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Executive summary 

Introduction 

Purpose 

Six case studies were undertaken to illustrate the issues faced by on-the-ground 
service providers in delivering different kinds of early childhood development (ECD) 
services for 0-4 year-olds. The case studies sought to illustrate the way each service 
met children’s holistic needs. They also examined the factors that either contribute to 
or hinder effective service provision in order to indicate what is working well and 
what the gaps are in relation to the interface with government, training and 
accreditation, the job hierarchy, child and caregiver outcomes.   

Method 

Three ECD centre services and three home-based services, all of which worked with 
poor children, who are the National Integrated Plan (NIP) target group, were 
selected. The centres included:  

 An unregistered site operating from a garage as a small business;  

 A large, established, registered and subsidised custom-built preschool; and 

 A registered and subsidised site in an informal structure. 

 The home programmes aimed at primary caregivers included: 

 A home visiting and toy library project operating from a preschool centre, 
which had stimulation and service linkage aspects; 

 A psychosocial support programme offered to mothers at risk of rejecting or 
abusing their infants; and 

 A rehabilitation programme for caregivers of malnourished infants and young 
children, chosen for its health and nutrition focus. 

Service delivery was documented on the basis of observations, interviews with 
different role-players, scans of administrative and programme records, and a review of 
evaluation reports where available. Names and identifying details of participating 
projects and respondents have been excluded so that disclosures and the researchers’ 
findings do not prejudice them in any way. 

Findings 

Links to government services 

The case studies showed that there were limited linkages between government 
services at the ECD centres. Among the linkages identified were: 

 Sound relationships between staff members of the three ECD centres and the 
local clinic sisters; 
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 Two of the centres benefited from training under the Expanded Public Works 
Programme (EPWP) programme; 

 On occasion, officials from local government or the Department of Social 
Development (DoSD) disseminated information at meetings of the educare 
forums; and 

 The principal of the private centre had become familiar with local government 
and DoSD officials in her four-year struggle to have her facility registered. 

The following two instances point to an absence of linkages where these might have 
been expected: 

 Although the large custom-built preschool was registered and subsidised by 
both the DoSD and the provincial Department of Education (DoE) for Grade 
R, it had not had a visit from either department in at least the last four years.  

 None of the centres had any contact with local primary schools despite certain 
of these schools being within walking distance. 

In contrast, the home visiting ECD services were very effective at providing linkages 
between ECD services, local and provincial government. Outreach workers were 
successful enablers of access to grants and they linked primary caregivers to a broad 
range of health, social and education services, as well as to a range of complementary 
non-governmental organisation (NGO) services. This appeared to be a reflection of 
the following: 

 Their organisations’ clear definition of their role in the community as ‘weavers 
of children’s and primary caregiver’s safety nets’. 

 Their own regular meetings with well-trained and informed supervisors who 
were able to broaden and deepen their knowledge of relevant services and how 
to access these.  

Training, sustainability and jobs in the case study projects 

Finances were a struggle for all the case study projects. All the centres, including the 
very efficiently run non-profit preschool which received all available state subsidies, 
struggled financially.  

Home visiting services were almost entirely dependent on financial support from 
donor organisations and the DoSD. The psychosocial support service to at risk 
mothers had very high training and mentoring costs and had been forced to close in 
some areas because of a lack of funds. Budgets for the other services were also very 
tight. When one project’s funding was over three months late the service was 
suspended for a year and the outreach workers in that community had to find 
alternate employment. 
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The case studies made it clear that to sustain vital ‘safety-net’ jobs, there is a need for 
both: 

 More realistic and longer-term service organisation budgets; and  

 Larger and more efficiently managed government subsidies. 

None of the centres could afford to pay for staff training. Therefore, sponsored and 
accredited training through donor support or the EPWP impacted positively on the 
centre workers’ stability in posts by enhancing both their commitment to their work 
and their interest in further professional development. The home visiting services 
spent a considerable proportion of their budgets on specialised in-house training and 
mentoring, and managers and workers in these services emphasised the importance of 
training for their personal development and for job satisfaction. In addition, the value 
of accredited training was demonstrated by one of these services finding relief staff 
for all its outreach workers while they attended the EPWP home-based worker 
training.  

Good working conditions such as supportive and fair management and interested 
oversight by the principal or service co-ordinators were shown to be as important as 
salary levels in determining ECD workers’ commitment to and stability in their jobs. 
In the two cases where the well-trained founder-principals of centres tended to be 
inconsiderate and autocratic, caregivers only lasted for short periods in their jobs. The 
large centre, which had a principal with good administrative skills and sufficient 
experience as an ECD caregiver for her to understand and oversee the work of her 
colleagues, was able to offer the most effective programme. 

In two of the specialised outreach projects, recognition for good work through 
financial incentives or by promotion contributed to the retention of trained and 
commited staff within a service. 

Findings related to NIP programme components 

Registration of births and referral services for health and social security 
grants  

The vast majority of parents who could afford centre-based care had ID documents 
and birth certificates and were able to access child support grants. The principal of the 
unregistered centre only kept copies of Road to Health cards and was unaware 
whether children had birth certificates. In the home visiting services, staff played a key 
role in registration of births and in assisting families to access grants and available 
health, social and education services.  

Child health 

ECD principals and home, family or maternal outreach workers had good links with 
the local clinics or maternity facilities. In all cases the ECD workers were keenly aware 
of the necessity for every child to have up-to-date immunisations which were 
recorded on Road to Health cards. Children were referred to a health facility when 
necessary. Outreach workers were more involved in addressing treatment of 
HIV/AIDS in babies and young children. 
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Nutrition 

All the home services promoted breastfeeding and nutrition. Nutrition was also an 
important component of the centre programmes which all provided meals, though 
budget limitations meant that they could not make up for situations where families 
could not feed children at home. The specialised nutrition service to underweight 
infants and their mothers was shown to be particularly successful in respect of infant 
recovery. 

Healthy pregnancy, birth and infancy  

The service which supported expectant mothers ‘at risk’ of neglecting or abusing their 
babies played a vital role in reducing the vulnerable mothers’ sense of isolation and 
helplessness. It helped reluctant, often teenage, mothers to understand, accept and 
‘care’ for their pregnancies. After the baby was born, the service educated and 
supported the mothers in how to care for, stimulate and feed (if possible breastfeed) 
their infants.  

The home visiting nutrition service focused on very young children, promoting the 
use of cheap local food and breastfeeding whenever possible.  

Early learning and stimulation 

All home visiting projects included some parent or caregiver education on how to 
stimulate early learning, but this was only a significant focus of the project linked to 
the ECD centre.  

The centre programmes varied. The large preschool had a varied and generally 
interesting early learning programme for all ages, though less so for the babies who 
received good and warm care with a few activities. In both the privately owned and 
the informally built centres, caregivers were less experienced, less trained and less 
motivated than their dominant principals. In these situations there were many 
sessions of minimally supervised ‘play and observation’ and planned pre-literacy and 
pre-numeracy learning stimulation was only provided to the Grade Rs. 

Development and implementation of psychosocial programmes 

Maternal education in their babies’ and children’s emotional and psychosocial 
development was an element of all three community visiting services. It was a 
particularly strong feature of the service for mothers and infants ‘at risk’.  

At the large ECD centre most staff members were seen to be effective in interacting 
warmly with all the children as individuals. In the other ECD centres there was a lack 
of opportunity for children to play or to learn independently, and negative forms of 
discipline, such as shouting, threatening, withdrawing of food and smacking, were 
used to resolve conflicts and to restore order.  
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Findings which might contribute to the scaling up or improvement of 
services 

The six case studies suggested that to make a difference to the quality and the extent 
of delivery of ECD services to children aged 0-4, the following were critical: 

i. More realistic state subsidies to ECD centres and especially to specialised outreach 
services; 

ii. Longer term and more detailed budgeting by centres and service organisations; 

iii. Sponsored and accredited specialised training; 

iv. Service and centre governing bodies which comprise members with local 
knowledge and with technical competencies rather than with high political profiles; 
and  

v. Centre or service managers who are sufficiently trained and experienced to provide 
clear definitions of staff roles and responsibilities, together with a formal system of 
supervision, which combines specialist support and mentoring with regular 
performance monitoring.  



 Scaling up Early Childhood Development (ECD) (0-4 Years) in South Africa  

  

 

10 

1. Introduction 

1.1 Purpose 

This paper belongs to a series of working papers which inform the Scaling up Early 
Childhood Development (ECD) Services (0-4 years) Research Project.  The purpose 
of this research is to improve the evidence base supporting implementation of 
government’s vision for increasing access to quality ECD services. Both the scaling up 
of integrated services and the creation of jobs in the ECD sector are set out in the 
National Integrated Plan (NIP) for ECD and the Expanded Public Works 
Programme (EPWP).  Selected case studies were undertaken to gain an understanding 
from the perspective of service providers, of the issues faced in delivering ECD 
services of different kinds. Lessons will be drawn from this to inform demonstration 
projects and information gathered will link to other working papers, indicating what is 
working well and what the gaps are in relation to the interface with government, 
training and accreditation, the job hierarchy, child and caregiver outcomes.   

The NIP for ECD specifies a three-level continuum of service delivery for 0-4 year-
olds household interventions (50% of the target population), community 
interventions (30%) and formal institutions (20%).  Of these universal primary health 
care services, birth registrations (76%) and uptake of grants (86% of eligible 0-4 year-
olds) which are becoming widely established and formal ECD provision which 
currently reaches about 20% of children, are the most widespread. Certain services 
mentioned in the policy such as psychosocial support and early stimulation 
programmes at community and household level are as yet very limited.  Recent work 
commissioned by the United Nations Children’s Fund (UNICEF) (Biersteker, 2007) 
indicates that one of the factors for this is the lack of public support for such services 
but also that with a few exceptions providers do not have a long experience of service 
provision outside of ECD centres.      

The key feature for the whole service delivery continuum is integrated service delivery 
to ensure that young children’s rights to survival, protection, development and 
participation are realised.  Desirable as this is and despite government commitment to 
it in policies and plans, service integration is challenging at all levels. A concept 
emerging in government ECD thinking is the use of ECD centres as resources of 
support for young children and their families1. However, there are other potential 
service nodes for young children and their caregivers, for example, primary health 
care services.  

                                                        

1 Massification of ECD Concept Document, Concept Proposal ECD Centres as Resources of Care and 
Support for Vulnerable Young Children and their Families (including Orphans and Vulnerable Children, 
or OVC). 
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Contribution of this component 

An in-depth examination of an illustrative selection of ECD service delivery models 
for children aged 0-4 years will contribute to an understanding of the way these 
services meet young children’s holistic needs, the factors that contribute to their 
effectiveness and barriers to effective functioning. 

Aspects of service provision and delivery included in the description are: 

a. Who accesses the service and how this relates to service targeting; 

b. What the service elements are and which child outcomes and/or caregiver 
outcomes they are intended to promote; 

c. An assessment of the quality of the service (including how responsive it is to local 
child care practices);   

d. The nature of the service, for example, public, for profit or Not-for-Profit 
Organisation (NPO);  

e. The sustainability of the service (in terms of management and funding); 

f. The staffing of the service including job hierarchy, training and costs; 

g. How the service delivery point co-ordinates access to all the ECD services needed 
to promote and deliver the core child well being outcomes or not; and 

h. Any business model that may have been developed to support the project (for 
example, a crèche that is part of an association or network). 

1.2   Method 

On the basis of literature documenting different forms of ECD provision, six 
different services for young children were identified as case studies.  These were not 
intended to be representative of ECD services in diverse contexts but sampling was 
purposive. In a context where there was a degree of public support and monitoring it 
sought to illustrate how different services deliver the NIP service package. The 
services included three centres for young children because this is the focus of Phase 1 
of the NIP, of EPWP training and job creation and three home/community outreach 
programmes each of which  provided aspects of the NIP service package.  

Centre services were identified through an NGO service provider who had been 
asked to provide an introduction to possible sites which were serving poor children 
(the NIP target) and which were functioning reasonably well within the resource 
constraints common in the sector.  After a series of introductory visits, three sites 
were selected including 

 A registered and subsidised site operating in an informal structure in a 
developing urban area of mixed informal and RDP housing 

 An unregistered site, operating as a small business from a converted garage in a 
low income housing area 

 A large, well-established, custom-built ECD centre operating in a poor and 
crime-ridden urban area. 
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Three services aimed at households and primary caregivers were also selected on the 
basis of their offering key parts of the NIP service package.  These included 

 A home visiting and toy library project operating from an ECD centre. This 
had stimulation and service linkage aspects and a key feature of its selection 
was the attempt to use an existing ECD centre as a ‘point of convergence’ 
(Department of Education, 2006).  

 A psychosocial support programme offered to mothers at risk of rejecting or 
abusing their infants. 

 A rehabilitation programme for caregivers of malnourished infants and young 
children, chosen because of its health and nutrition focus. 

Service delivery was documented on the basis of observations, interviews with 
different role-players, scanning of administrative and programme records, and 
evaluation reports where available. Field visits and interviews took up to three days 
per project. As required by the HSRC Ethics Committee, the participating projects 
and all respondents were kept anonymous so that they would not be prejudiced in any 
way by their disclosures or by the researchers’ findings. For this reason, names and 
other identifying details have been excluded from the report. 
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2. The case studies 

Three of the following case studies present projects which employ community-based 
women to provide services to primary caregivers and young children in their homes. 
Because these projects use different names such as ‘community outreach workers’ or 
‘family support workers’ or ‘home visitors’ for these staff, the generic ‘outreach 
workers’ is used in the sections which follow.   

2.1   A registered and subsidised educare centre 

General description 

The first case study deals with a 12-year-old centre, located in an area of mixed 
informal and RDP housing on the fringes of a Cape Town township. The area was 
characterised by poor drainage and there were frequent floods during the rainy winter 
months. The poor community included many recent migrants from the Eastern Cape. 
There was high un- and under-employment and a majority of single parents (as is the 
norm among urbanised African communities in South Africa). In recent years there 
had been a rise in social problems associated with gangs, alcohol and drugs in this and 
neighbouring areas. 

During the research period the centre catered for 72 children from babyhood to 
Grade R in three separate ‘classes’. It was registered with the DoSD and the Grade R 
class was registered with the DoE. During the initial stages of the research there was a 
staff complement of five including a principal, a cook and three caregivers. Certain 
staffing changes which occurred towards the end of the research are reflected below.  

In 1996 the current principal began a crèche for 20 babies at her home after ‘seeing 
children roaming on the streets and being concerned about child abuse’. This evolved into an 
established ECD centre housed in a corrugated iron shelter on a piece of land 
donated to the centre management by local government. There was piped water and 
two toilets on the site and according to the staff, plans to build more toilets for the 
children were ‘under way’. There was no electricity on site, although a neighbour 
permitted the centre to connect to his electricity supply. Space for outdoor play was 
very limited but there was some outdoor climbing and swinging equipment. The 
principal had done all she could to make the site attractive, it was extremely clean, the 
corrugated iron was freshly painted with bright pictures on the outside and the 
classroom displays were very neat. 

The principal reported that the iron building was so cold that in winter many parents 
preferred to keep their children at home. The researcher observed that the roof leaked 
in two places. In addition, he noticed that the noise from the rain made it difficult for 
the young children to hear what their caregivers were saying.   
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Access 

The centre provided for the children of working and unemployed parents from the 
surrounding homes. In 2007 it had managed to maintain a low monthly fee of R35 
per child because it received DoSD subsidies of R 6.50 per qualifying child per day for 
51 of the 72 children on its register. Although a further 12 children were said to be 
registered, they and the remaining 9 children were unsubsidised.  

As is the case in most centres, the principal reported that the numbers of subsidised 
children fluctuated from year to year depending on parental income. (For one child 
the parental income cut-off point for an ECD subsidy was R1,200, which is low).  

The provincial DoE subsidised the 36 Grade R children on a per capita basis. 70% of 
the Grade R subsidy was for learner support material and 30% went towards the 
Grade R caregiver’s salary. The principal reported that the Department’s insistence on 
prescribing how the educational subsidy is spent and accounted for made it difficult 
to buy nutritious food in sufficient quantities for all the children. She explained that in 
her community fees had to be kept as low as possible because parents struggled to pay 
and there was competition from cheap informal childminders in the neighbourhood. 

Health and physical needs 

Besides ensuring that the children were clean and safe, the caregivers provided all 
children with breakfast and lunch produced by the centre’s cook. The children 
brought their own morning and afternoon snacks. Breakfast was usually mealie pap, 
peanut butter and sugar, while lunch tended to be a cooked combination of chicken, 
pilchards or pulses with rice or pasta and vegetables.   

The researcher noted that although the children appeared to be reasonably well 
nourished, several children were still hungry after lunch. A boy was observed eating 
crumbs that had fallen on the floor and another who had finished his food begged 
children who were still eating for some of their food. It appeared that in most cases 
the children received little or no additional food at home. A volunteer who helped at 
the centre said, ‘this is one of the things that break my heart when I come here. These kids eat 
everything and leave the bowl with absolutely nothing left… You can tell that they are not full’.  

The principal reported that the staff gave parents all the nutritional information which 
they learnt at workshops but that they ‘...struggle with parents who don’t want to listen. We 
always tell them not to send the kids with these chips but to buy fruits but they still send kids with 
bad food...’ Of the 35 Grade R children observed at snack time, only nine had actually 
brought fruit as suggested by the caregivers. Of the remaining 26, about half had 
brought suitable snacks such as yoghurt and the other half had unhealthy snacks such 
as biscuits, chips and vetkoek.  

The staff of this centre reported that they had a good working relationship with the 
local clinic. For example, when the nurses were due at the centre to do 
immunisations, the principal notified parents of the date of the immunisation and 
requested them to put the Road to Health cards in the children’s bags.  
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Early learning stimulation  

The fact that the Grade R class at the centre was registered with the DoE had resulted 
in most stimulation activities being geared to that class with school readiness as the 
goal. The class had access to a variety of equipment such as tables to work on, 
outdoor equipment such as balls, and ropes for climbing and swinging as well as 
children’s books, construction equipment, puzzles and toys. There were resources for 
make-believe and art and posters and charts on the wall. The materials were generally 
in good condition but there were insufficient toys for all 35 children in this class. As is 
illustrated below, this was seen to result in fights between children.   

The original Grade R caregiver had completed her Level 1 training in 2006. The 
principal reported that she had introduced new programmes of cognitive, creative and 
fine motor development activities to her class and she was also the only caregiver to 
keep progress records of the children in her class. Before the case-study research, she 
relocated to another province and was replaced by an untrained caregiver. 
Nevertheless, the principal said that the centre had been able to sustain the new 
Grade R programmes because, ‘Each staff member who attends training, workshop or even a 
meeting must share what she learnt with the others.’ 

The younger age groups appeared to receive very limited stimulation. For example the 
researcher observed that nothing much happened in the 3- to 4-year-olds’ class of 
twenty children. That daily programme comprised of free play and teacher 
observation, food, play and observation, story time, food, sleep, play and observation, 
clean up and preparation for home. It appeared that the lack of stimulation was most 
acute in the group of 15 children under three because they were kept in their class all 
day and did not interact with the other children. Neither caregiver of the two younger 
groups had gone beyond primary school and neither had received any formal ECD 
training.  

Socio-emotional developmental needs 

While the preceding section showed the limitations of the centre’s provision in 
respect of cognitive and physical stimulation for the younger children, this section 
shows that the caregivers also lacked knowledge of those simple child-centred 
approaches which fulfil the needs of each child for affection and positive social 
participation. Two brief extracts from the researcher’s observation notes illustrate the 
point: 

‘Teacher gives children the ‘musical instruments’ and then leads them in song. They 
sing while making sounds with the ‘instruments’. The instruments are not enough 
and some kids don’t have (they clap their hands) and there is also no exchange of 
instruments and the kids end up fighting over them. The songs are in English and 
Xhosa. Kids initiate some songs but mostly it is the teacher who leads.’ 

‘Children sit on the floor (not in a circle) and the teacher on a chair in front of 
them. She reads the story in English and then translates into Xhosa (also 
maintaining discipline). One girl keeps on shouting “mistress” but the teacher just 
ignores the girl. After the story the teacher asks questions based on the story and 
the kids get most of the answers right.’ 
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Limited play equipment and a large number of children per caregiver resulted in the 
children always working in groups and fighting over toys because there were not 
enough to go around. Caregivers maintained discipline by shouting, by threatening to 
smack and by removing privileges such as food. There was no evidence of adults 
listening to individual children. This was illustrated by the girl who kept trying to tell 
the mistress something important without getting any response either during story 
time or afterwards. Because of her lack of training, that harassed caregiver had had no 
idea of how to use positive strategies for attending to the multiple demands for her 
attention. As a result she resorted to shouting and threatening thus modelling negative 
conflict resolution behaviour to children who already displayed some of these 
behaviours.  

A notable weakness in respect of caregivers’ assisting children to develop 
independence and social confidence was the lack of opportunities for any of the 
children to either work alone or to work in a variety of groups. Oversights such as 
this might be simple to correct either by formal ECD training or by occasional on-site 
supervision or support.  

Integration of services 

In 2007 all children except for a Zimbabwean had birth certificates and the principal 
said that she encouraged parents to apply for child grants. As shown above, the centre 
also has formal links with the departments of social development and education. The 
involvement of the Department of Health (DoH) was through the local clinic, which 
immunised the children at the centre. 

The centre was a member of the Ithemba Labantwana (Hope for Children) Forum, the 
Safety Crèches Forum and the Educare Forum. These were voluntary membership 
associations which sent representatives to the annual Grade R graduation ceremony to 
address the parents and to present their strategies for the future growth and 
development of the ECD sector.  

The centre did not have any links with local primary schools. It was reported that 
there had been a working relationship between the ECD centres and local primary 
schools in the area. However the ECD caregivers felt that they were being 
undermined by teachers from primary schools and as a result the caregivers withdrew 
from the relationship. 

Sustainability of the service 

Over 12 years, the centre grew from a private one-person operation to an established 
and registered ECD Centre with five staff members and a management committee 
which met monthly. The principal was responsible for all bookkeeping and 
administration and she supervised the caregivers. She had level 2 ECD training2. The 

                                                        

2 This was an old qualification prior to SAQA registration which covered many of the core components 
of the current Level 4 qualification.  
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committee chairperson, secretary and treasurer had received NGO training in their 
roles and responsibilities.  

The main challenge to emerge during the research was staffing. There were no clear 
job descriptions for caregivers and when the Grade R caregiver with Level 1 
qualifications resigned, the centre was left with untrained caregivers and an untrained 
cook. Of additional concern was the fact that apart from the principal, the staff had 
little more than one full year’s ECD experience between them.  

The staffing situation deteriorated even further towards the end of the fieldwork 
period when the caregiver of the babies resigned. She complained that ‘babies cry a lot’.  
As a result the caregiver of the children of 3 to 4 years had to leave her class without a 
dedicated caregiver in order to look after the babies.  

It was unclear whether the two caregiver resignations within a relatively short period 
reflected the instability of the staffing situation in centres which struggle to pay 
reasonable salaries or whether there was a more site-specific reason. 

Although few parents were said to play an active role in the running of the centre, 
during the graduation ceremony many parents voiced their satisfaction with its 
services and expressed their desire to continue supporting the centre. 

2.2   An unregistered centre operating as a small business 

General description 

The second facility was a four-year-old privately owned centre in the garage of the 
owner-principal’s home. It was located in a mixed English and Afrikaans-speaking 
working class suburb.   

After starting with two young children in 2003 the centre provided for 37 children by 
2007. The principal explained that when a private ECD centre in the area had closed 
down, she ‘saw the opportunity and jumped into it…Seeing that the community, especially the 
working parents had nowhere to send their kids and the fact that I had space (the garage) I decided to 
start my own crèche…It was not easy as I had no money to start with…’ She claimed that her 
centre had become one of the best ECD centres in the area and that she had to turn 
children away because the number of children who could be accommodated was 
restricted by indoor and outdoor space limitations.  

The children were divided into three age group sections as follows: nine children 
under 3 years, 14 children of 3 to 4 years and 15 of 4 to 5 years. Each age group was 
allocated a section of the garage and their space was demarcated by boards. 
Inadequate storage resulted in the three visible shelves being crammed with 
schoolbags, tables, chairs, toys, blankets, magazines and books. This made it too 
difficult for the children to reach most toys and materials with the result that during 
free play they tended to run around or romp with each other. 

There was a secure backyard space for outdoor play. The walls of the yard were 
cheerfully decorated with paintings of houses, children and pets. There was a small 
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collection of outdoor equipment including a sand pit and tyres of different sizes. The 
latter were only used by the boys. The researcher observed that when a group of 
children was out of doors the girls always sat on a carpet or played in the sandpit 
while the boys raced each other with the tyres. This gendered arrangement placed 
social and physical limits on the few existing opportunities for the children to 
experience unrestricted physical play. 

Access 

The principal had struggled for four years and continued to struggle to have the 
centre registered with the DoSD. Her only sources of income were from school fees, 
money from a few fundraising activities and donations. The weekly fees of R55 per 
child meant that most of the children were from families where at least one parent or 
guardian was employed. About 80% of parents paid these fees regularly and the 
principal cited only two incidents of parents who had removed their children because 
they had not been able to pay the fees at all. She explained, ‘I can only carry them for three 
months and after that there is nothing I can do.’ 

This centre had never admitted any disabled children but the principal indicated that 
the there was a possibility of doing so in the future. She also indicated that few of the 
children experienced difficult family circumstances. It appeared that the most 
vulnerable families could not afford the centre’s fees and money for snacks and 
clothing.  

While entrepreneurial women who establish community-based childcare centres fulfil 
certain objectives of the Expanded Public Works Programme, the principal reported 
that running the centre as a business was a constant struggle. She said, ‘…I have to 
charge high fees to sustain the crèche… …but still that’s not enough to run the centre…there is 
caregivers to be paid, food to be bought, learning material, toys and staff training.’  

Health and nutrition 

The centre provided a safe and hygienic environment for the children. The children’s 
areas were clean and all food was hygienically stored in the kitchen of the house. The 
centre was fenced and the gate that was always closed.  

Children received nutritious breakfast and lunch prepared by the cook/cleaner. Meal 
times were closely supervised by the caregivers who used these opportunities to teach 
the children to wash their hands, to have good table manners and to serve each other. 
In addition the children brought fruit for morning snack and bread or yogurt for the 
afternoon snack. The fruit was pooled and cut up by the cook so that every child 
received some slices.  

According to the researcher, all the children appeared to be well nourished, while two 
boys seemed to be overweight. Although parents were encouraged to give their 
children healthy food, the principal mentioned that she struggled with some of them 
who kept packing chips as snacks. One of the overweight children had been at the 
centre for three years and although the principal had talked to the parents about his 
weight, there had been no improvement. 
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It was evident that the principal took the health of the children very seriously and that 
this was an aspect of the service that was understood and noted by parents. Although 
there were no records of birth certificates or child support grants, all 37 children had 
clinic cards. Centre staff appeared to have a good relationship with the clinic staff 
who visited the centre to do immunisations and to offer training to the caregivers.  

During an observation visit the caregiver of the under threes suspected that a boy was 
feverish. She placed a wet cloth on his forehead and monitored his temperature from 
time to time.  

Early learning stimulation  

There were adequate supplies of puzzles and toys, paper, crayons and pencils, paint 
and brushes for a variety of activities. However it was evident that only the principal 
had an adequate grasp of how to stimulate learning. The researcher noted that when 
she sat with the children they listened to her but with the other caregivers the children 
fidgeted and ran around. The following is an extract from the researcher’s field notes 
on a learning activity with the Grade R’s after breakfast:  

‘The principal sits with them in a circle. They are all attentive. She greets them and 
they all greet back 'Good morning caregiver”. She asks them what they did this 
morning and children lift up their hands and wait for the principal to point out 
who should respond. They don’t do this with the other caregivers. They all talk at 
once. Caregiver then marks the register but is very strategic as she uses the exercise 
to teach them numeracy as well. She asks “how many boys are in the class today 
and all boys stand up. Caregiver then says let’s count the boys in the class and they 
all go one, two…seven boys. The same procedure is repeated with the girls. Then 
they recite the days of the week (Monday and Sunday) and caregiver then asks 
them “what day is it today? They lift up their hands once again. Then caregiver 
puts all their names on the table and she asks them to pick up their names and 
stick them on the wall. Many of them pick up wrong names and the caregiver 
keeps telling them, “that’s not your name”, “that’s your name”.’ 

In comparison, this is an extract from the observation notes from the 3- to 4-year-
olds’ class:  

‘The caregiver sits with them in a circle. There is an alphabet chart on the wall and 
caregiver calls out the letter and asks a child to point to that letter. They all rush to 
the wall. She shouts at them and they settle down. She calls another and they all 
run to the wall. Caregiver than decides they should just recite the alphabet.  When 
they’ve recited the alphabet caregiver makes them stand on the line and she walks 
them out to do outdoor play.’ 

It appeared that on the whole the centre provided excellent physical care with little 
emphasis on cognitive development and stimulation under the age of four. The 
following is a list of caregivers’ responsibilities during the day: greet children, mark 
register, tell stories and help with music; move to different areas and interact with 
children; help clean up and prepare snacks; observe and help children. The few 
posters, books and print material were seldom mentioned or used.  

The fact that only the principal had ECD specific qualifications was most evident in 
the lack of early learning stimulation during the eight to nine-hour day most children 
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spent at the centre. Two of the caregivers had Level 1 qualifications in areas of office 
management and administration unrelated to ECD and the third caregiver had no 
qualifications and five years of child minding experience. 

Socio-emotional developmental needs 

The quality of caring, listening and discipline provided by each of the caregivers was 
uneven. The fact that seemingly positive forms of discipline tended to be ineffectual 
suggested that these were not sustained and that the children received mixed messages 
from the caregivers who also smacked them from time to time. The following 
example illustrates some of the disciplinary approaches which were observed: 

Because of a high level of fighting especially amongst the boys, the principal had the 
rule, ‘We don’t hurt each other’ on a wall illustrated by two people fighting and a 
big red cross over the people fighting. Whenever children fight a caregiver takes them 
by the hand to the picture and then asks, ‘What is rule number one?’ and they 
answer, ‘We don’t hurt each other’. The offender then apologised and the children 
hugged each other and continued with the activity. 

 It turned out that this arrangement did not work well as approximately every 
twenty minutes there were fights. The last resort was when the principal took the 
children who were fighting into the house. We don’t know what happened inside the 
house but other boys were also fighting and their caregiver warned, ‘You will be 
next to go to the house’.  

Because of the limited space and lack of guidance, the staff had failed to work out 
strategies for the children to be cared for individually and there were several instances 
of a child being unable to work alone without being distracted by other children. For 
example, during indoor play a boy was running around and disrupting other children’s 
activities. Finally the caregiver smacked him and ordered him to sit down and work 
with the puzzles. However, before he could finish this other children had destroyed 
what he had been making. 

A lack of untrained caregivers’ sensitivity to children’s emotional needs is illustrated 
by the fact that each day during music and dance time a certain caregiver always chose 
the same people to do the dance. When asked about her choice she responded, ‘we are 
doing this dance for our end of year function and not everyone can participate’. One can imagine 
the impact which not being selected to perform for the parents might have had on 
these children. During the practice sessions, their boredom and desire to participate 
was expressed in their efforts to distract the dancers and to disrupt the activity. 

Integration of services 

When children were enrolled at this centre the only document needed was their Road 
to Health card. There was no record of who had a birth certificate or which parent 
received a child support grant. The centre also received no support and monitoring 
form government departments.  

The centre principal belonged to the local ECD forum of pre-school principals which 
met to exchange ideas and to arrange workshops. In the past this forum had invited 



 Illustrative Cases of On-the-Ground Delivery Models for Holistic ECD Services:  
Formal, Community and Household  

 

21 

representatives from Social Services, Health and Education to address them. The 
principals were expected to share information from the forum with their staff.  

Besides the centre’s links with the local clinic, it had given the children some contact 
with the local police and fire stations.  

When asked about parental involvement at the centre, the principal indicated that the 
majority of parents became involved in activities such as fundraising but very few 
attend meetings about their children’s progress and even fewer helped them to learn 
at home. When asked about the least rewarding aspect of her job, one of the 
caregivers responded: ‘Parents send kids to us but don’t help the children at home. They expect 
us to do the work alone… They don’t want to have an input.’ 

Sustainability of the service 

According to the principal, the greatest threat to her centre’s sustainability had been 
the registration process, which she finally expected to have resolved within a month 
of the research period. She said, ‘I’ve tried for four years… the registration procedure is 
challenging. First they want the constitution and then they want the rezoning certificate which must be 
approved by council and there is a fee to be paid and one must also pay a lawyer’. She went on to 
say, ‘…then they want to see the daily programme, the menu… no funding without an NPO 
number…’ It appeared that she was still unclear about the distinction between the 
registration of her centre and application for DoSD subsidies for the children. This 
illustrates how difficult the process of setting up and registering an ECD centre can 
be for community-based women. 

From an outside perspective the inadequately trained staff posed the greatest 
challenge to the centre’s provision of a quality service. The staff consisted of three 
caregivers, one cleaner/cook and the principal who also helped with the children. The 
grade R caregiver had a level 1 certificate and seven years of experience working at the 
centre. The caregiver for the 3- to 4-year-olds was doing her Level 1 course and had 
one year’s experience working at the centre. The under three years’ caregiver had not 
been trained but had five years experience at a centre. The principal had a Level 4 
qualification and was doing a Level 5 course. She had four years’ experience. The 
cook/cleaner had not received any training. 

2.3   A large, custom-built ECD centre 

General description 

The third facility was a large custom-built ECD centre serving 200 children. It was 
situated on a large, heavily fenced property on a poorly maintained road in an area 
characterised by bleak blocks of flats built to accommodate people who were 
relocated from their homes under the Apartheid Group Areas Act. The local primary 
school was behind the centre and the flats in which many of the children lived were in 
front. Unemployment and single parents were common and the area had become 
renowned for gangster and drug-related violence.  
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This ECD centre was open for 10½ hours every weekday and during the entire 
research period the atmosphere was consistently welcoming, child-centred and noisy.  

The centre was divided into in four units, as follows: 

 A crèche section for 45 children of 6 to 30 months, with the youngest infants 
who had not started to walk in a separate room; 

 A classroom catering for 2½- to 3½-year-olds; 

 A classroom catering for 3½- to 4½-year-olds; and  

 A Grade R unit of 4½- to 6½ -year-olds.  

The buildings were well maintained and there were separate and spacious outdoor 
play areas for different age groups. The grounds were tidy and there was rigorous 
control of the gate to the street, even though the play area was separately fenced and 
on the other side of the building.  

Access 

The ECD centre was a non-profit community organisation registered with and 
subsidised by both the DoSD and the DoE. During the research about half of the 
enrolment was eligible for the DoSD subsidy and the provincial DoE subsidised all 26 
Grade R children. Because the Grade R education subsidy may not be used for food, 
the Grade R feeding had to be paid from other sources. Therefore, the principal 
commented that fees were a crucial part of the ECD centre’s income and that it 
remained a struggle to balance the books.   

At R45 per week the fees were lower than the usual rate for private childminders so 
there was a long waiting list for the centre. Many of the children had working parents 
because children in very poor circumstances could not afford to attend the centre. 
The principal explained that, ‘in this community they know if they don’t pay we can’t keep the 
children. It’s so hard. If the parent starts school and then has a financial difficulty… one week I will 
give grace but I keep it very short’.   

The ECD centre received donor funding from time to time. For example, funds from 
the Lotto were used to replace old equipment such as beds, table and chairs.  The 
parents were also expected to help with fundraising but the response was said to be 
‘very, very poor – not all of them support and it is always the same parents that come’.  

The ECD centre mainly served Afrikaans and English-speaking children from the 
surrounding area although there were a few Xhosa-speaking children enrolled.  In 
early 2008 there was only one child with a disability but there had been others with 
special needs in the past. The facility was also one of few which took in babies and 
some parents were said to put their children’s names down before birth.  

Health and nutrition 

A good standard of cleanliness and hygiene was maintained throughout the building. 
There was also a balanced nutrition programme of two cooked meals and two snacks 
which had real significance for the children’s well being. The cook appreciated the 
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value of her contribution and said, ‘It’s a pleasure for me and the kitchen staff to give them 
food.’ As the principal explained, ‘the meals that they get here, that is it. You can see on Monday 
there was less for them to eat at the weekend.’   

The staff were observed to be diligent about monitoring the children’s health and 
caregivers examined the children during ‘Ring’ first thing in the morning. This 
appeared to be as much for the centre caregivers’ protection as for the children 
because the principal reported that on occasion ‘parents push the child in [at the gate] with 
a mark on.’ When the researcher asked about a child who looked very small, the 
principal explained that she had had tuberculosis (TB) but was well again. There were 
large notices on the kitchen, office and classroom walls identifying children with 
particular allergies. 

Early learning stimulation  

The ECD centre offered children a balanced programme of learning activities, play 
and rest. The daily programme varied according to the age of the children, and it also 
included a few stimulation activities for the youngest age group.  

The babies who were still unable to walk were cared for in a room adjacent to the 
toddlers. There was board across the doorway over which they could see the bigger 
group. Periodically some of them pulled themselves up on the partition and watched 
the older children with interest.  There were toys to mouth and manipulate and at 
feeding time the babies were held on the laps of the caregivers while they had their 
bottles. There were sufficient cots for most of them but they moved freely on the 
floor except for at rest times.  

Toddlers were observed having a lively music and dance session and when they were 
seated waiting for lunch, a carer recited some finger plays which some of the older 
children were able to follow.  

The creative play, construction and drawing materials for the middle groups of 
children were in reasonably good condition and had been supplemented by 
improvised materials for activities such as sorting and manipulating. There was an 
interest table with a Bible and Koran as the children came from Muslim and Christian 
homes.   

At story time the caregiver read an appropriate story and engaged the children 
through questions and discussion of their own experiences without spoiling the story. 
The other activities observed by the researcher were varied and were organised 
around themes such as My Body. For example, the caregiver of the older group did a 
self-help activity as follows: 

 A small group is clustered round a mirror and are taking turns to watch 
themselves blowing their noses and hygienically dispose of their tissues. The teacher 
is encouraging them. Above the mirror are stuck some children’s work in which 
features have been pasted to blank faces, so the nose blowing is following the body 
parts theme.   
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At Grade R level, it was apparent that school-readiness was regarded as an important 
outcome and the ECD centre set out to deliver the same curriculum as is expected 
from primary schools.  

Socio-emotional developmental needs 

The adults at this ECD centre treated the children with warmth and empathy. The 
ethos was child centred and the atmosphere energetic and noisy. Although carers 
frequently spoke in loud voices, this appeared to be what children were accustomed 
to at home.  Some illustrations of the staff sensitivity to the children were: 

 The voluntary secretary was seen to physically drop down to child level to 
listen attentively to the message brought to the office by a child.  

 In the baby and toddler unit staff skilfully diverted children’s attention from a 
potential source of distress and comforted those who were crying. 

 In the four year-old group, the teachers responded to each child’s contribution 
and warmly encouraged those who needed it.   

The staff interviews indicated that working with children was a shared passion. 
Although there were different levels of commitment among the caregivers, the 
following two quotations illustrate the predominant sentiments: 

‘I’ve worked with children for ages. I enjoy it – the youngest is 18 months and the 
oldest, two years.  It’s not easy to work with these children; you’ve got to have 
patience. To look forward to being with them every day. You could say it’s my life 
– I really enjoy working with them’.  (Baby and toddler caregiver) 

‘I just have a love for children since I started here. I was working in the units as an 
aide.  I always put the child first – the children can climb deep into your heart and 
then you realise that there’s no other work for you.’ (Principal) 

The caregivers and teachers were seen to use positive methods, such as quietly 
reminding a child of a rule, to maintain order. It was also noted how infrequently they 
needed to disciple a child. They were more likely to intervene as and when a problem 
situation developed.  

Integration of services 

The ECD centre staff were not concerned about linking families to health and social 
support services because an overwhelming majority of parents already had access to 
birth certificates, child support grants and clinic services. The principal reported, 
‘There’s a lot of our parents on that support grant’. Clinic cards and birth certificates were 
required when children were admitted to the facility and copies of these documents 
are kept in the children’s confidential files. The principal reported that parents more 
often asked for advice when one of their children had particular problems. She said 
that she usually referred them to sources of assessment.  

The ECD centre kept parents informed of their children’s progress and reports were 
sent out quarterly. Nevertheless, the parent and caregiver involvement was said to be 
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minimal and the PTA meetings, which sought to both secure parents’ support for the 
school and to explain the educational programme, had limited impact. 

The centre was a member of an ECD forum, which was an informal information 
sharing structure. However it is worth noting that the DoSD and local government 
use of the ECD forums for dissemination of policy information and for training 
purposes. 

The principal reported that the ECD centre had been ‘inspected’ by the local health 
inspector and the children were linked to health services because the centre was used 
for immunisation drives. Although the centre was subsidised by the DoSD and the 
DoE, for the previous four years neither department had sent a representative on 
either a support or a quality assessment visit. While this was a disappointment to the 
proud principal who said, ‘we’ve got nothing to hide’, it has even more serious implications 
for poorly managed centres. 

Despite its proximity to a primary school, staff had had little contact with the local 
primary schools.  The local library had offered to make books and toys available to 
the school or to have children visit but this had not been taken up. The principal 
explained, ‘we would need to plan for that because we need extra hands, parents to assist and at the 
time [of the offer] it was not safe to go out to go to the library’. 

Sustainability of the service 

This ECD centre was large yet its programmes were of good quality with sound 
planning and better resources than many smaller centres. The principal had an 
oversight role and there were two caregivers or teachers for each of the six age 
groups. A cook, an assistant cook and a groundsman completed the staff.  In addition, 
three volunteers including an elderly grandmother, helped on a regular basis. 

All the requisite systems were in place at this organisationally sound facility. There 
were also sufficient numbers of effective and motivated staff members for long-term 
sustainability. The ECD centre’s administration and financial controls were impressive 
and meticulous expenditure records were kept according to the requirements of the 
two subsidising departments. The governing body met regularly and certain members 
played an important role in assisting the ECD centre with its administration. However 
because the members were not from the local community, the principal explained that 
‘they don’t know what we are going through.’ She said that she hoped that some parents 
would make themselves available at the next AGM. 

Because the staff members had clear job descriptions and their working conditions 
were better than the ECD norm, staff members had remained at the school for a few 
years. Although their salaries were better than the area going rate of R1000 per 
month, these were low for the long hours of responsible work done by the caregivers.  
Most of the staff had had some training but often not recently. In 2006 the Grade R 
teacher and the caregiver of the 4-year-olds attended donor subsidised Level 4 
training run by two different NGOs. At the time of the research the principal and a 
baby unit caregiver were doing Level 4 EPWP learnerships and another baby unit 
carer was doing Level 1 training. Training was encouraged but ECD centre funds did 
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not stretch to training course fees. Therefore the subsidised NGO or the free EPWP 
training had been significant in allowing staff to upgrade their qualifications.  

A baby caregiver who was doing Level 1 started in 2000 in another crèche in the area 
as a kitchen assistant.  She said, ‘I thought everyone knows how to look after children, but I’m 
not sorry that I did Level 1. I learnt a lot – what to do with the children, how they learn self control. 
My family is very excited that I’m at Level because I worked for a long time without doing any 
levels.’ 

Another with Standard 9 had started as a sales assistant but four years earlier began 
volunteering at the school and helping to feed the babies. She said, ‘I will get a ‘matric’ 
certificate and would like to go on to Level 5.  I can help others with the fundamentals because I am 
younger. Useful things I have learned were about the cognitive development, special needs and 
antibias; we have some special needs children here and also some Xhosa children’.   

External oversight had been non-existent. Besides submitting financial reports, the 
principal undertook a strong internal oversight of the programme as well as 
administration, human resources and finances.  The fact that she herself was an 
experienced ECD person assisted her in this role. At the time of the research she was 
completing level 4 training and she had found the administration module the most 
useful for her purposes. She reported that when she started as principal she 
implemented what she had learned as a Grade R teacher at a primary school and ‘I 
went to visit a lot of schools and listened and looked a lot at what the set ups were, got a lot of ideas 
about what could be done and what is good.  Then when I got the chance I would also go to a 
workshop.’  

2.4   A psychosocial support programme for mothers at risk 
of  rejecting or abusing their infants  

General description 

The first community outreach case study deals with a psychosocial support 
programme for mothers who had been identified as at risk of rejecting, abusing or 
neglecting their infants. This service was strongly preventative in design and according 
to its manager, ‘[The] focus is on the wellbeing of a child through the parent’.  

Vulnerable pregnant mothers were identified and visited at their homes by well-
trained outreach workers who were residents of the mother’s community.  
Programme management argued that these outreach workers were able to engage with 
the mothers with fewer class and cultural barriers than might have been the case with 
counsellors from other communities. Their ‘insider perspective’ was said to be an 
essential element in enabling the service to empower the vulnerable mothers and to 
prevent their infants from being abandoned or harmed. 

The home visits provided the vulnerable mothers with psychosocial support and 
parenting education through the stressful latter stages of pregnancy, through 
childbirth and during the infant’s first six months. During this time the vulnerable 
mother received the following types of support from the programme outreach 
workers. 
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 Help to feel cared for and less alone; 

 Information about the processes of pregnancy and childbirth; 

 Promotion of bonding between mothers and babies; 

 Education in self-care and nutrition to benefit the developing baby; 

 Education in caring for babies on all levels; 

 Assistance to enable mothers to deal with difficult circumstances; and 

 Empowerment of mothers to become more self-sufficient and confident in all 
spheres of their lives. 

Ideally each mother would be visited at least five times during her pregnancy and 15 
times after her baby’s birth.  

This 15-year-old service was the product of collaborative research between a British 
and a South African university together with the non-profit parent education 
organisation from which the programme still operates. The original study was located 
in a community which had high rates of child abuse and high numbers of teenage 
pregnancies and which remains one of the communities served by the programme.  
The programme manager explained, 

‘...research showed that the stresses of life can have a detrimental effect on the mother and might make 
her lose interest in the baby [but] home visiting helped with neglect and abandonment.  As a result, a 
service was developed which made use of outreach workers from the community to come in and talk 
about these issues even before birth so that by the time the child is born the mother has already 
offloaded’. 

She added that one of the programme’s associates had been engaged in a more recent 
research study in a sprawling poor African community on the outskirts of Cape 
Town. This researcher had found that the mothers regarded the simple fact that 
somebody was showing an interest in them as the most helpful aspect of the 
programme.   

Access or reach 

The programme was funded, staffed and supervised on a community basis. During 
the case study research, it was active in seven poor communities in densely populated 
mainly African and mainly Coloured Western Cape townships and mixed formal and 
informal settlements. Each of these communities had high rates of unemployment, 
alcohol abuse and family disintegration as well as a high number of recorded incidents 
of child abuse, neglect and abandonment. 

In each community the members of the professional staff of the local antenatal or 
maternity unit identified pregnant women who had a high probability of finding 
childbirth particularly traumatic and of feeling overwhelmed and alienated from their 
infants. These women’s details were given to the co-ordinator of the programme in 
that community and she arranged for one of the outreach workers to visit the 
vulnerable mother. In addition, as the local inhabitants became familiar with the 
outreach work, they also began to refer vulnerable mothers to the programme staff. 
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The most common types of referrals included teenage mothers, pregnant women who 
received no support from a partner or family members, women with a history of 
psychiatric illness, alcohol or drug abusers and mothers with HIV/AIDS.  

According to the service manager, in 2007 a total of 501 mothers and 755 children 
received 3985 home visits from one of six full-time or four part-time outreach 
workers. On average, therefore, 501 mothers received eight visits each.   

Health and physical needs 

An external evaluation of the programme prepared in 2005 revealed that while the 
mothers in the evaluation sample had regarded the support visits as an ‘emotional 
lifeline’, they had also ‘learned to take care of themselves and to live a more healthy lifestyle to 
benefit themselves and the developing baby.’ They reported that they had been taught about 
the benefits of breastfeeding and had been shown the practicalities of how to handle 
and take care of a newborn infant. 

One of the outreach workers explained how the change in mothers’ physical well-
being could be dramatic. She said, ‘when she [a mother] told me she was 28 years old I couldn’t 
believe her because she looked much older than that. After a few visits things began to change. She 
looked much younger’. 

After the birth of a child, the outreach worker visited the mother weekly. On each 
visit there was discussion about the child’s health and developmental needs including 
feeding, infant responsiveness, sleeping, crying and comfort and baby massage. All 
these activities were aimed at developing the mother’s confidence in handling all 
aspects of baby care. Moreover, parents were provided with information concerning 
where to take the baby so that its physical development could be monitored and all 
immunisations administered.   

Early learning stimulation  

An important aim of the programme was the improvement of mothers’ and 
caregivers’ skill at interacting with young children. By learning how babies 
communicate non-verbally and how to be sensitive to these forms of communication, 
the mothers were able to provide early stimulation to their infants. One outreach 
worker explained that,  

‘We noticed that whenever the baby cried the first thing the mother did was to feed 
the baby… we then provide mothers with skills which allow them to be sensitive to 
the needs of the child… then they can tell if the child cries because s/he is hungry, 
or sick or s/he just needs the mother’s attention.’  

Both the programme manager and the outreach workers expressed concern about the 
lack of early stimulation material for babies because the families tended to be so poor 
that there was no material to make appropriate improvised toys. They also reported 
that the massage oils which the outreach workers provided for the mothers to use 
with their infants were sometimes ‘used for other household purposes and not for babies’.  



 Illustrative Cases of On-the-Ground Delivery Models for Holistic ECD Services:  
Formal, Community and Household  

 

29 

Socio-emotional developmental needs 

As mentioned above, the outreach workers were particularly well prepared to 
provide mothers and families with emotional support through at-home counselling. 
Because pregnant women’s feelings of inadequacy and vulnerability can have serious 
consequences for both the mother and the child, the findings of the external 
evaluation that there was extensive qualitative evidence from mothers which 
reflected their appreciation for the provision of someone to confide in and to share 
their problems and fears with, reflected an important achievement on the part of the 
programme.  

A support worker reported: 

‘A lot of times when we meet these mothers they are stressed, always complaining 
about how difficult it is to raise babies. But as we continue with the visit we observe 
that they are starting to develop a bond with their babies and they become eager to 
participate more to such an extent that it becomes very difficult to terminate the 
programme because the mother has found space where somebody can be able to focus 
on her, talking and understanding her without judging them.’ 

Integration of services 

The outreach workers built networks of support for families by developing links to 
government services and community-based resources. This role is important in terms 
of the NIP for ECD as it provides a practical example of how community-based 
outreach workers facilitated the integration of services to vulnerable families. Two of 
the programme staff members described this aspect of the outreach workers’ role as 
follows: 

‘[The support worker and the mother] talk about issues, they are also trying to 
find solutions to those problems and if there are other places where the mother can 
get help with the problem then she is referred there. All this is done so that by the 
time the child comes the mother is ready.’  

‘We have come to recognise that when parents are stressed they can’t take care of 
the child. We therefore teach them parenting skills but also refer them to the clinic 
for example, if they experience problems with breastfeeding. At times we have had 
to interrupt the schedule of visits and have focused solely on helping with things like 
welfare grants, health issues (HIV/AIDS is a big problem) and many other 
things... We often get parents who are so heavily burdened that they just can’t see 
beyond their current situation… they are trapped in their misery while there is help 
available’.  

The examples of the types of information provided by outreach workers was not only 
child-related. It extended to concerns such as the legal aspects of divorce, dealing with 
alcohol and drug abuse as well as domestic violence, which affected the entire 
household.  

Staff members said that the mothers always found it difficult to deal with the 
termination of the support visits. Therefore, to sustain the programme impacts, the 
outreach workers attempted to provide the mother with links to community resources 
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such as local council services and church groups.  In some areas there are also support 
groups which get assistance from outreach staff and which are phased out over time. 

Sustainability of service 

The evaluation study reported that a mother who had benefited from the programme 
said: 

“I feel the programme must never end…I think if everyone here is on this 
programme, it will make a huge difference in our area, because parents will learn to 
give children love and support.’ 

The programme manager reported that there were frequent requests from nurses, 
doctors and concerned community members to extend the programme but that this 
was impossible due to financial constraints. She said, ‘there is an increased demand for our 
services without matching financial resources’. Lack of funding had prevented the growth of 
the programme to additional communities and had limited the growth of the 
programme in communities where it was already on offer.  

Funding 

Funding has always been the main challenge to sustaining the programme. For 
example, the programme had been suspended for four years in one of its original 
communities and these skilled outreach workers had lost their jobs. In addition, at the 
time of the case study research, five of the contracted outreach workers had lost their 
jobs and the programme had to be terminated in two African townships because of a 
decrease in donor funds.  

In 2007 the programme was said to cost R1,069 per mother and child for 15 home 
visits at R53 per visit. Only 40% of these costs were covered by state subsidies.  

Training and supervision 

In 2007 there was a programme staff of 10 full and part-time outreach workers who 
had undergone 39 sessions of intensive training before embarking on the job. These 
women said that without the ‘life changing’ training they would never be able to do their 
job. They also valued the debriefing sessions that they had with the social workers and 
the ongoing staff development programmes offered by the organisation. The latter 
programmes had included the Watch, Wait and Wonder method of facilitating secure 
parent-child attachment and further training in breastfeeding and HIV. Five of the 
outreach workers had also completed parenting and leadership skills training which 
equipped them for group facilitation. 

While the training and professional supervision was of good quality and ensured that 
the programme staff received ongoing development, it was expensive. Nevertheless, 
all programme staff interviewees considered the intensive training and supervision to 
be essential for the viability of the programme.  
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Other challenges to the programme were: 

i. Safety: Outreach workers raised a concern about their safety while doing home 
visits. Some of them had been mugged while visiting homes. 

ii. Migrating parents: Several mothers in informal settlements were said to have moved 
a lot. 

iii. No funding for transport: Certain outreach workers said that they had needed to use 
their own money to do home visits far from their own homes. 

2.5  A home visiting and toy library project operating from 
an ECD centre 

General description 

This case study describes a home visiting and toy library project which was located in 
an informal settlement which consisted of very poor, mainly single-parent, Xhosa-
speaking households.  The project was part of a larger initiative run by an ECD NGO 
consortium, and had the rights of the young child within the family as a central tenet 
of its work.  

The consortium worked with members of the community and local service 
organisations to develop projects to ensure that young children in poor families’ rights 
to health, nutrition, care, protection and support were met despite the primary 
caregivers being too poor to access centre-based ECD.   

According to a report by the NGO managers, the project’s objectives were: 

 To raise awareness around children’s rights; 

 To support the growth and development of vulnerable children by increasing 
access to government services such as child support grants; 

 To enhance the knowledge and skills of parents or caregivers regarding the 
developmental needs of children; and 

 To promote the inclusion of children with disabilities, chronic illnesses and 
HIV/AIDS. 

The project’s model of service delivery consisted of the following elements: 

 An ECD enrichment centre: The ECD centre was especially built by local 
government and was staffed by a principal and ECD caregivers. It was 
managed by the principal and a governing body, which included community 
representatives. The enrichment centre was intended as a ‘point of 
convergence’ (Department of Education, 2006) for the community outreach 
services. However, because in this community the outreach services were 
initiated some years previously to the centre being built, the centre’s 
enrichment and integration roles were still being developed at the time of the 
case-study research. 
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 Local outreach workers: These women had been employed and trained as the 
project’s community service and development agents four years before the 
enrichment centre was built.  During that time, they had visited households to 
help primary caregivers to access grants and services for their families and to 
educate family members in the care and stimulation of their young children.  

 A playgroup and early learning stimulation service: Besides visiting homes, the 
outreach workers invited clusters of primary caregivers and young children to 
playgroups which included some education for the primary caregivers in toy-
making and the use of the toy library as well as the need for the children to 
receive developmentally appropriate physical and mental stimulation.  

 A toy library: A toy library which was based at the enrichment centre and which 
was intended to service small home-based ECD centres and play groups was 
still getting off the ground at the time of the research. 

 Enrichment centre-based workshops for parents and children in the outreach programme: 
Primary caregivers and children were invited to the ECD centre for a 
workshop once a month. This allowed the caregivers to use the toy library and 
to participate in a parenting workshop while the children received qualified 
supervision while they played with the regular centre attendees and made use of 
the centre’s equipment.   

Access or reach 

It was clear that the outreach workers’ work had become known in the community. 
This gave them access to both formal and informal networks, which helped them to 
identify the most needy children. In the year of the case study research, the project 
services reached the following numbers of families and children. 

 The enrichment centre provided a weekday ECD programme for 75 children 
under the age of six years. 

 Each outreach worker recruited between 36 and 40 families during the course 
of the year at the rate of no more than 12 families per quarter. During the year 
of the case study research, the project employed four outreach workers. 
Therefore, the community outreach components of the project were expected 
to reach a total of 144 to 160 families during the year of the case study 
research. Because many families had more than one baby or young child, the 
project was expected to reach a total of at least 300 children and babies during 
its first year of full centre-outreach operation. 

Each outreach worker visited ‘her’ families at least once per fortnight for up to six 
months each. Playgroups, which included all of an outreach worker’s families, were 
held twice a month, and the centre-based workshops were held once a month. On 
average, therefore, a family which belonged to the outreach project received between 
12 and 15 contact hours per month. 

Health and physical needs 

As was shown above the outreach workers routinely attended to children and babies’ 
nutritional, immunisation and general health and safety needs. One of the outreach 
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workers explained that besides linking primary caregivers to health and social 
development services, she used playgroups and workshops as follows:  

‘When we come together as parents we talk how to make our families better. We 
talk about how to raise our kids, how to check the health status of our kids, how 
to feed our kids with nutritious meals and most importantly for me how to make 
sure that the family environment is always safe for my child.’  

In addition, one of the mothers who had been a member of the project reported, 
‘when we visit the centre sometimes we get food parcels to take back home’. 

Early learning stimulation  

On each home visit the outreach workers spent some time doing child stimulation 
activities and modelling stimulation activities to the parents. For example, an outreach 
worker said, 

‘When I threw the ball at her [the young child] she smiled she couldn’t hold it. She 
then smiled and kicked it. When I saw that she liked kicking the ball instead of 
catching it I then kicked it back at her and we continued playing like that…I then 
took her on her back and began to strengthen her limbs. She liked it…I then 
explained the importance of doing this to the mother. She promised to continue 
doing so after I’ve left.’  

When parents visited the ECD centre with their children they were shown how to 
encourage their children to play with the toys and games from the toy library and how 
to read or show books to very young children. They were taught about the physical 
and mental stimulation associated with each game. On occasion parents were also 
shown how to make improvised toys to take home. A project manager explained that 
the purpose of this was ‘...[to ensure that] the children will continue playing at home with the 
parent helping them’.  

It seemed that this approach worked because a mother said, ‘I am happy with the project 
as my kids are no longer the same. They can play on their own while I continue with my daily 
chores’.  

When asked about the project another mother reported, ‘my child is clever now. He can 
write all the vowels. He can draw a house… he has developed a lot’. 

Socio-emotional developmental needs 

The outreach workers were alert to the psychosocial needs of the primary caregivers 
as well as babies and children. They showed parents how to attend to these needs by 
being alert to their babies and children’s messages and by showing them their care and 
interest. In some instances this role also resulted in an outreach worker intervening in 
family dynamics. For example, an outreach worker reported that a young mother was 
concerned about her parents fighting: 

‘Upon our discussion she told me... it’s actually the mother who likes to fight with 
the husband. She does not like the situation because the child will grow seeing all 
this violence. Sometimes they have to sleep outside when the fight becomes more 
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violent. On my second visit the grandmother was also there. As I was about to 
leave the mother introduced me to the granny... I asked them both if they will allow 
me to offer any advice and they gave me permission. I then told them that it is 
important that when we have problems as parents, both the mother and father must 
sit down and solve the problem without fighting and if that does not help they must 
seek outside help such as social workers. I explained to them that fighting in front 
of the children is not good for those children because when they grow up they might 
also be violent. The granny told me that she was unaware that her actions were 
affecting her grandchild. She promised me that it would not happen again. We then 
parted our ways.’  

Integration of services 

The outreach workers assisted families to seek ways to identify and increase their 
access to resources. They worked alongside other community development workers 
to extend government and non-government service provision to vulnerable children 
and their families in the home setting. 

The outreach workers completed a recruitment form for each family which besides 
recording details of the household members and resources, included information 
about children’s birth certificates and clinic card as well as nutrition, notably 
breastfeeding, immunisation history, indications about child stimulation and whether 
the caregiver appeared to be coping. By returning this information to their co-
ordination sessions, the family outreach workers were able to identify and to refer 
families to appropriate sources of help.  

The following two quotations illustrated how two of the outreach workers facilitated 
mothers’ and children’s access to sources of support:  

‘The neighbour referred me to this house. Upon my arrival I found out that this 
parent with her disabled boy who struggles to speak… had a certificate but the 
mother didn’t know how to apply for child support grant and she always kept the 
boy inside the house. He never got a chance to go out and play with other children. 
I referred her to the social worker and the boy was able to get a grant and is now 
attending the school for the disabled… He likes me a lot and always greet me even 
when I’m walking on the street.’   

‘This woman and her daughter were living in the shack. It was dirty and there was 
rubbish in the yard. The little girl was very thin and coughing a lot…[The 
outreach worker persuaded the mother to take the child to the clinic]. At the clinic 
she was diagnosed with TB and was started on treatment’. 

The outreach worker anecdotes showed that an important achievement of the project 
was the manner in which families in need were identified and linked to appropriate 
health, social development and education services. The model of visits, playgroups 
and centre-based workshops also helped families with problems to overcome their 
isolation and to establish links with other families in the community. 

Sustainability of service: good community and parent involvement 

As far as the sustainability of the home visiting and toy library project was concerned, 
the support it received from the parents and community suggested that the ECD 
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enrichment centre and outreach services were likely to become an integral part of the 
community. The home visiting project aimed to educate parents or primary caregivers 
in the care and stimulation of the children. The outreach workers routinely told 
parents, ‘You are you child’s first teacher’.  

The parent interviewees showed an interest in seeing the project grow and also 
wanted to become more involved in the services it offered. The following quotation 
presents one of a few parent statements that made similar points: 

‘There are many poor kids who have not been reached yet. I wish there was a crèche 
for such children where kids can attend free… I want the programme to continue so 
that it can reach more children… we parents also want to continue monitoring the 
project as it develop so that we can see how far our children develop.’ 

In line with the vision of the NIP for ECD to have communities share responsibility 
for the quality of ECD programmes offered to children, the project involved the 
community from the beginning. A programme manager explained: 

‘In order to get the whole enrichment centre concept going, the original idea was for 
the community to manage the centre… Meetings were held with community 
members to determine the needs and proprieties. Even our outreach workers were 
identified by the community’. 

Sustainability of service: funding 

Insufficient funding was the biggest challenge to the sustainability of the project. Due 
to funding limitations the programme could only afford the four outreach workers 
although there are large numbers of vulnerable children in the area. The outreach 
workers had all passed ‘matric’ and they had received comprehensive pre-service 
training from the ECD NGO. In addition they attended weekly support meetings 
with the service co-ordinators where different aspects of child development are 
discussed. Each outreach worker received R1000 a month while the project had 
funds. When funds ran out, they had to search for alternate employment. 

The DoSD was the project’s only sponsor. This impacted significantly on the 
sustainability of the project because the project had had to be put on hold for almost 
a year because of the late arrival of DoSD stipends. In addition, the programme had 
only received a funding commitment until March 2008. If the consortium’s attempts 
to extend the funding for another year proved unsuccessful, then the outreach project 
would end. In addition, the programme budget had been cut to the extent that the 
manager said, ‘the running of the programme costs us more than that... we simply don’t have 
enough money’. 

Management of all elements of the project  

The outreach workers complained that there was insufficient space to run cluster 
workshops in parents’ or in their own houses. This was the type of situation which 
should have been addressed by the enrichment centre management. However, 
management comprised the ECD principal and a governing body and was 
accustomed to conventional ECD centre-based services and still had to adapt to 
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making provision for the requirements of the community outreach aspects of the 
project.   

2.6 A rehabilitation programme for caregivers of 
undernourished infants and young children 

General description 

The final case study deals with an established two-generation programme which 
sought to rehabilitate under-nourished infants and young children under the age of six 
while also educating their mothers in practical skills which would enable them to meet 
their children’s nutritional needs. The programme was located in a township of mixed 
formal and informal housing, which was characterised by high un-and under-
employment, high rates of HIV/AIDS and tuberculosis infection and severe poverty. 

The programme relied on community-based outreach workers for most aspects of its 
delivery. These outreach workers were local women who had themselves managed to 
raise healthy children in adverse conditions. They were trained by the organisation to 
assist hungry children to grow up nourished, protected, cared for and supported.3 In 
order to achieve this, they undertook the following tasks:  

 They visited homes identified by the local health workers or community 
members as housing malnourished children in order to weigh and enrol all 
underweight babies or children below the age of six.  

 They conducted a basic household scan and recorded the family’s psycho-social 
circumstances and all relevant socio-economic information for further practical 
intervention or referral.  

 They introduced each mother and underweight child or children to the 
nutrition clinic where the mother was shown how to nourish her child/children 
by breastfeeding and/or by using nutritious and locally available low cost food. 
If a mother could not afford to buy food she was helped to access food for 
free.  

 They conducted follow-up visits to the household in order to monitor the 
mother and child/children’s progress. These visits were also used to educate 
the mother in practical parenting skills and to link her to one of the 
organisation’s income generating projects such as food gardening or craft 
production groups. Products made through these self-help programmes were 
sold at the organisation’s craft centre and two thirds of the price was paid to 
the producer while one third was used for material, transport and related costs. 

The programme co-ordinator reported, ‘Rehabilitating a severely malnourished child can be 
very challenging and it needs lots of care and support as many of these children have not eaten for long 

                                                        

3 Since the time of the case study research, a programme co-ordinator reported that the community 
outreach workers have been able to participate in accredited EPWP home visitor training. 
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periods of time, have no appetite and have reached a state where they no longer want food. By the end 
of the third month most of them become rehabilitated.’ Fully rehabilitated children were then 
monitored for 18 months although the co-ordinator explained that if more funds had 
been available the programme would have followed and supported the children until 
they started school. 

The programme spokespeople took care to point out that their work was based on 
the recognition that protecting and caring for children started with strengthening 
women’s situation in the community through creating opportunities for them to learn 
skills in order to earn a living. One of the organisation’s senior staff explained, ‘In most 
communities where we do our work one finds that households are headed by women who have no 
source of income…Poverty is one of the big challenges that we face while trying to implement the 
programme. We can’t talk about nutrition and early childhood stimulation when there is no food for 
the household…We end up spending time helping solve family problems instead of concentrating on 
the child.’ 

Access or reach 

The nutrition rehabilitation programme was aimed at severely underweight children 
from extremely poor and/or socially isolated households. Besides poverty, other 
common contributing factors to under nourishment were: 

 Children’s physical disabilities; 

 Children’s chronic diseases; 

 Mother’s and/or children’s HIV/AIDS infection; 

 Dysfunctional families; and 

 Homes headed by children. 

As shown above, while the primary focus of the intervention was children 0-6 years 
old, mothers who struggled and were ‘depressed and overburdened’ were supported and 
encouraged to participate in self-help groups, which undertook crafts such as 
silkscreen printing and beadwork. Participation in these groups helped to break the 
women’s isolation while helping them to support their children. 

Health and physical needs 

The primary concerns of the programme were nutrition and health development. 
Therefore, outreach visits routinely included discussion about feeding, child 
developmental needs, sleeping as well as some assessment of the infant or child’s 
general behaviour and social responsiveness.  Each visit included time for ‘maternal 
empowerment’ during which the outreach worker tried to develop the mother’s 
confidence in handling all aspects of baby care. 

Households also received immunisation advice and were provided with information 
about relevant community-based services and resources. 

The outreach workers reported that they were seeing an increase in the numbers of 
children infected with HIV/AIDS. These children were offered nutrition support and 



 Scaling up Early Childhood Development (ECD) (0-4 Years) in South Africa  

  

 

38 

medical care while the mothers received counselling and support. In all cases the 
children on the rehabilitation programme were seen weekly by the health worker and 
every fortnight they had to undergo a progress assessment at the clinic to ensure 
growth monitoring. 

Early learning stimulation  

Although child stimulation was included in official descriptions of the outreach 
programme, there was no reference to early learning stimulation by the outreach 
workers. Their descriptions of home visits did, however, include mention of teaching 
mothers the basic requirements for developmentally appropriate childcare. 

Socio-emotional developmental needs 

The programme tended to address the families’ needs for supportive contact and 
practical help. For example, there were cases where parents refused to have their 
undernourished children enrolled on the programme. An outreach worker explained 
that ‘[t]hey may be afraid that neighbours will laugh at them and the child will not be accepted by 
other children or there is a lack of knowledge about the programme. People may think that only sick 
people are visited’. In such cases, the outreach workers tried to befriend a parent to gain 
acceptance. With time such parents usually recognised that the outreach workers were 
helping many of the children in the community.  

Integration of services 

The programme is founded on the recognition that there are multiple factors that 
contribute to children malnutrition and ill health. Programme staff had established 
links with a wide range of services such as clinics, child welfare, various shelters for 
abused mothers and drug and alcohol rehabilitation centres.  These contacts enabled 
them to provide an integrated service to children and their parents. In addition, each 
house visit was conducted according to an agenda, which included information on 
how parents could access child support grants and other resources.  As a co-ordinator 
explained: 

‘One can always take it for granted that everybody knows about things like child 
support grants, free services offered at clinics for children but it’s not always true. 
We often get parents who are so heavy burdened that they just can’t see beyond their 
current situation… they are trapped in their misery while there is help available.’  

She went on to say:  

‘There have been cases where children could not access grants because parents did 
not have ID documents and our outreach workers have done a great job in helping 
such people to access ID documents’.  

Sustainability of service 

Although a 2006 impact study showed the nutrition programme to be particularly 
successful in respect of infant recovery and the teaching of mothers that the use of 
local and affordable nutritious food together with numerous little acts of caring was a 
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powerful ‘treatment’, a lack of financial resources resulted in requests for expansion to 
other communities being turned down. 

As is shown in the following subsections, a lack of funding also made it difficult to 
sustain the existing service at optimal levels. 

Staffing and training 

The programme was staffed by co-ordinators, assistant co-ordinators and outreach 
workers. Once outreach workers had been recruited, they attended basic pre-service 
training in home visiting, followed by more specialised training in topics such as 
growth monitoring and child health. The outreach workers reported that without the 
training they would never have been able to do their job. One worker said, ‘the training 
is up to date, empowering and easy to follow’. 

In addition to their own organisation’s training, at the beginning of 2008 the outreach 
workers attended the EPWP training programme for home-based workers. A co-
ordinator reported that the majority of the outreach workers had been ‘empowered by the 
EPWP training and pleased to have the opportunity’. However, from the service 
management’s point of view, there had been too short a lead-time between the 
recruitment of trainees to the programme and the delivery of the training. This had 
resulted in the service having to ‘scramble to find new people to cover for the trainees’.     

Training costs were not as high as for certain of the other outreach programmes. 
Salaries accounted for just over 50% of total costs, followed closely by a ‘hold-all’ 
category called ‘infrastructure’.  

Sustainability of jobs 

A manager reported that in the six years since the rehabilitation programme was 
established, the organisation had managed to maintain almost 100% stability in posts 
and had sustained all of the outreach jobs. She explained that job satisfaction had 
proved more significant than money in ensuring stability in outreach posts. She said, 
‘It’s not really about the stipend ... it’s very rewarding to witness positive change. They 
[the outreach workers] bond with the families and see what a difference their work is 
making...’ In addition this manager attributed the programme’s success in retaining 
outreach personnel to the following: 

 A formal internal performance evaluation process linked to staff development 
and financial incentives such as having the monthly DoSD stipend of R860 for 
half days ‘topped up’ in return for consistently effective case work; 

 Ongoing opportunities for job related training as well as the opportunity to 
learn generic skills such as driving; and 

 The opportunity for outreach workers to be promoted to higher posts within 
the organisation such as area co-ordinator. 
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Funding 

Funding of the nutrition outreach programme has always been a challenge for the 
organization. A co-ordinator explained, ‘there is an increased demand for our services without 
matching financial resources.’   

According to the service budgets provided to the researcher, state subsidies covered 
33% of the total service costs of the programme.  Apart from the tiny contribution 
from the income generating projects, the programme depended on support from 
donor organisations for survival.  
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3. Lessons from the case studies 

This section presents the lessons drawn from the six preceding case studies. The 
section begins with a summary of the overall lessons in relation to the intended 
outcomes of the National Integrated Plan for ECD. Thereafter short sections deal 
with the lessons in respect of both the scaling up of integrated services and the 
creation and sustaining of ECD jobs. The final section lists certain of the implications 
arising from the above lessons for the demonstration projects.  

3.1   Outcomes of the NIP for ECD  

The following lessons emerged in relation to the programme components and 
intended outcomes of the NIP for ECD. 

Registration of births and referral services for health and social 
security grants 

The research interviews with ECD centre staff members suggested that a large 
majority of the parents or primary caregivers who could afford centre-based childcare 
had identity documents for themselves and birth certificates for their young children. 
In addition, the principals of the non-profit centres reported that the majority of their 
centres’ parents knew how to access child support grants.  

Of the three ECD centres in the case studies, the two non-profit facilities were 
registered and were subsidised by the DoSD and had Grade R classes which were 
registered with and subsidised by the provincial DOE. These centres required birth 
certificates for enrolment and the researcher found that this had only been a problem 
for a foreign parent. Besides keeping copies of all the children’s birth certificates, the 
principals said that they usually checked that all eligible parents were able to access 
child support grants.  

The principal of the unregistered ECD centre which was run as a small business was 
more concerned with Road to Health cards than any other official documentation. 
She made no reference to the need for the Grade R children to have birth certificates 
in order to enrol at primary school but she demonstrated a preoccupation with the 
children’s immunisation and health. It appeared that she understood that for her 
centre to attract working parents who were able to pay sufficient fees for her business 
to survive, she needed to demonstrate the centre’s concern with the children’s 
physical health and safety. 

As far as the poorest and most vulnerable families were concerned, the case studies of 
the three community outreach services showed that their outreach workers were  
generally effective at educating parents about the registration of births. In addition, 
the outreach workers from all three services helped the primary caregivers to access 
available grants. Regardless of their core service, the community-based outreach 
workers were reported to provide integrated, multigenerational services which linked 
vulnerable families to government and non-government sources of health, social and 
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education support. These outreach workers appeared to be more attuned to their role 
as enablers of access to child and disability grants and services than most centre-based 
ECD staff other than principals. In addition, all of the community outreach workers 
met regularly with well-trained and informed co-ordinators or supervisors who were 
able to broaden their network of service information and provision.   

Integrated management of childhood illnesses 

In all cases ECD principals and home, family or maternal outreach workers had good 
links with the local clinics or maternity and obstetrics facilities. They were also shown 
to be alert to the need for immunisation as well as for babies and children who 
appeared to be unwell to be monitored and, if necessary, referred to an appropriate 
health facility for further assessment.  

It was interesting to note that interviewees from the three community outreach 
services were more vocal about identifying and addressing the treatment needs of 
HIV/AIDS infected babies and young children than centre-based ECD staff. This 
might be a reflection of the centre-based staff members’ concern about fee-paying 
parents’ fear and ignorance of the risks of having HIV-infected children in their 
children’s classes. The only reference to infectious diseases recorded at one of the 
centres was made in response to a researcher’s question about a girl in the purpose-
built ECD centre who was very small for her age. The principal reported that she had 
recently recovered from TB and returned to her class.   

Immunisation 

In all cases the ECD staff were keenly aware of the necessity for every child to have 
up-to-date immunisations which were recorded on Road to Health cards. All three 
ECD centres reported sound relationships with their local clinics and clinic staff 
immunized the children at the ECD centres. Regardless of the area, this tended to be 
done according to a standard routine: Clinics informed principals of the immunisation 
dates. Principals then informed parents of these dates and the need for children to 
have their Road to Health cards. On the day before immunisation the ECD staff 
reminded parents to put the Road to Health cards in the children’s bags. After 
immunisation the ECD staff returned the cards to the parents. 

The three community outreach services also monitored children’s growth and 
immunisation with reference to the Road to Health cards and the local clinics. 

Healthy pregnancy, birth and infancy 

The service which supported expectant mothers who were at risk of neglecting or 
abusing their babies, played a vital role in reducing young or vulnerable expectant 
mothers’ sense of isolation and helplessness. In each of its target communities, the 
local maternity and obstetrics unit staff identified reluctant or vulnerable mothers who 
were then routinely visited and supported by the outreach workers so that they were 
able to accept and to ‘care’ for their pregnancies and understand the birth process. 
After the babies were born, the outreach workers also educated and supported the 
mothers in how to care for, stimulate and feed (if possible breastfeed) their infants.  
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A 2006 impact study indicated that the community outreach nutrition service was 
generally successful at empowering mothers of under-nourished infants to rehabilitate 
and support the development of their babies. Besides promoting self-help groups, this 
service encouraged breastfeeding and the use of cheap local food whenever possible.  

The case studies suggested that the registered ECD centres which accepted babies 
from the age of six months differed greatly in the quality of the service provided to 
these babies. At the purpose-built ECD centre, two reasonably experienced caregivers 
shared the responsibility for keeping the babies comfortable and happy. They 
expressed enjoyment in their work and were seen to feed each baby on their laps. One 
of these caregivers reported that she was completing her Level 1 ECD learnership 
through the EPWP. 

In contrast, the untrained and inexperienced baby carer at the registered centre in an 
informal structure left her job during the research period because the ‘babies cry too 
much’. Because she had no insight into the babies’ needs and behaviour she had felt 
bored and frustrated. 

Nutrition 

All the case studies showed that the full range of ECD practitioners understood and 
promoted good early nutrition. However, several of the centre-based carers expressed 
a concern about the lack of parental interest in good nutrition. They reported that 
despite their many attempts to educate parents, many of them persisted in giving their 
children unhealthy snacks.   

Although the centres provided all children with two balanced meals a day, their 
budget limitations meant that children whose families were too poor to feed them at 
home, still went hungry. The principal of the purpose-built ECD centre and the 
principal of the informally built centre both expressed frustration with the DoE’s 
unwillingness to allow them to use a portion of the stipend provided for equipment 
and materials for Grade R food. They said that this resulted in the younger children 
cross-subsidising Grade R nutrition, with the result that all the children received a 
little less to eat. 

The specialised nutrition service to underweight infants and their mothers was shown 
to be particularly successful in respect of infant recovery and an important element of 
this programme was the teaching of mothers that the use of local and affordable 
nutritious food together with numerous little acts of caring was a powerful 
‘treatment’. As the evaluation indicates, rehabilitation took 85 days or nearly 3 months 
longer for very young children who were immunised but received ‘poor or average 
care’ than for children in the same age cohort who were immunised and received 
‘good care’.   

Early learning stimulation   

It appeared that there was a tendency among un- and under-trained carers to neglect 
early learning stimulation for the youngest children. The large purpose-built ECD 
centre had a varied and generally interesting early learning programme for all ages 
except perhaps for the babies who were generally kept happy and comfortable.  The 
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quality of the early learning stimulation provided by the other centres was uneven. In 
both the privately owned and the informally built centres, the caregivers of the 
youngest children tended to be less experienced, less trained and less motivated than 
their better skilled principals. Several of these carers mechanically followed 
predictable routines, which included many sessions of minimally supervised ‘play and 
observation’. Most of the planned pre-literacy and pre-numeracy learning stimulation 
was only provided to the Grade Rs because the goal of school readiness was foremost 
in the Grade R teachers’ minds.  

All three community outreach services included some parent or caregiver education in 
how to stimulate early learning. The home-visiting and toy library programme was 
particularly strong in this respect and several parents were quoted as saying that their 
babies and children had ‘grown clever’ since they had been included in that project. 
Outreach workers taught primary caregivers the importance of play and demonstrated 
how to make simple toys including baby toys to chew or to shake. They also 
distributed books and encouraged caregivers to read children of all ages. One of these 
outreach workers reported that a father had told her that he had not realised that by 
talking to his toddler he could build his relationship with him and that it could be so 
enjoyable. 

Development and implementation of psychosocial programmes 

Maternal education in their babies and children’s psychosocial development was an 
element of all three community outreach services. It was a particularly strong feature 
of the service for mothers and infants ‘at risk’. By encouraging vulnerable mothers to 
accept their pregnancies the outreach workers sought to support mother-child 
bonding. After childbirth they continued to support the new relationship by, for 
example, teaching mothers the simple tactile pleasures of breastfeeding and baby 
massage.   

Most staff members of the purpose-built ECD centre were seen to be effective at 
building individual children’s sense of identity and capacity. They acknowledged each 
child’s small achievements and interacted warmly with all the children. In the other 
ECD centres caregivers were observed to be especially poor at listening attentively 
and responding thoughtfully to individual children. There was tended to be few 
uninterrupted opportunities for children to play or to learn independently.  

Untrained caregivers’ lack of sensitivity to children’s emotional needs was illustrated 
by the fact that during movement to music in the private centre, a certain caregiver 
always chose the same children to dance. When asked about her choice she 
responded, ‘We are doing this dance for our end of year function and not everyone can participate.’ 
While the impact of not being selected to perform for one’s parents might have other 
consequences, the excluded children’s immediate expression of desire to participate 
and frustration was to totally disrupt the activity. 

The case studies of the two smaller ECD centres also showed that the caregivers 
inadvertently modelled negative conflict resolution behaviour to the children who 
were in their care for ten or more hours each weekday. In both of these centres in- 
and outdoor space was limited and children needed to be taught to respect each 
other’s activities. However children constantly interrupted each other and fought over 
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of equipment. Fighting was particularly severe in the private centre where although 
children had learnt to eat and share food in an orderly manner, they competed for 
toys. In both cases the caregivers shouted, threatened, withdrew privileges and 
smacked children to resolve conflicts and to restore order. In both cases the success 
of these measures was short-lived.  

This contrasted markedly with the spacious purpose-built ECD centre where 
potential conflict was usually anticipated and averted by a caregiver. In this facility the 
children were usually busy and interested and were seldom seen to fight. When they 
did fight, each child was quietly taken aside and reminded of the rules. 

3.2   Feasibility and scaling up of integrated services  

The case studies showed that there was limited integration between government 
services at the ECD centres. Among the linkages identified in the studies of the 
centres were: 

 The staff members of the three ECD centres and the sisters at their local 
clinics appeared to have sound working relationships. 

 On occasion information from local government or the DoSD was 
disseminated by their representatives at meetings of the voluntary ECD 
principals’ associations, commonly known as ‘ECD forums’. 

 Centre principals and certain of their staff members were aware of the EPWP 
ECD learnerships and were familiar with several training organisations 
including the NGOs contracted to the EPWP. 

 The principal of the private centre had become familiar with local government 
and DoSD functionaries because of her protracted (four-year) and financially 
draining struggle to have her facility registered.  

The well-run, purpose-built ECD centre was registered with and had many children 
subsidised by the DoSD and the provincial DoE (Grade R). However, this centre had 
not been visited by officials from either of these departments for over four years. 
Although the principal maintained the required records and sent all reports on time, 
the lack of monitoring and quality assurance visits from departmental representatives 
meant that her centre’s achievements had not been noticed. She indicated that she 
would have welcomed official reassurance that her efforts were appreciated. 

This lack of monitoring by DoSD and provincial education officials has even more 
serious implications in respect of poorly managed centres. 

There was no contact between the three centre principals or their Grade R teachers 
and local primary schools despite one of these schools being next door to the ECD 
centre. Two of the principals reported a breakdown in previous relationships with 
primary school teachers which had left them weary of trying to establish contact with 
schools. This is an ongoing issue which should be addressed by the provincial 
foundation phase and Grade R subject advisors. 
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As was shown above, the community outreach services were effective at linking poor 
families to local and provincial government support as well as to a range of 
complementary NGO services. In many respects effective ECD outreach workers 
had to become agents of service integration.  

The case studies showed that government services were still far from being fully 
integrated and that where such integration occurred, it tended to be specific to a 
certain geographic area and to involve community-based health services and/or ECD 
NGOs. A service manager reported that despite a commitment from the DOH to 
support the integration of services such as child nutrition and IMCI ‘ by subsidising 
an amalgamated package of delivery’ the integration process was ‘very slow’.  It 
appeared that the lack of capacity ‘on the ground’ in respect of both provincial and 
local government departments indicated that the upscaling of integrated services was 
not feasible in the short term. 

3.3  The creation and the sustainability of jobs in the ECD 
sector 

An objective of the EPWP has been the provision of sustainable jobs in the ECD 
sector. The following clear lessons emerged from the case studies in respect of paid 
ECD work.  

Training 

Sponsored and accredited training was shown to be especially important for ECD 
centre staff. This was reflected in the manner in which several ECD centre staff 
members indicated that once an ECD caregiver had received some training, she was 
more likely to be interested in her work and to appreciate its value. For example, the 
principal and a carer of babies at the large purpose-built ECD centre expressed their 
delight with their EPWP learnerships at Level 4 and Level 1 respectively. Although 
the quality of certain of this training seemed to have been uneven, both women 
reported that it had enhanced their enjoyment of and their commitment to their work 
as well as their interest in further professional development. In addition, the field 
researchers observed that centre staff who had received accredited training tended to 
be more competent at stimulating early learning and generally more sensitive to the 
young children’s needs.   

None of the centres had sufficient funds for staff development. This was of particular 
concern for the private centre, which was only able to survive in its working class 
community by keeping staff salaries and benefits to a minimum. It was clear that 
sponsored training opportunities such as those provided by NGOs and/or by the 
EPWP were vital contributions to the stability of ECD jobs. 

Training was also very important to the outreach workers. In all three cases these 
workers were said to regard their training as personally enriching as well as essential 
for their work in people’s homes. The psycho-social support service provided 
especially intensive and multi-faceted training. Every community outreach worker 
received 39 sessions of pre-service training together with ongoing staff development 
workshops and professional support. One of the outreach workers echoed her 



 Illustrative Cases of On-the-Ground Delivery Models for Holistic ECD Services:  
Formal, Community and Household  

 

47 

manager’s claim that the service’s training and supervision was ‘life changing’. In 
addition it was noted that the depth of the psycho-social support training together 
with the trainees’ professional supervision had resulted in unusually high stability in 
posts in this service compared with services with less extensive training programmes 
for their outreach workers. As Dawes, Biersteker & Irvine (2008) point out, it is 
inevitable that services which are directed at particularly vulnerable carers and their 
children require more specialised and therefore costly, training.  

In addition to their own organisation’s training, the outreach workers with the 
nutritional service attended the EPWP training programme for home-based workers. 
One of that service’ s coordinators reported that the majority of the outreach workers 
had been ‘empowered by the EPWP training and pleased to have the opportunity’. However, 
from the service management’s point of view, there had been too short a lead-time 
between the recruitment of trainees to the programme and the delivery of the 
training. This had resulted in the service having to ‘scramble to find new people to cover for 
the trainees’.     

Costs, funding and financial viability 

As is usual, personnel costs including service managers’ and coordinators’ salaries, 
remuneration for consultants, trainers and supervisors and the outreach workers’ 
stipends made up the highest proportion of all three services’ budgets. The highest 
personnel costs were incurred by the psycho-social support service because of its 
extensive use of professional trainers and the high costs of outreach workers’ ongoing 
specialised supervision in order for them to be able to counsel and support the most 
vulnerable and potentially difficult mothers and families.  

In recent years this service had proved to be too expensive for up scaling and for 
long-term sustainability of posts. Several of its community-based jobs had been cut by 
the organisations’ inability to raise sufficient funds to maintain the service in a 
community in which it was well established. While the manager acknowledged the 
frustration and hardship which this caused the outreach workers, she said that the 
level, intensity and length of the training and professional supervision remained ‘non-
negotiable’. The organisation was, therefore, exploring other strategies for cutting 
service costs. 

State subsidies accounted for most of the income of the community outreach service, 
which had cut organisational support, training and delivery costs to the absolute 
minimum. However, these cuts had resulted in outreach workers struggling with some 
of the practicalities of their work such as transport. Budgets were so tight that when 
the DoSD funded stipends were more than three months late in reaching this service, 
delivery in some of its communities had to be suspended for a year and the outreach 
workers in those communities had to find alternate employment. In this instance 
DoSD delays had proved to be the greatest threat to jobs. 

According to the service budgets provided to the researcher, the home visiting/toy 
library project was completely funded by the state. In contrast, subsidies covered only 
33% of the total service costs of the more nutrition service and 40% of the psycho-
social support service.  Apart from the tiny contribution from clients’ of the nutrition 
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service’s income generating projects, both these specialised services were, therefore, 
dependent on support from donor organisations for survival. 

Unfortunately, the fairly basic annual budgets which the outreach services provided to 
the researcher made it impossible to assess average unit costs (per mother and child 
or per household). Of even more concern was that these very basic annual budgets 
appeared to exclude or to combine certain cost items. For example, in one of the 
budgets, ‘infrastructure’ was a holdall category for all non-personnel costs.  
  
The wastage of critical skills and experience together with the personal costs to ECD 
workers when funding either does not arrive in time or runs out, suggest that the 
creation of many more ECD jobs is not feasible under the current circumstances. In 
order to salvage and sustain the existing ‘safety-net’ service jobs which save the state 
much expenditure in social remedies, the following measures are suggested: 

 More realistic and longer-term service and centre budgets which include service 
unit costs; and  

 Larger and more efficiently managed government subsidies. 

Conditions of service 

Good working conditions such as supportive and fair management and interested 
oversight by the principal or service co-ordinators were apparently nearly as important 
as salary levels in determining several of the ECD workers’ commitment to and 
stability in, their jobs. In the two cases where the well-trained founder-principals of 
centres tended to be inconsiderate and autocratic, caregivers only lasted for short 
periods in their jobs. 

3.4  Findings that might contribute to the scaling up or 
improvement of services   

As was explained above, outreach workers were more successful enablers of poor 
families’ access to grants and to a broad range of health, social and education services 
than centre-based staff. This might be attributed to:  

 The community outreach organisations’ clear definition of the outreach 
workers’ role in the community as practical ‘weavers of children’s and primary 
caregiver’s safety nets’; and 

 The community-based outreach workers regular meetings with informed co-
ordinators who were able to broaden their knowledge of relevant services and 
how to access these.   

The latter point underlines the need for specialised accredited training for ECD 
supervisors and managers. 

The three centre-based case studies suggested that larger centres such as the purpose-
built ECD centre which had an enrolment of 200 children may be more likely to 
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succeed in the long term than centres which have lower numbers of children such as 
the small business and the centre in a mixed formal and informal settlement which 
accommodated 37 and 72 children respectively. Some reasons for this appeared to be: 

 Economies of scale: It is worth noting that inadequate state funding means that 
even the efficiently run, non-profit, purpose-built ECD centre – which received 
all the available subsidies – struggled financially. It appears that official 
subsidies are still too low to sustain centres of good practice for children of 
unemployed or low wage earning parents.  

 Sufficient numbers of staff: Sufficient members of staff allow for some sharing of 
responsibility for particularly demanding age groups as well as for certain staff 
members to be released for training from time to time. Sufficient numbers of 
experienced and committed staff (a critical mass) were also seen to contribute 
to a positive and collegial ethos, which helped to motivate the weaker 
members. In the centres which had too few staff members for regular oversight 
or mentoring by experienced caregivers, occasional team-teaching or in-service 
training, caregivers tended to feel isolated and helpless. This was especially 
evident among young, inexperienced and untrained caregivers. 

Another factor which appeared to play a key role in the effectiveness of the purpose-
built ECD centre was the appointment of a principal, who had a combination of good 
administrative skills and sufficient experience as an ECD caregiver to understand and 
oversee the work of her colleagues effectively.  

Community-based outreach workers who are able to reach the poorest and most 
vulnerable children might be effectively linked to a centre which has some of the 
features suggested above. Their skills as community-based enablers of service access 
and integration should benefit the centre, while the centre might provide them with 
the supportive base they require for their demanding work in the community. The 
case study of the toy library/home-visiting project showed that a key challenge for an 
integrated centre with outreach service model is different administration, management 
and professional supervision.   

While the two non-profit ECD centres appeared to have reasonably effective 
governing bodies, the members of the large centre’s governing body were not from 
the community. As a result the principal felt that while they were helpful for the 
technical management demands, they did not grasp the impact of the community 
dynamics on the centre. This highlights the need for the demonstration model to give 
adequate consideration to the composition and the capacity of the enrichment 
centre’s governing body.  

A related concern is that of overall management. The ECD centre principals in the 
case studies had very different knowledge and experience from that which is needed 
to manage a community outreach service. Similarly the service managers were unlikely 
to be able to adapt to ECD centre management without considerable reorientation 
and professional training.  

It would be useful to implement a system of short internships at large centres which 
provide quality programmes. This would allow ECD trainees to observe and to try a 
variety of good practices, which they could then adapt to suit their own 
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circumstances. The effective purpose-built ECD centre principal explained that 
before she had taken her post she had prepared for the job as follows: ‘I went to visit a 
lot of schools and listened and looked a lot at what the set ups were, got a lot of ideas about what 
could be done and what is good.  Then when I got the chance I would also go to a workshop.’  

Finally, the six case studies suggested that to make a difference to the quality and the 
extent of delivery of ECD services to children aged 0-4, the following were critical. 

i. More realistic state subsidies to both ECD centres and especially, to specialised 
outreach services. 

ii. Longer term and more detailed budgeting, which includes costs per client by 
centres and service organisations. 

iii. Sponsored and accredited specialised training, which includes opportunities for 
practitioners to observe and to try out good practice. 

iv. Service and centre governing bodies, which comprise members with local 
knowledge and with technical competencies rather than with high political profiles.  

v. Centre or service managers who are sufficiently trained and experienced to provide 
clear definitions of staff roles and responsibilities, together with a formal system of 
supervision which combines specialist support and mentoring with regular 
performance monitoring. 
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