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Abstract Most mental health problems start during the
child and adolescent stages and persist into adulthood,
limiting opportunities for the individual to lead a fulfilling
life. High exposure to adverse childhood events is
associated with many behavioural and mental disorders.
There is a dearth of information about the prevalence of
mental health conditions among children and adolescents
in South Africa. The study aimed to identify the prevalence
of child and adolescent mental health conditions by
investigating the mental health of children and adolescents
in the Umlazi Education District in KwaZulu-Natal, South
Africa. Learners in Grades 4 to 12 (N=1708) between 10
and 19 years old, from primary and secondary schools, both
in urban and rural areas in the Umlazi school district,
KwaZulu-Natal, South Africa, were selected to participate.
The Child and Youth Mental Health Profiling System was
administered using the biographical questionnaire, the
Adverse Childhood Experiences questionnaire, the
Strengths and Difficulties questionnaire, and the DSM-5
Level 1 Cross-Cutting Symptom Measure. The results
indicated high levels of mental health difficulties among
the learners. Adverse childhood experiences were highly
prevalent (61.4%), and several of the mental health
difficulties identified indicated gender, age, and race
differences. Two significant factors that emerged through
the Strengths and Difficulties questionnaire were
‘perceived weakness’ and ‘perceived strengths’. The study
supports the view that early detection of child and

adolescent mental health difficulties will enable support
and intervention, helping to promote recovery and build
resilience.

Keywords Mental Health, Prevalence, Children,
Adolescents, KwaZulu-Natal

1. Introduction

Childhood and adolescence are critical periods to
promote mental health. More than half of mental health
problems start at these stages and may persist throughout
adult life, limiting individuals’ opportunities to lead
fulfilling lives and impairing both physical and mental
health [1]. Good mental health and well-being are essential
for children and adolescents to realise their full potential
and become productive members of their communities who
can demonstrate resilience in the face of stress and
adversity [2]. However, the global burden of child and
adolescent mental health (CAMH) has escalated, with at
least one in seven 10-19-year-olds (14%) experiencing
mental health conditions that are mostly unrecognised and
untreated. This is particularly true in countries in the global
south because of limited resources. Most countries in the
global north prioritise CAMH as much as physical health
to mitigate the burden of disease that health systems are
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predicted to face in the future [3]. In these countries, a
significant portion of the health and education budgets is
allocated to monitoring CAMH, furthering treatment and
delivery of care while implementing intervention strategies
focused on preventative measures to reduce the burden of
avoidable disease, disability, and mortality in children and
adolescents [4]. Graig’s [5] survey of the prevalence of
mental health conditions indicates that one in five
respondents (23.6%) reported high exposure to adverse
childhood events associated with depression and anxiety.
Notably, the prevalence of poor CAMH has been reported
across the social, psychological, educational and
physiological domains as being associated with adverse
outcomes.

In South Africa, there is a dearth of information about
the prevalence of mental health conditions among children
and adolescents, with those existing calling for urgent
research in CAMH [6]. Das-Munshi et al. [7] pointed out
that limited research on the predictors of common mental
health disorders is largely related to mental health
inequalities associated with ethnicity and poverty. They
found that adolescents from historically disadvantaged
groups experience a high prevalence of depression, anxiety,
and post-traumatic stress disorder (PTSD). A study of a
rural population in South Africa showed that 41.0% had
emotional and behavioural problems and 15.2%
experienced difficulties with social behaviours [8].
Another study of young people in Cape Town revealed that
61.3% had anxiety, which was associated with life-
threatening traumatic events, and that females reported
more anxiety symptoms [9]. The U-Report poll in 2022
indicated that 73% of South African children and
adolescents reported that they needed mental health
support [10], showing an increase of 8% from the previous
year.

The challenge to providing CAMH intervention in South
Africa is that the prevalence and extent of mental health
conditions are largely unknown and primarily rooted in the
country’s socio-political history [11]. Furthermore, the
exponential increase in poverty in South Africa is expected
to impact CAMH, as there is already a high association
between poverty and depressive symptoms among
adolescents [3]. Studies indicate that school-going children
and adolescents living in low socioeconomic environments
experience several behavioural, social, emotional, and
psychological challenges that impact the learning and
teaching environments [12,13]. Many learners exhibit poor
attention, concentration, comprehension, and reading and
writing skills [14]. In addition, self-regulation skills seem
poorly developed, and there is a lack of significant adult
guidance and supervision to inculcate societal norms,
values and morals. The lack of discipline and behaviour
problems seriously hamper the teaching and learning
process [15]. According to the WHO, behavioural
disorders affect adolescents’ education, and conduct
disorders can result in criminal behaviour. Several studies
undertaken in South African schools indicate an increase in

various issues, including violence, gender-based violence
(GBV), divorce, separation, poverty, truancy and school
dropout rates. Other concerns include abuse, anger,
substance abuse, suicidal behaviours, depression, anxiety,
schoolyard bullying, cyberbullying, sexual harassment,
grooming, sexual abuse, teenage pregnancy, and disruptive
behaviours [12-14]. According to Schulte-K&ne [16],
these patterns of behaviours disrupt school systems and
seriously affect the mental health of the child, family and
community. Seven per cent of all mental health admissions
at state hospitals are CAMH-related [17]. Despite this,
limited professionally trained mental health personnel are
appointed [6]. In KwaZulu-Natal, the most high-risk region
for mental health disorders in South Africa, the provision
of mental health services is insufficient and inadequate, and
data on the prevalence of mental health is unavailable.
There remains a paucity of studies providing insights into
the influence of the interrelationship of age, gender, race,
and socioeconomic status on multisystemic variants of
CAMH conditions.

School-going children and adolescents in the Umlazi
district in KwaZulu-Natal have experienced several
behavioural, social, emotional, psychological and
educational challenges. These challenges can lead to
cumulative mental health risk patterns with strong links to
substance abuse, violence, suicide, pregnancy, poorer
academic performance and psychopathology with ageing
[12,13,18]. This paper hopes to contribute to the
understanding of mental health challenges in children and
young people in the Umlazi school district, KwaZulu-Natal,
and provide vital information on the prevalence of mental
health risk factors in the 10-19-year age cohort. The
knowledge gained will enable various departments to draw
up or update relevant mental health policy documents and
manuals on CAMH risk prevention measures with a focus
on early detection of CAMH difficulties to enable support
and intervention in promoting recovery and building
resilience [19]. Early identification and intervention will
reduce high-risk factors to promote mental health wellness,
and early treatment will reduce factors that threaten mental
health and help promote the complex and multifaceted
development of children and adolescents into well-adjusted
healthy adults. Further, the knowledge of the prevalence of
poor mental health, the related risks and the resilience
factors in children and adolescents in the Umlazi district,
KwaZulu-Natal, will help to determine the role that
educational psychologists and other mental health
professionals may play in the support and intervention of
CAMH needs.

Several South African studies have focused on resilience
and other mental health interventions to overcome
adversities facing young South Africans in different
contextual frameworks [20,21] and have shown positive
adjustment to adversity within marginalised and violent
communities and in townships impacted by HIV/Aids and
infrastructural difficulties [22,23]. A multisystem shortlist
of resilient factors to identify or develop in children and
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adolescents proposed by Masten et al. [24] includes
sensitive caregiving, close relationships and social support;
a sense of belonging and cohesion; self-regulation, family
management, and group or organisation leadership; agency,
beliefs in system efficacy and active coping; problem
solving and planning; hope, optimism and confidence in a
better future; mastery motivation and motivation to adapt;
purpose and a sense of meaning; positive view of self,
family or group; and positive habits, routines, rituals,
traditions and celebrations. In a South African study
exploring adolescents’ understandings of hope, happiness
and life satisfaction while living in a community with high
HIV prevalence, it was found that continual exposure to
adverse experiences, economic hardship and community
violence led to complex trauma that impacted negatively
on young people’s lives and increased risk behaviours,
such as gang involvement, pilfering, and substance misuse.
The concept of hope (‘ithemba’) emerged as a complex
construct linked to emotive constructs about something that
could be acquired in the future — wish (‘isifiso’), desire
(‘isifiso’),  want  (‘ukufuna/isfiso’) and  dream
(‘amaphupho’). These isiZulu words did not evoke the
‘agency and pathways’ constructs of hope and suggested
the contextual factors of resources (such as water, schools,
employment, and safe spaces for recreation), social
inequalities, and a support network must be addressed
within the community to change behaviours. This may
advance HIV prevention and resilience interventions for
young people in such communities [20].

The South African Child Gauge reported that CAMH
services are in crisis due mainly to early childhood
adversity [19]. Broken families through divorce, separation
and GBV have increased by 13.1% between the years 2020
and 2023 [25]. Sixty-four per cent of children do not live
with their parents but live with either a grandparent, sibling
or relative and, in some instances, live alone or take care of
their siblings in so-called child-headed households [26].
This study aimed to identify the prevalence of CAMH
conditions by investigating the mental health of children
and adolescents in the Umlazi Education District in both
rural and urban primary and secondary schools.

2. Method

2.1. Participants

The study used a convenience sample of Grades 4 to 12
participants (N=1708) between 10 and 19 years of age from
primary and secondary, urban and rural schools in the
Umlazi school district, KwaZulu-Natal, South Africa. The
primary school cohort consisted of 10-13-year-old and the
high school cohort included 12-19-year-old. The groups
were matched for gender, race and socioeconomic status.
Because of the hard lockdown measures implemented to
protect and keep learners safe during the COVID-19
pandemic, the sampling method was changed from random

to convenience sampling.

2.2. Instruments

To determine the prevalence of mental health difficulties,
a web-based Child and Youth Mental Health Profiling
System (CYMHPS), which uses rapid real-time 4IR
technologies, was administered. The CYMHPS was
developed at the authors’ university and comprised the
Adverse Childhood Experiences questionnaire (ACE), the
Strengths and Difficulties questionnaire (SDQ) and the
DSM-5 Level 1 Cross-Cutting Symptom Measure. These
tests are internationally recognised and have been validated
in several South African studies [27]. A biographical
profiling questionnaire was used to obtain demographic
information of the participants.

2.2.1. Biographical Questionnaire

A private and confidential learner biographical
questionnaire was completed by all participants. The
questionnaire elicited personal details such as name,
surname, gender, race, age and school details. In addition,
information on family background included options for
family structure, housing, nutrition and clothing.
Respondents were presented with multiple answer options.

2.2.2. Adverse Childhood Experiences Questionnaire

The ACE measures different types of abuse, neglect and
other adverse childhood experiences [28]. The ACE
identifies factors in the environment that place children and
adolescents at risk and is correlated with other measures of
mental health. Respondents answered ‘yes’ or ‘no’ if they
experienced adversity during the first 18 years of their life.
A higher score is an indicator of potential risk for mental
health problems. Karatekin and Hill [29] found the internal
consistency, test-retest reliability, and concurrent and
convergent validity of the ACE acceptable with a
Cronbach’s alpha of 0.84. Test-retest reliability on the
original ACE scale is t=0.79.

2.2.3. The Strengths and Difficulties Questionnaire

The SDQ is a brief behavioural screening questionnaire
which measures emotional symptoms, conduct problems,
inattention and hyperactivity, peer relationship problems
and prosocial behaviour [30]. The SDQ has five domains:
emotional problems, conduct problems, hyperactivity, peer
problems, and a prosocial scale. Several researchers have
found the internal consistency of the SDQ to be high, with
a Cronbach’s alpha > 0.70 [30].

2.2.4. The DSM-5 Self Rated Level 1 Cross-Cutting
Symptom Measure (CCSM)

The CCSM is a 25-item tool which efficiently screens
for a broad range of psychiatric symptoms [31]. Further,
the CCSM domains are internally consistent and a valid
measure of psychopathology suitable for use in diverse
communities. The CCSM has a Cronbach alpha of 0.893.
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The measure was found to have good test-retest reliability
in DSM-5 field trials. The correlation between the child
versions of CCSM and SDQ is 0.698 [32].

2.3. Procedure

The instruments were administered to children and
adolescents at schools by research assistants — graduate
students proficient in isiZulu and trained by the researcher.
The questionnaires took an average of 45 minutes to
complete. The assent form, which comprised the
confidential biographical questionnaire and self-report
questionnaires, was carefully explained to participants. The
participants were allowed to complete the questionnaires at
a pace that was comfortable for them. Participants did not
show any signs of fatigue, inattention or random
responding, and enjoyed completing the tasks. A total of 18
schools consented to participate. The KwaZulu-Natal
Department of Education granted permission to conduct
the research at schools. Permission to conduct the study
was also obtained from the respective school principals and
governing bodies.

2.4. Theoretical Perspective of the Study

Bronfenbrenner’s [33] bioecological systems theory was
used to gain a deeper understanding of CAMH risks. This
theory offers a systemic explanation of the mental health of
the child, giving a holistic view of mental health. When
changes or conflicts happen in any one system or sub-
system of the child or adolescent’s life, this impacts all the
other systems with either a good or poor outcome for their
mental health. Further, the interactions between and within
the different systems of the child are another important
indicator of the level and intensity of potential risk or
resilience for mental health outcomes. The theory
emphasised the importance of family and school systems,
which is particularly relevant in South Africa, where these
systems are failing and require urgent attention. The
objective of using Bronfenbrenner’s theory was to embrace
the complex and multifaceted pathways in mental health
and to understand the dynamics of the interactions between

the systems that result in a particular mental health outcome.

In order to promote mental health, several multi-layered
factors need to be targeted simultaneously.

2.5. Ethical Considerations

The Research Ethics Committee of the Faculty of
Education at the authors’ university approved the study,
and the KwaZulu-Natal Department of Education and the
National Director-General of Education granted
permission to conduct research at the schools. Participants
were informed that participation in the study was voluntary
and that they could withdraw at any time if they wished.
All participants’ confidentiality, privacy and anonymity

were assured and protected by informed consent, building
trust, using participant codes and ensuring that the
participants’ rights were respected.

3. Data Analysis and Results

The researchers manually captured the responses from
the hard copies and uploaded them onto the online platform.
Nineteen participants responded online. The captured
entries were independently verified. Analyses were done
using SPSS-27 (IBM Corp).

3.1. Socio-Demographics

In Table 1, the socio-demographics of the participants
are presented.

Females comprised 56% of the sample, with most being
Black African (85%). Grades 4, 5 and 12 were under-
represented in the sample. Most children (48.1%) lived
with both parents. Common alternatives included residing
with their mother only (34%), grandparents (17.9%), an
uncle (18.3%) or an aunt (18.4%). Most household
members were poorly educated, unskilled, and employed
as domestic workers or in other menial jobs, and many were
recipients of a state social grant. Large numbers of family
members were unemployed. Caregivers were unable to
provide sufficient food for the family, and children
depended on the school lunch meal (see Table 1).

3.2. Adverse Childhood Experiences Questionnaire

Table 2 provides a breakdown of the adverse responses
endorsed by the respondents on the ACE.

Table 2 shows that household dysfunctions — viz.
divorce (26.7%), imprisonment (20.8%), living with an
alcoholic or drug abuser (19.1%), neglect (17.9%) and
abuse (physical 17.8%; psychological 17.4%) — were the
most common adverse childhood experiences suffered by
the respondents.

Male and female responses differed. Female respondents
had statistically significantly more ‘yes’ responses on ACE
items 1, 2, 3, 4, 6, 7 and 9. Males had significantly more
‘yes’ responses on items 8 and 5. Overall, female
participants were more vulnerable to eight of the ten ACE
items and were more at risk of adverse childhood
experiences than male respondents. Twice as many females
indicated that they had suffered four or more adverse
childhood experiences.

3.3. Strengths and Difficulties Questionnaire

The SDQ was subjected to factor analysis using a PCA
with Varimax rotation (KMO=0.831) and Bartlett’s
sphericity (p=.000). Five first-order factors emerged,
accounting for 38.5% of the variance. The factor items, in
the order of loading, are shown in Table 3.
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Table 1. Sociodemographic details of study (N=1708)

n %
Gender
Female 956 56.0
Male 752 44.0
Age
10 years 21 1.2
11 years 109 6.4
12 years 340 19.9
13 years 314 18.4
14 years 282 16.5
15 years 256 15.0
16 years 196 115
17 years 114 6.7
18 years 64 3.7
19 years 12 0.7
Race
Black African 1451 85.0
Coloured 50 2.9
Indian 194 11.4
White 13 0.8
School
Primary 769 45.0
Secondary 939 55.0
Grade
4 11 0.6
5 17 1.0
6 339 19.8
7 402 235
8 238 13.9
9 350 205
10 139 8.1
11 200 11.7
12 12 0.7
Lives with
Mother & father 821 48.1
Mother only 587 344
Father only 89 5.2
Grandparents 305 17.9
Uncle 313 18.3
Aunt 315 18.4
Foster parents 19 11
Children’s home 39 2.3

Child-headed household 32 19
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Table 2. Frequencies of Adverse Childhood Experiences

Item Description n % Rank
6 Household dysfunction (divorce) 456 26.7 1
10 Household dysfunction (imprisonment) 355 20.8 2
8 Household dysfunction (alcoholic, drug abuser in the family) 326 19.1 3
4 Neglect (emotional) 305 17.9 4
2 Abuse (physical) 304 17.8 5
1 Abuse (psychological) 297 17.4 6
9 Household dysfunction (mental, suicide) 181 10.6 7
7 Household dysfunction (gender violence) 161 9.4 8
5 Neglect (physical) 81 4.7 9
3 Abuse (sexual) 55 3.2 10

Table 3. First- and second-order factor analysis of SDQ
Factor Items Factor Name Cronbach a Q
First-order analysis
1 11,9,17,4,1,14 Considerate behaviour 0.661 0.659
2 13, 24,16, 8 Anxious behaviour 0.532 0.533
3 3,5,2,6,15 Seclusion behaviour 0.479 0.444
4 25,21,7,20 Compliant behaviour 0.562 0.550
5 22,12,18,19 Aggressive behaviour 0.472 0.472
Second-order analysis
13, 24,16, 8, 3,5, 2, 6, 15, 12, 18 .
(Factors 3+2+5) Perceived weaknesses 0.672 0.666
2 11.9,17,4,1,14. 25,21, 7,20 Perceived strengths 0.736 0.735

(Factors 1+4)

There were low reliabilities in the first-order of the factor
analysis. These may be ascribed to the three-point scale
(respondents are unlikely to score themselves as ‘certainly
true’ on all weaknesses listed) and reverse scoring. The
second-order factor analytic procedure of a PCA with
Varimax rotation (KMO=0.576, Bartlett’s sphericity=p
<.001) suggested a more plausible solution than five factors,
as shown in Table 3. The two second-order factors
explained 63.0% of the variance.

3.4. DSM-5 Level 1 Cross-Cutting Symptom Measure

The descriptive statistics for the Domains 1-X on the
CCSM are provided in Table 4.

Repetitive thoughts and behaviours had the highest mean
(1.66), followed by sleep problems (1.49), anger and
irritability (1.46), depression (1.45) and inattention (1.43).
These symptoms were endorsed by the respondents as

‘slightly’ or ‘rarely’, i.e., it bothered them mildly. A higher
score on the CCSM was indicative of a higher number of
adverse childhood experiences, i.e., repetitive thoughts and
behaviours, sleep problems, anger and irritability,
depression and inattention. These items also significantly
correlated with the sum of the items on the ACE.

Gender differences were identified on the CCSM for the
domain XI (substance use — items 20, 21, 23) and domain
XI1 (suicide behaviour — items 24, 25). Females endorsed
the items on suicide behaviour significantly more often
than males, while males endorsed substance use behaviours
(items 20-23) more. Meaning substance abuse was more
prevalent among males, and suicidal ideation was more
prevalent among females. Further, the sum of suicide
behaviour items (24 & 25) was significantly positively
correlated with ACE (r=0.140, p=< .001). The sum of
substance abuse items (20-23) was also correlated with the
ACE items (r=0.117, p=<.001).
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Table 4. Domains I-X on the DSM-5 questionnaire (N=1,708)

z M SD
The mean of somatic symptoms (1, 2) 2382.50 1.39 1.206
Mean of sleep problems (3) 2542.00 1.49 1.577
Mean of inattention (4) 2448.00 1.43 1.546
Mean of depression (5, 6) 2481.50 1.45 1.269
Mean of anger & irritability (7, 8) 2492.50 1.46 1.354
Mean of mania (9, 10) 2366.50 1.39 1.236
Mean of anxiety (11, 12, 13) 2350.33 1.38 1.214
Mean of psychosis (14, 15) 1817.00 1.06 1.277
Mean of repetitive thoughts & behaviours (16, 17, 18, 19) 2841.75 1.66 1.171

Notes: Item numbers in brackets

Concerning the race groups, the largest effect size
difference was present in the repetitive thoughts and
behaviour domain (r = 0.31) and psychosis (r=0.23). Non-
parametric tests were used to further probe both repetitive
thoughts and behaviours (items 16-19) and psychosis
(items 14 and 15). Black African respondents had
significantly higher mean rank scores on items 19 and 18,
which suggests that they experienced these symptoms
significantly more often than the other race groups. The
most significant was inattention (item 4), with a moderate
effect size of r=0.423. All the other effect size differences
were small, but revealed that the older age group (14-19
years) had significantly higher mean scores than the
younger age group.

The Black African race group also had a lower score on
items 20-25 than the other race groups. Black Africans also
had statistically significantly more ‘yes’ than ‘no’ answers
compared to the other race groups on items 21-23. The
statistically significant more ‘yes’ responses by the older
age group (14-19 years) suggested that they were at a
greater risk for substance abuse, suicide ideation, and
suicide attempts than the younger respondents.

4. Discussion

This study showed high levels of mental health
difficulties among children and adolescents. The
prevalence of adverse childhood experiences was 61.4%.
According to Felitti et al. [34], four or more ACE items
indicate a 4 to 12-fold increased mental health risk for
alcoholism, drug abuse, depression, bipolar disorder and
suicide. In our study, 14.3% of the participants had four or
more adverse experiences, suggesting that they faced a 4 to
12-fold risk of these disorders.

The highest-ranking ACE items in the study were
divorce and separation, family members going to prison,
living with an alcoholic or drug abuser, emotional neglect,
physical abuse, psychological abuse and suicide. Many
studies have associated divorce and separation with CAMH

conditions such as aggression, stress, substance addiction,
lower self-esteem, behavioural problems, suicidal ideation,
emotional and behavioural disorders, depression, anxiety,
and poor school performance [35,36]. In our study, divorce
was strongly correlated with living with an alcohol or drug
abuser (19.1%), a family member going to prison (20.8%),
emotional neglect (17.9%) and GBV (9.4%). In addition,
studies have shown that parental imprisonment is
significantly associated with mental health conditions, such
as depression, anxiety, PTSD, low self-esteem and
disturbed sleeping patterns, and physical health conditions,
such as migraines, asthma, HIVV/AIDS and high cholesterol
[37]. Thompson et al. [38] suggested a strong association
between the imprisonment of a family member and suicide
and the accumulation of adverse childhood experiences.
Our study supports this view, showing that the participants
with high scores on the CCSM experienced a greater
number of ACE items. The other mental health difficulties
found in this study included repetitive thoughts and
behaviours, sleep problems, inattention, anger and
irritability, psychological abuse, substance abuse, worry,
fear, depression, anxiety, suicidal attempts and GBV.
Glickman et al. [39] stated that childhood adversities are
associated with an increased risk for the prevalence of
psychopathology and that higher levels of emotional
neglect were associated with increased depressive
symptoms.

Our study showed that females had significantly more
endorsements of emotional neglect, verbal abuse, physical
abuse and suicide than males. About 21.5% of females
reported attempting to kill themselves in the past two weeks.
Several international studies support this finding,
indicating that more females attempt suicide and exhibit
higher suicidal ideation than males [40,41]. The prevalence
of suicide attempts in the present investigation is similar to
these international studies but differs from some South
African studies [42,43], which are much lower. Cluver et
al.’s [42] longitudinal study showed 3.2% of adolescents
attempting suicide, 5.8% planning suicide and 7.2%
reporting suicidal ideation, while Khuzwayo et al. [43]
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found a prevalence of 14.8% of females attempting suicide.
De Wet [44] reported a contrary finding on suicide
prevalence related to self-harm in that he found males to
have a higher rate than females, except for females who
were pregnant. According to Miranda-Mendizabal et al.
[40], females have specific risk factors for suicide attempts,
including depressive symptoms, PTSD, bipolar disorder,
eating disorders, interpersonal problems, having a history
of abortion and being a victim of dating violence. Orri et al.
[45] suggested that an increased risk of suicidal ideation
during adolescence and early adulthood was associated
with early-life social and environmental adversities,
including childhood externalising problems — a finding
confirmed in our study.

The prevalence of GBV, physical neglect, sexual abuse
and emotional neglect in the study was lower than that
reported nationally [46]. The lower endorsement by
participants may be due to low response rates, social
desirability bias or fear of reporting such experiences in a
school setting. This is an anomaly because, as Mutinta [47]
contends, South Africa has one of the highest prevalence
rates of GBV, abuse and neglect in the world. In the present
study, GBV may have been under-reported, but the results
also showed that secondary school respondents had a lower
frequency of reporting GBV than primary school
respondents. There may be different reasons for not
disclosing GBV among high school learners; probably,
safeguarding one’s privacy is a key concern. The
breadwinners may be the perpetrators of GBV in the family,
hence the fear to disclose information. The cyclical effect
of South Africa’s marginalised historical past, economic
insecurity and socio-cultural factors has a dynamic impact
on reporting GBV and may contribute to victims of
violence being voiceless and powerless. Thus, there is a
discrepancy in the results of the study and the national
figures on GBV. In addition, national figures represent
reported police statistics. Qualitative studies with
individual and focus group interviews may encourage
dialogue for more truthful responses. It is recommended
that mental health care professionals support female
learners by encouraging the implementation of GBV
school programmes and creating safe spaces for dialogue.
This will reduce GBV, sexual violence, physical and
emotional abuse, as well as help direct female learners to
community resources for support.

Friedberg et al. [48] reported that sexual violence among
youth in urban, low-income communities is associated with
the prevalence of mental health conditions such as PTSD
(12.2%), depression (9.2%), and anxiety (17.6%), with
poor or adverse long-term mental health outcomes.
Similarly, in their study, Wado et al. [49] found that 22%
of girls reported physical or sexual violence, 13.3%
experienced symptoms of depression, and about 47% of
girls reported exposure to adverse life events in the family.
In our study, respondents experienced poverty, crime,
unemployment, and poor living standards that impacted
their physical and mental health. Our findings indicated

that adverse childhood experiences made the participants
vulnerable to cumulative risks for psychiatric and physical
health. The difficult and poor socio-economic
circumstances, including the breakdown in the family unit,
intensified poor mental health outcomes because of the lack
of appropriate levels of nurturing, safety, and stability. This
negatively impacted social, psychological, and educational
outcomes, such as poor school performance and
behavioural difficulties.

Two factors emerged from the SDQ: ‘perceived
weakness’ and ‘perceived strength’. Perceived weaknesses
include anxious behaviour, seclusion behaviour and
aggressive behaviour. Research has shown that anxiety and
aggression are important factors related to CAMH [50].
Zakhour et al. [51] found that parental divorce and family
conflict are associated with increased physical and verbal
aggressive behaviour, as well as anger and hostility. This is
consistent with our findings on the ACE, SDQ and CCSM.
Chung et al. [50] suggest that indirect aggression (anger
and hostility) was more closely associated with anxiety
than direct aggression. In many ways, the findings of the
SDQ correlated with the results of the ACE and confirmed
externalising difficulties. An important implication of our
findings is that low perceived weaknesses benefit learners
by enabling better future choices to combat mental health
problems — a view supported by other research.

The other factor, ‘perceived strength’, related to
internalising difficulties, showed that respondents endorsed
strengths (factor one) above their weaknesses (factor two).
This indicates that respondents’ perceptions gravitated
towards considerate and compliant behaviours rather than
aggressive, seclusive and anxious behaviours. The reason
for this perception is not clear and needs further
investigation. One interpretation may be that this
perception is an adaptive behaviour. On the other hand,
research on stigma points out that adolescents may not want
to be seen as different or less desirable, and this may
influence the positive perception of strengths compared to
weaknesses. The two-factor solution differed from the
standard five domains, which showed that respondents
perceived that their strengths (considerate and compliant
behaviours) were significantly truer than their weaknesses
(aggression, seclusion and anxious behaviour). This
demonstrated that the groups coped with the challenges of
aggressive, seclusive, and anxious behaviour which posed
significant stress to them. They had a stronger
identification with resilience factors such as kindness,
helpfulness, cooperation and caring for the weak. They
were able to adapt to their adversity and gain mastery over
it. Females had endorsed consideration and compliant
behaviour more although they suffered four or more
adverse childhood experiences than their male counterparts.
This implies their resilience.

In this study, learners’ endorsements on CCSM
identified repetitive thoughts and behaviours, sleep
problems, anger, depression and inattention as mental
health concerns and challenges. These are common
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symptoms for various ICD or DSM disorders. These
symptoms are precursors to poor mental health and
wellness and may be predictors of more serious mental
disorders, which often continue into adulthood.

Our study showed gender, age and race differences in the
expression of symptoms. Female learners were more
affected by anxiety, somatic problems, anger and
irritability, repetitive thoughts and behaviours, psychosis
and depression than the male respondents. Other studies
have established that anxiety and depression are higher in
female than male adolescents [52]. Bahrami and Yousefi
[53] found that anxiety affected girls more than boys and
suggested that if the condition persisted, it could develop
into more severe clinical disorders. Lindemann [54]
established that generalised anxiety disorder was more
prevalent among women, especially young Black adults
from low-income groups. According to Khesht-Masjedi et
al. [55], gender differences in depression first appear at the
age of 12-14 years. They found that depressed girls felt
sadness, worthlessness, guilt, low energy and fatigue or,
more accurately, asthenia. In contrast, depressed boys had
symptoms like irritability, suicidal thoughts and anhedonia.
Further, our study showed that the older learners, aged 14
to 19 years, were at greater risk for substance abuse,
suicidal ideation and suicide attempts than the younger
respondents. Shankar et al. [56] stated that suicide is the
second leading cause of death among youth aged between
15 and 24 vyears and that substance misuse,
psychopathology, previous attempts of suicide and family
history of suicide were strong risk factors for suicide

attempts, with major depressive disorder ranked the highest.

Further, males endorsed substance abuse more than
females, while females endorsed thoughts about Killing
themselves or committing suicide more than males.

Black African learners were at greater risk for smoking
cigarettes and tobacco and using drugs, such as marijuana,
cocaine, painkillers, and non-prescribed sedatives, to get
high. Studies indicate that children from single-parent
homes were at higher risk of engaging in cigarette, alcohol
and marijuana use, which is in keeping with the evidence
in our study [57]. Banks et al. [58] stated that the concurrent
use of cigarettes and marijuana led to depression,
neurocognitive deficits and other psychiatric disorders, and
if alcohol was also included, there were risks for higher
levels of psychological distress, school dropout and
substance use disorders in adulthood. A further finding on
substance abuse in the present study was that the other race
groups were at greater risk of consuming alcoholic
beverages, having thoughts of killing themselves and
attempting suicide, while the Black African group was at
higher risk of smoking cigarettes and using drugs, glue,
painkillers and/or sedatives.

Aligned with the bioecological systems theory, this
study alerts us to the impact that environmental and social
factors have on the mental health of children and youth.
Further, the study shows the need for CAMH
psychoeducation and support and intervention and

prevention programmes in schools. There is an urgent need
for support and treatment for learners in the education
district where the study was conducted, including
structured intervention by educational psychologists and
other mental health professionals. This may apply equally
to other learners in the country.

The identified risk patterns indicate that South Africa
should consider establishing a ‘Road to Mental Health’
chart at schools, similar to the ‘Road to Health Chart’ to
record a child’s mental health from school entry to exit,
which will facilitate the early identification of mental
health needs and provide appropriate support. This will
facilitate the establishment of ‘mental health champions’
among educators or other identified individuals. The
programme should be jointly developed through
collaboration between the departments of Health,
Education, Social Development, and Justice. Further,
educational programmes to promote positive mental health
should be part of the curriculum at primary schools and
encourage resilience-enabling skills. In addition, school
and community programmes, such as sports, recreational
and relaxation activities, choirs, musical concerts, youth
festivals, youth camps, and peer support groups will further
help learners grow a network of support.

Such early interventions for learners will prevent more
serious, chronic mental health concerns. Unfortunately, in
South Africa, the legislation, policies and guidelines for
CAMH are poorly implemented or not implemented at all.
Given the findings in this study, CAMH must be addressed
at the highest levels of national government and involve the
departments of health, education, social development,
police, correctional services, and justice. Failure to
effectively plan, manage and implement CAMH policy and
service delivery will have severe consequences for the
prevalence of poor CAMH and the burden of disease in the
future.

The findings point to the important and necessary role
that educational psychologists and other mental health
professionals can play in early identification and
intervention at the school level. These can be achieved
through workshops, seminars and informational sessions.
Educational psychologists should be involved in the
training and support of school staff to equip them to
identify risky behaviours and early signs and symptoms of
mental health problems. In addition, educational
psychologist can help the school prepare intervention
programmes and promote mental health awareness,
support and prevention that is culturally sensitive.

5. Conclusions

The findings of this study indicate a high prevalence of
mental health difficulties among children and youth in the
education district studied. One limitation of the study was
the sampling method. Convenience sampling has low
external validity and the results are not generalisable to the
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larger population. The sampling also resulted in the upper
and lower age groups (Grades 12 and 4) being under-
represented. Another limitation of the study was that the
CYMHPS was administered in English. Generally, South
Africa has a shortage of culturally appropriate screening
tools and this is especially true for CAMH research.
Bilingual research assistants were used to help participants
understand the concepts translated from English to isiZulu
e.g. the concept ‘mental health’ in isizulu is expressed in
different ways — ‘isimo somgondo’, ‘impilo yenggondo’,
ukugula kwengqondo’. In addition, the assessment tools
used were found to be valid and reliable in several studies
[59, 60].

The implications of the findings of the study indicate the
need for intervention and support through a structured and
formal mental health policy by both the health and
education departments who are legally, ethically and
morally obligated, as enshrined in the South African Bill of
Rights, to address mental health difficulties identified in
the children and adolescents under their care and
management at schools in South Africa. The use of
properly trained mental health care professionals, such as
educational psychologists, primary health care nurses and
doctors, at the school level cannot be overemphasised.
Resilience models of mental health increasingly indicate
the factors that facilitate positive mental health outcomes
following adverse experiences. This neoteric approach is
gaining traction as a strategy in intervention, care and

prevention treatments and deserves consideration,
inclusion and application in policy development.
Identifying resilience measures for CAMH risks,

strengthened by early detection, will promote recovery and
build resilience for future generations, impacting the
growing global CAMH prevalence. In South Africa,
resilience does not focus on individual strength and
tenacity as is common in Western cultures, but,
increasingly on good social support structures. Helpfulness
to others and encouraging the value of community
involvement to take responsibility for others are identified
as resilience-enablers. Intervention strategies must include
the promotion and development of good social support
structures, promote helpfulness to others and focus on the
value of community involvement and engagement. The fits
into the African worldview of Ubuntu, humanity or being
considerate to others and showing kindness.
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