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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 

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

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

been growing awareness of these social determinants of 

child and adolescent mental health, including from low and 

middle-income countries (LMICs).1 If we are to prevent mental 

health problems and promote child and adolescent mental 

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

causes of mental health problems and develop interventions 

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

not a straightforward task.

This chapter will begin by presenting key concepts and a 

framework for the social determinants of child and adolescent 

mental health, with relevant evidence across five domains. 

This will be followed by a consideration of the evidence for 

interventions, together with implications for policy, research, 

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 

and adolescents.  

What are the social determinants of mental 
health?  
Social determinants of child and adolescent mental health 

refer to the social and economic conditions that have a 

direct influence on the prevalence and severity of mental 

health conditions across the life course.1 Social determinants 

include a wide array of factors such as poverty, food 

insecurity, inequality, discrimination, violence, orphanhood, 

climate change, forced migration and other humanitarian 

emergencies. These social determinants include both the 

structural, social and economic arrangements of a society, 

which lead to disparities in living conditions and access 

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

exposure to adverse life events. 

Importantly, social determinants frequently co-occur, leading 

to cumulative risks among vulnerable children who face 

multiple adversities. For example, children and adolescents 

who live in poverty not only face scarcity of material 

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

including violence and maltreatment. Cumulatively this 

increases their risk for a range of mental health difficulties, 

often in an interaction with other health conditions. In the 

context of cumulative risk, the concept of intersectionality is 

particularly important in highlighting the ways in which social 

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

to intersecting patterns of privilege and discrimination that 

then influence the mental health and well-being of children 

and adolescents. In recent years, syndemic approaches have 

highlighted the cumulative effects of co-occurring social 

determinants and co-morbid health conditions.2

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 

Here we present a framework for the social determinants of 

mental health (see Figure 8) which highlights the influence 

of demographic, economic, neighbourhood, environmental 

events and social/cultural domains. In each of these five 

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

their immediate environment (proximal factors) as well as 

broader socio-economic, political and environmental forces 

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

recession during a pandemic (distal factor) on mental 

health is experienced through reduced household income, 

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

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

opportunities and being exposed to increased conflict in 

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

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

determinants is more robust than that for more distal 
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determinants of child and adolescent mental health – mainly 

due to the nascence of the field and the methodological 

challenges involved in demonstrating the effects of distal 

determinants. It is also possible that different mechanisms 

come into play in the case of children and adolescents.

The role of the family or household is particularly important 

in mitigating or exacerbating the impact of distal factors, 

such as economic recession or violence in communities. The 

household context may increase risk or resilience in young 

people and influence the way in which these factors get 

Figure 8: The social determinants of child and adolescent mental health and the Sustainable Development Goals
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‘under the skin’ or, more specifically, into the neural pathways 

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

children growing up in violent communities may experience 

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

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

difficulty concentrating in the classroom).5-7 Young people 

who feel supported and accepted by their families and who 

have loving relationships with adult caregivers are less likely 

to experience significant mental health problems due to 

social determinants such as community violence.8, 9

These social determinants interact with genetic and 

biological risk factors across the life course – meaning that 

early exposure to adversity or deprivation in childhood has 

a significant impact on subsequent lifelong mental health.1 

The United Nations’ Sustainable Development Goals (SDGs) 

have developed specific targets for many of these social 

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

relevant to each domain are included in the framework. 

Further research is required to identify the mechanisms by 

which specific SDGs might yield improvements in child and 

adolescent mental health. 

In the section that follows, we unpack the evidence, 

according to each of these five domains.

Demographic determinants 

Childhood and adolescence constitute a vulnerable time 

during which social determinants can have particularly adverse 

effects on cognitive and emotional development. For this 

reason, mental disorders and self-harm often manifest during 

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

Even then, sex differences are evident: adolescent girls tend 

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

more than boys, while adolescent boys are more likely to 

develop behavioural disorders, such as conduct disorder 

and attention deficit/hyperactivity disorder, and early onset 

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

18. Further, sexual minority youth and young people who 

identify as gender-nonconforming, also known as lesbian, 

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

youth are at higher risk of mental health difficulties than 

heterosexual, cisgender young people.19 SDG 5 (gender 

equality) is particularly relevant for the demographic domain.

Age and sex differences are also apparent in how other 

proximal and distal socio-demographic determinants affect 

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

socio-emotional development is more susceptible than 

boys’ development to racism and discrimination,20 and 

there are stronger associations between discrimination 

and depression, anxiety, behavioural problems, lower self-

esteem and poorer resilience in adolescents, than in younger 

children21. However, the literature suggests that even children 

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

if they are among minority ethnic groups within their 

communities, who are at higher risk of experiencing racism 

and discrimination.22 These findings are pertinent in South 

Africa, where racism and discrimination are still rife 25 years 

after the end of apartheid. 

Economic determinants 

There is extensive evidence that certain dimensions of poverty, 

such as food insecurity and household unemployment, are 

associated with poorer mental health among children and 

adolescents.23 Children of families of lower socio-economic 

status are at increased risk of mental, emotional and 

behavioural health problems, independent of other factors 

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

Studies which have investigated perceived rather than 

absolute socio-economic status have shown that adolescents 

with higher subjective socio-economic status were more 

likely to report improved psychological well-being and self-

esteem, and were less likely to be depressed.3 In fact, relative 

poverty, rather than absolute poverty, is often reported as a 

risk factor for poor mental health among children.24 

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

health and well-being continue to be impacted by high 

levels of income inequality brought about by our history of 

colonialism and apartheid. The COVID-19 pandemic and 

policy measures to reduce transmission are also likely to have 

exacerbated income inequality in the country, by depriving 

children of nutrition and protection, and by increasing risk of 

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

who disengage with education or who do not complete 

secondary school are more likely to use alcohol and other 

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

to be economically active in adulthood,27 thus perpetuating 

the cycle of poverty and poor mental health. 

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

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

circumstances of poverty increase risk for mental ill-health 

through social exclusion, high stress, reduced access 

to a social safety net, malnutrition, violence, obstetric 

risks, trauma, poor parenting and family fragmentation. 

Conversely, living with a mental disorder increases the risk of 

drifting into or remaining in poverty. This social drift pathway 

is characterised by stigma, poor educational attainment, 

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

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

SDG10 (reduced inequalities) are particularly relevant for the 

economic domain.

Neighbourhood determinants 

Neighbourhoods beyond the family setting should provide 

an environment in which children and adolescents can 

develop safely and thrive. The neighbourhood domain 

refers to the social and environmental characteristics of the 

neighbourhood or area in which a child or adolescent lives, 

which confer risk or resilience over and above the individual 

characteristics of the people who live in that neighbourhood. 

Although most available evidence has focused on physical 

health or adult populations,28, 29 various characteristics of 

neighbourhoods have been shown to impact mental health 

in young people.

Diverse measures of neighbourhood deprivation have 

been associated with psychosocial difficulties, including 

increased externalising behaviour problems such as 

delinquency and aggressive behaviour.30, 31 Additionally, 

features of neighbourhoods such as access to nature 

and public open spaces, often associated with wealthier 

communities, are generally protective against mental health 
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problems in children and adolescents.32, 33 At the household 

level, overcrowding, poor quality housing and poor air 

quality have also been associated with poor mental health,34, 

35 such as increased depressive symptoms,36 although data 

are scarce for children and adolescents.

Exposure to violence in communities has a well-

documented association with mental health problems, 

whereby witnessing violence and violence victimization are 

consistently linked to adverse mental health outcomes, such 

as depression, anxiety, post-traumatic stress symptoms and 

externalising behaviours.37-39 Further, reactions to community 

violence from parents and young people may result in 

decreased opportunities for young people to engage in 

physical activity (including transport such as cycling or walking 

and play),40 which may negatively impact their mental health.41 

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

clean energy), SDG11 (sustainable cities and communities) 

and SDG12 (responsible consumption and production) are 

particularly relevant for the neighbourhood domain. SDGs 

that are linked to violence prevention, including SDG5 and 

SDG16, are also relevant for the neighbourhood domain. 

Environmental events 

Environmental events are defined as significant disruptions in 

community functioning that surpass the available community 

resources to cope. As seen in Figure 8, environmental 

events can include: natural disasters, industrial disasters, 

war or conflict, climate change and forced migration. SDG 

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

strong institutions) are particularly relevant for this domain. 

Several meta-analyses and systematic reviews reveal 

that children exposed to environmental events report 

significantly higher levels of post-traumatic stress disorder 

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

population. These outcomes have been documented after 

exposure to nuclear disasters,42, 43 war, terrorism and conflict44 

and the displacement of refugees and asylum seekers.45 More 

recently, studies have investigated the impact of climate 

change on child and adolescent mental health, as outlined 

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

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

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

children and adolescents48.

Social and cultural determinants 

The social and cultural factors that impact child and adolescent 

mental health include low levels of education, poor social 

cohesion, and detrimental peer and family relationships.1 In 

South Africa, educational success is particularly challenging 

for Black adolescents, as they are more likely to attend 

under-resourced schools in communities with high levels of 

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

a deeply inequitable education system. Studies suggest that 

mental health problems are associated with poor grades and 

school adjustment, resulting in poor academic achievement 

in young adulthood. Young people who drop out of school 

and students struggling to perform academically are at 

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

children with behaviour problems are more likely to struggle 

academically, and experience lower graduation rates.53 SDG4 

(quality education) is particularly relevant for the social and 

cultural domain.

Being part of a social group is especially important to 

adolescents as they strive for emotional autonomy from their 

parents and search for their unique identity.54 While their 

reliance on peer relationships may provide them with the 

opportunity to develop strong social connections and give 

and receive support, it also makes them susceptible to peer 

pressure and bullying. Poor social cohesion is associated 

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

and behavioural problems in children and adolescents.55, 56 

Conversely, highly cohesive neighbourhoods protect young 

people who are experiencing stressful life events from 

depression and anxiety.57 

What does the evidence mean for interventions? 
From the above evidence regarding key social determinants 

and the mechanisms by which they influence the mental health 

of young people, several potential targets for interventions 

can be identified. However, a number of challenges arise 

when developing interventions to tackle these social 

determinants of mental health. First, social determinants are 

often quite distal to the mental health outcome. Second, 

some social determinants may be more amenable to change 

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

structural challenges such as income inequality or global 

economic recessions). Third, the mechanisms by which 

social determinants influence child and adolescent mental 

health are poorly understood. For example, we know very 

little about exactly how experiences of poverty shape the 

neural pathways of the developing adolescent brain and 

lead to specific mental health problems, such as depression, 

anxiety or conduct disorder. Fourth, the complex nature of 

these challenges requires an interdisciplinary approach and 

collaboration of researchers from social sciences, mental 

health, economics and epidemiology. And finally, given these 
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What does it mean to be ‘culturally sensitive’ in mental 

health practice and research? There are differing 

assumptions about what the relationship is between 

culture and mental health.  

Although things are more complex, it is useful to 

distinguish between those who believe that mental disorder 

is universal but expressed differently in different contexts.  

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

very carefully to a person’s context to understand mental 

disorder, and that making comparisons across different 

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

the phenomenon of kufungisisa in Zimbabwe (translated 

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

say that kufungisisa in Zimbabwe is anxiety expressed in a 

particular local way, but a relativist would want to understand 

what ‘thinking too much’ means locally, what the symptoms 

imply for family and social relationships.

A further layer of understanding culture and mental 

health relates to problematic ideas about the relative 

qualities of different groups of people. In the history of 

psychiatry, Social Darwinism contributed to a situation in 

which people linked certain disorders to qualities valued 

in dominant western culture. In what is sometimes termed 

an evolutionist view, it was once thought that African 

people were not as developed cognitively as Europeans 

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

the finer feelings which would enable them to experience 

depression.  Depression was seen as a disorder or a state 

of being which required a level of introspection which 

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

absurd, and in fact, in multiple epidemiological studies in 

Africa, we find very high rates of depression.  

Partly in response to the clear political problems 

associated with evolutionism, researchers in the culture 

and mental health field have become interested in 

exploring ways in which practices labelled as cultural may 

be affected by social and economic conditions. Studies 

on the relationship between different emotional styles in 

families and the course and outcomes of mental disorders 

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

but also at how these styles may relate to the economic 

demands of a particular context. For example, there 

is some evidence that harsh parenting styles may be 

associated with the development of anxiety in children. 

Parenting styles are culturally patterned, but a contextual 

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

which may contribute to different patterns of parenting. 

For instance, where people have the money to buy 

disposable nappies, and have reliable washing machines 

at home, they may be more relaxed about toilet training 

than where resources are scarce, and people do not have 

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

which the material context interacts with, and may even 

to an extent determine, styles within families which are 

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

use another example, they may be much more restrictive 

about the movements of people with mental disorders or 

others whom they view as vulnerable.

More fundamentally, cultural issues need to be 

considered in global and historical context. For example, 

our country has an ongoing history of extractive and 

dangerous labour practices, where families have been 

broken up by internal migration and men have lived in 

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

These factors profoundly affect how families interact, what 

happens to migrant workers who develop mental health 

problems or physical disabilities, and what then becomes 

a cultural norm around care.  

There are no neat distinctions between cultural groups, 

and culture changes over time and context.  Nobody, 

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

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

inquire as to how people, in different contexts, understand 

and deal with relationships, mental health and ill health, 

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

with what the psychiatrist-anthropologist Arthur Kleinman 

called ‘explanatory models’.79 We all have different 

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

will make it better, and whether anything can be done 

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

may have different sets of understandings for what is 

happening to them and their family members, colleagues 

and friends and acquaintances at different times. All these 

beliefs shape the experience of mental health and illness, 

and all are useful to consider in developing appropriate 

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

Case 4: Culture and mental health − ways of seeing

Leslie Swartzi and Siyabulela Mkabileii
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complexities, interventions may require collaboration across 

different sectors and government departments. 

What works?
Table 1 provides a series of illustrative examples of 

interventions targeting social determinants of child and 

adolescent mental health that have been shown to yield 

improved mental health outcomes, particularly from LMICs. 

There is some evidence of interventions that have been 

shown to be effective in addressing social determinants of 

child and adolescent mental health.  In Tanzania, Lachman 

and colleagues have shown how a agribusiness and skillful 

parenting programme led to a reduction in child abuse 

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

have shown how a combination of parental praise, parental 

supervision, food security, safe communities and support 

from 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 

child and adolescent mental health. However, we can 

hypothesise that interventions such as urban upgrading or 

community violence prevention projects, which have shown 

some promise amongst adult populations58 in improving 

psychosocial or health outcomes,59, 60 may have a positive 

impact on young people, either directly or indirectly through 

their caregivers’ improved well-being. Evidence is available 

regarding the positive mental health effects of recreational 

programmes, including sport,61 and after-school programmes 

Yet, evidence is scarce globally regarding mental health 

outcomes and upgrading of urban areas for improved safety, 

including for walking or cycling, or for increased recreation or 

nature exposure opportunities.62

What are the policy implications? 
Although the South African National Mental Health Policy 

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

mention of the social determinants of mental health and the 

need for intersectoral action to address them, this policy has 

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

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

and provincial child and adolescent mental health policy 

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

If policies are going to have a substantial impact on the 

powerful social and economic drivers of child and adolescent 

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

society’, integrated approach that links mental health and 

social interventions. For example, policies related to child 

Child abuse is highly prevalent in LMICs, and most 

commonly perpetrated by parents and older relatives.73 

Victims of child abuse may experience physical and mental 

health problems, and difficulty at school and in relationships. 

The effects are intergenerational, with victims of abuse 

being more likely to abuse their own children and engage 

in intimate partner violence.74 Parenting programmes 

may reduce child abuse by strengthening the relationship 

between parents and children by helping caregivers 

better manage child behaviour problems.75 As poverty is a 

major risk factor for child abuse, economic strengthening 

programmes may reduce child abuse, especially in low 

resource settings. 

The Skilful Parenting and Agribusiness Child Abuse 

Prevention Study76 investigated the effect of an economic 

strengthening and parenting programme on child abuse 

outcomes using a cluster randomised control trial in 

rural Tanzania. The economic strengthening component 

consisted of farmers getting access to drought-resistant 

seeds, credit for farm inputs, advice for improve farming 

techniques and market connections. The parenting 

component consisted of group-based sessions on 

parenting skills, child protection and family budgeting. 

Eight villages were randomised to three treatment arms 

(only the parenting component, only the economic 

component, and a combination of the two) and a 

control arm. Both parents and children who received the 

combined intervention reported a significant reduction in 

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

the interventions also reported a reduction in child abuse, 

though the levels were not significant in the child reports. 

In all arms, parents reported significant reductions in child 

behaviour problems, and borderline reductions in adult 

depression. Results suggest that while a combination of 

parenting and economic strengthening is most effective 

at reducing child maltreatment outcomes, parenting 

programmes delivered alone may also be effective. 

Case 5: Reducing child abuse through a parenting and economic strengthening programme in Tanzania 
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protection, social protection (such as the Child Support 

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

they are coordinated to maximise mental health benefits for 

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

specifically, policies need to be informed by the evidence, 

particularly on the mechanisms by which social determinants 

interventions yield specific mental health improvements. For 

example, there is some evidence that poverty affects child 

and adolescent mental health both directly and through its 

influence on self-regulation.70 Self-regulation refers to the 

ability to develop and sustain goal-directed behaviour, despite 

emotionally salient and challenging environments. Therefore, 

poverty reduction policies, such as the CSG should ideally be 

accompanied by evidence-based mental health promotion 

and mental illness prevention interventions (delivered either 

through community-based organisations, schools or after-

school programmes) to help vulnerable children, adolescents 

and their caregivers strengthen self-regulation skills to 

better cope with adversity. Strategies taught could include 

emotional regulation, problem-solving skills and planning for 

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

on the pathway to transformation, inclusion and healing. Key 

vulnerable populations, as identified in the above framework 

on social determinants, should be prioritised in South Africa 

to promote more equitable and inclusive development and 

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

for children and adolescents exposed to intersectional and 

cumulative risks, such as those related to poverty, violence 

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

An interesting example of the need to coordinate policy 

across different sectors is that of alcohol use in adolescence. 

The prevalence of alcohol use climbs significantly during 

adolescence, with a number of adverse outcomes related to 

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

policies need to not only support interventions that address 

individual adolescents’ drinking behaviour, but also address 

the commercial determinants of alcohol consumption. For 

example, aggressive marketing of alcohol by the industry 

requires urgent regulation and change.71 The Western 

Cape Alcohol-Related Harms Reduction White Paper72 is 

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

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

It is important to distinguish longer-term and shorter-

term political processes that are required to address social 

determinants, recognising some social determinants may be 

more difficult to address than others. For example, broader 

structural arrangements which support the enormous racial 

and income inequalities in South Africa will take longer to 

address. But short-term gains for child and adolescent 

mental health can be obtained through addressing pressing 

social challenges, such as child hunger and maltreatment. 

Adversities precipitated by COVID-19 are particularly 

pressing,25 as they require a rapid response to mitigate 

immediate and long-term harm.

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.

Neighbourhood After-school programmes,60, 

65

Recreational activity 
programmes, including 
sport61, 66

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

Few LMIC studies and few studies evaluating 
mental health outcomes

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
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What are the priorities for research, teaching and 
advocacy? 
South Africa already has relatively high coverage of the CSG, 

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 ‘cash-

plus’ 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 

through schools, early child development programmes, 

after-school programmes and parenting support, and there 

are encouraging local examples, such as the Western Cape 

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, 

Alcohol use was identified as the leading risk factor for 

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

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

national survey of learners in Grades 8 – 11 found that 

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

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

female learners reporting binge drinking during the same 

period.81

Direct and indirect consequences of drinking among 

children and adolescents in South Africa include rape, 

interpersonal violence, absenteeism, school failure, 

unwanted pregnancies, sexually transmitted infections, 

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

Drinking during pregnancy at any age can damage 

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

among the highest in the world, with a recent study 

reporting population prevalence rates of 14% − 21% in 

certain, mainly rural, communities of the Western Cape.83 

FASD causes intellectual and behavioural problems, 

which create considerable obstacles to children’s social 

development and educational outcomes in addition to 

developmental delays, hyperactivity, attention deficits, 

learning disabilities, intellectual deficits, and sometimes 

seizures.84, 85

Adolescents with alcohol use problems often also 

experience mental health problems, including mood 

disorders, anxiety disorders, conduct disorders, and 

suicidal behaviour.86, 87 These mental health problems can 

be both a precipitant and consequence of alcohol use. 

Impulsivity and risk taking are both hallmarks of 

adolescence.88 Alcohol use exacerbates impulsivity and 

impairs judgement, thus increasing risk-taking behaviour 

during adolescence and increasing the likelihood of 

adverse outcomes, including injury and death.89

Young people are prolific consumers of media, and 

they are frequently exposed to alcohol advertising and 

marketing.90, 91 Furthermore, adolescents are vulnerable 

to the harmful influence of alcohol advertising,92 and may 

be disproportionately exposed to marketing by alcohol 

producers.90 Voluntary advertising industry guidelines are 

not adequate to protect young people,90 highlighting the 

importance of – and urgent need for – more government 

oversight in this area. 

The South African government has attempted to 

address these problems by proposing to ban the 

advertising of alcohol, raise the legal drinking age, limit 

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

drivers. While government has taken concrete action in a 

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

government could and should be doing: equipping parents 

to be good role models and to set appropriate boundaries 

for their children, banning packaging that appeals to 

young people, increasing excise taxes on products that 

appeal to young people such as fruit flavoured alcoholic 

drinks, dealing firmly with venues that sell alcohol to 

underage drinkers, accrediting school-based prevention 

programmes to improve the quality of such programmes, 

and ensuring that there are appropriate and high-quality 

treatment programmes available for young persons who 

need such an intervention.     

Case 6: Structural interventions to address adolescent alcohol use in South Africa
Charles Parryi and Jason Bantjesii 

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

Global Health, Stellenbosch University
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Child mental health and well-being is the key to many 

pathways of happiness, achievement, productive 

relationships and agency. Feelings and emotions are 

core to everyone’s existence. However, extreme emotions 

or burdensome experiences can cause misery and it is 

important that interventions are available to support 

children, prevent burdensome experiences in the first 

place, promote positive emotional experiences and 

provide care pathways for those in distress.

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

often compartmentalised. This narrow approach was not 

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

approach and understand that there is no health without 

good mental health93 – an idea that is true for children of 

all ages and adults alike.  

There is good evidence that a number of interventions 

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

monetary support, have been shown to have a significant 

effect on reducing mental health burden in adolescents 

in a recent systematic review.94 This comprehensive 

review cautioned that cash support alone could be 

insufficient in extreme risk settings and that the practice 

of linking such cash transfers to eligibility conditions may 

be counterproductive. This clearly opens the door to 

looking at combination interventions. An exciting current 

development sets out good evidence that combinations 

of these interventions can boost or accelerate beneficial 

effects. This sounds fairly straightforward, perhaps even 

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

understand which interventions are most useful, which 

combinations give the best results, and whether these 

interventions and combinations can affect mental health 

outcomes.

Social protection and financial support measures in the 

form of social grants such as child support grants or old 

age pensions into the household have been shown to be 

effective for many child and adolescent outcomes.95 A set 

of South African studies have provided good evidence 

on how cash plus care can be of benefit.96 Early studies 

showed that cash together with good parenting had a 

number of positive impacts on adolescents – such as 

reducing their risk behaviour, increasing their adaptive 

behaviour such as treatment adherence for those with 

HIV, clinic attendance for those with chronic conditions, 

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

out whether these findings applied to younger children 

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

childhood measures predict later risk. The next step is 

to examine interventions that were effective in helping 

improve these predictors. With this understanding we 

can then test whether such provision in real life settings 

actually impacts a host of outcomes for young children. 

The Community Care study in South Africa provided 

such an opportunity.97 This study examined the effects 

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

health and cognitive outcomes for young children. The 

study gathered children supported by community-based 

organisations (CBOs)ii and monitored mental and cognitive 

measures for these children. It also used a group of 

children not attending community-based organisations as 

a comparison group. Cash included any type of cash grant 

to the family and care included good parenting, adequate 

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

note that these children resided in environments typified 

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

showed that children attending CBOs had lower rates 

of suicidal ideation, fewer depressive symptoms, less 

perceived stigma, fewer peer problems, fewer conduct 

problems, and lower odds of experiencing weekly 

domestic conflict, domestic violence or abuse at 18-month 

follow-up compared to children without CBO contact. 

A series of analyses showed the specific advantages of 

cash grants plus good parenting, and cash grants plus food 

security98 on children’s cognitive functioning. We found 

that cash transfers are associated with improved cognitive 

outcomes, and that cash plus good parenting enhances 

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

learning and recall. A detailed look at the findings also 

suggested that fragile groups may need multiple support 

avenues. This provides a clear motivation for parenting 

programmes to be made available in conjunction with cash 

transfers to enhance the effects and improve cognitive 

development outcomes for young children – especially in 

high HIV affected areas. 

Case 7: Combinations of interventions to boost child well-being

Lorraine Sherri 

i  Institute of Global Health, University College London
ii  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). 



52 South African Child Gauge 2021/2022

This opened the idea of studying various combinations 

to see if they had beneficial outcomes. All children lived 

in poverty-stricken households and were eligible for – or 

in need of – cash grants and multiple supports. Three 

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

neither a cash grant nor food support. The second group 

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

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

grants and food support. Receiving either form of support 

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

higher scores of non-verbal cognition and higher working 

memory scores. Receiving both reduced educational 

risk and improved odds of being in the correct class for 

age, attending school regularly, missing less than a week 

of school in the previous two weeks, scoring higher on 

aspects of cognition and working memory, and learning 

new things more easily. Benefits are enhanced when social 

protection is received in combination. 

Finally, this accelerator idea was tested out over 

time – at baseline and 18-month follow-up – to examine 

associations between access to five accelerating services 

and 12 child outcomes.99 The five were food security, 

cash grants, positive parenting, safe communities and 

community support, all derived from detailed measures 

from well tested measurement inventories. This showed 

that food security is associated with positive child education 

and cognitive development outcomes. Cash grants 

were positively associated with nutrition and cognitive 

development outcomes, and living in a safe community 

was positively associated with all mental health outcomes. 

Experiencing a combination of two of these protective 

factors was associated with a higher probability of positive 

child outcomes. However, experiencing all three was 

associated with better child outcomes, compared with any 

of the individual factors by themselves, with substantial 

improvements noted in child education outcomes.  

A second accelerator analysis provided specific insight 

into the role of accelerated provision and mental health 

outcomes.100 Significant additive effects of combining 

interventions were present for five out of the six mental 

health outcomes investigated (no depression, no 

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

substance misuse). The only exception was post-traumatic 

stress disorder. This suggests that applying a combination 

approach represents a sound investment for reducing the 

mental health burden in children and adolescents.

The figure below shows how combinations of 

interventions affect a range of mental health outcomes. 

Such findings support the notion of synergistic social 

protection responses for children and suggest that careful 

choice and combinations can maximise the benefits for 

children.

Figure 10: Impact of combined interventions on mental health outcomes
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adolescents and caregivers as agents of change is vital in this 

process as their agency is integrally linked to their mental 

health and a vital mechanism for addressing the social 

determinants.

Within this overall approach, a number of key priorities 

can be identified:

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

more about how social determinants impact on the mental 

health of children and adolescents. The current evidence 

base would be strengthened by a nationally representative 

epidemiological study of child and adolescent mental 

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

longitudinal studies, exploring the intergenerational 

transmission of poverty, responses to adverse life 

circumstances (such as inequality, discrimination, violence 

or trauma in communities) and mental health conditions. 

We also need to explore what works, for whom and under 

what circumstances. This requires the design and testing 

of interventions, including analysis of the mechanisms 

by which social interventions might yield improvements 

in child and adolescent mental health. In all research, 

we must hear child and adolescent perspectives on and 

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

active participation by children and adolescents in 

research programmes.

• The emerging evidence base needs to inform priorities 

for teaching. This means teaching mental health 

professionals (psychologists, psychiatrists) about public 

mental health approaches, and the benefits of delivering 

social interventions alongside clinical interventions. 

Currently the education of psychologists and psychiatrists 

focusses narrowly on clinical care, with limited focus on 

interventions to address social determinants. It is therefore 

essential to broaden the curriculum to include a greater 

focus on public mental health, in order to raise awareness 

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

equip mental health professionals with the knowledge and 

skills to link children and families with a range of support 

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

This also requires teaching child policy makers about the 

potential to improve child and adolescent mental health 

by addressing its social determinants. 

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

link a variety of stakeholders around a common agenda 

of improving child and adolescent mental health 

by addressing its social determinants. This requires 

advocating to sectors of government aligned to health 

(housing, transport, community safety, education, social 

development) about the importance of addressing social 

drivers of child and adolescent mental health.
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