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Abstract

At the onset of the COVID-19 pandemic in early 2020 in South Africa, many safety measures were implemented to
protect the lives of the population. Ironically, these same safety measures have negatively impacted on the lives of
children and their caregivers resulting in increased mental health problems. This study forms part of the multicoun-
try Co-SPACE (COVID-19: Supporting Parents, Adolescents and Children during Epidemics) study that explores how
families are coping during the COVID-19 pandemic, and what caregivers can do to help support their children’s
mental health. This paper aims to gain a better understanding of the mental health status of families specifically in
South Africa in the early onset of the pandemic during restrictive lockdown measures, and identify certain risk factors
that might contribute towards deteriorating mental health. Two hundred and fifty-four South African parents and
carers of children and adolescents completed an online survey about their child’s mental health as well as their own
mental health during and post- hard lockdown in South Africa. Data collection took place over the period of the first
and second waves of the COVID-19 pandemic in South Africa. Results showed that children experienced significantly
higher mental health problems than adolescents (p =0.016). Younger children were particularly negatively affected
by lockdown and had more mental health problems than adolescents (p=0.023); including emotional problems
(p=0.017), misconduct (p=0.030), and hyperactivity (p =0.001). Additionally, the presence of special educational
needs/neurodevelopmental disorders (SEN/ND) was associated with more mental health problems (p=0.001). Sur-
prisingly, single parent households, which is another well-known risk factor showed no differences in mental health
problems compared to nuclear families. There was also a reciprocal relationship between parental/carer mental health
and child/adolescent mental health, with higher level of endorsement of mental health problems in children by par-
ents/caregivers who themselves associated with higher levels of depression, anxiety and stress (all p's<0.001). These
results highlight the dramatic impact that COVID-19 had on children, adolescents and parents in South Africa early in
the pandemic, and emphasises the need for specific support structures to be implemented within the SEN/ND com-
munity, as well as for younger children and single parent households.

Keywords: COVID-19, Pandemic, Mental health, Strengths and Difficulties Questionnaire, Depression Anxiety Stress
Scale, Child, Adolescent, Youth

Background

The COVID-19 pandemic has caused serious and unex-
pected disruptions to the lives of people around the
*Correspondence: anusha@sun.acza world. These include sudden and unforeseen social iso-
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and adolescents are considered at a lower risk of develop-
ing severe disease from COVID-19 infection compared
to older individuals, children are not indifferent to the
devastating consequence of the impact of the disease on
the adults around them [1]. Additionally, measures that
have been put in place to try and minimise spread of the
virus have invariably impacted on the lives of children,
adolescents and their families. As has been reported
internationally, hard lockdown regulations, strict social
distancing, the abrupt withdrawal from school, social
life, and outdoor activities, increased rates of domes-
tic and gender based violence, parental stressors, and
loss of loved ones have all contributed to an increase
in stress and anxiety levels [2-4]. In a low-and middle-
income country (LMIC) such as South Africa, there are
additional psychosocial and environmental stressors that
impact on the mental health and well-being of children
and their families. These include multiple risk factors
such as high rates of parental mental illness, substance
misuse, poverty, intimate partner violence and comorbid
physical health conditions [5, 6].

While most COVID-19 related mental health research
on children and adolescents has focused on high income
settings, little is known about the impact of the pandemic
on the mental health of children and adolescents in the
South African context. Prolonged school closures and
home confinement during a disease outbreak can have
negative effects on children’s physical and mental health
[7]. Children were exposed to longer screen time, less
physical activity, poorer diets, and social isolation leading
to irregular sleep patterns and mood responses [7]. Stress
responses include fears of infection, frustration, bore-
dom, lack of personal space and financial family stressors
that cause more prolonged effects on mental wellbeing
[5, 7]. Prolonged isolation at home exposes vulnerable
children, especially those with existing mental health
challenges or disabilities, to increased levels of abuse [4].
A child’s normal psychological development depends
on routines, social interactions and friendships [4], thus
being quarantined and isolated can break routines and
add extra difficulties to an already challenging situation
for all children and adolescents, particularly those with
special needs or pre-existing psychiatric difficulties [8].
Indeed, children and adolescents who have experienced
mental health problems before the pandemic may feel the
effects of the pandemic more acutely and need additional
support [9, 10].

Understanding the psychological impact of the pan-
demic on youth is crucial to target effective support
where it is most needed, particularly where many chil-
dren and adolescents are already facing known risk
factors, such as in low income [11, 12] and single par-
ent [13-15] households, and children with special
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educational needs (SEN) and neurodevelopmental disor-
ders (ND) that require both health and educational sup-
port [16, 17]. Finally, gender and age are also known to
influence the development of mental health problems.
In primary school, boys are more likely to have any men-
tal disorder (most commonly behavioural problems)
than girls; however, in secondary school boys and girls
are equally likely to have any mental disorder, but ado-
lescent girls display higher rates of emotional disorders
[18]. Finally, the impact of the pandemic may have differ-
entially impacted different age groups, with adolescents
being more self-sufficient at home schooling than chil-
dren who would have relied heavier on their parents for
this, placing an even bigger burden on already stressed
parents during lockdown, including having to deal with
remote learning, home office working, and endless house
chores [19]. Research has shown that while younger chil-
dren may be clingier or regress in behaviour during quar-
antine, older children may become more anxious, angry,
restless and withdrawn [4]. For those living under condi-
tions of precarity, without computers, mobile telephones,
tablets, or a steady supply of electricity, access to the
internet is often unavailable or prohibitively expensive.
These individuals with limited or no internet access faced
disadvantages, such as being uninformed as to the latest
knowledge of the spread of the virus, or the latest guide-
lines issued by authorities; they may also be deprived of
social support that is obtained through social media that
allows the public to stay in touch with family, friends, and
colleagues [20]. In comparison, those with easy access
to the internet and data were likely to experience sig-
nificantly fewer difficulties during lockdown, including
access to news and online mental health, contact with
others, and opportunities to work from home [20].

In 2021 it was found that only 76% of the South African
population were internet users [21]. This lack of access
to both the internet and smart devices may also have
accentuated the educational disadvantage brought about
by home-schooling being compromised, increasing the
burden for potential mental health risk. In fact, research
from the United States has found that young people, par-
ticularly secondary school pupils, experienced signifi-
cant disruption and adversity during the pandemic and
are experiencing a mental health crisis [38]. The authors
describe these findings as a “cry for help’, underscoring
the high degree of stress experienced by families dur-
ing the pandemic [38]. Similarly, research conducted in
LMIC’s including Ethiopia, Cote d’Ivoire and Lebanon
has shown significant multidimensional, gender- and
age-specific psycho-emotional effects due to the COVID-
19 pandemic and government containment measures on
adolescents [40]. Indeed, the pandemic combined with
the public health response to the pandemic appear to
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be worsening pre-existing age vulnerabilities for adoles-
cents, specifically in terms of anxiety and stress [40].

This paper reports on the state of mental health of chil-
dren and adolescents, as well as their parents or carers,
early in the pandemic during and after hard lockdown
(i.e., alert level 5) in South Africa and assesses differences
in mental health based on (i) child gender, (ii) household
income (i.e., living in poverty or not)/family composition
(i-e., single adult family or not), and (iii) the presence of
SENs/NDs. The results reported in this paper are repre-
sentative of the first and second waves of the COVID-19
pandemic in South Africa. This period included a hard
lockdown which lasted the month of April 2020 and
included the following restrictions: a national state of dis-
aster and drastic measures to contain the spread of the
virus and save lives, immediate travel restrictions and the
closure of schools, social distancing and mask wearing,
all social gatherings prohibited, tobacco and alcohol sales
prohibited, and everyone to work from home if possible
excluding emergency services.

Methods

Participants

Two hundred and fifty-four parents and caregivers based
in South Africa, aged 18 years and older, completed the
online survey over a period of 10 months from May 2020
to February 2021. Each one of the 254 responses repre-
sented a unique household. If participants had more than
one school-going child, they were asked to choose one
‘index’ child to report on. The children whom they cared
for ranged in age from 4 to 18 years. One hundred and
ninety-three (76.0%) of the respondents resided in urban
areas, while the remainder resided in rural areas.

Recruitment

The study was advertised widely through various media
(including television, radio and social media platforms
such as Facebook and Twitter) and via professional
organisations such as the South African Depression and
Anxiety Support Group (SADAG), NECT (National
Education Collaboration Trust), South African Society
of Psychiatrists, South African Association of Child and
Adolescent Psychiatrists and Allied Health Professionals,
Occupational Therapy Association of South Africa, and
The Psychological Association of South Africa and vari-
ous NGOs and charities.

Procedure

Parents/carers provided online informed consent after
reading the online participant information sheet. If
the participant was over 18 years of age and consented,
they were directed to the survey link which allowed for
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electronic completion of the questionnaire using RED-
Cap software.

Ethical considerations

Ethical approval for this study was provided by the Stel-
lenbosch University Health Research Ethics Commit-
tee (reference HREC1-2021-14,968). Data was collected
anonymously and participants were recruited on a vol-
untary basis with no incentives or compensation for their
participation. Informed consent was obtained for all
participants.

Measures

Demographic characteristics

Parents/carers reported on their own and their child’s
age, gender, and ethnicity as well as on their total
household income, lifestyle, family composition, resi-
dential location and work status. Following Waite and
colleagues [3], and due to the typical differences in pat-
terns of child and adolescent mental health and differ-
ences in educational experience, we dichotomised age at
baseline 4-10 year olds (children) and 11-18 year olds
(adolescents). A household income below R30,000 per
month was categorised as a ‘low household income; while
R30,000—-R100,000 per month was categorised as a ‘mid-
dle household income’ and anything over R100,000 per
month was a ‘high household income’ Finally, parents/
carers were asked whether their child was diagnosed with
a SEN/ND and if so, whether he/she had social, emo-
tional and mental health difficulties, or communication
and interacting difficulties, or cognition and learning dif-
ficulties, and finally, sensory and/or physical needs.

The Strengths and Difficulties Questionnaire (SDQ)

The Strengths and Difficulties Questionnaire (SDQ) is a
brief behavioural screening questionnaire for 4—17 year
olds, and was used to measure the mental health of chil-
dren and adolescents in the survey [22]. The SDQ covers
the most important current domains of child psychopa-
thology (i.e., emotional symptoms, conduct problems,
hyperactivity-inattention, and peer problems) as well as
personal strengths (i.e., prosocial behaviour) that can be
completed by parents, teachers, and youth themselves.
Several versions of the SDQ exist; however, for the pur-
poses of this study we used the version that is answered
on behalf of the children by their parents or carers. It is
a 25-item scale describing positive and negative attrib-
utes of children and adolescents. It is comprised of 5
subscales, with 5 items in each subscale. Each item is
scored on a 3-point scale with 0="‘not true, 1="some-
what true;, and 2="certainly true! Higher scores on the
prosocial subscale reflect strengths, whereas higher
scores on the other four subscales (i.e., the emotional
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symptoms subscale, the conduct problems subscale,
the hyperactivity-inattention subscale, and the peer
problems subscale) reflect difficulties. A total difficul-
ties score can also be calculated by summing the scores
on the emotional symptoms, the conduct problems, the
hyperactivity-inattention, and the peer problems sub-
scales (scores range from O to 40). The SDQ has been
translated into 51 languages, and extensively validated in
many Western and developing countries [23], but not in
South Africa. In an African context the overall reported
Cronbach alpha scores ranged from 0.18—0.89; however,
Hoosen and colleagues [24] expressed concern about
the robustness of the SDQ given the lack of reporting
on validation in African studies. de Vries and colleagues
[25] state that globally, the SDQ may be useful as an ‘in-
country’ instrument, but they caution researchers when
using it as a ‘cross-country’ comparative measurement
tool. They advise that further validation work is required
to compare the normative cut-off values with gold stand-
ard clinical diagnostic instruments. For a more detailed
interpretation of SDQ scores on the parent completed
SDQ see Table 1 below.

The Depression Anxiety Stress Scale (DASS)

The Depression Anxiety Stress Scale (DASS) is a set of
three self-report scales designed to measure the negative
emotional states of depression, anxiety and stress. This
scale was used to assess the mental health of parents/car-
ers in the survey. As outlined by Lovibond and Lovibond
[26] the Depression scale assesses dysphoria, hopeless-
ness, devaluation of life, self-deprecation, lack of interest/
involvement, anhedonia, and inertia. The Anxiety scale
assesses autonomic arousal, skeletal muscle effects, situ-
ational anxiety, and subjective experience of anxious affect.
While the Stress scale is sensitive to levels of chronic
non-specific arousal and assesses difficulty relaxing, nerv-
ous arousal, and being easily upset/agitated, irritable/
over-reactive and impatient. The DASS21 is a shortened
version of the DASS and contains 21 items, or 7 items
per scale [27]. Subjects are asked to use a 4-point sever-
ity/frequency scale to rate the extent to which they have
experienced each state over the past week. Each item is

Table 1 Cut-off scores for the SDQ

Score Normal Borderline Abnormal
Total difficulties score 0-13 14—16 17-40
Emotional problems score 0-3 4 5-10
Conduct problems score 0-2 3 4-10
Hyperactivity score 0-5 6 7-10
Peer problems score 0-2 3 4-10
Prosocial score 6-10 5 0-4
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rated on a 4-point scale with 0=‘Did not apply to me at
all; 1 ="Applied to me to some degree, or some of the time;,
2="Applied to me a considerable degree, or a good part
of time; and 3="Applied to me very much, or most of the
time’ Scores for Depression, Anxiety and Stress are calcu-
lated by summing the scores for the relevant items. When
scoring the DASS21 one must multiply the scores by 2,
to ensure that the scores are comparable to the original
DASS. Higher scores suggest higher rates of depression,
anxiety and stress. A study by Dreyer, Henn & Hill [28]
investigated the psychometric properties of the DASS21 in
a non-clinical South African sample. Results showed that
the DASS is a valid and reliable instrument for research
purposes in South African work settings. For a more in
depth interpretation of DASS scores please see Table 2.

Data analysis

All analyses were carried out in SPSS (version 27). SDQ
caseness categories were calculated using syntax down-
loaded from: https://www.sdqinfo.org/a0.html. To assess the
mental health status of both children and parents, SDQ and
DASS scores were examined in relation to well known risk
factors such as: child age (child vs adolescent), household
income (low, middle or high income), family composition
(single parent household, or not) and SEN/ND (present or
not).

For the risk factor child age, SDQ scores were analysed
using a 2 (gender: male vs female) x 2 (age: child vs ado-
lescent) between subjects factorial ANOVA across each
of the five SDQ scales (emotional problems, conduct
problems, hyperactivity, peer problems and prosocial).
While DAS scores were analysed with independent sam-
ples t-tests comparing parent/carer DASS scores across
the three DASS subscales (i.e., depression, anxiety and
stress) in relation to the child’s age.

The risk factor household income analysed SDQ scores
using a 2 (age: child vs adolescent) x 3 (income: low vs
middle vs high) between subjects factorial ANOVA, while
DAS scores were analysed using a one-way ANOVA.

Family composition represents whether a household is
supported by a single adult or not. Due to the unequal

Table 2 Cut-off scores for the DASS tool (multiply DASS21
scores by 2)

Severity Depression Anxiety Stress
Normal 0-9 0-7 0-14
Mild 10-13 8-9 15-18
Moderate 14-20 10-14 19-25
Severe 21-27 15-19 26-33
Extremely severe 28+ 20+ 34+
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sample numbers across the groups in the SDQ scores,
family composition was analysed independently by
removing child age. Thus, an independent-samples t-test
examined whether family composition affected chil-
dren’s mental health, as reported by their parents/carers.
This was also done for each of the five SDQ subscales.
Independent-samples t-tests were also conducted on the
DASS scores and subscales.

The final risk factor was whether SENs/NDs (including
social or emotional, communication, cognitive and sen-
sory disorders) were present in the child or not. Due to
the small number of children and adolescents who pre-
sented SENs or NDs, we were again unable to stratify
by age. Thus, independent-samples t-tests were used to
determine differences in total mental health scores in
both the SDQ and DAS scores.

Finally, a Pearson’s correlation coefficient was com-
puted to assess the relationship between reported child
mental health (i.e., total SDQ score) and parent/carer
mental health (i.e., depression, anxiety, and stress levels).

Results

Participant sample

Two hundred and fifty-four parents and caregivers com-
pleted the online survey. The vast majority, 246 (96.9%),
had access to outside space. The majority of the children
were in the care of their biological parents, 234 (92.1%),
while 6 (2.4%) were fostered and 2 (0.8%) were adopted.
For further information on the demographic of the sam-
ple please see Table 3.

This study also recorded mental health information
for both the child and the parent/carer. These included
whether the child had an SEN/ND and the type of SEN/
ND as well as whether the child or the parent/carer had
been diagnosed with any other mental health condition
such as depression or anxiety, or diagnosed with a neu-
rodevelopmental disorder such as autism spectrum dis-
order (ASD) or attention deficit hyperactivity disorder
(ADHD). See Table 4 for more detail.

The Strengths and Difficulties Questionnaire (SDQ)
Child gender and age
There were significant differences in mental health
scores between children and adolescents, such that chil-
dren had higher mental health scores on the SDQ scale
than adolescents, F(1, 240)=4.88, p=0.028, r]2p=0.020
(see Fig. 1). There was no main effect of gender,
F(1,240)=1.89, p=0.171, r]2P=0.008, and no interaction
between child age and gender on mental health scores,
F(1,240)=0.511, p=0.476, n*,=0.002.

Emotional problems scale Children had higher scores
for emotional problems than adolescents; however,
this difference was not significant, F(1, 240)=3.44,
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p=0.065, qu: 0.014. There was also no signifi-
cant gender difference in emotional problems, F(1,
240) =0.605, p=0.437, nzp =0.003, and no interaction
between child age and child gender, F(1, 240)=2.17,
p=0.142, n*,=0.009.

Conduct problems scale There was a significant differ-
ence in scores on the conduct problems scale between
children and adolescents, with higher conduct problems
endorsed in children than adolescents, F(1, 240) =4.748,
p=0.030, nzp =0.019. There was no difference in conduct
problem scores by gender, F(1, 240)=2.071, p=0.151,
n2p20.008, and there was no interaction between
child age and child gender, F(1, 250) =0.002, p =0.968,
n*,=0.000.

Hyperactivity scale There was a significant differ-
ence between children and adolescents. Children were
reported to be more hyperactive than adolescents, F(1,
240)=10.91, p=0.001, n2p:O.043. There was also a sig-
nificant gender difference, with males being more hyper-
active overall compared to females, F(1, 240)=4.37,
p=0.038, nzp:0.018. There was no interaction between
age and gender, F(1, 240)=0.74, p=0.391, n2p =0.003.

Peer problems scale There was no significant difference
in peer problems reported between children and adoles-
cents, F(1, 240) =2.68, p=0.103, nzp:0.0ll, or between
males and females, F(1, 240) = 1.58, p =0.209, n2p =0.007.
There was also no interaction between child age and child
gender, F(1, 240)=2.81, p=0.095, qu:0.012.

Prosocial scale There was no main effect for child age.
Both children and adolescents reportedly displayed
high prosocial behaviour, F(1, 240)=1.45 p=0.230,
nzp =0.006. There was, however, a significant main effect
for gender, with females displaying more prosocial behav-
iours than males, F(1, 240) =56.15, p=0.014, n2p =0.025.
Finally, there was no interaction between age and gender,
F(1, 240)=0.88, p=0.350, qu:0.00. For further details
on SDQ scores across child gender and age, See Appen-
dix 1.

Household income

A 2 (age: child vs adolescent) x 3 (income: low vs middle
vs high) between subjects factorial ANOVA revealed no
main effects for any of the variables. This suggests that
neither low, middle or high income made any difference
to children’s or adolescent’s mental health, all p’s>0.05.
There was also no significant interaction observed
between the variables. The same was observed for the
SDQ subscales. No main effects were observed for the
emotional, conduct, hyperactivity, peer problems or
prosocial scales, and there were no significant interac-
tions, all p’s>0.05. This suggests that the children’s men-
tal health as reported by their parents/carers was not
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Table 3 Sample socio-demographic characteristics

Children (4-10yrs) Adolescents (11- Undisclosed Full sample
n=118 (46.5%) 18yrs) n=9(3.5%) n=254
n=127(50.0%)
Child
Child mean age (SD) 7.81(1.63) 13.8(2.17) - 1091 (3.57)
Child gender
Male 70 (59.3%) 67 (52.8%) 2(0.8%) 139 (54.7%)
Female 47 (39.8%) 60 (47.2%) 5(2.0%) 112 (44.1%)
Other/Unknown 1(0.8%) - 2 (0.8%) 3(1.2%)
Parent/carer

Parent gender

Male 10 (18.5%) 14 (11.0%) 3(1.2%) 27 (10.6%)
Female 108 (91.5%) 112 (88.2%) 5(2.0%) 225 (88.6%)
Other/unknown - 1 (0.8%) 1 (0.4%) 2 (0.8%)
Parent/carer education
No qualifications 1(0.8%) 3(2.4%) - (1.6%)
Completed primary school (13yrs) - 4(3.1%) - 4 (1.6%)
Completed secondary school (16yrs) 1 (0.8%) 9 (7.1%) - 10 (3.9%)
Matriculated 17 (14.4%) 26 (20.5%) 4 (1.6%) 47 (18.5%)
Undergraduate degree/professional qualification 41 (34.7%) 32 (25.2%) 1 (0.4%) 74 (29.1%)
Postgraduate degree 57 (48.3%) 53 (41.7%) 2 (0.8%) 112 (44.1%)
Prefer not to say 1(0.8%) - 2(0.8%) 3(1.2%)
Employment status
Working full-time 59 (50.0%) 58 (45.7%) 7 (2.8%) 124 (48.8%)
Working part-time 12 (10.2%) 11 (8.7%) - 23 (9.1%)
Self-employed 26 (22.0%) 33(26.0%) - 59 (23.2%)
Full-time parents 9 (7.6%) 8 (6.3%) - 17 (6.7%)
In school 2(1.7%) 2 (1.6%) - 4(1.6%)
Unemployed 9 (7.6%) 15 (11.8%) - 24 (9.4%)
Other 1(0.8%) 1(8.7%) 2(0.8%) 3(1.2%)
Family
Family composition
Single adult household 6 (5.1%) 16 (12.6%) - 22 (8.7%)
Multiple adult household 109 (92.4%) 103 (81.1%) 6 (2.4%) 218 (85.8%)
Prefer not to say 3(2.5%) 8 (6.3%) 3(1.2%) 14 (5.5%)
Household income
High (>R100 000 p.m) 24 (20.3%) 15 (11.8%) - 39 (15.4%)
Middle (R30 000 - R100 000 p.m.) 45 (38.1%) 52 (40.9%) 1 (0.4%) 98 (38.6%)
Low (<R30 000 p.m.) 30 (25.4%) 44 (34.6%) 6 (2.4%) 80 (31.5%)
Prefer not to say 9(16.1%) 16 (12.6%) 2 (0.8%) 37 (14.6%)
Location
Province
Western Cape 51 (43.2%) 44 (34.6%) 5(2.0%) 100 (39.4%)
Gauteng 36 (30.5%) 26 (20.5%) 1 (0.4%) 63 (24.8%)
Eastern Cape 10 (8.5%) 9 (15.0%) (0.4%) 30 (11.8%)
Mpumalanga 6 (5.1%) 3(10.2%) - 9 (7.5%)
Kwa-Zulu Natal 9 (7.6%) 8 (6.3%) - 17 (6.7%)
North West 2(1.7%) 7 (5.5%) 1(0.4%) 10 (3.9%)
Limpopo 3(2.5%) 7 (5.5%) - 10 (3.9%)
Free State 1 (0.8%) 2(1.6%) - 3(1.2%)
Prefer not to say 1(0.8) 1(0.4%) 2 (0.8%)

SEN/ND special educational needs/neurodevelopmental disorders
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Table 4 Reported mental health status of children and their parents/carers
Children (4-10yrs) Adolescents (11-18yrs) Undisclosed Full sample
n=118 (46.5%) n=127 (50.0%) n=9(3.5%) n=254
Child SEN/ND 8 (6.8%) 24 (18.9%) 9 (3.5%) 32 (12.6%)
Social-emotional 1 (0.8%) 3 (2.4%) 1 (0.4%) 5(2.0%)
Communication-interaction 2 (1.7%) 1 (0.8%) 1 (0.4%) 4 (1.6%)
Cognition-learning 4 (3.4%) 7 (5.5%) - 11 (4.3%)
Sensory-physical needs 2 (1.7%) 2 (1.6%) - 4 (1.6%)
Child mental health and ND
Depression/anxiety/other 2 (1.7%) 12 (9.4%) - 14 (5.5%)
ASD/ADHD 8 (6.8%) 24 (18.9%) - 32 (12.6%)
Parent/carer mental health and ND
Depression/anxiety/other 27 (22.9%) 21 (16.5%) 1 (0.4%) 49 (19.3%)
ASD/ADHD 3(2.5%) 2(1.6%) 2(0.8%) 7 (2.8%)

ASD autistic spectrum disorder. ADHD attention deficit hyperactivity disorder

Male Female

SDQ Scores

Child Adolescent

F

g.1 The effects of age and gender on mental health

affected by their age, nor total household income. Please
see Appendix 2 for the ANOVA results.

Family composition

There was no difference in mental health scores between
children raised in single adult households and those
with more than one adult in the household (p=0.183).
As reported by parents/carers, children raised in single

Table 5 SDQ scores by family composition

adult households exhibited fewer emotional problems
than those raised by more than one adult (p=0.021), and
these children also displayed more prosocial behaviours
than those raised by more than one adult (p=0.010).
There was no difference in conduct problems, hyperac-
tivity levels, or peer problems between those children
raised in single parent households compared to those
raised by more than one adult (all p’s>0.05, see Table 5
for more detail).

Presence of SENs/NDs

Due to the small number of children and adolescents
with SENs or NDs, we were not able to stratify by age.
Participants with SENs/NDs had significantly higher
mental health scores than those without (p <0.001).

The effect of SENs/NDs (present or not) on mental
health scores were examined more closely across the five
SDQ subscales. As reported by parents and carers, youth
with SENs/NDs had higher emotional mental health
scores (p=0.003), were reported to be more hyperac-
tive (p<0.001), and experienced more peer problems
(»p=0.038) than those without SENs/NDs. Finally, there
was no difference in misconduct scores (p=0.052), or

M sD n t p Cohen’sd
Single Not single Single Not single
Overall 8.04 9.78 591 5.95 242 — 134 0.183 0.29
Emotional problems 1.65 250 1.50 234 242 —241 0.021 043
Conduct problems 1.35 1.57 1.64 1.66 242 — 061 0.544 0.13
Hyperactivity 3.26 3.63 247 2.74 242 — 062 0533 0.14
Peer problems 1.78 2.09 2.30 1.76 242 —0.76 0.446 0.15
Prosocial 9.00 8.02 1.31 1.76 242 259 0.010 0.63
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prosocial behaviour between participants with and with-
out SENs/NDs (p =0.068, see Table 6 for more detail).

The Depression Anxiety Stress Scales (DASS)

Child age

There were no differences in depression scores
(p=0.145), or anxiety levels (p=0.133) between par-
ents/carers who reported on children compared to those
reporting on adolescents. However, parents/carers who
reported on a child experienced significantly higher lev-
els of stress compared to those who reported on an ado-
lescent (p =0.009). See Table 7 for more details.

Table 6 SDQ scores of youth with and without SEN/ND
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Household income

There were no differences in levels of depression
(F(2,211)=0.624, p=0.537, q2p=0.005), anxiety
(F(2,211)=1.154, p=0.318, r|2p=0.01), or stress levels
(F(2,211)=1.34, p=0.264, nzp:0.013 across low, mid-
dle or high income groups. See Table 8 for descriptive
statistics.

Family composition

There were no statistically significant differences in lev-
els of depression (p=0.290), anxiety (p=0.163) or stress
(p=0.804) between single parents and those who had

M SD N t p Cohen’s d
SEN/ND None SEN/ND None
Overall 14.38 9.12 540 582 252 — 440 <0.001 091
Emotional problems 3.69 230 2.71 2.23 252 — 295 0.003 061
Conduct problems 2.15 149 1.99 161 252 — 195 0.052 040
Hyperactivity 577 3.35 2.58 2.56 252 — 457 <0.001 0.95
Peer problems 2.77 1.99 2.14 1.78 252 —208 0.038 043
Prosocial 7.50 8.16 2.30 1.67 252 1.83 0.068 0.38
Table 7 Parent/carer DASS scores by child age, family composition and SEN/ND present or not present in the child
M SD n t p Cohen’sd
Child age Child Adolescent Child Adolescent
Depression 7.81 6.30 8.64 7.54 244 146 0.145 0.19
Anxiety 5.08 3.82 7.02 6.06 244 1.51 0.133 0.19
Stress 12.45 9.31 9.65 9.00 244 2.64 0.009 0.34
Family composition Single Multiple Single Multiple
Depression 8.73 6.81 10.77 7.78 233 1.06 0.290 0.24
Anxiety 6.18 418 8.84 6.09 233 140 0.163 0.31
Stress 11.36 10.83 12.05 9.22 233 0.25 0.804 0.06
SEN/ND Present Not present Present Not present
Depression 8.80 6.86 8.54 8.01 246 —-1.13 0.259 0.24
Anxiety 5.68 4.32 8.85 6.28 246 — 098 0327 0.21
Stress 13.92 10.55 9.86 9.36 246 —-1.70 0.091 0.36
Table 8 One-way ANOVA comparing parent/carer DASS scores by household income
M SD
Low Middle High Low Middle High
Depression 6.51 7.2 8.26 8.19 7.29 9.02
Anxiety 531 3.94 3.90 7.90 497 6.09
Stress 9.69 11.43 1246 9.34 9.38 9.31
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assistance raising their families. See Table 7 for more
details.

Presence of SENs/NDs

The following section examines how having a child with
an SEN/ND affects parent/carer mental health. No dif-
ferences were found in depression (p=0.259), anxiety
(p=0.327) or stress (p=0.091) levels between parents/
carers who had children with SENs/NDs and those who
did not. See Table 7 for more details.

Correlations between SDQ and DASS scores

Moderate, positive correlations were found between
total child/adolescent SDQ scores and parent/carer
DASS scores for depression (r(244)=0.37, p<0.001),
anxiety (r(244) =0.35, p<0.001), and stress (r(244) = 0.45,
p<0.001). Parents/carers who experienced higher lev-
els of depression, anxiety and stress also reported
higher mental health problems overall in their children/
adolescents.

Discussion

This study set out to assess how families coped during
the COVID-19 pandemic, by focusing on mental health
symptoms in children (based on parent/carer report)
and their parents/carers in the first year of the COVID-
19 pandemic in South Africa. The main findings were
as follows: children were reported to have more mental
health problems than adolescents overall, they were also
reported to show higher misconduct and hyperactivity
than adolescents. Children and adolescents from single
led households were reported to have fewer emotional
problems and higher prosocial behaviour. Children and
adolescents with SENs/NDs were reported to have more
mental health problems than those without SENs/NDs,
this included more emotional, hyperactivity and peer
problems. Moreover, parents/carers who reported on
younger children also displayed higher levels of stress.
Finally, parents/carers who experienced higher levels of
depression, anxiety and stress also reported higher lev-
els of mental health problems overall in their children/
adolescents.

Examining the SDQ results brought a few important
findings to light, particularly the risk in the mental health
of children (aged 4-10 years old). Parents and carers
endorsed high levels of mental health problems in chil-
dren and adolescents, especially children. This finding
is worrying as previous research has pointed to the fact
that adolescents usually experience more mental health
issues than children [29, 30]. It highlights the impact that
the COVID-19 pandemic and consequent restrictions
might have had on children who are perhaps too young
to understand the meaning of the pandemic, compared
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to adolescents. Younger children are a lot more reliant on
their parents throughout the day including support with
education and monitoring, entertaining and providing
for them; all of which would increase family stress. Con-
trary to this, adolescents may have been more independ-
ent during lockdown with better access to their peers on
social media, online chats, and gaming [3]. This justifi-
cation might also explain why parents/carers of younger
children had higher DASS stress scores than those with
adolescents. It seems that while lockdown had a negative
impact on young children’s mental health, having to care
for and raise young children during lockdown also took
a toll on the stress levels of parents and carers. These
heightened stress levels could be explained by challeng-
ing behaviours, with the relationship between stress and
difficult behaviours being reciprocal [31]. The impact
of lockdown on family stress and peer relationships is
certainly a point of interest for future research, which
should assess whether the challenges associated with the
early lockdown period persist over time, or whether they
resolve when children and adolescents are able to return
to some of their normal activities.

Family composition played a role in the mental health
of children and adolescents. A single parent household
is a common risk factor for poor mental health, which is
partly due to material disadvantage [13, 14]. It was found
that those raised in single parent households exhibited
fewer emotional problems and displayed more proso-
cial behaviour than those raised by more than one adult.
These findings are very interesting, and contradictory
to research that has shown adolescents from one par-
ent families report more emotional problems including
lower self-esteem, more symptoms of anxiety and loneli-
ness, more depressed mood, and more suicidal thoughts
than children from intact families [15]. While most of the
research concerning single parenthood has focused on
the disadvantages faced by children raised in the absence
of a father, there is now a need for greater emphasis on
assessing the strengths and resiliency of single parent
homes. A possible explanation for these contrary find-
ings might be that the relationship fostered between a
single parent and child results in fewer emotional prob-
lems, and more prosocial behaviour. Research has shown
that high levels of balanced connectedness in the parent—
child relationship predicts high levels of empathy and
prosocial behaviour [32]. It might be that single parents
are more likely to share a balanced connectedness with
their children. They might also monitor or structure their
children’s behaviours more closely instead of relying on a
spouse or co-parent to do so. As single parents may not
have another adult to share parental duties with, they
may be more aware of their child’s whereabouts, activi-
ties, and friendships, and it has been shown that this type
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of parental knowledge promotes prosocial behaviour
among youth [33]. One further explanation could be that
in single parent families, exposure to spousal/partner
and gender based violence may be minimal; thus, chil-
dren may have more positive mental health experiences.
Future studies might look closer at the type of relation-
ship fostered between single parents and their children.

Parents and carers with a child with a SEN/ND reported
more mental health problems in the child, including emo-
tional, hyperactivity/inattention, and peer problems. These
findings are supported by other work which has found that
low mood and distress are experienced more severely within
the SEN/ND community [34], and families who raise SENs/
NDs face more stressors, which can influence family rela-
tionships negatively making patient and empathetic parent-
ing challenging at times [35]. This reciprocal relationship
can be seen in the positive correlation between the SDQ and
DASS scores. There was a significant relationship between
higher depression, anxiety, and stress levels amongst par-
ents/carers and endorsement of more mental health prob-
lems in their children. Further studies should investigate
whether this relationship is in fact reciprocal, or merely a
projection from a parent who perhaps is not fully aware of
their child/adolescent’s feelings. It is also important to note
the possibility that someone who is experiencing high lev-
els of depression, anxiety and/or stress would conceive that
their child felt the same, and there may be some contagion
of negative mood state in the home. Another consideration
is sampling bias, which confounds comparison of parents/
carers of children with SENs/NDs versus children without
SENs/NDs. Parents/carers were asked to choose only one
of their children to report on and so may have had a child
with an SEN/ND but instead chose to report on a different
child. Future studies should take this into consideration and
perhaps include a question that asks parents if they have a
SEN/ND child? If yes, then to report on that child, or if no,
to report on any child.

Surprisingly, household income, a well-known risk fac-
tor, was not associated with a child or adolescent’s mental
health scores. On reflection, the household income bounda-
ries used in this study might have been too broad. As of
May 2021, the average salary in South Africa was approxi-
mately R23 500 per month. Thus, the condition of “R0-R30
000 per month” incorporated a below average, average and
above average salary into the same group. Future studies
examining South African household income should use sal-
ary ranges that are more representative of South African
earnings. Another surprising finding was the lack of mental
health issues reported by the parents/carers themselves dur-
ing the beginning of the pandemic. Those who reported on
a child (4-10 years old) also reported feeling higher stress
levels; however, household income, family composition
and the presence of a SEN/ND made no difference to the
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parents’ depression, anxiety or stress levels as reported by
themselves on the DASS. A potential explanation for this is
that parents may have underreported poorer mental health
to be viewed in a more positive light. It is also possible that
parents/carers may not have been aware of the full extent of
any mental health symptoms in their children/adolescents,
particularly emotional symptoms [3].

In addition to the limitations stated above, other limita-
tions of this study include the use of self-report measures,
which are susceptible to biases and limitations. Subjects may
not be entirely truthful in their responses, instead answering
in a more socially acceptable manner. Parents/carers were
asked to choose an ‘index’ child to report on, which might
have resulted in them choosing the child whose mental
health was most adversely affected by the pandemic. Con-
versely, they might have chosen the most resilient child to
appear more socially acceptable. Future studies should con-
sider including a question to further identify why the par-
ent/carer chose that specific child to report on. Self-report
measures also assume that people can introspect, while
some people may not be able to assess themselves accu-
rately. The wording of the questions may also have different
meanings or interpretations to different people. Response
bias can affect the quality of the answers given. For exam-
ple, question order and whether they relate to recent or
significant experiences can affect the responses given by
participants [36]. Future studies might consider combin-
ing self-report data with either behavioural or physiological
data to gain a more multi-modal assessment.

Finally, the original Co-SPACE study spearheaded by
Waite and Creswell in 2020 used the SDQ to assess child
and adolescent mental health. This study attempted to rep-
licate the parent study as closely as possible, in terms of
design, data collection and analysis, to identify similarities
and differences with how families coped with the pandemic
globally. However, the Child Behaviour Checklist (CBCL) is
a widely used questionnaire to assess behavioural and emo-
tional problems and would also have been a very useful tool
to use in a sub-Saharan African context.

Conclusion

There is already a mental health care gap among children
and adolescents [37], and the COVID-19 pandemic will
widen this gap if we are not vigilant in providing the right
type of support where it is needed the most. Recent research
has shown that the COVID-19 pandemic and related
restrictions severely impacted the mental health of adoles-
cent girls and young women in South Africa, and despite
the high burden of mental health challenges, policies and
services in South Africa are sadly inadequate [39]. Results
from this study show that both children and parents within
the SEN/ND community, as well as single parent families,
and parents/carers who are caring for young children under
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the age of 11 during lockdown would all benefit from addi-
tional support and assistance during the COVID-19 pan-
demic. These are potentially vulnerable groups who need
particular attention. With the reopening of schools around
the world, mental health resources could be leveraged in
schools as they offer an important entry-point to integrate
gender- and age-responsive psychosocial support into exist-
ing curricula [40]. The education sector had to adapt and
respond to COVID-19 by delivering lessons virtually. This
expansion of virtual platforms could also allow for the inte-
gration of psychosocial modules promoting mental well-
being and referral of those children and adolescents in need
of mental health support [40]. The advantages of digital
tools include large scale service at low cost and largely in
private, which reduces stigma. However, further efforts are
needed to allow this aid to be accessed by all parts of society,
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including the more vulnerable, without exacerbating digital
inequalities [40]. While the findings are not directly gener-
alizable to other geographical contexts, the implications of
these results may help people understand how families have
been progressing through the pandemic, realising which
measures work and which do not, and discovering what is
particularly difficult for families and how to best help them
during this time.

Appendix

Appendix 1

The effect of child age and gender on a) emotional prob-
lems, b) conduct problems, c) hyperactivity, d) peer prob-
lems, and e) prosocial behaviour.
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Appendix 2

3 way ANOVA results
Predictor Sum of Squares  df Mean Square F p r]p2

SDQ Total (Intercept) 16,309.58 1 16,309.58 461.13 <0.001 0.684
hhincome 943 2 472 0.13 0.875 0.001
childage 92.90 1 92.90 263 0.107 0.012
hhincome x childage ~ 15.00 2 7.50 0.21 0.809 0.002
Error 753349 213 3537

Emotional (Intercept) 994 .41 1 99441 182.95 <0.001 0462
hhincome 6.67 2 334 0.61 0.542 0.006
childage 17.14 1 17.14 3.15 0.077 0.015
hhincome x childage ~ 1.39 2 0.70 0.13 0.880 0.001
Error 1157.75 213 544

Conduct (Intercept) 398.38 1 398.38 14423 <0.001 0.404
hhincome 6.45 2 323 1.17 0313 0.011
childage 4.25 1 4.25 1.54 0.216 0.007
hhincome x childage ~ 1.71 2 0.85 0.31 0.735 0.003
Error 588.33 213 2.76

Hyperactivity (Intercept) 2322.60 1 2322.60 336.11 <0.001 0.612
hhincome 10.73 2 537 0.78 0461 0.007
childage 24.50 1 24.50 3.55 0.061 0.016
hhincome x childage  16.94 2 847 1.23 0.296 0.011
Error 1471.90 213 6.91

Peer problems (Intercept) 785.24 1 785.24 227.96 <0.001 0517
hhincome 6.07 2 303 0.88 0416 0.008
childage 2.29 1 229 0.66 0416 0.003
hhincome x childage ~ 1.39 2 0.70 0.20 0.817 0.002
Error 733.70 213 345

Prosocial (Intercept) 11,617.77 1 11,617.77 3803.13 <0.001 0.947
hhincome 853 2 4.27 140 0.250 0.013
childage 0.97 1 0.97 032 0.574 0.001
hhincome x childage ~ 7.68 2 3.84 1.26 0.286 0.012
Error 650.67 213 3.06

Abbreviations

ADHD: Attention deficit hyperactivity disorder; ASD: Autism spectrum
disorder; Co-SPACE: COVID-19-Supporting Parents, Adolescents and Children
during Epidemics.; COVID-19: Coronavirus disease 2019; DASS: Depression,
Anxiety and Stress Scale; LMIC: Low-and middle- income country; SDQ:
Strengths and Difficulties Questionnaire; SEN/ND: Special educational needs/
neurodevelopmental disorders.

Acknowledgements
Not applicable.

Author contributions
All authors discussed the concept and wrote the manuscript. All authors read
and approved the final manuscript.

Funding

Gaxo and Seedat were supported by the South African Research Chairs
Initiative in PTSD funded by the Department of Science and Technology and
the National Research Foundation. Bloom and Seedat were supported by the
South African Medical Research Council Extramural Unit on the Genomics of
Brain Disorders funded by the SAMRC.

Availability of data and materials
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

Ethical approval for this study was provided by the Stellenbosch University
Health Research Ethics Committee (reference HREC1-2021-14968), conducted
in accordance with the Declaration of Helsinki. The patients/participants
provided their written informed consent to participate in this study.

Consent for publication
All authors consent for publication.

Competing interests
The authors declare that they have no competing interests.

Author details
'Department of Psychiatry, Faculty of Medicine and Health Sciences, Stellen-
bosch University, Private Bag X1, Matieland 7602, South Africa. 2Deparrmem



Bloom et al. Child and Adolescent Psychiatry and Mental Health

of Educational Psychology, Faculty of Education, University of Johannesburg,
Johannesburg, South Africa.

Received: 7 April 2022 Accepted: 6 July 2022
Published online: 11 August 2022

References

1.

Shahid Z, Kalayanamitra R, McClafferty B, Kepko D, Ramgobin D, Patel R,
Aggarwal CS, Vunnam R, Sahu N, Bhatt D, Jones K. COVID-19 and older
adults: what we know. J Am Geriatr Soc. 2020:68(5):926-9.

de Figueiredo CS, Sandre PC, Portugal LC, Mazala-de-Oliveira T, da Silva
CL, Raony [, Ferreira ES, Giestal-de-Araujo E, Dos Santos AA, Bomfim PO.
COVID-19 pandemic impact on children and adolescents’mental health:
Biological, environmental, and social factors. Prog Neuropsychopharma-
col Biol Psychiatry. 2021,2(106): 110171.

Waite P, Pearcey S, Shum A, Raw JA, Patalay P, Creswell C. How did the
mental health symptoms of children and adolescents change over early
lockdown during the COVID-19 pandemic in the UK? JCPP advances.
2021;1(1).

Imran N, Aamer |, Sharif MI, Bodla ZH, Naveed S. Psychological burden of
quarantine in children and adolescents: a rapid systematic review and

proposed solutions. Pak J Med Sci. 2020;36(5):1106-16. https://doi.org/10.

12669/pjms.36.5.3088.

Stein DJ, He Y, Phillips A, Sahakian BJ, Williams J, Patel V. Global mental
health and neuroscience: potential synergies. Lancet Psychiatry.
2015;2(2):178-85.

Drimie S, Casale M. Multiple stressors in Southern Africa: the link between
HIV/AIDS, food insecurity, poverty and children’s vulnerability now and in
the future. AIDS Care. 2009;21(sup1):28-33.

Watts N, Amann M, Ayeb-Karlsson S, Belesova K, Bouley T, Boykoff M,
Byass P, Cai W, Campbell-Lendrum D, Chambers J, Cox PM. The Lancet
Countdown on health and climate change: from 25 years of inaction to a

global transformation for public health. Lancet. 2018;391(10120):581-630.

Zhou SJ, Zhang LG, Wang LL, Guo ZC, Wang JQ, Chen JC, Liu M, Chen X,
Chen JX. Prevalence and socio-demographic correlates of psychological
health problems in Chinese adolescents during the outbreak of COVID-
19. Eur Child Adolesc Psychiatry. 2020;29(6):749-58.

Tomlinson M, Lake L, Lachman A, Vogel W, Brown C, Abrahams Z, Hunt
X. Mental health and wellbeing. In: Lake L, Shung-King M, Delany A,
Hendricks M, editors. Children and COVID-19 advocacy brief series. Cape
Town: Children’s Institute, University of Cape Town; 2021.

Tomlinson M, Richter L, Slemming W. What the science of child and
adolescent development contributes to understanding the impacts of
COVID-19. South Afr J Sci. 2021. https://doi.org/10.17159/sajs.2021/8876.

. Gutman LM, Joshi H, Parsonage M, Schoon I. Children of the new century:

mental health findings from the millennium cohort study. Centre for
mental health report. London: Centre for Mental Health; 2015.

Wickham S, Whitehead M, Taylor-Robinson D, Barr B. The effect of a transi-
tion into poverty on child and maternal mental health: a longitudinal
analysis of the UK Millennium Cohort Study. Lancet Public Health.
2017;2(3):e141-8.

Dunn J, Deater-Deckard K, Pickering K, O'Connor TG, Golding J, ALSPAC
Study Team. Children’s adjustment and prosocial behaviour in step-,
single-parent, and non-stepfamily settings: Findings from a community
study. J Child Psychol Psychiatry. 1998;39(8):1083-95.

Spencer N. Does material disadvantage explain the increased risk of
adverse health, educational, and behavioural outcomes among children
in lone parent households in Britain? A cross sectional study. J Epidemiol
Commun Health. 2005;59(2):152-7.

Garnefski N, Diekstra RF. Adolescents from one parent, stepparent and
intact families: emotional problems and suicide attempts. J Adolesc.
1997;20(2):201-8.

Gadeyne E, Ghesquiere P, Onghena P. Psychosocial functioning of
young children with learning problems. J Child Psychol Psychiatry.
2004;45(3):510-21.

Linna SL, Moilanen |, Ebeling H, Piha J, Kumpulainen K, Tamminen T,
Almavist F. Psychiatric symptoms in children with intellectual disability.
Eur Child Adolesc Psychiatry. 1999;8(4):577-82.

(2022) 16:65

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

38.

39.

Page 13 of 14

Davis J, Vizard TN, Pearce N, Nafilyan V, Merad S, Goodman A. Mental
health of children and young people in England: Predictors of mental
disorders. NHS Digital. 2018.

Spinelli M, Lionetti F, Pastore M, Fasolo M. Parents’stress and children’s
psychological problems in families facing the COVID-19 outbreak in [taly.
Front Psychol. 2020;11:1713.

Coetzee BJ, Kagee A. Structural barriers to adhering to health behaviours
in the context of the COVID-19 crisis: considerations for low-and middle-
income countries. Glob Public Health. 2020;15(8):1093-102.

Internet user penetration in South Africa from 2018 to 2027. Available at:
https://www.statista.com. (Accessed: 2 August 2022)

Goodman R.The Strengths and Difficulties Questionnaire: a research
note. J Child Psychol Psychiatry. 1997;38(5):581-6.

Mullick MS, Goodman R. Questionnaire screening for mental health prob-
lems in Bangladeshi children: a preliminary study. Soc Psychiatry Psychiatr
Epidemiol. 2001;36(2):94-9.

Hoosen N, Davids EL, de Vries PJ, Shung-King M. The strengths and dif-
ficulties questionnaire (SDQ) in Africa: a scoping review of its application
and validation. Child Adolesc Psychiatry Ment Health. 2018;12(1):1-39.
De Vries PJ, Davids EL, Mathews C, Aare LE. Measuring adolescent mental
health around the globe: psychometric properties of the self-report
Strengths and Difficulties Questionnaire in South Africa, and compari-
son with UK, Australian and Chinese data. Epidemiol Psychiatric Sci.
2018;27(4):369-80.

Lovibond PF, Lovibond SH. The structure of negative emotional states:
comparison of the Depression Anxiety Stress Scales (DASS) with the beck
depression and anxiety inventories. Behav Res Ther. 1995;33(3):335-43.
Antony MM, Bieling PJ, Cox BJ, Enns MW, Swinson RP. Psychometric
properties of the 42-item and 21-item versions of the Depression Anxiety
Stress Scales in clinical groups and a community sample. Psychol Assess.
1998;10(2):176.

Dreyer Z, Henn C, Hill C. Validation of the Depression Anxiety Stress Scale-
21 (DASS-21) in a non-clinical sample of South African working adults. J
Psychol Afr. 2019;29(4):346-53.

Meltzer H, Gatward R, Goodman R, Ford T. Mental health of children and
adolescents in Great Britain. Int Rev Psychiatry. 2003;15(1-2):185-7.
Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE.
Lifetime prevalence and age-of-onset distributions of DSM-IV disorders
in the National Comorbidity Survey Replication. Arch Gen Psychiatry.
2005;62(6):593-602.

Callanan J, Signal T, McAdie T. What is my child telling me? Reducing
stress, increasing competence and improving psychological well-being
in parents of children with a developmental disability. Res Dev Disabil.
2021;1(114): 103984.

Yoo H, Feng X, Day RD. Adolescents’empathy and prosocial behav-

jor in the family context: a longitudinal study. J Youth Adolesc.
2013;42(12):1858-72.

Kerr MH, Beck K, Downs Shattuck T, Kattar C, Uriburu D. Family involve-
ment, problem and prosocial behavior outcomes of Latino youth. Am J
Health Behav. 2003;27(1):S55-65.

Asbury K, Fox L, Deniz E, Code A, Toseeb U. How is COVID-19 affecting the
mental health of children with special educational needs and disabilities
and their families? J Autism Dev Disord. 2021;51(5):1772-80.

Osborne LA, McHugh L, Saunders J, Reed P. Parenting stress reduces

the effectiveness of early teaching interventions for autistic spectrum
disorders. J Autism Dev Disord. 2008;38(6):1092-103.

Veenman MVJ. The assessment of metacognitive skills: What can be
learned from multi- method designs? In: Artelt C, Moschner B, editors.
Lernstrategien und Metakognition: Implikationen fu" r Forschung und
Praxis. Berlin: Waxmann; 2005. p. 75-97.

Paula CS, Bordin IA, Mari JJ, Velasque L, Rohde LA, Coutinho ES. The
mental health care gap among children and adolescents: data from an
epidemiological survey from four Brazilian regions. PLoS ONE. 2014;9(2):
e88241.

Rico A, Brener ND, Thornton J, et al. Overview and methodology of the
adolescent behaviors and experiences survey—United States, January-
June 2021. MMWR Suppl. 2022;71(3):1-7. https://doi.org/10.15585/
mmwr.su7103al.

Duby Z, Bunce B, Fowler C, et al. Intersections between COVID-19 and
socio-economic mental health stressors in the lives of South African


https://doi.org/10.12669/pjms.36.5.3088
https://doi.org/10.12669/pjms.36.5.3088
https://doi.org/10.17159/sajs.2021/8876
https://www.statista.com
https://doi.org/10.15585/mmwr.su7103a1
https://doi.org/10.15585/mmwr.su7103a1

Bloom et al. Child and Adolescent Psychiatry and Mental Health (2022) 16:65

adolescent girls and young women. Child Adolesc Psychiatry Ment
Health. 2022;16:23. https://doi.org/10.1186/513034-022-00457-y.

40. Banati P, Jones N, Youssef S. Intersecting vulnerabilities: the impacts of
COVID-19 on the psycho-emotional lives of young people in low- and
middle-income countries. Eur J Dev Res. 2020;32:1613-38. https://doi.
0rg/10.1057/s41287-020-00325-5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 14 of 14

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://doi.org/10.1186/s13034-022-00457-y
https://doi.org/10.1057/s41287-020-00325-5
https://doi.org/10.1057/s41287-020-00325-5

	Child, adolescent, and caregiver mental health difficulties and associated risk factors early in the COVID-19 pandemic in South Africa
	Abstract 
	Background
	Methods
	Participants
	Recruitment
	Procedure
	Ethical considerations

	Measures
	Demographic characteristics
	The Strengths and Difficulties Questionnaire (SDQ)
	The Depression Anxiety Stress Scale (DASS)
	Data analysis

	Results
	Participant sample
	The Strengths and Difficulties Questionnaire (SDQ)
	Child gender and age
	Household income
	Family composition
	Presence of SENsNDs

	The Depression Anxiety Stress Scales (DASS)
	Child age
	Household income
	Family composition
	Presence of SENsNDs

	Correlations between SDQ and DASS scores

	Discussion
	Conclusion
	Acknowledgements
	References




