South Africa is an escalating problem, the available data suggest
that the percentage of teenage mothers is not increasing. A

number of studies have suggested a levelling off and even a
decrease in fertility rates among teenagers in South Africa.18-20
Teenage fertility rates declined after the 1996 census from 78
births per 1,000 women aged 15 – 19 years, to 65 births per
1,000 adolescents in 2001. The adolescent birth rate recorded
in the 2011 population census suggested an increase to 72
per 1,000, and the 2016 SA Demographic and Health Survey
recorded a similar (slightly lower) rate of 71. These patterns (the
decline, increase and stability over the past two decades) are not
exclusive to adolescents but follow the overall fertility trends for
the country.21
Statistics South Africa regularly reports the number of ‘recorded
live births’, using vital statistics data. The pattern over the past

Figure 3c: Annual childbearing rates among young women aged 15 – 24 years, by province, 2009 & 2019
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Figure 3d: Childbearing rates among young women
aged 15 – 24 years, by age group, 2019
Percentage of females (%)

decade (from 2011) has been a decrease in adolescent births,
this decrease being reflected in both the rate of current year
birth registrations and late birth registrations. In 2020, out of
over a million births registered, 112,127 births were registered
to the mothers of adolescents aged 19 or younger.22 Of these,
just over 94,000 were registrations of babies born in the past
year, while just under 18,000 were late birth registrations. This
was the second lowest number of births registered to adolescent
mothers since the current birth registration record system was
developed in 1998, with the exception of 2014 when the number
was slightly lower. It is possible that the closure of Home Affairs
offices during the lockdown of 2020 caused a drop in the number
of registered births to child and adolescent mothers, but this will
only be known once late registration of births in 2021 and 2022
has been completed and those numbers are published.
Department of Health data between 2004 and 2017 showed
a consistent decline in the share of teenagers aged 15 – 19 who
attended antenatal clinics and participated in the national HIV
sero-prevalence survey.23 A further decline was recorded in 2019,
both in real numbers and as a percentage of the total sample
(teens aged 15 – 19 represented 13.1% of participants in the
2019 ante-natal survey, down from 17.5% in 2013). All of these
data sources suggest that pregnancy and fertility rates among
teenagers did not increase in the two decades leading up to
2020.
Fertility rates are, of course, an indicator of possible exposure
to HIV. HIV prevalence rates are higher among women in their
late twenties and thirties, and lower among teenagers, and the
prevalence rate in the 15 – 24 age group has decreased over the
past 10 years. However, prevalence rates are still worryingly high:
of the young pregnant women surveyed in antenatal clinics in
2019, 10.3% of those aged 15 – 19 and 19.4% of those aged 20 –
24 were HIV positive.24 For many years the majority of deaths in
young mothers were caused by HIV.25 Much of the overall decline
in maternal deaths since 2011 is attributed to implementation of
policies to manage and prevent HIV,26 but it is still important that
safe sexual behaviour is encouraged and practised.
Studies have found that early childbearing – particularly by
teenagers and young women who have not completed school –
has a significant impact on the education outcomes of both the
mother and child, and is also associated with poorer child health
and nutritional outcomes.19, 25, 27 For this reason, it is important
to delay childbearing, and to ensure that teenagers who do
become pregnant are appropriately supported. This includes
ensuring that young mothers can complete their education, and
that they have access to parenting support programmes and
health services. Although pregnancy is a major cause of school
drop-out, some research has also suggested that teenage
girls who are already falling behind at school are more likely
to become pregnant than those who are progressing through
school at the expected rate.28 So efforts to provide educational
support for girls who are not coping at school may also help to
reduce teenage pregnancies.
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Poverty alleviation is important for both the mother and child,
but take-up of the Child Support Grant (CSG) among teenage
mothers is low compared with older mothers.20, 29, 30 This suggests
that greater effort should be made to assist young mothers to
obtain identity documents for themselves and birth certificates for
their babies so that they can apply for CSGs. Ideally, home affairs
and social security services should form part of a comprehensive
maternal support service at all maternity facilities.
Since 2009 the nationally representative GHS conducted by
Statistics South Africa has included questions on pregnancy and
fertility. The pregnancy question asks the household respondent:
“Has any female household member [between 12 – 50 years]
been pregnant during the past 12 months?” For those reported
to have been pregnant, a follow-up question asks about the
current status of the pregnancy. This indicator calculates the
number and percentage of young women who have given birth
in the past year.
According to the GHS, the national childbearing rate for
young women aged 15 – 24 was 7.8% in 2019 (the question was
not asked in 2020). This is equivalent to 371,000 births to young
women in this age group, out of over 1.1 million births per year.
There has been no significant change in this rate since 2009 when
the question was first asked in the survey.
As would be expected, childbearing rates increase with age.
Only 3% of girls aged 15 – 17 were reported to have given birth
in the previous 12 months (representing 41,000 teenagers in this
age group). Childbearing rates rose to 9% among 18 – 20-yearolds (120,000 when weighted), and 11% in the 21 – 24 age group
(211,000). These rates have also been fairly stable over the past
decade, and in the teen group (under 18) the childbearing rate
has never risen above 3.2% (its peak in 2013).
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Immunisation coverage of children
This indicator shows the percentage of children younger than
one year who are fully immunised. ‘Full immunisation’ refers to
children having received all the required doses of vaccines given
in the first year of life.
Immunisation is one of the most effective preventative health
care interventions to prevent serious illnesses and death in young
children. It entails giving injections or drops to young children
that protect them against potentially life-threatening illnesses
such as tuberculosis, polio, hepatitis and measles. South Africa
has an up-to-date immunisation programme, in keeping with
world standards.
The Expanded Programme on Immunisation (EPI) in South
Africa was last updated in 2015.
The revised EPI schedule for public health facilities providing
services to children in the first year of life includes immunisation
at birth, and then at 6 weeks, 10 weeks, 14 weeks and 9
months.31 Thus, by the time of their first birthday, all babies
should have visited a health facility at least four times after birth
for immunisation services, and these immunisations should be
recorded in the child’s Road-to-Health booklet.
Immunisation coverage serves as a good indicator of the
extent to which young children access primary health care
services. Immunisation coverage is also a proxy for the extent to
which children access other health services, as the immunisation
schedule provides a point of contact for identifying other
health problems and for scheduling preventative child
health interventions. Examples of these are the vitamin A
supplementation programme, developmental screening, and
prophylaxis for babies born to HIV-positive mothers.
Immunisation rates are tracked in the District Health
Information System and are calculated as the number of children
who have received complete immunisation divided by the child
population within that district. The percentages obtained in
this way will be influenced by population movement in health
seeking behaviour – for example, if children from one district
are taken to a health facility in a neighbouring district. This
has sometimes resulted in some districts, and even provinces,

reporting immunisation rates of over 100%. The immunisation
rates are also affected by national (and district-level) estimates
of population size.
The 2015/16 immunisation rate, as reported in the 2016/17
District Health Barometer, reflected high levels of immunisation
for infants under a year, at 89.2%.32 Since then, Statistics South
Africa revised its model to derive the mid-year population
estimates, and it was found that the number of children in the
country had previously been underestimated.33 The 2015/16
immunisation rate was revised downwards to 79.5%. The 2016
rate had dropped even before the new population estimates
were released and, after retrospective adjustment to the revised
population estimates, the rate for that year was calculated at
71%. The lower immunisation rate for that year was attributed
to a global shortage of Hexavalent vaccine.31 In 2017/18 the
immunisation rate was estimated at 77%, increasing to 82% in
2018/19 and 83.5% in 2019/20. The immunisation rates in the
District Health Barometer have not been adjusted retrospectively
before 2015, and so it is not possible to determine long-term
trends in immunisation uptake.
The highest immunisation rates for 2019/20 were in
Mpumalanga (97%), KwaZulu-Natal (91%) and the Northern
Cape (89%). North West had the lowest immunisation rate (63%)
with the rate having fallen from 76% in 2015. Other provinces
with immunisation rates below the national average were the
Free State (77%), Eastern Cape (76%) and Limpopo (74%).
The challenge of national and provincial aggregates is that
they can mask differences between districts and hide areas with
low coverage. The District Health Barometer provides detail on
immunisation at district level and shows substantial inter-district
inequities in service access for young children – ranging from
coverage rates in the low 60 percentages in three out of the four
districts in North West, to over 100% in three districts (Ehlanzeni
in Mpumalanga, John Taolo Gaetsewe in the Northern Cape and
iLembe in KwaZulu-Natal).34 Low coverage rates are concentrated
mainly in poor districts, where health needs may be greatest.

Figure 3e: Immunisation coverage of babies younger than one year, by province, 2015 & 2019
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Effective immunisation requires high levels of coverage to achieve
a certain level of immunity within the broader community. This
is known as ‘herd immunity’ and it means that, if immunisation
coverage has reached a high enough level, even the most
vulnerable who have not been immunised in that community
will be protected – including young children and those with low
immunity.
Even though immunisation is freely available, and the goal is
for it to be universal, it is voluntary and there is growing evidence
that some parents choose not to immunise their children. A
'worldwide increase in vaccine hesitancy and refusal' has been
described as a threat to the public health achievements in
controlling and preventing infectious diseases.35 At a country
level, vaccine sentiment and voluntary compliance is inversely

correlated with socio-economic status (i.e. compliance is lower
in wealthy countries than in poorer ones).35
The completion rates for ‘basic immunisation’ (BCG, three
doses of STaP-IPV-Hib, and one dose of measles vaccine) in
the South African Demographic and Health Survey of 2016
were substantially lower than those recorded in the District
Health Information System for the same year (at 61%, compared
with 77%). The reason for this discrepancy is not clear, but it is
important to note that compliance was highest in the poorest
wealth quintile (66%) while the richest quintile was lower, at
60%.36 This suggests an inverse correlation between socioeconomic status and immunisation in South Africa, a highly
unequal country.
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Children’s access to education
Katharine Hall (Children’s Institute, University of Cape Town)

Section 29(1)(a) of the South African Constitution states that “everyone has the right to a basic education”,
and section 29(1)(b) says that “everyone has the right to further education”, and that the state must make such
education “progressively available and accessible”.1
Article 11(3)(a) of the African Charter on the Rights and Welfare of the Child says “States Parties to the present
Charter shall take all appropriate measures with a view to achieving the full realization of this right and shall in
particular … provide free and compulsory basic education”.2
Article 28 of the UN Convention on the Rights of the Child recognises “the right of the child to education” and
also obliges the state to “make primary education compulsory and available free to all”.3

Children attending an educational institution
This indicator shows the number and percentage of children
aged 7 – 17 who are reported to be attending a school
or educational facility. It is different from 'enrolment rate',
which reflects the number of children enrolled in educational
institutions, as reported by schools to the national Department
of Basic Education (DBE) early in the school year.
Education is a central socio-economic right that provides
the foundation for lifelong learning and economic opportunity.
Children have a right to basic education and are admitted into
Grade 1 in the year they turn seven. Basic education is compulsory
in Grades 1 – 9 or for children aged 7 – 15. Children who have
completed basic education also have a right to further education
(Grades 10 – 12), which the government must take reasonable
measures to make available.
South Africa has high levels of school enrolment and
attendance. Among children of school-going age (7 – 17
years), the vast majority are reported to attend some form of
educational facility. There was a small but significant increase
from 2002, when the reported attendance rate was 95%, to 2018,

when reported attendance rates were 98%. The overall increase
was mainly due to the growth in reported attendance rates for
African and Coloured children, and in 2018, for the first time since
this indicator was tracked, there were no significant differences in
attendance rates across race groups.
School attendance in 2020 is expected to be different to
previous years because of COVID-19 and lockdown. All schools
were closed from 18 March 2020. From June, there was some
partial reopening of schools, but only for specific grades. Schools
re-opened for all grades from late August 2020, but even then
they ran at reduced capacity, with rotational timetabling of classes.
Stats SA ran its General Household Survey from September to
December 2020. The survey included the usual question about
whether household members were attending an educational
institution, but did not ask whether they were attending every
day. Thus, reported attendance rates do not reflect the regularity
of attendance, even at a time when it is known that learners
were unlikely to be attending every day. Reported attendance
rates in the last quarter of 2020 were at a similarly high level as

Figure 4a: School-age children (7 – 17-year-olds) attending an educational institution, by province, 2002 & 2020
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previous years, with just a small decrease of one percentage point
from 2019, to 97%. Of a total of 12.3 million children aged 7 – 17
years, 370,000 were reported as not attending school between
September and December 2020. The lowest attendance rates
were reported in the Western Cape, at 95%.
Wave 3 of the NIDS-CRAM survey, conducted in November
2020, asked whether children had attended school at any time
in the last seven days. The overall estimate was 98%, a similar
attendance rate to that reported in GHS. Attendance rates earlier
in the year had been much lower, and varied substantially by
grade, ranging from 88% for Grade 12 learners to as low as 11%
for Grade 9 learners.4 This was due to the staggered re-opening
of grades and prioritisation of those approaching the end of the
primary or secondary phase.
Overall attendance rates tend to mask drop-out among older
children. Analysis of attendance among discrete age groups shows
that although there is a slight drop in reported attendance among
children beyond the compulsory schooling phase, attendance still
remains in the high-90s for children aged 16 and 17. It is only at age
18 that there is a substantial drop: to around 90% for males and
80% for females who have not completed Grade 12. Differences
in reported school attendance rates between boys and girls in the
compulsory education phase are not statistically significant.
The 2020 General Household Survey included additional
questions to gauge levels of access to education through
remote learning (when children were not able to attend school
in person due to lockdown and restrictions on school capacity).
The responses to these questions suggest that South Africa was
not well-prepared for remote schooling. For children aged 7 – 17
years, the following information was recorded:
• 10% were in schools that offered remote learning opportunities
• 6% participated in online learning
• 3% had access to a smartphone in the household that they
could use for remote learning
• 1% had access to a computer (desktop or laptop) that they
could use for remote learning during lockdown.
Thus, although, by the last quarter of 2020 when schools had
reopened, school attendance rates had almost returned to
'normal' levels, this attendance rate overstates daily attendance
or access to learning.
Usually, the General Household Survey asks about reasons for
non-attendance for those who are not attending an educational
institution. This question was not asked in 2020, as the

questionnaire had to be amended and shortened. In 2019, as in
previous years, the main set of reasons for non-attendance related
to the quality of education or the learners ability to progress:
'Education is useless or not interesting' was the main reason given
for 9% of children aged 7 – 17 who were not attending school.
Another 9% were 'unable to perform at school' while 4% dropped
out because they failed the exams and 6% were not accepted for
enrolment, despite being in the age range 7 – 17 years. These
signals of failures in the education system account for nearly 30%
of all reported non-attendance.
The second main barrier to education is financial constraints.
These include the cost of schooling (the reason given for 13% of
children not attending schools in 2019) – which would also include
related costs such as uniform and transport – and the opportunity
costs of education where children have family commitments such
as child minding (4%) or are needed to work in a family business or
elsewhere to support household income (4%).
Disability is also an important reason, accounting for 10% of
non-attendance in 2019, while illness accounted for an additional
6% of the non-attendance rate.
The main reasons for non-attendance can therefore be divided
into three main categories: system failures (including exclusions
and quality problems); financial barriers; and illness or disability.
Together, these account for nearly 70% of non-attendance.
Pregnancy accounts for around 8% of drop-out amongst
teenage girls not attending school, and only 3% of all nonattendance.5-7
Although the costs of education are cited as a barrier to
attendance, the overall attendance rate for children in the lower
income quintiles is not significantly lower than those in the
wealthier quintiles.
Attendance rates alone do not capture the regularity of children’s
school attendance or their progress through school. Research has
shown that children from more disadvantaged backgrounds – with
limited economic resources, lower levels of parental education, or
who have lost their mother – are more prone to dropping out or
progressing more slowly than their more advantaged peers. Racial
inequalities in school advancement remain strong.8-10 Similarly,
school attendance rates tell us nothing about the quality of
teaching and learning.11 Inequalities in learning outcomes are
explored through standardised tests such as those used in the
international SAQMEC,12 TIMMS and PIRLS13 studies. The DBE’s
Annual National Assessments14 have been discontinued.

Access to early childhood learning programmes
This indicator shows the number and percentage of children
aged 5 – 6 who are reported to be attending an early childhood
development (ECD) programme or educational institution – in
other words, those attending out-of-home group care and
learning centres including ECD centres, pre-Grade R, Grade R
or Grade 1 in ordinary schools. While all these facilities provide
care and stimulation for early learning for young children, the
emphasis on providing learning opportunities through structured
learning programmes differs by facility type.
Educational inequalities are strongly associated with structural
socio-economic (and therefore also racial) inequalities in South
Africa.10, 15 These inequalities are evident from the early years,
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even before entry into primary school.16 They are exacerbated by
an unequal schooling system,17, 18 and are difficult to reverse. But
early inequalities can be reduced through pre-school exposure
to developmentally appropriate activities and programmes that
stimulate cognitive development.19, 20 Provided that they are
of good quality, early learning programmes are an important
mechanism to interrupt the cycle of inequality by reducing socioeconomic differences in learning potential between children
before they enter the foundation phase of schooling.
The Five-year Strategic Plan21 of the DBE included a broad
goal to improve the quality of ECD provisioning and specifically
to improve access to grade R through the supply of learning
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materials and improving the quality of Grade R educators.
Evidence suggests that quality group learning programmes are
beneficial for cognitive development from about three years of
age22 and the National Development Plan (NDP) priorities, cited
in the DBE’s strategic plan, include universal access to two years
of early childhood development programmes.The DBE funds
and monitors thousands of community-based Grade R centres in
addition to the school-based Grade R classes. The NDP proposes
the introduction of a second year of pre-school education, and
that both years be made universally accessible to children.23 It
therefore makes sense to monitor enrolment in early learning
programmes of children in the 5 – 6-year pre-school age group.
Preliminary numbers from the Department of Basic Education,
show that, in addition to children in ECD centres, 822,000
learners were attending Grade R or pre-Grade R at ordinary
primary schools in early 2020. Just over half (54%) of pre-Grade
R learners were enrolled in independent schools, while 95% of
Grade R learners were at public (government schools).24
In 2019, 93% of children (nearly 2.2 million) in the pre-school
age group (5 – 6-year-olds) were reported to be attending some
kind of educational facility, mostly in Grade R or Grade 1. This
was double the 2002 level, when slightly fewer than 1.1 million
children in the same age group were reported to be attending
an educational institution. Around 170,000 children in this age
group were not attending any kind of educational facility in 2019.
Attendance rates were above 90% in all provinces except
the Northern Cape (84%). This pattern differed from many other
indicators, where the Western Cape often out-performs poorer
and more rural provinces like the Eastern Cape and Limpopo.
Similar patterns were found in analyses of the 2007 Community
Survey and the 2008 National Income Dynamics Study, which also
did not find strong provincial disparities.25 Given the inequalities
in South Africa, it was also pleasing to see that as access

to education increased among 5 – 6 year-olds so too did the
disparities narrow across races and income quintiles. There were
also no significant gender differences in access to pre-school.
The effect of COVID-19 and lockdown on early learning was
dramatic. In late 2020, when the General Household Survey was
conducted, only 33% of children aged 5 – 6 were attending any
kind of educational centre. Of the 2.3 million children in this
age group, 780,000 were reported to attend while 1.5 million
were not attending. The highest reported attendance rates
were in the Free State (42%). The Eastern Cape, KwaZuluNatal, Mpumalanga, Northern Cape and Western Cape all had
attendance rates below the national average of 33%. Alongside
the sharp fall in attendance was an apparent increase in racial
inequality (60% of White children aged 5 – 6 years were reported
to be accessing some kind of learning facility by late 2020,
compared with 33% of African and 26% of Coloured children).
Similarly, income inqualities became more pronounced, with
attendance rates ranging from 28% in the poorest income
quintile to 43% in the wealthiest quintile.
As with the indicator that monitors school attendance, it
should be remembered that this indicator tells us nothing about
the quality of care and education that young children receive at
educational facilities or the resources available at those facilities.
Attendance provides a unique opportunity because almost all
children in an age cohort can be reached at a particularly important
developmental stage; but this is a lost opportunity if the service is
of poor quality. The year 2020 saw a rapid reversal of the gains
made over nearly two decades in early learning access for 5 – 6 year
olds. In 2020 there was further loss because of the closure of early
learning programmes, difficulties in the registration procedures
for re-opening, and delays and administrative obstacles in funding
flows to early learning centres.

Figure 4b: Children aged 5 – 6 years attending school or ECD facility, by province, 2002, 2019 & 2020
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Children living far from school
This indicator monitors the share of school-going children who
have to travel far to get to school. Distance is measured as the
length of time travelled to reach school. The school the child
attends is defined as 'far' if a child has to travel more than 30
minutes to reach it, irrespective of mode of transport. Children
aged 7 – 13 are defined as primary school age, and children aged
14 – 17 are defined as secondary school age.
Access to schools and other educational facilities is a
necessary condition for achieving the right to education. A
school’s location and distance from home can pose a barrier to
education. Access to schools is also hampered by poor roads,
transport that is unavailable or unaffordable, and danger along
the way. Risks may be different for young children, for girls and
boys, and are likely to be greater when children travel alone.
For children who do not have schools near to their homes, the
cost, risk and effort of getting to school can influence decisions
about regular attendance, as well as participation in extramural
activities and after-school events. Those who travel long distances
to reach school may wake very early and risk arriving late or
physically exhausted, which may affect their ability to learn.
Walking long distances to school may also lead to learners being
excluded from class or make it difficult to attend school regularly.
Questions about distance and means of travel to school
were not asked in the 2020 General Household Survey. Of the
11.6 million children who were attending school in 2019, over 7
million (63%) walked to school, while 13% travelled in vehicles
hired by a group of parents, 9% travelled in private cars and
9% used public transport (bus, minibus, taxi or train). Only 2%
report using school buses or school transport provided by the
government. The vast majority (81%) of White children were
driven to school in private or hired cars, compared with only 17%
of African children.5 These figures illustrate pronounced disparity
in child mobility and means of access to school.
Assuming that schools primarily serve the children living in
communities around them, the ideal indicator to measure physical
access to school would be the distance from the child’s household
to the nearest school. This analysis is no longer possible due to

question changes in the General Household Survey. Instead, the
indicator shows the number and percentage of children who
travel far (more than 30 minutes) to reach the actual school that
they attend, even if it is not the closest school. Eighty percent of
school-going children attend their nearest school.
Overall, the vast majority (86%) of the 11.6 million children
who attended school in 2019 travelled less than 30 minutes to
reach school. Children of secondary school age are more likely
than primary school learners to travel far to reach school. In 2019
there were 8.2 million children of primary school age (7 – 13
years) in South Africa. Nearly a million of these children (12%)
travel more than 30 minutes to and from school every day. In
KwaZulu-Natal, this percentage is significantly higher than the
national average, at 19%. Of the 4 million children of secondary
school age (14 – 17 years), 19% travel more than 30 minutes to
reach school, and again it is children in KwaZulu-Natal who are
most likely to travel far (29%). The majority of these children live
in rural areas: 24% of secondary school age children in the former
homelands travel far to school, compared to 15% of children
living in urban areas.
Physical access to school remains a problem for many children
in South Africa, particularly those living in more remote areas
where public transport to schools is lacking or inadequate and
where households are unable to afford private transport for
children to get to school. There are 25,000 schools in South Africa,
of which just over 23,000 are public and 2,000 are independent.24
Over 3,000 government schools have closed since 2002 as the
Department consolidates smaller schools and closes state-funded
farm schools. The Eastern Cape has lost nearly a thousand public
schools, while the Free State has lost over a thousand. Other
provinces with substantial reductions in the number of schools are
the North West and Limpopo. While the concentration of more
children into fewer schools may be an advantage from a school
management perspective, it may mean that children in remote
areas have more difficulty in accessing school. Over the same
period, the number of independent schools in the country has
increased by 61% (an increase of over 700 schools).26

Figure 4c: School-aged children living far from school, by province, 2019
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Children’s progress through school
Assuming that children are enrolled in primary school at the
prescribed age (by the year in which they turn seven) and
assuming that they do not repeat a grade or drop out of school,
they would be expected to have completed the foundation
phase (Grade 3) by the year that they turn nine, and the general
education phase (Grade 9) by the year they turn 15.
This indicator allows a little more leeway: it measures the
number and percentage of children aged 10 and 11 who have
completed a minimum of Grade 3, and the percentage of those
aged 16 and 17 who have completed a minimum of Grade 9. In
other words, it allows for the older cohort in each group to have
repeated one grade.
In 2020, 92% of all children aged 10 and 11 were reported
to have completed Grade 3. This was up from 78% in 2002. An
improvement in progress through the foundation phase was
evident across most of the provinces, with significant advances in
the Eastern Cape (from 64% in 2002 to 85% in 2020), North West
(from 80% to 95%), Mpumalanga (75% to 92%), Limpopo (80%
to 91%) and KwaZulu-Natal (75% to 92%). These improvements
have narrowed the gap between provinces.
As would be expected, the rate of progression through the
entire general education and training band (Grades 1 – 9) is lower,
as there is more time for children to have repeated or dropped
out by Grade 9. Nearly seventy percent of children aged 16 – 17
years had completed Grade 9 in 2020. This represents an overall
improvement of almost 20 percentage points over the 16-year
period, from 50% in 2002. Provincial variation is slightly more
pronounced than for progress through the foundation phase:
Gauteng and Mpumalanga had the highest rate of grade 9
progression (75%), followed by the Western Cape (74%). Progress
was poorest in the North West and Eastern Cape, where less
than 60% (57% and 58% respectively) of children had completed
Grade 9 by the expected age.
As found in other analyses of transitions through school,10, 15, 34
educational attainment (measured by progress through school)

We have already seen that school attendance rates are very high
during the compulsory schooling phase (Grades 1 – 9). However,
attendance tells us little about the quality of education that
children receive, or their progress through the education system.
Systemic evaluations by the Department of Education have
recorded very low pass rates in numeracy and literacy among both
Grade 3 and Grade 6 learners,27 and internationally comparative
studies have repeatedly found South Africa’s performance
to be poor even when compared with other countries in the
region. In the international PIRLS study, which assessed literacy
amongst Grade 4 learners, South Africa was placed last out of
50 participating countries. Four out of five Grade 4 children in
South Africa could not read for meaning in any language.28 In
the International TIMMS study, which assessed numeracy among
Grade 5 learners, South Africa was placed second last out of 49
countries. Three out of five learners could not do basic arithmetic
calculations like addition and subtraction.29 Despite measures to
address the inherited inequities in the education system through
revisions to the legislative and policy frameworks and the school
funding norms, continued disparities in the quality of education
offered by schools reinforce existing socio-economic inequalities,
limiting the future work opportunities and life chances of children
who are born into poor households.18, 30, 31
High rates of grade repetition have been recorded in
numerous studies. For example, a study of children’s progress at
school found that only about 44% of young adults (aged 21 – 29)
had matriculated, and of these less than half had matriculated
'on time'.32 This was based on 2008 data from the National
Income Dynamics Study. In 2016, only 51% of young people aged
20 – 24 had completed a matric or matric equivalent.33 In South
Africa, the labour market returns to education only start kicking
in on successful completion of matric, not before. However, it is
important to monitor progress and grade repetition in the earlier
grades as slow progress at school is a strong determinant of
school drop-out.6

Figure 4d: Children aged 10 – 11 years who passed Grade 3, by province, 2002 & 2020
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varies along socio-economic and racial lines. These differences
become more pronounced as children advance through the
grades. Gender differences in school progression, on the
other hand, have remained consistent and even widened over
the years: girls are more likely than boys to progress through
school at the expected rate and the difference becomes more
pronounced in the higher grades. In 2020, 94% of girls aged 10
– 11 had completed Grade 3, compared with 90% of boys; in the
same year, 79% of 16 – 17-year-old girls had completed Grade
9, compared with only 59% of boys in the same age cohort. This
finding is consistent with analyses elsewhere.6, 35
There are significant differences in grade completion
across income quintiles, especially amongst children who have
completed Grade 9: in 2020, 66% of 16 – 17-year-olds in the
poorest 20% of households had completed Grade 9, compared
to 79% in the richest 20% of households.
The most striking improvements in grade progression, at both
Grade 3 and Grade 9 level, occurred through the years between
2002 and 2010. The rate of improvement has slowed and in some
years remained stable since then.

Of course, grade progression and grade repetition are not easy
to interpret. Prior to Grade 12, the promotion of a child to the
next grade is based mainly on assessment by teachers, and
the measure may be confounded by the teacher’s competence
to assess the performance of the child, as well as pressure on
teachers and/or schools to promote children through the system.
Analyses of the determinants of school progress and drop-out
point to a range of factors, many of which are interrelated: there
is huge variation in the quality of education offered by schools.
These differences largely reflect the historic organisation
of schools into racially defined and inequitably resourced
education departments. Household-level characteristics and
family background also account for some of the variation in
grade progression. For example, the level of education achieved
by a child’s mother explains some of the difference in whether
children are enrolled at an appropriate age and whether they
go on to complete matric successfully.32 This in turn suggests
that improved educational outcomes for children will have a
cumulative positive effect for each subsequent generation.

Figure 4e: Children aged 16 – 17 who passed grade 9, by province, 2002 & 2020
Percentage of children (%)
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Youth not in employment, education or training (NEETs)
'NEET' is a term used to describe young people who are not
in employment, education or training. The definition used
here includes youth aged 15 – 24 who are not attending any
educational institution and who are not employed or selfemployed.36
Widespread concerns about the large numbers of youth in
this situation centre on two main issues: the perpetuation of
poverty and inequality, including intergenerational poverty; and
the possible implications of a large 'idle' youth population for
risk behaviour, social cohesion and the safety of communities.
Little is known about what NEETs actually do with their time.
Young people who are neither learning nor engaged in incomegenerating activities may neverthless be “productive” within

For more data, visit childrencount.uct.ac.za

their households, for example by helping to maintain the home
or looking after children and others in need of care. However,
in the absence of income, NEETs remain dependent on the
earnings of other household members, and on grants that are
directed to children and the elderly. The Old Age Pension in
particular has been found to support job-seeking activities for
young people37 and it has been argued that this unenvisaged
expenditure of the grant could be addressed by extending social
security to unemployed youth.38
The large number of NEETs in South Africa is linked to
underlying problems in the education system and the labour
market. Young people in South Africa have very high participation
rates in education, including at secondary level. Enrolment rates
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for Grades 11 and 12 have increased in recent years and more
young people attain Grade 12 (and at an earlier age).39 But there
is still a sharp drop-off in enrolment numbers after Grade 10
and only about half of young people in their early twenties have
successfully completed Grade 12.33, 39 This reduces prospects
for further study or employment.40 Low quality and incomplete
education represent what are termed the 'supply-side' drivers
of youth unemployment, where young people do not have the
appropriate skills or work-related capabilities to be employable
or to set up successful enterprises of their own, and so struggle
to make the transition from education to work.41, 42 The 'demandside' driver relates to a shortage of jobs or self-employment
opportunities for those who are available to work.
In 2020, there were 9.6 million young people aged 15 – 24 in
South Africa. Of these, 35% (3.4 million) were neither working
nor enrolled in any education institution such as a school,
university or college. The number of young people nationally
who are not in education, training or employment has remained
remarkably consistent over the last decade, but has increased
over the two decades since 1996 when only two million NEETs
were recorded.43 South Africa has made no progress towards
what is now an explicit target of the Sustainable Development
Goals, namely to substantially reduce the proportion of youth

not in employment, education or training by 2020.44 If anything,
the number of NEETs has increased marginally.
The NEET rates are fairly even across the provinces. This is
hard to interpret without further analysis. Limpopo, for example,
is a very poor and largely rural province. It is possible that the
slightly lower-than-average percentage of NEETs in that province
is partly the result of many young people migrating to cities
in search of work and they are therefore counted among the
NEETs in more urban provinces. It is possible that young people
who are not employed in the labour market may nevertheless
be employed in small-scale agriculture if their household has
access to land, and this could also help to smooth the provincial
inequalities that are characteristic of many other indicators.
There is enormous variation within the broad youth group of
15 – 24 years. Only 4% of children aged 15 – 17 are classified
as NEET because the majority are attending school. Within the
18 – 20 age band, 32% are NEETs, and nearly two thirdsf (63%)
of those in the 21 – 24 age band are neither working nor in
education or training.
While education attendance rates are fairly even for males and
females, the gender disparity among NEETs is more pronounced.
Thirty-seven percent of young women are not in employment,
education or training – compared with 33% of young men.

Figure 4f: Youth (15 – 24 years) not in employment, education or training (NEETs), by province, 2002 & 2020
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Children’s access to housing
Katharine Hall (Children’s Institute, University of Cape Town)

Section 26 of the Constitution of South Africa provides that “everyone has the right to have access to adequate
housing”, and section 28(1)(c) gives children “the right to … shelter”.1
Article 27 of the UN Convention on the Rights of the Child states that “every child has the right to a standard of
living adequate for his/her development” and obliges the state “in cases of need” to “provide material assistance
and support programmes, particularly with regard to … housing”.2

Children living in urban and rural areas
This indicator describes the number and share of children living
in urban and rural areas in South Africa.
Location is one of the seven elements of adequate housing
identified by the UN Committee on Economic, Social and Cultural
Rights.3 Residential areas should ideally be situated close to work
opportunities, clinics, police stations, schools and child-care
facilities. In a country with a large rural population, this means that
services and facilities need to be well distributed, even in areas
that are not densely populated. In South Africa, service provision
and resources in rural areas lag far behind urban areas.
The General Household Survey captures information on all
household members, making it possible to look at the distribution
of children in urban and non-urban households and compare this
to the adult distribution. Nearly half of South Africa’s children
(43%) lived in rural households in 2020 – equivalent to 8.9 million
children. Looking back over a decade, there is a clear shift in
the distribution of children towards urban areas: in 2002, 48%
of children were found in urban households, and this increased
gradually to 57% by 2017, after which it has remained stable.
Given estimated population growth, the urban child population
has grown by nearly 3 milllion, from 8.7 million children in 2002
to 11.6 million in 2020. Children are consistently less urbanised
than adults: In 2020, 67% of the adult population was urban,
compared with 57% of children.

There are marked provincial differences in the rural and urban
distribution of the child population. This is related to the
distribution of cities in South Africa, and the legacy of apartheid’s
spatial arrangements where women, children and older people in
particular were relegated to the former homelands. The Eastern
Cape, KwaZulu-Natal and Limpopo provinces alone are home to
about three-quarters (73%) of all rural children in South Africa.
KwaZulu-Natal has the largest child population in numeric terms,
with 2.7 million (64%) of its child population being classified as
rural. The least urbanised province is Limpopo, where only 14%
of children live in urban areas. Proportionately more children
(39%) live in the former homelands, compared with adults (29%).
Almost all of children living in the former homeland areas are
African (99.8%).
In 2020, children living in the Gauteng and Western Cape were
almost entirely urban based (97% and 92% respectively). These
provinces historically have large urban populations. The urban
child population in Gauteng alone has grown by 1.5 million since
2002 and the urban child population in the Western Cape has
grown by just over 500,000. These increases would be partly the
result of urban births, but also partly the result of within-province
movement and migration from other provinces. Other provinces
that have experienced a marked growth in the urban share of
the child population are the Eastern Cape, Free State and North

Figure 5a: Children living in urban areas, by province, 2002 & 2020
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West. KwaZulu-Natal, in contrast, has seen a slight reduction
in its urban child population, both in percentage and numeric
terms.
Rural areas, and particularly the former homelands, have
much poorer populations. In 2018, nearly two-thirds of children
in the poorest income quintile lived in rural areas compared with
10% in the richest quintile, and this had been a consistent trend
over the previous decade. In other words, within the poorest
part of the population, it is mainly rural households that care for
children – even though many of these children may have parents

who live and work in urban areas. The 2019 and 2020 data
suggest the possibility of a shift in this pattern, with a decline in
the rural share of children in the poorest quintile (from 70% to
58%), and an increase in the rural share of the child population in
the wealthiest quintile (from around 10% to over 20%).
The inequalities also remain strongly racialised. Around
90% of White, Coloured and Indian children are urban, compared
with 51% of African children.
There are no statistically significant differences in the child
population in urban and rural areas across age groups.

Children living in formal, informal and traditional housing
This indicator shows the number and share of children living in
formal, informal and traditional housing. For the purposes of the
indicator, 'formal' housing is considered a proxy for adequate
housing and consists of: dwellings or brick structures on separate
stands; flats or apartments; town/cluster/semi-detached houses;
units in retirement villages; rooms or flatlets on larger properties
provided they are built with sturdy materials. 'Informal' housing
consists of: informal dwellings or shacks in backyards or informal
settlements; dwellings or houses/flats/rooms in backyards built
of iron, wood or other non-durable materials; and caravans or
tents. 'Traditional' housing is defined as a 'traditional dwelling/
hut/structure made of traditional materials' situated in a rural
area.
Children’s right to adequate housing means that they
should not have to live in informal dwellings. One of the seven
elements of adequate housing identified by the UN Committee
on Economic, Social and Cultural Rights is that it must be
'habitable'.3 To be habitable, houses should have enough space
to prevent overcrowding, and should be built in a way that
ensures physical safety and protection from the weather.
Formal brick houses that meet the state’s standards for quality
housing could be considered 'habitable housing', whereas

informal dwellings such as shacks in informal settlements and
backyards would not be considered habitable or adequate.
Informal housing in backyards and informal settlements make
up the bulk of the housing backlog in South Africa. 'Traditional'
housing in rural areas cannot necessarily be assumed to be
inadequate. Some traditional dwellings are more habitable than
new subsidy houses – they can be more spacious and better
insulated, for example.
Access to services is another element of “adequate housing”.
Children living in formal areas are more likely to have services on
site than those living in informal or traditional dwellings. They are
also more likely to live closer to facilities like schools, libraries,
clinics and hospitals than those living in informal settlements
or rural areas. Children living in informal settlements are more
exposed to hazards such as shack fires and paraffin poisoning.
The environmental hazards associated with informal housing
are exacerbated for very young children. The distribution of
children in informal dwellings is slightly skewed towards younger
children and babies: 36% of children in informal housing are in
the 0 – 5-year age group, whereas 29% are aged 12−17 years.
In 2020, 1.6 million children (8%) in South Africa lived in
backyard dwellings or shacks in informal settlements. The number

Figure 5b: Children living in formal, informal and traditional housing, by province, 2020
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of children in informal housing has declined gradually from 2.3
million (13%) in 2002. The provinces with the highest shares of
informally-housed children are the Western Cape, Northern
Cape and Free State (each with around 16% of their child
populations informally housed), and Gauteng (14%). The Eastern
Cape, KwaZulu-Natal and Limpopo have by far the lowest shares
of children in informal housing. The vast majority of children in
Limpopo are recorded as living in formal housing, while Eastern
Cape has a relatively large share of its child population living in

traditional dwellings (32%). The distribution of children in formal,
informal and traditional housing has remained fairly constant
since 2002. But racial inequalities persist. All White children in
the 2020 survey lived in formal housing, compared with only
83% of African children. Access to formal housing increases
with income. Ninety percent of children in the wealthiest 20%
of households live in formal dwellings, compared with 78% of
children in the poorest quintile.

Children living in overcrowded households
Children are defined as living in overcrowded dwellings when
there is a ratio of more than two people per room (excluding
bathrooms but including kitchen and living room). Thus, a
dwelling with two bedrooms, a kitchen and sitting-room would
be counted as overcrowded if there were more than eight
household members.
The UN Committee on Economic, Social and Cultural
Rights defines 'habitability' as one of the criteria for adequate
housing.3 Overcrowding is a problem because it can undermine
children’s needs and rights. For instance, it is difficult for school
children to do homework if other household members want
to sleep or watch television. Children’s right to privacy can be
infringed if they do not have space to wash or change in private.
The right to health can be infringed as communicable diseases
spread more easily in overcrowded conditions, and young
children are particularly susceptible to the spread of disease.
Overcrowding also places children at greater risk of sexual
abuse, especially where boys and girls have to share beds, or
children have to share beds with adults.
Overcrowding makes it difficult to target services and
programmes to households effectively – for instance, urban
households are entitled to six kilolitres of free water, but this
household-level allocation discriminates against overcrowded
households because it does not take account of household size.
In 2020, 4.3 million children lived in overcrowded households.
This represents 21% of the child population – much higher

than the share of adults living in crowded conditions (12%).
Overcrowding is associated with housing type: 46% of children
who stay in informal dwellings also live in overcrowded conditions,
compared with 25% of children in traditional dwellings and 18%
of children in formal housing.
Young children are slightly more likely than older children to
live in overcrowded conditions. Twenty-three percent of children
below six years live in crowded households, compared to 18% of
children over 12 years.
There is a strong racial bias in children’s housing conditions.
While 22% of African and 18% of Coloured children live in crowded
conditions, less than 3% of White children live in overcrowded
households. Children in the poorest 20% of households are more
likely to be living in overcrowded conditions (30%) than children
in the richest 20% of households (15%).
The average household size has gradually decreased from 4.5
at the time of the 1996 population census, to around 3.5 in 2020,
indicating a trend towards smaller households. This is related
to the rapid growth in single-person households where adults
live alone: In 2020 there were 17.4 million households in South
Africa, of which 19% (around 3.4 million) were households where
one adult lived alone.4 The reduction in average household size
during the 1990s and early 2000s was linked to the rapid provision
of small subsidy houses that could not accommodate extended
families.5, 6 It has also been linked to adult urban migration
coupled with continuing constraints on family co-migration and

Figure 5c: Children living in overcrowded households, by province, 2002 & 2020
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declining marriage and cohabitation rates between men and
women.7 Households in which children live are larger than the
national average, although they have also declined in size over

time. The mean household size for adult-only households in
2020 was 1.9 while the mean household size for households with
children was 4.8.8

References
1. Constitution of the Republic of South Africa, Act 108 of 1996.
2. Office of the High Commissioner of Human Rights. Convention on the
Rights of the Child, UN General Assembly Resolution 44/25. Geneva:
United Nations. 1989.
3. Office of the United Nations High Commissioner for Human Rights.
The Right to Adequate Housing (art. 11 (1)): 13/12/91. CESCR General
Comment 4. Geneva: United Nations. 1991.
4. Hall K, Mokomane Z. The shape of children’s families and households. In:
Hall K, Richter L, Mokomane Z, Lake L, editors. Children, Families and the
State: Collaboration and Contestation South African Child Gauge 2018.
Cape Town: Children’s Institute, UCT; 2018.

For more data, visit childrencount.uct.ac.za

5. Hall K. Accommodating the poor? A review of the Housing Subsidy
Scheme and its implications for children. In: Leatt A, Rosa S, editors.
Towards a Means to Live: Targeted poverty alleviation to make children’s
rights real. Cape Town: Children’s Institute, UCT; 2005.
6. Public Service Commission. Report on the Evaluation of the National
Housing Subsidy Scheme. Pretoria: Public Service Commission. 2003.
7. Posel D, Hall K. The economics of households in South Africa. In: Oqubay
A, Tregenna F, I V, editors. The Oxford Handbook of the South African
Economy. Oxford: Oxford University Press; 2021.
8. Statistics South Africa. General Household Survey 2018. Pretoria: Stats SA.
2019.

PART 3

Children Count – The numbers 195

Children’s access to services
Katharine Hall (Children’s Institute)

Section 27(1)(b) of the Constitution of South Africa provides that “everyone has the right to have access to …
sufficient … water” and section 24(a) states that “everyone has the right to an environment that is not harmful to
their health or well-being”.1
Article 14(2)(c) of the African Charter on the Rights and Welfare of the Child obliges the state to “ensure the
provision of … safe drinking water”.2
Article 24(1)(c) of the UN Convention on the Rights of the Child says that states parties should “recognise the
right of the child to the enjoyment of the highest attainable standard of health” and to this end should “take
appropriate measures to combat disease and malnutrition …, including the provision of clean drinking-water”.3

Children’s access to basic water
This indicator shows the number and percentage of children who
have access to piped drinking water at home – either inside the
dwelling or on site. This is used as a proxy for access to adequate
water. All other water sources, including public taps, water
tankers, dams and rivers, are considered inadequate because of
their distance from the dwelling or the possibility that the water
is of poor quality. The indicator does not show whether the water
supply is reliable or if households have broken facilities or are
unable to pay for services.
Clean water is essential for human survival. The World Health
Organisation defined 'reasonable access' to water as being a
minimum of 20 litres per person per day.4 The 20-litre minimum
is linked to the estimated average consumption when people
rely on communal facilities and need to carry their own water
for drinking, cooking and the most basic personal hygiene.
It does not allow for bathing, showering, washing clothes or
any domestic cleaning.5 The water needs to be supplied close
to home, as households that travel long distances to collect
water often struggle to meet their basic daily quota. This can

compromise children’s health and hygiene. More recently, the
Sustainable Development Goals (target 6.1) call for universal and
equitable access to safe and affordable drinking water, and this
is defined as a safely managed drinking water service from an
improved water source that is located on premises.
Young children are particularly vulnerable to diseases
associated with poor water quality. Gastro-intestinal infections
with associated diarrhoea and dehydration are a significant
contributor to the high child mortality rate in South Africa,6 and
intermittent outbreaks of cholera in some provinces pose a
serious threat to children. Lack of access to adequate water
is closely related to poor sanitation and hygiene. In addition,
children may be responsible for fetching and carrying water to
their homes from communal taps, or rivers and streams. Carrying
water is a physical burden that can lead to back problems or
injury from falls. It can also reduce time spent on education and
other activities and can place children at personal risk.7 This
child-centred indicator of adequate water is therefore limited to
a safe water source on site.

Figure 6a: Children living in households with water on site, by province, 2002 & 2020
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There has some improvement in children’s access to water
over the past 18 years. The share of children with piped water
at home has increased by 10 percentage points, from 60% in
2002 to 70% in 2020. This represents an increase of 3.6 million
children with a water connection at home. However, six million
children still live in households that do not have piped drinking
water on site. In 2020, more than three-quarters (79%) of adults
lived in households with adequate water access – compared with
only 70% of children. This is because, compared with the adult
population, children are over-represented in rural households
located in areas without bulk service infrastructure.
Provincial differences are striking. Around nine of out of ten
children in Gauteng (93%), the Free State (91%), the Northern
Cape (88%) and Western Cape (86%) have piped water at their
home. All of these provinces started from a high base in terms of
water access, and there has not been significant change over the
past 18 years. The provinces that have experienced substantial
improvements in water provision are those which had the
lowest levels of access to start with: KwaZulu-Natal (a significant
improvement in the provincial share of children with water on
site, from 46% in 2022 to 63% in 2020); Limpopo (a more modest
improvement from 45% to 52%) and the Eastern Cape (from 24%

to 36%). The Eastern Cape, with its large under-serviced former
homeland areas, remains the only province in which more than
half of all children do not have piped water to their home.
Children living in formal areas are more likely to have services
on site than those living in informal settlements or in the rural
former homelands. While the majority (76%) of children in formal
dwellings have access, it decreases to 55% for children living
in informal dwellings. Only 22% of children living in traditional
housing have water available on the property.
The vast majority of children living in traditional dwellings
are African, so there is also a pronounced racial inequality in
access to water. In 2020, two third (67%) of African children had
water on site, while the vast majority (more than 90%) of all other
population groups had piped drinking water at home.There are
no significant differences in access to water across age groups.
Inequality in access to safe water is also pronounced when
the data are disaggregated by income group. Only 53% of
children in the poorest 20% of households have access to water
on site, while 91% of those in the richest 20% of households have
this level of service. In this way, inequalities are reinforced: the
poorest children are most at risk of diseases associated with poor
water quality and the associated setbacks in their development.

Children’s access to basic sanitation
This indicator shows the number and percentage of children living
in households with basic sanitation. Adequate toilet facilities are
used as proxy for basic sanitation. This includes flush toilets and
ventilated pit latrines that dispose of waste safely and that are
within or near a house. Inadequate toilet facilities include pit
latrines that are not ventilated, chemical toilets, bucket toilets,
or no toilet facility at all.
A basic sanitation facility was defined in the
government’s Strategic Framework for Water Services as the
infrastructure necessary to provide a sanitation facility that
is “safe, reliable, private, protected from the weather and
ventilated, keeps smells to a minimum, is easy to keep clean,
minimises the risk of the spread of sanitation-related diseases
by facilitating the appropriate control of disease carrying flies
and pests, and enables safe and appropriate treatment and/or
removal of human waste and wastewater in an environmentally
sound manner”.8
Adequate sanitation prevents the spread of disease and
promotes health through safe and hygienic waste disposal. To
do this, sanitation systems must break the cycle of disease. For
example, the toilet lid and fly screen in a ventilated pit latrine
stop flies reaching human faeces and spreading disease. Good
sanitation is not simply about access to a particular type of toilet.
It is equally dependent on the safe use and maintenance of that
technology; otherwise toilets break down, smell bad, attract
insects and spread germs.
Good sanitation is essential for safe and healthy childhoods
and for reducing inequalities for children.9 It is very difficult to
maintain good hygiene without water and toilets. Poor sanitation
is associated with diarrhoea, cholera, malaria, bilharzia, worm
infestations, eye infections and skin disease. These illnesses
compromise children’s health and nutritional status. Using public
toilets and the open veld (fields) can also put children in physical
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danger. The use of the open veld and bucket toilets is also likely
to compromise water quality in the area and to contribute to the
spread of disease. Poor sanitation undermines children’s health,
safety and dignity.
The data show a gradual and significant improvement in
children’s access to sanitation since 2002, although the number
of children without adequate toilet facilities remains worryingly
high. In 2002, less than half of all children (46%) had access
to adequate sanitation. By 2020, the share of children with
adequate toilets had risen to 78%. But 4.4 million children still
use unventilated pit latrines, buckets or other inadequate forms
of sanitation, despite the state’s reiterated goals to provide
adequate sanitation to all and to eradicate the bucket system.
Around 270,000 children have no sanitation facilities at all
(open defecation or buckets). Children (22%) are slightly more
likely than adults (18%) to live in households without adequate
sanitation facilities.
As with other indicators of living environments, there are
great provincial disparities. In provinces with large metropolitan
populations, like Gauteng and the Western Cape, around 90%
of children have access to adequate sanitation (mostly in the
form of flush toilets), while provinces with large rural populations
tend to have the poorest sanitation. Provinces with the greatest
sanitation improvements in numeric terms are the Eastern Cape
(where the number of children with access to adequate sanitation
more than tripled from 626,000 to over 2.2 million, resulting in
an increase in access for 1.7 million children), KwaZulu-Natal (an
increase of 1.9 million children) and Gauteng (an increase of 1.4
million children with adequate sanitation facilities on site). In the
Free State, the share of children with sanitation improved from
53% in 2002 to 84% in 2020).
The dramatic improvement in access to sanitation from 21%
in 2002 to 89% in 2020 in the Eastern Cape is due to increased
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provisioning of ventilated pit latrines, which may be provided
by the state or built by households themselves. In other words,
the achievements in sanitation access have not necessarily been
accompanied by improved or more extensive bulk infrastructure.
Of the nearly 90% of children in this province who are defined
as having adequate sanitation, nearly two thirds have pit latrines
while only 37% have flush toilets. Similarly, the subatantial
improvements in KwaZulu-Natal and Limpopo have been achieved
without corresponding expansion of bulk infrastructure to rural
households. Sanitation infrastructure needs to be maintained to
be safe and hygienic, but the available data do not enable us to
determine whether flush toilets are working properly or provide
any indication about the quality and maintenance of pit latrines.
Although there have also been significant improvements in
sanitation provision in Limpopo, this province still lags behind,
with only 53% of children living in households with adequate
sanitation. It is unclear why the vast majority of children in

Limpopo are reported to live in formal houses, yet access to
basic sanitation is the poorest of all the provinces. Definitions of
adequate housing such as those in the UN-HABITAT and South
Africa’s National Housing Code include a minimum quality for
basic services, including sanitation.
The statistics on basic sanitation provide yet another example
of persistent racial inequality: almost 100% of Indian and White
children had access to adequate toilets in 2020 and 95% of
Coloured children had adequate sanitation, while only 75% of
African children had access to adequate basic sanitation. This is,
however, a marked improvement from 37% of African children
in 2002.
Children in relatively well-off households have better levels
of access to sanitation than poorer children. Among the richest
20% of households, around 90% of children have adequate
sanitation, while 70% of children in the poorest 20% of households
have this level of service.

Figure 6b: Children living in households with basic sanitation, by province, 2002 & 2020
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issues. His research has been published in leading international
child development and public health journals.
Roisin Drysdale is a senior researcher at Wits RHI and recently
completed a postdoctoral fellowship at the Centre of Excellence
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which aims to promote the inclusion of disability in education
at all levels, both formal and informal, in Africa and beyond.
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CAMHSS in low-resourced communities and she is collaborating
with various stakeholders to strengthen CAMHSS at KESS.
Sara Naicker is a Research Manager at the DSI-NRF Centre
of Excellence in Human Development at Wits University. She
has a Masters in Psychology and her research focuses on child
and adolescent health and development, with a specific focus
on early childhood development and the impact of adverse
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the University of Cape Town. Anwar is a development practitioner
with over 20 years of experience in community psychology, youth
development, action research and the monitoring and evaluation
of psychosocial interventions.
Charles Parry has been Director of the Alcohol, Tobacco and
Other Drug Research Unit at the South African Medical Research
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Medal for Science-for-Society of the Academy of Science of South
Africa. His most recent book, How I lost my mother (Wits University
Press) deals with care issues in southern Africa.
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Inge Vallance is Senior Research Manager for the Global
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About the South African Child Gauge
The South African Child Gauge is an annual publication of the Children’s Institute, University of Cape Town, that
monitors progress in the realisation of children’s rights. Key features include an in-depth analysis of a particular
dimension of children’s lives; a summary of new legislative and policy developments affecting children; and
child-centred statistics which track the demographic and socio-economic status of South Africa’s children.

The Children’s Institute aims to contribute to policies, laws and interventions that
promote equality and improve the conditions of all children in South Africa, through
research, advocacy, education and technical support.

Leave no one behind

The Child Gauge collates and interrogates the latest research evidence from

a child-centred
and policy perspective.
the process David
of seeking to
make
Maylene
Shung-King,
LoriIn Lake,
Sanders
& Michael Hendricks

Julian May, Chantell Witten & Lori Lake

The Children’s Institute, University of Cape Town, has been publishing the South African

services and support for young children. This issue also discusses recent legislative
developments affecting children, and provides child-centred data on children’s access to
social assistance, education, health care, housing and basic services.
The Children’s Institute aims to contribute to policies, laws and interventions that
promote equality and improve the conditions of all children in South Africa, through
research, advocacy, education and technical support.
What readers say about the South African Child Gauge
“The most important investment that we can make as a country is to invest in the wellbeing and development of our children so that they can go on to lead healthy and active
lives. The South African Child Gauge makes an important contribution to the debate on how
we can best achieve this objective.”
Trevor Manuel, Minister in the Presidency: National Planning Commission

SOUTH AFRICAN ChildGauge 2013

Child Gauge every year since 2005 to track progress towards the realisation of children’s
rights.
The South African Child Gauge 2013 is eighth in the series and focuses on essential

®

ChildGauge

Benyam Dawit Mezmur, Chairperson of the African Committee of Experts on the Rights and Welfare of the Child,
and Associate Professor, Dullah Omar Institute for Constitutional Law, Governance and Human Rights,
University of the Western Cape

We view the work of the CI, both the research and the policy engagement, as an invaluable
contribution to the objective of increasing the use of research evidence in the policy-making
and implementation process. The CI successfully bridges the gap in translating research into
products for use in the policy community. Through the PSPPD’s collaboration with the CI on
the Child Gauge, and by supporting innovative policy relevant research, we are able to put
children’s issues at the forefront of the policy agenda.
Mastoera Sadan, Programme to Support Pro-poor Policy Development (PSPPD), Department of Planning, Monitoring and

research, advocacy, education and technical support.

The research presented will help us to better understand the situation of youth in present
Lucy
Jamieson,
day South Africa so that our policies and programmes can be relevant to their
needs

Lizette Berry & Lori Lake

and aspirations. I urge policy-makers and youth development practitioners to read this
publication for a better grasp on our work with young people across South Africa.

Buti Manamela, Deputy Minister in the Presidency: Planning, Monitoring and Evaluation as well as Youth
Development and Administration

SOUTH AFRICAN

Jonathan Jansen, former Rector and Vice-Chancellor, University of the Free State
For the past decade, year on year, the Children’s Institute has placed children on the front
page through the Child Gauge, its flagship publication, which has become a must-read for
every institution, organisation or individual involved with children.

Marian Jacobs, Emeritus Professor of the University of Cape Town
We view the work of the Children’s Institute, both the research and the policy engagement,
as an invaluable contribution to the objective of increasing the use of research evidence in
the policy-making and implementation process. The Children’s Institute successfully bridges
the gap in translating research into products for use in the policy community. Through the
Programme to Support Pro-poor Policy Development’s collaboration with the Children’s
Institute on the Child Gauge and supporting innovative policy relevant research, we are able
to put children’s issues at the forefront of the policy agenda.

Aislinn Delany, Selwyn Jehoma & Lori Lake

Children’s Institute

to policy-makers and practitioners, it helps to identify blind spots, knowledge gaps and areas
for further enquiry.
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ChildGauge
Lizette Berry, Linda Biersteker, Andy Dawes,
Lori Lake and Charmaine Smith

“The South African Child Gauge is a tremendous resource. What is most useful is the data
and the information that it provides. It helps us with lobbying, it helps us with our advocacy
work, and it generally informs both practitioners and the public about the situation of
[children in the country.
Eric Atmore, Centre for Early Childhood Development/Department of Social Development, University of Cape Town

“You’ll find information here that’s near impossible to obtain elsewhere. The Children Count
section offers the most authoritative and up-to-date data on the health and well-being of
South African children – an essential resource for under- and post-graduate students and
health professionals completing child health projects or preparing for exams.”
Professor Haroon Saloojee, Division of Community Paediatrics, University of Witwatersrand

46 Sawkins Road, Rondebosch
Cape Town, 7700, South Africa
Tel: +27 21 689 5404
Fax: +27 21 689 8330
E-mail: info@ci.org.za
Web: www.ci.org.za

ISBN 978-0-7992-2498-6

CHILDREN’S INSTITUTE, UCT

Previous issues of the South African Child Gauge:
2020: The slow violence of malnutrition
2019: Child and adolescent health: Leave no one behind
2018: Children, Families and the State: Collaboration and contestation
2017: Survive – Thrive – Transform
2016: Children and social assistance
2015: Youth and the intergenerational transmission of poverty
2014: Preventing violence against children
2013: Essential services for young children
2012: Children and inequality: Closing the gap
2010/2011: Children as citizens: Participating in social dialogue
2009/2010: Healthy children: From survival to optimal development
2008/2009: Meaningful access to basic education
2007/2008: Children’s constitutional right to social services
2006: Children and poverty
2005: Children and HIV/AIDS
All issues of the South African Child Gauge
are available for download at www.ci.uct.ac.za

2016

ChildGauge

The annual South African Child Gauge is without question the pre-eminent national
publication on the subject of children, and society owes a debt of gratitude to the

Mastoera Sadan, Programme to Support Pro-poor Policy Development (PSPPD), Department of Planning,
Monitoring and Evaluation

Evaluation

SOUTH AFRICAN

®

The Children’s Institute aims to contribute to policies, laws and interventions that
promote equality and improve the conditions of all children in South Africa, through

CHILDREN’S INSTITUTE, UCT

Email: info.ci@uct.ac.za
Web: www.ci.uct.ac.za

2017

SOUTH AFRICAN

The South African Child Gauge 2016 is the eleventh issue and focuses on children and
social assistance. It also discusses recent policy and legislative developments affecting

children in the country, and provides child-centred data to monitor progress and track the
realisation of their socio-economic rights.

Children’s Institute for this evidence-led investment in the future.

and delivery of services for children. Last, but not least, it supports the efforts of civil society
and an informed citizenry who can then challenge rights violations and hold government
accountable.

Edited by Katharine Hall, Linda Richter, Zitha Mokomane & Lori Lake

CHILDREN’S INSTITUTE, UCT

CHILDREN’S INSTITUTE, UCT

Tel: +27 21 650 1473

better understand and address the challenges faced by South Africa’s children. Second, it
makes this evidence accessible to those in government who are responsible for the design

Collaboration and contestation

The Child Gauge collates and interrogates the latest research evidence from a child-centred
and policy perspective. In the process of seeking to make research relevant and accessible

Children’s Institute, University of Cape Town

Fax: +27 21 650 1460

The annual South African Child Gauge is without question the pre-eminent national
publication on the subject of children, and society owes a debt of gratitude to the Children’s

Within the South African context, the Child Gauge fulfils a three-fold purpose. First, it
mobilises the resources of the university to promote engaged scholarship that seeks to

Benyam Mezmur, Chairperson of the African Committee of Experts on the Rights and
Welfare of the Child

46 Sawkins Road, Rondebosch, Cape Town, 7700, South Africa

advocacy, education and technical support.

The Children’s Institute, University of Cape Town, has been publishing the South African
Child Gauge® every year since 2005 to track progress towards the realisation of children’s
rights.

Children and Social Assistance

Within the South African context, the Child Gauge fulfils a three-fold
purpose. First it mobilises the resources of the university to promote engaged
scholarship that seeks to better understand and address the challenges
faced by South Africa’s children. Second, it makes this evidence accessible
to those in government who are responsible for the design and delivery of
services for children. Last, but not least, it supports the efforts of civil society
and an informed citizenry who can then challenge rights violations and hold
government accountable.

policy and legislative developments affecting children in the country, and provides childcentred data to monitor progress and track the realisation of their socio-economic rights.

The Children’s Institute aims to contribute to policies, laws and interventions that promote
equality and improve the conditions of all children in South Africa, through research,

Survive • Thrive • Transform

Jonathan Jansen, former Rector and Vice-Chancellor, University of the Free State

The South African Child Gauge 2017 is the twelfth issue and focuses on how to use the
Sustainable Development Goals to create an enabling environment in which South Africa’s
children not only survive, but thrive and reach their full potential. It also discusses recent

Institute for this evidence-led investment in the future.

Children, Families and the State

The annual South African Child Gauge is without question the pre-eminent
national publication on the subject of children, and society owes a debt of
gratitude to the Children’s Institute for this evidence-led investment in the
future.

The Children’s Institute, University of Cape Town, has been publishing the South African Child
Gauge® every year since 2005 to track progress towards the realisation of children’s rights.

Children,
Families and
the State
Jonathan Jansen, Rector and Vice-Chancellor, University of the Free State

research relevant and accessible to policy-makers and practitioners, it helps to
identify blind spots, knowledge gaps and areas for further enquiry.
Linda Richter, Director of the DST-NRF Centre of Excellence in Human Development,
University of the Witwatersrand

South African Child Gauge 2018

SOUTH AFRICAN ChildGauge 2016

Child and adolescent health

SOUTH AFRICAN ChildGauge 2017

The thirteenth issue of the South African Child Gauge focuses on children in relation to
families and the state, both of which are central to providing for children and supporting
their development. It demonstrates the diversity and fluidity of families as they strategize
for their own survival, for the development and protection of their children and the
realisation of their dreams. It also maps out the policies and services for families and
considers ways to increase state support to families and the children in their care.

Food and nutrition
security

South African Child Gauge 2018

The Children’s Institute, University of Cape Town, has published the South African Child
Gauge® every year since 2005 to track progress towards the realisation of children’s
rights.

South African ChildGauge 2019

South African Child Gauge 2020

®

The Children’s Institute, University of Cape Town, has been publishing the South African
Child Gauge® every year since 2005 to track progress towards the realisation of children’s
rights.
This sixteenth issue of the South African Child Gauge focuses attention on child and
adolescent mental health and how early experiences of adversity ripple out across the
life course and generations at great cost to individuals and society. It calls on South
African society to put children at the centre of everything we do. This starts with early
intervention, and the proactive support of families, schools, health care services and
government to protect children from harm, build their capacity to cope with stress and
adversity, and provide them with opportunities to thrive.
The Child Gauge collates and interrogates the latest research evidence from a
child-centred and policy perspective. In the process of seeking to make research
relevant and accessible to policymakers and practitioners, it helps to identify blind
spots, knowledge gaps and areas for further enquiry.
Linda Richter, Distinguished Professor – DSI-NRF Centre of Excellence in Human
Development, University of the Witwatersrand

The annual South African Child Gauge is without question the pre-eminent national
publication on the subject of children, and society owes a debt of gratitude to the
Children’s Institute for this evidence-led investment in the future.
Jonathan Jansen, Distinguished Professor, Faculty of Education, University of Stellenbosch

Within the South African context, the Child Gauge fulfils a three-fold purpose. First
it mobilises the resources of the university to promote engaged scholarship that
seeks to better understand and address the challenges faced by South Africa’s
children. Second, it makes this evidence accessible to those in government who
are responsible for the design and delivery of services for children. Last, but not
least, it supports the efforts of civil society and an informed citizenry who can then
challenge rights violations and hold government accountable.
Benyam Mezmur, Special Rapporteur on children and armed conflict in Africa – African
Committee of Experts on the Rights and Welfare of the Child, and member of United
Nations Committee on the Rights of the Child
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