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1 Introduction 

Section 27 (1) of the Bill of Rights in the South African constitution affords everyone the right to have access to health care services, sufficient food and water; education and social security (including social assistance). The constitution also specifically enshrines the rights of children, and Section 28 (1) (c) states that children have the right to basic nutrition, shelter, basic health care services and social services. 

This paper aims to review the basic health and social welfare services that are available to children in the 0 – 8 year age group, and particularly to those children who are vulnerable due to their circumstances. The constitution states that the government must take reasonable legislative and other measures (within available resources), to achieve the progressive realisation of each of these rights. The South African government has also ratified other international agreements such as the United Nations Convention on the Rights of the Child in 1995 and the African Charter on the Rights and Welfare of the Child in 2000, which oblige the state to meet the needs of vulnerable children.
However, Section 28 does not clarify what package of services would form part of social services or basic health care services. In addition, the government’s obligation to deliver these services to children is also not clear, and the caveat ‘within available resources’ is still to be defined in South African courts.
In a review of policy development, budgeting and service delivery of social welfare services for vulnerable children in South Africa, Streak and Poggenpoel (2005) point out that there have been a number of different terms used to describe social welfare services over the years.
 This indicates a shift in ideological emphasis (from welfare to development), but also underlines the lack of clarity around what should make up the ‘basket of services’ for children (p3). One of the key recommendations made by the report is that there is an urgent need to profile more clearly the extent and nature of social welfare service delivery to vulnerable children in practice. They note that there are no comprehensive reviews of service delivery in the sector in South Africa. 
With this context in mind, this literature aims to identify what is available for vulnerable children between the ages of 0 – 8 years in terms of a comprehensive package which includes cash grants, services and benefits. The first section of the paper briefly describes the demographic profile of children aged 0 – 8 years in South Africa. The second section identifies the social security grants as well as the other services available to vulnerable children in this age group. Where possible, an indication is given of the reach of these programmes.
The third section focuses particularly on the provision of social security, and considers the extent to which five specific groups of vulnerable children are able to access social security. These five groups are poor children, children with disabilities, ill children including HIV positive children, orphaned children and children living in child-headed households.
The fourth section focuses on barriers that these identified groups of children may face in accessing social security. The last section discusses the benefits of social security as well as other services for addressing the needs and improving the well-being of vulnerable children in South Africa. 
In addition to reviewing the literature, focus groups were conducted with caregivers of children (aged 0 – 8 years) from each of the identified vulnerable groups to explore some of these issues in more detail. The findings from these focus groups conducted in Edendale (Pietermaritzburg) and Durban in KwaZulu-Natal corroborate the findings in the literature, and quotes from the caregivers have been included in the text where relevant.
2 Children aged 0 – 8 years in South Africa

There are just over 9 million children aged 0 – 8 years in South Africa in 2005.
 
Figure 1: Number of Children, by Age, July 2005

As indicated by the figure above, there is an even split between males and females in this age group (4 556 640 boys compared to 4 501 333 girls). These numbers will provide the context for interpreting the take up rates of grants amongst identified groups of vulnerable children in this age group.  

3 Available Services
This section attempts to identify the services provided by the different government departments to realise the rights of the child to basic nutrition, shelter, basic health care services, social services and education. 

3.1 Social Services

The Department of Social Development’s mission is to enable the poor, the vulnerable and the excluded within South African society to secure a better life for themselves. The key policy framework for achieving this is the White Paper for Social Welfare which was released in 1997. The White Paper aimed to improve the impact of social welfare service delivery by integrating and linking the various programmes directed towards vulnerable people, and identified preschool children from birth to 36 months old and children in the three to six year age groups as particularly vulnerable. 

Social Development is currently responsible for providing social assistance and carrying out statutory obligations such as providing children with alternative care where necessary. Much of the emphasis has been on providing social security, with little focus on other social services (although Streak and Poggenpoel, 2005, note that this may change with the introduction of the South African Social Security Agency which will take over the budget and administrative functions relating to social grant payments from the provinces in 2005 and free Social Development to focus on other aspects of social services).  

The main focus of this paper is on the provision of adequate and accessible social security to children. In terms of the Social Assistance Act No 59 of 1992, there are three social security grants available to children aged 0 – 8 years. These are the child support grant (CSG), the care dependency grant (CDG) and the foster care grant (FCG).
 There are no specific grants for HIV positive children or orphans.  
3.1.1 Child Support Grant

The child support grant was introduced in 1998 and is payable to the primary care giver of a child up to the age of 14 years. The age limit for the eligibility of this grant was originally up to the age of 7 years. However, an extension of the age limit has been phased in over three years, so that as of April 2005, the primary care givers of children who are younger than 14 years may apply for the grant. While this extension addresses concerns with the previous age criteria such as the lack of access to school feeding schemes for children aged seven and above, and the additional financial assistance required to ensure that children are able to attend school, the new age limit of 0 – 14 does not correspond with the constitutional definition of a child as a person under the age of 18 years. 

An important feature of this grant is the notion that the grant should follow the child, and therefore is paid to the primary caregiver. The primary caregiver in is any person who takes primary responsibility for the daily needs of the child and who may or may not be related to the child. 

The main factor determining eligibility for this grant is the primary caregiver’s income (and his or her spouse’s income, where applicable). The CSG is one of a number of poverty alleviation programs implemented by the state, and is aimed at supporting South African children living in poverty. To ensure that the grant benefits the poor, the primary caregiver (and his or her spouse) must earn below a certain threshold as determined by a means test. For caregivers living in a rural area or in an informal dwelling, the threshold is currently R1 100 per month (or R13 200 per year). Caregivers living in an urban area must earn less than R800 a month of R9 600 to be eligible for the grant. The value of the CSG in 2005 is R170 per month. 

The uptake of the CSG and barriers to accessing the grant are discussed in a later section.

3.1.2 Foster Care Grant 

The foster care grant is payable to foster parents who are caring for a foster child who has been placed in their custody in terms of the Child Care Act (Act No. 74 of 1983). 

Foster care placement is required when a child is removed from his or her family by the state and is in need of alternative care. Foster parents provide this care on a temporary basis while the situation necessitating the withdrawal of the child is addressed. The foster care grant is therefore the financial support provided to the foster parents to care for the child on a short-term basis. There is therefore no means testing of the parents for this grant as the aim is not poverty alleviation. However, if the child earns more than a certain amount, the grant will not be payable as the child’s income is sufficient to support his or her needs. The FCG is R530 per month per child.

According to figures obtained from the database on social grants (SOCPEN) in August 2005, 178 521 caregivers were receiving the care dependency grant on behalf of 281 475 children.
 This is likely to increase as the impact of the AIDS epidemic results in higher levels of mortality amongst caregivers and increases the need for alternative care arrangements. 
3.1.3 Care Dependency Grant

The care dependency grant is targeted specifically at severely disabled children requiring permanent home care. The CDG is payable to the parents, primary care giver or foster parents of a child (between the ages of 1 and 18 years) who requires and receives permanent care due to his or her physical or mental disability. In most cases this does not include children with chronic illness, unless the child is in an advanced stage of illness and requires constant care. 

The CDG is not a poverty alleviation measure but is intended to meet the needs of a child who requires constant care. The value of the CDG is therefore higher than the CSG, at R740 per month. A primary caregiver may not receive both a child support grant and a care dependency grant for the same child, but foster parents may receive both a foster grant and a care dependency grant for the same child.

The primary care giver must also meet the income threshold in the form of the means test (this is not applicable to foster parents). If the combined annual income of the family exceed R48 000, no grant will be payable. Once the child reaches the age of 18 years, the payment of the grant is cancelled and the child can then apply for a disability grant in his or her own right. 

“As far as health is concerned, I would say I only get help for Ayanda [4 years] and even she doesn’t get it in a satisfactory manner. When she goes to the hospital, she gets free treatment because she has a card, the disability card. But Ayanda’s disability is cerebral palsy which means that she can’t do anything for herself. The main problems is diapers as we have do buy them for her by ourselves, so we find that Ayanda’s dependency grant is not enough because Ayanda has to get medication, she’s epileptic as well. So her medication alone is costly. And the food she eats is specialized food, she can’t swallow or chew like the other children.” Caregiver for child with disability, Edendale
The criterion of permanent or 24 hour care means that the population of eligible children is much smaller than for either the child support grant or the foster care grant. This is reflected in the payment figures obtained from the database on social grants (SOCPEN). According to this data, 85 429 caregivers were receiving the care dependency grant on behalf of 86 886 children in August 2005.

One issue in relation to the grants that was raised several times in the focus groups with caregivers of vulnerable children is that the monetary value of these grants, particularly the child support grant, is not sufficient to meet the needs of the child. The participants frequently spoke of having to make choices between basic needs such as food and clothing or transport to health centres. Participants spoke of how the grant money, “used to last for the whole month but since this year it does not” or “I am able to buy food even though the food does not last the whole month.”
“My child was burned. The child was 2 years and was burned all over the body. I was very hurt because I have to go to the Hospital many times. Even right now the child is a little bit paralyzed, so I need to buy healthy food for my child, the money is not enough... I cannot take my child to the private doctors because I use all the money buying food.” Caregiver of vulnerable child, Edendale
3.2 Health care services 

The South African Constitution upholds a child’s right to basic health care services, but does not detail what this should include. The provision of basic health care services falls primarily with the Department of Health. A rapid appraisal of the situation of children in South Africa (Berry & Guthrie, 2003, p22) notes that while the 1997 White Paper on transforming the health system recognised children as a priority group for health care, the ‘challenge of formulating specific legislation to guide child health care remains’.
 

Since 1994 the health system in South Africa has undergone a transition from a curative, hospital-centred system to one with a primary health care focus that is decentralised to the district in an effort to promote access to health care for all.
 Primary health care includes health promotion, prevention and basic curative care at clinics or community health centres, while secondary health care involves hospitalisation. Health care at a tertiary level is for those complex or severe cases that cannot be treated at a secondary level and require specialist treatment. The primary health care approach also emphasises the integration of health care services that were previously delivered as vertical programmes.

With the identification of children as a priority group for health care, a number of service programmes have been adopted at a national level in order to improve the heath of children. One such programme that the National Department of Health has implemented is the Integrated Management of Childhood Illness (IMCI), which aims to decrease morbidity and mortality from common childhood illnesses for children under the age of 5 years. The IMCI has three focus areas:
· Improving the skills of health care personnel working with children in the use of case-management guidelines that address the most important causes of mortality and morbidity in young children;

· Strengthening the national health system; and
· Improving household, family and community behaviours to facilitate and promote child health and development.

According to the Department of Health’s 2003/04 Annual Report, more than 7000 health care workers at a primary health care level have been trained in ICIM case management.
 Other programmes that provide direct services to children aged 0 – 8 years are outlined below.

3.2.1 Free Health Care

A key policy in realising children’s rights to basic health care is the introduction of free health care services for children. Since 1994, free health care has been available at primary, secondary and tertiary levels for children under 6 years and pregnant women not covered by medical scheme.
This policy was later extended to all citizens, but only at a primary health care level. This means that all children (aged 0 – 18 years) are eligible for free health care at primary health care facilities. Children aged 6 years and older, however, have to pay a fee when visiting a secondary or tertiary level facility for hospitalisation or more complex medical treatment. 

In 2003, this was extended further to include free health care at all facilities for children and adults with moderate and severe disabilities. This policy applies to children of all ages but is restricted to children with specific physical and mental disabilities. It does not include children with a temporary disability or those with a chronic illness that does not cause difficulty in their daily functioning.
3.2.2 Integrated Nutrition Programme

Another key focus in area the 0 – 8 year age group is child nutrition, as malnutrition is an issue of concern in South Africa. The Integrated Nutrition Programme (INP) is a national strategy that takes a holistic approach to preventing and managing malnutrition and aims to incorporate all aspects of development that impact on nutrition. The broad strategies identified by the INP to improve nutritional status include:
· Disease-specific nutrition support, treatment and counselling

· Growth monitoring and promotion

· Nutrition education, promotion and advocacy

· Protection, promotion and support of breastfeeding

· Micronutrient malnutrition control

· Food service management
· Household food security.

Some of the initiatives that fall under the INP are outlined below:
3.2.2.1 Baby-friendly Hospital Initiative

One way of ensuring that infants receive the nutrients they require is to support mothers in breastfeeding. Since 1995 Since 1995 the Department of Health has been actively involved in the implementing the baby-friendly hospital initiative, which aims to promote breastfeeding and mother/baby care by creating an environment in obstetric services that will enhance breastfeeding.
According to the Department of Health’s Annual Report, 22% of the 480 public health maternity facilities in South Africa were baby-friendly by December 2003.
 
3.2.2.2 Vitamin A supplementation

Vitamin A is especially important for good vision, protecting the body against infection and ensuring adequate growth and development. The 1995 South African Vitamin A Coverage Survey found that 33% of South African children aged 6 – 71 months are vitamin A deficient.

The Department of Health therefore runs a national programme to eliminate vitamin A deficiency among lactating women and children under the age of 5 years by providing high-dose vitamin A supplements. This programme initially focused on children at risk of vitamin A deficiency, but has since been expanded to include all post-partum women and all children aged 6 – 59 months. 
Post-partum mothers receive a single dose of Vitamin A immediately after delivery, to meet their own needs and to provide Vitamin A to their newborns through breastfeeding. Infants receive their next Vitamin A supplement at six months and further supplements should be obtained at six month intervals from the local clinic.

The South African Health Review (2003/04) notes that it is difficult to evaluate this programme as there are currently no reliable data on the coverage of vitamin A supplementation and no evaluations have been conducted of the impact of this programme on children.
 
3.2.2.3 Fortification of maize and wheat

To address vitamin and mineral deficiencies in children, regulations for mandatory fortification of all maize meal and wheat came into effect in October 2003. All maize and wheat is required to be enriched with vitamin A, thiamin, riboflavin, niacin, pyridoxine, folic acid, iron and zinc. The Department has also finalised an auditing system, monitoring procedures and methodology for fortification.
 
Again, the South African Health Review (2003/04) noted that it is difficult to evaluate the impact of these regulations as there is a lack of data regarding the coverage and effect of food fortification on micronutrient status of children. 

3.2.2.4 The Primary School Nutrition Programme (PSNP) 

A key programme in the INP is the Primary School Nutrition Programme which was introduced as part of the Reconstruction and Development Programme in 1994. The PSNP is a poverty alleviation programme that aims to address hunger and malnutrition amongst school-going children and to increase their capacity to learn by providing food to learners and supporting school-based production initiatives (e.g. school gardens). 
The PSNP targets poor public primary schools situated in disadvantaged areas of the country, including all children attending primary schools in the 13 rural and eight urban poverty nodes.
 The programme was transferred from the Department of Health to the Department of Education in 2004, and is only available to children attending school (primarily children aged 7 years and older). 

An evaluation of the programme by the Child Health Unit in 1997 found that malnutrition is common amongst primary school children in South Africa and a comprehensive primary school nutrition programme is therefore appropriate (although infants and pre-school children should remain the priority target group for interventions designed to prevent or treat malnutrition).
 The evaluation found that despite its broad range of objectives, the implementation of the PSNP was not integrated with other health services for children and that the de-worming, nutrition education and micronutrient supplementation had not been systematically implemented as part of the PSNP. The evaluation also found that many of the problems with the implementation of the PSNP resulted from inadequate management. In several parts of the country, the coverage of school feeding was poor and inconsistent for significant periods of time. However there were anecdotal accounts of improved school attendance and classroom performance as a result of the PSNP.
This evaluation focused on implementation issues, but no studies have been conducted on the impact of the feeding scheme on the nutritional status of children. 
Coverage has increased since this evaluation and in 2003/04, the programme reached 80% of all public primary schools and 95% of the targeted primary schools (the PSPN targets primary schools in poor areas of the country).
 However this programme does not reach out of school children who are likely to need it most.

3.2.3 Extended Programme on Immunisation

The Extended Programme on Immunisation aims to decrease childhood morbidity and mortality from diseases that can be prevented through the use of vaccines. The EPI has a number of programmatic dimensions, including the provision of immunisation services at maternal and child health clinics and the monitoring of immunisation coverage. 
According to the Department of Health’s 2003/04 Annual Report, immunisation coverage indicators suggest that 82% of children under the age of 1 year are fully immunised and 93% of these children received the 3rd dose of polio vaccine (the Department has set itself a target to eradicate polio by December 2005).
3.2.4 Assistive Devices
A number of more specific programmes also fall under the Department of Health and focus on identified groups of vulnerable children. One example is the provision of assistive devices for children living with disabilities. 
The Department of Health is responsible for providing assistive devices for the prevention, cure or rehabilitation of a disability. Examples of assistive devices include orthotics (braces or splints), prosthetics, wheelchairs and other walking aids, hearing aids and glasses. The Department of Health is responsible for the maintenance and replacement of these devices at a local level.
According to the Department of Health’s Annual Report (2003/04), as part of the programme to extend free health care services to adults and children with moderate to severe disabilities, R13 million was made available in 2003 to supply assistive devices and to assist in eliminating the backlog of assistive devices. A policy on the Standardization of Provision of Assistive Devices in South Africa was published to ensure that all provinces have a uniform system for the provision and maintenance of assistive devices.
“The problem we have with the free assistive devices is that they are all standardized. Then you find that a child needs…if they are CP [cerebral palsy] you find there are children who sit like this because the backbone is not strong. They will give the child a wheelchair that doesn’t even have a place for feet, then you find the child sitting like, huddled, you see? So that causes more damage than assistance... they mustn’t give assistive devices just for the sake of giving them, you see. Because to give an assistive device to a person knowing that it is not going to help them, you are making their disability worse. For the CP children like [mine], they gave her a [wheelchair], I’m telling you today we put that [wheelchair] and only use it when we take her to King Edward [hospital].” Caregiver of child with disability, Durban
3.2.5 The Prevention of Mother-to-Child Transmission of HIV

In the context of the AIDS pandemic, policies that focus on reducing vertical transmission of HIV from mother to child are particularly important. 
To address the issue of vertical transmission, a programme for the prevention of mother-to-child transmission of HIV (PMTCT) was piloted in two sites in each of the 9 provinces in 2001 to assess the feasibility of expanding the programme. In May 2002, the Constitutional Court ruled that nevirapine should be made available to all HIV positive pregnant women (and their infants) who give birth at a public health facility. This resulted in a gradual expansion of the programme beyond the original pilot sites.

The PMTCT programme involves the integration of a package of interventions into existing mother-child health services. When a pregnant woman visits an antenatal facility, she is counselled and asked if she wants to take an HIV test. If the mother is found to be HIV positive, she has the option of joining the PMTCT programme free of charge. The mother is given a short course of nevirapine when she goes into labour, to reduce the chance of transmission during delivery. The baby is also given antiretroviral medicine within 6 – 72 hours of its birth. The PMTCT programme also includes counselling and advice on infant feeding for HIV positive mothers. Those mothers choosing to formula feed will get free milk powder for six months. Mothers are expected to bring the children back for regular check-ups, and ante-retroviral medication is provided for children who are found to be HIV positive. 

The roll-out of this programme is still relatively recent and implementation varies across the nine provinces. An evaluation of the PMTCT initiative by the Health Systems Trust in 2003 provided a conservative estimate of the national coverage of the PMTCT initiative at 9% of the total antenatal bookings in the public sector in 2002, but this is likely to have increased with further roll-out of the programme.
 According to the South African Health Review (2003/04), it is difficult to determine the extent of PMTCT programmes in South Africa because of the lack of data outside the original 18 pilot sites.
 

3.2.6 Roll-out of Antiretrovirals
In addition to preventing vertical transmission of HIV, it is necessary to provide effective and accessible treatment to children who are HIV positive. According to the Medical Research Council (2000), HIV/AIDS was responsible for 40% of all under-5 deaths in the year 2000.

The Department of Health’s policy in this regard is outlined in the Comprehensive Plan for the Management, Care and Treatment of HIV and AIDS (2003). The plan specifies that the criteria for the initiation of antiretroviral (ARV) therapy in children under 6 years of age are:

· The HIV positive diagnosis must be confirmed;
· The child must have a CD4 count of less than 15% and be symptomatic; or

· The child must meet the World Health Organisation’s definition of paediatric stage 3 or 4 of the disease, irrespective of the CD4 count; and
· There must be at least one responsible person capable of administering the child’s medication to ensure that the child follows the treatment correctly.

The plan also notes that nutrition is extremely important, particularly for HIV positive infants and children who in addition to requiring adequate nutrition to bolster their immune systems and ward off opportunistic infections, also require sufficient nutrients to sustain their high growth rate. Consequently, the plan specifies that all HIV positive children under the age of 14 years receiving ARVs should receive nutritional packages consisting of vitamin syrup and a supplement meal. The plan also notes that caretakers of HIV positive infants and children need to be informed about nutritional management and that particular effort should be made to identify households headed by children and connect them to the network of available nutritional services.
Despite this comprehensive plan the implementation of the ARV roll-out has been slow. According to the South African Health Review 2003/04, the key barrier to access is no longer the cost of ARVs and tests, but the capacity of the health system to implement the programme. 
A review of the antiretroviral roll-out by the Treatment Action Campaign (TAC) and the Aids Law Project (ALP) found that as of March 2005, official government figures indicated that at least 42 000 patients were accessing ARV treatment in the public health sector. Of these, less than 4000 were children, even though at least 50 000 children are in need of treatment.
Some of the reasons cited in the review for the poor coverage of treatment for children included the lack of human resources, and in particular paediatricians and health care workers trained to administer paediatric treatment; a lack of messaging that targets children as well as adults; and an “unwillingness, fear and/or inability to treat children”. Limited availability of child-appropriate medicines (such as syrups, smaller tablets or appropriate drug combinations) was also highlighted. 

Limited access to the nutritional programmes was also identified as a problem. The review reported that at the Harriet Shezi Clinic at Chris Hani Baragwanath Hospital, the largest paediatric treatment site in the country, only 6% of children who are on ARV treatment have access to nutritional support through the resident dietician. A shortage of personnel and the administrative procedures involved in dispensing food parcels also limits access.  

3.3 Education

The Bill of Rights contained in the Constitution also affords everyone the right to a basic education which the State, through reasonable measures, must make progressively available and accessible. For children aged 0 – 8 years, this includes Early Childhood Development, primary school education and special schools. 
3.3.1 Early Childhood Development 

Early Childhood Development (ECD) refers to the holistic development (physically, mentally, intellectually, emotionally, spiritually and morally) of children under the age of nine. 

In terms of policy, the White Paper on Education and Training (March 1995) stated government’s commitment to providing ECD for all children and emphasised an integrated intersectoral approach to child development that includes health, nutrition, education and psychosocial factors. 

The White Paper 5 on ECD launched in May 2001 established a national system in which children aged 5 participate in Grade R (reception year) prior to Grade 1. Grade R is still in the process of being phased in and the target is to provide an accredited Reception Grade for all 5 year olds by 2010. The White Paper 5 also focused on expanding ECD services, ensuring equal access and improving the quality and delivery of ECD programmes. Increasing access to ECD programmes particularly for poor children is viewed as a means of breaking the cycle of poverty. The White Paper 5 notes that “timely and appropriate interventions can reverse the effects of early deprivation and maximise the development of potential”.
  

According to the South African Yearbook 2004/2005, it is estimated that about 90% of children in South Africa under the age of nine do not have access to ECD prior to attending school.

An audit of over 23 000 ECD centres and service-providers conducted in 2001 found that the ECD field was dominated by the non-governmental sector.
 The audit found that KwaZulu-Natal and Gauteng had the highest proportion of ECD centres (24% and 23% respectively) and that the majority of ECD centres (60%) are located in urban areas. The audit also found  that learner fees are the principle source of income in the ECD centre, but often these fees are low (50% of learner paid less than R50 per month and only a quarter of fees are paid on a regular basis). This suggests that children whose caregivers are unable to pay these fees do not have access to ECD facilities, but also indicates the precarious financial situation of many of these centres. The audit also found that approximately 80% of educators in the ECD, from the perspective of the National Department of Education, are not adequately qualified.  
A paper by the Disabled Children’s Action Group (2004) noted that children with disabilities are under-represented in ECD facilities.
 Among the reasons for this is the lack of training of ECD practitioners and the lack of facilities for accommodating such children outside of ‘special’ facilities. ECD services are particularly important for children with disabilities and chronic diseases because they provide children with stimulation and promote early development; promote social inclusion from an early stage; and provide access to a variety of other services such as nutrition and immunization.

3.3.2 Compulsory Primary School Education 

The South African Schools Act (No. 84 of 1996) made education compulsory for all children aged 7 – 15 years (or Grades 1 – 9), although some children may begin school at the age of 6 years. For the 0 – 8 year category, primary school education only applies to children aged 6 – 8 years, in Grades r, 1 and 2.
The approach taken by the Education White Paper (6) on Special Needs Education: Building an inclusive education and training system (2001) is to develop an inclusive education system that caters for a range of learning needs. The aim is to ensure that mainstream schools are equipped (both physically and in terms of trained personnel) to meet the needs of children with disabilities. In cases where children have severe disabilities that require specialised care, special needs school are provided. To be admitted to these schools a child must be assessed and recommended by a doctor.  

“I should put it plainly as a parent, with my child… there are children who are born with a mental disability, there’s nothing that the government has provided for them in schools. Even the teachers themselves are not trained to teach children with an intellectual disability. All you find is that they keep our children and then shift them to special schools whereby in these special schools there is no provision for them… they get to the special schools and just stay there, there’s nothing to stimulate their education so that they grow up to be somebody, and they end up being nothing.” Caregiver of child with intellectual disability, Durban
At public primary schools the School Governing Body is responsible for setting fees and therefore fees vary from school to school. The purpose of the amendments is to ensure that public schools are accessible to South Africa's poorest learners, the Act makes provision for a school fee exemption process and stipulates that parents who are unable to pay can be totally or partially exempted. However, even where caregivers are able to access exemptions, other barriers such as travel costs, the distance that has to be travelled to school and the costs of school uniforms and school books impact on poor children’s access to education. 
“I think for now they need to attend school without paying fees. The money should be used to make lunch boxes for the children. The new government who was elected in 1994 said that all children should attend school for free. Even if we ask the government to make the children not to pay their fees, the school will still want the money [for outings or classes].” Caregiver, Edendale
After a review of costs in the public education system, the Department of Education acknowledged that the system makes it difficult for learners to access education. In 2003 the Department released a Plan of Action to progressively improve access to free and quality education for all, with a particular emphasis on the poorest 40% of learners in South Africa.
 Amongst other strategies, the Plan proposes abolishing school fees in the bottom two quintiles of schools; providing a basic minimum package of R450 per learner per school term in 2003 for expenses not related to staff costs, and the granting of automatic fee exemptions to learners who qualify for certain social service grants and payments.

Several of these initiatives are now being implemented in the forms of the Education Laws Amendment Bill. A key change is the introduction of fee free schools, which will allow a basic minimum package to be paid to poor schools so that children are not required to pay school fees. While this move has been welcomed, some of the concerns are that only certain schools will be “fee free”, thus excluding poor children in other locations.
 The amendments also suggest that the removing of school fees will only occur in grades R to 9. Learners in grades 10 to 12 will therefore continue to pay school fees despite attending a school considered to be poor.  The move also focuses only on fees and does not address other barriers such as the cost of transport, uniforms, text books and school outings. 
“I think [they need to change] the uniform. Because where my child attends they wear brown shoes. So the brown shoes are more expensive than black shoes. During the month you end buying them many times because sometimes they lost the shoes. The school they attend is very strict. No child enters the school without the full uniform.” Caregiver, Edendale 

To break the cycle of poverty it is essential that all children have access to education. Access to early childhood education and primary school is essential for the 0 – 8 year age group to ensure that they have a solid foundation on which to build their education. 

3.4 Housing Subsidy
The primary housing programme that is relevant to this review is the Department of Housing’s Housing Subsidy Scheme. This scheme allows caregivers of children with disabilities and who earn not more than R3500 per month to apply for a housing subsidy.
The Provincial Housing Development Board may decide to increase the subsidy amount, depending on the type of housing required and the severity of the disability. This additional amount would then be used to modify the house to address the special needs of the child. An example of this would be the installation of wheelchair ramps. 

4 Access to Services

The section above outlines some of the social welfare and basic health services that are available as part of a comprehensive package to vulnerable children. However, as can be seen from the identified services, the emphasis for directly addressing the needs of vulnerable children remains primarily on the provision of social grants. The following section focuses on the take-up of services for five identified groups of vulnerable children: poor children, orphaned children, children living in child-headed households, ill children including HIV positive children and children with disabilities. 
As indicated above, the monitoring and evaluation of many of the available services is limited and therefore it is difficult to determine the rate of take up for the age group under consideration. This section will focus on access to social grants and will attempt as far as possible to assess the level of access to grants for each identified group of vulnerable children. 

4.1 Poor Children

The aim of the CSG is poverty alleviation, and therefore all children living in poor households whose caregivers earn below the means test thresholds are eligible for the CSG. 

There are several estimates of the number of poor children eligible for the CSG.  Meintjes et al (2003) cite estimates from the National Institute for Economic Policy (NIEP) and the Financial and Fiscal Commission (FFC) of 49% and 62% of all children respectively.
 
The means test applied by the Department of Social Development (DSD) is currently R800 per month in urban areas and R1 100 per month in rural areas. An initial analysis of the 2000 Income and Expenditure Survey indicates that approximately 85% of children live in households with a per capita income of less than R1000 per month.
 However, Leatt (2004) reports that the internal targets set by the DSD aim at covering the poorest 40th percent of households and that this does not appear to be related to the means test values set by the department.
 Woolard (cited in Leatt, 2004) has calculated a poverty rates based on a monthly per capita income of R430 per month.  Using this poverty line Woolard estimates that 75% of children live in poor households.

Using these figures, together with the 2005 estimate of the total number of children younger than 8 years
 and the most recent estimates of the number of CSG recipients (Leatt, 2004), we can derive the following table.
	 
	0-8 year olds

	Total population
	9,057,973

	Eligible (Means Test)
	7,699,277

	Eligible (NIEP)
	4,438,407

	Eligible (FFC)
	5,615,943

	Poor (R430 per month)
	6,209,553

	CSG recipients
	4,282,645

	% Eligible receiving CSG (Means Test)
	56%

	% Eligible receiving CSG (NIEP)
	96%

	% Eligible receiving CSG (FFC)
	76%

	% Poor (R430 per month) receiving CSG
	69%


Table 1: CSG uptake, 2005

In March 2001 there were approximately 8.3 million children between the ages of 0 and 8, of which an estimated 800,464 were receiving the CSG.  The table below compares the estimated take-up rates in 2001 and 2005 using the categories in table 1 above.

	
	2005
	2001

	% Eligible receiving CSG (Means Test)
	56%
	11%

	% Eligible receiving CSG (NIEP)
	96%
	20%

	% Eligible receiving CSG (FFC)
	76%
	16%

	% Poor (R430 per month) receiving CSG
	69%
	14%


Table 2: Comparison of take-up rates, 2001 and 2005

The provincial distribution of CSG recipients and the take-up rates relative to the R430 per month poverty line are given in the table below:

	Location  
	0-8 year olds
	CSG recipients
	Poor Children
	% of poor children on CSG

	 Eastern Cape  
	1,303,447
	718,461
	1,117,054
	64%

	 Free State  
	469,572
	241,416
	365,327
	66%

	 Gauteng  
	1,264,654
	527,454
	693,030
	76%

	 KwaZulu-Natal  
	1,901,885
	1,051,787
	1,500,587
	70%

	 Limpopo  
	1,170,647
	715,086
	1,016,122
	70%

	 Mpumalanga  
	637,776
	353,591
	496,190
	71%

	 Northern Cape  
	148,317
	69,451
	105,008
	66%

	 North West  
	663,260
	341,070
	505,404
	67%

	 Western Cape  
	730,900
	264,329
	342,792
	77%

	 National 
	8,290,458 
	4,282,645
	6,209,553
	69%


Table 3: CSG uptake among poor children, by Province

It appears that the overall take-up rate of the CSG for the 0-8 year old group is relatively high. The available data does not allow for a more detailed analysis of regional variations in the take-up rate.  

There do not appear to be any comprehensive studies of take-up rates in particular areas.  Case, Hosegood and Lund (2003) note that in Hlabisa in northern KZN, an area noted for its high rates of poverty, 4 684 out of 12 865 (36%) children had received a CSG and approximately 80% of applications for a CSG were successful.
  However, even though this is a poor area, there is no explicit indication of the numbers of children who were eligible for the grant.

The study by Sogaula (2002) in the Mount Frere area notes that only 4 of the 54 eligible children in that area received the grant (7%).
 However, the sample for this study is relatively small (only 30 households).
In terms of the take up rate amongst poor children of the school fee exemption, it is not possible to accurately determine how many poor children are eligible for fee exemptions because fees vary wildly from school to school. School governing bodies are responsible for setting fees and the criteria for exemptions are calculated relative to these fees.
 
4.2 Orphans and vulnerable children

Unicef (2004) has estimated that there are 2.2 million orphans in South Africa, approximately 1.05 million of whom are younger than 8 years old.
 
The numbers, types of orphans (whether maternal, paternal or double) and the numbers due to AIDS are given in the table below:
	
	Total
	0 - 8 years old
	AIDS orphans


	Orphans
	2,200,000 
	1,049,253 
	503,641 

	Maternal
	1,200,000 
	572,320 
	352,930 

	Paternal
	1,400,000 
	667,706 
	271,852 

	Double
	290,000 
	138,311 
	111,417 



Table 4: Number and type of orphans (Unicef, 2004)
Meintjes et al (2003) have estimated that the number of maternal orphans will triple by 2015 and that the number of double orphans will increase by five-old by that date, largely as a result of the AIDS pandemic. The total number of orphans below the age of 18 is expected to peak at 5.6 million in 2014.  Of this number, approximately 2.7 million will be younger than 8 years old.

The social grant that is commonly understood by caregivers and promoted by the Department of Social Development as applying to children who have been orphaned is the FCG. Strictly speaking the foster care grant is intended as a temporary grant for children placed in foster care because of an adverse home environment and is not intended to provide long term support for children who have been orphaned. 

The numbers of orphans eligible for the FCG is difficult to estimate.  Meintjes et al (2003) have based their estimate on all double orphans plus 70% of children who have lost a mother but not a father (this corresponds approximately to those children eligible for the FCG). Amongst those younger than 8 years, this corresponds to approximately 540 000 orphans, 350 000 of whom are estimated to be AIDS orphans.  

Meintjes et al have estimated that between 2005 and 2010 an additional 2.1 million children will become eligible for the FCG. We can assume that approximately 1 million of these children will be younger than 8 years old.

There are currently only 178,241 children receiving the Foster Care Grant and there is no immediate information available on how many of these are younger than 8 years old.  A rough estimate would be that 85,000 of these are younger than 8 years, which would imply that only about 16% of children younger than 8 years are receiving the FCG, and that this particular grant will come under considerable pressure in the next 5 years.

4.3 Child-headed households

It is difficult to obtain reliable figures regarding the number of children living in child-headed households in South Africa. Meintjes and Giese (2004) suggest that only a small proportion of orphaned children find themselves living without any resident adult caregiver.
 They cite data from the General Household Survey by Statistics South Africa in 2003 which suggests that less than 1% of children in South Africa (whether orphaned or not) lived in child-headed households in June 2002. However, they note that this figure should be treated with caution considering the small sample of child headed households surveyed in the GHS. The authors also note that child-headed households tend to be temporary, with children living in child-headed households for a period between when their caregiver dies and being taken into alternative care arrangements.
The National Household HIV Prevalence and Risk Survey of South African Children, conducted by the Human Sciences Research Council in 2004, found that 3% of children aged 12 -18 years were the head of the household.
 Overall, 0.6% of households claimed to be headed by a child between 14 -18 years of age, although it is not clear how many children aged 0 – 8 years live in these households. The authors point out that although this finding is higher than previous figures, South Africa may not yet have experienced the full impact of HIV/AIDS regarding orphans and child-headed households.

The lack of reliable figures makes it difficult to determine the access of children living in child-headed households to social grants. However, by definition these children are living in a household in which an adult is not resident and therefore are unlikely to be able to access any of the three grants since they are all payable to adults. 
4.4 Ill Children

The South African Health Review of 2003/04 indicates that the leading cause of death in under-fives in South Africa in 2000 was HIV/AIDS (40.3%), followed by low birth weight (11.2%) and diarrhoeal diseases (10.2%).

	Age
	Male
	Female
	All

	0
	19,979
	19,652
	39,631

	1
	20,080
	19,762
	39,842

	2
	17,517
	17,243
	34,760

	3
	16,785
	16,528
	33,313

	4
	15,309
	15,078
	30,387

	5
	13,250
	13,054
	26,304

	6
	10,814
	10,659
	21,473

	7
	7,941
	7,831
	15,772

	8
	4,960
	4,893
	9,854

	Total
	126,637
	124,701
	251,337


Table 5: Number of HIV+ Children, July 2005

Current estimates indicate that there are approximately 250,000 HIV-positive children between the ages of 0 and 8 in South Africa.  There is no information available on what proportion of these children qualify for the CSG or the CDG.  We can use our estimates of the eligibility rate of the CSG to estimate the eligibility rate for HIV+ children – this would imply that between 50% (125,000) and 85% (215,000) HIV+ children younger than 8 are eligible for the CSG. 

There is no available information about the numbers of HIV+ children accessing the CSG or the CDG.  We can however, produce a rough estimate of the CSG numbers, using the estimated coverage and take-up rates for that grant.
	
	Count

	HIV+ children
	251,337

	Eligible for CSG
	213,636

	Receiving CSG
	138,864

	Eligible, but not receiving CSG
	74,773


Table 6: Number of HIV positive children receiving the CSG

4.5 Children with disabilities
Estimates of the proportion of children younger than 8 are relatively consistent – the C A S E disability study and the 1996 and 2001 censii all report that approximately 2.1% of children in this category are disabled.
  The following table, from the 2001 census, gives the number of disabled by age category and province.

	
	0-4
	  5-9
	Total
	% all children

	Eastern Cape
	7,832
	16,631
	24,463
	1.7%

	Free State
	5,579
	8,733
	14,312
	2.7%

	Gauteng
	8,547
	13,879
	22,426
	1.6%

	KwaZulu-Natal
	18,960
	30,082
	49,042
	2.3%

	Limpopo
	11,383
	19,533
	30,916
	2.3%

	Mpumalanga
	7,803
	11,431
	19,234
	2.7%

	Northern Cape
	870
	1,745
	2,615
	1.6%

	North West
	4,863
	9,450
	14,313
	1.9%

	Western Cape
	5,487
	7,967
	13,454
	1.7%

	Total
	71,324
	119,451
	190,775
	2.1%


Table 7: Number of disabled children, 2001

We can use the disability prevalence rates and the most recent population estimates to estimate the numbers of children younger than 8 with specific disabilities:

	Type of Disability
	#

	Sight
	41,212

	Hearing
	41,491

	Communication
	10,558

	Physical
	29,010

	Intellectual
	26,326

	Emotional
	17,745

	Multiple
	19,400

	Total
	185,743


Table 8: Disabled children 0-8, by type of disability

Only children with severe disabilities i.e. those requiring permanent home care, qualify for the care dependency grant. This generally means that only those children with severe physical or intellectual disabilities qualify for the grant. The figures provided above do not include HIV+ children who are in the advanced stages of AIDS – these children also qualify for the CDG.

The most recent figures indicate that a total of 86,805 children receive the CDG.  There is no information on the number of children younger than 8 who receive the grant.  It is also not possible to estimate the number of disabled children receiving the CSG since children receiving the CDG are not eligible for the CSG.  
In terms of other services, the Department of Health has acknowledged that there is a backlog in the provision of assistive devices, and that some children have waited years for this assistance. It is not clear how many of the households that have applied for housing subsidies to modify their homes have contained children aged 0 – 8 years. 
5 Barriers to Accessing social Security
5.1 Barriers for poor children

The primary poverty alleviation measure aimed at supporting children living in poverty in South Africa is the child support grant, and as indicated above, the national take-up rate for the CSG is relatively high. However the take up rates vary across provinces and there are many 0 – 8 year olds that have not been reached, particularly in provinces with high levels of child poverty such as the Eastern Cape (where the take up rate for the CSG is lowest) and in rural areas, which are also marked by fewer supplementary support services for children.

This section looks at some of the barriers that poor children experience in accessing the CSG. Several of these barriers also apply to other groups of vulnerable children.
In 2000 a social impact study on the phasing in of the CSG by C A S E found that the following factors relating to the application process impeded access to the CSG:

· The lack of required documentation (particularly identify documents and birth certificates)
· The distances that must be travelled to have their applications processed; the lack of public transport in some rural areas and the costs involved in returning to the offices to check on the status of the application; 

· A lack of knowledge and understanding of the eligibility criteria

· Administrative difficulties such as language and long waiting periods. 

It is likely that some of these factors such as the lack of identity documents as well as the lack of awareness of the grant and understanding of the criteria have been addressed to some degree over last five years as a result of the emphasis the Department of Social Development (working in partnership with civil society organisations like ACESS) has placed on registering children for the CSG. However, the caregivers in the focus groups conducted as part of this indicated that the administrative problems do still exist.
“Sometimes I queue from 5 in the morning. Then when it is your time to be helped, you find that you don't have all the necessary document and sometimes you queue for the whole day [and] when it is your turn to be helped they tell you that they are closing. They turn you away, you have to come back the following day and queue again.” Caregiver of poor child, Edenvale, KwaZulu-Natal 

“It will come from the hospital that the child is disabled and they need disabled care, but when you get [to the social security office] they will ask you what you have come for. And then you tell them that you need a grant because it’s difficult as you are unemployed, she will ask you how you can ask for a grant when you are so well-dressed? So you come across that, those are the first barriers. Let’s say you move past that barrier and you get to register, now you have to take those forms to the doctor, some doctors charge you to fill in those forms…” Caregiver of child with disability, Durban 

A study by Case et al (2003) in the rural district of Hlabisa found “no evidence of potential caregivers being thwarted by the system, once the inquiry has been made” (p4). More than 80% of all children in their sample above the age of 1 for whom an inquiry has been made about a CSG were actually receiving the grant. 
Despite this, only 36% of children under the age of 7 (with no difference for girls or boys) had had some contact with the CSG system, in a district in which the majority of children in that age group are likely to be eligible for the grant. This suggests that there are barriers which prevent caregivers from making the initial enquiry. An investigation into the relationship between social security, poverty and chronic illness in the impoverished rural region of Mount Frere in the Eastern Cape also noted a low uptake of the CSG despite eligibility, but neither study gave a clear indication of why this is the case. 
Another possible barrier to accessing the CSG involves the means test and the current thresholds used to determine eligibility. When the CSG was initially introduced, applicants were required to pass a means test based on household income to ensure that the grants were targeted at the poorest of the poor. However, the use of household income in the means test was seen as preventing otherwise eligible caregivers from applying for the grant. In June 1999 the rules changed so that the means test applies to personal income only. Leatt (2004) argues that the threshold levels for the CSG remain very low and that although the value of the grants has kept pace with inflation, the poverty thresholds have not been raised in the same way. The means test therefore acts as a barrier to poor caregivers accessing the grant, since each year the threshold becomes lower and lower in real terms.

Another difficulty with access to the CSG is that children who do not have adequate adult support cannot access the grant in their own right. A study by Leatt (2004) into the extension of the CSG to seven and eight year olds found that the levels of mortality amongst caregivers are very high. In the period from April 2003 to March 2004, nearly 37 000 caregivers receiving the CSG died according to data from the social grants database (SOCPEN). Leatt notes that the provincial distribution is similar to the HIV prevalence rates in the country – the highest number of caregiver deaths was found in KwaZulu-Natal, which also had the highest HIV prevalence rate (37%) amongst women attending antenatal clinics, according to the Department of Health 2002 Prevalence Survey. Since the regulations stipulate that the payment of a CSG must be stopped upon on the death of a caregiver, the child loses the financial support of the grant at a time when he or she is likely to need it most. The CSG will only be reinstated if another adult applies for it on the child’s behalf, and there is then a delay while the new caregiver applies to have the grant re-instated. The Children’s Institute recommends that the Department of Social Development change the regulations to allow grants to be continued to be paid while they are transferred into the name of another recipient, as this would be in line with the principle of the grant following the child. More consideration also needs to be given to addressing the needs of orphans and child-headed households where adult support may not be available.  

Although not directly relevant to children aged 0 – 8 years, another barrier that is specific to the CSG as a means of poverty alleviation is the limited age group that can access the grant. The Constitution defines a child as a person younger than 18 years and protects the right of all children to social security. Both the care dependency grant and the foster care grant are available to children up to the age of 18 years, but the CSG has only been extended to children below the age of 14 years. This inconsistency is a substantial gap in social security provision, since no effective provision is made for the ongoing financial support of children aged between 14 and 18 years.    

5.2 Barriers for orphans and vulnerable children

As indicated above, orphans and vulnerable children should be eligible for both the CSG and the FCG. However, several studies have noted that the primary caregivers receiving the CSG on behalf of the child tend to be the biological parents. The C A S E study (2000) found that in 89% of cases surveyed, the primary caregiver was the child’s biological mother.
A study into the reach of the CSG in the Hlabisa district, a poor, rural area in northern KwaZulu-Natal in which HIV prevalence is high (Case et al, 2003) found that the probability of a child receiving a CSG depended in large part on the present of the child’s mother. “Children whose mothers are non-resident, or dead, or whose survival status is unknown, are significantly less likely to receive a grant, holding constant the father’s status” (p15). Possible reasons for this include a lack of knowledge that the primary caregivers need not be mothers. Case et al also suggest that, in the absence of the mother, the child’s primary caregiver may be less able to access the relevant documents necessary for accessing the grant. The fact that access to the CSG appears to be linked to the presence of the biological mother is problematic, since the impact of the AIDS epidemic is likely to result in greater mortality of biological parents and an increasing need for alternative care arrangements.
Two other problems with relying on the CSG to act as the main source of support for orphans and vulnerable children are firstly that the CSG is stopped when the adult caregiver dies; and secondly that children without adult support cannot apply for the grant themselves.  

In terms of assisting orphans and vulnerable children in the context of the AIDS pandemic in South Africa, the main focus has been on encouraging the use of the existing foster care system and the foster care grant. However, to qualify for a foster grant, a formal procedure must be followed in which the children’s court places the child in the care of foster parents. This process is lengthy and discriminates against families who are caring for children who are not their own, but require some form of financial support. It also excludes many who are caring for children orphaned as a result of HIV/AIDS and are being cared for within their communities. This was found in the case-study in Mount Frere (Sogaula et al, 2003) where an increase in the number of children being cared for by extended family members, neighbours and other community members did not appear to have led to an increase in the number of caregivers accessing the foster care grant.  
In a paper investigating social security provisions for orphans in this context, Meintjes et al (2003) reviewed and costed a number of possible scenarios for addressing the needs of orphans. On the basis of this the authors argue that:

“Given the pervasiveness of poverty across South Africa’s child population, a social security system that directs interventions on the basis of children’s orphanhood mistargets crucial resources; is inequitable; is located in questionable assumptions about children’s circumstances; risks further overburdening the child protection system; and is not, as a whole, a cost-efficient way of adequately supporting the largest possible number of poor children who require assistance.”
Meintjes et al go on to argue that the “most equitable, accessible and appropriate mechanism for supporting children in the context of the AIDS pandemic would be through the extension to all children of the Child Support Grant mechanism that is currently in place, and for the means test that restricts children’s access to be removed.”
5.3 Barriers for child-headed households

Several of the barriers identified already (particularly for orphans and vulnerable children) also apply to child-headed households. The main issue for child-headed households is that all three of the grants are payable to adults only.

The CSG and CDG are payable to the primary caregiver, to avoid discriminating against children who are cared for by someone other than their biological parents. However, both grants are only payable to persons over the age of 18 years, denying access to orphans or children in child-headed households who do not have adequate adult support. This is further complicated by the fact that only people with identity documents may receive social assistance on behalf of children in their care, and identity documents can only be obtained from the age of 16. 

Children living in child-headed houses are also not able to access foster grants. In a paper on realising the rights of children growing up in child-headed households, Sloth-Nielsen (2003) notes that the key barrier for child-headed households is that children younger than 16 years, who do not have identity documents, cannot get grants for their siblings.
 

5.4 Barriers for ill children

No special provision is made to meet the needs of ill children aged 0 – 8 years. If their caregivers pass the means test, these children can access the CSG, but there are no social grants specifically designed to meet the needs of children in this category. 

In particular, no provision is made for children who are HIV positive. These children are not eligible for a CDG unless they are in an advanced state of illness and require full-time care. Children with other chronic illnesses such as tuberculosis, diabetes or asthma would also not be eligible, even though ill children have additional health needs and expenses that may be a burden on the family’s resources. In addition, ill children over the age of 6 years do not qualify for free primary health care.
The Taylor Committee investigation into a comprehensive social security system recommended that the scope of the CDG be broadened to include assistance to children with chronic illnesses and HIV/AIDS.

5.5 Barriers for children with disabilities

The only grant for children with disabilities in particular is the CDG. The purpose of the CDG at present is to support the permanent or full-time home care of children who are permanently disabled or in an advanced stage of illness. Therefore the CDG is limited to children who are severely disabled and is not available for children with moderate disabilities (such as hearing impairments) or children with disabilities attending day-care facilities. 
Perhaps when you go [to the social security office], they need to see your child. So you have to go with him or her, and you can’t travel with this child because of transport. And then let’s say you manage to take the child there, when you get there they will say no you should come back tomorrow. [But] you have already taken the child. Maybe it’s extremely difficult to get the child there in the first place, but they say no you should come back tomorrow and when you return the next day they tell you to come back the following week. That’s when you decide to give up and live with your child in poverty because now it’s becoming difficult; when I get there they tell me to come back another day.
There is a lack of clarity around the definition of permanent home care and the eligibility of children who attend day-care centres for part of the day. The exclusion of these children may inadvertently deprive them of stimulation and impede their development, as caregivers may not send children to these centres to avoid losing the grant. Instead this grant should promote the protection and participation of severely disabled children.
Another barrier is that a child can only be assessed and qualify for a CDG once it is one year old. This delay can result in a further burden on the family and disadvantages new-born babies who require extra care due to their disability or health condition.

6 Benefits of Services for Vulnerable Children
This section explores the benefits of the services discussed in section 3. This section reviews the benefits of services available to vulnerable children between the ages of 0 and 8, with particular emphasis on the benefits of social grants.
Most of the statistical analysis that has been conducted relating to the impact of social grants has focused on the child support grant, the state old age pension and the disability grant because the number of beneficiaries for these grants are sufficiently large to support significant inferences. 

The discussion on the benefits of social grants relies heavily on the only large-scale analysis of the effects of state transfers conducted by the Economic Policy Research Institute (EPRI) in 2004.  The only other substantial studies in this area are those by C A S E (2000) which only covered households receiving the child support grant, the study of Hlabisa by Case et al (2003) which concentrates on the demographic differences between households rather than the effect of the CSG, and the case study of Mount Frere (Sogaula, 2003) which only included 30 households.  The EPRI study is also limited since it relies heavily on the Income and Expenditure survey of 2000 and thus precedes the rapid expansion of the CSG.

We will review the impact of social grants and other services in four main areas:

· Poverty Reduction

· Household Expenditure

· Education

· Health

6.1 Poverty Reduction

The overall poverty reduction impact of social security is reasonably well documented. In their analysis of the social and economic impact of social grants, Samson et al (2004) report that South Africa’s system of social security is successful in reducing poverty, both in absolute terms (the numbers of people living in poverty), and in relative terms (by reducing the average poverty gap
).

Samson et al estimate the poverty reduction effect under a number of scenarios, one of which provides a reasonably accurate measure of the current impact of the CSG. The scenario we will consider is one of full take-up of the CSG (using the means test) for those under the age of 7 years, which they estimate is equivalent to approximately 4.5 million grant recipients, an increase of 4 million recipients over the number of recipients in 2000.

The poverty-reduction effects of this scenario are that 91,000 households (or 445,000 individuals) have been freed from poverty (using the Taylor Committee expenditure poverty line set at R394 per person per month). It is not clear how many of these households contain children aged 0 – 8 years old, but this scenario does suggest that the impact on this age group would be substantial. Another measure of the effect of the grant is that it decreases the average poverty gap by R81. In 2000 the estimated reduction in the poverty gap due to the CSG was only R4 so the increased up-take in the grant has had substantial poverty reduction effects.
“I told myself that every time when I went to get the money, on the first day I am going to buy them Kentucky, to make my children happy. I want them to have good food that is different, that is eaten by other children. And then the following day I am going to buy groceries. This is the two things I do.” Caregiver of poor child, Edendale
Caregivers in the focus groups for this study indicated that although the child support grant allows them to meet basic needs such as food, the amount provided is not sufficient to cover all the child’s needs.  
“I have my sister at home. She has a child and she works or the father of the child supports the child. The child is able to have everything and mine does not get all the support the other has. So mine will come to me and tell me that the other has the type of shoes…so it hurts that I will not be able to support my child because the money is so small.”
6.2 Household Expenditure and Hunger

The survey conducted by C A S E of almost 1000 child support grant beneficiaries in 2000 (prior to the extension of the CSG to children under 14 years) found that three quarters of the primary caregivers receiving the grant said that their main source of financial support for the child was the CSG. This was particularly the case in poorer provinces such as Limpopo, Northern Cape and the Eastern Cape, and caregivers in rural areas were more likely to rely heavily on the grant than caregivers in urban areas. These families would be particularly vulnerable to the discontinuation of the grant when the child is no longer eligible in terms of age. More than three quarters (79%) reported that the CSG has improved their ability to take care of the child, particularly by allowing them to buy food and other basic necessities for the child. 

There is also consistent evidence that income received from grants is allocated to household rather than individual priorities and that the CSG in particular is generally viewed as a poverty grant to the household rather than a grant allocated to the child. The C A S E survey found that two thirds of the primary caregivers reported that the money they receive (including the CSG) was pooled to cover household expenses. This supports the contention that, particularly in poorer households, all household income is used to ensure the survival of the household. 

“I don’t want to lie, for myself as a person, my child’s grant money helped me to educate my older child. So my child’s money, because I was a single parent, when I got the money I would divide it in half, so that my older child could go to school. I would provide for [the child with a disability], as I live with him and take care of him, and then I couldn’t let my other child go to school without pants.” Caregiver of child with disability, Durban 
There is some evidence from the Samson et al study that households spend money from state transfers differently than other income and in particular, that grant income is more likely to be spent on food than other income, but the effect is relatively small. The C A S E survey found that caregivers indicated that the grant had the greatest impact on their ability to provide food. This response was significantly more likely in rural areas, whereas in formal urban areas (where basic needs are more likely to have been met), much greater emphasis was placed on its use in paying for education. The three most common expenses overall that caregivers reporting spending the grant on were food (61%), clothes (19%) and education (16%) for the child. 

“So I have lot of orphans I stay with so I will not have enough money to support all the three children I stay with, I cannot by clothes for my child because the others will be left out. From Philisiwe's R180 I have to buy all of them shoes.” Caregiver of orphans and poor children, Edendale
As indicated above, the impact of social security as a whole and the old age grant in particular on reducing poverty (and therefore reducing hunger) is well documented. Samson et al (2004) reports extensively on the impact of the old age pension in reducing hunger in households, but does not conduct a similar analysis for the effect of child-related grants. 
“Before he got the grant, we were unable to eat what we wanted. That’s the truth and we can’t run away from it. But now you can go to the store and pick up meat and stuff and then you know when your child will receive the money and you can pay for it. [Life] changes, especially for me since I have boys. The older one knows that we live off his sister’s grant. Even though he knows that [his sister who is disabled] doesn’t speak, he will sometimes say, “Makhosi, please lend me some money, please buy something”. Caregiver of child with disability, Durban
Social grants therefore assist in meeting the basic needs of children aged 0 – 8 years. In the case of the CSG, however, the extent to which child beneficiaries benefit directly from the CSG is mitigated by need to pool or share grant income with older siblings who do not qualify for the grant and other household members. This suggests that an extension of the grant to all children under the age of 18 years will benefit not only the children in the 14 – 17 year age group, but also their younger siblings, as the need for pooling or sharing will decrease and the grant money can be spent more directly on the intended beneficiary.

6.3 Education
The C A S E survey of CSG beneficiaries suggested a link between receipt of a grant and increased educational opportunities. The study found that the only significant difference identified between child beneficiaries and non-beneficiaries of the CSG (living in the same household) was their current educational status. Child beneficiaries (who at the time were aged 6 years and younger) were more likely to attend some for of early childhood development than non-beneficiaries. 

“[My child] does not attend crèche. I look after the child myself because I will not be able to afford to pay the crèche.” Caregiver of poor child, Edendale
Samson et al (2004) identify three possible ways in which the household’s receipt of social grants would improve a child’s access to education:

· By removing the immediate financial barriers to education, such as school supplies, uniforms, tuition or transportation.

· By relieving the opportunity cost of school attendance, i.e. families may be more likely to forego income earned by children in favour of education.

· By indirectly increasing the resources available to schools, the quality of education may improve, thus making education a more attractive option to households.

The available evidence, compiled by Samson, does not support the contention that a household receiving a CSG or a disability grant will have a significantly increased rate of school attendance.
 Since this study was based on data for 2000 (the income and expenditure survey), a period during which the take-up rate of the CSG was still very low and studies based on more recent data may be informative. On the other hand, the rate of school attendance (measured as the proportion of children of school-going age who are attending school) is already relatively high (94%) and thus finding any effect may be difficult. Samson does, however, show that household receipt of an old-age pension has a significant effect on school attendance, reducing the school non-attendance rate by between 20% and 25%.  

There are currently no studies assessing the impact of grants on drop-out rates, although the time-series data to allow such an assessment
 is available in the form of the Labour Force Survey. There is also no information on the effect of the CSG on a child’s performance in school, i.e. whether or not child CSG beneficiaries or other children in a household receiving the CSG perform better academically. This is a crucial area for further investigation since it would indicate direct educational benefits associated with the grant.

6.4 Health

Samson et al (2004) report that receipt of social grants is associated with lower spending on health care, perhaps because social grants are associated with other positive outcomes, such as improved nutrition, that reduce the need for medical care.  However, the effect for the CSG in particular is very small (less than 1% reduction in health spending over a year) and is not statistically significant.

There is unfortunately a lack of hard data on health status by which to measure the impact of child-related social grants. Two possible future data sources are the follow-up data from the Hlabisa Health District in KwaZulu-Natal and the 2003 Demographic and Health Survey (which should be available by the end of 2005).

In terms of the impact of the introduction of free health care for children, it is clear that the removal of fees has greatly increased the access of poor and vulnerable children to health care. This has, however, been hampered by a lack of adequate human resources and accompanying training in child health care at a primary health level. Child mortality rates can be used as an indicator of the impact of free health care on children aged 0 – 6 years since 1994, but the impact of HIV/AIDS over the same period may obscure any positive impact that this service may have had. Additional data that would allow us to determine whether the introduction of free health care for children has had an impact on their health status is available (in the form of the 1998 and 2004 Demographic and Health Surveys), but we are not aware of any studies that have addressed this question.

In addition to free health care for children, other programmes that have had demonstrated positive impacts on child health include the PMTCT programme and the ARV roll-out. 

Although the coverage of the ARV roll-out for children has been significantly below demand, in areas in which children have been able to access ARV treatment the impact on their health status has been considerable. Although most of the reports refer to children aged 18 years and under, it can be assumed that the impact is also significant for children aged 0 – 8 years.
The TAC/ALP 2005 review of the ARV roll-out reported on the results of a study of 262 children accessing ARV treatment at Harriet Shezi Clinic at Chris Hani Baragwanath Hospital in Soweto. They noted that the vast majority of the children are demonstrating excellent outcomes and only two children (0.76%) reportedly showed signs of toxicity. While 18 children (7%) died during the study, these deaths were not related to the ARV treatment; rather, the children had accessed ARV treatment too late.

The TAC/ALP report also cited the example of a programme in Khayelitsha that provides ARV treatment to both adults and children. When patients first started treatment, the average CD4 count was below 100, indicating an advanced stage of AIDS. However, after three years of ARV treatment, four out of five patients are alive. Without the ARV treatment, half of the patients would have died within a year. 

However, prevention is always better than cure, and one way in which prevention can be ensured is through the PMTCT programme. A study commissioned by the Nelson Mandela Foundation and conducted by the Human Sciences research Council (2005) into HIV risk exposure amongst young children aged 2 – 9 years in the Free State found that the overwhelming majority of children who were HIV-positive had HIV-positive mothers (98.6%). Less than 2% of HIV positive children had HIV negative mothers, demonstrating that mother-to-child transmission is the dominant mode of HIV infection among children in the Free State.
 While this may vary from province to province, the finding emphasises the importance of an effective and far reaching PMTCT programme.

An article by the UN Integrated Regional Information Networks in June 2005 indicated that since the implementation of prevention of mother-to-child transmission (PMTCT) programmes in South Africa, the chances of bearing a healthy child have improved greatly for most HIV-positive mothers.
 According to this article, only 13% of mothers will now pass the virus on to their children, compared to a transmission rate of around 30% where no PMTCT programme is in operation.

Although the reach is limited, there are a number of examples of successful programmes. The example of the Ndlovu HAART programme in Mpumalanga is cited in the TAC/ALP report – this site reported a 100% success rate with its prevention of mother-to-child transmission of HIV (PMTCT) programme.

In addition to preventing infection in the child, there are also indirect benefits for the child in the antiretroviral roll-out for adults. The availability of treatment for adults ensures that parents and caregivers are able to continuing caring for their children. A study by Case and Ardington (2004) notes that the loss of a child’s mother is a strong predictor of poor schooling outcomes. In an analysis of longitudinal data from the Africa Centre in northern KwaZulu-Natal, Case et al found that maternal orphans are significantly less likely to be enrolled in school and have completed significantly fewer years of schooling (conditional on age) than children whose mothers are alive. Less money is also spent on their education on average.
 The study found that the loss of a child’s father is a significant predictor of household socioeconomic status – children whose fathers have died live in significantly poorer households. 
7 Conclusion

The provision of social grants form a large and important component of the services provided to vulnerable children by government. The three main categories of grants available to children are the child support grant, foster care grant and the care dependency grant. An additional grant, the old age pension, has also been shown to impact significantly on the wellbeing of children. 
Existing research clearly demonstrates that social grants have a range of positive benefits for children between the ages of 0 and 8 years and the households within which they live.  These benefits include:
· poverty reduction – households receiving any of the above grants are less likely to be below the poverty line
· increased school attendance – children in households receiving the old age pension are more likely to attend school (the lack of a similar observed effect for the child support grant is most likely due to the fact that no recent studies i.e. since the rapid increase in the take-up rate as a result of the extension of the CSG) 
· decreased hunger – numerous studies have confirmed that child related grants are predominantly spent on basic necessities, and food in particular, for the household. The impact of the old age pension in reducing hunger in households has been documented, but similar analyses of child-related grants studies have not been conducted
However, given the pervasiveness of child poverty in South Africa, cash transfers alone (at their current level) are not sufficient to meet the basic needs of vulnerable children. There are also several gaps in the coverage of grants that mean that groups of particularly vulnerable children, such as children with chronic illnesses (such as HIV) or children who do not have adequate adult support (such as children living in child-headed households) do not have access to these grants. It has also been noted that despite the increase of the monetary value of the grants each year, the child support grant is particular is not sufficient to meet children’s basic needs, particularly when children are ill or disabled or lack other means of support. A basket of additional services is therefore required to supplement the grants so that the needs of these children can be addressed in a more comprehensive manner. 
Some of the existing services that are available for vulnerable children include: 
· free health care at all levels for children under 6 years (and for all children at a primary health care level)

· free health care for children with moderate to severe disabilities (but not for children with temporary disabilities or chronic illness)

· nutrition programmes such as supplements for infants and school feeding programmes

· immunisation programmes
· assistive devices for children living with disabilities
· prevention of mother-to-child transmission programmes

· treatment for HIV positive children in the form of antiretrovirals

· partial or complete exemptions for parents who are unable to afford school fees

· possible housing subsidies for caregivers of children with disabilities to modify their homes

These services provide a number of benefits for vulnerable children and their households including, amongst others:

· Increased access to health care for children
· Improved nutritional status and protection against malnutrition
· Improved access to immunisation

· Increased access to treatment and improved health outcomes for HIV positive children as a result of the ARV roll-out (although coverage is far below the numbers requiring treatment)

· Decreased transmission of HIV from mother to child (the most important route by which children in this age group become infected)

· Improved access to education as a result of fee exemptions (although this is still problematic) and the introduction of “no fee” schools.
Despite these benefits, there are also a number of problems with and gaps in the existing basket of services. In particular, problems exist with the implementation, availability and accessibility of these programmes. While great strides have been made is ensuring the right of young children in particular to basic nutrition, shelter, basic health care services and social services are realised, more is required to ensure that existing services are made accessible and effective. In addition, the barriers that currently exclude the groups of particularly vulnerable children identified in this review from many of the existing services need to be addressed.  

Endnotes[image: image1][image: image2][image: image3]
Authors





Aislinn Delany


Zaid Kimmie











� Figure extracted from the ASSA2002lite Aids model of the Actuarial Society of South Africa


� Results extracted from the ASSA2002lite Aids model of the Actuarial Society of South Africa


� Daily Grant Statistics obtained from the Department of Social Development’s SOCPEN database, 22/08/05. 


� Daily Grant Statistics obtained from the Department of Social Development’s SOCPEN database, 22/08/05. 


� Vertical programmes refer to programmes that focus on one issue and operate in isolation of one another.


� In 2000 rands.  Additional work is necessary to take accurate account of the differences between rural and urban values for the means test.


� Results extracted from the ASSA2002lite Aids model of the Actuarial Society of South Africa


� To qualify for a full exemption, both parents must earn a combined annual gross income of less than 10 times the annual school fees per learner. 


� 0-8 year olds orphaned as a result of AIDS.


� Results extracted from the ASSA2002lite Aids model of the Actuarial Society of South Africa


� The amount of income that would be required to bring every poor person exactly up to the poverty line, thereby eliminating poverty.


� It is possible to estimate the actual current poverty reduction effects of the CSG by re-running some of the analyses in Samson (2004).


� The study does find a small increased chance of attending school among households receiving the CSG but this increase is not significant.  The conclusions reported in the study on page 86 appear to be erroneous and should be treated with caution.


� It would be difficult to determine the impact of grants on the drop-out rate from an cross-sectional study.


� To argue a causal effect on children’s educational outcomes the study uses the timing of mothers’ deaths relative to children’s educational shortfalls. 
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