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ABSTRACT 

Overcrowding remains a severe problem in South African prisons. Also, mentally ill 

inmates’ welfare has become of dire importance in light of the recent spike in deaths 

(Etheridge 2018:10-15). According to the Judicial Inspectorate for Correctional 

Services (JICS) ’s latest annual report, an estimate of 1200 (approx. 1%) inmates 

has been diagnosed with some form of mental illness. The report also revealed that 

a large proportion of the mentally ill inmates were treated at the prison and were 

kept with the general population. The report provides evidence that numerous 

inmates have a mental illness, and the Department of Correctional Services is not 

equipped to cater to the needs of mentally ill prisoners. The Inspecting Judge, 

Johann van der Westhuizen, strongly believes that mentally ill inmates’ welfare has 

become an urgent matter because, over the period 2016-2017, the number of 

unnatural deaths rose from 52 to 82 (the correctional services provided this 

information). 

Once a child aged between 16 and 18 commits a crime, regardless of their mental 

illness status, they are detained in the various Child and Youth Care Centres in the 

country, either in a diversion program or a sentenced program or awaiting trial. 

However, most of these detention facilities do not have proper systems to cater to 

the needs and the safety of these mentally ill youth. There is a vicious cycle where 

the youth with mental health disorders continue to enter and remain involved with 

the Justice System; they tend not to be just one-time offenders. There is evidence 

that the rate of mental health disorders is higher among youth in juvenile justice 

than the general population. 

The Child and Youth Care Centres, where young people are detained for various 

crimes, are not adequately equipped to deal with the challenges presented by 

mentally ill youth. The staff ratio within these facilities has been designated to meet 

the general population’s needs within the secure centre, and no provision is made 

for young people with mental health challenges. Moreover, there are no guidelines, 

policies and procedures to assist the multi-disciplinary team (MDT) with the 

management of these young people. Child and Youth Care Centres are not mental 

health hospitals; mentally ill children need to be placed in mental health facilities 

because such facilities employ full-time licensed professionals formally trained in 
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mental health and are on call daily to attend to the children’s needs. 

This study aims to develop management and care guidelines that can be referred 

to by the multi-disciplinary team when they have to work with mentally challenged 

youth. Although the MDT tasked with the Child and Youth Care centres’ 

management usually consists of professionals such as nurses, their mandate is to 

provide services to the general population within the facility and not the mentally 

challenged. 

This study also addresses the challenges faced by the MDT when managing young 

people who have a mental illness. The study used qualitative research methodology 

and the intervention design and development model developed by Rothman and 

Thomas (1994). Data was collected through focus groups with MDT and peer 

councillors and also through semi-structured interviews. Purposive sampling was 

employed to select a sample of professional practitioners rendering these services. 

Data analysis was done using the framework designed by Tesch (in Creswell 

2014:189) and verified using Guba’s model of Trustworthiness (in Krefting, 

1991:214-222), as well as the TAPUPAS framework (Pawson, Boaz, Grayson, 

Long & Barnes, 2003). Ethical considerations were upheld when conducting this 

study. 

Based on the research findings, recommendations were formulated in the form of 

guidelines for the management and care for young people with mental illness in 

Child and Youth Care Centres.  

KEY TERMS 

Blueprint norms and standard for secure care centres, crime, Department of Social 

Development, diversion programmes, mental health challenges, management, 

care, guidelines, multi-disciplinary team, nurses, occupational therapist, youth, 

children in conflict with the law, Children’s Act, Child Justice Act, Child & Youth 

Care Centres, Child and Youth Care workers, social workers, psychologist,  

sentence care programmes, Peer Counsellors, South African Mental Health Care 

Act, South African Council for Social Work Professions, South African Federation 

For Mental Health and World Health Organisation and the United Nations 

Convention on the Rights of the Child. 
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1 CHAPTER 1: INTRODUCTION AND ORIENTATION TO 

THE STUDY 

1.1 INTRODUCTION 

It has been over twenty-five years since South Africa became a democratic country. 

The country has achieved several milestones in both economic development and 

social change. However, youth-related crimes remain a stumbling block in social 

growth. Youth crime, substance abuse, violence against women and children, and 

the prevalence of mental illness among youth seem to worsen. Like other countries 

with high youth crime rate, in South Africa, youth crime has remained a dire social 

problem.  Siegel, Welsh and Senna (2003:9) highlight that youth offending is a 

problem in modern society and emphasizes that youth offending is an important 

subject for academic study, but this democratic change in South Africa introduced 

new challenges to youth in conflict with the law, especially those with mental health 

issues. 

The youth in democratic South Africa has been obliged to be part of a process 

where attempts were made to integrate the diverse groups that make up the 

population into one nation, the so-called rainbow nation.  For instance, 

educationally, they must prepare themselves in a Eurocentric-modelled schooling 

system to enter a labour market that requires international competitiveness (Hawes 

2013:86). The author also asserts that the democracy that followed the apartheid 

regime has brought about drastic changes, such as requiring young people to 

function at a proficiency level for which the past did not prepare them. As a result, 

the challenges facing young people in South Africa are, in many respects, greater 

than those facing their counterparts in developed and other developing countries 

(Hawes 2013:86).  

Hovey, Zolkoski and Bullock (2017:1) purport that even in First World countries, 

many people are unaware that there is a large percentage of mentally ill youth in the 

juvenile justice system. Some of these youth are mildly disturbed, while others have 

severe mental health illnesses. In South Africa, juvenile detention facilities and 

training schools, juvenile justice ranches, camps, and group homes across the 

nation are filled with young people suffering from several mental health conditions. 

Burrell and Warboys (2000:1) state that a significant proportion of youth in the 
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juvenile justice system have education-related disabilities and are eligible for 

special education and related services. Furthermore, the authors state that 8.6 

percent of public schools’ students have been identified as having disabilities that 

qualify them for special education. 

Similarly, Browne (2009:1) adds that young people are frequently placed in 

institutional care throughout the world, despite the wide recognition that institutional 

care is associated with negative consequences for children’s development. The 

above challenges are further highlighted by Remschmidt and Belfer (2005:147); 

they observed that many governments and decision-makers appear to be unaware 

of the magnitude of mental illness and have not developed any practical strategies 

or policies to manage it. 

 Defining mental health versus mental illness 

The World Health Organisation (WHO, 2014:12) defines mental health as a state 

of wellbeing in which an individual can: cope with the normal stresses of life,  

work productively and fruitfully, and contribute to their community. Furthermore, the 

WHO adds that the concept of ‘mental health’ includes subjective wellbeing, 

perceived self-efficacy, autonomy, competence, intergenerational dependence 

and recognition of the ability to realize one’s intellectual and emotional potential.   

Mental illness, according to the National Institute of Mental Health (NIMH) (2005:1), 

is a health condition that changes a person’s thinking, feelings, or behaviour (or all 

three) and causes the person distress and difficulty in functioning.  

In addition, Parkinson (2012:27) refers to mental wellbeing as a range of emotional 

and cognitive attributes associated with a self-reported sense of wellbeing and/or 

resilience in the face of adversity. Hence mentally healthy children will have the 

ability to: 

 Develop psychologically, emotionally, creatively, intellectually and spiritually; 

 initiate, develop and sustain mutually satisfying interpersonal relationships; 

 use and enjoy solitude; 

 become aware of others and empathise with them; 

 play and learn; 

 develop a sense of right and wrong; and 
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 resolve (face) problems and setbacks whilst also learning from them. 

Lawrence, Johnson, Hafekost, De Haan, Sawyer, Ainley and Zubrick (2015:29) 

define mental illness as a behavioural, or emotional disorder which can vary in 

impact, ranging from mild, moderate, and even severe impairment. Furthermore, 

the National Institute of Mental Health (NIMH) (2019) acknowledges that serious 

mental illness is a mental disorder resulting in severe functional impairment, which 

substantially interferes with some major life activities. Common mental disorders 

can result from stressful experiences, but also occur in the absence of such 

experiences; thus, stressful experiences do not always lead to mental disorders. 

By the same token, good mental health helps children meet life’s challenges; they 

get on better with others and find it easier to make friends (WHO, 2014:13).  

Underwood and Washington (2016:3) state that stress of incarceration can 

negatively impact young offenders’ mental health, particularly if they have a 

biological predisposition toward developing a mental health disorder. Such young 

offenders experience stress, disruptive behaviour, and substance disorders. 

Incarceration is extremely stressful, especially for youth arriving at a Child and 

Youth Care facility for the first time; it has been observed that incarceration can 

result in feelings of fear, anxiety, frustration, disappointment, or anger. According to 

Boesky (2011:ix), there are specific symptoms and/or behaviours characterising 

young people with mental health challenges;  and the researcher has observed the 

following behaviours in the CYCC as highlighted in Figure 1.1. 
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FIGURE 1.1: BEHAVIOURS CHARACTERISING YOUNG PEOPLE WITH MENTAL HEALTH 

CHALLENGES 

 

(Source: Boesky, 2011:ix) 

Youth with a biological vulnerability to mental illness or those who have experienced 

mild mental health symptoms may show aggressive behaviour (Underwood & 

Washington, 2016:3). However, not all juvenile offenders find incarceration stressful; 

for some, detention in a facility offers a safe and protective environment, compared 

to their lives in the community (Boesky 2011:16). It is important to note that within 

the Child Justice System, a child’s placement is determined by the System.  

 Youth and crime in South Africa 

Du Plessis (2006:1) agrees with Burrell and Warboys (2000:1) and highlights that 

1,821,054 children were exposed to some form of violence while at school, and 

schoolmates were the primary perpetrators. A similar trend of increasing juvenile 

crimes in schools is also revealed by the work done by the Centre for Justice and 

Crime Prevention (CJCP) (Pelser, 2008:30-31). Similarly, the same trend is 

observed in a study conducted by CJCP (Leoschut, 2008:4), which involved the 
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interview of 4,391 young people aged between 12 and 22 years. The study’s 

objective was to determine the nature and extent of crimes the youth may have 

experienced in the different social contexts in which they live. The research findings 

suggested that the school is the key site of crime and violence. A recent 

observation by the researcher indicates that the schools are becoming the centres 

of youth criminal activities, and among these young people when arrested some 

have visible mental health challenges as observed in the Child and Youth Care 

Centres (CYCC).  

Friedli (2009:26) suggests an association between youth offending, emotional 

adjustment and mental health issues. The above-mentioned views are affirmed by 

Skowyra and Cocozza (2007:vii), Shelton (2001:103), and Foster and Conner 

(2005:50), in their Blueprint for Change document; the document reveals that the 

majority of these youth offenders, -up to 70%, suffer from mental health disorders, 

with at least 20% experiencing disorders so severe that their ability to function is 

significantly impaired.  Teplin, Abram, McClelland, Dulcan and Mericle (2002:1133) 

assert that the numbers of young people (adolescents) with undiagnosed mental 

health disorders in the juvenile justice system are estimated to be between 20% 

and 25%, and approximately 75% of the youth who are committed to juvenile 

justice have a diagnosable mental illness.  

According to statistics released in 2015 by The Judicial Inspectorate for 

Correctional Services (JICS) (2015:28), there were 3 females and 201 males 

children detained between 31 March 2014 and 1 April 2015. Wakefield (2015:1) 

reported that in the 2013/2014 financial year, 129 trial awaiting children were held 

in the country’s detention centres, and this was substantially lower compared to 497 

in 2009/2010. The JICS (2015:48) reported that 24 656 youth were incarcerated 

during the period 2014 and 2015, of which 819 (3%) were serving a life 

sentence; these statistics included young people with mental health challenges.  

According to Boesky (2011:1), these young people’s ability to function in a juvenile 

justice setting is often compromised by: severe attention and concentration 

problems; serious mood disorders; histories of repeated trauma; unusual and 

bizarre thinking; low intellectual functioning; and alcohol and drug abuse issues. 

These aspects confirm the current situation in Child and Youth Care Centres; from 

the researcher’s observation, the number of children whose social functioning is 
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impaired and cannot fit in the facility’s daily routine due to mental illness is 

increasing.  

The Constitution (1996: Act No 108) of 1996 that was drawn up following 

democratisation in 1994 is hailed as one of the most liberal in the world. The 

Constitution addresses human rights to the extent that no other constitution has 

done (Bezuidenhout 2018:8). However, this is paradoxical because the youth who 

grew up in a culture of violence, where little respect and consideration were shown 

for human life, now must internalise the human rights values set out by the current 

Constitution.  

Unlike youth in other democratic countries born into a culture of human rights, 

South African youth must gradually acquire this culture; it is to be hoped that it will 

become a part of the South African society in time. If this could be realised, it is 

possible that the extent of youth misbehaviour will decline. Bezuidenhout (2018:8) 

suggests that although the country has achieved several milestones in both 

economic development and social change, the extent of youth misbehaviour is still 

very high; youth crime, substance abuse, violence against women and children, and 

mental illness amongst youth seem to be on the increase, these remain a stumbling 

block in social growth and change. 

In South Africa, youth crime has remained a social problem, just like in other 

countries with high youth crime rates. In 2011, the American Academy of 

Paediatrics (2011:2019) indicated that 2.11 million juveniles younger than 18 

years were arrested in America. Two-thirds of those arrested were referred to 

juvenile courts, and 10% were referred to the adult criminal court system, owing 

to the seriousness of their crimes. These young people were arrested for violent 

and property crimes, and they were referred to Youth Care Centres by the 

Presiding Officer of the Child Justice Court. 

South Africa’s situation is no different from the one described by the American 

Academy of Paediatrics, even though South Africa is considered a developing 

country. In 2003, there were 170 224 young people arrested and awaiting trial 

nationally (United Nations Convention of the Rights of the Child,(UNCRC) 2003:8); 

and it was also found that 30 000 South African children were successfully 

diverted to educational and life skills programmes in 2006 (Du Plessis 2006:1).  
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This trend reflects the situation in the country, where previously young people were 

admin is tered in terms of the Criminal Procedures Act (Act No 51) of 1977. A 

section of the Act referred to the way young people should be treated. There has 

been a reduction (Justice and Correctional Services, 2011) in the numbers of young 

people awaiting trial in South Africa’s detention centres, since the inception of the 

Child Justice Act (Act No 75) of 2008). The Child Justice Act aims to keep young 

people out of detention and away from the formal criminal justice system mainly 

through diversion. The additional legislature introduced in 2010 aimed at keeping 

very young children out of prison appears to have made a positive impact. There 

are 28 Child and Youth Care Centres (CYCC) nationally with a total capacity of 3272 

beds. During the period 2018/2019 a total of 14667 children were admitted to 

CYCC’s (Annual report of the implementation of the Child Justice Act, 2008, for the 

financial year 2018/2019). Other forms of imprisonment include home-based 

supervision and the placement of children in custody (Bezuidenhout 2018:8).  

 The scope of mental health issues in CYCCs 

In South Africa, observations in CYCCs and other government-supported youth 

centres have shown that youth with mental health challenges require differentiated 

management and care guidelines in line with international practice. Powers 

(2010:2) emphasized that youth with mental health challenges remain the care 

system’s biggest challenge, and he shares his sentiment as follows; “delinquency 

we know; mental health challenges we don’t”. Additionally, the lack of knowledge, 

ignorance, and the stigma surrounding mental health have unfortunately resulted 

in the psychiatric illness of many young people going undiagnosed and untreated. 

Boesky (2011:ix) states that many juvenile offenders with health disorders exhibit 

traits of personality disorders1, but it is often difficult to determine when these youth 

are truly suffering from one of the full-blown disorders. Diagnosing personality 

disorders among juvenile offenders is particularly complicated because many of 

these: 

 
 

1 Personality disorder can be described as: an enduring pattern of behaviour and experiences that 
deviates significantly from the individual’s cultural standards; is rigidly pervasive; has an onset in 
adolescence or early childhood; is stable through time; and leads to unhappiness and impairment 
(Sadock et al., 2015:742). 
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 are at an age/development level in which they are still developing their 

personalities. 

 have been exposed to significant trauma during their childhood and/or teen 

years. 

 had experienced head injuries.  

Boesky (2011:ix) further explains that the two are not the same; it is plausible that 

a person or juvenile may be suffering from one or both of the disorders 

simultaneously and therefore, diagnosis becomes complicated. The reasons 

offered by professionals in the fields of personality disorders explain that diagnosis 

in adolescents is particularly complicated, because the youth are at an age where 

the personality is still in a developmental stage; some have been exposed to 

significant trauma during their childhood and adolescence years which are 

highlighted as follows: 

 experienced head injuries or neurological trauma as infants, children and 

adolescent; 

 severely abused emotionally, physically and/or sexually; 

 severely neglected; 

 low IQ’s; 

 use a significant amount of alcohol and other drugs and 

 experienced high levels of stress related to incarceration. 

Furthermore, Boesky (2011:ix) states that the youth suffer from mental health 

disorders such as major depressive disorders, post-traumatic stress disorder, 

bipolar disorder and so forth. Boesky (2011:x) adds that each of these factors can 

significantly impact a juvenile’s functioning, which may result in behaviour that may 

be misinterpreted as reflecting traits of a personality disorder when such a disorder 

is not fully present. Until more information is known about personality disorders 

among adolescents, particularly among juvenile offenders, these diagnoses can 

unnecessarily stigmatize an already shunned group of youngsters needing 
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essential services.  

Rosenkranz (2006:2) and Geary (2013:671) purport that the lack of resources for 

mental health services for young people and their families constitutes a crisis. In 

communities where services are not accessible to parents and their children, they 

are sent from pillar to post and are left with no means to be diagnosed or treated 

within the communities. In addition, Foster and Conner (2005:55-56) state that due 

to lack of care, adolescent behaviour normally associated with mental illness is 

often identified as delinquent behaviour with the subsequent admission of 

mentally ill youth to the juvenile justice system. Browne (2009:1) further states 

that these young people are frequently placed in institutional care worldwide; this 

occurs despite wide recognition that institutional care is associated with negative 

consequences for children’s development.  

It seems that the increase in juvenile offending can be traced from home/family 

as systems, to the school setting, and to the community. Some of the children 

have mental health challenges that have been observed by family members in 

the home environment, filtering through to the school system, and then to the 

community. In the CYCCs, mental health challenges are characterised by the 

inability to learn, mood swings, extreme fear, confusion, destruction of property, 

hallucinations, delusions, exaggerated excitement, depression, and suicidal 

attempts. 

The researcher observed these features/ characteristics of mental health illness in 

the CYCCs. For example, some of the juvenals were suffering from withdrawal 

symptoms after prolonged drug usage. Since, these children are placed in care,2 

the caregivers3 in the facility have to manage the outbursts, the unexplained mood 

swings, confusion, disorder, and all of the characteristics of mental illness 

mentioned above. The caregiver have to ensure that the juveniles are assisted at 

 
 

2 Care refers to ‘alternative care’, that is, placement or confinement of the child outside the family 
or extended family for some clear and agreed purpose; and secondly, care is for the 
safeguarding and promotion of the child’s physical, social and emotional safety and development 
at all times. (Minimum Standards of the Child and Youth Care System, 1998:1).  
3 For the purposes of this study, caregivers consist of the MDT working with young people with 
mental health challenges 
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all times, by monitoring and providing a safe environment for their physical, social 

and emotional wellbeing and removing any threat of harm to themselves and 

others and, in terms of the Minimum Standards of the Child and Youth Care 

System (1998:1), without proper management and care guidelines. These 

standards acknowledge the ecological systems perspective within the Child and 

Youth Care system, by stating that it endorses the practice of understanding 

and viewing each person within the context of and connected to their family 

and community ( Minimum Standards of the Child and Youth Care System, 

1998:1). 

 Overview of ecological system theory 

The ecological system theory clearly explains the interactions between the family, 

the school and the community; the social-ecological model of human 

development delineates how child development and mental health management 

are linked within the system of relationships that shapes the environment. 

Bronfenbrenner (2005:97) further asserts that a person’s individual development 

throughout his/her life cycle is strongly affected by ecological influences that 

surround him/her” and that there are different “layers” of the environment that have 

an impact on a child’s development. This point will be discussed further under the 

Theoretical Framework (section 1.4). 

Similarly, Ambrosino, Heffernan, Shuttleworth and Ambrosino (2012:47)  state 

that the causal-relationship viewpoint usually is not appropriate when examining 

social welfare problems. It is more appropriate to view factors in association with 

the problem, meaning that all factors are connected to or relate to the problem, 

rather than saying that one isolated factor, or even several factors, directly cause 

a social problem. Ambrosino et al. (2012:50) also suggest that ecological systems 

theory allows for identifying all the diverse, complex factors associated with a social 

welfare problem, or an individual problem, and promotes understanding of how all 

factors interact to contribute to the situation. The ecological model 

acknowledges that humans do not develop in isolation, but in relation to other 

systems. The development of a child, for example, would be influenced by the 

family, home, school, community, and society (Leu, 2008:18). Additionally, Leu 

(2008:17) concluded that interactions of structures within a level and interactions 

of structures among levels is the key to Bronfenbrenner’s (2005:97) theory.  
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A young person who has mental health challenges within the Child Justice System 

is influenced by the systems that are in operation within a CYCC. This 

rehabilitation and treatment approach emphasises society’s responsibility to 

provide adequate care and opportunities for children and youth, particularly 

those who grew up under adverse social and community conditions. The 

assumption underlying this approach is that youth criminal acts may stem from 

immature judgment, inadequate skills, poor care, and limited opportunities. There 

are circumstances wherein society, rather than the individual, carries the burden 

of responsibility. Of primary importance is the need for a response based on 

identifying and remediating the factors contributing to offending behaviour. 

Therefore, this response enhances the young person’s behavioural, social, and 

emotional competencies and addresses deficits in theirenvironment (Guerra, Hoge 

& Boxer, 2008:2). 

 Limitations of the juvenile justice system 

For almost a decade it has been noted that the Child Justice System faces 

challenges in meeting the needs of young people within the Criminal Justice 

System (Powers, 2010:2). On the international level, Powers (2010:2) argued that, 

despite significant resources dedicated to the provision of Mental Health Care 

Services, it seems that in practice, the Child Justice System faces challenges in 

meeting the needs of young people within the Criminal Justice System. According 

to Powers (2010:2), the system must contend with competing mandates and 

priorities to manage delinquent behaviour to rehabilitate juvenile offenders and treat 

potential pathology that might have caused them to engage in delinquent behaviour. 

The author stated further that the system must also address the need to hold them 

accountable for their behaviour in order to promote and protect public safety. 

Powers (2010:2) emphasises that balancing these competing priorities is an on-

going challenge for probation staff and prosecutors. 

According to Remschmidt and Belfer (2005:147), many governments and 

decision- makers seem to be unaware of the prevalence of mental illness and 

have not developed any practical strategies or policies to manage it. It is for this 

reason that The Lancet (Global Mental Health, 2011:1515-1525) cautioned that 

“…failure to address mental health challenges (including developmental and 

intellectual disorders) in children and adolescents in low resource settings is a 
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public health issue, with wide-reaching consequences”. Desai et al. (2006:204), 

cautions that research studies, media reports, mental health professionals, 

correctional authorities and parents have noted that the juvenile justice system has 

become the avenue of last resort for youth with mental health disorders; from the 

researcher’s observation, this also holds true for children with mental health 

challenges in a CYCC. If caregivers cannot address their developmental needs by 

using proper management and care guidelines, these children will be affected 

beyond childhood, and their development will be derailed by mental illness.  

Ambikile and Outwater (2012:5) concur and state that affected individuals do 

not understand cause/effect relationships well, and they do not seem to 

appreciate the consequences of their actions, nor are they able to generalise 

completely what they learn in one situation to another. Apart from being easily 

influenced and bullied by others, these young people are, additionally, prone to 

self-harm and suicide. From the researchers’ observation, the distressed and 

disturbed individuals do not understand their changed circumstances after a 

court appearance and their referral to a CYCC. They do not understand the new 

situation they find themselves in amongst strangers.  

This can be confirmed by the following extract from a stanza in a poem by Winters 

(2011:1) called “The Misunderstood Child”: 

 

 

 

 

It is often difficult for the average young offender to adapt to new circumstances and  

even more difficult for young people affected by mental illness and in conflict with 

the law. According to the South African Federation for Mental Health (2012-

2013:1), youth in the juvenile correctional system are a high-risk population 

characterized by substance abuse, low IQ/poor school performance, anti-social 

behaviour/physical violence and aggression, poor parenting skills/abusive parents, 

and broken homes, poverty, and gang membership. In many cases, these young 

people have unmet physical, developmental, and mental health needs. 

“I am the child that tantrums and 

freaks over things that seem petty 

and trite you never know how I 

panic inside, when I’m lost in my 
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The Juvenile Justice System is an institution mainly created to look after youth in 

conflict with the law. However, it has often failed to meet, address, or fully realise 

young people’s mental health needs. According to Rosenkranz (2006:2), 

diagnosable mental health challenges that are discovered after a young person is 

admitted to the juvenile justice system suggest several gaps in the mental health 

care delivery system. An initial gap is that the mental illness has never been 

diagnosed and treated in the young person’s community, while the young people 

who have received psychiatric care have been failed by the mental health system 

(Rosenkranz, 2006:2). 

 Overview of legislation and policies governing CYCCs 

For this reason, legislation has been put in place to contribute to the wellbeing of 

communities. In South Africa, the legislation has been developed over time, a short 

summary or overview of the most relevant legislation and the years they were 

adapted is  presented in chronological order in the self-developed Table 1.1 below 

(Also see Addendum H). 
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TABLE 1.1: OVERVIEW OF LEGISLATION AND POLICIES 

Legislation and policies Year 

The United Nations’ Standard Minimum Rules for Administration of 

Juvenile Justice (The Beijing Rules) 
1985 

The United Nations Convention on the Rights of the Child 1989 

The African Charter on the Rights and Welfare of the child 1990 

The United Nations Guidelines for the prevention of Juvenile 

Delinquency (The Riyadh Guidelines) 
1990 

The National Children’s Rights Committee (NCRC) 1991 

The Constitution of South Africa 1994 

The Reconstruction and Development Policy 1994 

Ratification of the United Nations Convention on the Rights of the 

Child as a step towards transforming the Child Justice System in 

South Africa 

1995 

The Welfare Discussion Document and its contribution towards the 

administration of juvenile justice 
1995 

The Human Rights Committee’s views on problems facing children 

awaiting trial 
2000 

The National Program of Action for Children in South Africa, Office 

of the Presidency 
2001 

Mental Health Act 2002 

The Child Justice Act 2008 

Children’s Act 2010 

BluePrint for Minimum Norms and Standards: Provincial Guidelines 2010 

The Policy Guidelines Child and Adolescent Mental Health 2002 

Federation for Mental Health 2012 

 

(Source: Minimum Norms and Standards for Secure Care Centre, 2010) 

The United Nations Standard Minimum Rules for the Administration of Juvenile 

Justice (1985) and the United Nations Convention on the Rights of the Child (1989) 

have issued policy guidelines to the Member States for the management and 

protection of children in detention. In addition, the United Nations Rules for the 

Protection of Juveniles Deprived of their Liberty (JDL) ( 1990) state that Juvenile 



 

15 
 

Justice should uphold young people’s rights and safety and promote their physical 

and mental wellbeing. It is clear that the Member States have been challenged to 

look after the wellbeing of the children of their respective countries irrespective 

of the circumstances in which they are (BluePrint, Minimum Norms and Standards 

for Secure Care Centre 2010). 

The Correctional Services Amendment Act (No 17) of 1994 brought about the 

transformation of the Child and Youth Care System (IMC, 1996) by moving children 

from prison to places of safety. This change was brought about by policies 

including the minimum standards of the Child and Youth Care systems in South 

Africa. The Mental Health Care Act (Act No 17) of 2002, which was enacted in 

South Africa in 2002 and promulgated in 2004, is the most relevant piece of 

mental health legislation that talks to the needs of people living with mental 

illnesses. This Act has put in place legislation that outlines the processes and 

procedures that need to be followed from early intervention to statutory and after-

care services.  

According to Rosenkranz (2006:2), the Juvenile Justice System is an institution 

created to look after youth in conflict with the law, and it has often failed to meet, 

address, or fully realise the mental health needs of young people. Furthermore, the 

above author states, that diagnosable mental health challenges that are discovered 

after a young person is admitted to the juvenile justice system suggest several gaps 

in the mental health care delivery system.  In other words, an initial gap occurs 

when a mental illness has never been diagnosed or treated in the community and 

where the mental health system has failed young people that have received some 

kind of psychiatric care.  

Areas of focus embrace the sections dealing with access to mental health care, 

including the least restrictive care, law enforcement and other judicial processes 

issued for people with mental health illness (WHO-Aims Report, 2007:8). The 

South African Federation for Mental Health, in its overview report (2012-2013:1), 

highlights that mental illness is an increasing problem amongst young people, 

not only in South Africa but also on a global scale. 

After that, the Child Justice Act (Act No 7) of 2008, which was promulgated in 

2010 eventually resulted in the formulation of the blueprint of the minimum 
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norms and standards of secure care centres. Furthermore, the Policy Guidelines 

of South African Child and Adolescent Mental Health (2002:4), aims to address 

mental health in the prenatal period (conception to birth), childhood (birth to 9 

years) and adolescence (12 to 8 years). They define child and adolescent mental 

health as the capacity to achieve and maintain optimal psychological functioning 

and wellbeing; it is directly related to the degree of age-appropriate bio-psycho-

social development achieved by using available resources. 

Mental health for children and adolescents includes a sense of identity and self-

worth; sound family and peer relationships; the ability to be productive; and the 

capacity to use developmental changes and cultural resources to maximize 

development. The policy guidelines have identified several factors that can affect 

the mental health of a child or adolescent; broadly speaking, these can be risk or 

protective factors. The risk factors increase the probability of mental health 

difficulties. As the term “bio-psycho-social” in the above definition suggests, 

these risk factors can exist in the biological, psychological, and social domains 

which will be discussed in chapter 2 (Policy Guidelines Child and Adolescent Mental 

Health, 2002:4). 

 Secure-Care centres 

The Children’s Amendment Act (Act No 41) of 2007 defines a Child and Youth Care 

Centre (CYCC) as “a facility for the provision of residential care outside the child’s 

family environment in accordance with a residential care programme”. Mahery, 

Jamieson and Scott (2011:7) conceptualised a CYCC as a facility that provides a 

place of safety, where a social service professional (a probation or a community 

worker, or a Child and Youth Care worker) can deliver care and management of the 

child in a CYCC. A generalised therapeutic programme is applied at the CYCC, but 

not a specific programme that fits the needs of children with behavioural, 

psychological, or emotional difficulties.  

According to Gallinetti, Kassan, and Ehlers (2006:22), secure-care facilities are 

more appropriate for the detention of children awaiting trial. Since 2004, the 

number of children detained in secure care centres has gradually grown larger 

than the number of awaiting-trial children held in prisons (Gallinetti et al 2006:22). 

A gradual decline in the number of children in South African prisons commenced 
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at the end of the previous millennium and has since been sustained (Muntingh & 

Ballard, 2012:12). There also has been a significant drop in the number of children 

awaiting trial in prisons (Mahery, Jamieson & Scott, 2011:7). 

Therefore, it is clear that CYCCs have replaced prison for young people in conflict 

with the law. The South African Human Rights Commission and The United 

Nations Children’s Fund (UNICEF) (2011:57) have also confirmed that secure-

care centres have become the primary placement centres for awaiting-trial 

youth, as the number has dropped considerably. Furthermore, the researcher has 

observed that young people awaiting trial are placed in a CYCC by court order due 

to the nature of the criminal offence committed even when some of them display 

apparent behavioural, psychological, and emotional disorders. In some cases, 

the children are sentenced to a CYCC until they reach 21 years or for a maximum 

period of 5 years. 

 Contextualising mental health and the role of the MDT in CYCCs 

It is necessary to contextualise mental health in terms of development. This is 

important because the salience of specific risk factors varies according to the child 

or adolescent’s developmental stage. The impact of peers on mental health, for 

example, is likely to be particularly important during adolescence. Intervention 

strategies that fail to recognise the developmental phase of the child are likely to 

produce disappointing results. Young people with mental health challenges often 

end up in a secure care environment such as CYCC since their developmental 

needs were not met and they were convicted of a juvenile crime (Policy Guidelines 

Child and Adolescent Mental Health, 2002:4). Therefore, the multi-disciplinary 

team (MDT) within the CYCC must play a role in furthering the development and 

care of young people with mental health challenges. This approach has several 

advantages: 

i. It is a process of bringing a team of people of varied expertise together to solve 

a problem, when a solution or a more efficient solution may not be possible 

without the multi-disciplinary approach 

ii. An individual or an individual specialist can potentially develop a ‘tunnel vision’ 

when examining a problem where it is difficult to look beyond the ‘usual way’ of 

doing things 
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iii. By forming a Multi-disciplinary Team or working with other disciplines, it 

becomes possible to think outside the box. This ability to think outside the box 

may be essential to solving the problem in question 

iv. The problem may also be so complex that its solution requires expertise across 

a range of disciplines. Additionally the intervention is hampered by the fact that 

the MDT in the CYCC lacks the necessary psychiatric training, instead referral 

to a psychiatric hospital outside the CYCC is recommended, should the need 

arise, this matter was discussed in Chaper one ( sub-section 1.1.5) and Chapter 

One ( section 1.2 and section1.3).  

A multi-disciplinary approach in research combines the expertise of a group of 

people from different specialisms to investigate a particular problem (Molepo, 

2014:165; Waikato, 2016:25). The members constituting the multi-disciplinary 

team (MDT) are highlighted in Figure 1.2 below. 

FIGURE 1.2:  SCHEMATIC PRESENTATION OF AN MDT IN A CHILD AND YOUTH CARE 

CENTRE 

 

(Source: Youth Development Centre Policy document, 2002:1) 

The multi-disciplinary team-based approach was developed due to the realisation 

that “…each discipline alone is not capable of addressing challenges related to 

the whole individual, complex families, and communities” (Molepo, 2014:164). 
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Furthermore, teamwork by its nature is beneficial in that it brings about multiple 

perspectives. According to Cameron and Maginn (2009:104), within the multi-

disciplinary approach, everyone has important things to say about every aspect 

of a child’s development. Although there is evidence of the benefits of multi-

disciplinary teams, this does not mean that there are no challenges associated with 

these teams’ composition and functioning. The challenges include a “clash of 

cultures” characterised by differences in values, language, problem-solving 

strategies, and other elements of professional behaviour (Molepo, 2014:165; 

Nicholson, Artz, Armitage & Fagan, 2000:41). 

Participation and collaboration among team members can only occur within an 

environment conducive and open (Molepo, 2014:168). According to Cameron and 

Maginn (2009:104), multi-disciplinary teamwork requires each team member to 

know their role and play it with confidence, advancing not their self-interest but 

the interest of children and youth. In this research study, the multi-disciplinary 

team’s empowerment through the development of guidelines is vital for the 

management and care of young people with mental illness. An important focus of 

these policy guidelines is to promote all children and adolescents’ development, 

whether they are suffering from mental health problems or not. 

This can take place through, reducing the impact of risk factors4 and, enhancing 

the effects of protective factors 5 . However, a proportion of children and 

adolescents at CYCC suffer from overt mental health problems. Some have difficult 

circumstances, for example through having been subject to physical, emotional 

and/or sexual abuse, experiencing or witnessing violence, suffering from 

intellectual disability, being addicted to substance such as alcohol or cannabis, and 

being HIV/AIDS sufferers and/or orphans through AIDS (Policy Guidelines Child 

and Adolescent Mental Health, 2002:2). 

 
 

4 Risk factors are circumstances associated with the risk of children experiencing mental health 
issues include family structure (such as lone parent, reconstituted families, large families); 
educational attainment of parents, poverty and low socioeconomic status (KidsMatter, 2012:3) 
5 Protective factors help to balance out the risk of developing mental health difficulties, and to build 
resilience and the ability to cope with life’s difficulties (Kidsmatter, Early Childhood Mental Health 
Initiative. 2012) 
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Some of these difficult circumstances can be related to mental health problems 

in several ways. They could, for example, serve as risk factors for mental 

health problems, as occurs when a child who has been sexually abused suffers 

from post-traumatic stress disorder as a result of the abuse. Alternatively, the 

mental health problems could serve as risk factors for difficult circumstances, 

as an adolescent becomes addicted to alcohol and drugs by trying to deal with 

depressive feelings (Policy Guidelines Child and Adolescent Mental Health, 

2002:4). 

 Youth presenting with mental health challenges in CYCCs 

There were 13 privately managed CYCC’S in six of the nine South African provinces 

during the study. Of these 13 CYCC’s there were: two in the Eastern Cape, two in 

Gauteng, two in Limpopo, two in the Northern Cape, three in the North West and 

two in the Western Cape. For the purposes of this study, the youth presenting with 

mental health challenges were documented from January to March 2014, and the 

researcher requested each facility to provide occupation statistics as recorded in 

the Trustmaster system6 from January 2014 to March 2015. Furthermore, from 

January 2018 to March 2019, the researcher requested the same comparative 

statistics from the Trustmaster, to update the records. A qualitative comparative 

analysis was developed by Charles Ragin, and is increasingly been applied within monitoring 

and evaluation processes. It uses both qualitative and quantitative analysis, however in this 

research the qualitative approach has been adopted. The Trustmaster was the only system 

that documented the prevalence of mental health in CYCC facilities between 2014-2019 

showing an escalation of youth with mental health challenges. These comparative 

statistics of youth presenting with mental health challenges in the current CYCCs 

are shown in the self-developed Figure 1.3 below. 

  

  

 
 

6 This system has been programmed to capture individual details of all young people upon 
admission e.g. all assessments by child and youth care workers, social workers, occupational 
therapists, educators, psychologists, and the medical team (Trustmaster, 2019). 
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FIGURE 1.3: STATISTICS OF YOUTH PRESENTING WITH MENTAL HEALTH 

CHALLENGES 

 

(Source: Trustmaster,2019) 

According to the Trustmaster system (2019), records between 2014 and 2019 

indicate an increase in all facilities of young people presenting with mental health 

challenges. Some of the young people presented with substance-induced psychosis 

and a variety of phenomena related to mental health have been observed within 

the CYCCs such as deliberate self-harm, aggression, mood swings, delusions, 

confusion, hallucinations, damage to property, self-neglect, extreme symptoms of 

fear etc. Sometimes the young people become repeat offenders as they go out 

of the CYCC and commit the same offence because their needs have not been 

dealt with adequately. In light of this, the CYCC were used for the purposes of 

this study as they are operating in six of South Africa’s nine provinces and have 

been designated to accommodate: 

 Young people in conflict with the law to await trial from the ages 14-17 years; 

 Young people in a Residential Diversion Programme from the ages 14-17 years; 

 Young people in a sentenced programme. 
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MDT in practice are increasingly confronted with Youth with mental health 

challenges being submitted at CYCCs. Although the MDT have been trained to 

attend to these kind of social problem, the researcher has noticed in practice that 

some of these team members feel that they lack the necessary skills and knowledge 

to manage and care for young people presenting with mental disorder. The 

researcher came to the conclusion that social work intervention with affected young 

people with mental health challenges has not been researched sufficiently and that 

new innovative guidelines can be of use in the social work and other health 

professions (which constitute the MDT). This was the starting point which initiated 

this research project and motivated the researcher to develop guidelines for the 

management and care of these affected young people. 

 

1.2 PROBLEM STATEMENT 

A problem statement captures the essential focus of the study, and it is important 

that the researcher spends time on formulating a clear, focused and interesting 

academic problem that is researchable (Bak, 2004:20). Formal problem 

formulation may serve as an effective point of departure since the researcher must 

explicitly define the focus of the study and express the specific problem he or 

she wants to investigate (De Vos, Strydom, Fouché & Delport 2011:108).  

South Africa has a long history of political and social violence, poverty, inequality, 

high unemployment, substance abuse, and inherited historical social injustice. 

These issues have contributed to the increase in crime among the youth, and some 

of these youth have mental health challenges (Bezuidenhout 2018:9). The 

Juvenile Justice System has its challenges in referring young people with mental 

health challenges to secure care centres to await trial, as some of the youth with 

mental health challenges require differentiated “management and care.  

The Department of Social Development, since 1996, has embarked on a process to 

bring about change in the Child and Youth Care System, by bringing together 

all welfare departments that were created under the apartheid system to become 

one National Department of Social Development. This transformation meant that 
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policies had to be developed for the Child and Youth Care System. In 1998, the 

Interim Policy on the Minimum Standards for the Child and Youth Care System 

were developed. However, the policy made no reference to the management and 

care of youth with mental health challenges (Blueprint, Minimum Norms and 

Standards for Secure Care Centres in SA 2010:69).  

The status of young people in conflict with the law was high on the agenda of the 

new dispensation, which required children to be moved from prisons to places of 

safety. Youth Development Centres became one of the facilities to manage young 

people awaiting trial. There are signed Service Level Agreements between CYCCs 

and the Provincial Departments of Social Development for each facility. The 

researcher noticed that within the signed service level agreements, no separate 

reference is made for the management of youth with mental health challenges 

(Blueprint, Minimum Norms and Standards for Secure Care Centres in SA 

2010:69).  

The National Youth Policy (2009-2014:16) noted that the rate of youth in conflict 

with the law is relatively high, with 36% of the prison population being under the age 

of 16 years, while 69% of people detained by police were between the ages of 

18 and 35 years. Steyn, Badenhorst and Kamper (2010:4) estimated that in 2010, 

15% of all criminal offences committed in South Africa were by children younger 

than 18 years. This is what brought about the concept of children in conflict with 

the law. As discussed previously, some children amongst those awaiting trial 

have mental health challenges.  

The researcher has identified a gap in the South African literature relating to the 

existing Blueprint for Minimum norms and Standards Secure Care Centres 

(2010:36). The Blueprint refers to the existence of children who display 

psychological problems after their admission to a secure care facility and 

recommends that such children be referred for observation or treatment in a 

psychiatric ward or hospital. Children are admitted to, and remain in, the secure-

care centre that is not geared to handle their behaviour, while the Blueprint does 

not provide guidelines for the management and care of these affected individuals. 

The MDT and other caregivers in the CYCCs are challenged when it comes to 

the management and care of juvenile with mental challenges because there are no 
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clear intervention guidelines as is the case with the other young people where 

the process flow is quite visible and easy to follow. The Mental Health Care Act 

( N o  17) of 2002 of South Africa specifies how people should be treated in 

general, and is also specific about the treatment of psychiatric patients in a 

psychiatric setting or in the community. 

Based on the literature provided, the problem statement was formulated as 

follows: although studies have been conducted on various aspects of mental 

health challenges, there is still a knowledge gap regarding secure-care centres. As 

stated by Kieling, Baker-Henningham, Belfer, Conti, Ertem, Omigbodum, Rohde, 

Srinath, Ulkuer and Rahman (2011:1515-1525), a study exploring the development 

of Behaviour Management and Care Guidelines for youth with mental health 

challenges for the MDT would be beneficial to the Department of Social 

Development, SA Police Services, Department of Education, and Department of 

Health. The guidelines will also provide professional insight into the methods of 

managing juvenile repeat offenders who have mental health challenges. 

In light of the above, the problem statement for this research work originates 

from professional and practical observations at CYCCs that are privately or state-

run. There is limited research on the experiences, needs, challenges, and coping 

skills for the MDT in CYCCs. The researcher strongly believes that the study 

highlights the MDT and caregivers’ experiences in managing young people living 

with mental health challenges. 

 

1.3 RATIONALE FOR THE STUDY 

According to Lekganyane (2017:15), the rationale of the study must address a 

question relating to the significance of the study. In addition, the rationale of the 

study serves two purposes: firstly, to explain how the researcher developed an 

interest in the topic; and secondly, to explain why the researcher believes the 

study is worth pursuing. Fouché and Schurink (2011:308) agree with this when 

they postulate that particular topics, settings or people are of interest because 

they have touched the researcher’s life in some critical way.  
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The researcher noted a gap in existing literature regarding the management of 

young people with mental health challenges awaiting trial in South Africa, which is 

a motivating factor for this research. Furthermore, the researcher is a qualified 

social worker and has worked within the CYCC in Gauteng managing and caring 

for young people awaiting trial. From observation, the number of young people 

with mental health challenges referred by the courts to await trial was beginning to 

grow, and caregivers within the facility had neither the proper training nor 

adequate resources to deal with the problem. 

From 1994 to 2010, there was a substantial increase in the number of children 

referred for diversion programmes by the DSD (Department of Social 

Development, 2010:3). The increase in the number of young offenders 

emphasised a need for a policy framework for the accreditation of service 

providers who offered diversion services for children in conflict with the law. 

CYCCs were amongst the service providers that were accredited by the 

government through this policy as these institutions cater for a portion of this 

segment. 

Leedy and Ormrod (2010:66) describe researchers as people who help others to 

discover “an insight, a truth or a point of light”. The findings of this study will 

bring to light the experiences of caregivers, and also the needs of the young 

people presenting with mental health challenges in CYCCs. Although in some 

cases the accused youth already have compromised mental health, there is 

evidence that detention is associated with mental ill-health. The researcher has 

become increasingly aware of the mental health needs of these young people. So 

far, the problem has been dealt with in an inefficient and reactive manner.  

In 2005, for example, the number of young people with mental health challenges 

escalated in one centre, Mogale Youth Centre in Gauteng. The researcher and 

colleagues enlisted the assistance of the Centre for Child Law, and the Centre 

brought about an urgent application to the High Court for the suitable placement 

of these young people. A curator was appointed for these young people, but their 

removal was not immediate. The High Court in Gauteng ru led  that the young 

people’s placement at a CYCC was not unlawful. This outcome highlighted the 

gap in the system, and it became evident that clear management and care 

guidelines are needed for this group of young people, as they were awaiting trial, 
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diversion, or sentence. This is also evident in studies on mental health challenges 

which have been conducted internationally.  

A study conducted in the United Kingdom with young offenders between 13 to 18 

years of age revealed that few offenders have any form of intervention for their 

mental health needs (Chitsabesan, Kroll, Bailey, Kenning, Sneider, MacDonald & 

Theodosiou 2006:188). This included not only mental and health areas but also 

education, social and aggression needs. The major concern, according to 

Chitsabesan et al (2006:188), is that these youth go back into the community with 

these problems not resolved.  

A further example can be found in the Quarterly Meetings with the Provincial 

Departments, a forum where the status of youth with mental health challenges are 

raised. The increase in the number of youths with mental health challenges is 

always a subject under discussion. Few outcomes or solutions have emerged 

from these discussions. The young people must be cared for, as it is prescribed in 

the Blueprint (Blueprint, Minimum Norms and Standards for Secure Care Facilities 

in SA, 2010:1). This document states that care refers to safeguarding and 

promotion of the child’s physical, social, and emotional safety and development 

at all times. This matter has also been discussed at the National Inter-Sectoral 

Committee for Child Justice (Child Justice Act implementation: Inter-sectoral 

Committee, Young in Prison, Child Justice Alliance inputs, 2013:1). It has been a 

matter of concern for the researcher to be confronted with these situations and 

this has become an indication that proper management and care guidelines are 

needed within the Child and Youth Care system. The guidelines will benefit CYCCs 

nationally, both public and private, as they will offer clear interventions for these 

affected young people.  

Several Government Departments will also benefit from the study, these include: 

 The Department of Social Development, nationally, provincially, and at a district 

level, will benefit from the study as the present status of the young people 

with mental health challenges awaiting trial remains a problem. 

 The South African Police Services will be provided with direction as to which 

centres have resources enabling the management of young people who 
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are arrested and appear to have mental health challenges. 

 The Department of Justice with the assistance of Probation Officers will 

benefit from the knowledge about which centres are best equipped to manage 

those young people who suffer from mental health challenges when having 

to make such referrals and placements. 

 The Department of Health will be able to identify facilities that do not have the 

capacity to deal with young people who have mental health challenges and offer 

relevant support services. 

 The social workers, parents and families find themselves affected by the 

condition and detention of their children which aggrevates family. The 

proposed study will enable the social workers to offer support services to the 

family when faced with challenges presented by the affected young people. 

In summary, it is anticipated that the study will contribute to new knowledge 

regarding the management and care of young people with mental health 

challenges and the outcome will have broad impacts and application within the 

criminal justice system. 

 

1.4 THEORETICAL FRAMEWORK  

According to Bak (2004:18), the purpose of this section is to establish the 

theoretical framework for the study, to indicate where the study fits into the 

broader debate, and thus to justify its significance. The research was conducted 

using the ecological system theory (Bronfenbrenner, 2005:97; Santrock, 2011:27). 

Hepworth, Rooney, Rooney, Strom-Gottfried and Larson (2010:15) argue that 

practitioners need orienting frameworks to ground their work in achieving certain 

competencies. Molepo (2014:28) concur and notes that the purpose of any 

theoretical framework is to provide guidance in determining what needs to be 

examined. In the case of this study, the goal is to develop management and care 

guidelines for the MDT as they intervene in the life space of young people in 

conflict with the law who have mental health challenges. 
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The theory that seemed to adequately explain the impact the environment has on 

the growth and development of an individual was the Ecological System 

Theory by Bronfenbrenner (2005:97). Furthermore, Ambrosino et al. (2012:47) 

are of the opinion that the ecological systems theory allows for identifying all the 

diverse, complex factors associated with a social welfare problem, or an individual 

problem, understanding how all of these factors interact to contribute to the 

situation. Hence, the researcher has adopted an ecological systems theory 

framework for this study because it helps researchers to understand human 

behaviour. The researcher uses this theoretical framework   to build an 

understanding of the challenges faced by the MDT and how they handle youth with 

mental health challenges. 

According to Molepo (2014:49), the ecological environment is conceived as a 

nested arrangement of concentric structures referred to as the microsystem, 

mesosystem, exosystem and macrosystem (Bronfenbrenner, 1989:22). 

Additionally, there is a chrono-system. Figure 1.4 below outlines these nested 

levels and portrays the interaction between all the environments that affect all 

individuals. 
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FIGURE 1.4: IMPACT OF VARIOUS ECOSYSTEMS ON THE GROWTH AND DEVELOPMENT 

OF AN INDIVIDUAL 

 

(Source: Bronfenbrenner ,2005:97) 

The ecological systems theory proposes that individuals exist within a variety of 

settings, starting at the individual level and extending outward (Duerden & Witt, 

2010:110). In its formulation, the theory looks at a child’s development within the 

context of the system of relationships that form theirenvironment (Amoateng & 

Kalule-Sabiti, 2013:133). Bronfenbrenner’s (2005:97) ecological systems theory 

suggests that individuals are embedded in different levels of expanding 

environmental settings which, in turn, are embedded in even larger settings. The 

young person within a CYCC finds himself in a setting that has been prescribed by 

law or enforced by the Child Justice Court. The young person is an involuntary 

client in this setting, where the justice system determines and appoints a 

detention facility for the young person either to await trial, or attend a diversion 

programme, or serve a sentence. In these circumstances the court has more 

power than the parents do. 
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Okun and Kantrowitz (2008:14) state that in general, the ecological systems 

theory presents varying levels of environmental influences that have an impact on 

and interact with an individual’s feelings, behaviour and overall functioning. The 

ecosystems approach emphasises the relationship, and the reciprocal and 

adaptive transactions amongst organisms (i.e. individuals, couples, families, 

groups, organisations), between these organisations, and their bio-psycho-

cultural-economic-political-physical environment (Weyers, 2011:20). The ecological 

approach provides explanations on the reciprocal exchange processes whereby 

people influence or are influenced by their environments (Evans, Forney, Guido, 

Patton & Renn, 2010:158). Evans et al (2010:159) state that the ecological systems 

theory provides multiple perspectives about the individual’s situation and can be 

used as a framework for holistic assessments to address risky behaviours; 

however, the theory does not provide for the outcomes of such interactions 

(Masinga, 2016:82). The ecological approach will be discussed in more detail in 

Chapter 2. 

An ecological framework must integrate the convergence of the activities of a 

multi-disciplinary team, which consists of Social-Workers, Occupational 

Therapists, Psychologists, Nurses, Educators, Instructors, Child and Youth Care 

Workers, and Auxiliary Social Workers, who operate within a CYCC. The closest 

environment for the young person awaiting trial within a CYCC structure is the 

microsystem. The microsystem is the first basic innermost structure; it is 

characterized by activities, roles and interpersonal face to face relations 

experienced by the developing person in the immediate setting particularly, 

physical and material characteristics (Berns 2013:18 & Jack, 2012:130). The young 

person with mental health challenges finds himself/herself within this care system, 

away from his/her familiar family environment. 

As part of the multi-disciplinary team, the social worker looks at the person-in-

environment, including all the factors that influence total health-care experiences.  

The perspective mentioned above raises important issues regarding knowledge 

and skill in daily interaction with young people in the CYCC who have mental health 

challenges.  The social worker is the case manager in the CYCC and is also part 

of the multi-disciplinary team; therefore, it is critical for a social worker to have some 

knowledge on mental health disorders, as was pointed out by Morley and 
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Macfarlane (2008:244). Knowledge of mental health disorders will enable the social 

worker to respond appropriately and act accordingly (Haines, Perkins, Evans & 

McCabe 2018:186).  

Considering that youth with mental health challenges will have to adjust to and 

understand the various caregivers with their issues, it is hard to imagine how they 

will adapt to the new environment and different personalities. Therefore, caregivers 

must consider that juveniles are affected by their attitudes and behaviour. 

Apart from the multi-disciplinary team, the child in a secure-care facility has 

frequent, daily contact with co-accused roommates, room elders, administrative 

staff, cleaners, cooks and other youth in the facility. These interactions and 

interconnections between the youth and other role-players inevitably affect their 

development.  In this regard, Bronfenbrenner (1989:227) comments as follows: 

“Within this system are patterns of activities, rules and interpersonal relations 

experienced by the developing person in each face-to-face setting, within particular 

physical and material features and containing other persons with distinctive 

characteristics of temperament, personality, and systems of beliefs.    It is, 

therefore, important that the guidelines developed by the facility should take into 

consideration the person and environmental interactions”.   

One of the statutory functions of the Mental Health Commission is to foster and 

promote high standards of care and best practices in the delivery of mental health 

services. The Mental Health Commission (2006:20) states that the skills required 

by the core members of the multi-disciplinary team are variously described as 

capabilities and competencies.   The commission further explains that each 

individual in a multi-disciplinary team brings skills associated with his/her particular 

profession or discipline to his/her work. These are the skills that are in evidence in 

the work he/she does within the team and with individual service users.   The 

Mental Health Commission (2006:20) asserts that the multi-disciplinary team 

members also bring along their own attitudes and values, which can have a 

significant bearing on their knowledge, behaviour and skills.  

The second structure of the bio-ecological systems is the mesosystem.  It 

represents the connection between the various microsystems, what happens in one 

microsystem is likely to influence others (Kail & Cavanaugh, 2016:13). Berns 
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(2013:20) and Evans et al (2010:163) explain that the mesosystem is formed when 

two or more microsystems such as the family and the school connect and interact, 

ultimately influencing the behaviour of the individual members. According to the 

ecosystem approach that will be adopted in this study, children grow and develop 

within a larger social environment; the mesosystem, it represents the connection 

between the various microsystems such as that between the young person’s family 

and the CYCC. Continuous interaction between these environments is of paramount 

importance for the development of the young person’s care management plan.  

In this system, there is continuous interaction between the young persons’ family 

and the CYCC.  The parents and the social worker a member of the MDT is of 

paramount importance for the well-being and development of the young persons’ 

management care plan, and his direct environment, which is the child and youth 

centre.  This environment consists of the subsystems; caregivers’, biological parents 

and peers.   

Researchers refer to the social setting that a person may not experience first-hand 

but that still influence development as the exosystem (Kail & Cavanaugh 2007:13).  

Within this system, the community, social worker, the community clinic and school 

must be able to provide resources which will strengthen the functioning of the young 

persons’ family and the young person upon release from the CYCC.  Failure to 

provide resources like support groups for the family to ensure that they know of the 

helplines in their community, and who to contact during emergency situations, could 

worsen the juvenile’s mental health condition in the community.  According to Jack 

(2012:130), these interacting factors could be the events or incidences that occur in 

those settings that indirectly affect or influences the behaviour of the developing 

person.   

The macrosystem, according to Bronfenbrenner (1989:227), may be considered 

to be the outer layer of the child’s environment. It is comprised of cultural values, 

customs and laws. The effect of this system is binding and seems to have an 

influence throughout the interactions of the other layers of social ecological model 

of human development. In this system, according to the researcher, the standard 

operating procedures, policy guidelines and protocols of the Mental Health Care 
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Act are all relevant to ensure that citizens know what laws exist as they deal with 

societal challenges and the needs presented by mental illness.   

Bronfenbrenner (2005:97) brings forth a fifth layer; the chronosystem. According 

to Sigelman and Rider (2009:23), the chronosystem is the historical context, the 

lifetime experiences and events or changes that a person has been through, that 

influences their development and behaviour. Masinga (2016:86) agrees with the 

view that children’s behaviours are influenced by significant events or historical 

changes they are exposed to in their daily lives.  For example, experiencing trauma 

because of losses suffered or death in the family will have an impact on the 

individual’s behaviour and development.  In the CYCC arrest and detention alone 

can trigger stress that could affect young person’s social functioning within the 

facility. Lifetime experiences, according to Sigelman and Rider (2009:23), could 

have an ultimate bearing on some children’s behaviour and development.   

Based on the foregoing discussion, the young people with mental health challenges 

will have to be released to the parents ultimately. Interaction with the other 

systems, for example, the microsystem, the mesosystem, exosystem and the 

macrosystem begins upon the admission of the young person at the Child and 

Youth Care Centre. The link with the system will provide information regarding the 

young person’s significant others, availability of resources like clinics, remedial 

schools in the community. These are important issues that have an impact on the 

young person’s life when he/she has been reintegrated back to his/her community.   

Bronfenbrenner’s (1989:227) social ecological model of human development 

describes how child development and mental health management are linked within 

the ‘context of the system of relationships that shapes the environment.  The model 

further illustrates that the child who is affected is also affected by the settings in 

which he/she spends time. A person’s individual development throughout his/her 

life cycle according to the above author is strongly affected by ‘ecological 

influences’ that surround him/her.   

Evangelista and McLellan (2004:159) concur and state that the implicit model or 

framework of mental health is ecological and contextual; that is, it is based on the 

premise that mental illness in a child depends on the coalescence of many 

disparate contextual factors that operate on various levels, from molecular to 
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societal. The authors are of the opinion that the child-caregiver relationship should 

be given the most attention as it has an important influence on the child’s mental 

health.  The child has evocative, transactional relationships with other factors and 

aspects of the environment. Furthermore, Kendall-Taylor and Mikulak (2009:9) 

state that this literature links aspects of home life, such as the quality of the marital 

relationship, the relationships between a child and his/her parents, and the family 

composition, with a child’s social-emotional development.   

Bronfenbrenner’s (2005:97) bio ecological systems theory is credited for being 

open and holistic, as it provides multiple perspectives with regard to the individual’s 

situation (Berns 2013:17; Evans, Forney, Guido, Patton & Renn 2010:158; 

Edwards, Mumford & Serra-Roldan 2007:32).  Like in the case of young people 

with mental health challenges in a CYCC, the young people could have 

experienced trauma in a home environment, which has not surfaced upon arrest, 

and the stressors linked to arrest and detention could be the trigger that could lead 

to mental health challenges; hence, the CYCC should not be viewed in isolation 

but in relation to other systems.  Sigelman and Rider (2009:23), argue that some 

behaviour could be informed by culture and in other cases be informed by 

individual’s biases and prejudices.  The authors further suggest that behaviour is 

dynamic.  

The high rates of psychopathology7 among children in care are not surprising, 

considering the high number of risk factors and the absence of protective factors 

that many of these children have experienced before coming into placement.  Many 

children in care have grown up in violent neighbourhoods and come from homes 

where family dysfunction, criminality and domestic violence are prevalent.  

Furthermore, children in care experience a combination of environmental, social, 

biological and psychological risk factors, both before and during their stay in care, 

that makes them particularly vulnerable to psychological disturbance.  Given the 

high prevalence of emotional, behavioural and developmental disorders amongst 

children in care, it is therefore expected that these children will show a 

 
 

7 Psychopathology is a term which refers to either the study of mental illness or mental distress; or 
the manifestation of behaviours and experiences which may be indicative of mental illness or 
psychological impairment (Science Daily, 2020). 
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disproportionately high utilisation of mental health services (American Academy of 

Pediatrics, 2012:1259). The next section outlines the research questions, goals 

and objectives. 

 

1.5 RESEARCH QUESTION, RESEARCH GOALS AND RESEARCH 

OBJECTIVES 

 Research question 

The research question focuses the investigation into a narrow topic area and 

guides every aspect of the research project including the literature search, the 

design of the study, data collection, data analysis, interpretation of results, and 

even the direction of the discussion (Bhattacherjee, 2012:20-21). According to 

Ohab (2010:1), a well-designed and concise research plan is the key to any 

successful project. Ohab (2010:1) states further that a well-designed research plan 

provides detailed maps for the conceptual and logistical framework that serves as 

the support structure for the research”. The author is of the opinion that a well-

researched and thought-through question will help in focusing ideas and ensuring 

that the appropriate data is collected.  This is a critical step in the research process 

because it determines the what, where, when and how of the data collection 

process and serves as an important link between the conceptual and logistical 

aspect of the research plan.   

Walliman (2011:106) defines a research question as a clear direction and scope 

for the research to be carried out.  O’Leary (2004:28) describes the research 

question as a very important part of the research as it gives focus, sets boundaries 

and provides direction to the process of the report. Maxwell (2013:75) stipulates 

the following functions of research questions: 

 To explain specifically what the research’s study intends to learn or understand; 

 To help the researcher to focus the study (the question’s relationship to the 

researcher’s goal and conceptual framework); 

 To give the researcher guidance on how to conduct the study (the relationship 

to methods and validity); and 
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 To help writers focus their research by providing a path through the research   

and writing process. 

Creswell (2007:108) is of the opinion that the ‘grand-tour’ question is the broadest 

question to be asked in a study.  Creswell (2007:108) also recommends that a 

researcher’s study is reduced to answering a single overarching question and 

several sub-questions. Therefore, the research question is the most critical part of 

the research as it directs arguments and inquiry, provokes the interests of the 

reviewer, and guides the researcher to complete the research project (Creswell 

2007:97). 

In respect of this specific study, the researcher identified the following as the core 

research question:  

 What are the management and care guidelines for youth with mental health 

challenges at Child and Youth Care Centres for the Multi-Disciplinary Team?  

 Research goals 

De Vos et al (2011:104) defines the goal of the study as an end toward which effort 

or ambition is directed.  Fouché and De Vos (2011:94) further state that the primary 

goal or aim in a research study refers to a description or formulation of what the 

researcher wishes to attain through the study. Hartell and Bosman (2016:27) define 

research goals as the overarching intent, aim, meaning or core idea. They are of 

the opinion that these goals must be realistic and attainable.  Mouton (2009:26) 

concurs and states that the purpose of the research goal is to produce valid and 

truthful knowledge. It gives an indication of what researchers wish to achieve in 

their research and is mainly determined by the researchers’ background of a 

particular topic, as well as the researchers’ cognitive interests.    

Maree and Van der Westhuizen (2007:25) are of the opinion that when a 

researcher wants to develop a research strategy, the first step must be to decide 

on the focus of the research.  This often takes the shape of a statement of purpose.  

According to Fouché and De Vos (2011:94), for the purposes of this study, the 

terms, ‘goal’, ‘purpose’, and ‘aim’, are often used interchangeably. Mouton 

(2009:101) states that ‘the main purpose of basic research is to contribute to the 
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existing body of scientific knowledge while applied research takes a certain 

problem in the social world as its point of departure’. 

Hence, the goals of this research were: 

 To develop an in-depth understanding of the management and care guidelines 

required by the MDT for youth with mental health challenges at Child and Youth 

Care Centres (CYCC);  

 To determine how the multi-disciplinary team would like to be supported; 

 To formulate management and care guidelines for intervention that would assist 

the practitioners (MDT) who work with youth with mental health challenges at 

CYCCs. 

The objectives developed from the above goals are discussed in the next section. 

 Research objectives 

Fouché and De Vos (2011:95) define the objectives as the more concrete, 

measurable and more speedily attainable aspects of research in order to attain the 

goal.  They can then be defined as the steps that have to be taken to realise the 

primary goal. To achieve this research goal, the researcher has to formulate 

specific research objectives. Grové, Burns and Gray (2013:708) refer to research 

objectives as declarative statements expressed to direct a study. All of the above 

concur with what is stated by Mouton (2001:240) who argues that research 

objectives serve as a route to a destination. De Vos et al. (2005:102) states that 

research objectives denote the steps one has to take, one by one, realistically at 

the grass-roots level within a specific period, in order to reach the goal. Babbie and 

Mouton (2007:645) describe the objectives as the features of the procedures and 

methods employed in the research practice. Therefore, a research objective should 

be closely related to the statement of the problem and summarize what the 

researcher hopes to achieve. Research objectives form a relevant tool that defines 

the study's specific outcomes (Strydom, 2013:157). The following study objectives 

were formulated to aid the process of the realisation of the goals: 

 To contextualise and conceptualise management and care for the needs 

of youth with mental health challenges form a literature perspective 
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 To explore and describe current existing management and care protocols for 

youth in conflict with the law who are living with mental illness 

 To identify and describe key elements of effective management and care 

guidelines for youth with mental health challenges 

 To explore and describe the training needs of the MDT at CYCC 

 To identify and describe required resources for the MDT at CYCC for effective 

management and adequate care for the needs of youth with mental health 

challenges  

 Based on the findings, to develop management and care guidelines for the MDT 

at CYCC. 

In order to realise the research objectives, the following task objectives were 

proposed: 

 To obtain a sample of a multi-disciplinary team working with youth with 

mental health challenges within the Child and Youth Care Centre 

 To describe the experiences of the multi-disciplinary team dealing with youth 

with mental health challenges 

 To conduct semi-structured interviews contained in an interview guide for 

the MDT and Peer Counsellors and to explore the needs and experiences of 

the multi-disciplinary team working with youth with mental health challenges in 

CYCC 

 To sift, sort, and analyse the data, obtained through focus groups (semi-

structured interviews), using the eight steps of Tesch for qualitative data 

analysis (as cited in Creswell 2014:186)  

 To interpret the data and conduct a literature control 

 To conduct a workshop at the head office with the MDT from all facilities in all 

provinces, DSD Centre Managers, the Director and Assistant Director 

(National Department Social Development), Psychologist from a psychiatric 

hospital (Department of Health) 

 To conduct a pilot study in Mogale (Gauteng) Child and Youth Care centre 
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 To conduct a focus group with the MDT to discuss the outcome of the pilot 

study and adopt findings  

 To conclude and make recommendations to the CYCC on the management and 

care guidelines findings. 

In the following section aspects of research methodology are introduced. 

 

1.6 RESEARCH METHODOLOGY 

According to Kothari (2006:9), research methodology is useful in achieving the 

systematic interrelation of facts. Rajasekar, Philominathan and Chinnathambi 

(2013:2) concur and state that the procedures by which researchers go about 

describing, explaining, and predicting phenomena are called research 

methodology. Finding relevant procedures represents an attempt to find solutions 

to scientific and social problems through objective and systematic analysis. 

According to Babbie and Mouton (2007:49), the choice of a research methodology 

for a research study is dependent on the goals and objectives. In this regard, the 

research methodology informed the researcher on how to travel through the 

process, guided appropriately by linking the researcher’s philosophical stance and 

the appropriate research methods (Nieuwenhuis, 2016:51).  

In the following section, a brief overview of the intended research methodology that 

was followed is presented. 

 Research approach 

For this study's purpose, the researcher will utilise the qualitative research 

approach as the researcher envisaged to determine management and care 

guidelines for young people with mental health challenges awaiting trial at Youth 

Development Centres. According to the literature, there is a clear distinction 

between quantitative and qualitative research approaches. According to Creswell 

(2014:20-21), the social research problem will dictate the use of specific 

approaches, and the choice of the research approach should be guided by the 

phenomenon the researcher wants to study. Davis (2015:14-15) asserts that the 

research approach chosen has to support and facilitate the validity of the findings. 
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Quantitative research is well structured, numerical or statistical in nature, and it 

relies on objective measurements of characteristics and elements (Chandra & 

Shang 2019:20; Grosser 2016:248, 268-269; Davis 2015:14). Furthermore, the 

authors state that quantitative research focuses on quantities, especially the 

significance, degree, and relationships of quantities. 

According to De Vos et al. (2011:64), the qualitative approach is relevant in this 

context because it is used to answer questions about complex phenomena, such 

as caring for youth with mental health challenges.  Vivar (2007:64) concurs and 

states that qualitative research tends to emphasize the dynamic, holistic and 

individual interaction and experience; more precisely, it attempts to capture those 

aspects in their entirety within the context of those who are experiencing them, in 

this context, the MDT and youth with mental health challenges. Furthermore, the 

qualitative approach focuses on studying a phenomenon by providing non-

numerical descriptions of data to highlight feelings and meaning, and describe the 

situation (Bourgeault, Dingwall & De Vries 2010:289-306). Qualitative research is 

descriptive in nature, and the researcher attempts to gain meaning through words 

or pictures (Abdulai & Owusu-Ansah 2014:11; Oun & Bach, 2014:254; Schurink, 

Fouché & De Vos 2011:397). Therefore, it is concerned with an empathic 

understanding (verstehen) of human behaviour rather than explanation, with 

naturalistic observation rather than controlled measurement (Fouché & Schurink 

2011:308, 310). Terre Blanche, Durrheim and Painter (2006:274) indicate that 

qualitative methods allow the researcher to study selected issues in-depth, with 

openness and details as they identify and attempt to understand the categories of 

information emerging from the data.  Grové, Burns and Gray (2013:705) explain 

the qualitative research approach as a systematic, interactive, subjective approach 

used to describe life experiences of management and care to give them meaning.   

In this study, the researcher followed a qualitative research approach to explore 

and describe management and care guidelines required to ensure that the needs 

of youth with mental health challenges in a secure care programme such as CYCC 

are adequately addressed. The study aims to offer practical recommendations to 

the MDT on how to manage and care for the juvenile with mental health challenges 

who are in conflict with the law and in a secure care environment. A qualitative 

research approach focuses on people's experiences and it stresses the 
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uniqueness of the individual, such as the members of the multi-disciplinary team 

who work very closely with children in conflict with the law, some of whom have 

mental illnesses. 

Based on the views of Creswell (2013:201), the chapter attempts to combine many 

perspectives, provide general procedures, and use examples liberally to illustrate 

variations in strategies. The author states that several characteristics may be used 

but rely on the composite analysis that originates from several writers he has 

incorporated in his book on qualitative inquiry. Creswell (2013:201) highlights 

several characteristics that underpin qualitative research, including, amongst other 

things, the view that:  

 Research takes place in the natural setting: This involves direct interaction 

with individuals on a one-to-one basis or in a group setting. For the purposes 

of this study, the research study took place at CYCC.  The participants were 

the caregivers in this research. They were part of the MDT, and they have 

experienced issues presented by young people who have mental health 

challenges and are awaiting trial.  The researcher proposed to collect data 

from the young people represented by the Peer Counsellors and the MDT. 

The plan was to conduct workshop sessions with the MDT and experts from 

DSD, Justice, SAPS, Health, Education, and representatives from academic 

institutions in the six provinces.   

 Qualitative researchers are seen as primary instruments for data 

collection and analysis: Data would be acquired from this human 

instrument, rather than from questionnaires, inventories or machines. During 

this research, it is envisaged that the participants would share their 

experiences through a focus group, followed by a workshop where the 

findings would be presented, and deliberations would take place as stated 

before.  

 In qualitative research, the researcher focuses on learning the meaning 

that participants hold about the problem or issue: In this study, the 

researcher was interested in developing management and care guidelines for 

youth with mental health challenges at CYCC for the MDT, how the MDT and 

young people cope, how they define their situation.   
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 Qualitative research makes use of inductive data analysis:  It moves from 

the particular to the general. In qualitative research, researchers build 

patterns, categories and themes from the bottom-up by organising data into 

increasingly abstract information units.   

 Qualitative research is descriptive:  The researcher was interested in 

discovering new meaning and understanding through words. The researcher 

was concerned primarily with the process and the accommodation of the 

different experiences and points of view of the participants.   

 Qualitative researchers undertake interpretive inquiry:  The researcher 

would be guided by what he/she observes, hear, and understand from the 

participants' point of view. The researcher’s interpretation of the facts would 

be influenced by his/her background, history, context and prior 

understandings.   

 Qualitative research involves verification. Qualitative research is often 

criticised for being biased; it is, therefore, important to verify qualitative data 

(Denzin & Lincoln, 2011:12). The researcher planned to verify the needs of 

young people with mental health challenges, as well as management and 

care programmes by the MDT, by studying relevant literature, the researcher 

would also focus on literature regarding the juveniles justice system and its 

shortcomings in managing young people with mental health challenges who 

are in conflict with the law. 

 Qualitative research involves evaluation. According to Denzin and Lincoln 

(2003:35), they describe evaluation research as a reflective multi-voiced text 

that is grounded. For the researcher to explore and describe the specific 

needs of young people with mental health challenges, the MDT and Peer 

Counsellors would be chosen as samples for the study. The MDT and the 

panel of experts would be involved in the evaluation of the findings. 

Rajasekar et al. (2013:9) concur with the above and state that the qualitative 

research approach is concerned with qualitative phenomena involving quality.   

Ritchie and Lewis (2003:32-33) describe the qualitative research approach as 

‘being appropriate’ when the phenomenon being investigated portrays the following 

features:  
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 The phenomenon is ill-defined or not well understood, as is the case with 

CYCC’s. There are no clear guidelines for caregivers to be able to manage the 

population of mentally ill young people who are also awaiting trial. 

 The phenomenon being studied is deeply rooted. Some questions might bring 

about conflict within the participants; the subject under discussion could 

interfere with their belief systems and values, which means that this part should 

be dealt with more sensitively and understanding. 

 The phenomenon is of a complex nature: This study deals with a complex 

phenomenon, created because judgement is compromised when the young 

person is mentally ill and is also awaiting trial. From observation, some young 

people at the CYCC have committed crimes they do not understand, and some 

do not understand their changed circumstances, from being arrested taken to 

court and detained in CYCC. 

 The phenomenon is sourced from local “experts”. In this study, the “experts” 

referred to are the MDT employed by the CYCC’s. Their knowledge would 

provide the needed answers to the issues about these young people's 

management and care.  

 The phenomenon is delicate or intangible and of a sensitive nature. The 

caregivers also interact with other experts from the communities such as clinics, 

justice, hospitals, schools and tertiary institutions. The MDT’s views would be 

explored with the purpose of developing management and care guidelines for 

the affected population. Their being part of the MDT could evoke feelings that 

might interfere with the focus group process. Understanding from the 

researcher would be required as some subjects are not easy to deal with 

because some members of the MDT could themselves be parents of children 

who have a mental illness. Or some members of their families could be affected.  

Since qualitative research provides a greater understanding of the nature of the 

specific problem in juveniles with mental health challenges, it is envisaged that the 

study would provide management and care guidelines for youths with mental health 

challenges who are also in conflict with the law.  The researcher proposed that the 
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information would be collected from Peer Counsellors, the MDT as they have a 

highly specialized role within the CYCC, the community at large, and a workshop 

with a panel of experts. 

The flexibility afforded by a qualitative approach allowed for a dynamic focus on 

individual experiences of the MDT, as well as the further exploration of points of 

view and variations among staff regarding the guidelines or management and care 

for youth with mental health challenges. It is envisaged that the different 

professionals within a CYCC would share their experiences and challenges of 

working with the target population.   

 Research design  

The research design is defined by Fouché and Schurink (2011:308) as the option 

available to the qualitative researcher to study certain phenomena suitable for their 

research goal; it is also called the strategy, tradition of inquiry and paradigm. 

Further Kumar (in Davis 2015:93) and Myers (2013:19-20) view the research 

design as the procedural plan that the researcher uses to answer questions in a 

clear, objective, sound and prudent manner. The research design is thus the total 

and comprehensive plan or roadmap for the entire research study. Fouché and 

Schurink (2011:325) state that a research design is a plan to guide the researcher 

in collecting, analysing and interpreting observed and collected data. Furthermore, 

according to Rajesekar et al. (2013:22), a research design should indicate the 

various approaches to be used in solving the research problem as it creates the 

foundation of the entire research work. Since the study took place within the 

Bosasa Youth Development Centres a natural setting, to develop management and 

care guidelines for juveniles with mental health issues, the researcher will apply 

the Intervention Research Model as proposed by Rothman and Thomas (1994:25).  

This model would be used as the primary framework for conducting the study. 

Rothman and Thomas (1994:25) state that Intervention8 research is a form of 

 
 

8 Intervention research is a form of applied research “typically conducted in the field setting in which 
researcher and practitioners work together to design and assess interventions Comer et al 
(2004:258) 
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applied research9, which aims to create the means to improve the health and well-

being of community life. Comer, Meier and Galinsky (2004:258) explain that 

intervention research is typically conducted in the field setting in which researcher 

and practitioners work together to design and assess interventions. Similarly, 

Cozby (2009:205) highlights that intervention research is a developmental 

research method that is flexible. Furthermore, Gilgun and Sands (2012:569) have 

concluded that intervention research involves on-going design and development. 

Schurink, Fouché and De Vos (2011:415) stated that intervention research refers 

to studies carried out for the purpose of conceiving (developing), creating and 

testing innovative human service approaches to preventing or ameliorating 

problems or to maintaining the quality of life. In this study, the purpose is to improve 

the quality of life of the affected young people by developing improved 

management and care guidelines. According to Rothman and Thomas (1994:18-

19), intervention research consists of ‘knowledge development’ (to contribute to 

the knowledge of human behaviour), ‘knowledge utilisation’ (to apply the 

knowledge of human behaviour), and ‘design development’ (to evolve a new 

human service technology); for example, treatment methods, programmes, service 

systems or policies). The study aims to develop knowledge that would capacitate 

and empower caregivers to intervene adequately in the lives of youth with mental 

health challenges. The acquired knowledge would assist the MDT with assessment 

techniques and the observation of behaviour. 

Design and development usually required teamwork among researchers, service 

providers, service users and often funders, legislators and other stakeholders. In 

this study, Youth Development Centres is the Service Provider, mandated by 

Government to be a custodian of the Young People in-conflict with the law. The 

Service users are the staff/caregivers within the CYCC, the funders and legislators 

are the Department of Social Development, other stakeholders are the 

Departments of Justice, SAPS, Health and Education. 

 
 

9 Applied research is a type of methodology which aims to create the means to improve the health 
and well-being of the community.  
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In some instances, a single researcher builds intervention from a succession of 

case studies. As is the case with this study, a case study design strategy will be 

applied to facilitate the exploration of a phenomenon within its context, using 

various data sources. Youth Development Centres would be explored within its 

context, a variety of sources like archives, caseloads, the Trustmaster information 

management system, to be used.  

According to Rothman and Thomas (1994:3), all the phases of the intervention 

research are interconnected activities intended to guide researchers and 

practitioners, in developing innovative interventions for effective change in problem 

solutions that relate to human services. Within every phase, there are several 

operations/steps that are critical for the adequate fulfilment of that phase. Although 

ideally stepwise and linear, sometimes they can be looping back to earlier phases 

and different operations/steps within the phases as difficulties are encountered 

and/or new information is obtained.   

It is evident from the above discussion that the development of management and 

care guidelines will assist professionals in the operations of a CYCC in a holistic 

and cost-effective manner, by improving the quality of life and enhancing the 

functioning and well-being of youth with mental health challenges. 

 

Ploeg (1999:36) emphasises that a qualitative research design should explore, 

describe and explain the research problem being studied. This study also 

proposes to adopt an explorative, descriptive and contextual design whilst 

Neuman (2003:23) maintains that the primary purpose of exploratory research is 

to examine a little-understood phenomenon to develop preliminary ideas and move 

towards a refined research question by focusing on the what question. 

 Explorative research approach 

According to Grove et al. (2013:370), an explorative research design is 

conducted to gain new insights, discover new ideas, and increase knowledge of a 

particular phenomenon. Fouché and Schurink (2011:318), state that exploratory 

research focuses on the “how” and the ‘why’ questions, whilst Neuman (2006:23), 

maintains that the primary purpose of exploratory research is to examine a little-

understood phenomenon to develop preliminary ideas and move towards a refined 

research question by focusing on the “what” question. Fouché and De Vos 
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(2011:95) state that exploratory studies seek to establish causal relationships 

between variables.  

The emphasis here is usually to study a problem. In this case, the problem is the 

management and care of young people with mental health challenges awaiting trial 

in a CYCC and exploring and deriving answers from the Multi-Disciplinary Team 

within this setting. The study was intended to be exploratory since it sought to 

explore the relationship between the MDT and young people with mental health 

challenges to introduce mental health management guidelines, enhance service 

delivery, and meet these young individuals' needs. 

There has been extensive research done internationally on the needs of young 

people with mental health challenges; however, locally a study of this nature was 

conducted in Child and Youth Care Centres, mainly Places of Safety and Children’s 

Homes (Allers 2012:1-6). However, no study was undertaken in CYCC’s that are 

detention facilities for awaiting trial young people and who have mental health 

issues.  The study, therefore, explored the needs and experiences of the staff 

within the setting of the CYCC.  It is envisaged that the exploration would lead to 

the development of management and care guidelines for young people with mental 

health challenges who are also in conflict with the law in CYCC.  

Although the researcher has experience working in a CYCC and knowledge about 

the topic of young people with mental health challenges in a CYCC, the purpose of 

adopting an explorative research design was for several reasons. These include 

gaining new insights, discovering new ideas, and increasing knowledge on how 

MDT  can better manage and care for young people with mental health challenges. 

 Descriptive research approach 

Struwig and Stead (2016:7) emphasize that descriptive research attempts to 

provide a complete and accurate picture or description of a phenomenon or 

situation. Furthermore, it is a study designed to depict the participants in a precise 

way. It is regarded as a scientific method that involves observing and describing a 

subject's behaviour without influencing it in any way (Shuttleworth, 2008). 

According to Rule and John(2011:29), the detail and texture are paramount with 

this design, with the researcher striving intensively to develop a thick and rich 

description of a phenomenon, or a particular case, or collective cases; this is 
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essentially the purpose of the design, answering “what” and “how” questions. 

Neuman (2006:35) concurs and further describes the purpose of descriptive 

research as painting a picture using words or numbers and presenting a profile, a 

classification of types, or an outline of steps to answer questions such as who, 

when and how. The researcher planned to detail the needs of young people who 

suffer from mild to severe mental health challenges in the detention centre of the 

CYCC. According to Grove et al. (2013:632), a descriptive research design 

provides an accurate portrayal or account of the characteristics of a particular 

individual, event or a group in a real-life situation to discover new meaning. 

According to Fouché and De Vos (2011:96), the descriptive design permits for an 

intensive examination of the aspect under study and its deeper meaning, which, in 

this study, refers to the understanding of management and care guidelines for 

youth with mental health challenges. The study's descriptive nature allowed the 

researcher to gain an in-depth understanding of the interaction between young 

people with mental health challenges and the MDT. Furthermore, the researcher 

gained a deeper understanding of the character of the affected individuals and how 

the MDT attach meaning to these young people's behaviour. The current study sets 

about to describe the participants' experience and perspectives as accurately as 

possible by using focus group discussions. 

The researcher envisaged recording the experiences and challenges of caregivers 

as they intervene in the troubled youth's life space. The study's descriptive nature 

would allow the researcher to gain an in-depth insight into the phenomenon being 

studied and then describe it in detail and develop detailed guidelines. 

 Contextual research approach 

Babbie and Manton (2015:272), state that contextual research design is a design 

where the qualitative research prefers to comprehend and deeply understand 

events, occurrences, phenomenon and behaviour within the setting or context in 

which it occurs. In other words, the aim of the research is to describe and 

comprehend occurrences and events within or against the natural setting or context 

in which they happen, as this provides the background and aids the meaning 

thereof. 
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The study also followed the contextual research design. Burns and Grové 

(2009:32) point out that contextual studies focus on specific events in naturalistic 

settings. Naturalistic settings are uncontrolled real-life situations, sometimes 

referred to as field settings. Streubert Speziale and Carpenter (2003:363) mention 

that research done in a natural setting is an inquiry free from manipulation. 

Furthermore, Klopper (2008:68-69) states that contextual research design focuses 

on a phenomenon under investigation which is studied in terms of its intrinsic and 

immediate contextual significance, for the effective implementation of Child and 

Youth Care programmes targeting youth in conflict with the law. 

As mentioned earlier, the proposed study will take place within the Youth 

Development Centres, which are detention facilities, for young people who are in 

conflict with the law, who have been referred to await trial, diversion or serve a 

sentence. These are young people who were charged in a court of law for having 

committed minor to serious crimes. From observation, some of these youth have a 

mental illness. 

The Design and Development methodology as conceptualized by Rothman and 

Thomas (1994:3) is as follows: 

 The design and development process is a problem-solving process. Although 

the authors present intervention research as a set of differentiated and 

sequential activities, they also state that it is the critical interplay of data, the 

measurement of programme processes and outcomes with problem and 

practice expertise, which yields seek effective intervention and helping tools 

to deal with given human and social difficulties. In this study, effective 

intervention is needed for the Youth Development Centres nationally, in (6) 

six Provinces. 

 Its primary objective is to evolve new human service technology (e.g. 

treatment methods, programmes, service systems or policies).  As mentioned 

before, this study aims to develop management and care guidelines for 

holistic intervention in the affected individuals' life space.   

  It is systematic, deliberate and immersed in research procedures, 

techniques, and other instrumentalities.   
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  It is carried out in six phases: problem analysis and project planning; 

information gathering and syntheses; designing early intervention and pilot 

testing; evaluation and advanced development; and dissemination.    

It is evident that the development of management and care guidelines would help 

professionals manage the CYCC holistically and cost-effectively.  Management 

and care guidelines are also expected to improve the quality of life of youth with 

mental illness, enhance their functioning and well-being. The development of the 

guidelines could also be categorised as a technology development project.   

This project follows some of the phases mentioned above. The researcher aims to 

follow the process up to the early development and pilot testing levels, which is 

phase 4; step 1 and 2. Qualitative studies of intervention processes (e.g. extensive 

interviews and the observation of programme participants as they go through an 

intervention) may be useful in sequencing intervention activities or reconfiguring 

intervention content.   

Furthermore, Rothman and Thomas (1994:3) state that the critical interplay of data, 

especially the measurement of programme processes and outcomes with problem 

and practice expertise, which yields a refined programme with evidence of 

effectiveness over time.   

Though rooted in the Rothman and Thomas (1994) perspective, the intervention 

model of Fraser and Galinsky (2010:462) describes a five-step model of 

intervention research. However, the researcher adopts the Design and 

Development methodology as conceptualised by Rothman and Thomas (1994:3). 

The six phases of the Intervention design and development perspective as detailed 

by Rothman and Thomas (1994:3-51) are illustrated in the self-developed 

illustration in Figure 1.5 below: 
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FIGURE 1.5: PHASES OF INTERVENTION RESEARCH 

 

(Source: Rothman & Thomas, 1994:3-51) 

The researcher had indicated earlier, that the proposed study would take place 

within the Youth Development Centres, which are detention facilities, for young 

people who are in conflict with the law, who have been referred to await trial, 
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diversion or serve a sentence. These are young people who were charged in a 

court of law for having committed minor to serious crimes. From observation, some 

of these youth have a mental illness. Furthermore, only the first four phases would 

be applied and are described as follows: 

 

1.7 PHASES IN INTERVENTION RESEARCH 

 Phase 1: Problem analysis and project planning 

In phase one, a practice problem is selected and studied.  According to Rothman 

and Thomas (1994:8), key activities in this phase are to 1) determine the feasibility 

of designing; 2) whether the intervention is considered viable and 3) to prepare a 

project plan that includes objectives and timelines.  According to Fraser, Richman, 

Galinsky and Day (2009:29), phase one centres on the developing an 

understanding of a selected problem from a variety of system-level perspectives 

and based on the feasibility of testing a new programme in real-world practice 

settings as well as establishing a time-specific goal for the development of an 

intervention. De Vos and Strydom (2011:477) also define social problems as 

conditions of society that negatively affect large numbers of people. Furthermore, 

a social problem is a condition affecting many people in ways considered 

undesirable, about which it is felt something could be done through collective 

action. The Intervention Research method, according to Rothman and Thomas 

(1994:1), is directed toward shedding light on or providing possible solutions to, 

practical problems.  Concerns involving intervention include:  

 Social and personal problems of those who might need assistance;  

 how to produce a change in conditions affecting the problems;  

 what interventions may be appropriate to create change; and  

 what are the effects of such interventions?   

The above definitions align with activities within a CYCC where young people under 

18 years are detained to await trial, some of whom suffer from mental health illness.  

In this instance, the concern has been raised by caregivers from Child and Youth 

Care facilities and other CYCCs operated by the Department of Social 
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Development, and some through observation and direct intervention by the 

researcher.  Consistent with the D&D approach of Rothman and Thomas (1994:10-

11), the researcher started the research by analysing the identified problem, 

followed by a comprehensive literature study. Furthermore, the researcher 

interviewed the MDT in the Child and Youth Care Centres to explore the need for 

structured management and care guidelines for youth with mental health 

challenges. 

Consistent with the D&D approach of Rothman and Thomas (1994:10-11), the 

researcher started with analysing the identified problem, by involving the clients as 

discussed in the next section. 

 Phase 1 - Step 1: Identifying and involving clients 

This operation is the first step of the IDD-model of Rothman and Thomas (1994:27). 

A research problem may relate to a specific population. According to Fawcett, 

Saurez-Balcazar, Balcazar, White, Paine, Blanchard and Embree (1994:27), 

identifying and involving clients entails the selection of a population whose issues 

and problems are of current or emerging interest to the project (or study) clients 

themselves, researchers, and society as a whole. De Vos and Strydom (2011:477) 

concur with this by stating that intervention researchers choose a constituency or 

population to collaborate with. A population is selected whose issues are of current 

or emerging interest to clients themselves, researchers, and society.  Babbie 

(2010:186) and Neuman (2012:146) agree that a population is the extensive 

collection of cases from which we draw our sample and comprises a group of 

interest related to the topic under investigation. Additionally, Babbie (2010:186) 

states that populations help the researcher set boundaries on the study units as 

they constitute specific characteristics required to explore the nature and extent of 

the subject under study. 

In this study, caregivers who are the MDT working with young people with mental 

health challenges as well as peer counsellors were involved. To explore and define 

the management and care guidelines for young people with mental health 

challenges, in a diversion, awaiting trial and sentenced at Child and Youth Care 

Centres, this research study encompassed all 13 Child and Youth Care facilities 

managed by Youth Development Centres. Hence, the research population(i) 
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consisted of professionally registered males and females working at CYCCs, 

specifically working with young people in conflict with the law. This research study 

aims to address the critical issues within a CYCC (see Addendum A), and it is 

envisaged that support from the Multi-Disciplinary Team will be received. (ii) Peer 

counsellors who are residents in the facility referred by the courts to the facility. 

They have been democratically elected by their peers to represent them and to 

provide support by intervening where the need arises. 

A sample is a selection from the population and represents the participants that 

the researcher included in the research study (Walliman, 2011:232; Strydom, 

2011a:223). Fink (2011:98) and Neuman (2012:146) define a sample as a 

portion or subset of a larger group called the ‘population’, constituting a 

miniature version of the population. According to Creswell (2013:156), the concept 

of sampling, as used in qualitative research, is a process whereby the inquirer 

selects individuals and sites for study because they can purposefully inform an 

understanding of the research problem and central phenomenon.  The study 

decisions need to be made about: who should be sampled, what form the sampling 

will take, and how many sites need to be sampled. A sampling process is 

complicated as it aims to represent the whole population. It should reflect or 

constitute a representative segment of the population while reflecting all the 

characteristics of the target population that the researcher wants to investigate 

(Stangor, 2015:115).  

Owing to time and monetary constraints, the researcher did not intend to 

interview the whole population; hence not all caregivers within a CYCC would be 

part of this team. The research sample that would be chosen consisted of (i) MDT 

within all the CYCCs that involves a Social Worker, Occupational Therapist, 

Psychologist, Nurse, Educator and Child and Youth Care Worker. (ii) The peer 

counsellors as mentioned, they represent the interests of the residents in the facility 

including young people with mental health challenges. It was envisaged that the 

MDT and peer counsellors would share their experiences regarding the 

challenges they face when intervening in the life space of young people with mental 

health issues. 

There are two types of samples, the probability and non-probability sample. 

According to Smith and Albaum (2010:126), probability samples are selected by 
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the investigator's judgment, convenience, or other non-probabilistic (non-random) 

processes.  In addition, they state that probability samples offer the promise of a 

selection of sample units free of bias and permit the measurement of sampling 

error.  These authors state that, with non-probability sampling, one must rely on 

the expertise of the person taking the sample and the researcher must have 

selected participants in an unbiased manner. In contrast, in probability sampling, 

the sampling of participants is independent of the investigator.   

In order to draw the sample, the researcher employed purposive sampling 

techniques. Strydom and Delport (2011:390) state that purposive sampling is 

usually used in qualitative research, it is less structured, less quantitative and less 

strictly applied than in the case of quantitative research. Purposive sampling, also 

known as ‘judgemental sampling’, is a type of non-probability sampling in which the 

units to be observed are chosen by the researchers based on their own judgement 

about which members of the sample are more representative of the population, or 

who are information-rich and in the best position to provide comprehensive 

information about the phenomenon under investigation. 

In this study, the researcher selected participants based on the MDT’s diverse 

perspectives on the management of the children in question, which means that 

they are in an excellent position (Strydom & Delport, 2011:392) and to provide 

information on how these children should be managed effectively in an 

accommodating, yet appropriate way. The sample would be drawn from different 

professions, namely social work, Child and Youth Care work, psychology, 

occupational, therapy, nursing and education. 

In order to explore and describe experiences and specific needs of practitioners 

dealing with youth with mental health challenges, the intended criteria of 

inclusion (Mason, 2010:1; Bowen, 2008:137-152; Strauss and Corbin, 1998:136) 

was as follows: 

 selected professionals who have worked with children in conflict with the law 

for one year or longer; 

 Child and Youth Care Workers who form part of the MDT; must have matric 

(Grade 12 Certificate); 
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 registered MDT members who are qualified to work with children, e.g. Social 

Workers and Child and Youth Care Workers registered with the South 

African Council for Social Service Professions (SACSSP); 

 Nurses, Doctors, Psychologists and Occupational Therapists registered with 

the Health Professions Council of South Africa (HPCSA); 

 Educators registered with the South African Council for Educators (SACE); 

 Security Officers registered with Private Security Industry Regulatory 

Authority (PSIRA);  

 The MDT members must have been vetted. 

Studies should generally follow the concept of saturation. According to Mason 

(2010:1), saturation occurs when the collection of new data does not shed any 

further light on the issue under investigation. Saunders (2018:1893-1907), Strauss 

and Corbin (1998:136) concur and suggest that saturation should be more 

concerned with reaching the point where it becomes counter-productive to explore 

further; the newly discovered findings do not add anything to the overall story, 

model, theory or framework.  As the analysis begins to take shape, it is essential 

for the researcher to become more disciplined and cut data where necessary. In 

addition, Bowen (2008:137-152) states that saturation entails bringing new 

participants continually into the study until the data set is complete, as indicated by 

data replication or redundancy. In other words, saturation is reached when the 

researcher gathers data to the point of diminishing returns when nothing new is 

being added. The same would apply to this study. The sample size is to be 

determined by data saturation which means that once there is no new information 

forthcoming. Estimating the adequate sample size is thus directly related to the 

concept of saturation. The same would apply to this study as the sample size was 

determined by data saturation which measured that there was no new information 

forthcoming (Creswell 2014:189). 

Onwuegbuzie and Leech (2007:105-121) state that before deciding on appropriate 

sample size, qualitative researchers should consider identifying a corpus of 

interpretive studies that used the same design as in the proposed study (e.g. 

grounded theory, ethnography).  The researcher used a collection of writings on 
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the intervention research design proposed by the authors above to understand 

when data saturation has been reached. In this study, the MDT and peer 

counsellors were the ones interviewed in every facility. Facilities differ in sizes, the 

larger the facility, the larger the MDT, the smaller the facility, the smaller MDT.  

 

The researcher discusses gaining entry into the facility in the next section. 

 Phase 1 - Step 2: Gaining entry and co-operation from settings 

Fawcett et al. (1994:29) state that the researcher must identify and talk to key 

informants who would introduce him/her to gatekeepers who control access to the 

setting where the researcher intends to conduct the study. Grinnell (2011:320) 

concurs and states that preparing for data collection also involves gaining access 

to study participants, obtaining organisational consent, and deciding where data 

will be collected. Weiss (in Rothman & Thomas, 1994:88) states that procedures 

should be planned together with representatives from the settings to ensure 

feasibility and fit; this action engendered interest in and commitment to the study.  

During the study, the researcher was a director of the Youth Development Centres, 

at the Head Office of the Group; therefore, gaining entry and access to the centres 

was not problematic. The Chief Executive Officer within the Group of Companies 

gave permission for the researcher to conduct the research study in the 13 facilities 

nationally (see Addendum E). In this study, the researcher visited each CYCC and 

had discussions with the unit leaders or facility managers who were gatekeepers.  

Part of the proposed plan was to sensitise them about the proposed research and 

provide them with dates and time schedules. The MDT were informed about the 

content, dates, duration and time of the interview to allow them sufficient time to 

conclude their tasks for the day, to ensure that services to young people were not 

compromised. 

The consent forms were discussed with the participants to ensure they understood 

the purpose of the study. Questions or clarification needed were discussed during 

this process. The researcher distributed the consent forms to commit the 

participants (see Addendum B). 
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 Phase 1 - Step 3: Identifying concerns of the population 

Rothman and Thomas (1994:29-30) state that intervention researchers must avoid 

projecting external views of the problem and its solution.  Once they have access 

to the setting, applied researchers must attempt to understand the issues of 

importance to the population. The population should be allowed to express their 

thoughts and concerns regarding the research problem and questions. Also 

expressing their experiences and needs about the management and care of young 

people with mental health challenges and awaiting trial in CYCC and using their 

expertise, experience and knowledge in this regard were shared during interviews.  

Qualitative data collection is used in this study. According to Creswell (2009:178), 

data collection includes setting the boundaries for the study, collecting information 

(through unstructured and semi-structured interviews, observations, documents, 

focus groups, discussions and visual materials), and establishing the protocol for 

recording data. 

As mentioned earlier, the study  adopted an explorative, descriptive, and contextual 

strategies; by applying these forms of research inquiries, the researcher was able 

to identify the population's concerns. According to Grove et al. (2013:632), 

contextual studies focus on specific events in natural settings. The qualitative study 

was conducted within the CYCC’s, in a natural setting. 

Qualitative data collection approaches usually involve direct interaction with 

individuals on a one-to-one basis or in a group setting. Moreover,  data in 

qualitative research is collected from a smaller number of people. Data collection 

is the process of gathering and measuring information on variables of interest in an 

established systematic fashion that enables one to answer stated research 

questions, test hypotheses, and evaluate outcomes. It can also be very time 

consuming (Leedy & Ormrod, 2010:145, Oun & Bach, 2014:253-254, Hancock, 

2002:9).   

Grinnell and Unrau (2008:421) agree and state that the collection of social science 

data is a procedure that specifies techniques to be employed and activities to be 

conducted in implementing a research study. The researcher has considered the 

advantages and disadvantages of qualitative focus group interviews. To obtain 

information, the researcher used focus groups. The focus groups, led by a 
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facilitator in a group interview format, comprising of eight to twelve people in large 

facilities and 6-8 in smaller facilities,  over a period of 3 months as the 13 facilities 

are situated in different provinces (Dixon 2005). Stewart, Shamdasani and Rook 

(2007:70), as well as Krueger (1994), define focus groups as group interviews that 

capitalize on communication between participants in order to generate data; the 

participants were encouraged to talk to one another, ask questions, exchange 

anecdotes and comment on each other's experiences and points of view.  

Some of the reasons why the researcher chose focus groups as the primary 

method for data gathering as suggested by Dixon (2005), National Oceanic and 

Atmospheric Administration (NOAA) (2015:5-6) are;  

 The researcher could obtain different perspectives on the phenomenon under 

investigation by engaging with different participants in one interview as the 

discussion would allow participants to build on each other’s responses; and 

 unclear questions could be clarified during dialogue. 

It provides data from a group of people more quickly than interviewing individuals 

Stewart, Shamdasani and Rook (2007:70). The participants could explain how they 

deal with challenging behaviour such as sleeping disorders, eating disorders and 

depression.  

Furthermore, the researcher has opted to use the interview approach because it 

enabled more in-depth exploration of participants’ feelings, attitudes and beliefs. 

The subject of children awaiting trial or child incarcerated is, on its own, an emotive 

issue for some individuals; this is heightened when incarcerated children are 

mentally ill.  During the interview process, the researcher guarded against such 

emotions while still allowing participants to freely express their feelings and share 

their experiences in working with these affected individuals. 

According to Leedy and Ormrod (2005:146), qualitative interviews yield a great 

deal of useful information related to the facts, beliefs and perspectives about 

facts, feelings, motives, present and past behaviour, standards for behaviour, as 

well as conscious reasons for actions or feelings.  On the other hand, Bless, 

Higson-Smith and Sithole (2016:120) argue that data collection could be seen as 

intrusive, depending on the individual’s mood, personality and the interpersonal 
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dynamics between the interviewer and interviewee. However, the authors also add 

that this approach's benefits include the richness of data and more in-depth insight 

into the phenomena being studied. Polkinghorne (2005:137) states that qualitative 

methods allow greater spontaneity and adoption of the researcher and the 

participants' interaction.  

During the research process, the participants (who constituted the MDT) shared 

their experiences through semi-structured interviews. Cross (2013:24) states 

that semi-structured interviews provide a repertoire of possibilities to address 

specific topics related to the phenomena of study, while leaving room for 

participants to offer new meaning to the study focus. It can be used as a sole 

method in a research design, or it could be one of several methods. According to 

the author, there is a great deal of versatility in the semi-structured interview; the 

arrangement of questions may be structured to yield multiple and often multi-

dimensional data streams. It can be structured into segments, moving from entirely 

open-ended questions toward more theoretically driven questions as the interview 

progresses.  

Furthermore, according to Gochros (2011:306), a key benefit of a semi-structured 

interview is its attention to lived experiences while also addressing theoretically 

driven variables of interest as follows; 

 It allows for the engagement of the participant with segments of the interviews, 

each progressively more structured. 

 It can be carried out in one sitting or several. 

 It allows for considerable reciprocity between the participant and the 

researcher. 

 This reciprocity, or give and take, creates space for the researcher to probe a 

participant’s response for clarification, meaning-making, and critical reflection. 

 A great deal can be accomplished within the semi-structured interview when 

considerable thought is taken in, given to the preparation of questions included 

in the interview. 
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Semi-structured interviews supported by an interview guide were utilised. Greeff 

(2011:351) stated that researchers use semi-structured interviews to gain a 

detailed picture of a participant’s beliefs about, or perceptions or accounts of a 

particular topic.  Gochros (2011:306) concurs by stating that a semi-structured 

interview schedule allows researchers to determine the general areas to be 

explored and formulate the questions in advance. These interviews last for a 

considerable amount of time, and they are intense and involving. An Interview 

Guide is used to direct the conversation toward the issues the researcher wants to 

learn about. Interview guides vary from highly scripted to relatively loose ones, but 

they all share the same features and help researchers to know which questions to 

ask, what sequence to follow and how to pose questions (Gochros, 2011:306). The 

elaboration on the application of the use of the interview guide will follow in this 

section. 

The researcher planned to collect data over three days, as follows: 

 Conducting semi-structured interviews with the Peer Counsellors, to get their 

views and suggestions on their experiences, challenges and needs. 

 Semi-structured interviews to be held with members of the MDT on the 

second day. 

 On the third day in the first session, the researcher would analyse the 

information obtained from both the Peer Counsellors and the MDT, by 

revisiting the field notes and recordings. 

 During the second session, a consultative workshop to be held with the 

MDT. The second session will be divided into two sessions. 

During the focus groups with the MDT, interview techniques and communication 

skills were relied upon, to monitor mental attentiveness and responsiveness, by 

making use of listening, reflecting, probing and clarification skills to encourage 

participation, to be discussed as follows; 

 Listening 

Strydom and Bezuidenhout (2015:189-190) state that effective listening is the most 

crucial element of interviewing. Pearson et al. (2006:71) state that active listening 
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involves listening with a purpose and aims to deepen the interviewer’s 

understanding of the speaker’s preoccupations and interests by creating empathy 

and making the speaker feel well listened to.  The researcher guarded against 

unnecessary interruptions and ensured that the subject under discussion and the 

environment were familiar to the researcher.  Listening was done in such a way 

that the participant’s felt free to give more information. For a social worker, the skills 

of listening were practised during intervention in the life space of the young people 

in secure care.   

 Reflecting 

O’Leary (2004:175-176) states that, once sensory data is taken in, the potential for 

bias continues; it is exceptionally difficult for researchers, particularly those who 

choose to immerse themselves within the research setting, to be objective.  The 

author states that our world views are embedded within us; we carry with us the 

biases and prejudices of our attributes and our socialisation. These are part of how 

we understand and make sense of the world and how we might go about observing 

it. Similarly, Hsiung (2008:211) states that reflecting on the research involves 

examining one’s relationship to the participants and how the relationship dynamics 

affect responses to questions.   

O’Leary (2004:175-176) warns that, if researchers do not recognize and attempt to 

interrogate their subjectivities, the research will be imprinted with their biases and 

assumptions. The researcher was an employee of CYCC; for this reason, the 

researcher had to continuously check and examine her own potential biases by 

reflecting on the information. O’Leary (2004:175-176) states that another difficulty 

in unbiased reflecting is one’s expectations.  

 Probing 

Remenyi (2013:142) reports that probing is one of the interviewing skills used by 

researchers to ask for more information when the participant provides insufficient 

responses to interview questions. 

According to Greeff (2011:345), the purpose of probing is multifaceted as it aims 

to: (i) deepen a response to a question, (ii) enhance the richness of the data that 
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has been collected, and (iii) provide cues to the participant about the level of 

response that is required.   

The researcher used probing during the interviews and guarded against being 

carried away as the subject of providing management and care guidelines could 

potentially end up being driven by her own emotions instead of the collected data. 

 Clarification  

According to Haggerty, Reid, Freeman, Starfield, Adair and Mckendry (2003:51), 

people often think they are clear when they are not.  (They know what they mean 

and assume they will be understood).  But when they are asked for clarification the 

participants are able to offer insights into what they are thinking.  So, clarification 

leads to reflection, exploration and expansion.  The researcher applied this 

technique during interviews. The participants have experience working with 

children with mental health challenges, and they know what they mean but may fail 

to articulate it.  Language can also be a barrier; however, the researcher knowing 

most of the spoken languages in CYCCs encouraged participants to clarify in a 

language they felt comfortable with.  English is used to communicate with most of 

the participants, although it is their second language.   

Kennedy (2006:1) explained that an interview guide also acknowledges four critical 

facts of human social interactions that influence what people say to you.  These 

four facts are: (1) Research questions are not the same as interview questions; (2) 

People’s theories differ from their theories-in-use; (3) Interviews are social 

occasions; and (4) testimony by itself is a weak form of evidence. This guide to 

interviews offers some techniques for addressing these four facts. Kennedy 

(2006:1) stated that an interview guide is your data collection plan.  

In order to obtain biographical information from the participants, the researcher 

asked the following questions: 

 What is your age? 

 What is your qualification? 

 How many years of experience do you have in a CYCC?  

Further questions concerning MDT and the Peer Counsellors are presented in 
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Table 1.2 below. 

 

 

 

 

 

TABLE 1.2: INTERVIEW GUIDES FOR MDT AND PEER COUNSELLORS 

 

Interview Guide: MDT 

 

Interview Guide: Peer Counsellor 

Do staff members have the ability to 

identify youth with Mental Health 

Challenges in the centre? 

What does a Peer Counsellor do? 

What is the behaviour displayed by 

youth with  Mental Health Challenges? 

What do you like about being a Peer 

Counsellor? 

What effect does the behaviour have 

on?  

 Staff 

 Youth 

 And the running of the centre 

What are the difficulties and challenges 

Peer Counsellors experience when 

working with young people with MHC? 

Are staff trained in behaviour 

management able to subdue/ contain 

young people with MHC, without hurting 

them when they become out of control? 

What incidents have Peer Counsellors 

encountered with the affected youth? 

Are the assessment tools able to assist 

staff in explaining the mental health 

condition of the affected youth? 

Do Peer Counsellors find it easy to share 

classrooms, dining halls, recreational 

areas, or dormitories with youth with 

MHC? 

What should the ratio be between staff 

and youth with MHC in the centre?  

How do Peer Counsellors manage youth 

with MHC when they display challenging 

behaviour? 
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What other additional resources are 

needed, by the medical staff to manage 

these affected young people, when 

dispensing medication? 

How do Peer Counsellors perceive staff 

management of youth with MHC? And 

how does the affected youth react? 

Is the current educational system in the 

centre able to provide the educational 

services needed for youth with MHC, in 

terms of; 

 Teacher-learner support 

 Teacher-learner ratio 

 Classroom management setting 

How are the other youth in the centre  

affected by the behaviour of the affected 

youth (PC’s perspective)? 

Do you think youth with MHC need a 

special diet? 

How are the Peer Counsellors affected 

by the behaviour of young people with 

MHC? 

What do you think is the conducive 

environment to accommodate youth 

with MHC in terms of; 

 Infrastructure  

 Psychological support 

What do the Peer Counsellors suggest 

on managing youth with MHC? 

  

The interviews above will serve no purpose in a research study unless recorded 

(Merriam & Tisdell, 2016:131).  

According to Schurink et al. (2011:404), the researcher should plan to record 

data in a systematic manner that is appropriate to the setting, research 

participants or both techniques for recording and observations, interactions and 

interviews should not intrude excessively on the ongoing flow of daily events. 

Moreover, data recording strategies should accommodate research participants' 

sensitivities and be used only with their consent.  

Flick (2011:404) emphasises that researchers should take care to limit recordings 

to what is necessary. Conducting and recording of the interviews and the 

technology used to assist cannot happen in isolation. All these aspects have to 

work hand in hand.  
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The physical setting where the interviews occured was important an be conducive 

to creating a friendly and relaxed atmosphere and ensured privacy (Bless et al. 

2016:204; Chapuis 2015:284; Henning 2013:74; Greeff 2011:353; Rule & John 

2011:64; Whitley 2002:324). Creswell (2009:251) concurs, and state that 

researchers record information from interviews by making handwritten notes, by 

audiotaping or by videotaping; even though the interview is taped, notes have to 

be taken just in case the recording equipment fails.  

The researcher decided to record and take detailed field notes during the interviews 

to ensure that if one system failed, at least one form of recordings would prove that 

interviews had taken place. According to Greeff (2011:372), field notes are a written 

account of the things the researcher hears, sees, experiences, and thinks during 

data collection or when reflecting on the obtained data. During the interviews, field 

notes were taken during the refinement processes with the MDT. However, they 

were limited, to ensure that the researcher focused on the interview. 

 Phase 1 - Step 4: Analysing identified concerns 

This step-in phase one of the IDD model by Rothman and Thomas (1994:31) 

involves analysing the identified concerns articulated by participants in the 

previous steps. After the researcher had concluded the data collection process, the 

data was subjected to an analysis process that involved an interpretation of findings 

to better understand the phenomenon. Creswell (2013:183) states that data 

analysis as a process involves making sense of collected data. It is an ongoing 

process of analytical reflection. 

According to Schurink, Fouché and De Vos ( 2011:399), data analysis is a 

challenging and creative process characterized by an intimate relationship 

between the researcher, the participants, and the data generated. Furthermore, 

Burns and Grové (2009:479) emphasise that data analysis is a mechanism for 

reducing and organising data to produce findings that require interpretation by 

the researcher.  

Schurinck et al. (2011:399) state that data analysis aims to identify trends and 

patterns that reappear within a single focus group or among various groups.  

Although focus groups would not be a single data collection method, it is envisaged 

that consultative workshops would be employed to enable the researcher to 
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determine effective management and care guidelines. Data analysis is one of the 

most critical steps in the research process; in general terms, it is regarded as a 

systematic search for meaning (Onwueqbuzie & Leech, 2007:562). Within the 

authors' interpretation above, the participants' input would be beneficial to the 

process of qualitative data analysis. According to Masinga (2016:53), the 

qualitative data analysis approach is criticised for lack of well-defined perspective 

procedures because it involves several analytic processes that can be used 

simultaneously. The process moves backwards and forwards rather than 

sequentially (Punch, 2014:173; Denzin & Lincoln, 2011:4).   

An argument presented by Teddlie and Tashakkori (2009:251-252) is that 

qualitative data analysis is iterative and eclectic; iterative means that it does not 

move in a linear hierarchical process (Creswell 2014:196).  The data was analysed 

using various methods that are described in the following sections. Creswell 

(2014:196) defines qualitative data analysis as a process whereby the researcher 

collects qualitative data, analyses it for themes or perspectives, and reports on 4-

5 themes. Creswell mentions that “today many qualitative researchers go beyond 

this generic analysis to add a procedure within one of the qualitative strategies of 

inquiry of the researcher”.  In this study, the researcher used Creswell’s (2014:194-

195) analytic spiral data collection process. Marshall and Rossman (1999:152-159) 

state that the researcher moves in analytic circles rather than using a fixed linear 

approach.  

Tesch (in Creswell 2014:199) believes that the process of data analysis and 

interpretation can best be represented by a spiral image, a data analysis spiral. 

Schurink, Fouché and De Vos (2011:299-403) also caution that these steps should 

not be followed rigidly like a recipe, rather they should be used as guidelines. 

Creswell (2014:227) further states that an ideal situation is to blend the general 

steps with the specific research strategy steps; also urges researchers to look at 

qualitative data analysis as following steps from the specific to the general, and as 

involving multiple levels of analysis.   

In this study, the MDT and peer counsellors’ participants were assessed 

consequentially, as they presented information from professionals whose role was 

to assist young people in the CYCC, and the peer counsellors were residents in 
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the facility analysis. The researcher followed the eight steps of data analysis 

proposed by Tesch (Creswell 2014:186). The data analysis entailed the following:  

 The researcher got a sense of the whole by reading all the transcripts carefully, 

jotting down in the margin some ideas as they come to mind in connection with 

each topic; 

 The researcher chose the transcript on top of the pile of the transcribed 

interviews, the researcher read through the transcript, asking herself what is it 

that she was reading. The step involved thinking about the underlying meaning 

rather than the “substance” of the information; 

 The process was repeated until a list of all the topics was acquired. The topics 

were then clustered together into baskets labelled as ‘major topics’, ‘unique 

topics’ and ‘leftovers. With the list at hand, the data was revisited. An 

abbreviation for each of the topics was made in the form of codes. Then the 

researcher would write the codes next to the appropriate segments of the texts; 

 The preliminary organising scheme was used to see whether new categories 

and codes emerged. The researcher would looked for the most descriptive 

wording for the topics and turned them into categories; 

 Efforts were be made to reduce the total list of categories by grouping topics 

related to one another. Lines were drawn between categories to show 

interrelationships; 

 The researcher made a final decision on the abbreviation for each category and 

alphabetised the codes; 

 The data material belonging to each category was assembled in one place, and 

a preliminary analysis was performed and; 

 The researcher wrote the report based on the analysis.   

Upon completing the above process, the researcher would analyse the data from 

the first and second day separately but employed the same standards.  
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According to Sekaran and Bougie (2013:350), data verification is equivalent to 

data quality assurance. It implies that data collected in a study must be proven, 

validated, or authenticated accordingly to verify any conclusions drawn. Korstjens 

and Moser (2018:121), Bless et al. (2016:237), Struwig and Stead (2016:137) and 

Rossman and Rallis (2012:59,63) refer to trustworthiness as an accurate reflection 

of the viewpoints of participants. They stipulate that it is also about the process, 

finding of the research and the extent to which they can be believed and even used 

for the greater good. Tull and Hawkins (1993:316) agree and state that the validity 

of a measure is indicated by the extent to which it is free from systematic and 

random error; this ensures that data is logical and reasonable. However, Neuman 

(2003:178) argue that perfect reliability and validity are virtually impossible to 

achieve. According to Porter (2007:85), while there is no ‘golden key’ to judging 

validity or rigour, robust procedures have been developed to help knowledge-

based claim, that provides sufficient confidence for researchers. Pawson, Boaz, 

Grayson, Long and Barnes (2003:9-10) have developed a set of generic standards 

(criteria) under the acronyms TAPUPAS that does not restrict itself to validity but 

includes other pertinent issues relating to rigour such as ethics and accessibility. 

The TAPUPAS acronym stands for: 

 Transparency: is the process of knowledge generation open to outside 

scrutiny. 

 Accuracy: are the claims made based on relevant and appropriate 

information. 

 Purposivity: are the methods used, fit for the purpose. 

 Utility: are the knowledge claims appropriate to the needs of the practitioner. 

 Propriety: has the research been conducted ethically and legally. 

 Accessibility: is the research presented in a style that is accessible to the 

practitioner. 

 Specificity: does the knowledge generated reach source-specific standards. 
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Creswell (2014:201-202) and Shenton (2004:64-69) suggest that: prolonged 

engagement with participants, continued observation in the field, the use of peer 

debriefs, participant checks, validation or co-analysis, random sampling, 

triangulation, frequent debriefing sessions, peer scrutiny of the research project, 

and member checks could make the research findings credible. It is essential to 

establish trustworthiness in order to validate the findings and subsequent 

conclusions.   

Research Scholars (Bless et al 2016:236-238; Struwig & Stead 2016:137; Fox & 

Bayat 2014:107-110; Rossman & Rallis 2012:59; Ali & Yusof 2011:30,37,63; 

Greener 2011:105; Marshall & Rosmann 2011:40; Rule & John 2011:105; Lietz & 

Zayas 2010:191; Rolfe 2006:305; Morrow 2005:251-253; Shenton 2004:64-73; 

Krefting 1991:215-221). To avoid errors and to present a credible study, the 

researcher planned to employed Guba’s Model of Trustworthiness (in Krefting, 

1991:214-222) and presented a comprehensive plan of how data was verified, by 

using the four aspects of trustworthiness, which are Credibility, Applicability, 

Consistency, and Neutrality; these are discussed below:  

According to Krefting (1991:215), credibility or truth value is the level of 

confidence in the truth of the findings based on the research design. Gasson (in 

Morrow, 2005:252), states that credibility/authenticity refers to internal 

consistency where the core issue is, how to ensure rigour in the research process 

and how to communicate to others that we have done so. The participants and the 

context in which the study was undertaken was to determine the truth value of the 

study.  After concluding the focus group process, the researcher had to determine 

whether the findings were a true reflection of what transpired during the interviews.  

The researcher’s confidence in the findings was enhanced through the use of some 

of the following strategies: 

- Triangulation: according to Gringeri, Barusch and Cambron (2013:764) 

and Krefting (1991:219), refers to the correspondence of multiple 

perspectives by using several different sources of data, more than one 

analysis of devised methods of data collection. Creswell (2009:265) states 

that triangulation is one of the various strategies that can be used to ensure 
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internal validity. Data was collected through multiple sources, including 

interviews, observations and document analysis.  The researcher planned 

to utilised the triangulation of data sources by selecting participants from 

different Youth Centres and disciplines represented in the MDT, comparing 

field notes, and having semi-structured interviews with peer counsellors in 

the facilities (see addendum D), in order to ensure that the findings were 

adequately incorporated into the proposed design. 

According to Denzin and Lincoln (2011:9), qualitative research is inherently multi-

method in focus; it reflects an attempt to secure an in-depth understanding of the 

phenomenon in question.  These authors state that objective reality can never be 

captured, but we know a thing only through its representations; therefore, 

triangulation is not a tool or a validation strategy but an alternative validation.   

Flick (2011:10) states that the combination of multiple methodological practices, 

empirical materials, perspectives, and observation in a single study is best 

understood as a strategy that adds rigour, breadth, complexity, richness and depth 

to any inquiry.   

- Peer examination: according to Lincoln and Guba (in Krefting, 1991:219), 

involves the researcher’s involvement in discussing the research process 

and findings with impartial colleagues who have experience with qualitative 

methods. The researcher, (i) consulted with colleagues at the Corporate 

Academy with renowned Professors at the Head Office of the Group of 

Companies; their knowledge and expertise was sought for peer examination 

and this process continued until the conclusion of the study. The assistance 

of some colleagues in the CYCC was sought to validate the findings.  (ii) At 

the stage of discussing the findings the researcher presented the findings in 

a consultative workshop. The participants the MDT from all six provinces. 

After consultation with the DSD Head office, the DSD Managers were 

included to critique findings of the research.  According to Lincoln and Guba 

(1998:280-292) debriefing groups could meet for the total time from proposal 

to dissertation as was the case with the peers from the Watson Corporate 

Academy. Some debriefing groups began at different stages of the research 

process, as was the case with peers from the Department of Social 
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Development whose presence was sought in the workshop where findings 

of the research were presented.  A discussion with senior officials in the 

National Department of Social Development was held and the conclusion 

was that all senior managers, 2 per government facilities, were to attend the 

consultative workshop from all provinces. The participants critiqued and 

made inputs to the findings together with MDT’s and colleagues from 

Sterkfontein Psychiatric Hospital. The clearance for attendance and 

participation were obtained from the National office of DSD. 

- According to Creswell (2009:261), the authority of the researcher as the 

primary data collection instrument, particularly in qualitative research, 

necessitates the identification of personal values, assumptions and biases 

at the outset of the study; such contribution to the research setting can be 

useful and positive rather than detrimental.  The researcher is a qualified 

social worker and has worked in the State Department as a social worker 

and a probation officer. The researcher wrote numerous reports about 

families’ or individuals' personal circumstances, and the researchers’ 

opinions and recommendations gave direction to proceedings in a criminal 

case, a divorce, or in a children’s court.  The researcher is registered with 

the South African Council for Social Service Professionals (SACSSP) and 

is bound by a strict code of ethical conduct (SACSSP 2015:39-40). 

According to Policy Guidelines (2015:39-40) from the SACSSP for Course of 

Conduct, Code of Ethics and the Rules for Social Workers, the Social Workers’ 

ethical responsibilities in Practice Settings are to work within and outside their 

agencies for adequate resources to meet the needs of clients. Social workers 

should take reasonable steps to ensure that employers are aware of their ethical 

obligations as outlined in the SACSSP Code of Ethics and the implications of these 

obligations. Over and above this, the code is intended to provide standards for the 

conduct of a Social Worker that can be applied by the SACSSP (SACSSP 2015:39-

40). 

The researcher obtained clearance to conduct the research from the Department 

of Social Work Research and Ethics Review Committee. Furthermore, the 

researcher is trained and experienced in the study fields covered by this research 
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project and, therefore, is adequately qualified to undertake this proposed post-

graduate research study.   

Applicability/Transferability is the extent to which the reader can generalize the 

findings of the study to their context.  It addresses the core issue of how far a 

researcher may make claims for a general application to his/her theory. Creswell 

(2014:202) states that generalization is a term less used in qualitative research 

because qualitative inquiry intends not to generalize findings to individuals, sites, 

and places outside those under study. According to Joubert (2016:139) and Guba 

(in Krefting, 1991:220) to strengthen the qualitative research results' transferability, 

the researcher will have to provide dense background information about the 

informants and research context setting. O’Leary (2004:62) states that 

transferability highlights that lessons learned are likely to be applicable in 

alternative settings or across populations. The author also states that transferability 

suggests that researchers have provided a highly detailed description of the 

research context and methods so that those reading the research account can 

make determinations regarding applicability.   

The authors mentioned above are cautious when discussing applicability; they 

warn that it is not a ‘one size fits all’. However, they do concur that the readers will 

have an option of choosing what will be applicable in their setting. The findings 

from this study on the management and care guidelines for youth with mental 

health challenges could be applied to CYCCs managed by Government, places of 

safety and children’s homes, where young people in conflict with the law are being 

held.   

Consistency/dependability is the degree to which the research procedures are 

noted, allowing an outsider to follow the trail (Padgett cited in Lietz & Zayas 

2010:195). Bless et al. (2016:237) and Morrow (2005:252) argue that for the 

researcher to uphold this principle, they have to be able to provide an accurate, 

explicit and exact demonstration of how (or the way) the research strategy 

(process) unfolded from data collection, recording, coding to the analysis, and also 

to utilise proper and applicable example to validate this process. Greener 

(2011:106) agrees with the views of Bless et al. (2016:237) and Morrow 

(2005:252). Moreover, Greener (2011:106) proposes that dependability is 
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achieved by the transparency of the research process, the researcher ensuring 

that the process is meticulously followed and any deviation documented. This 

diligence ensures that the truth in the study is maintained (Bless et al. 2016:237).  

Morrow (2005:252) states that the term dependability is synonymous with 

steadfastness, consistency and reliability. The author also states that the process 

through which findings are derived should be explicit and repeatable as much as 

possible; for instance, how a study is conducted should be consistent across time, 

researchers, and analysis techniques.  

According to O’Leary (2004:60), dependability assumes that what is being studied 

may not be reliable, consistent, or standard or that capturing what is seen as 

standard may not be possible. Are people consistent?  It is a lot easier to look for 

consistency in the laboratory than it is in society. The author also states that people 

are complex and multifaceted, and, at any given time for any given reason, they 

may reveal only part of themselves. People provide information about themselves 

that can shift for any number of reasons.     

O’Leary (2004:60) states that dependability indicates quality assurance through 

methodological protocols that are designed and developed in a manner that is 

consistent, logical, systematic, well documented and designed to account for 

research subjectivities. The researcher relied on semi-structured interviews for this 

research in all CYCCs. The time frames allocated to the participants were the 

same.   

Neutrality/Conformity refers to the ability to confirm or corroborate the findings. 

In other words, are the findings confirmed by others, even other data resources? 

(Struwig & Stead 2016:137). Greener (2011:106), Rule and John (2011:107) and 

Lietz and Zayas (2010:197), explain that confirmability can be seen as the way of 

addressing concerns about the researcher and, in particular, about the 

researcher's influence and biases concerning the study. The question that arises 

is to what extent are the findings dictated and guided by the participant, their 

experiences and ideas instead of the researcher's assumptions, interests, 

inclinations, and characteristics? It is based on the acknowledgement that research 

is never objective.  It addresses the core issue that findings should represent, as 
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far as humanly possible, the situation being researched rather than the 

researcher's beliefs, theories, or biases (Gasson, in Morrow, 2005:252). The 

researcher planned enlisted the services of an academic who is a researcher to 

review aspects of the accuracy of the findings and the report in its totality.   

Guba (in Krefting, 1991:216-217) concurs by stating that the term neutrality refers 

to the degree to which the research findings are unbiased. According to O’Leary 

(2004:59), neutrality is similar to objectivity, but it more explicitly recognizes that 

most researchers have some positioning concerning their research topics, making 

objectivity problematic and, perhaps, unachievable. According to the author, the 

desire to keep findings and conclusions free from bias will remain; it could be 

addressed through a process of recognizing, naming and developing strategies for 

counteracting identified subjectivity. Since the Child and Youth Care centres are 

situated in different provinces, the researcher presented the transcripts to the Head 

of Watson’s Corporate Academy for peer-review, to minimize subjectivity.  

The criticism Porter (2007:84) highlights on Guba’s model (in Krefting 1991:214-

222) of trustworthiness criteria, is that it involves the assertion that part of the 

process of establishing research authenticity entails the involvement of members 

not just in the interpretation but also in the design of the research. Rolfe (2006:308) 

also argues that researchers should appraise reports according to the way they are 

written (aesthetically) rather than according to their content (epistemologically). 

Furthermore, he states that each methodology and study must be appraised on its 

own merits according to its unique criteria. Porter (2007:81) states that the writer’s 

responsibility is to demonstrate that the research they are reporting has been 

conducted validly and rigorously; whilst the reader’s responsibility is to interpret the 

report to ascertain whether or not they are persuaded that the writer has indeed 

demonstrated rigour. Porter (2007:91) argues that it is difficult to see how Rolfe’s 

(2006:308) one-sided privileging of the reader is sustainable, either in terms of logic 

or practicality, because communication requires the active participation of at least 

two parties. 

In conclusion, De Vos et al. (2011:261) stress the importance of ensuring the rigour 

and trustworthiness of qualitative research. In this study, rigour and trustworthiness 

were achieved through the following:  
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 Firstly, participants were selected using specific criteria for participation.  

 Secondly, the researcher utilised data sources triangulation to ensure that 

the findings are adequately incorporated into the proposed design.  

 Thirdly, the researcher applied the participant’s checking of the findings, for 

the proposed design as a strategy to enhance the trustworthiness of the 

results. For this purpose, the participating multi-disciplinary teams within 

each Youth Development Centre were regarded as experts from the fields. 

DSD, Health, Education and Heads of Secure-Care Centres (Government) 

were invited to review the findings in a workshop where the guidelines were 

explored.  

 Phase 1 – Step 5: Setting goals and objectives 

The final step in the first phase of the Intervention Design Development Model 

(IDD) focuses on the identification of the goals and objectives of the study.  

Fouché and De Vos (2011:95) define the objectives as the more concrete, 

measurable and more speedily attainable aspects of research in order to attain the 

goal.  Objectives are the steps that have to be taken to realise the primary goal. To 

achieve this research goal, the researcher had to formulate specific research 

objectives. Grové, Burns and Gray (2013:708) refer to research objectives as 

declarative statements that are expressed in order to direct a study. De Vos et al. 

(2011:102) state that research objectives denote[s] the steps one has to take, one 

by one, realistically at the grass-roots level within a specific time frame, in order to 

reach the goal. Babbie and Mouton (2007:645) describe the objectives as the 

features of the procedures and methods employed in the research practice. 

Therefore, a research objective should be closely related to the statement of the 

problem and summarize what the researcher hopes to achieve. Research 

objectives form a relevant tool that defines the study's specific outcomes (Strydom, 

2013:157). The following study objectives were formulated to aid the process of the 

realisation of the research goals: 

 To contextualise and conceptualise management and care guidelines for 

the needs of youth with mental health challenges form a literature perspective 
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 To explore and describe current existing management and care protocols for 

youth in conflict with the law who are living with mental illness 

 To identify and describe key elements of effective management and care 

guidelines for youth with mental health challenges 

 To explore and describe the training needs of the MDT at CYCC 

 To identify and describe required resources for the MDT at CYCC for effective 

management and adequate care for the needs of youth with mental health 

challenges  

 Based on the findings, to develop management and care guidelines for the 

MDT at CYCC, to complete the research process in a four year period. 

In order to realise the research objectives, the following task objectives were 

proposed: 

 To obtain a sample of a multi-disciplinary team working with youth with 

mental health challenges within the Child and Youth Care Centre 

 To describe the experiences of the multi-disciplinary team dealing with youth 

with mental health challenges 

 To conduct semi-structured interviews contained in an interview guide for 

the MDT and Peer Counsellors and to explore the needs and experiences of 

the multi-disciplinary team working with youth with mental health challenges in 

CYCC 

 To sift, sort, and analyse the data, obtained through focus groups (semi-

structured interviews), using the eight steps of Tesch for qualitative data 

analysis (as cited in Creswell 2014:186)  

 To interpret the data and conduct a literature control 

 To conduct a workshop at the head office with the MDT from all facilities in all 

provinces, DSD Centre Managers, the Director and Assistant Director 

(National Department Social Development), Psychologist from a psychiatric 
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hospital (Department of Health) 

 To conduct a pilot study in Mogale (Gauteng) Child and Youth Care centre 

 To conduct a focus group with the MDT to discuss the outcome of the pilot 

study and adopt findings  

 To draw conclusions and make recommendations to the CYCC on the 

management and care guidelines findings. 

The goal of the research study was: 

 To develop management and care guidelines for youth with mental health 

challenges at CYCC, which would enable the caregivers to manage the children 

with mental health challenges effectively while they are awaiting trial, diversion 

or in a sentenced programme, and evaluate the effectiveness of these 

management and care guidelines. 

The goal formulation enabled the researcher to identify and formulate the following 

suitable study objectives  

 gaining a thorough understanding of current, existing state-of-the-art mental 

health management models and practices through a comprehensive 

literature review 

 identifying critical theoretical components of a proposed management 

model by examining relevant literature on the Ecological development 

model of Bronfenbrenner (2005:97). 

 preparing a tentative mental health management design and associated 

assessment protocol based on focus group generated guidelines 

 confirming the face validity and trustworthiness of this proposed design by 

obtaining participatory feedback from focus group members. 

 formulating and present a refined Mental health management model for use 

in Child and Youth Care Centres  
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In order to rea l ise the research objectives, the following task objectives were 

implemented;  

 To obtain a sample of a multi-disciplinary team working with youth with mental 

health challenges within CYCC; 

 to conduct semi-structured interviews contained in an interview guide for the 

MDT and Peer Counsellors and to explore the needs and experiences of the 

multi-disciplinary team working with youth with mental health challenges in 

CYCC; 

 to sift, sort, and analyse the data, obtained through focus groups (semi-structured 

interviews), using the eight steps of Tesch for qualitative data analysis (as cited 

in Creswell 2014:186); 

 to describe the experiences of the MDT in dealing with youth with mental health 

challenges in CYCC; 

 to explore and define along with participants working with youth with mental 

health challenges, the management and care guidelines for these young 

people. 

 To draw conclusions about management and care guidelines for young people 

with mental health challenges in CYCCs. 

Once the process of setting goals and objectives was concluded, the researcher 

began phase 2 of Rothman & Thomas (1994) information gathering process in the 

study. 

 Phase 2: Information gathering and synthesis 

According to Fraser et al. (2009:30), in this phase activities centre on creating a 

programme innovation as either an addition to an existing programme or an entirely 

new intervention.The researcher guarded against not ‘re-inventing the wheel’ and 

to follow the suggestion of Rothman and Thomas (1994:33)  who stress the 

importance of discovering what others have done in order to understand and 

address the problem.The knowledge acquisition, by the researcher, involved 
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identifying and selecting relevant types of knowledge, using and integrating 

appropriate sources of information, and to discover what others have done in order 

to understand and address the problem. The researcher reviewed existing 

literature on international and national strategies and interventions, identified core 

elements of successful interventions and obtained input from the participants. 

The researcher avoided developing and testing a programme that already exists 

unless the researcher wished to assess its effectiveness. In this instance, the 

researcher aimed to develop management and care guidelines for youth with 

mental health challenges awaiting trial in CYCC’s; this would be an entirely new 

intervention for the CYCC’s. Rothman and Thomas (1994:32) further identify three 

steps which would be discussed shortly: 

 Phase 2 - Step 1: Using existing information sources 

Rothman and Thomas (1994:32) describes, using existing information sources, as 

discovering of existing material and the integration thereof. Furthermore, Hayes (in 

Rothman and Thomas, 1994:101) states that the researcher needs to determine 

the availability of information and what information is relevant for that particular 

study. Rothman and Thomas (1994:32) refer to selected empirical research, 

reported practice, and relevant innovations related to the topic under investigation, 

as relevant information sources. These authors encourage researchers not only to 

make use of literature on their own fields but also to adopt a multi-disciplinary 

approach when accessing existing information sources on the topic. Bless et al. 

(2016:183) describe a literature review as a cohesive summary of all available 

literature relating to a specific research problem and research question.   

 

According to Bless et al. (2016:24), and Leedy and Ormrod (2005:69), the 

advantages of a literature review in social research, congruent with the aims of this 

step in the IDD-model, include that: (i) it familiarises the research with the latest 

developments in the field of interest, (ii) identifies different viewpoints and theories, 

and (iii) reveals connections and contradictions relating to a specific field of interest. 

Having stated this, the researcher in chapter 2 consulted relevant literature as 

evidence of existing mental health management models and protocols, some of 
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which were briefly presented in the discussion earlier. It was important that an 

overview clearly presented the guidelines, methods and protocols used 

internationally or locally in the assessment and management of children with 

mental health challenges.  

The emphasis is on identifying and describing functional elements of successful 

best practices within international and local practices; the process involved 

identifying valuable aspects of programmes, practices and relevant innovation.  

This was done to establish what different scholars in those fields have found 

concerning this study's topic. For instance, it might show a gap within the Child 

Justice System, as youth are referred to CYCC to await trial, attend a diversion 

programme, or are sentenced. The gap was that the infrastructure, programmes, 

and resources provided do not cater to the needs of youth with mental health 

challenges. As a result, the study sought to necessitate the development of 

management and care guidelines for the affected youth, to ensure that 

infrastructural, programme, resource and caregivers’ needs are addressed.   

 Phase 2 - Step 2: Studying natural examples 

Rothman and Thomas (1994:33) state that studying natural examples in the context 

of developing a model entails observing how community members, faced with the 

problem under study or a similar problem, have attempted and often succeeded 

to address it. Strydom, Steyn and Strydom (2007:335) concur and states that this 

step focuses on the people who have experienced the problem. Further; the 

authors state that studying natural examples enabled the researcher to identify the 

concerns of the population. The researcher became aware of the needs of mentally 

ill youth detained in a secure care environment. Another realization was that the 

MDT lacked the capacity and resources to manage the affected youth, which 

negatively impacted the services and programmes. To develop a better 

understanding of the current situation management and care guidelines needed to 

be developed to address the presented challenges.  

 Phase 2 - Step 3: Identifying the functional elements of successful 

models 

Fraser et al. (2009:30) suggest that studying unsuccessful and successful 
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programmes could help identify potential programme components. Rothman and 

Thomas (1994:33) agree that there  is  much to be learnt from programme 

failures and successes; also the synthesis of existing knowledge can contribute to 

the design and development of new programmes. The information gained from 

studying natural examples enabled the researcher to develop an indepth 

understanding of the phenomenon of mental health in relation to the current 

situation, perceptions related to mental illness and its challenges. 

In this study, the focus was on the Multi-Disciplinary Teams in the CYCCs, to find 

out what they thought about the current management and care of young people 

who are mentally ill and are in conflict with the law in a CYCC. The researcher 

assessed interventions made by Social Workers, Child and Youth Care Workers, 

Occupational Therapists, Psychologists (where applicable), Doctors and Nurses 

recorded in the respective young people’s files (manual or electronic). The 

researcher planned undertook a literature study to ascertain the availability and 

effectiveness of programmes and guidelines for mentally ill juveniles in CYCCs 

awaiting trial. The knowledge guided the design of the guidelines that would entail 

better management, improved care, the development of programmes, and the 

provision of resources that would accommodate the needs of youth who suffer from 

mental health challenges in a CYCC.      

 Phase 3: Design 

According to Rothman and Thomas (1994:126), this phase will discuss methods 

and issues in the design of social intervention. The authors also state that social 

scientists have typically engaged in research activities, which either describe an 

existing phenomenon or test the implications of a phenomenon. For the above 

authors, design means a structuring of a research study. However, Rothman and 

Thomas (1994:126) clarify that in intervention research, design means the 

formulation of intervention constructs and that social scientists hold the view that 

the findings of their study will be beneficial to society. In contrast, the intervention 

Design and Development framework assume that research findings can be 

converted systematically into social interventions (Rothman & Thomas, 1994:126). 

In Phase 3 the researcher envisaged developing management and care guidelines 
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for youth with mental health challenges and the findings were presented in a 

workshop for the MDT and stakeholders from the Department of Social 

Development, Health and Education for further input. 

 Phase 3 - Step 1: Designing an observational system 

Fraser et al. (2009:30) state that, in Phase 3, the researcher concurrently develops 

the intervention and measurement tools. The intervention is thus designed and at 

the same time, measured to assess its effects. According to these authors, 

interventions are often designed to change knowledge, skills, and opportunities. 

The central task during this phase is converting theoretical generalizations into 

practical prescriptions. According to Fraser et al. (2009:31), knowledge of the 

population of interest becomes critically important. Intervention prescriptions, 

such as guided dialogue, scripted learning, or group role play, must be closely 

tied to theory and research. 

This study's objective was to design a practical, feasible and applicable set of 

procedures and protocols inter-laid with guidelines for managing youth in 

secure-care facilities who present with mental health challenges. Therefore, this 

phase resulted in the presentation of the proposed management and care 

guidelines the researcher planned to implement on a trial basis at a suitable 

CYCC test site after completing this research study. To achieve the objective of 

this phase, the researcher envisaged to utilise the qualitative research 

methodology as it focuses on phenomena that occur in natural settings, that is the 

‘real world’. Leedy and Ormrod (2010:135-138) state that this will involve studying 

those phenomena in all their complexity. As indicated in Phase 1 of the study, the 

researcher utilised the second session (consultative workshop) with the MDT to 

obtain input on a possible design for management and care guidelines.   

The management and care guidelines ought to be consistent with the chosen 

theoretical orientation of this study. The researcher incorporated the qualitative 

inputs of key personnel from different CYCC’s to adhere and adopt sound 

guidelines provided by international best practices.  This would provided the basis 

for an intervention model that contains assessment, referral, management, care 

and intervention protocols (Fraser and Galinsky 2010:675-681). This strategy is 
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consistent with the principles of the triangulation of data sources as three different 

sources of data was utilised, namely a theoretical framework, MDT results, input 

from various experts linked to CYCC’s and international best practice. 

 Phase 3 - Step 2: Specifying procedural elements of the 

intervention 

Rothman and Thomas (1994:27) stated that by observing the problem and 

studying naturally occurring innovations and other prototypes, researchers can 

identify procedural elements for use in the intervention. These include use of 

information, skills and training for their acquisition, environmental change 

strategies, policy change or enforcement strategies, reinforcement or punishment 

procedures, specified in enough detail so that other typically trained change agents 

can replicate them. Strydom et al. (2007:335) state that the activity should include 

specified detail on the proposed procedure (i.e. the ‘how to’) to be included in the 

developed human service technology (i.e. treatment methods, programmes, 

service systems, policies and guidelines) to ensure that it is easy to understand 

and to implement in practise (i.e. user friendly). Fraser et al. (2009:31) concur with 

this and state that interventions are often designed to change knowledge, skills, 

and opportunities.  Rothman and Thomas (in Fraser et al. 2009:31) also argue that 

the best outcome measures for interventions are those closely tied to the core 

elements of the intervention.   

The researcher applied the knowledge gained from the literature review as the 

basis for the development of practice-related strategies. The knowledge held by 

the MDT and PC population was critical during the data analysis stage and the data 

verification process.   

 Phase 4:  Early development and pilot testing 

Fraser et al. (2009:31) state that in Phase 4, an intervention is tested for the first 

time, and they emphasize pilot testing in real-world settings. In the design and 

development approach, early development and pilot testing often use case studies, 

single-subject designs, and single group pre-test and post-test applications to 

assess intervention procedures.   
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De Vos and Strydom (2011:483) define development as the process by which an 

innovative intervention is implemented on a trial basis, developmentally tested for 

its adequacy and refined and redesigned as necessary. These authors state that 

pilot testing involves devising a plan for the trial use of the selected intervention in 

the pilot test site, formulating appropriate procedures and instruments,  conducting 

a pilot test. In the case of field-generated data, pilot testing involves refining the 

intervention design and retesting it furthermore the last activity may require several 

test-refine-test-retest cycles.  

In this phase, the researcher developed a prototype or a trial to test the 

acceptability of the observation form as guideline using a pilot study. The guidelines 

were work-shopped with experts in the field of the Child and Youth Care System, 

MDT and managers from state run facilities, as well as experts from Sterkfontein 

Psychiatric Hospital, departments education and health were involved,  to get 

expert views and feedback.   

Intervention research guided the researcher in collecting, analysing, and 

interpreting the data, and assisting the researcher in solving the problem 

(Rajesekar et al., 2013:22). Since the researcher refined the proposed intervention 

extensively within this study's parameters, the design was submitted to the MDT 

as a validity control measure to ensure that the study findings were trustworthy and 

valid. This could also be described as a participants’ control measure.  

For the purpose of this research, the researcher undertook only step 1 and step 2 

of the early development and pilot testing, namely:   

 Developing a prototype or preliminary intervention; and 

 conducting a pilot test of the prototype. 

 

Hollander (2004:602), warns of the potential for ‘lack of disclosure’ from the group 

which could interfere with the trustworthiness, authenticity and credibility of the 

data. In order to mitigate this, it is recommended that attention be given to the: 

composition and setting of the group, the relationship between the participants, 

dialogue that would be encouraged, the participants' social status, and the order of 
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speaking. Not all of the above-mentioned participants’ control measures were be 

applicable to the CYCCs as all the members of the focus group including the Peer 

Counsellors had in one way or another have encountered difficulties in dealing with 

youth who have mental health challenges. 

Equally important to the issue of validity is the protocol that is established to obtain 

the report or the results. The researcher used the transcripts, review of the notes, 

and peer review as possible measures of control to verify the validity and 

trustworthiness of the results.  

 Phase 4 - Step 1: Developing a prototype or preliminary 

intervention 

According to Fawcett et al. (1994:36), this stage of the design process is 

preliminary where procedures would be selected and specified. The model of 

delivery is also selected and established. The actual structure of the proposed 

model will be assembled. The transcripts, review of the notes, and peer reviews 

were all possible measures of control that were used to verify the validity and 

trustworthiness of the results. The actual structure of the proposed model was 

assembled by an analysis of data and using information and knowledge gained 

from the gathering and synthesis phase. These were used to construct the 

structure of the prototype.  

 Phase 4 - Step 2: Conducting a pilot test 

The pilot test was the last process undertaken in this study. According to De Vos 

and Strydom (2011:484), pilot tests within the D&D methodology are designed to 

determine whether the intervention will work; in other words, ‘to see if the bird will 

fly’. Caspi (2008:579) states that pilot testing involves testing preliminary guidelines 

to discover which aspects worked and which did not and revise and improve it. 

Cozby and Bates (2015:251), Cozby (2009:206), highlights the importance of the 

collaboration between the researcher, the service providers (the MDT) and the 

prospective clients (the young people/Peer Counsellors). In order to determine that 

the guidel ines (Observat ion Form) would indeed address the needs of the 

population appropriately the researcher conducted a pilot study in Mogale CYCC, 

to determine the effectiveness of the intervention, and to identify which elements 
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of the prototype need to be revised (Fawcett et al. 1994:36-37). 

Cozby (2009:206) also states that after all these amendments have been brought 

about to the researcher's complete satisfaction, the presentation of the preliminary 

programme took place. The programme was repeatedly presented and  formed part 

of the outcome evaluation. According to Adler and Clark (2008:409) and Cozby 

(2009:207), there is considerable agreement about standards for appropriate 

community intervention in related fields, one  o f  the  ident i f ied  f ie lds  is  

Social Welfare. According to these authors, some of the relevant questions to ask 

when assessing the effectiveness of the programme were: 

 Was the programme effective for the Management and care of youth with mental 

health challenges? 

 Was it simple to use, was it practical? 

 Could it be replicated to all the facilities of the CYCC? 

 Could it be adaptable to all contexts, in this instance, would it be adaptable to 

CYCC and government-run secure care centres? 

 During this process, the guidelines developed were put to the test in this facility, 

as mentioned in Chapter One ( Sub-section 1.7.4.2). The researcher, the service 

providers who are the MDT and service recipients who are (the children 

representative body) the Peer Councillors, were involved. Cozby (2009:206) 

indicates that this collaboration will determine that the intended programme would 

address the needs of the population appropriately; in this process the researcher 

assessed which elements needed to be revised. 

Further, Cozby (2009:206) states that after all amendments have been done to the 

researcher's complete satisfaction, the presentation of the preliminary programme 

should take place; it should be repeatedly presented and should form part of the 

outcome-evaluation. In this process the researcher presented the preliminary 

programme from the field in a workshop with selected experts; as mentioned earlier 

during the study, the CYCC have an ongoing relationship with DSD, Centre for 

Child Law (Justice), SAPS, Health units such as Psychiatric Hospitals, and 
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Department of Education. Heads of Secure Care Centres (Government-run) and 

Academic Institutions (SW Departments) 

Cozby (2009:206) advises that the preliminary programme should be repeatedly 

presented and form part of the outcome evaluation. The researcher, in the same 

consultative workshop, presented the outcome and comments obtained from the 

second session, in order to refine the management and care guidelines for youth 

with mental health challenges in CYCC. With no new comments emerging from the 

evaluation sitting then the researcher together with MDT and the experts adopted 

the results as the management and care guidelines for youth with mental health 

challenges awaiting trial/diversion or sentence at a Child and Youth Care Centre.  

In the next section of this chapter, the ethical considerations for this research 

endeavour are discussed. 

 

1.8 ETHICAL CONSIDERATIONS 

According to Humphreys and Martin (in McLaughlin, 2012:47), ethical issues in a 

social work research are not ‘bolt-on’ but are inherent, demanding ongoing scrutiny 

of the research process. In the academic sense, ethics may be recognised as a 

philosophical discipline of which the primary concern is the science of morality. 

According to McLaughlin (2012:47), ethics takes on a distinctive form when applied 

to social work research. Here ethics refers to the standards established within 

the social research profession for the conduct of its members. 

Furthermore, Sanjari et al. (2014:14) state, in referring to ethical qualitative 

research in qualitative studies, it is often necessary for researchers to clarify their 

role in the research process. In qualitative research, the researcher is involved in 

all the stages of the study, from defining a concept to design, interviews, 

transcriptions, analysis, verification and reporting the concepts and themes. This 

means that whatever part of the research is being undertaken, it involves a human 

being as an integral part of the process, and this causes ethical concerns. 

According to Neuman (2014:69) ethics is the study of, or tells us, what is moral, correct, 

proper and improper behaviour, and help to identify our duty, obligation and boundaries 
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between right and wrong, good and evil, but it is not as simple as it first appears to be. 

Yegidis and Weinbach (2009:30) concur that ethics are the principles within a society 

that reflect what is viewed as right or wrong behaviour. Ethics is also described as 

a set of moral principles suggested by an individual or group, subsequently widely 

accepted, and offer rules and behavioural expectations about the proper conduct 

towards experimental subjects and participants, employers, spouses, other 

researchers, assistants and students (Strydom, 2011:114). The ethical aspects that 

were considered when conducting this study are discussed below. 

 Informed consent 

Denzin and Lincoln (2011:134) state that research subjects have the right to 

be informed about the nature and consequences of experiments in which they are 

involved. Proper respect for human freedom generally includes two necessary 

conditions. Strydom (2011c:117) states that written informed consent becomes 

a necessary condition rather than a luxury or an impediment. According to 

Strydom (2011:117), obtaining informed consent implies that all possible or 

adequate information on the goal of investigation will be clarified, in respect to the 

expected duration of the participants’ involvement, the procedures which would be 

followed during the investigation, the possible advantages, disadvantages and 

dangers to which participants may be exposed. To obtain the recruited participants' 

consent for participating in this research project, the researcher informed the 

participants verbally and in writing (see Addendum C). 

The participants signed the letter of consent at this stage of the research. However,  

t h i s  was not a binding contract, so the participants were merely consenting to 

participate in the study. In addition, their agreement was based on full and 

open disclosures; obtaining informed consent applied to the Peer Counsellors 

(young people). The researcher obtained permission from parents/guardians for 

their participation in the study. The consent forms were drawn for t h e  MDT 

and Peer Counsellors. The form included information such as the researcher’s 

identification, purpose and benefits of the study, an explanation of what was to be 

expected from them, and an assurance that they could withdraw at any given time 

during the study. At this stage, the researcher obtained written consent (See 

addendum D - as examples of informed consent forms).  



 

90 
 

The researcher treated the consent forms with the utmost discretion and correctly 

stored them so that any form can easily be found if the need arises (Further 

discussed under Management of Information section in 1.8.5).  

 Avoidance of harm to participants 

Rubin and Babbie (2010:258) and Babbie (2005:68) state that in a social work 

research, the participants may be harmed psychologically in the course of a study; 

therefore, the researcher must be aware of the subtle dangers and guard against 

them. Royse, Thyer and Padgett (2010:54) added that other types of risks that 

may result from social work research include physical, legal, and economic risks. 

Babbie and Mouton (2015:522) and Neuman (2014:71-75) stress the importance of 

the researcher ensuring minimal risks to participants; for example, the extent of 

unease and stress that the participants experience during the research should not 

be greater than what they would face within their normal daily existence. If the way 

in which the information is obtained creates anxiety, stress or other problems, the 

research needs to take the necessary action to prevent it. On a more proactive note, 

it means looking for the subtlest form of danger or risk and mitigating and guarding 

against it. 

The participants in this study were the MDT and Peer Councillors. As such, during 

the study's execution, the researcher guarded agaisnt exposing them to high-risk 

situations. The MDT semi-structured interviews were conducted in a private office 

and out of the main secure care centre. In these facilities, there are security 

personnel that work on a rotational basis, 24 hours, every day of the week to ensure 

the safety of the personnel and the detained juveniles.  

As a result, participants were not be exposed to physical or social risks. During the 

research, the researcher safeguarded the participants' physical safety and ensured 

that no harm – either emotional or physical – would be inflicted on them. Experts 

in this field were available to hold debriefing sessions with all participants where 

necessary. 

 Participant Debriefing 

It would be expected that participants would not be exposed to physical or social 
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risk. The researcher anticipated that debriefing and counselling would help ensure 

and safeguard the physical safety of the participants. 

According to Gravetter and Forzano, (2012:86, 591), Strydom (2011:122), Whitley 

(2002:406), debriefing is considered to be an important tool, utilised soon after the 

interview, to reduce possible harm to participants, even when the researcher has 

taken all possible steps to avoid it. The authors also describe debriefing as an 

opportunity provided to participants for ventilation, explanation, and clarification on 

any research aspect that might be unsettling or confusing. Similarly, Strydom 

(2011:122) emphasises that the debriefing process allows for the rectification of 

problems that the research experience could have created; the problems could be 

due to participants being confronted by aspects of themselves unknown to them 

before the study. The presentation of the participant's self-esteem is also another 

aspect of debriefing. (Whitley, 2002:406-408), Louw (2015:269) and Strydom 

(2011:122), state that the participants must be able to verbalise and discuss their 

feelings and thoughts about the research and its impact in a supportive 

environment. According to Kahn (2014:231) and Whitley (2002:82, 409), it is 

important that the person conducting the debriefing is not involved in the research 

to allow for more openness and honesty, and there must also be enough time 

allocated to this session. Further, the authors state that the availability of the 

debriefing service should be identified in advance and the details thereof provided 

to participants should they want to make use of such services. The researcher 

enlisted the assistance of the Employee Wellness Unit, within the Mogale Youth 

Centre Ms Tumi Monale, to conduct the debriefing sessions with the participants, 

should the need arise. 

 Voluntary participation     

Kahn (2014:231), Ngonyama (2013:47), Strydom (2011:116), Grinnell and Unrau 

(2008:37) and all agree that respect for persons requires that subjects be given the 

opportunity to choose what shall or shall not happen to them; this means 

participants must not be forced or coerced into participating in the research study. 

Subjects must agree voluntarily to participate without physical or psychological 

coercion, allowed to withdraw at any time with no sanction, and exercise the right 

not to answer any question. It is about freedom and self-determination. The 
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participants in this research study were informed of their rights. These rights 

included the right to take part and the right to leave when they feel their rights 

were infringed upon. These issues were discussed during the orientation and 

introductory phase of the study, to enable the participants to weigh their 

options.  

 Anonymity, Confidentiality and Privacy  

Confidentiality, anonymity and privacy are serious concerns that a researcher 

needs to address when dealing with participants in a research study (Arifin 

2018:30-31; Agwor & Adesina 2017:186); and will be discussed shortly: 

 Anonymity  

Hartell and Bosman (2016:72), state that the essence of anonymity lies in the fact 

that information obtained from participants will in no way reveal their identity. 

Furthermore, according to Rubin and Babbie (2010:259) and Babbie (2010:69), 

participants may be considered anonymous when the researcher cannot identify a 

given response with a given participant. Strydom (2011:119) state that “information 

given anonymously ensures the privacy of subjects”. Anonymity disallows the 

identification of participant names, organisation, position, or any other identifying 

factors ( Van de Sande & Schwartz, 2011:29). These measures applied to this 

research study. The researcher avoided identifying a response with a given 

participant by using codes and numbers instead of names. 

 Confidentiality 

Confidentiality is one of the pillars of ethical research ( van de Sande & Schwartz, 

2011:28), and is closely linked to anonymity and privacy. Confidentiality means 

that the participant's information is used anonymously in accordance with Van de 

Sande and Schwartz (2011:28). Regarding confidentiality, Rubin and Babbie 

(2010:259) state that the researcher may be able to identify a given response but 

never publicly divulges whose responses are presented in the study. The 

researcher respected the participants’ privacy and  ensured that evaluation forms 

were anonymous. This would include the explanation of the study to the participants 

and the assigning of coding to answers. No names were required or any other 



 

93 
 

means of recognizing or identifying participants. 

 Privacy 

Part of protecting participants' privacy and confidentiality involves keeping the raw 

data in a secure location (Van de Sande & Schwartz, 2011:29). As mentioned 

before, the researcher was stationed at the Mogale Business Park Head Office. 

 Management of information 

Bhattacherjee (2012:110) and Holloway and Wheeler (2010:132) define the 

management of information as the availability of the verbatim transcripts of 

interviews, accurate records of contacts and interviews and clear notes on the 

theoretical and methodological decisions of an independent audit of the data 

collection or data analysis is required. 

This ethical aspect requires researchers to state how and where the data 

will  be kept and who wil l access the data (Van de Sande & Schwartz, 

2011:29). Bouma and Ling (2004:194) concur with this because, according to 

them, researchers must ensure that participants' personal information is 

protected by reasonable security to prevent unauthorised access. In keeping with 

the ethical aspect, all forms received from the participants were coded and kept 

in a safe lockable room at Head Office with restricted access. 

The researcher followed the principles, as outlined by Creswell (2007:142) and Van 

de Sande and Schwartz (2011:29), in conjunction with anonymity and 

confidentiality, which are outlined as follows: 

 the data would be placed on a hard drive and backup copies made, and the 

folders were password protected; 

 to protect participants’ anonymity, the researcher used pseudo-names; 

 the researcher stored the transcripts, tapes recordings video and audio and 

placed them in a safely locked cabinet to which only the researcher and the 

research assistant had access; 

  consent forms were stored securely 
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 Different types of information, were stored,  in separate marked/labelled files 

 Qualitative collected data was scanned and stored electronically.  

 the data will be erased after five years of completion of the research 

 Actions and competence 

Strydom (2011c:123) warns that researchers are ethically obliged to ensure that 

they are competent and adequately skilled to undertake the proposed research 

project.  As a professional social worker, the researcher was guided by the Code 

of Ethics of the Social Work profession and also guided by research ethics when 

conducting the study, and the fact that The Ethics and Social Committee of the 

University, gave the researcher clearance to conduct the study, see Addendum K. 

The researcher did not use any unethical methods or procedures and ensured that 

the instructions and questions posed to the participants are clear, precise and 

unambiguous De Vos et al. (2011:123). The researcher is competent in conducting 

this research because she completed an honours and master’s degree, where she 

received theoretical training on research methodology and also completed  

dissertations. This study was conducted under the guidance of a supervisor. 

1.9 DEFINITION OF KEY CONCEPTS 

In this research project, the key concepts utilised are defined as follows: 

 Mental health 

The World Health Organization (2014:7) described mental health as a level of 

psychological well-being or the absence of a mental disorder. From the positive 

psychology or holism perspective, mental health includes an individual's ability to 

enjoy life, create a balance between life activities and efforts to achieve 

psychological resilience. Mental health can also be defined as an expression of 

emotions and signifying a successful adaptation to a range of demands. 

The World Health Organization (2014:12) further defines mental health as a state 

of well-being in which the individuals realize their abilities, cope with the normal 

stresses of life, work productively and fruitfully, and contribute to their community. 

It was previously stated that there was no "official" definition of mental health. 
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Cultural differences, subjective assessments, and competing professional theories 

all affect how "mental health" is defined. There are different types of mental health 

challenges, some of which are common, such as depression and anxiety disorders, 

and some not so common, such as schizophrenia and bipolar disorder (Fairplay 

Wellness, n.d.:7). 

A person struggling with mental/behavioural health may face stress, depression, 

anxiety, relationship problems, grief, addiction, ADHD or learning disabilities, mood 

disorders, or other psychological concerns. Therapists, life coaches, psychologists, 

nurse practitioners or physicians can help manage behaviours or health concerns 

with treatments like therapy, counselling, or medication. The new field of global 

mental health is “the area of study, research and practice that places a priority on 

improving mental health and achieving equity in mental health for all people 

worldwide” (Patel & Prince, 2010:1). 

 Mental health management guidelines 

For this study, Mental Health Management guidelines can be seen as a framework 

which is a real or conceptual structure intended to serve as a support or guide for 

the building of something that expands the structure into something useful (WHO, 

2007:7). Risk management aims to minimise the likelihood of adverse events 

within the management of an individual to achieve the best possible outcome and 

deliver safe, appropriate, effective care. 

 Management guidelines and actions 

The Inter-Ministerial Committee on Young People at Risk (1998:3) state that 

management actions are guided by the practice principle of the best interest of the 

child, in all actions concerning the child, undertaken by any person or authority; 

the best interest of the child shall be the primary consideration. This also applies to 

the young people in the CYCC who are awaiting trial and display mental health 

challenges. Service providers are given policy and procedures which ensure that 

measures are taken: 

 To strengthen the vulnerable young people and develop resilience;  

 To promote competency in young people and their families, in order to 



 

96 
 

maximise normal developmental opportunities;  

 To provide early warning mechanisms and processes for young people and 

families at risk, which can ensure they are immediately linked to resources; and  

 To prevent deterioration in young people’s development. 

 Assessment protocol 

According to Chears (2013:1) Assessment Protocol is a set of rules and procedures 

to be followed properly according to set standards when conducting an 

assessment. For Assessment Protocols to be effective, there must be a set of 

rules to measure the current performance of a person or environment to 

determine whether improvements are necessary. A set of standards must be 

appropriately set to gauge people and environments accurately. Protocols are 

also subject to assessment, as rules change with time; routine assessment of 

protocol ensures the best quality of services for everyone. 

Chears (2013:1) notes that systematically gathering and interpreting evidence for 

reporting brings awareness to problem areas requiring attention. If the protocol 

is not followed and is neglected for a period, the results can be costly and 

possibly fatal for all parties involved. Chears (2013:1) a l s o  states that 

assessment tools are an essential part of judging students' capabilities, 

progress, and development. Assessment tools help teachers evaluate how much 

a student knows at the beginning of a school year, semester or subject. Assessment 

tools also help track progress and inform the teacher when students have 

adequately learned the subject matter. Teachers' assessment tools come in 

various forms, including homework, tests, interviews, oral reports, papers and 

instructor observation. Teachers' assessment tools can be formative, summative, 

objective and subjective. 

 Youth awaiting trial 

The Department of Social Development (2010:29) defined youth awaiting trial as 

young people who have been arrested and have not yet been sentenced. Singh and 

Singh (2014:1) state that, in terms of current practice and trends, the word 

detention has been replaced by child awaiting trial or child in conflict with the 
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law. Gallinetti (2009:29) explains that a child, in conflict with the law, is 14 years or 

older and charged with a Schedule 3 offence. In terms of section 30(5), a presiding 

officer can send a child 14 years or older charged with a Schedule 1 or 2 offences 

to prison to await trial if, in addition to all the factors listed in section 30(1) and 

subsection 3, there are substantial and compelling reasons to do so. The reasons 

for sending the child must be placed on the record. 

 Youth in conflict with the law 

The term ‘children in conflict with the law’ refer to anyone under 18 who 

comes into contact with the just ice system due to being suspected or 

accused of committing an offence (Department of Social Development, 2010:5). 

Most children in conflict with the law have committed petty crimes or such minor 

offences as vagrancy, truancy, begging, or alcohol use. Some of these are known 

as ‘status offences’ and are not considered criminal when adults commit them.  

The Department of Social Development (2010:29) states that some children who 

engage in criminal behaviour have been used or coerced by adults.  

 Mental health challenges 

A mental challenge is any disease or condition affecting the brain that influences 

how a person thinks, feels, behaves and/or relates to others and their 

surroundings (World Health Organization, 2014:7). The term includes any 

cognitive, emotional, or physical impairment, especially ones related to abnormal 

sensory or motor development that appears in infancy or childhood and involves 

a failure or delay in progressing through childhood's normal developmental stages.  

The United States Government defines a disability as a physical or mental 

impairment that substantially limits one or more of an individual's major life 

activities; this includes both those individuals with a record of an impairment and 

those regarded as having such an impairment. The World Health Organization 

defines disability as loss of function at the level of the whole person, which may 

include an inability to communicate or to perform mobility, activities of daily 

living, or necessary vocational or avocational activities. Rehabilitation is aimed 

at teaching patients to compensate and thus maximize functional independence. 
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According to Miller-Keane and O’Toole (2003:1), developmental disability 

describes a substantial handicap in mental or physical functioning with an onset 

before age 18 and indefinite duration. Examples include autism, cerebral palsy, 

uncontrolled epilepsy, certain other neuropathies, and mental retardation.  

 Mental illness and mental disorders 

Mental illness can be defined as a health condition that changes a person’s 

thinking, feelings, or behaviour (or all three) and causes distress and difficulty 

in functioning (World Health Organization, 2014:7). The term includes any clinically 

significant behavioural or psychological syndrome characterized by distressing 

symptoms, significant impairment of functioning, or a significantly increased risk 

of death, pain, or other disability. 

Mental disorders can be defined as arrested or incomplete development of the 

mind, a psychopathic disorder, or any other disorder or disability of the mind 

( World Health Organization, 2014:7). Mental disorders are assumed to result from 

some behavioural, psychological, or biological dysfunction in the individual. The 

concept does not include deviant behaviour, disturbances that are essentially at 

conflict between the individual and society or expected and culturally sanctioned 

responses to particular events (Miller-Keane & O’Toole, 2003:1). 

 Child and Youth Care Centres 

The Children’s Act (Act No 38) of 2005 defines a Child and Youth Care Centre as 

any facility that provides residential care that includes a therapeutic programme for 

more than six children outside of their family environment (The Children’s Act [Act 

No. 38] of 2005, sections 191[1] and [2]). 

According to the Department of Social Development (2010:29), a Child and Youth 

Care Centre is a facility that receives, accommodates and provides a therapeutic 

or development programme for more than six children. It is distinguished from 

other childcare facilities by the provision of developmental or therapeutic 

programmes or treatment. 

According to Badenhorst (2011:22), the Children’s Act (Act No. 38) of 2005 defines 

a Child and Youth Care Centre as a facility providing residential care to more 
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than six children outside the child’s family environment. This definition covers not 

only children’s homes but also places of safety, secure care centres, schools of 

industry, reformatories and shelters for children living/working on the street. 

 Secure Care 

According to Minimum Standards of Child and Youth Care Systems (1998:1), care 

refers to alternative care, i.e. placement or confinement of the child outside the 

family or extended family for some clear and agreed purpose, and to the 

safeguarding and promotion of the child’s physical, social, and emotional safety 

and development at all times. Furthermore, young people at risk should have 

access to a range of differentiated services on a continuum of care, ensuring 

access to the least restrictive and most empowering environment or programme, 

appropriate to their individual developmental and therapeutic needs. 

Secure care is defined by the Children’s Act (Act No. 38) of 2005 to mean the physical 

containment in a safe and healthy environment of (a) children with behavioural 

and emotional difficulties, and/or (b) children in conflict with the law (Department of 

Social Development, 2010:30). Secure care is a relatively new concept in South 

Africa, and the term itself was coined during the transformation of the Child and 

Youth Care System (Department of Social Development 2010:3). 

The Department of Social Development (2010:3) defined ‘secure care’ as a 

residential facility and/or programme of intervention that ensures the appropriate 

physical, behavioural and emotional containment of young people charged with 

crimes and who are awaiting trial or being sentenced. Such a facility provides 

an environment, milieu and programme conducive to the care, safety and healthy 

development of each young person while at the same time ensuring the protection 

of communities. Section 1(q) of the Children's Amendment Act (Act no. 41) of 

2007 state that ‘secure care’ refers to a physical containment in a safe and healthy 

environment and pertains to children who display behavioural and emotional 

difficulties, as well as children in conflict with the law. In a sense, secure care 

can be viewed as a remand centre where children await trial, pending the 

finalisation of their cases. 
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Current children's legislation such as the Children’s Act (Act No 38) of 2005, 

the Children's Amendment Act (Act No 41) of 2007, the Child Justice Act (Act No 

75) of 2008, and the Probation Services Act (Act No 116) of 1991 (as 

amended), however, all focus on the significance of programmes in this regard. 

This means that, although secure care is a short-term remedy to meet basic 

needs of the youth such as food and health care while awaiting trial, it should 

also offer programmes emphasising crime prevention, assessments, diversion, 

and self-development. The implication is that a young person's stay in secure care 

must have a meaningful impact on them in order to change their behaviour 

constructively. 

According to Badenhorst (2011:23), secure care is a residential facility and/or 

programme of intervention that ensures the appropriate physical, behavioural and 

emotional containment of children charged with criminal offences and are awaiting 

trial or have been sentenced. Such a facility provides an environment, milieu and 

programme conducive to the care, safety and healthy development of each child 

while at the same time ensuring the protection of communities. Therefore, secure 

care forms part of one the programmes included under the broad term of a Child 

and Youth Care Centre and must comply with all the prescriptions as outlined for 

Child and Youth Care Centres in the Children’s Act (Act No. 38) of 2005. 

 

 Detention 

The Children’s Act (Act No 38) of 2005 articulates that detention is the practice 

of incarcerating accused individuals before trial on the assumption that their release 

would not be in the best interest of society and they would likely commit additional 

crimes if they were released (Child Justice Act (Act No 75) of 2008), 

Commencement date April 2010:7). The phrase detention centre was replaced by 

secure care centres, which changed to Child and Youth Care Centres. 

 Bronfenbrenner’s social-ecological model of human development 

Bronfenbrenner (2005:97) postulated that in order to understand human 

development, the entire ecological system in which growth occurs needs to be 
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considered. This system is composed of five socially organized subsystems that 

support and guide human development.  Each system depends on the contextual 

nature of the person's life and offers an ever-growing diversity of options and 

sources of growth. Within and between each system are bi-directional influences 

that have an impact in two directions, away from and towards the individual. 

Furthermore, we potentially have access to these subsystems enabling us to have 

more social knowledge, an increased set of possibilities for learning and problem-

solving, and access to new dimensions of self-exploration. Fine (1992:7) defined 

the ecology as a collection of shared and connected forces around us. Given this 

definition, the social-ecological model can be understood as involving interactions, 

transactions and mutual relationships that happen in any given environment. 

 Using the social-ecological model in Social Work means concentrating on 

where the different systems within an environment meet and interact with one 

another to influence the behaviour of its individuals; and 

 according to this model, people are understood by looking at them from a 

broader context encompassing all the levels and systems around them. 

 Therapeutic environment (See Child and Youth Care Centres) 

The Children’s Act (Act No 38) of 2005 (Sections 191 (1)(2) state that a therapeutic 

environment is the surrounding conditions in which factors like diseases facilitate 

the process of therapy. A therapeutic environment is associated with things like 

medication and treatment, and the environment refers to the surrounding 

conditions in which a person, animal and plant, operates. 

The therapeutic environment is the environment in which treatment is conducted 

and may itself be a source of the improvement achieved through the therapy. In 

creating a therapeutic environment, one should be mindful not only of the physical 

environment but also of the institutional, psychological and social environment in 

which treatment occurs (Children’s Act (Act No 38) of 2005 (Sections 191(1) (2))). 

Bailey (2002:18) states that the environment can serve as a prominent driver 

for creating a culture of calm in a child-adolescent mental health unit. Positive 

distractions and patient choice and control (through lighting and acoustics, for 
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example) are strategies that can promote a sense of calm and create a therapeutic 

environment. In an institutional therapeutic environment, the physical structure 

plays an important role in making the residents feel either their behaviour is 

controlled, or developing control over their behaviour, emotions, and life is possible. 

 Multi-Disciplinary Team (MDT) 

An MDT is a group of people with complementary skills who are committed to a 

common purpose, performance goals, and approach, for which they hold 

themselves mutually accountable, implying a willingness to share specialist 

knowledge and authority for the effective measurement of young people’s needs 

(Mental Health Commission 2006:11). Teams need to have shared goals and 

values, understand and respect other team members' competencies, and learn from 

other disciplines and respect their different views and perspectives. 

Reyneke (2018:79) indicated that the multi-disciplinary team’s primary focus and 

current practice model is to ensure that learners’ right to quality education is fully 

realized; this is related to the objectives of the Child Justice Act (Act No 75) of 2008. 

MDTs protect children's rights by promoting the spirit of ubuntu by fostering the 

sense of dignity and worth of children and reinforcing children’s respect for human 

rights and fundamental freedoms. Their work supports reconciliation through a 

restorative justice response. They involve parents, families, victims, and other 

community members, where appropriate, to reintegrate the children into their 

communities. 

1.10 FORMAT OF THE RESEARCH REPORT 

This research report comprises six chapters, as illustrated in Figure 1.6 below: 
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FIGURE 1.6: FORMAT OF THE RESEARCH REPORT 

 

1.11 CHAPTER SUMMARY 

This chapter served as an introduction to the phenomenon under investigation, 

namely the needs of youth with mental health challenges at CYCC. The topic 

was introduced to the reader in an overview of the context, and the discussion on 

the problem statement. After that, the rationale of the study, key research 

questions, goals, and objectives, were presented. The research methodology 

was then introduced by highlighting the qualitative approach, and a discussion of 

the research design followed this. 

Chapter 

One

•This chapter focused on the outline of the study. It consists of the introduction to 
the research, rationale for the study, problem statement, research questions, 
goals and objectives of the study. 

Chapter 
Two

•The literature review focuses on a description of mental health issues in children. 
The theoretical model that underpins the study, namely an eco-systemic 
perspective and how it relates to the development of an intervention model is, 
furthermore, described. This provides the framework according to which the 
empirical study was conducted.

Chapter 

Three

•This Chapter focuses on methodology and methodological techniques which 
consist of an exposition of a relevant methodology to structure the empirical 
phases of the study, specifically Phase 3 of the Design and Development 
approach.

Chapter 
Four

•This chapter focuses on the analysis of data of the study based on the findings 
derived from the focus groups held with the MDT and Peer counsellors.

Chapter 
Five

•This chapter focuses on the analysis of data of the study based on the findings 
derived from the workshop held with relevant stakeholders and a pilot study 
conducted at one of the secure care facilities.

Chapter 
Six

•This chapter focuses on the analysis of data of the study based on the findings 
derived from the workshop held with relevant stakeholders and a pilot study 
conducted at one of the secure care facilities.

Chapter 
Seven

•This chapter concluded with a critical evaluation of the collected data, the 
limitations of the research, and the achievements of the objectives. This chapter 
also provided recommendations and identify topics for future research.
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Within the contextual research design, four of the six phases of the IDD 

methodology for intervention research suggested by Rothman and Thomas 

(1994:3) were explained. These included details on how: the participants were 

identified and invited to participate, the preparation for the data collection was to 

be done, and data would be collected, analysed and verified. The above mentioned 

work and time schedule were completed within a six year period, as travelling to 

the facilities in six provinces had their own challenges, e.g unavailability of 

accommodation meant that there needed to be time adjustments for the 

researcher. Additionallly some of the chapters needed to be reworked severally to 

the satisfaction of the supervisor.  Lastly, details on the ethical principles used and 

upheld were provided, and key concepts of the research were clarified. The chapter 

was concluded by highlighting the format of the research report. The next chapter 

details the literature review process. 
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2 CHAPTER 2: AN EXPLORATION OF THE PHENOMENON 

OF MENTAL HEALTH WITHIN THE CHILD JUSTICE 

SYSTEM 

2.1 INTRODUCTION 

In Chapter one, the researcher presented the phenomenon of Mental Health within 

the Child Justice System. Youth10 incarceration has increasingly been gaining 

attention; however, the juvenile justice community is not increasingly aware of the 

presence of youth presenting with mental health challenges that are entering the 

child justice system. According to Listenbee and Torre (2012:221), it is estimated 

that as many as 75 percent of incarcerated youth have experienced at least one 

traumatic event in their lives or continue to live in a traumatic environment. 

Therefore, without understanding trauma-informed practice, juvenile justice 

settings may unknowingly create environments that re-traumatise youth and fail to 

address trauma-related behavioural responses. Hence, the ultimate goal is to 

engage youth in trauma-informed therapeutic interventions that target their 

reactions to past experiences (Journal of Infant, Child, and Adolescent 

Psychotherapy 2016:220). 

This chapter explores and describes relevant literature in respect of Mental Health 

Management Models, with the aim to develop management and care guidelines for 

youth with Mental Health Challenges in a secure care program. More specifically, 

develop guidelines for the multi-disciplinary team at the Child and Youth Care 

Centres (CYCC). In order to gain relevant information, a thorough literature study 

was conducted where the researcher focused on literature produced by the 

pioneers of the Child and Youth Care System in the past decades up to the present 

time. The ensuing sections outline the relevant literature and theories consulted by 

 
 

10 The White Paper on Correctional Services (2005) classifies a youth(ful) or juvenile offender as a 
person between the ages of 18 and 25 years (Bezuidenhout 2018:12). On the other hand, the Child 
Justice Act 75 of 2008 defines a child as “any” person under the age of 18 and, in certain 
circumstances, means a person who is 18 years or older, but under the age of 21 years whose 
matter is dealt with in terms of Section 4(2) of the Child Justice Act 75 of 2008 (Bezuidenhout 
2018:2). 
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the researcher in compiling the literature study. The self-developed Figure 2.1 

provides an outline of the discussions to follow in this chapter. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 The following section will contextualise the prevalence and phenomenon of youth 

with mental health challenges within the youth justice system. 

 

CONTEXTUALISING THE PREVALENCE AND PHENOMENON OF YOUTH MENTAL 

HEALTH WITHIN THE YOUTH JUSTICE SYSTEM

Historical context of the 

management and care of 

young people in conflict with 

the law 

Transformation of the 

legislative context in the Child 

(Youth) Justice System 

Understanding of the 

concept Mental Health 

INDICATORS OF MENTAL HEALTH AND WELLBEING IN EARLY 

Biological and 

Behavioural Indicators Psychosocial Indicators 
Mental Health Challenges 

to Wellbeing in Early 

childhood 

MENTAL HEALTH DISORDERS IN ADOLESCENTS AND YOUTH 

The developmental stage 

of Adolescence 

Risk and Protective Factors 

Influence Behaviour and 

Mental Health 

Secure Care as a 

Programme 

THEORETICAL FRAMEWORK FOR UNDERSTANDING YOUTH WITH 

MENTAL HEALTH CHALLENGES DESIGNED FOR THE MDT IN THE CYCC 

Microsystem Mesosystem Chronosystem Exosystem Macrosystem 

CHAPTER SUMMARY 

FIGURE 2.1: CHAPTER 2 OVERVIEW 
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2.2 CONTEXTUALISING THE PREVALENCE AND PHENOMENON OF 

YOUTH MENTAL HEALTH WITHIN THE YOUTH JUSTICE SYSTEM 

In order to contextualise the prevalence of youth mental health within the youth 

justice system, it is important to understand the background of youth and crime. 

According to Bezuidenhout (2018:9), a large proportion of South African youth have 

undoubtedly been negatively affected by the decades during which the majority of 

South Africans were in a disadvantaged position. Furthermore, the aftermath of 

Apartheid is seen in the form of crime, substance abuse, disease, violence, 

homelessness, and other forms of social pathology. It is these youths who are 

sometimes described as alienated, marginalised or lost.  Pelser (2008:1) concurs 

and describes youth crime in South Africa as a function of the development and 

replication, over the past 30 years, of a “culture of violence”, a normalization of 

crime and violence amongst the underclass. Consequently, this creates a situation 

where youth, who make up a significant proportion of the South African population, 

are socially excluded.  

Excluded by the debilitating effects of poverty, dysfunctional home environments, 

poor education, lack of appropriate skills and unemployment, this “underclass” 

cannot access the dominant or mainstream culture, and yet is incorporated into it 

(Pelser, 2008:8).  In addition, Boesky (2011:3) asserts that only a small number of 

youth who remain involved with the juvenile justice system become serious and 

chronic offenders; and most people are unaware of the large percentage of 

mentally ill youth involved with the juvenile justice system. Further, the author adds 

that most of society views young offenders as “bad kids in need of punishment”; 

but in truth, many juvenile offenders are “sick kids in need of treatment” (Boesky 

2011:3). 

The next section reviews the historical context of how young people in conflict with 

the law are treated within the youth justice system in South Africa 
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 The historical context of the management and care of young people in 

conflict with the law 

The Child Justice Act, No 75 of 2008, was the first piece of legislation which brought 

about changes within the juvenile justice system in South Africa. According to 

Pickens (2016:220), youth involved in the juvenile justice system experience 

trauma at a disproportionately higher rate than the general population. Therefore, 

it is vital to understand the historical perspective on the management and care of 

young people in conflict in the law. 

Due to a lack of access to legitimate pathways of achieving society’s normative 

goals, a significant proportion of South Africa’s youth has normalized illegitimate 

means of acquiring the prevailing symbols of success; to demonstrate cultural 

compliance, individual status and “control” over their environments (Nel, 

2017:108).  The same applies to youth in CYCC, included in this population are 

young people with mental health challenges, and trends can be identified in 

conjunction with these challenges. Some young people who are illiterate or semi-

literate have been caught up in the web of crime, where they have normalized and 

legitimized crime as a means of acquiring cars, clothes, and money.   

The self-developed Figure 2.2 highlights the history on the management and care 

of young people in conflict with the law, before 1994, and the events that led to the 

Child & Youth Care System's transformation process from 1994 to 2007.  
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These events and processes will be discussed accordingly, and the researcher will 

conclude by presenting the history and the outcome of the Child Justice Act No.75 

of 2008, which was first published in June 2010. 

 Management of children in conflict with the law prior to 1994 

Midgley (1975:57) states that before 1994, South Africa had not given its children 

in conflict with the law the opportunity to live and act like children. The following 

discussion indicates the characteristics of detention during 1975-1990, that 

seemed to be informed by apartheids models and solutions. These laws did not 

benefit the young people in conflict with the law because they were designed to 

lock up youth for long periods to protect society from their wayward behaviour. 

Midgley (1975:57) was one of the few authors during that period who highlighted 

that crime control through punitive measures by the then Government was the 
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order of the day.  However, such legislation was not beneficial to these young 

people as their developmental needs were never considered. 11 

Some children found themselves in conflict with the law due to circumstances 

beyond their control. According to Martin, Eljdupovic et al. (2015:614), prison 

inmates who experienced childhood trauma tend to have higher rates of 

institutional violence. In South Africa before 1994, there was no specific body of 

legislation governing the handling of juvenile offenders (Midgley, 1975:57).  The 

line between criminality and deviance was vaguely defined. In 1975 the Prisons 

and Reformatories Act was legislated to deal with the treatment of juvenile 

offenders. This Act resulted in the creation of special institutions, deemed suitable 

solutions to Young Offenders’ needs. According to Ure (2009:39), the limitations of 

the Act during the Apartheid years meant that: 

 Young people awaiting trial were remanded in police cells or prisons. 

 Young people were detained in prisons/police cells for long periods without 

trial. 

 When Young Offenders were found guilty, the correctional sentence of 

whipping and committal to reform schools were popular. 

Towards the end of 1980 political detention of children drew to an end, but large 

numbers of children remained in custody to await trial. By the early 1990s, a crisis 

arose due to lack of adequate facilities for African youth (Ure, 2009:30), marked by 

a period that led to an outcry in the country; this led to the Child and Youth Care 

system's transformation, which will be discussed in the next section. 

 

 
 

11 The traditional medical model lays emphasis on pathology focusing on problems and failures 
in people with mental illnesses that are considered to be chronic with irreversible neuropathological 
brain changes and information-processing deficits. 
The strength based perspective in cooperates the humanistic values of the social work profession 
and provides a unique framework for solving problems, that focuses on the resources of clients and 
their social environment, - a focus on goals creating a hopeful future; personal choice; and a 
collaborative, empowering relationship between social workers and individuals, and families in the 
community, within the system of care such as mental health services, schools and child welfare 
practice. (Kim & Bolton, 2013:4-5). 
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 The transformation of the Child and Youth Care system from 1994 

to 2007 

In 1994, the Inter-Ministerial Committee (IMC) for Youth at Risk was commissioned 

with developing a transformed Child and Youth Care System, which resulted in the 

old medical model being replaced by a strength-based approach. The underlying 

principle for the Child and Youth Care system's transformation was to move away 

from the so-called “medical model” which focuses on weaknesses, categorizing, 

labelling, helping and curing, towards the developmental and ecological approach. 

The ecological approach focuses on reframing problems as strengths and on 

competency building and residential environments that empower children, families, 

and communities. The approach also acknowledges that each person is to be 

understood and viewed within the context of the family and community (IMC, 

1996:1). 

In 1994 the government of National Unity came to power (Skelton & Mavroeidi, 

2018:391), and the issue of children in detention was high on their agenda. The 

legislation was drafted to prevent the holding of children awaiting trial in prison and 

police cells for long periods. The Correctional Services Amendment Act no 17 of 

1994 meant that children under the age of 14 in conflict with the law could not be 

detained for longer than 24 hours. Those over the age of 14 but under 17 charged 

with serious offences were to be held in custody for 48 hours (Correctional Services 

Amendment Act No. 17 of 1994). Where this was not possible, they were to be held 

in places of safety, although these could also be inadequate (Skelton & Mavroeidi, 

2018:391). The legislation's ultimate aim was to ensure that young people would 

be released into their parents or guardians' care.  

The Child and Youth Care System's transformation marked the era of a new 

Government, and issues about children in conflict with the law were given priority.  

For the first time, children’s issues were dealt with at the highest government level 

(Ure, 2016:88). The researcher observed that although there were changes 

recommended regarding the long periods of detention in prisons or police cells, the 

developmental needs of juveniles with mental health challenges were still not 

singled out. They were all classified under a generic term, namely, “children in 

conflict with the law” (Ure, 2016:88).   
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According to Maseko (2017:265), inmates' constitutional right to adequate medical 

treatment includes children's right to basic health care, which obliges the state to 

provide children, including those who are inmates, with immediate and effective 

access to medical care necessary for their survival. However, observations by the 

researcher as well as direct requests from CYCC staff members when confronted 

by challenges presented by affected youth there was still no system in place that 

would direct service delivery to these affected youths. The current legislative 

frameworks and policy guidelines, the blueprint, minimum norms and standards for 

secure care, do not provide the necessary procedures. Moreover, they do not 

provide a guide for the MDT in a secure care environment on managing the 

behaviour exhibited by a young person affected by mental illness.  The Centre for 

Child Law (2017:2) concurs that Child and Youth Care centres do not provide 

adequate service to children with severe behavioural disorders. The CYCCs have 

been unable to effectively manage these children, and the Centre for Child Law 

seeks to remedy such policies. 

Dr Ann Skelton, Director of Centre for Child Law, stated that Child and Youth Care 

Centres12 (CYCCs) are experiencing challenges caring for children with mental 

health problems (Centre for Child Law, 2017:1). They are designed only to provide 

residential care for children. Some facilities are owned and run by the Department 

of Social Development; however, the majority are owned and run by NPOs with 

partial subsidization of the costs by the Provincial Departments. 

The Centre for Child Law (2017:1) indicates that some CYCCs are registered to 

run programmes for children in need of care and protection or run specialised 

programmes for children with emotional and behavioural difficulties or run 

programmes for children who are referred by the criminal justice system. While all 

 
 

12 The term CYCC embraces institutions caring for all children based on their needs. Section 191 
(1) of the Children’s Amendment Act 41 of 2007 defines a Child and Youth Care Centre as a facility 
for the provision of residential care to more than six children outside the child’s family environment 
in accordance with a residential care programme suited to the children in the facility.  Children’s 
homes, places of safety, secure care facilities, schools of industry and reform schools have all been 
re-designated as Child and Youth Care Centres (Stont, 2008:116). 
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of these services are mandated by the Children’s Act, they are the responsibility of 

the Department of Social Development.  

In 2017, the Centre for Child Law (2017:1) indicated that staff running the 

programmes in the CYCSS experienced challenges in managing young people 

presenting with mental health challenges, as they did not have the knowledge or 

skills to do so.  Table 2.1 below, as presented by the Centre for Child Law (2017:1) 

highlights the challenges faced by the MDT in managing behaviour of the 

concerned young people. 
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TABLE 2.1: CHALLENGES EXPERIENCED IN CYCCS 

CASE CHALLENGES 

Case 1: The boys in the Bisho CYCC These boys were all sentenced to a compulsory 
residence at the Bisho Child and Youth Care 
Centre for offences they committed as 
teenagers. The courts had carefully selected 
this sentencing option of the Child Justice Act 
to sentence the children in terms of section 76 
(1) of the Act, (Act No 75) of 2008, “to attend 
specific programmes at Bisho CYCC, provided 
for in section 191(2)(j) of the Children’s Act, and 
to complete the sentence”. The court believed 
that the boys would receive rehabilitation and 
education that would help them to turn away 
from a life of crime. Instead, the boys felt that 
the staff had no interest in them. Subsequently, 
the Child and Youth Care Workers embarked 
on a strike for two weeks. They left the boys 
unattended. The boys started to misbehave and 
trashed the CYCC. The boys were removed by 
the police without legal representation and 
transferred to a prison with a court order. To 
move the boys out of prison took the better part 
of a year. The Centre for Child Law was able to 
have the court order set aside. The sentences 
had to be reviewed, and the High Court directed 
that each case had to go back to the final 
magistrate. In 2017 only one child had to serve 
a shortened term of imprisonment for his 
serious crime, and the other boys were placed 
back in the custody of their parents. 

Case 2: The girls at Emmasdal CYCC 

 

The young girls were placed at Emmasdal in 
terms of the Children’s Act because they are 
children found to be in need of care, and they 
displayed behavioural problems. Emmasdal is 
a CYCC designed to house children with 
behavioural and emotional problems, declared 
in need of care by the Commissioner of the 
Children’s Court in terms section 150(1)(b) of 
the Children’s Act. The staff at Emmasdal 
should be able to deal with their challenging 
behaviour. However, there was an incident 
when the girls protested about their treatment. 
They set their room on fire, and they were 
transferred to another CYCC (without legal 
representation) before appearing in court on 
arson charges. The mother of one of the girls 
informed the Centre for Child Law, and the girls 
were diverted. When the Centre for Child Law 
approached the State Attorney about these 
girls, they issued a High Court order 
sanctioning the moving of the children from one 
facility to another without legal representation. 

Case 3: The boys and girls at Soshanguve Soshanguve CYCC is a secure care centre 
designed to provide care to boys and girls 
between the ages of 14 and 17 years awaiting 
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 trial, although some of the inmates have been 
sentenced. During an incident, young people at 
Soshanguve CYCC misbehaved, and the staff 
was not able to manage their behaviour. They 
damaged the property, and some of the young 
people were removed by the police. An urgent 
court order was initiated to place them at other 
CYCC’s in Gauteng. The Centre for Child Law 
went back to the High Court to request a court 
order to ensure a developmental quality 
assurance investigation into the situation at the 
Soshanguve CYCC. The Centre for Child Law 
was concerned that the staff members at a 
CYCC appear to be inadequately trained to 
cope with their duties.  

Case 4: A 10-year-old female child 

 

In this case, the Centre for Child Law attended 
to an orphaned child in need of care and 
protection. The child suffered from one or more 
severe Disruptive Behaviour disorders (DBD)13. 
Children with Disruptive Behaviour Disorders 
require specialised care. The child that the 
Centre for Child Law attended to was moved 
around between the care and protection 
system, the mental health care system, and 
even the criminal justice system because no 
one could manage or cope with her. The 
CYCCs that were meant to manage children’s 
behavioural disorders did not provide services 
to children under 12 years. As a last resort, the 
child was placed in temporary care that was 
due to expire, and that left her stranded. The 
Centre for Child Law brought an application 
against various Departments, to provide an 
adequate solution for the child. The relevant 
parties agreed to place the child in the care of 
Soshanguve CYCC with an additional Child and 
Youth Care worker to assist her. While this is 
an adequate solution for the child in question, 
the concern was that CYCCs do not generally 
provide for children under 12 years of age who 
have severe behavioural disorders. Even in the 
case of children over 12 years of age with 
severe behavioural disorders, CYCCs have 
been unable to manage their behaviour. The 
Centre for Child Law was seeking to remedy the 
relevant policies in 2017.  

 

The following section will discuss the historical context of CYCCs. 

 
 

13  Disruptive Behaviour Disorders are behaviours that are considered antisocial and that are 
typically characterised by physical aggression, argumentativeness, defiance, rule-breaking, 
resistance to authority, lack of compliance, truancy, stealing, and/or property damage (Centre for 
Child Law, 2017:1). 
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 The historical context of CYCCS (In the context of secure care) 

The Inter-Ministerial Committee (IMC) (1998:1) process ushered in the new chapter 

of the South African Child and Youth Care System. As a result of the IMC 

recommendations, the focus of the CYCC was revisited to bring about uniformity 

and coordination.  

All secure care facilities (governmental and non-governmental) should be 

established and maintained according to national regulations, minimum standards, 

and practice guidelines based on international instruments and internationally 

accepted Child and Youth Care practice. An existing state-operated secure care 

facility established in terms of the Child Care Act (Republic of South Africa, 1983) 

must be regarded as established in terms of the Children’s Act as a Child and Youth 

Care Centre providing residential care.  

Due to political upheavals in the 1970s and 1980s, many children were detained in 

prison without trial (Fourie 1990). Many committees, political activists and non-

governmental organisations were deeply concerned about the detention of children 

without trial. As a result, when the new government came into power in 1994, it 

resolved to address the plight of imprisoned children. The Government of National 

Unity effected a revision to section 29 of the Correctional Services Amendment Act 

No. 17 of 1994 legislating that: 

1. Youth under 14 years awaiting trial should not be kept in prison for longer 

than 24 hours, and 

2. Youth between 14 and 18 years should not be kept in prison for longer than 

48 hours. 

3. Youth should be released to their parents or guardians' care or referred to 

places of safety. 

On the 8th of May 1995, the legislation was promulgated with immediate effect by 

the then President Nelson Mandela, without any preparation to ensure that there 

were sufficient resources to deal with this change. Due to the challenges presented 

by the sudden change in legislation, specific facilities were specially selected to be 

places of safety and care (IMC, 1996:7). One of those was the first privately run 

Mogale Youth Development Centre, and after that 13 privately run CYCCs were 
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established in six South African provinces. Figure 2.3 below indicates the 

geographical spread and locations of all the Child and Youth Care Centres. 

 

   

(Source: Policy Document n.d.)

FIGURE 2.3: NATIONAL FOOTPRINT OF THE CHILD AND YOUTH CARE CENTRES 
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 The Child Justice Act 2008-2010 

The inception of the Child Justice Act No 75 of 2008 meant the beginning of a new 

approach to managing young people in the criminal justice system in South Africa. 

Furthermore, the Inter-Ministerial Committee's work on youth at risk (IMC, 1998:1) 

brought about many changes to the Child and Youth Care System in South Africa, as 

indicated above.  The inception of the Child Justice Act No 75 of 2008 meant that the 

best interest of the young people in conflict with the law was considered when 

intervening in matters that concerned them within the criminal justice system (Skelton & 

Mavroeidi, 2018:391). However, the needs of young people with mental health 

challenges are not centre stage, because the modifications of the Child Justice Act, no 

75 of 2008, including the transformation of the Child and Youth Care System, are 

somehow silent. Furthermore, it is not specific on matters pertaining to young people 

affected by mental illness, who are in conflict with the law (Child Justice Act 75 of 2008).     

Entrenched in the Child Justice Act is the principle that the child's best interests are 

paramount in all actions concerning children as stipulated in section 28(2) of the 

Constitution of the Republic of South Africa (1996). With this in mind, the purpose of the 

Child Justice Act is to create a child-centred criminal justice system whereby the rights 

of children in conflict with the law are protected (Gallinetti 2009:1). As it has been 

established that children in conflict with the law have different needs, the development 

of management and care guidelines for the MDT in the CYCC will assist in their 

appropriate care and management.  

In the next section, the researcher will discuss the transformation of the legislative 

context in the Child Justice System in South Africa, to include young people (youth 

offenders) with mental health challenges. 

 Transformation of the legislative context in the child (youth) justice system 

According to Sunitha and Gururaj (2014:185), some factors need to be considered when 

considering new legislation and policies meant for young.  It was crucial for South Africa 

to take stock of the situation of all the youth. A request was made to the South African 

Law Commission to investigate juvenile justice and make recommendations to the 
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Minister of Justice to reform this area of the law. The investigation formed the basis of 

the establishment of a child justice court with a particular identity.  It proposed that such 

a court's atmosphere and the roles of the officials serving in that court be defined and 

transformed by legislation (Skelton & Mavroeidi, 2018:391). 

Of primary importance is any legislation dealing mental health challenges amongst youth 

in conflict with the law. Hoge, McGurk, Thomas, Cox, Engel and Castro (2008:2) assert 

that there is a need for a response based on identifying and remediating the factors 

contributing to offending behaviour.  This response enhances the young person's 

behavioural, social, and emotional competencies and addresses deficits in their 

environment. The behavioural, social, and emotional factors will be discussed later 

under risk factors (see Sub-section 2.7). Hoge et al. (2008:2) emphasised a need to 

move away from retribution to a restorative justice14 approach, where the young person's 

needs are taken into consideration. 

In this phase, the Child Justice System's transformation process in South Africa marked 

the beginning of legislative processes and policy frameworks to ensure that children in 

conflict with the law are treated fairly and are not subjected to inhumane treatment. 

According to Rapp (2016:492), the connection between victimisation and later 

delinquency is well established; most youth involved in the Child Justice System have 

been victimised at least once in their history. The periods from 1995 to 2010 (see 

Addendum 1) indicate the transformation agenda in motion, the achievements and 

milestones reached to improve issues of young people in conflict with the law; including 

the historical achievements of the Child Justice Act of No 75 of 2008.   

According to the African Child Policy Forum (ACPF 2010:7), children with disabilities are 

absent, or referred to only marginally, in public policy documents, sectoral (health, 

education, social) development plans or poverty reduction programmes. As observed by 

 
 

14 The approach to children/young people in trouble with the law should focus on restoring societal 
harmony and putting wrongs right rather than punishment. The chile/young person should be held 
accountable for theiractions and where possible make amends to the victim (Minimum Norms and 
Standards for Secure Care Facilities in South Africa, 2010:4) 
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the researcher in the CYCCs, young people in conflict with the law who are afflicted by 

mental illness, do not enjoy the central stage. They are dealt with in general terms as a 

youth in conflict with the law and not as young people with mental health challenges in 

conflict with the law.  

The dire state of mental health conditions in South Africa suggests that little action is 

being taken to meet the needs of people with mental health challenges. Therefore, at 

CYCC and the different juvenile justice system levels, services to the young people 

should be needs-driven instead of a generic approach. The understanding of the 

juveniles’ needs by the MDT and general staff could be beneficial to the young people 

who have mental health challenges.  

 The understanding of the concept mental health 

Referring back to the definitions of Mental Health presented in Chapter one (see Sub-

section 1.10), the situation in a person’s environment does not always provide support 

throughout the life cycle. Not all persons do reach a state of well-being. Moreover, 

Fairplay Wellness (2014:1) argue that in general there is no official definition of “mental 

health”, pointing out that cultural differences, subjective assessment, and competing 

professional theories all affect how “mental health” is defined. Furthermore, there are 

different types of mental health problems, some of which are common such as 

depression and anxiety, and some not so common, such as schizophrenia and bipolar. 

It is not always clear which of these are included in a discussion of mental health issues. 

However, in the study the focus is equipping the staff with behaviour management and 

care guidelines for youth presenting with mental health challenges, to minimise the 

escalation to severe mental illness.  

Mental Health includes all states of health from wellness to illness. Mental health, which 

is important at every stage of life, describes a person’s emotional, psychological, and 

social well-being, which affects the way a person thinks, feels, and behaves. Like 

physical health, mental health lies on a continuum and continuously shifts, changes, and 

evolves during a lifetime. This insight helps to identify the current state of a person’s 

mental health in relationship to functioning, and indicates some of the factors that 
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contribute to mental wellbeing, or mental illness (Young Mental Health Project and Child 

Guidance Centre, Mid Fairfield County, 2017:1). 

It is essential to consider the role of the environment in shaping the person to realize 

their goals and enjoy good mental health. This position is supported by the bio-ecological 

systems theory, which states that various internal and external interacting factors 

influence individuals' behaviour (Masinga, 2016:109). Furthermore, Herbst and Reitsma 

(2016:46) concur and state that understanding traumatic stress and potentially traumatic 

events often depends on the individual and his reaction to a traumatic event, as 

individuals are part of communities and systems. Additionally, Herbst and Reitsma 

(2016:46) suggest that the eco-systemic approach provides a broader context to 

understanding the human being in relation to himself, his family, his community, his 

cultural group, and the environment.  

The next section will discuss mental health in terms of developmental stages, including 

early childhood attachments, as discussed in Chapter one (see Sub-section 1.10.1) and 

elaborated later in this chapter (see Sub-section 2.4.2).  

 The developmental stages of early childhood mental health 

According to KidsMatter (2012:2), early childhood mental health has been defined as a 

young child’s ability to experience, regulate, and express emotions; to form close and 

secure interpersonal relationships; and to explore the environment and learn, all in the 

context of family, community and cultural expectations. Bronfenbrenner (2005:97) 

proposed an ecological systems model for human development which outlines the 

interface between early childhood development and environmental factors (see Sub-

section 2.9).  

Fraser and Blishen (2007:1) state that good mental health of young people matters and 

is the foundation of young people’s emotional and intellectual growth, underpinning the 

development of confidence, independence and a sense of self-worth. Mentally healthy 

young people will have the ability to: 

 develop psychologically, emotionally, creatively, intellectually and spiritually; 
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 initiate, develop and sustain mutually satisfying personal relationships; 

 use and enjoy solitude; 

 become aware of others and empathise with them; 

 play and learn; 

 face problems and setbacks and learn from them; 

 enjoy and protect their physical health; and 

 make a successful transition to adulthood in due course.  

Hence, according to Fraser and Blishen (2007:1), there is growing evidence that some 

mental health problems are predictive of adverse outcomes later in life. For example, 

there is a strong unfavourable relationship between childhood conduct disorders and 

social exclusion, which involves poor interpersonal relationships, offending behaviour, 

and erratic employment. Hoffman et al. (2011:350) agree and state that these nested 

systems form the social context that determines the impact of life events on individuals 

and their responses to events.  

Therefore, mental health in early childhood development is for children to have a healthy 

mind and body, a balance that influences how they feel about themselves, what they do, 

how they think, and how they relate to others. Good mental health in early childhood lays 

the foundations for positive mental health and wellbeing and influences how children 

navigate the next developmental stages and form positive attachments and sound 

interpersonal relationships (KidsMatter, 2012:2). The theory and styles of early 

childhood attachment are discussed in the next section. 

 Early childhood attachment 

The foundation of attachment theory was developed by Bowlby (1969:470) under the 

premise that the infant or young child must experience a continuous and warm intimate 

relationship with the mother or permanent caregiver, and both receive mutual enjoyment 

and satisfaction. According to Bowlby (1969:470), secure attachments are necessary to 

create independence, and the individual builds on them in future relationships. 
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Chae, Goodman, Larson, Augusti, Alley, Van Meenen and Coulter (2014:2) stress that 

the child-caregiver attachment relationship has a profound impact on the child's social 

contact and behaviour. Bowlby's study indicates that babies' intense actions (crying, 

yelling, and clinging) are instinctive reactions to the perceived danger of losing a primary 

caregiver's survival benefits. Such activities constitute the behavioural attachment 

system of Bowlby: the mechanism that offers guidance in our habits and practices of 

sustaining and establishing relationships (Heffernan, Fraley, Vicary & Brumbaugh, 

2012:671). 

This theory also implies that 0-5 years of age is a crucial time for an attachment to 

establish. The term attachment is also used to refer to the emotional bond between the 

child and their primary caregivers (Louw & Louw, 2014:139). Its quite important to 

understand this relationship as unique, and acknowledge that it develops dynamically. 

The child’s experiences regarding the caregiver’s sensitivity towards them is of 

importance  including the reactions within the family environment which may add to the 

child’s temperment and stress . 
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TABLE 2.2: THE FIVE STAGES IN WHICH ATTACHMENT FORMS 

0 – 3 Months 3 – 6 Months 6 – 9 Months 9 – 12 Months At 12 Months 

They acquire the 
ability to 
differentiate 
between 
humans and 
objects within 
the first 3 months 
of a baby's life. In 
addition, babies 
are more likely to 
respond to 
people who 
seem polite and 
communicate 
with them by 
talking. 

The baby learns 
the ability to 
differentiate 
between its 
primary 
caregiver and a 
stranger. The 
baby will react to 
their primary 
caregiver more 
positively; they 
will also portray 
feelings of 
excitement and 
react quite 
enthusiastically 
towards the 
caregiver. When 
the carer leaves 
a room, the baby 
will be upset. 
This is seen as a 
crucial step in 
the development 
of emotional 
attachment. Both 
the baby and the 
carer begin to 
learn skills that 
allow them to 
respond and 
communicate 
with each other. 
 

The baby will 
seek out their 
caregiver 
deliberately, they 
want to stay 
close to them. 
When the baby 
starts exploring 
their 
environment, 
they prefer the 
caregiver to 
keep an eye 
contact. The 
baby should 
respond to the 
caregiver in 
terms of how the 
caregiver is 
reacting to their 
needs. 

The time in 
which the baby 
creates an 
overall picture 
and 
understanding of 
its caregiver is 
between nine 
and twelve 
months old. The 
baby has 
learned to adapt 
with regard to the 
caregiver's 
behaviour, as 
well as how the 
caregiver 
responds to the 
baby's needs. 
 

This stage of the 
development of 
attachments 
starts at the age 
of about a year. 
The child is 
starting to 
become more 
receptive to their 
relationship with 
their caregiver. 
The child will 
display signs of 
caring and 
affection for their 
caregiver and 
the caregiver 
reacts to them 
with 
compassion, 
physical contact 
and affection. 
 

(Source: Tufford and Newman, 2012:80) 

During the various phases, attachment starts to develop. The type of attachment which 

is formed will be a great influencer of the child’s personality and the reactions the child 

will have in stressful situations (Louw & Louw, 2014:141). By understanding the 

development of attachment forming between children and their caregiver, one would 

better understand the current and future attachment between caregiver and child. The 

above explains some of the behaviours of young people with mental health challenges, 
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who are in a secure care environment. Their behaviour could be linked to the type of 

attachment formed, which influences their personality and their reactions to the stressful 

environment they find themselves in. 

Building on the seminal work of Bowlby (1969:470), Ainsworth, Blehar, Waters and Wall 

(1978:xxv) suggested four attachment styles are relevant to the study as children 

experience these forms of attachment during early childhood. These attachment styles 

are supported by Louw and Louw (2014:141-142) and consist of secure, avoidant, 

ambivalent and disorganized attachment. These attachment styles are relevant to the 

study as some children experience these attachment forms during early childhood. The 

different childhood attachment styles are illustrated in Figure 2.4 below. 
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FIGURE 2.4: CHILDHOOD ATTACHMENT STYLES 

 

(Source: Louw & Louw, 2014:141-142) 

The different childhood attachments illustrated in Figure 2.4 highlight the potential 

damage caused by the lack of attachment being experienced by young people with 

mental health challenges kept in detention. Firstly, secure attachment occurs when a 

child is attached to its mother and will explore freely while the mother is present; will 

engage with strangers; and be visibly upset when the mother departs and is happy to 

see the mother return. Secondly, anxious-ambivalent insecure attachment is when 

a child is anxious about exploration and of strangers even when the mother is present. 
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When the mother departs, the child is extremely distressed. The child with an ambivalent 

attachment will usually have the following characteristics; the child will portray 

contradicting emotions, especially towards the caregiver; the child will want to be close 

to the caregiver constantly, but suddenly the child will resent the caregiver. 

Thirdly, anxious-avoidant insecure attachment results from the attachment figure 

being unresponsive or rejecting their relationship with the infant or child. It results in the 

child treating strangers not much different than the mother, and there is not much 

emotional response if the mother has to depart as it stems from a mothering style which 

is disengaged. The child with an avoidant attachment will show more antisocial 

behaviour, and they display aggressive tendencies. Hence, they tend to distance 

themselves from others in order to reduce emotional stress. 

Finally, the disorganised attachment could result from having parents who were 

overwhelmed and frightened at parenting responsibilities. It results in children not 

forming a coherent interactive template, hence it is like a disorganised child/young 

person looking into a mirror broken into a thousand pieces trying to understand itself. A 

child with a disorganised attachment style usually fails to develop a strategy for coping 

with separation distress. They tend to have disruptive behaviours, display aggression 

and socially isolate themselves. They are more likely to see other people as threats; 

therefore, acting more defensively and aggressively. Louw & Louw, (2014:141-142). 

Understanding the four patterns of attachment can assist in understanding the indicators 

of children’s mental health and wellbeing in early childhood, which are discussed in the 

next section. 

 

2.3 INDICATORS OF MENTAL HEALTH AND WELLBEING IN EARLY 

CHILDHOOD 

As mentioned in Sub-section 2.4.2, young people typically focus on happiness, feeling 

good about themselves, having a positive body image, having energy, a sense of 

harmony or balance, and getting on with and being good to others. These are indicators 

of mental health or wellbeing as they provide youth with a sense of ‘being normal’ or 
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‘fitting in’, and are of profound importance to young people’s sense of mental wellbeing 

(Shucksmith, Spratt, Philip & McNaughton, 2009:27). Therefore, it is important to 

understand where things go wrong with these indicators to cause mental health 

difficulties in youth. 

The National Scientific Council on the Developing Child (2008:343) highlighted that early 

childhood mental health needs to be understood within the context of key relationships 

that play a critical role in shaping children’s social, emotional, and cognitive development 

linked to secure attachment. Dependant on the type of early childhood attachment that 

presents itself, early childhood mental health problems can impair learning and life 

behaviour. As indicated previously, Zeanah and Zeanah (2009:5) argued that child 

mental health is a child’s capacity to experience, regulate, and express emotions; 

capability to form close and secure interpersonal relationships and explore the 

environment and learn, all in the context of family, community, and cultural expectations. 

Unlike some medical conditions that have a direct cause (for example, a virus causes 

the flu), mental health difficulties are caused by multiple factors that interact differently 

depending on the individual child, family, and social circumstances (Kids Matter, 

2012:3). Biological, psychological and social factors all influence children’s mental 

health. Any one of these factors can either positively or negatively influence a child’s 

mental health. 

Hence, in order to understand youth mental health challenges, the researcher will 

present early indicators of mental health in early childhood development as illustrated in 

self-developed Figure 2.5 below.  The aim is to understand how early indicators of 

children’s mental health could help the MDT lookout for the signs that could help detect 

mental illness in the young people within the system of care at CYCC.   
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FIGURE 2.5: UNDERSTANDING CHILDREN’S MENTAL HEALTH AND WELLBEING IN EARLY 

CHILDHOOD 

 

(Source: Kids Matter, 2012:8) 

According to Kids Matter (2012:8), children’s mental health is generally considered to be 

influenced by the contexts in which they live, and the interrelationships between these 

settings, e.g. family, Early Childhood Education Centres (ECEC), service or school, and 

the broader community. A range of different factors can affect children’s mental health, 

including family history, genetic, and environmental factors. Some children are born with 

significant genetic risk factors for some disorders, for example, Autism Spectrum 

Disorder (ASD) and Attention Deficit Hyperactivity Disorder (ADHD).  

The causes of the disorders are complex as environmental factors also play a role in 

their development (Strathearn, 2009:3-11).  As mentioned above, some disorders are 

linked to the interaction between a person’s genetic makeup, environmental stressors, 

and individual coping skills. These factors will be discussed in the following sub-sections. 
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 Biological and behavioural indicators 

The biological and behavioural indicators of mental health challenges include 

biochemical, neurological, and genetic factors as well as brain disorders that will be 

presented as follow:  

 Biochemical Factors 

According to Bezuidenhout (2018:100), the debate concerning the role of biochemical 

factors as risk factors in developing behaviours such as violence and aggression is 

ongoing. Masinga (2016:117) suggests that the nature of violence often depends on the 

social context in which it takes place such as whether it is between learner-on-learner, 

teacher-on-learner, and learner-on-teacher or by external people against both learners 

and teachers. Some researchers propose that the body's chemical composition is 

controlled by diet, blood chemistry, and allergies, which affect personality traits such as 

aggressive tendencies and depression (Siegel, 2012:144). This view could explain why 

some people with mental health challenges in the CYCC have aggressive and violent 

tendencies that are uncontrollable.  

 Neurological factors 

Furthermore, neurological functions associated with aggression and violence are 

complex. Children with behavioural disorders may have identifiable neurological 

defects such as impairment in the prefrontal lobes, thalamus, medial temporal lobe, 

superior parietal, and left angular gyrus areas of the brain (Siegel, 2012:149). According 

to Sadock, Sadock and Ruiz (2009:1407), aggression is a forceful, goal-directed action 

that may be verbal or physical: the motor counterpart of the effect of rage, anger and 

hostility. Furthermore, aggression can also manifest itself as a neurological deficit, 

temporal lobe disorder, impulse control disorder, mania or schizophrenia. Bezuidenhout 

(2018:101) also asserts that the resultant behaviour includes poor impulse control, 

inadequate social skills, hostility, temper tantrums, destructive behaviour, and 

hyperactivity.  

Furthermore, hyperactivity and inattention are both common behaviours in young 

children with an autism spectrum disorder. This disorder can also present in the form of 
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lower than average activity levels, and it often alternates with hyperactivity. Short 

attention spans and poor ability to focus on a task may also interfere with daily 

functioning. (Sadock, Sadock & Ruiz, 2009:1157). 

 Brain disorders 

Organic brain disorders caused by traumatic brain injuries, brain tumours and psycho-

motor epilepsy lead to disrupted neural functioning, which causes behavioural 

disorders in thinking (Bezuidenhout & Joubert 2008:101). These disorders often result 

in feelings such as fear, anxiety, anger and depression, and unexpected outbursts. 

Depending on the brain tumour location, this lesion can also contribute to the risk of 

becoming involved in aggressive behaviour (Bezuidenhout 2018:101). 

Crouch and Alers (2014:287-288) state that adolescent psychiatric clients often have 

internalised aggression; the aggression can be channelled through sports or physical 

activities to dissipate some of the emotional energy. The authors state that engaging the 

adolescent, for example, to paint out how they are feeling enables the adolescent to 

cultivate a vocabulary for emotions and encourages them to identify and verbalise their 

feelings.  

Furthermore, Crouch and Alers (2014:288) assert that by facilitating reflection and 

introspection, adolescents become more aware of their emotions and can identify 

triggers to their emotions and understand how their emotions and behaviour influences 

others. Likewise, anger management and journaling are practical ways to help deal with 

their emotions.  

 Genetic vulnerabilities 

According to Yivisaker (2009:370), the rapid development occurring in the early years 

means that children’s behaviour needs to be viewed within a developmental framework. 

Behaviours that would be regarded with concern in later childhood are often commonly 

seen in infants. Furthermore, Walsh (2014:272) highlights that behaviour geneticists 

state that genes do not cause the way individuals behave or feel, but rather facilitate 

tendencies or dispositions to respond in a certain way to their environment. Behaviour 

is, therefore, the result of biological factors such as genes interacting with environmental 
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factors. According to Bezuidenhout (2018:101), there are no specific genes for criminal 

behaviour; however, some genes lead to particular traits such as low IQ and low self-

control, these increase the probability of criminal behaviour. This probability increases 

when combined with certain environments, such as unemployment or communities with 

gang activities. Hence, the role played by the environment, and an individual’s genes 

are related. Therefore, the knowledge of these biological and behavioural factors can 

help the MDT understand certain behaviours exhibited by the young people in the CYCC. 

Herbst and Reitsma (2016:47) state that environmental factors and non-environmental 

factors influence an individual. The Nano system15 is a genetic factor that could explain 

certain behaviours exhibited by young people with mental health challenges in the 

CYCC. According to Herbst and Reitsma (2016:47), the Nano system includes an 

individual’s neurobiology, genetic predisposition, inner world, temperament, personality 

and frame of reference through which they perceive the world.  

For example, being distressed when a primary caregiver is out of sight is expected for a 

10-month-old baby, but it signals a problem if it’s a 4-year-old child. A major challenge 

is that children in this age group grow and develop at different rates and stages, making 

it difficult to recognise when a concern may be present. However, research has shown 

that infants and young children can and do experience the same mental health 

conditions as adults. The way these disorders are expressed are somewhat different 

during the early childhood years and can be more difficult to identify (Kids Matter, 

2012:9); this stresses the need to understand both biological and psychosocial factors.  

 Psychosocial Indicators 

Psychosocial factors refer to a combination of social conditions conducive to crime and 

the individual’s psychological inclination (willingness) to crime (Kids Matter, 2012:9). 

These psychosocial indictors of mental health challenges include intelligence, 

personality traits, anxiety, and depression; these are discussed on the next page. At the 

 
 

15 The Nano system is the “inner world” experienced during early childhood development that is not 
necessarily influenced by external or social factors at this stage (Herbst & Reitsma, 2016:47). 
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same time, early childhood is also characterized by great vulnerability; negative 

experiences can influence the brain’s connections and networks, potentially leading to 

mental health difficulties, as highlighted in Figure 2.6 below. 

 

(Source: Egger & Angold, 2006:313) 

 

As mentioned in Subsection 2.5.2, early childhood is characterised by a great 

vulnerability which can influence the child’s intelligence; this will be further discussed in 

the next section. 

 Intelligence 

Intelligence is the mental, motivational, and behavioural capabilities to understand and 

adapt effectively to varied situations and environments (Livermore, 2011:25). 

Bezuidenhout (2018:102) debates the relationships between intelligence quotient (IQ) 

and misbehaviour. They found the link between a learner’s average marks at school and 

antisocial behaviour to be a better predictor than IQ. According to the above authors, 

academic achievement is a measure not only of intelligence but also of other personal 

FIGURE 2.6: POSSIBLE DISORDERS ACROSS CHILDHOOD DEVELOPMENT 
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and situational characteristics such as hard work, good study habits and supportive 

parents. A lack of these characteristcs  could be a contributory factor to crimes 

committed by young people with mental health challenges as observed in the CYCC. 

Furthermore, Bezuidenhout (2018:102) asserts that low intelligence as measured by IQ 

tests is difficult to link to crime because people with a low IQ lack the ability to calculate 

the costs and benefits of committing crimes correctly. Moreover, temperament is linked 

to crime largely in terms of impulsiveness. 

 Personality traits 

Personality traits refer to the type of behaviour people continuously choose to display. 

This behaviour reflects their approach to all their experiences and is generally pervasive 

and not a once-off or isolated event. Many theories that refer to a person's poor ability 

to control their behaviour, highlight that the individuals possess certain traits which 

include impulsiveness, hyperactivity, restlessness, clumsiness, low self-control, 

sensation seeking, risk taking, and a poor ability to delay gratification (Bezuidenhout, 

2018:103). 

According to Sadock, Sadock and Ruiz (2009:1099), personality means the 

characteristics and behaviour that make up a person’s adjustment to life and includes 

major traits, interests, values, self-concept, abilities, drives and emotional patterns. 

Thus, personality traits are the enduring, subjective patterns of perceiving and relating 

to oneself and one’s environment in a wide range of social and personal contexts. In the 

well-adjusted person, these behavioural patterns should be relatively stable, predictable 

and consistent. However, when personality traits become inflexible, maladaptive and 

rigidly pervasive and deviate, a personality disorder exists.  

Furthermore, Crouch and Alers (2014:419) assert that there is a functional impairment 

which affects at least two of the following areas, namely: cognition, affect, interpersonal 

functioning and impulse control. They key factor of personality disorders is often anger, 

and the expression or introversion of anger. They also state that personality disorders 

have an onset in adolescence or early adult life and continue throughout life. Behavioural 

patterns interfere with a person’s functioning causing significant impairment in the social 
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and occupational sphere. Some of the young people with mental health challenges fall 

within the categories described above; they are impulsive and lack control when angry. 

The different psychosocial areas where impairment can occur are discussed in further 

detail in the next sections. 

 Anxiety 

Bayer, Hiscock, Ukoumunne, Price, and Wake (2008:1166) state that anxiety is a 

disorder commonly diagnosed in childhood. Anxiety problems can have debilitating 

social, emotional, and academic consequences for children and their families. In 

childhood, anxiety sensitivity (or heightened fears) is a significant risk factor for 

developing anxiety disorders in adolescence and adulthood. Risk factors include 

anxious-resistant attachment, parental anxiety, a child’s temperament style of 

behavioural inhibition, stressful life events, and parenting style characteristics. Bhardwaj 

and Goodyer (2009:176) state that there has been a great deal of research suggesting 

that children with mental health difficulties are at risk of poorer outcomes in a range of 

areas.  

According to Crouch and Alers (2014:235-236), several perspectives need consideration 

when investigating any form of anxiety. Firstly, anxiety primarily related to child/youth 

caregiver interactions; when a known stressor or trauma has occurred, a diagnosis of 

traumatic stress disorder takes precedence. Secondly, the anxiety primarily related to 

anticipated developmental transitions or tasks the child/youth has difficulty mastering. 

Thirdly, the anxiety associated with a regulatory sensory processing disorder. 

The authors also state that hypersensitivity towards the environment leads to anxiety. 

Often, it is children who have difficulties in multiple sensory processing areas who show 

increased anxiety. In addressing the issue, when a toddler experiences anxiety and fear, 

the caregiver can become alarmed and anxious a well, resulting in the child feeling more 

anxious. Alternatively, the caregiver can counterbalance the anxiety by soothing the 

child, enabling them to calm down (Crouch & Alers, 2014:235-236). 
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 Depression 

Diagnosis of depression during childhood has been associated with increased risk of 

depression relapse in adulthood, co-morbidity with other psychiatric conditions, 

increased suicidality, poor psychosocial functioning, and cognitive deficits. Therefore, 

coping skills need to be imparted by caregivers to children at higher levels of 

psychological risks (Fraser & Blishen, 2007:2). Boesky (2011:59) states that most adults 

expect depressed youth to be sad, crying and socially withdrawn. However, in reality, 

many adolescents express their depression in an irritable or agitated mood. They may 

have a “short fuse” and are ready to “blow” at any minute, and they tend to be easily 

annoyed by others. Even minor comments can lead to angry outbursts. 

In addition, Boesky (2011:59) states that most youth (juvenile offenders included) 

suffering from depression are misdiagnosed/undiagnosed and/or untreated. Instead, 

these youth are typically diagnosed with conduct disorder and provided with little to no 

mental health treatment or support. As Fraser and Blishen (2007:2) have indicated, 

coping skills need to be imparted by care givers to children at higher levels of 

psychological risks, as the Circle of Security Programme illustrated in Figure 2.7.  
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FIGURE 2.7: CIRCLE OF SECURITY 

 

(Source: Powell, Cooper, Hoffman & Marvin, 2014) 

By participating in a Circle of Security programme, caregivers become more sensitive to 

children’s needs and better able to provide support when their children show signs of 

emotional distress and depression, therefore facilitating more secure attachment 

patterns. According to Glaser (2011:875), child and youth experiences of emotional 

abuse and bullying are harmful interactions by caregivers and peers, which produce 

adverse mental health and social outcomes significantly eroding the circle of security.  

Furthermore, Elrofaie (2016:50) highlighted the detrimental effects of bullying and 

emotional abuse trauma that lead to depression and the necessity for future 
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examinations of the roles of risk, and the parent-child/youth attachment styles required 

as strength factor.  

Fraser and Blishen (2007:1) note that mental health problems affect children and young 

people significantly; if left unresolved, mental health problems can have a profound and 

lasting negative impact into adult life in terms of employment, relationships, and the 

likelihood of disability and depression. Paradoxically, the time at which maximum help is 

often needed is the transition from childhood into adulthood, but at this time, services 

are currently least able to meet that need. 

Circle of Security intervention can act as a means of fortifying parents and caregivers' 

roles as secure bases for young children. Within the care system at CYCC, once the 

MDT has been enabled to detect early warning signs, they could become more sensitive 

to the needs of the young people who have a mental illness or are experiencing 

depression and intervene by strengthening the youths’ circle of security.  

 Mental health challenges to wellbeing in early childhood 

Stigma and lack of attachment are the key challenges influencing mental health and 

wellbeing in early childhood and are presented in the following sections. 

 Stigma 

Stigma can be defined as a mark of disgrace attached to certain characteristics or 

behaviours that society labels as undesirable (Meier, 2017:2). Furthermore, Meier 

(2017:3) argues that stigma emerges from the interaction between “normal” adolescents 

and “abnormal” adolescents through the four social-cognitive processes of cues16 , 

stereotypes17, prejudice18 and discrimination19. Hence, the most common barriers that 

prevent adolescents from accessing help are the high levels of stigma associated with 

 
 

16 Social cues are forms of communication that help kids “read” other people and react appropriately. 
Social cues include expressions, body language, tone of voice and personal space or boundaries. 
17 The positive or negative beliefs that we hold about the characteristics of a social group. 
18 Prejudice is an unjustifiable negative attitude toward an outgroup or toward members of that outgroup. 
19 Unjustified negative behaviours towards members of outgroups based on their group membership. 
(Correll, Park, Judd & WIttenbrink, 2007)  
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mental health issues and low levels of mental health literacy about disorders and 

treatment. 

According to Tsao, Tummala and Roberts (2008:72), stigma is a perception which 

identifies people as different due to a characteristic considered to be undesirable by the 

general community. Therefore, stigma is a direct consequence of the reaction to social 

indicators such as the peers in the school environment and relationships in the family 

environment. Stigmatized individuals often experience discrimination, prejudice and 

ignorance due to these characteristics (Tsao, Tummala & Roberts, 2008:72). The stigma 

related to mental illness has often resulted in such affliction being hidden within the 

community. Even today, with greater public awareness and acceptance of mental health-

related concerns, the stigma of having a mental illness remains significant.  

Larson and Corrigan (2008:91) concur and point out that stigma does affect not only the 

individual with the mental illness themselves but also those around them. The general 

community tends to overly attribute a child’s mental health difficulties to poor parenting 

skills, leading to family stigma. If the public’s misinformed beliefs, scepticism and lack of 

knowledge surrounding mental health could be addressed, families would most likely 

seek help without fear of being stigmatized and blamed for their children’s mental health 

difficulties. Not addressing the causes of stigma in early childhood can significantly 

contribute to the lack of attachment, this is discussed in the next section. 

 Lack of attachment 

Early childhood is an especially sensitive period for the developing brain (Rapoport & 

Gogtay, 2008:181).  During the first three years of life, a remarkable period of 

development occurs: exposure to positive experiences can help develop the brain 

networks required for a range of skills, which leads to good attachment. However, 

psychological indicators can be more easily identified when understood within the 

context of the causes creating the lack of attachment.  

O’Reilley (2012) highlights three areas that merit attention when considering the lack of 

attachment:  
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 Firstly, early experiences with the primary caregiver will have a major impact on 

a child’s communication patterns. If a child experiences poor communication with 

the primary caregiver, it could impact their attachment levels and style.  

 Secondly, there may be gender differences in the way children react to the lack 

of attachment in middle childhood. Studies have found cases where insecure 

boys were classified as ‘avoidant’ while insecure girls were classified as 

‘ambivalent’ instead.  Also, boys have been found to demonstrate greater 

avoidant coping patterns, while girls show more pre-occupied coping patterns.  

 Thirdly, child maltreatment contributes to the lack of attachment. Because a child 

is born with an innate need for relationships and interpersonal stimulation, the 

way caregivers respond to these needs gives the young mind the message about 

their worth and emotional state. Hence, maltreatment can severely impair a 

child’s yearning for attachment. Social work aims to repair any harm to attachment 

brought about by maltreatment. Social workers provide services and support to 

society's most vulnerable children through the child protection and welfare 

system. 

Early treatment for mental health difficulties during early childhood can include working 

directly with an infant or child and their family and promoting a positive environment, 

promoting sound parenting behaviours, and promoting social and emotional learning.  

Early childhood mental health promotion is one way of reducing mental health difficulties 

across the population. It is underpinned by the significance of early infant-caregiver 

relationships and is generally the main focus of intervention in this age group (Owen, 

Klausli, Mata-Otero & Caughy, 2008:302).  

The quality of early attachment relationships significantly influences the developing brain 

(Schore, 2001:7).  Interventions that promote attachment experiences have been shown 

to aid the development of positive relationships essential for mental health over the 

lifespan. There are a range of interventions available to support attachment and improve 

supportive, emotionally responsive parenting. Understanding social indicators in early 

childhood can help the MDT understand the behaviour being presented by the affected 
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youth and implement interventions that address mental health disorders in children and 

adolescents.   

 

2.4 MENTAL HEALTH DISORDERS IN ADOLESCENTS AND YOUTH 

In the previous discussion, the focus was on understanding mental health in early 

childhood development. In this section, the focus will shift to understanding the mental 

health of adolescents and youth. For this study, it is necessary to contextualise mental 

health in terms of development. It has been revealed how early childhood development 

impacts biological, behavioural, and psychosocial factors on mental health.  The 

salience of specific risk factors alters in the developmental stage of adolescence.   

In order to understand the developmental stages of adolescence, the researcher is of 

the view that it is critical to understand the role of attachment in both early childhood 

development and adolescence stage, and it will be discussed in the following section. 

 The developmental stage of adolescence 

Boesky (2011:30) states that it is important for adults working within juvenile justice to 

understand “normal”, healthy adolescent development (including expected behaviour 

during this key time of life). Once normal adolescent behaviour is pathological, as some 

juvenile justice professionals have stated; “adolescence itself seems like a mental health 

disorder!”. The above statements explain the confusion on this issue, which arises from 

working with large numbers of teenagers, some of whom are mentally ill, and society’s 

lack of understanding of this population. For us to have an understanding of 

adolescence, it is essential to discuss the developmental stages of adolescence here. 

According to Sadock et al. (2009:1099), the concept of normality in adolescent 

development refers to the degree of psychological adaptation; this is achieved while 

navigating the hurdles and meeting the milestones characteristic of this period of growth. 

For up to approximately 75 percent of youth, adolescence is a period of successful 

adaptation to physical, cognitive, and emotional changes, largely continuous with their 

previous functioning. 
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Bender and Emslie (2010:174) state that children and adolescents behave differently at 

different age levels. As mentioned earlier, their responses are influenced by 

environmental factors, which influence how they adapt to the changes associated with 

the stage of development (Wilson, Ruch, Limbery & Cooper, 2011:141). According to 

Masinga (2016:110), in order to be able to differentiate between normal and abnormal 

behaviour, it is critical to understand the adolescent stage.  

Several authors have different views about the exact age, or onset of the adolescent 

stage (Masinga, 2016:110). Rogers (2013:263) states that this stage starts at age 10 to 

12 years and ends at age 18 to 22 years, while McGoldrick et al. (2011:33) state that 

starts at 11 to 13 years and ends between 17 and 21 years of age. Both views 

encompass roughly the same period. Wild and Swart (2012:204) make a distinction 

between early adolescence (ages 11 to 14), middle adolescence (ages 15 to 17) and 

late adolescence (ages 18 to 21). All young people in the care of CYCC are in the age 

categories 15 to 17 years and 18 to 21 years. For the purposes of this study, the young 

people within the Child and Youth Care centres are classified as “youth” or “young 

people” falling into the categories middle and late adolescence.  

According to Sadock et al. (2009:1099), adolescence is marked by the physiological 

signs and surging sexual hormones of puberty, and it is the period of maturation between 

childhood and adulthood. Adolescence is a transitional period in which peer relationships 

deepen, autonomy in decision-making grows, and intellectual pursuits of social 

belonging are sought. It is largely a time of exploration and making choices, a gradual 

process of working toward an integrated concept of self.  

Furthermore, Sadock et al. (2009:1099) describe adolescents as “works in progress” 

characterised by increasing mastery over complex challenges of academic, 

interpersonal, and emotional tasks, while searching for new interests, talents, and social 

activities. Sadock et al. (2009:1099) further state that a body of growing literature on the 

specific mechanisms of brain development in adolescence has increased the 

understanding of broadening social skills in adolescents. Including the three expected 

developmental changes in adolescence which are: increased risk taking, increased 
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sexual behaviour, and a move toward peer affiliation rather than primary family 

attachment.  

Sadock et al. (2009:1099), reports that the total critical grey matter of a developing brain, 

which is at its peak at about the age of 11 years in girls and 13 years in boys, enhances 

the ability to understand subtle social interactions, control impulses, make long-range 

plans, and think ahead. According to Sadock et al. (2009:1099), white matter volume 

increases throughout childhood and adolescence, allowing for increased “connectivity” 

and thereby enhancing the abilities of adolescents to acquire new competencies. Good 

mental health is typically a consequence of acquiring the best possible set of these 

competencies during the developmental stage of adolescence.  

According to Fraser and Blishen (2007:1), good mental health is the foundation of young 

people’s emotional and intellectual growth, underpinning the development of confidence, 

independence, and a sense of self-worth. Therefore, mentally healthy young people will 

have the ability to: 

 Develop psychologically, emotionally, creatively, intellectually and spiritually. 

 Initiate, develop and sustain mutually satisfying personal relationships. 

 Use and enjoy solitude. 

 Become aware of others and empathise with them. 

 Play and learn. 

 Face problems and setbacks and learn from them. 

 Enjoy and protect their physical health. 

 Make a successful transition to adulthood in due course. 

Compromising a young child's emotional development through maternal deprivation or 

abuse is likely to adversely affect physical development by way of, for example, failure 

to thrive. Similarly, unresolved learning difficulties in an adolescent may lead to conduct 

disorder, truancy, and substance abuse (Fraser & Blishen, 2007:1). 
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 Adolescent attachment formation 

Attachment formation is considered a process of development which goes on well 

beyond infancy and early childhood. But work into the development of adolescent 

attachments remains fairly modest (Shumaker, Deutsch & Brenninkmeyer, 2009:1). As 

teenagers create new interpersonal relationships, their attachment representation is 

continuously evolving. This adjustment results from a shift in different development 

areas, including social, cognitive, affective, and biological areas (Rawatlal, Kliewer & 

Pillay, 2015:80).  

Rawatlal et al. (2015:84) further state that increased ability and increased demands on 

the environment during adolescence create ideal circumstances for establishing more 

intimate relationships. Relationships of adolescents outside the family are fragmented, 

and freedom from their primary caregivers is increasing. Relationships with peers 

become a priority during this time.  

The authors, also state that adolescents who have formed a secure attachment to 

parents have to do with pride, affection, affective circumstances, consistency, 

psychological well-being, good school adaptation, and a good sense of identity. Children 

and adolescents who have developed secure attachments can easily create 

relationships, cope with stress better, and exhibit less aggression in relationships. 

Furthermore, according to Rawatlel et al., (2015:84), adolescents with avoidant 

attachment can act defensively. These adolescents tend to take control of the people 

around them because they don’t trust them, can’t express their direct anger, don’t have 

a sense of integrity, and can’t keep feelings of self-worth. A research conducted by 

Rawatlal et al., ( 2015:84) found that adolescents with avoidant attachment are more 

vulnerable to falling into depression. 

Through this time, adolescents who developed an avoidant attachment will begin having 

problems with their families. Adolescents, most of the time, have an expectation that 

their parents will rob them of their individuality. They tend to get involved in conflict 

situations with their parents because they view their parents as a threat to their 

individuality. Rawatlal et al., ( 2015:84) state that parents would also inform the youth 
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that they are fed-up with them being adolescents. These teenagers often encounter 

difficulties in outside family relationships, for example:  

 sexual experiences can cause confusion,  

 fear characterizes feelings of attachment or a sense of being left out,  

 they experience hostile, anxious and uncertain behaviours.  

Furthermore, according to Rawatlal et al. ( 2015:84), adolescents with disorganized 

attachment:  

 experience feelings of being forced into isolation  

 are unable to demonstrate ordered actions when dealing with stress,  

 have low self-respect and will frequently enforce laws of aggression and 

disobedience.  

The above authors add that, while these teenagers' need for parents never stops, they 

will always have a great desire to be viewed as a person independent of their parents.  

 Risk and Protective factors influence behaviour and mental health 

One way to understand mental health in youth is through studying risk and protective 

factors (KidsMatter, 2012:6). Several specific factors have been identified as having a 

protective effect that strengthens children’s mental health and wellbeing, making them 

less likely to develop mental health difficulties. Protective factors help balance out the 

risk of developing mental health difficulties and build resilience and the ability to cope 

with life’s difficulties. However, it is essential to note that just because a child is exposed 

to mental health risk factors, it does not mean they will experience mental health 

difficulties. However, when multiple risk factors are present, this likelihood increases 

significantly (KidsMatter, 2012:7; 2012:3).  

The American Academy of Pediatrics (2011:1259) stated that the high rate of 

psychopathology among children in care is not surprising considering the prevalence of 

the high number of risk factors, such as violent neighbourhoods and dysfunctional 

families criminality and domestic violence. Before coming into placement, many of these 
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children could have experienced the absence of protective factors, such as prevention, 

early intervention, and treatment programmes. The key risk and protective factors are 

illustrated in Figure 2.8 below:  

FIGURE 2.8: RISK AND PROTECTIVE FACTORS 

 

(Source: Kids Matter, 2012) 

Figure 2.8 reveals that factors or circumstances associated with the risk of children 

experiencing mental health issues include family structure (such as a lone parent, 

reconstituted families, large families); educational attainment of parents, poverty and low 

socioeconomic status. Fraser and Blishen (2007:2) argue that parenting style has a 

critical impact on children’s emotional and cognitive development. Key protective factors 

include feeling loved, trusted and understood, having an interest in life, optimism, 
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autonomy, self-acceptance, and resilience. Also, the school environment plays a role in 

mental health promotion in the form of anti-bullying strategies; this is one way to be 

protective of children’s mental health. 

Likewise, developing emotional, social, physical, intellectual and moral competencies is 

fundamental to attaining mental health. Good mental wellbeing is also linked to fewer 

physical problems. These competencies are achieved progressively through 

partnerships between the child and family, the family and community, the child and 

school, and the child and peer group. Situations in which developing children and 

adolescents find themselves are either protective or put their mental health at risk.  For 

example, good schools and healthy peer relationships are protective, whereas marital 

discord and bad neighbourhoods are risk factors (Policy Guidelines Child and 

Adolescent Mental Health, 2002:4).   

According to Fine (1992:1), risk-taking is an inherent part of the nature of young people. 

In their difficult journey from childhood to adulthood, they need to test limits, discover 

boundaries, explore the unknown, and search for meaning and direction in their lives.  

Many of these young people come into conflict with the law, their communities and 

families, and themselves. Van Staden (2015:24) provided the following South African 

perspective: Risk factors can be characterized as the circumstances that contribute to 

adverse developmental outcomes in a person’s life.   

In contrast, protective factors are the circumstances that mitigate the impact of risk 

factors (Van Staden, 2015:23). Regardless of the presence of risks, protective factors, 

or circumstances promote or contribute to growth-oriented developmental outcomes. 

The young people presenting with mental health challenges fall into this category of 

young people who lack protective factors and are more prone to risk factors. These risk 

and protective factors are presented in further detail in the sections that follow.  

 Child risk and protective factors 

Children’s behaviour is the result of genetic, social, and environmental factors. 

According to Zwi, Woodland, Williams, Palasanthiran, Rungan, Jaffe, and Woolfenden 

(2018:261), children with fewer than four protective factors are at risk of poor social-
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emotional well-being. Such a measure may be clinically useful to identify those children 

requiring additional follow-up. This is consistent with the evidence that social-emotional 

well-being can be modified by reducing cumulative risk in childhood. Concerning juvenile 

delinquency, some of the individual factors identified as risk factors in juvenile 

delinquency are early antisocial behaviour, emotional factors, cognitive development, 

and hyperactivity. These factors are frequently interrelated, yet the underlying 

mechanism of how this occurs is not fully understood (Van Staden, 2015:23).  

 Family risk and protective factors 

According to Wesseldijk et al. (2018:1575), families with children with mental health 

issues are at a higher risk of having affected parents. Providing additional care and 

treatment to these parents may be beneficial for the whole family. In addition, family 

factors influence young children more than older children, but peer relationships become 

increasingly influential as the child progresses through the early school years.  Some 

significant risk factors are associated exclusively with early-onset (age 6-11) and late-

onset (age 12-14) (Lipsey & Derzon, 1998).  Family criminality and poor parental 

practices and exposure to television violence, are risk factors for early-onset Ou & 

Reynolds, (2010), in Van Staden, (2015:27).  

 School-related risk and protective factors 

The educational experiences of youths affect juvenile development since the school 

environment may affect their self-esteem and self-worth (Reddon, Meyre & Cairney, 

2017:1606). School-related risk factors for juvenile delinquency include the unique 

dimensions of learner factors, relational factors, and factors within the school climate.  

Academic performance, especially academic failure or grade retention, is a strong 

predictor of delinquency at the individual learner level and a predictor of early school 

dropout (Ramsdal, Bergvik & Wynn, 2015:522). Other identified risk factors are poor 

attitude and frequent school transitions (Schoeneberger, 2011:14; Van Staden, 

2015:31).  
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 Life events risk and protective factors 

Delinquent peers tend to have a heavier risk impact on juvenile delinquency among 

school-age children than younger children (Gorman-Smith, Tolan & Henry, 2000:169).  

Peer relations influence the decision-making processes and behavioural patterns among 

adolescents to a significant extent. Having deviant or delinquent siblings or peers has 

also been highlighted as a strong risk factor for delinquent behaviours among juveniles, 

and peer rejection also predicts future delinquency (Born, Cattelino, Gavray, & Glowacz 

2015:163; Van Staden, 2015:34). 

According to George (2018:161), life-course trajectories are long-term patterns of 

change and stability. Consequently, social factors affect health both directly and 

indirectly through proximate causal agents. The physical and psychosocial changes of 

adolescence are associated with an increase in the incidence of psychiatric disorder and 

risk behaviours such as unprotected sexual activity (Policy Guidelines Child and 

Adolescent Mental Health, 2002:4). 

Likewise, children and adolescents in difficult circumstances, as classified in the 

Reconstruction and Development Program (RDP) of South Africa, are at high risk for 

mental health problems. The list includes children and adolescents in poverty, from 

broken homes, have intellectual disabilities, have been subjected to physical, emotional 

and/or sexual abuse, are experiencing or witnessing violence, and are addicted to 

substances. These include youth with mental health challenges detained at CYCC. 

 Societal risk and protective factors 

Community norms and values favourable to violence and weak community 

consequences for violence negatively influence youth decision-making processes (Van 

Staden, 2015:35). Predictably, the highest risk factors for juvenile delinquency at the 

community level are poverty, racial prejudice, and inner-city neighbourhood residence 

(Brown, Hawkins, Arthur, Briney & Fagan, 2011:183). The availability of drugs and 

weapons, exposure to violence and other crimes in the neighbourhood also contribute 

to criminal outcomes for young residents (Brown et al., 2011:183). 
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Through the life stories of the juveniles interviewed by various researchers, it becomes 

evident how their characteristics (such as temperament and cognitive ability), 

relationships with family, untreated trauma, and exposure to violence and crime, 

combined with harsh punishment and an absence of supportive adults, interact to inform 

their criminality and use of violence. The foundations for violence and criminality are laid 

one to two decades before society feels the effects. How people respond to children who 

experience violence, neglect, and abuse will determine the level of violence the 

community will experience in later years (Institute for Security Studies Monograph, 

2015:8). 

Gender considerations are important because gender influences development and 

vulnerability. Because discrimination based on gender is prevalent and has profound 

effects on mental health, girls generally develop more quickly than boys, and boys are 

more vulnerable to developmental and psychiatric problems. After adolescence, the 

picture changes. Although adolescent males are more involved in risky behaviour, 

adolescent females become more vulnerable to psychiatric problems with increasing 

age.  Discrimination against females becomes visible in restricted education and career 

opportunities, sexual exploitation, violence against females, and lack of support in their 

childbearing role (Policy Guidelines Child and Adolescent Mental Health, 2002:4). In the 

CYCCs the number of boys presenting with mental health challenges is more than the 

girls because, in some privately run facilities in Gauteng, Eastern Cape and Western 

Cape, only boys are admitted. The Northern Cape, Northwest and Limpopo facilities 

admit boys and girls, but even in these facilities, more boys than girls present with mental 

health challenges. 

 

2.5 SECURE CARE AS A PROGRAMME 

According to Kids Matter (2012:15), many factors may deter families from seeking help 

from facilities such as secure care programmes. The factors include families being 

unsure about where to get help, their service perception, and an unfavourable past 

service history. Parents have expressed concerns about a lack of services for their child, 

little information about services, long waiting lists, and continuously repeating their 
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child’s story to different professionals. Parents can be exhausted and confused from 

managing the system of services and trying to understand their child’s problem (Wayne 

et al., 2008:23). Therefore, early intervention strategies aim to effectively address 

difficulties in children at a young age, reduce the risk of future problems developing, and 

promote the necessary conditions for healthy child development (Robinson & Parker, 

2008:2).  

Munsami (2018:1) concurs and states that although there has been a substantial 

increase in knowledge of mental disorders over the past decade, a lack of awareness 

and understanding of the impact of mental disorders remains. The lack of awareness 

coupled with limited information on treatment, prevention and management systems 

available to local communities, creates a grey area within our current health system, 

which secure care programmes are expected to fill.   

Viable options for such programmes do exist. Cognitive behavioural treatment 

programmes are grounded in several interrelated theoretical perspectives and 

underlying assumptions (Turner, 2017:60). First, behavioural approaches to change are 

based on the general view that problems can be understood within a behavioural context 

and that all behaviours can be changed. Therefore, problematic behaviours can be 

replaced with more positive adaptive behaviours and improved communication and 

problem-solving skills.  

Second, cognitions such as beliefs and attitudes play a significant role in shaping 

behaviours. For example, many people with disabilities and mental health problems also 

face stigma and discrimination, which can be very debilitating and the most significant 

barrier to social inclusion (Parkinson, 2012:120). Consequently, many adolescents are 

well aware of the stigma of being diagnosed with a mental health problem and the impact 

of the stigma on their mental wellbeing. Therefore, behavioural changes should be 

accompanied by cognitive shifts that support long-term, adaptive change (Turner, 

2017:60). Lastly, Turner (2017:60) argues that effecting positive, meaningful behavioural 

and cognitive changes requires a systematic approach. Hence, effective cognitive 

behavioural treatments are contingent on accurate assessment and planned intervention 

strategies tailored to the specific individual, with systematic, ongoing evaluation of the 
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change. Therefore, the programme of secure care needs to be based on the 

understanding that some children in conflict with the law may need to be physically, 

emotionally and/or behaviourally contained.  

The term “cognitive behavioural treatment” denotes that there must be interventions that 

will help the child become aware of their behaviour, take responsibility for it, and learn 

new behaviours that will help them stay on the right side of the law. New life skills should 

also be learned to ensure better utilization of time and choice of friends and peers 

(Department of Social Development, 2010:4).  

Interventions and physical structures should be of such a nature that children or staff 

cannot be physically, socially or emotionally hurt. The integrated model proposed by the 

Department of Social Development is a multi-pronged approach aimed at addressing 

the social welfare and developmental needs of target groups in a holistic and integrated 

manner (Figure 2.9). This approach provides a basis upon which systems can be put in 

place to ensure that vulnerable youth are assisted in accessing immediate short and 

long term material support, including social security when necessary.  

Several national and provincial policies adopted in the past ten years have identified the 

importance of supporting parents through the intervention level illustrated in Figure 2.9. 
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FIGURE 2.9: LEVELS OF INTERVENTION IN A SECURE CARE PROGRAMME 

 

(Source: Department of Social Development, 2010:45) 

Figure 2.9 outlines different levels of intervention, as suggested by the Department of 

Social Development. The interventions to support and develop positive parenting 

mandated in Chapter 8 of the Children’s Amendment Act (Act41 of 2007), which deals 

with Prevention and Early Intervention. Section 144 of the Act focuses on developing 

parents' capacity to act in their children's best interest. 

The proposed Levels of Intervention in a Secure Care Programme as set out in the 

Blueprint for Minimum Norms and Standards (Department of Social Development, 

2010:45) are elaborated below. 

 Prevention – This is the most critical aspect of social service delivery. Services 

delivered at this level are aimed at strengthening and building the capacity and 

self-reliance of the client. Melnyk and Morrison-Beedy (2012:65-71) identify early 

intervention as being “focused or indicated” intervention that target high-risk 

individuals or families having signs or symptoms of social problems. Gould 



 

154 
 

(2015:115) postulate that there seems to be a growing agreement amongst 

policymakers, academics and civil society organizations that supporting parents 

and enabling them to have non-authoritarian warm and consistent relationships 

with their children is essential to prevent violence in the long term. 

 Early intervention (non-statutory) – Services delivered at this level make use 

of developmental and therapeutic programmes to ensure that those who have 

been identified as being at risk are assisted before they require statutory services, 

more intensive intervention, or placement in alternative care.  

 Statutory intervention/residential/alternative care – At this level, an individual 

has either become involved in some form of court case or is no longer able to 

function adequately in the community. Services are aimed at supporting and 

strengthening the individual involved.  

 Reintegration and Aftercare – The previous intervention is aimed at providing 

alternative care which should wherever possible be a temporary measure, 

followed by reconstruction/aftercare services to enable the client to return to the 

family or community as quickly as possible. Services delivered at this level are 

aimed at reintegration and support services to enhance self-reliance and optimal 

social functioning.  

The blueprint, minimum norms, and standards for secure care facilities in South Africa 

provide the interventions intended for all young people, including youth with mental 

health challenges. Before any interventions can be implemented, however, they require 

a fundamental foundation in the form of a theoretical framework which is presented in 

the next section. 

 
 

2.6 THEORETICAL FRAMEWORK FOR UNDERSTANDING YOUTH WITH 

MENTAL HEALTH CHALLENGES FOR THE MDT, IN THE CYCC 

This section looks at specific theoretical perspectives associated with understanding 

youth with mental health challenges (see Chapter one: Sub-section 1.4). According to 

Bak (2004:18), the purpose of developing or adopting a theoretical framework is to 
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indicate where the study fits into the broader debate, thus justifying its significance.  

Evangelista and McLellan (2004:159) stated that the framework of Mental Health is 

ecological and contextual; it is based on the premise that mental illness in a child 

depends on many disparate contextual coalescence factors that operate on various 

levels, from molecular to societal.  The authors believe that the child-caregiver 

relationship should be given the most attention as it influences the child’s mental health. 

The child has evocative, transactional relationships with other contextual factors and 

aspects of the environment.   

Eriksson, Ghazinour and Hammarstrom (2018:1) concur and state that Bronfenbrenner’s 

(2005:97) ecological theory is appealing as a conceptual tool for guiding public mental 

health interventions. An ecological perspective offers a way to simultaneously 

emphasize both individual and contextual systems and the interdependent relations 

between these two systems. Thus, it provides a variety of conceptual and 

methodological tools for organizing and evaluating health promotion intervention. 

According to the report on the Global Study on Children Deprived of their Liberty 

(UNICEF, 2019:4), children must be placed into care based on an individual needs 

assessment by competent professionals.  It has been concluded that it is in their best 

interest to have their needs met in a particular setting. Previously, judgements of a 

placement perceived to be in the child’s “best interest” have resulted in children being 

separated from their families without giving children and their families a voice in the 

process, or adequate support to prevent separation (Global study on Children Deprived 

of their Liberty, 2018:4).  

Children’s placement in the past has not always been based on their identified needs, 

but in some cases, it was part of the criminal response to young persons in the care of 

BYCC. The young person is an involuntary client in this setting. The justice system 

determines their fate by referring them to a detention facility to await trial, attend a 

diversion programme or serve a sentence.  In this instance, the Court has more power 

than the parents do, because the law recognizes that there are situations when, on 

behalf of the child, the state is justified in breaching family privacy and supervening 

parental autonomy (Goldstein et al., 1986:154).  On this occasion, the state (Justice 
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system) has taken over the parental role and has custody of the young people in conflict 

with the law. It is crucial to investigate the theory that seems to adequately explain the 

impact the environment plays on the growth and development of an individual youth with 

mental challenges, namely the Ecological System Theory (Bronfenbrenner, 2005:97; 

Santrock, 2011:27).   

The subsequent section aims to discuss the framework within the context of assisting 

the MDT in the CYCC to understand better the challenges faced by youth with mental 

illness. Bronfenbrenner’s (2005:97) ecological systems theory suggests that individuals 

are embedded in different levels of expanding environmental settings, and these are 

embedded in even larger settings. The young person within a CYCC finds himself in an 

environment that has been prescribed by law or enforced to him by the Child Justice 

System Court. Figure 2.10 highlights and summarises the Ecosystem approach.  
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(Source: Berk & Roberts, 2008:28) 

Figure 2.10 indicates the various ecosystem aspects that impact the growth and 

development of a child outside of detention. Okun and Kantrowitz (2008:14) state that in 

general, the ecological systems theory presents varying levels of environmental 

influences that impact and interact with an individual’s feelings, behaviour, and overall 

functioning.  The ecosystems approach emphasises the relationships, and the reciprocal 

and adaptive transactions, amongst organisms (i.e. individuals, couples, families, 

groups, organisations), and between these organisms and their bio-psycho-cultural-

FIGURE 2.10: THE ECOSYSTEM APPROACH TO CHILDHOOD GROWTH AND 

DEVELOPMENT 
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economic-political-physical environment (Weyers, 2011:20). Each of these factors is 

discussed in more detail in the sub-sections that follow.   

 Microsystem 

Erikson et al. (2018:7) state that Bronfenbrenner (2005:97) finalized the theory by 

developing his thinking about “proximal process”, now referred to as the “engine of 

development”. Earlier, proximal processes involved reciprocal interaction between the 

developing individual and other persons, objects and symbols in his/her immediate 

environment; these processes could include activities between parents and child, child 

and child, such as playing, reading and learning new skills (Bronfenbrenner, 2005:97). 

Proximal processes were viewed as the most powerful predictor of human development, 

and Bronfenbrenner (2005:97) wanted to show how individual characteristics, together 

with aspects of the environment, influence proximal processes (Rosa & Judge, 

2013:243-258). In specifying the nature, operation and developmental effects of 

proximal processes, Bronfenbrenner (2005:97) “re-conceptualized” the microsystem. 

According to him, proximal processes operate within microsystems and involve 

interaction with three features of the immediate environment: persons, objects and 

symbols. Persons were further referred to as “significant others” (see Chapter one: Sub-

section 1.4) – This depicts the interaction between the young person and the significant 

others, who are caregivers (MDT) that will be discussed in this section. 

Bronfenbrenner (2005:97) and his colleagues developed this hypothesis into a Process-

Person-Context-Time Model (PPCT), and the model was further developed to guide how 

bio-ecological research could best be conducted (Rosa & Judge, 2013:243-258). 

Considering Process-Person-Context would imply an assessment of regularly occurring 

activities and interactions with significant persons, objects and symbols in developing 

the individual’s life. Eriksson et al. (2018:7) state that accounting for persons would 

require analysing how individual characteristics influence proximal processes, such as 

assessing how age, gender, temperament, intelligence, etc. influence activities and 

interactions. The context is described as involving four interrelated systems: the 

microsystem (the immediate environment where proximal processes occur), the 

mesosystem (interrelations amongst several microsystems), the exosystem (having an 
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indirect influence on the person), and finally the macrosystem (within a shared belief 

system). 

From this perspective, the closest environment for the young person with mental health 

challenges awaiting trial within a CYCC structure is the microsystem. The microsystem 

is the first basic innermost structure, characterized by activities, roles and face-to-face 

interpersonal relations experienced by the developing person in the immediate setting 

in particular physical and material characteristics (Berns 2013:18; Jack 2012:130). The 

young person with mental health challenges finds himself/herself within this care system, 

away from his/her familiar family environment.  

In this regard, Bronfenbrenner (1989:227) comments as follows: Within this system are 

patterns of activities, rules and interpersonal relations experienced by the developing 

person in each face-to-face setting, within particular physical and material features and 

containing other persons with distinctive characteristics of temperament, personality, 

and systems of beliefs. Therefore, it is essential that the guidelines developed by the 

facility should take into consideration the person and environmental interactions within 

the microsystem.   

In order to provide the basis for an insightful study and facilitate the development of 

management and care guidelines for Youth with Mental Health Challenges within a 

CYCC, a conceptual and ecological framework is required. The framework must 

integrate the convergence of activities from a multi-disciplinary team, consisting of Social 

Workers, Occupational Therapists, Psychologists, Nurses, Educators, Instructors, Child 

and Youth Care Workers, and Auxiliary Social Workers operating within a CYCC, and 

the youth with mental health challenges. The intention of the MDT within this system of 

care is for the team members to complement the specific valuable discipline contribution 

of each profession, and to address the shared knowledge, skills, values and attitudes 

required when working in an interdisciplinary setting (National Practice Standards for the 

Mental Health workforce, 2013:7).   

The personnel within the CYCC microsystem of care consists of a multidisciplinary team 

(MDT) who through their interventions, will determine the care plan, including all the 

factors that influence total health care experiences. Apart from the multidisciplinary 
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team, the child in a secure-care facility has frequent, daily contact with peers, 

roommates, room elders, administrative staff, cleaners, cooks and other youth in the 

facility. These interactions and interconnections between the youth and other role-

players inevitably affect their development. As mentioned before there are 13 Bosasa 

Child and Youth Care Centres in 6 Provinces in South Africa, some of the Centres are 

in urban areas, while others are in rural and semi-rural areas. The MDT is dependent on 

the size of the facility; the size is determined by the Service Level Agreement between 

Bosasa, the Provincial Government and the Youth Development Centres.  

The young person with mental health challenges finds himself/herself within this care 

system, away from his/her familiar family environment. When considering that the youth 

with mental health challenges have to adjust to and understand all the staff with their 

issues, it is hard to imagine how they adapt to these changed circumstances and 

different personalities. Therefore, it is imperative that, when the staff is dealing with these 

young people, they should consider that the juveniles are affected by their attitudes and 

behaviours. 

 Mesosystem 

According to the ecosystem approach, children grow and develop within a larger social 

environment, the mesosystem. The second level of the bio-ecological system 

represents the connection between the various microsystems, such as that between the 

young person’s family and the CYCC (Spencer & Swanson, 2013:1552). Continuous 

interaction between these environments is of paramount importance in developing the 

young person’s care management plan.  

Berns (2013:20) explain that the mesosystem is formed when two or more 

microsystems, such as the family and school connect, interact, and ultimately influence 

the individual members' behaviour. In this system, there is a continuous interaction 

between the young persons’ family, the school, and the CYCC. The relationship between 

the parents and the social worker (a member of the MDT) is of paramount importance for 

the youngster’s well-being and the development of the young persons’ management care 

plan. This environment consists of the following subsystems: caregivers, biological 

parents, and peers.   
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Mental health services are chronically underfunded, both for outpatient care and 

institutional care that is still needed for suicidal individuals and people who may present 

a threat to others (Jansson et al., 2015:19). Hence, mental health staff are often not 

present, or only peripherally present, in many settings where people present with mental 

health problems. According to (Jansson et al., 2015:19), social workers provide more 

mental health services than members of any other mental health profession. In CYCC, 

the social worker provides services to all young people in the facility. There is no 

specialisation, compared to a mental health setting, where different professionals are 

trained mental health practitioners, for example psychiatric nurses, mental health social 

workers. When all staff are trained or have knowledge in managing mental health 

challenges in a family, the challenges presented by young people are identified at the 

onset of the behaviour and intervention will meet the challenging behaviour. The staff in 

a psychiatric setting are trained in Mental Health care Act whereas staff in CYCC secure 

centre are trained in the Child Justice Act.  

 Exosystem 

Researchers such as Kail and Cavanaugh (2007:13) refer to the social setting that a 

person may not experience first-hand, but that still influences development. Within this 

system, the community, the social worker, the clinic and the school must provide 

resources that will strengthen the functioning of the young persons’ family and the young 

person upon release from the CYCC. Failure to provide resources like support groups for 

the family may prevent them from knowing the helplines in their community and knowing 

who to contact during emergencies. A treatment programme offered in a mental health 

clinic for the young person could help their mental health condition and social functioning 

in the community. According to Jack (2012:130), these interacting factors could be the 

events or incidences that indirectly affect or influence the developing person's behaviour.   

 Macrosystem 

According to Bronfenbrenner (1989:227), the macrosystem may be considered the outer 

layer of the child’s environment. It is comprised of cultural values, customs and laws. 

This system's effect is binding and seems to influence the interactions of the other layers 

of the social-ecological model of human development. In this system, according to the 
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researcher, the standard operating procedures, policy guidelines, and protocols of the 

Mental Health Care Act are all relevant to ensure that citizens know what laws exist as 

they deal with societal challenges and the challenges presented by mental illness.   

 Chronosystem 

Bronfenbrenner (2005:97) brings in a fifth layer, the chronosystem. According to 

Sigelman and Rider (2009:23), the chronosystem is the historical context, the life 

experiences and events or changes that a person has been through, that influence their 

development and behaviour. Masinga (2016:86) agrees that children’s behaviours are 

influenced by significant events or historical changes they are exposed to in their daily 

lives. In the CYCC, arrest and detention alone can trigger stress that could affect a young 

person’s social functioning within the facility. 

The studies by Eriksson et al. (2018:14) show how the influence of different risk factors 

may vary for different groups and depends on the mental health outcomes in focus. One 

clear example is the study by Atzaba-Poria et al. (2004:707-718), which finds that 

interventions within the microsystem were needed to prevent aggressive behaviours 

among children, and interventions in the ecosystems (Peer and Parental relations) were 

needed to prevent anxious and depressive behaviours in children. The study by Behnke 

et al. (2011:1179-1197) further suggests that in interventions targeting adolescents, self-

esteem and depressive symptoms need to be tailored differently for boys and girls. 

Targeting the neighbourhood might have to be specially tailored to meet boys' needs, 

while targeting societal discrimination has to address girls' needs. Some of the CYCC’s 

facilities are for both boys and girls, whereas residents in most facilities are boys only. 

Romano, Babchishin, Marquis and Fréchette (2015:418-437) suggest that some forms 

of child maltreatment – specifically neglect, early and multiple – might be especially 

important to detect and intervene against in order to promote later academic 

achievement and mental health. According to Eriksson et al. (2018:14), these 

recommendations can be used for a training intervention for specific target groups and 

outcomes. Studies using Bronfenbrenner’s (2005:97) ecological system and considering 

interactions between and within these systems can provide recommendations that are 

most useful for guiding public mental health policy and practice. As well as mental health 
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promotion and interventions, the use of the theory offers a way to simultaneously focus 

on interpersonal and environmental factors and the dynamic interplay between these 

factors in determining mental health. Also, using concepts of Bronfenbrenner’s (2005:97) 

theory in this way helps to keep practitioners mindful that mental health is shaped not 

only by individual factors but to a great extent by the social, economic and physical 

environments in which people live throughout their lives (Eriksson et al. 2018:16). 

Furthermore, children in care experience a combination of environmental, social, 

biological and psychological risk factors, both before and during their stay in care, that 

makes them particularly vulnerable to psychological disturbances. Given the high 

prevalence of emotional, behavioural and developmental disorders amongst children in 

care, it is to be expected that these children will show a disproportionately high utilisation 

of mental health services (Paediatric, 2011:1259). 

  

2.7 CHAPTER SUMMARY 

We have our history, which is our past, but our history is also the starting point of our 

challenges. All legislation during South Africa’s political transformation made significant 

changes in the detention and management of youth in conflict with the law, developing 

legislative frameworks and policy guidelines which led to the challenges becoming 

fewer. As presented by the Centre for Child Law (2017:1) illustrated in Table 2.1, the 

challenges presented by youth with mental health disorders, however, are still great. 

This chapter has presented a literature review on the factors that determine mental 

health issues amongst youth. 

Young people who have mental illness and in conflict with the law are detained in a 

CYCC, where the staff, mainly the MDT, are the people working with the general 

population of young people in conflict with the law. Their training focuses on the 

development of young people by concentrating on their strengths in order to achieve 

measurable positive results. Boesky (2011:7-8) confirms that their training does not 

include taking care of young people who are mentally ill. Therefore, the MDT are not well 

equipped to handle serious situations involving youth with mental health challenges. 

Furthermore, the legislative frameworks and policy guidelines do not highlight what 
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should be done within the facility when mental ill youths enter the system of care in the 

Criminal Justice System. In contrast, in a typical psychiatric setting, there are visible 

standard operating procedures. 

The system fails to recognize that some juveniles need treatment rather than 

incarceration or detention in a Child and Youth Care Centre (Boesky, 2011:3). Thus, the 

researcher has embarked on this study to develop guidelines for the management and 

care for juveniles who are in conflict with the law and present with mental health 

challenges. The guidelines will assist the multi-disciplinary team in responding 

appropriately when intervening in these young people's life-space. Adequate resources 

need to be provided for their care and management, should they be referred to a secure 

environment, as it is envisaged with this study.   

Furthermore, the MDT members play a key role in referring youth to medical and mental 

health professionals for evaluation. Without proper training in identifying youth with 

mental health disorders, staff’s ability to appropriately refer youth for proper assessment 

is severely compromised. These gaps in the system are not assisting in managing youth 

with mental health challenges in conflict with the law. The problem persists and is getting 

worse.   

Despite the nature of the relationship between mental health problems and difficult 

circumstances, general intervention strategies can be used as a guideline to address 

youths' needs. This study aims to develop behaviour management and care guidelines 

to help the MDT manage young people with mental health challenges at CYCC (Policy 

Guidelines Child and Adolescent Mental Health, 2002:4). Hence, MDTs need to 

understand the requirements for optimal development, the interrelationship between 

childhood and adolescence, critical periods of opportunity and risk, socio-cultural factors, 

vulnerabilities and gender considerations relating to mental health. 

It is envisaged that the development of management and care guidelines will assist the 

MDT in understanding many of the youngsters in their care. According to Hoge et al. 

(2008:233), the staff should understand the connections among presenting problems 

and what may be anticipated from these youths.  In addition, the needed practical 

guidance should be presented on how to approach these problems and suggestions for 
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the use of cognitive behavioural interventions should be offered in the hope that these 

youths will not be a lost generation of missed opportunities.  

With proper management and care guidelines, youth justice professionals will better 

understand the thinking and behaviour of youth with mental health challenges; this 

enables them to develop and implement more strategic supervision and management 

plans. How the research will be conducted and the planned application of the research 

methodology will be outlined in the next chapter. 
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3 CHAPTER 3: DESCRIPTION AND APPLICATION OF THE 

METHODOLOGY USED IN THIS STUDY 

3.1 INTRODUCTION 

In Chapter one, an orientation of the research was provided. The study focuses on the 

needs of young people afflicted by mental illness and in conflict with the law. These 

affected youth are placed in a secure care environment within a Child and Youth Care 

Centre, in terms of the Child Justice Act (2008).  

The problem statement referred to in chapter one (section 1.2) encompasses the aim of 

the study, which is to develop management and care guidelines for youth with mental 

health challenges, at a CYCC, for the Multi-Disciplinary Team. Furthermore, in chapter 

one (section 1.6), an overview has been given on the research methodology that formed 

the foundation for this study's structure and execution. As the researcher makes 

reference to the above section, some discussion may seem to be characterized by 

repetition, as the subject of research methodology is reintroduced. Strauss and Corbin 

(1998:136) suggest that a description of the processes followed in the particular research 

methodology should be documented in detail to substantiate the conclusions and 

insights that evolved from the study. Robinson (2014:31) concurs and state that the 

researcher should continuously monitor and be responsive to the practical realities of 

the research project, as collecting in-depth data could lead to challenges that could not 

be predicted at the onset of the project. This notion places a responsibility on the 

researcher to provide a detailed and comprehensive description of the research 

methodology utilised to enable a dependability audit to be conducted in the future, should 

the need arise. 

In this chapter, the research study is guided by a theoretical framework; as mentioned 

by Weber (2011:2), theories introduce concepts that represent phenomena useful in 

explaining what was observed. According to Althaus et al. (2013:82), the researchers 

can find themselves in a situation where one theory is insufficient to describe or explain 

the topic under investigation. The authors suggest that it is necessary to link two or more 

theories to ensure a fuller understanding of the topic under study.  
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The same applies to this study, the theoretical framework with regards to youth with 

mental health challenges within Child the Justice system should link the theory to 

legislative and policy frameworks. Firstly, with the ecological system, Evangelista and 

McLellan (2004:159), concurs with Althaus et al. (2013:82) and asserts that the 

framework of mental health is ecological and contextual, that is based on the premise 

that mental illness in a child depends on the coalescence of many different factors that 

operate on various levels, molecular to societal, and state that the child has evocative, 

transitional relationships with other contextual factors, and aspects of the environment. 

The coalescence of different contextual factors in this study, depicts a child with mental 

health challenges,within a microsystem, it is the closest environment for the young 

person resembling that of his\her family system. As mentioned in chapter 2, Ambrosino 

et al. (2012:47) concur with the above authors and state that the ecological system 

theory allows for identifying all the diverse, complex factors associated with a social 

welfare problem, understanding how all these factors interact to contribute to the 

situation. As noted by Underwood and Washington (2016:3), in this instance, the 

stressors linked to detention can impact a youth whose mental health is already 

compromised.  

The developmental approach is an approach that relies on an individual’s strengths 

asset, based on non-discriminatory approaches, to enhance a person’s social 

functioning, prevent social problems, and develop human potential (Weyers 2011:15). 

Poulin (2005:30) states that although trauma, abuse, illness and struggle may be 

harmful, they may also be sources of opportunity for social workers to partner with 

service users to bring about change by relying on individual strengths. When the MDT 

are given the necessary resources to manage young people with mental health 

challenges, change is possible, as proper management and care will provide 

opportunities for growth (Poulin, 2005:30). However, the opportunities for growth are 

hindered when the MDT has inadequate resources. As Boesky (2011:1) highlights, the 

problem of juvenile offenders with mental disorders, by asking, who are they, and what 

do we do with them? A caregiver in one of the detention facilities shared the sentiments; 
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the caregiver posed similar questions: “when did this detention facility become a mental 

health hospital? And why didn’t anyone tell me?’ 

The above depicts the secure care environment where caregivers must respond to 

mentally challenged juveniles' needs without adequate resources. The Centre for Child 

Law (2017:1) alluded to the fact that South Africa has developed a wide range of policies 

and strategies supporting the rights of children with disabilities (that includes youth with 

mental health challenges within the Child Justice system). However, the policies are 

poorly implemented, and cited reasons for this challenge include that the policies lack 

adequate legal standing or are not adequately drafted as measured against the 

international, regional and constitutional responsibilities the government has to children 

with disabilities. As a result, it is difficult to use the current legal frameworks to hold the 

government accountable. 

Chapter one (see Sub-section 1.7) indicates that the current study is based on the model 

of intervention research and the phases and selected activities of intervention design 

and development (IDD) according to Wight et al. (2015:520). As mentioned before, the 

aim of intervention research is to create the means to improve the health and well-being 

of community life. There are critical operations in each phase of the intervention research 

process, and each phase has unique and distinctive activities that need to be carried out 

to complete the work of that phase (Fraser & Galinsky, 2010:463).  

Although there are six phases, namely: problem analysis and project planning; 

information gathering and synthesis; design; early development and pilot testing; 

evaluation and advanced development; and dissemination, the researcher focusses on 

the implementation of phase 1 to 4 of the intervention research method as these were 

the phases included in the current study. 

Fraser et al. (2009:4) state that when a researcher is engaged in intervention research, 

they have to be an expert in the problem area, must have a solid understanding of the 

real world of practice. In this context, the real world refers to the conditions that affect 

the provision of a service in various settings (e.g. health centres, schools, hospitals, 

agencies and organisations and communities). In this study, the setting is the secure 

care environment in CYCC. 
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According to Fraser and Galinsky (2010:459-460), Intervention can be viewed through 

three lenses, namely: 

 As intentional change strategies,  

 As a risk process,  

 As stratergies aimed at providing protection and strengths 

As purposeful actions, interventions may operate at the individual, family, organizational 

(e.g. schools), neighbourhood, regional, national, or other level and may consist of a 

single action or a cluster of actions (Fraser & Galinsky, 2010:459). In the current 

research study, the proposed intervention is a purposeful action operating at the 

individual, family, and organisational level. For example, the young person is a member 

of a family and is currently a resident at CYCC, which is an organization. Change that 

takes place at an individual level in the CYCC will have an effect at the family level, and 

these changes that bring about a range of interventions are described in the following 

section.  

 Interventions are designed to interrupt risk processes  

Interventions may prevent the development of social or health problems by sustaining 

normative functioning in the face of adversity, the MDT must normalize the situation 

when faced with young people in conflict with the law and afflicted by mental illness, in 

a secure care environment.  In the prevention field, interventions are designed to 

interrupt risk processes that may lead to social and health problems (Fraser & Galinsky, 

2010:460). In this study, the envisaged intervention is to prevent the juvenile who is 

accused of committing a crime from going deeper into the system and bring to the fore 

the young person’s mental health challenges, rather than focusing on the crime itself. 

Interventions that are designed to interrupt risk processes may result in the early release 

of the young person to a less restrictive but most empowering environment. 
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 Interventions provide protection and strength 

An intervention is a purposive action intended to alter behaviour, reduce risk, or improve 

outcomes (Centers for Disease Control and Prevention 2011:11). According to Fraser et 

al. (2009:9), an intervention may reduce risk by directly lowering vulnerability. In this 

case, removing the affected young person to the care of his family, a familiar 

environment, rather than continuing to detain him in the secure care environment where 

he is always vulnerable. 

Enhancing protection is a basis for the strengths-orientation approach in social work 

(Visal, 2018:51), a process of reducing risk exposure while working to strengthen protective 

factors. It is envisaged that management and care guidelines, once designed, would 

provide the necessary intervention that would minimize the risk factors and strengthen 

protective factors that aim to improve the social functioning of the affected young person. 

This study's primary research question seeks to ascertain what management and care 

guidelines exist to enable staff to care for the needs of youth with mental health 

challenges in the CYCC. This chapter outlines the methodology and the rationale, aim 

and objectives of the study. The researcher highlighted and gave details of the various 

steps, principles, and techniques adopted in this research process which required the 

researcher to know the underlying principles governing each of the tools selected.  

 

3.2 RESEARCH METHODOLOGY 

 Social research characteristics 

Leedy and Ormrod (2005:1) have identified social research characteristics presented in 

the table above and discussed below. Social research can be summarised as follows: 
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FIGURE 3.1: SOCIAL RESEARCH CHARACTERISTICS 

 

 

 

 

(Source: Leedy & Ormrod, 2005:1) 

 Social research is focused on a specific demarcated social research 

problem area 

Rubin and Babbie (2010:130) refer to “unit of analysis” as the demarcated problem area 

on which the study unit focus. It provides a clear description of what the researchers 

want to investigate. The researcher aimed to investigate and develop management and 

care guidelines for the MDT who manage youth in conflict with the law detained in a 

Child and Youth Care centre. The motivation for this study, the research problems, the 

population, and the criteria for inclusion through the purposive sampling technique 

described in Chapter one (see Sub-section 1.7.1.1) provide a demarcated problem area 

and a clear focus for this research study. 

Neuman (2012:12) states that applied social research “addresses a specific concern or 

offers solutions to a practical problem that an employer, club, agency, social movement 

or organisation identified”. A research problem formulation provides the point of 

Social research is focused on a specific demarcated 
probelm area

The research problem leads to a research question

The research problem and question leads to  a clear 
research goal 

The social research endavour must be based on a 
specific plan

The research undertaking includes the collection and 
interpretation of data

Throughout the research process the researcher follows 

specific steps 
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departure or kick-start for a proposed study to be undertaken (De Vos et al., 2011:108). 

The lack of management and care guidelines make interventions by the MDT difficult as 

juveniles with mental health challenges need special care and protection from 

themselves and from other young people who are deemed to be normal. The court does 

the placement of juveniles through a court order in terms of Section 75 of the Child 

Justice Act, 78 of 2008. Therefore, a need for developing management and care 

guidelines was identified as the problem area for this study. 

 The social research problem leads to a research question  

In a research study, a research problem must lead to a research question/ hypothesis. 

It encompasses the occurrences and trends observed in practice, a preliminary literature 

review undertaken by the researcher, and a background rationale (Mouton, 2001:48-53; 

Rubin & Babbie, 2005:109). 

To understand the purpose, intention and goal of the study, the researcher must 

establish a clear research problem, develop research questions, and describe their 

participants. The researcher must also be aware of the different types of understanding 

that might evolve throughout the research study (Mouton, 2009:101). Hence, the 

researcher developed management and care guidelines for youth with mental health 

challenges, to help the MDT improve their services to the affected young people. 

The researcher, motivated by the need to develop management and care guidelines for 

youth with mental health challenges in a CYCC, decided on the appropriate research 

questions to address the study. (Daymon and Holloway, 2011:24-25). As indicated in 

chapter one (sub-section 1.5.1) of this study, the primary research question sought to 

ascertain what management and care guidelines exist, to enable staff to effectively care 

for the needs of youth with mental health challenges in the CYCC. To understand the 

purpose, intention and goal of the study, the researcher  established a clear research 

problem, develop research questions, and described the participants. The researcher 

was aware of the different types of understanding that might evolve throughout the 

research study (Mouton, 2009:101).  
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The researcher also made use of available literature that had documented the 

experiences of staff working in a detention centre for youth who are in conflict with the 

law. The youth were sent to a facility without psychiatric resources, and the MDT used 

to verify these needs of the youth as they described their experiences. The researcher 

envisaged that the information gathered were to enable her to develop management and 

care guidelines to assist the MDT in providing services to juveniles presenting with 

mental health challenges. The study's research questions, goals and objectives were 

formulated as entailed in Chapter one (see Sub-section 1.5). 

According to Bak (2004:10), ‘an assumption” is the basic idea that what we believe is 

true. The assumptions that inform a research study assist the researcher in determining 

a focus for the study; on the other hand, critical assumptions stem from critical thinking. 

According to Sheafor and Horejsi (2006:127), this involves “consciously thinking about 

how we do our thinking”. The researcher based assumptions on critical thinking that 

provides a rationale for choosing the theoretical and conceptual frameworks on which 

the study is based. Assumptions influence research in that they provide a foundation for 

the choice of research question or hypothesis, research goals, and the research 

methodology to be employed.  

A paradigm stems from critical thinking and is a way of looking at the world and shapes 

the research approach (Creswell 2014:6; Babbie, 2008:35). A paradigm evolves from 

critical thinking that relies on a system of ideas based on assumptions, serving as a 

pattern or model. This forms the basis of a methodology or theory that a researcher can 

draw insights from (Fossey, Hansey, McDermott & Davidson 2002:78).  

This world view is influenced by the researcher’s beliefs and feelings about the world; 

these, in turn, influence how the world ought to be understood (Denzin & Lincoln, 

2013:26). Thus, a paradigm speaks to a set of cultural beliefs, values, and assumptions 

regarding the phenomenon. Neuman (2006:81) asserts that the researcher’s beliefs 

influence the kinds of research techniques that are used to obtain answers to the 

research question, thereby following the pragmatic research paradigm (Masinga, 

2016:17).  
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Hence, pragmatism was a practical approach to a problem such as young people in 

conflict with the law afflicted by mental health illness in a secure care environment. It 

guided the researcher to ask relevant questions (Cameron & Maginn, 2009:101) in an 

attempt to resolve the problem by providing management and care guidelines for the 

young people who present with mental health challenges and to reach evidence-based 

research outcomes (Greene & Hall, 2010:131). Ivankova (2015:53) states that 

pragmatism views knowledge as both a function and an outcome of transactions 

between an individual and their environment and emphasises the commitment to values 

such as democracy, freedom, equality and progress.  

According to Masinga (2016:17), pragmatism is thus the most useful and appropriate 

philosophy because behaviour is an outcome of persona and environment interaction. 

The pragmatic paradigm supports integrating the perspectives of the MDT and Peer 

Counsellors in the environment that seems to be unsuitable for young people who have 

mental health problems. There are three dimensions on which a paradigm of research 

could be based.  

 Ontological Assumptions 

D’Çruz and Jones (2004:49-50) state that ontological assumptions are based on the 

researcher’s idea or belief (that is without any proof) about the nature and characteristics 

of the reality of a field of study. “Ontology” refers to knowledge obtained through practice; 

whereas, “epistemology” refers to the theoretical and empirical justification for the 

ontological assumptions (Cherry 2005:5; D’Çruz & Jones 2004:49-50). Ontological 

assumption refers to the researcher’s own understanding, whereas assumptions that are 

based on empirical findings (i.e. what which is ‘known’), and thereby epistemological 

assumptions) 

This study's ontological assumption stemmed from the researcher’s observation of 

young people who have a mental illness, being arrested for committing crimes and sent 

for detention in a CYCC. Being a social worker who has experience dealing with 

juveniles who present with mental health challenges, the researcher believes that such 

young people should be detained in a psychiatric hospital as the secure care centres 

have not been designed with the mentally ill in mind. Other staff members also shared 
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this opinion at the care centres; they felt challenged when it came to intervening in 

mentally ill juveniles' life space. 

 Epistemological assumptions 

According to Bak (2004:10) and Babbie and Mouton (2007:4), epistemological 

assumptions are focused on how we can know or explain something based on the format 

and structure of our knowledge. Therefore, the researcher’s ontological assumptions are 

verified by the epistemological assumption, that is based on mental health disorders that 

can render a person disabled, unable to function in a normal environment due to the 

nature of mental illness. Some of the young people improve their condition when 

medication is prescribed  

Brewer (2000:192) and Bowling (2002:139) add that theoretical explanations from the 

underlying foundation of epistemological assumptions provide a researcher with an 

understanding of the various concepts related to the research problem by means of 

summaries or empirical findings. Furthermore, according to Neuman (2003:49), theories 

explain phenomena in a causal, a structural or an interpretive manner. When explaining 

a phenomenon in a causal manner, one tries to illustrate that the cause leads to the 

effect and that all other influences on the relationship between the cause and effect 

should be considered. Further, structural explanations illustrate or explain how the 

interrelated phenomena constitute a whole. It is a holistic explanation and makes use of 

reduction to reduce all data to a basic explanation.  

Interpretive explanations refer to the meaning attributed to a specific context in order 

to develop an understanding. This entails the description and exploration of perspectives 

stemming from the group and insiders within the context of interest. Hence, the 

ontological and epistemological assumptions concerning this study can be viewed as 

interpretive explanations. They are founded on the meaning attributed to mental health 

challenges and how the other people, such as the MDT and Peer Counsellors, interpret 

how they are affected by it. The researcher in this study used the MDTas participants in 

the focus groups in each CYCC, as well as having focus groups with peer counsellors 

in each secure care facility (in section 3.2.3 page 174). 
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 Methodology 

Babbie and Mouton (2007:4) assert that methodology refers to the rules and procedures 

of research work and focuses on how we gain knowledge about the world. The 

researcher drew on the ontological and epistemological assumptions, and utilised 

specific research methodologies to scientifically justify the findings of this study. The 

methodology included: a qualitative research approach; four phases and steps of the 

IDD-Model as a research design, including an explorative, descriptive and contextual 

strategy of inquiry; and focus group interviewing as a data collection method that 

involved conducting focus group interviews with the MDT in each facility, as well as 

conducting focus groups with Peer Counsellors in each facility. Tesch’s steps (Creswell 

2009:186) for analyzing qualitative data and Guba’s model (Krefting 1991:214-222) were 

used for data verification. In Chapter one (see Sub-section 1.6), the researcher provided 

an overview of the research methodology that was used, and the researcher will 

described how it was successfully carried out later in this chapter. 

 The research problem and question lead to a clear research goal 

A research problem and research question should be able to lead to a clearly defined 

purpose of research study, that would describe what the researcher inteds to 

accomplish. To present the  focus of the study and also be able to provide a description 

of the participants in the study. It should be clear about the type of understanding to be 

sought through the particular research study ( Maree & Van der Westhuizen, 2007:65) 

The researcher’s aim was to develop management and care guidelines for the youth 

with mental health challenges in a CYCC, as well as to understand the perceptions and 

experiences of the MDT and peer counsellors as they intervene in the life space of the 

affected young person. 

Although exsiting literature was sought, on several international publications, the youth 

presenting with mental health challenges in South Africa, in the child justice system is 
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still a new phenomenon, hence the use of older references. The existing literature 

assisted the researcher to develop the envisaged management and care guidelines for 

young people in a CYCC presenting with mental health challenges.  

 The social research endeavour must be based on a specific plan. 

A researcher needs to have a research plan that refers to a research design that is based 

on the specific research problem, question and/or goal of the research study (Mouton, 

2001:55). A research design evolves from underlying philosophical assumptions to 

select participants from which data gathering techniques can be derived.  

In Chapter one (see Sub-section 1.7) the researcher made use of the intervention 

research design and in particular, the Intervention Design and Development (IDD) model 

proposed by Rothman and Thomas (1994:2). The steps in phases 1, 2, 3 until phase 4 

of the IDD-model was the basis from which the researcher undertook this study (see 

Chapter 1, section 1.7.1.4). This chapter discusses how the different phases and steps, 

illustrated in Figure 1.6, were applied in this research.  

 The research undertaking includes the collection and interpretation of data.  

The data collection methods and data analysis were discussed in Chapter one (see Sub-

section 1.7.1.3) and were discussed further in this chapter. Data collection can be a 

difficult process, as stated by Grinnell and Unrau (2005:347). Researchers need to 

consider the size and scope of the study, data resources, available time and be aware 

of previous research conducted in the specific field of interest.  

Success and failure of a research study can often be attributed to a researcher’s ability 

to generate theoretical arguments based on the collected data. Alston & Bowles 

(2003:68) notes further that a research study's success or failure is determined by the 

researcher’s ability to actively “generate understandable theoretical arguments” based 

on data collected. Data verification is important in a study and is linked to the 

trustworthiness of study as it reflects the viewpoints of the research participants (Lietz & 

Zayas, 2010:191). Throughout the research, the researcher followed specific steps, 

which are outlined in the sections that follow. 
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 Throughout the research process, the researcher follows specific steps 

There are certain steps of a research process that can be followed as indicated by Leedy 

and Ormrod (2005:1): 

 Defining the problem that needs to be investigated (based on a literature review 

and /or occurrences and trends in practice);   

 identifying a research question/hypothesis;  

 choosing a research approach and a design that is inherent to this approach;  

 producing a sample,  

 obtaining the information through a process of data collection;  

 analysing and interpreting the data and  

 communicating results. 

In Chapter one (See section 1.6.1), the characteristics of social research by Leedy and 

Ormrod (2010:66) were indicated in an introductory manner. In the remaining part of this 

chapter, the research methodology employed in this study was introduced to describe 

“how” it was applied. 

Chapter one (Sub-section 1.2) described the steps taken to identify, demarcate, and 

define the research problem that had to be investigated. This method is in agreement 

with the viewpoints of Leedy and Ormrod (2005:1-11). After the researcher formulated 

the research question, the goal and objectives were developed to support the process 

of answering the research questions (see Chapter one, Sub-sections 1.5.1 and 1.5.2).  

After this, the research methodology was chosen. Chapter 1 briefly addressed the 

research problem, research question, goal and objectives. The motivation was 

extensively discussed; therefore, it will not be elaborated further. The next part focuses 

on how the research plan was incorporated and applied; as well as indicate where the 

researcher did not follow a specific plan and explain and motivate their reasons. 
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3.3 RESEARCH APPROACH 

Since the researcher intended to investigate management and care guidelines for young 

people with mental health challenges awaiting trial at Child and Youth Development 

Centres, the researcher decided on a qualitative research approach. This approach is 

suggested by Guest et al. (2013:225-27), where the objectives of a study are to explore 

and describe human behaviour relying on the perceptions, opinions and knowledge of 

participants. In this context, it was used to answer questions about a complex 

phenomenon, namely caring for youth with mental health challenges (De Vos, Strydom, 

Fouché & Delport 2011:64). Grové, Burns and Gray (2013:705) explained the qualitative 

research approach as a subjective approach used to describe life experiences 

systematically and interactively and give them meaning. As a method of choice, this 

approach is perfectly suited for exploring and describing the topic. According to Marshall 

and Rossman (2016:3), the qualitative researcher displays, in general, the skills to: 

 View the phenomena being studied holistically; 

 reflect on an ongoing basis, on ‘the self of the researcher’ in the inquiry; 

 being sensitive about their own biography and how this would influence the project 

and 

 use complex reasoning.  

The qualitative approach typically attempts to combine many perspectives, provide 

general procedures, and use examples liberally to illustrate variations in strategies 

(Marshall & Rossman, 2016:3). Qualitative approach means the researcher relies on text 

data instead of numerical data and analysing it to understand the meaning of human 

action. The researcher asked an open question about phenomena in context rather than 

testing predetermined hypotheses (Lietz & Zayas, 2010:189; Myers, 2013:254).  

In Chapter One, several scholars' work (Abdulai & Owusu-Ansah 2014:11; Oun & Bach 

2014:254; Schurink, Fouché & De Vos 2011:397) was utilized to present the most 

important characteristics of qualitative research (see Chapter One: Sub-section 1.6.2). In 
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the following description, the researcher explained how each characteristic was 

implemented and recorded intentionally in this particular study. 

 Research takes place in the natural setting 

Qualitative research is conducted in a natural setting. Corbin and Strauss (2008:12) 

and Creswell (2009:176) believe that qualitative researchers do not like to distance 

themselves from their participants; they seek to connect with them. Therefore, there will 

be a tendency for the researchers to go to collect data in the field where the participants 

are, or even at the site where the phenomenon exists. Creswell describes this ‘up close’ 

and personal engagement when collecting data by talking directly to people in their own 

setting, as a ‘major characteristic’ of qualitative research.  

The researcher adhered to the plans as mapped out in Chapter 1, and in this research 

study, the research took place at CYCC’s in the six provinces, for example: 

 Eastern Cape, Burgersdorp,  

 Limpopo, Polokwane and Mavambe (Malamulele), 

 Gauteng Mogale Youth Centre Krugersdorp,  

 Northwest (Motlosana and Rustenburg), 

 Western Cape (Horizon Cape Town & Clanwilliam) and 

 Northern Cape (De Aar and Namaqua).  

The researcher conducted the interviews at the sites where the participants were 

located. 

 Qualitative researchers are seen as primary instruments for data collection 

and analysis 

Qualitative researchers are seen as primary instruments for data collection and 

analysis. According to Myers (2013:7), the researcher is the facilitator through which the 

research process is implemented; and forms an “inseparable part” of the research 

process (Whitley, 2002:34). Thus, the researcher is responsible for making the major 
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decisions that guide the process; although the experience of conducting the research 

may influence the direction of the process (Rossman & Rallis, 2012:5). Hence, the 

researcher, as the key instrument in the process of data collection in qualitative research 

dealt with all the focus group interviews, with the assistance of a research assistant, for 

the MDT, and the Peer Counsellors. The researcher played the role of the key person 

and can be viewed as the “tool” and be an inseparable “part” of the research process 

(Mikėnė et al., 2013:50; Whitley, 2002:34). This means that the researcher’s experience 

is just as valuable as those of the participants.  

 In qualitative research, the researcher focuses on learning the meaning that 

participants hold about the problem or issue 

Qualitative research develops a complex and holistic picture. Creswell (2009:179) 

says that the objective of the qualitative researcher is to paint a holistic picture of the 

phenomenon being investigated. According to the author, this is achieved by adopting a 

wide-lens perspective during the investigative process, looking at and reporting on many 

different perspectives and identifying various factors involved in a situation, to describe 

the greater picture that emerges from the data.  

The researcher was guided by what was observed during the interaction with the 

participants. One of the observations made was that the participants do not have the 

resources to manage people who suffer from mental illnesses. The researcher’s 

interpretation of the information was influenced by the background of MDTs and Peer 

Counsellors. In other words, the current research was guided by what was observed, 

heard and understood from the participant’s point of view. The researcher’s 

interpretation of the facts was influenced by their background, history, context and prior 

understanding of mental health issues.  

Hennik et al. (2011:18) state that when working from an emic perspective, the qualitative 

researcher is interested in obtaining information about the insiders’ view. Central to this 

are the meanings that the insider attaches to reality from their internal world based on 

certain facts, events or experiences. Therefore, the focus of the research remains on the 

participants' interpretation of a problem, not the researcher (Creswell 2009:175). Yin 

(2010:93) points out that qualitative research is concerned with the meaning of events 
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being studied and not just the occurrence.  

Denzin and Lincoln (2013:89) concur with the above authors, and state that qualitative 

inquiry seeks to discover and to describe in narrative reporting what particular people do 

in their everyday lives, and what their actions mean to them. In this study, the researcher 

was interested in finding out how the MDT coped without the guidelines in their work 

with youth with mental health challenges at a CYCC. Regarding the peer councillors, as 

they shared space within the facility with affected individuals, it was essential to ascertain 

how these young people coped, and how they defined their situation. Focus groups were 

the method of data collection employed because qualitative approaches to data collection 

usually incorporate capturing participants' views, opinions, and experiences from a one-

to-one or group perspective (Babbie & Mouton, 2015:279). 

During and after the focus group discussions, the researcher provided a means for 

constant clarification, as participants were encouraged to ask questions when they felt 

things were unclear. This also enabled the researcher to clarify any misunderstandings 

while remaining within the boundaries of the research question. The supervisor's 

guidance ensured the researcher remained within the study boundaries through 

feedback from the script verbally. The language used during the discussion was 

predominantly English; however, participants were asked to use the language they were 

most comfortable with, and the Peer Counsellors assisted them in this regard. The 

researcher speaks all of the official languages in South Africa and understanding each 

other during discussions did not present a challenge. 

 Qualitative research makes use of inductive data analysis 

Qualitative research can be either inductive or deductive. Babbie (2010:22) states that 

an inductive approach is one in which the researcher begins with observations about the 

world that are detailed and particular, and then moves on to more generalised and 

abstract ideas. In other words, it is moving from a set of specific observations to the 

discovery of a pattern which is representative of a relationship, amongst all the given 

events. With the inductive approach, the data tends to lead to the surfacing of concepts; 

however, researchers who are more inclined to use the deductive approach allow the 

concepts to guide the data collection and give direction (Yin, 2010:92).  
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Furthermore, qualitative research makes use of inductive data analysis. It moves from 

the particular to the general. In qualitative research, researchers build patterns, 

categories, and themes from the bottom up by organising data into increasingly 

abstract units of information (Bezuidenhout, 2015:49). Hence, this study followed an 

inductive approach. In this research study, the approach was inductive, the behaviour 

that appeared to be challenging to the caregivers, presented by young people afflicted by 

mental illness in the CYCC. The MDT and peer counsellors who participated in this study 

(focus group) were presenting their observations, experiences and challenges, presented 

by the affected individuals, to be able to come to general theoretical explanations. 

 Qualitative research/data is descriptive 

The goal of descriptive research is to describe a phenomenon and its characteristics. It 

is interested in how or why something has happened (Nassaji, 2015:129). Creswell 

(2013:70) suggest that one collects narratives from participants as a way in which to gain 

in-depth, rich data. Rich data can be used to provide detailed descriptions of the 

experiences of the participants. The qualitative descriptive approach results in a summary 

of everyday stories, thus facilitating the understanding of a specific phenomenon (Colorafi 

& Evans, 2016:1). In this research study, the researcher was interested in discovering 

the new meaning and understanding through words. The study focused on the process, 

and the researcher was concerned primarily with the process and accommodated 

different experiences and points of view of the participants. 

 Qualitative researchers undertake interpretive inquiry 

Furthermore, qualitative researchers undertake a n  interpretive inquiry. Qualitative 

research means a multimethod in focusing on interpretive, naturalistic approach (Denzin 

& Lincoln, 1994:2). The researcher was guided by what was observed, heard, and 

understood from the participants’ perspective. The researcher’s interpretation of the 

facts was influenced by their background, history, context, and prior understandings.  

 Qualitative research involves verification 

Qualitative research is often criticised for being biased; therefore, it was important to 

verify the qualitative data collected (Denzin & Lincoln, 2003:12). The researcher verified 
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the needs of young people with mental health challenges, as well as management and 

care programmes by the MDT, by studying relevant literature. The researcher also 

focused on literature regarding the juvenile’s justice system and its shortcomings in 

managing young people with mental health challenges who are in conflict with the law. 

 Qualitative research involves evaluation 

According to Denzin and Lincoln (2003:35), they describe evaluation research as a 

reflective multi-voiced text that is grounded. For the researcher to explore and describe 

the specific needs of young people with mental health challenges, the MDT and Peer 

Counsellors were chosen as samples for the study. The MDT and the panel of experts 

were involved in the evaluation of the findings. 

In addition to characteristics described in detail previously, Ritchie and Lewis (2003:32-

33) describe the qualitative research approach as ‘being appropriate’ when the 

phenomenon being investigated portrays specific features. The following points outline 

the appropriateness of these features, which were outlined in chapter 1(sub-section 

1.6.1) and applied in this chapter: 

 The phenomenon is ill-defined or not well understood. Mental health is a condition 

that is ill-defined in the CYCCs as some residents are mentally ill juveniles 

who are awaiting trial or charged with criminal offences. At the same 

time, the caregivers do not understand the behaviour presented by 

these mentally ill youths, nor know how to manage them, as discussed 

during focus group interviews. 

 The phenomenon being studied is deeply rooted. Questions that could bring 

about conflict within the participants regarding the subject under discussion were 

sensitively dealt with as they were interfering with the participants' own belief 

systems and values. 

 The phenomenon is of a complex nature. Mental illness is a complex 

phenomenon, espec ia l l y  when the young person who is mentally ill is alleged 

to have committed a crime, his mental state and judgement is already compromised.  

From observation at the CYCC, some young people have committed crimes which 
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they do not understand, nor understand their changed circumstances from being 

at the court and transported to a secure care centre for detention. 

 The phenomenon is sourced from local “experts”. As mentioned before, for the 

purpose of this study, the “experts” referred to are the caregivers employed by 

Youth Development Centres who make up the multi-disciplinary team (MDT). 

Their knowledge provided the needed answers to the issues on the 

management and care of these young people. The MDT also interacted with other 

experts from the communities such as clinics, hospitals and schools. The MDT’s 

views were explored as part of the process of developing management and care 

guidelines for the affected target group. 

 The phenomenon is delicate or intangible and of a sensitive nature.  Some 

members of the caregiver group could themselves be parents to children who 

have a  mental illness or may have some affected family members. Their being 

in the focus group could evoke feelings that might interfere with the focus group 

process. Understanding from the researcher was required to know that certain 

subjects were not easy to deal with. Participants were constantly reminded of their 

rights to participate or terminate their participation. Owing to the potential of 

qualitative research, to provide a greater understanding of the nature of the 

specific problem in young people with mental health challenges, it was envisaged 

that the study would provide management and care guidelines for this 

populat ion, who are also in conflict with the law. 

These features were appropriate for the study. The flexibility afforded by a qualitative 

approach as mentioned before allowed for a dynamic focus on individual experiences 

of the MDT, as well as the further exploration of points of view and variations among 

staff regarding the needs of the targeted group. The different professionals within a 

CYCC shared their experiences and challenges in working with the youth in question. 

The information was collected from Peer Counsellors and a multi-disciplinary team 

(MDT); these can be considered experts as they have a highly specialized role within 

the CYCC and the community around the facility. The consultat ive workshop, where 

the researcher presented the findings of the study, was attended by representatives from 
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state-run facilities from 9 provinces such as Child and Youth Care workers, social 

workers, directors from the national office and clinical psychologists from Sterkfontein 

Hospital (refer to addendum F).  

Having revisited the nature and characteristics of the qualitative approach, where a 

thorough description of the application was provided, the researcher now addresses the 

research design. 

 

3.4 RESEARCH DESIGN 

Chapter 1 (section 1.6.2) lists various definitions of the concept ‘research design’. 

Fouché and Schurink (2011:325) stated that a research design is a plan to guide the 

researcher in collecting, analysing, and interpreting observed and collected data. 

Furthermore, according to Rajesekar et al. (2013:22), a research design should 

indicate the various approaches to be used in solving the research problem as it 

creates the foundation of the entire research work.  

Since the study took place within the Youth Development Centres, a natural setting, 

the researcher used the Intervention Design and Development (IDD) Model of Rothman 

and Thomas (1994:51) to achieve the goal of the study. This model was the primary 

framework for conducting the study. Furthermore, Comer et al. (2004:258) explain that 

intervention research is typically conducted in the field setting in which researcher and 

practitioners work together to design and assess interventions.  

Similarly, Intervention research is defined by Gilgun and Sands (2012:569) as 

research that involves the development and testing of Practice Models, descriptions of 

change processes and the application of models of practice to new populations and 

context. These concepts prescribed by Gilgun and Sands (2012:569) are described as 

follows:  

 Research that describes change processes and what works for whom and under 

what circumstances. 

 Developmental research that involves new models of practice, drawing upon a wide 
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range of sources of information and based upon models of intervention (Rothman 

& Thomas, 1994:25). 

 Modification of existing interventions to fit particular populations, then describing 

how participants responded to the adapted or proposed intervention and also 

describing whether the researchers modified their interventions in response.  

 Schurink, Fouché and De Vos (2011:415) stated that “intervention research is 

defined as studies carried out for the purpose of conceiving (developing), creating 

and testing innovative human service approaches to preventing or ameliorating 

problems or to maintaining the quality of life”. In this study, the purpose was to 

improve the quality of life of the affected young people by developing improved 

management and care guidelines. 

 Intervention research involves on-going Intervention Design and Development (IDD) 

(Gilgun & Sands, 2012:569). IDD usually requires teamwork among researchers, 

service providers, service users and often funders, legislators and other 

stakeholders (Rothman & Thomas, 1994:3-57). In this study, Youth 

Development Centres and the staff/caregivers within the CYCC are the Service 

Provider, mandated by Government to be a custodian of the Young People in-

conflict with the law. The Service users are the young people and their families, 

the funders and legislators are the Department of Social Development, and 

other stakeholders are the Departments of Justice, SAPS, Health, and 

Education. 

Furthermore, individuals are nested in environmental influences. Fraser et al. (2009:9) 

stated that interventions might yield outcomes at the individual, family, organisational, 

community, or other system levels.  The young person with mental health challenges in 

the CYCC is an involuntary client in a secure care program. The researcher aimed to 

improve the youth’s social functioning by minimizing risk factors. That is intervention at 

an individual level, but the focus is also on developing management and care guidelines 

for the MDT to improve the quality of life of the young person afflicted by mental illness. 
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Changes in policies may be thought of as structural interventions. Structural 

interventions tend to affect social structures (Fraser et al., 2009:10).  In the CYCC the 

researcher used focus groups to determine the MDT's primary need; the paramount 

need is lack of knowledge and guidelines that impedes their social functioning when they 

provide care to the young people afflicted by mental health challenges.  

The study results would provide guidelines that could be regarded as the structural 

change because it may change the centre’s standard operating procedures and 

necessitate policy changes at the national, provisional and local level. 

According to Comer et al. (2004:258), an intervention can also be place-based. Place-

based intervention focuses on a specific group of people who share common space and 

subscribe to common goals and values. The CYCC is a secure care environment, where 

the staff share a common goal, namely, to rehabilitate young people in conflict with the 

law. Place-based intervention by nature attempts to improve individual outcomes by 

strengthening social, organisational and other infrastructural outcomes.   

Yin (2010:75) stated that a research study without a design does not exist. However, 

what distinguishes the research design of a qualitative research study from other 

research designs is its resistance to strictly upholding its initial plan. This research 

design serves as a basic guide for the researcher, informing the process of obtaining 

information for the duration of the research by stipulating from whom the data needs to 

be collected, and how, as well as how the data should be analysed in order to answer 

the stated research questions. 

A research design is shaped by its research questions (see Chapter one, Sub-section 

1.5.1). Ploeg (1999:36) gave a clear indication that a qualitative research design should 

explore, describe, and explain the research problem being studied. In planning the 

research, the researcher employed the explorative, descriptive, contextual, and inquiry 

(see Chapter One: Sub-section 1.6.3). The researcher stayed with the decision; in the 

following discussion, a description is provided of how the mentioned designs and inquiry 

strategy were applied. 
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 Explorative research design 

Although the explorative design was introduced in chapter 1 (section 1.6.3.1), its 

implementation is explained in greater detail in this section. Bradley (2013:29) states 

that explorative research design explores these under-researched topics with varying 

levels of depth. The author adds that exploratory research design is also known for 

collecting data in an unstructured or informal format. 

Furthermore, Fouché and De Vos (2011:318) state that exploratory research focuses on 

the “how” and the “why” questions, whilst Neuman (2006:23) maintains that the 

primary purpose of exploratory research is to examine a little-understood phenomenon 

to develop preliminary ideas and move towards a refined research question by focusing 

on the “what” question. Fouché and De Vos (2011:94) state that exploratory studies 

establish causal relationships between variables. 

The emphasis here is usually on studying a problem. In this case, the problem is 

the management and care of young people with mental health challenges who are 

awaiting trial in a CYCC; therefore, the study explored and attempted to derive 

answers from the Multi-Disciplinary Team within this setting. The study examined the 

relationship between the MDT and young people with mental health challenges, with the 

aim of introducing mental health management guidelines. Thus, the study explored 

the experiences of the MDT and Peer Counsellors within the setting of the 

CYCC and evaluated the effectiveness of the management and care guidelines. 

These are related to the objectives to explore and describe current management and 

care protocols for youth in conflict with the law who live with mental illness and identify 

and describe key elements of effective management and care guidelines for youth with 

mental health challenges. The researcher gathered that the explorative research design 

was a good match and, thus, incorporated it as part of the strategy just as they had 

originally planned it. 
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 Descriptive research design 

As mentioned in Chapter one (see Sub-section 1.6.3.2), a descriptive research design 

provides an accurate portrayal or account of the characteristics of a particular individual, 

event or a group in a real-life situation for the purpose of discovering new meaning 

(Grové et al., 2013-632). Kumar (1999:9-10) remarks that the descriptive strategy is an 

attempt to describe a situation, problem, phenomenon, service or programme. Neuman 

(2006:35), on the other hand, described the purpose of descriptive research as being to 

paint a picture using words or numbers, present a profile, a classification or types, or an 

outline of steps to answer questions such as who, when, and how.  Following on the 

aspect of collecting information on social issues. Fox and Bayat (2014:8) emphasize that, 

with the descriptive research design, the researcher focuses attention on a current issue 

or problem through a data collection process; that helps them describe the situation more 

comprehensively and completely than would have been possible had the design not been 

employed.  

The descriptive research design is primarily aimed at accurately and systematically 

describing a population, situation or phenomenon. It can answer what, when, where and 

how questions (McCombes, 2019:1). Nassaiji (2015:129) states that descriptive research 

further intends to describe a phenomenon and its characteristics. Such a research study 

focus is more concerned with “what happened” than “why” something happened. The 

above author further indicates that data is collected through field notes, classroom 

settings, focus groups, and/or individual interviews in a descriptive research design. 

In this study, the researcher used semi-structured interviews as the primary method of 

data collection (see Chapter 1, Section 1.7.1.3), this was a suitable method as it allowed 

participants to express themselves freely; it resulted in the collection of vast amounts of 

information (Bless et al., 2016:61). This information contributed to a thick and rich 

description of the problem under study. The inclusion and deployment of the descriptive 

research design as an integral part of the research strategy enabled the researcher to 

gain an in-depth understanding of, and insight into the management and care guidelines 

for youth with mental health challenges at Child and Youth Care Centres. The researcher 
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was able to describe the findings in detail, which led to the development of 

comprehensive guidelines (see Chapter 6: Sub-section 6.2.1).   

Hence, in light of these perspectives, the researcher attempted to detail the needs of 

young people in the detention centre of the CYCC who suffer from mild to severe mental 

health challenges. The researcher also recorded the experiences and challenges of 

caregivers (MDT) as they intervene in the troubled youngsters' life-space. The 

researcher also recorded the experiences and challenges of peer 

counsellors as they lived with youth presenting with mental health 

challenges as well as intervening when necessary. The study's descriptive 

nature allowed the researcher to gain an in-depth insight into the phenomenon being 

studied and then describe it in detail and develop detailed guidelines. 

 Contextual research design 

The contextual research design was also of particular importance in this study and 

accordingly incorporated. In this section, the researcher illustrated how the contextual 

design was applied to the study. The concept “context” involves the situation in which life 

occurs; a setting where people work, study, play, eat, drink and love (Rossman & Rallis, 

2012:8). Contextual research designs are used in qualitative research in order to grasp 

the social meaning and the significance of an experience in its social context (Neumann, 

2012:92). Furthermore, Denzin and Licolin (2013:8) state that qualitative research has a 

contextual interest in the research practice, from where the methodology and research 

design of the research process is chosen. Creswell (2014:185) postulates that qualitative 

researchers focus specifically on the context of the participants’ lived experiences so that 

the researcher can understand related storylines of incidents within the natural and 

concrete contexts they occur. McGrath et al. (2019:1003) assert that contextual research 

design is employed when the researcher intends to gain an in-depth understanding of 

and explore the participants' lived experiences.  

As mentioned earlier (see Sub-section 3.3), the proposed study took place within the 

Youth Development Centres, which are detention facilities for young people who are in 

conflict with the law. As planned, the research was applied at the Youth Development 
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Centre; the participants being the MDT brought about their lived experiences, as they 

explained the incidents they encountered in their intervention in the life-space of young 

people who are in conflict with the law. The researcher understood their lived experiences 

as it took place in a detention facility, an environment that is foreign to most young people.  

Often, the participant must enforce the rules to a population whose mental state is 

compromised by mental illness; the researcher sought the meaning they attach to their 

intervention and the management of these young people. 

 

3.5 A MOTIVATION FOR APPLYING THE INTERVENTION RESEARCH DESIGN 

The motivation for choosing Intervention research is that it provides an opportunity for 

social workers to intervene and respect the needs of clients, as explained by D’Çruz and 

Jones (2014:10) that professional social work practice requires innovative response to 

address new and changing situations. Rothman and Thomas (2004:18-19) also stated 

that intervention research contributes to the knowledge of human behaviour; the 

knowledge is utilised to design a new human service technology, which could be 

treatment methods, programmes, service systems or policies. The current study aimed 

to develop knowledge that will capacitate and empower the MDT to intervene adequately 

in the life-space of youth with a mental health challenge and assist the MDT with 

assessment techniques and observation of behaviour. The IDD presented the 

researcher, with a participatory and systematic way (Frazer and Galinsky, 2010:325) to 

develop management and care guidelines for youth with a mental health challenge. 

The Intervention Design and Development (IDD) methodology as conceptualized by 

Rothman and Thomas (1994:3) can be described as follows: 

 The design and development process is a problem-solving process that seeks 

effective intervention and tools to deal with human and social difficulties. In this 

study, an effective intervention was needed for the Youth Development Centres 

nationally (in six Provinces). 

 Its primary objective is to evolve new human service technology (e.g. treatment 
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methods, programmes, service systems, or policies). As mentioned before, the aim 

of this study was to develop management and care guidelines for holistic 

intervention in the life-space of the affected individuals. 

 It is systematic, deliberate and immersed in research procedures, techniques, and 

other instrumentalities. 

 It is carried out in six phases: problem analysis and project planning; information 

gathering and syntheses; designing early intervention and pilot testing; evaluation 

and advanced development; and dissemination. 

The phases and steps of the IDD-model as proposed, and their interrelations, were 

presented in chapter 1. The IDD-model of Rothman and Thomas (1994:3-51) indicated 

how a researcher could return to a previous phase when needed, when new information 

is obtained or when shortcomings are identified. Of the six phases of Design and 

Development methodology, as conceptualised by Rothman and Thomas (1994:3), the 

researcher implemented the first four, as illustrated in the self-developed illustration in 

Table 3.1 below to be followed by a discussion thereof. 
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TABLE 3.1: THE PHASES AND OPERATIONAL STEPS OF INTERVENTION DESIGN AND 

DEVELOPMENT (IDD) 

PROBLEM 
ANALYSIS & 

PROJECT 
PLANNING 

INFORMATION 
GATHERING & 

SYNTHESIS 

DESIGN EARLY 
DEVELOPMENT 

AND PILOT 
TESTING 

EVALUATION 
AND 

ADVANCED 
DEVELOPMENT 

DISSEMINATION 

Identifying and 
involving 
clients 

Using existing 
information 
source  

Designing an 
observational 
system 

Developing a 
prototype of the 
preliminary 
intervention 

Selecting an 
experimental 
design 

Preparing the 
product for 
dissemination 

Gaining entry 
and co-
operation from 
settings 

Studying natural 
examples 

Specifying the 
procedural 
elements of the 
intervention  

Conducting a pilot 
test 

Collecting and 
analysing data 

Identifying 
potential markets 
for the 
intervention 

Identifying the 
concerns of the 
population 

Identifying the 
functional 
elements of 
successful 
models 

 Applying design 
criteria to the 
preliminary 
intervention 
concept 

Replicating the 
intervention 
under field 
conditions 

Creating a 
demand for the 
intervention  

Analysing the 
identified 
concerns 

   Refining the 
intervention 

Encouraging 
appropriate 
adaptation 

Setting goals 
and objectives 

    Providing 
technical support 
for adopters 

 

(Source: Rothman & Thomas, 1994:27) 

 

3.6 PHASES OF INTERVENTION RESEARCH 

As mentioned in Chapter one (see Sub-section 1.7), only the first four phases of the IDD-

model were applied and are presented in the following sections. 
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TABLE 3.2: OUTLINE OF PHASE 1 IMPLEMENTATION 

Phase Step Operational step 

Phase 1 

Problem 

analysis and 

project planning 

 Identifying and involving 

respondents 

 Gaining entry and 

cooperation from settings 

 Identifying concerns of the 

population 

 Analysing identified 

problems 

 Setting goals and 

objectives  

 Obtained approval from 

UNISA Research and Ethics 

(See Addendum K) Committee 

Obtained permission from 

Watson Corporate Academy to 

do the research in all 13 

CYCC, to develop 

management and care 

guidelines for youth with 

mental health challenges in 

secure care environments; 

CYCC, an MDT approach 

 Briefed the unit managers 

about the purpose of the study 

 Identified the MDT 

 Identified Peer Counsellors 

 Jointly planning with unit 

managers and coordinators on 

data collection  

 

 Phase 1: Problem analysis and project planning 

Rothman and Thomas (1994:27) identify five steps that contribute to the successful 

completion of the first phase of the IDD model. In Phase One, a practice problem was 

selected and studied, according to Rothman and Thomas (1994:8). The steps and the 

implementation thereof will be described below.  
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 Phase 1 – Step 1: Identifying and involving clients 

Fox and Bayat (2014:52) describe a research study population as the entire group of 

persons, objects or events of interest to the researcher. The individuals, objects or events 

included in a population share a common characteristic and are representative of the total 

of cases involved in a study. Furthermore, Potter (2002:47) states that a population 

should be clearly defined and focus on a geographical area and characteristics related to 

the research problem. De Vos and Strydom (2011:477) concurred with this by stating that 

intervention researchers choose a constituency or population with whom to collaborate. 

Therefore, in a qualitative research study, a research problem relates to a specific 

population. Even though the term population was introduced in Chapter One (see Sub-

section 1.7.1.1) elucidating on it was deemed necessary to set the scene for its 

application more clearly. 

The study population within the CYCC are staff members and young people who are 

residents of the CYCC. The staff members are rendering services to the youth in the 

facility, and amongst them are young people with mental health challenges. From the 

population, a sample consisting of the MDT and Peer Counsellor was drawn.  

Saunders, Lewis and Thornhill (2016:275) define a sample as a proportion of a 

population. To obtain findings that are in line with the study's objectives and aims, the 

researcher had to observe strict measures of selecting the sample for the study. 

Furthermore, the authors suggest that a researcher must carefully select the sample so 

that it may provide data that reasonably represents the population from which it is drawn. 

There are two types of sampling strategy, that is probability and non-probability sampling 

strategies.  

According to Smith and Albaum (2010:126), probability samples offer the promise of a 

selection of sample units free of bias and permit the measurement of sampling error. In 

contrast, non-probability samples are selected by the investigator's judgment, 

convenience, or other non-probabilistic (non-random) processes. These authors state 

that, with non-probability sampling, one must rely on the expertise of the person taking 

the sample and the person must have selected participants in an unbiased manner; 
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whereas, in probability sampling, the sampling of participants is independent of the 

investigator.  

Yin (2010:87) states that the samples in a qualitative study are likely to be chosen 

deliberately by employing the sampling technique referred to as the purposive 

sampling method. Hennink et al. (2011:85) state that purposive sampling demands 

that we think critically about the parameters of the population from which we are 

interested in selecting our sample. Purposive sampling is a type of non-probability 

sampling in which the units to be observed are chosen by the researchers based on 

their judgement about what would be useful, or who are information-rich and in the best 

position to provide comprehensive information about the phenomena under investigation 

(Hennick et al., 2011:85; Babbie, 2010:193). Purposive sampling was used to enhance 

the understanding of the selected diverse individuals’ experiences and developing 

concepts or guidelines, as is the case in this study, as described in Chapter One 

(Subsection 1.7.1.1). 

The participants were selected based on their involvement in the day to day running of 

the CYCC, having experienced challenges presented by youth with a mental illness, i.e. 

MDT and Peer Counsellors. The selection was also influenced by financial constraints 

and time allocated to conduct the study. Furthermore, the researcher employed 

purposive sampling because it is usually used in qualitative research since it is less 

structured, less strictly applied, than in the case of quantitative research (Neuman 

2006:202; De Vos et al., 2011:390; Strydom & Delport, 2011:390).   

Guest et al. (2013:44) asserts that the researcher chooses who to include in their study 

based on those who can best answer the research objectives or questions, thus giving 

them extensive knowledge about the research topic. As stated in Chapter one (see Sub-

section 1.7.1.3), the inclusion criteria was drawn from different disciplines that 

consisted of the Multi-Disciplinary Team (MDT). 
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Participants complying with these criteria were identified and included in both the pilot 

study and the research. As mentioned in Chapter one (see Sub-section 1.7.1.1), 

saturation is reached when the researcher gathers data to the point of diminishing 

returns when nothing new is being added. Estimating the adequate sample size is thus 

directly related to the concept of saturation. Therefore, the sample size was set at the 

point of diminishing returns when new data collected was not adding any additional value 

to the analysis. In other words, data was collected from the research sample up to the 

point where there was no more value-added to the study. 

Onwuegbuize and Leech (2007:105-121) state that before deciding on the appropriate 

sample size, qualitative researchers should consider identifying a corpus of interpretive 

studies that used the same design as in the proposed study (e.g. grounded theory, 

ethnography). Sample size in qualitative research cannot be determined prior to the end 

of the study, but rather determined at the point of data saturation (Saunders et al., 

2018:619). Saturation occurs when new data collection does not shed any further light 

on the issue under investigation. Strauss and Corbin (1998:136) concur and suggest 

that saturation should be more concerned with reaching the point where it becomes 

counter-productive to explore further and newly discovered findings do not necessarily 

add anything to the overall story, model, theory or framework. In this study, data 

saturation occurred when there was no new information that was forthcoming during the 

focus group interviews. 

As discussed in Chapter one (see Sub-section 1.7.1.3), the researcher conducted focus 

groups in six South African provinces. (see Sub-section 3.8.1.1). The motivation for 

choosing these geographical areas was that the Child and Youth Care centres were 

managed under the auspices of Youth Development Centres, in specific geographical 

areas of each province. It was also easily accessible and time and cost-effective.  

The 13 CYCC facilities differ in size, as discussed in Chapter one ( Sub-section 1.7.1.3). 

The larger the facility, the larger the MDT, and conversely the smaller the facility, the 

smaller the MDT. Two focus groups were conducted in each of the 12 facilities. One 

focus group consisted of the MDT, and the other focus group involved the Peer 
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Counsellors at the various CYCCs. Each MDT focus group consisted of 8-10 members 

for smaller facilities and 12 members for the bigger facilities. The number of Peer 

Counsellors was 6-8 at any given time. 

The implementation of the purposive sampling and, specifically, the criterion sampling 

methodology occurred per the research plan, as explained in Chapter One (see Sub-

section 1.7.1.1). This approach to choosing the appropriate sampling strategy and 

sample size enabled the young people to sit with the researcher and discuss matters of 

interest to them. Their participation in the study shed light on how they experience young 

people with mental health challenges and how the affected youth should be managed 

by staff and peers. Research suggests that programmes for youth developed through a 

partnership of youth and adults may be highly effective in building young people’s skills 

and reducing risk behaviours. Such programmes benefit the youth who help develop 

them and have a greater impact on them because they can provide new perspectives 

and more relevant information about their needs and interests. Their candid responses 

about existing services within the organisation was beneficial to the whole process 

(Klindera & Menderwald, 2001). The researcher discusses gaining entry into the facility 

in the next section. 

 Phase 1 – Step 2: Gaining entry and co-operation from settings 

The researcher made use of the “gatekeeper” approach prior to the identification and 

involvement of the research population (as stated in step 1 above) (see Chapter 1, 

subsection 1.7.1.2). Gatekeepers, according to King and Horrocks (2010:31), would 

provide “inside assistance”. This implies that they would be able to identify possible 

participants who meet the inclusion criteria, pass on information to them about the 

research project and send any participants of anyone wanting to participate in the project 

to the researcher. Furthermore, Grinnell and Unrau (2008:320) caution researchers to 

identify and talk with key informants who will introduce them to gatekeepers, which are 

those individuals who control access to the setting where the researcher intends to 

conduct the study. Preparing for data collection also involves gaining access to 

study participants, obtaining organisational consent, and deciding where data will 
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be collected. 

The Chief Executive Officer within the Group of Companies gave approval for the 

researcher to conduct the research study in the 13 privately owned facilities 

nationally (Addendum E). After getting approval, focus groups were undertaken in 12 of 

the CYCCs and the 13th facility was used for pilot testing.  

During this step, the researcher needed to access the facilities to access the study 

sample selected from the population. The researcher visited each CYCC and had 

discussions with the unit leaders or facility managers, who were gatekeepers, to 

sensitize them about the proposed research.  

The following information was shared with the potential MDT and Peer Counsellor 

participants and gatekeepers during the initial interviews, before the completion of 

consent forms: 

 The purpose of the research,  

 the format of the study,  

 the criterion for inclusion,  

 data collection through narrative inquiry,  

 the location,  

 the duration of the exercise,  

 assurance of anonymity and confidentiality,  

 and assurance that only the researcher, editor, independent coders and the 

researcher’s promoter and co-promoter would have access to the narratives.  

The process for Peer Counsellors' was not different; the purpose of the research was 

clearly communicated, and the unit manager and the MDT were gatekeepers. 

Furthermore, the researcher reassured gatekeepers that the youth delegates and Peer 
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Counsellors would be treated with respect; their focus group interviews would allow them 

to participate, and the researcher would move at their pace clarifying questions wherever 

necessary. Lastly, the researcher shared the information with the MDT and Peer 

Counsellors regarding all the factors that were also applicable to them. 

The information regarding the above was contained in (Addendum A) requesting the 

MDT participant in the research project. When the participants had signed and indicated 

their willingness to participate in the study, they also signed a consent form. Most staff 

members work shifts; therefore, dates, times and venues for the focus groups had to be 

decided upon with the participants, to ensure that operations would not be disrupted due 

to the focus groups discussion. The participants’ work-schedules were discussed with 

the researcher, and a convenient time for focus groups was agreed upon. Before the 

researcher left, a commitment with all participants was reached. 

The following step is a discussion on the concerns of the population.   

 Phase 1 – Step 3: Identifying concerns of the population: data 

collection 

According to De Vos and Strydom (2011:478), identifying concerns of the population 

means that researchers must avoid projecting external views of the problem and its 

solution. Once the researchers have access to the setting, applied researchers attempt 

to understand the issues of importance to the population. According to Bhattacherjee 

(2012:106), the data collection steps include boundary setting for the research study, 

collecting information through various methods, and setting protocols for recording 

information. The goal of the research study informs the method of data collection.  

According to Creswell (2014:97-99), data collection includes setting the boundaries 

for the study, collecting information through semi-structured interviews, observations, 

documents, focus groups, discussions and visual material, and establishing the 

protocol for recording information. Furthermore, qualitative approaches to data 

collection usually involve direct interaction with the individual on a one-to-one basis 

or in a group setting (Hancock, 2002:9). 
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The concern of the population involves an understanding of the research problem 

where the population is allowed to express concerns, thoughts, and judgment that 

relate to the research problem and research questions. 

As indicated in chapter 1 (section 1.7.1.3), the initial plan was for the researcher to 

use focus groups as a data collection method; the plan was implemented, and the 

details around how it unfolded are presented in this section. 

During the focus group discussions, the researcher observed that the participants 

shared their experiences about these young people's behaviour and seemed eager to 

share ideas (De Vos et al., 2011:362).  Focus groups should be seen as a powerful 

means of exposing reality and investigating complex behaviour. Unlike with the MDT, 

the researcher guarded against common pitfalls with Peer Counsellors as the issue of 

interruptions needed to be controlled; the participants were not giving each other a 

chance to speak.  

Once the researcher was sure that each participant had been given a chance to share 

their ideas on the topic and comment, e.g. once there were no comments, the researcher 

moved to the next question, thus overcoming the factor of active participants versus 

passive participants (De Vos et al., 2011:374). Clarke and Braun (2013:117) state that 

focus groups are difficult and time-consuming. The researcher experienced something 

of this. The CYCC facilities are situated in six different provinces, and even those in the 

same provinces are far apart, which meant long travelling hours before reaching a 

facility. 

The researcher conducted focus group interviews with 104 members of the MDT’s from 

the CYCC, and 62 Peer Counsellors in total took part in the focus group interviews. 

According to Greeff (2011:351), during the focus group process, researchers use semi-

structured interviews in order to gain a detailed picture of a participant’s beliefs about, 

or perceptions or accounts of a particular topic. Gochros (2011:306) concurred by stating 

that a semi-structured interview schedule allows researchers to determine the general 

areas to be explored and formulate the questions in advance. These interviews take up 

a considerable amount of time, and they are intense and involving. During the individual 
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semi-structured interviews with the MDT and the Peer Counsellors, the researcher made 

use of listening, reflecting, probing and clarification skills to encourage participation as 

mentioned in Chapter 1 section 1.7.1.3. 

Furthermore, the researcher conducted semi-structured interviews with the focus groups 

supported by an interview guide. An interview guide helped the researcher to direct the 

conversation toward the issues the researcher wants to learn about. Interview guides 

vary from highly scripted to relatively loose, but they all share the same features and 

help the researcher know what to ask about, what sequence to use, and how to pose 

the questions whilst guiding what to say next (Buriro, Awan & Lanjwani, 2017:3). 

During the focus group interviews, the researcher was assisted by a research assistant. 

Before she could commence with the interviews, the researcher requested her to sign a 

Confidentiality Clause (see Addendum C). Masinga (2017:47) states that research 

assistants should create and use a seating chart to record the participants' demographic 

information and each member's seating position and their closeness to the other group 

members.  

Flick (2011:404) cautioned researchers to limit recordings to what is absolutely 

indispensable. The semi-structured interviews were used as a sole method due to its 

versatility. The arrangement of questions yielded multi-dimensional data streams and 

enabled the researcher to move from open-ended questions toward more theoretically 

driven questions (Cross, 2013:24). The participants started evaluating their current 

environment and provided information regarding the facility's physical structure for the 

management of young people with mental health challenges, resources at their disposal 

for the management of these young people, and other matters. For example, they 

revealed that a developmental assessment and its focus on strengths of the individual 

does not easily apply to young people whose health is compromised by mental illness, 

and whose judgement is also compromised. Their inability to make sound decisions is 

challenged by their mental health status, thus making it difficult for the MDT to implement 

sound intervention strategies.   
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The research assistant used separate notebooks to record the participants' demographic 

information, seating numbers, responses, and non-verbal behaviours. Participants' 

comments were written down in rows whereby each participant's comments would reflect 

their pseudo-identity number as per their seating position and indicate their profession 

in the MDT. The research assistant observed and recorded all her observations and 

perceptions during the interview sessions.  

After every session, the researcher and the research assistant had brief discussions and 

shared ideas on perceptions and observations made during the session. Masinga 

(2017:48) wrote that several researchers think that focus group interviewing is efficient 

in eliciting opinions, perceptions, and attitudes to develop an understanding of an area 

of interest. In this study, focus groups were used to better understand the management 

and care of mentally ill youth detained in a secure care environment. According to, the 

idea of the group being focused stemmed from the fact that it involves some kind of 

collective activity in a sense that members share a similar type of experience.  

A focus group is also identified as a carefully planned discussion designed to obtain 

perceptions on a defined area of interest. The researcher utilised field notes, according 

to Greeff (2011:372), that are “a written account of the things the researcher hears, 

sees, experiences and thinks in the course of collecting or reflecting on the data 

obtained during the study”. Field notes were also taken during the refinement processes 

with the MDT; however, they were limited during the interviews to ensure that the 

researcher focused on the interview. The researcher ensured that the field notes were 

written on the same day as the interview to prevent losing and forgetting crucial 

information that would help interpret the participant’s responses in a permissive non-

threatening environment (Wayne, Alkon & Buchanan, 2008:280).  

During the interviews, the researcher also used a digital audio recorder to record all the 

discussions. The researcher also emphasised the issue of confidentiality during the 

recording of this session before the recordings took place. The researcher facilitated the 

process by leading the group discussions and ensured that participants were all given a 
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chance to share their experiences regarding mental Illness amongst detained young 

offenders. 

 

The procedure of qualitative data collection for Peer Counsellors, unfolded over two days, 

as follows: 

 There are six to eight (6-8) Peer Counsellors who are the youth’s representatives 

in running the centres' affairs in each Child and Youth Care Centre. The children 

themselves have chosen these young people through a democratic process by 

casting their vote in a ballot box while the caregivers monitor this process. The 

researcher conducted individual semi-structured interviews in one day with the 

children, to get their views and suggestions on their experiences, challenges and 

needs.  

 The second day was set aside for individual semi-structured interviews with 

members of the MDT who consist of six to eight (6-8) members or 8-12 members 

depending on the size of the facility. Having recorded the data, the researcher 

analysed the data, as outlined in the following step. 

 Phase 1 – Step 4: Analysing identified concerns 

The ‘concept of data analysis’ introduced in chapter 1 (section 1.7.1.4), is defined as a 

process that involves making sense of collected data (Creswell 2013:183). It is an 

ongoing process of analytical reflection. The researcher followed the following steps: 

 Constantly compared data from focus group interviews of MDT to MDT; 

 after that compared data from the focus group conducted with Peer Counsellors 

to Peer Counsellors, as well as comparing data from MDT to Peer Counsellors in 

the various provinces;  

 compared urban to rural area data, as some facilities are situated in semi-rural 

communities and 
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 constantly looked for similarities and contrasts in the data obtained during the 

constant comparison process (Teddlie & Tashikkori, 2009:253). This process 

enabled the researcher to ascertain whether findings from one group emerged in 

the other group.   

De Vos et al. (2011:399) state that the aim of data analysis is to look for trends and 

patterns that reappear within a single focus group or among various focus groups. In the 

case of the current study, various focus group sessions were held in six different 

provinces. The researcher started with organizing and preparing data whilst in the field, 

to prevent data from becoming overwhelming.  

Data analysis started immediately after each focus group interview session. The analysis 

started by the researcher making sense of the data whilst still in the field. To make data 

manageable, the researcher recorded field notes capturing the day’s events. The 

analysis focused on critical thinking and reflections about the research process, where 

the researcher wrote all the observations and events that unfolded. Experiences, 

feelings, and thoughts were jotted down (Creswell & Plano Clark, 2011:206). The 

researcher organised and prepared for data analysis by sorting the tape recordings and 

labelling them, per name of facility and province. Labelling also entailed which focus 

group the tape belonged to, for example, MDT or Peer Counsellor, and the time and date 

when the interview was conducted. The sorting and labelling were done to prevent 

mixing data (Nieuwenhuis, 2016:104). To avoid inaccurate conclusions and confusion, 

the researcher used file folders and kept the folders in clearly marked boxes belonging 

to each focus group indicating interview, place, date and description of participants 

namely MDT or Peer Counsellors. The researcher, bound by the commitment to maintain 

and uphold ethical standards, influence how data was managed during this process. 

Data management also included data privacy, protection, and security in intervention 

studies. In this process, the researcher retained the original consent forms in the 

participants’ files, placed in the labelled box stored in a locked filing cabinet in the 

principal investigator's office. Data should be stored for a period of 5 years.  
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The researcher listened to the audio recorded interview material several times and 

manually transcribed the data, to ensure that no data was lost. The researcher and the 

research assistant included in brackets behaviours that were observed during the focus 

group discussions. Transcripts were read and re-read until they made sense (Schurink 

et al., 2011:409). The researcher scrutinized a large amount of data and focused on the 

crucial and relevant data (Creswell, 2014:195). The largest chunks of data were broken 

down into smaller segments, and the data was arranged according to sentences from 

the focus group with MDT or Peer Counsellors. Similar clusters of data were labelled 

together.  

The audio recorded material was listened to several times to understand the discussion 

and understand the content. The transcribed data were read through several times to 

establish broad trends in the data whilst looking for patterns (Leedy and Ormrod, 

2010:158). As the researcher continued with the process, notes or memos were written 

in the margins as thoughts and understandings began to develop, which is the first step 

in forming categories (Creswell & Plano Clark, 2011:206). 

Creswell and Plano Clark (2011:206) stated that the process of classifying data leads to 

the development of a codebook, which is a statement of the codes (tags or labels) used 

in the data set (Neuman, 2006:460). After that, the researcher would group and then 

code the data using different colours and classify them into broader categories or themes 

(Creswell and Plano Clark, 2011:208). The researcher read through the identified codes 

and placed them in the margins alongside the memo next to the text segments. The text 

was classified into broader categories, and themes were checked across the transcripts 

(Creswell & Plano Clark, 2011:208). 

Chambers and Radbourne (2015:9) suggest that synthesizing is creating original 

insights, perspective, and understanding, by reflecting on text and merging elements 

from text and existing schemes. According to Creswell and Plano Clark (2011:208), the 

themes and subthemes that emerged were the findings that provided answers to the 

research questions.  
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The researcher was guided by the steps for qualitative data analysis proposed by 

Creswell (2014:198). The process is interactive and develops with other phases of the 

qualitative research process. The steps inherent in qualitative data analysis proposed 

by Tesch in Creswell (2014:198) are elaborated on below, and the researcher followed 

it diligently as depicted and initially planned. As indicated in Chapter One (subsection 

1.6.4) Creswell (2014:194-195, 212) and Schurink et al. (2011:403) compare the data 

analysis process to a spiral or soaring step which incorporate multiple levels of analysis 

and develops with other segments of the qualitative research process. When it comes 

to managing data, Kukartz (2014:122) suggests that the arrangements for the formatting, 

the organization, the saving and storage processes are co-ordinated right from the start 

so that the analytical process can begin once data collection is done. 

The application of the eight steps from Tesch in Creswell (2014:198) as mentioned in 

chapter 1 are discussed below in Table 3.3. 
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TABLE 3.3: TESCH’ STEPS 

Steps Description Researcher’s application in the research study 

Step 

1 

Data collection 

and reflection 

 Analysed the raw data to make sense of it 

 Field notes were recorded of the day’s observation during focus 

group interviews 

 Took some notes during and after focus group during the space 

that was allocated to prevent dealing with large amounts of data 

Step 

2 

Data coding 

and 

distillations 

 Read through all transcripts and jotted down some notes 

 Listened several times to the audio recorded interview material 

several times  

 Manually transcribed the data to ensure that data was not lost.   

 Read and re-read transcripts until they made sense 

 Wrote on the margins as thoughts and understanding developed 

in order to minimize misunderstandings and misinterpretations of 

the participants’ language carefully 

Step 

3 

Key terms  Choose one of the transcripts either randomly/ one which is of 

interest and/ or thinking about the underlying meaning  

 The researcher selected the Mogale Gauteng MDT transcript as it 

was the longest focus group with the MDT and also informative, as 

they have had young people presenting with different types of 

mental health challenges in their care 

 Played the tape recording several times to identify and understand 

the underlying meaning and to jot it down. 

 Focused on underlying meaning instead of the  

‘substance’ of the information. 

Step 

4 

Story report 

and 

conclusions 

 Compiled a list of topics and clustered them together till a list of all 

the topics was acquired.   
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 Clustered the topics together into baskets that were labelled ‘major 

topics’, unique topics’ and ‘left-overs’.  Revisited the data 

Step 

5 

Data coding  Abbreviated each of the topics in the form of codes 

 Wrote the codes next to the appropriate segments of the texts. 

 Reduced the total list of categories by grouping topics that were 

related to one another.  

 Drew lines between categories to show interrelationships. 

Step 

6 

Transforming 

topics into 

themes 

 Transformed topics into themes  

 Reduced the list of themes.  

 Made a final decision on the abbreviation for each category  

 Alphabetized the codes to create a structure and to make 

referencing simpler. 

Step 

7 

Assembling 

data  

 Assembled the data material belonging to each category in one 

place 

 Performed a preliminary analysis. 

Step 

8 

Recording 

existing data 

 Recorded existing data where required.  

 

Once the themes were arranged, data verification followed, as is the case in the 

discussion below. 

Verification of data concerns the final part of the data analysis. As indicated in Chapter 

one (see Sub-section 1.7.1.4), data verification is equivalent to data quality assurance 

(Sekaran & Bougie, 2013:350).  Data collected in a study must be proven, validated, or 

authenticated according to the view that conclusions that have been drawn must be 

verified in one way or the other. Tull and Hawkins (1993:316) agree and state that the 

validity of a measure is indicated by the extent to which it is free from systematic and 

random error; this ensures that data is logical and reasonable. However, Neuman 

(2003:178) argue that perfect reliability and validity are virtually impossible to achieve. 
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According to Porter (2007:85), while there is no “golden key” to judging validity or rigour, 

robust procedures have been developed to help knowledge-based claim, that provides 

sufficient confidence for researchers. Pawson, Boaz, Grayson, Long and Barnes 

(2003:9-10) have developed a set of generic standards (criteria) under the acronyms 

TAPUPAS that does not restrict itself to validity but includes other pertinent issues 

relating to rigour such as ethics and accessibility. The TAPUPAS acronyms are 

illustrated below: 

FIGURE 3.2: TAPUPAS 

 

 

(Source: Barnes, 2003:9-10) 

Shenton (2004:63) asserts that many critics are reluctant to accept the trustworthiness 

of qualitative research, but Guba’s constructs, in particular, have won considerable 

favour. Creswell (2013:246) agreed and stated that they adhere more to naturalistic 

research to establish the trustworthiness of a study. Lincoln and Guba used terms such 

as credibility, authenticity, transferability, dependability and confirmability as the 

naturalist’s equivalents for internal and external validation; this will be presented below.  

Transparency:

• is the process of 
knowledge generation 
open to outside scrutiny?

Accuracy:

• are the claims made based 
on relevant and 
appropriate information?

Purposivity:

• are the methods used, fit 
for the purpose?

Utility:

• are the knowledge claims 
appropriate to the needs of 
the practitioner?

Propriety:

• has the research been 
conducted ethically and 
legally?

Accessibility:

• is the research presented 
in a style that is accessible 
to the practitioner?

Specificity:

• does the knowledge 
generated reach source-
specific standards?
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Truth value/Credibility 

According to Tracy (2010:842), credibility refers to the research findings' trustworthiness 

and plausibility. Credibility is measured by the researcher’s ability to show that the true 

picture of the phenomenon is presented (Thomas & Magilvy, 2011:152-153: Shenton 

2004:63). According to the above authors, research is credible when the researcher 

confer that the descriptions and the interpretations of the findings presented are theirs 

and accurate. Sandelowski, (1994:479), Onwuegbuzie and Leech, (2007:239), Freeman 

et al. (2007:26) concur, and lay emphasis on the fact that a study can be regarded as 

credible or legitimate if it reflects the meanings the participants conveyed correctly and 

findings that correspond with their reality descriptions of human experience. They should 

also be recognized by individuals that share the same experience. According to Krefting 

(1991:215), truth value is defined as the level of confidence in the truth of the findings 

based on the research design. Furthermore, according to Bless et al. (2016:236), 

credible studies are studies with a clear demonstration of the relevance and internal logic 

of the research questions, the research design, the data collection, and analysis 

methods.  

The participating organization is CYCC, a youth detention facility system.  The 

researcher is familiar with the culture of a secure-care programme within a Child and 

Youth Care Centre as an employee of CYCC’s and a social worker. The practice-related 

problem within a CYCC is the management and care of young people with mental health 

challenges who are in conflict with the law. Although the researcher has experience 

working at CYCC, this does not mean that she is an expert in mental health issues or 

management. Managing juveniles who have mental illness meant that the researcher 

needed to familiarize herself with mental health and how these youth should be taken 

care of in a detention facility where other young people enjoy good mental health. In this 

environment, the staff who take care of the youth affected by mental illness do not have 

training in psychiatric care, medical care, or assistive care. They are trained to provide 

Child and Youth Care work in a detention centre, not in a psychiatric hospital. 

As mentioned in chapter 1, the credibility of the findings was enhanced by employing the 

strategies that follow below:  
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 Triangulation 

According to Thomas (2004:153), Cruz and Tantia (2016:87), Onwuegbuzie and Leech 

(2007:239) and Shenton (2004:66) triangulation is a strategy that involves the use of 

different and multiple data collection methods, investigators, sources, and theories to 

obtain corroborating evidence, and in so during enhances a study’s legitimacy.  

According to Lincoln and Guba (in Krefting, 1999:2019), triangulation is the comparison 

of multiple perspectives using different methods of data collection. In this study, the 

comparison is between CYCC situated in different provinces and areas like Mavambe 

CYCC in the rural area of Malamulele, Limpopo compared to Polokwane CYCC,  

Limpopo situated in an urban area. Comparisons were also made between provinces, 

e.g. Gauteng and Western Cape or Northern Cape with Eastern Cape, North West with 

Limpopo and vice versa. Further comparison to males and females in CYCCs was 

utilised as a form of triangulation; and the independent coder, promoters, and research 

assistants were involved in analysing the data. 

Denzin and Lincoln (2013:9) stated that qualitative research is inherently multi-method 

in focus. It reflects an attempt to secure an in-depth understanding of the phenomenon 

in question.  These authors state that objective reality can never be captured. We know 

a thing only through its representations; therefore, triangulation is not a tool or strategy 

of validation but an alternative validation. 

Also, Fusch et al. (2018:20) stated that triangulation is an attempt to secure an in-depth 

understanding of the phenomenon in question. The researcher upheld the theoretical 

triangulation by adopting the Multidisciplinary Team (MDT) approach.  

 Iterative questioning 

According to Fairfield and Charman (2018:1) and Shenton (2004:67), iterative 

questioning is about incorporating specific ways to uncover deliberate lies. The 

researcher would deliberately rephrase a question, although it was already discussed, 

just to assess the response obtained. The iterative questioning was done consistently 

but not with every question to uncover deliberate lies in Peer Counsellor’s focus groups, 

as these are young people who have nothing to lose even if they lie deliberately. 
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 Frequent debriefing sessions 

Frequent debriefing sessions refer to a process between the researcher and other 

researchers to enable them to audit the researcher’s findings and to minimize the effects 

of bias and reactivity with the view to enhancing the accuracy of the research findings 

(Nowell, Norris, White & Moules, 2017:4; Creswell, 2014:202).   

The researcher worked closely with the Supervisor to minimize bias as the researcher 

is an employee at Youth Development Centres.  Consultation with the supervisor 

widened the researchers’ thinking, perceptions, and views, which reduced flaws during 

the research process.  The meetings provided a sounding board for the researcher to 

test her developing ideas and interpretations.  

 Peer scrutiny of the research project 

According to Nowell, Norris, White and Moules, (2017:3) and Lincoln and Guba (in 

Krefting, 1999:2019), Peer examination involves the researcher discussing the research 

process and findings with impartial colleagues who have experience with qualitative 

methods. It is an opportunity for scrutiny of the project by colleagues, peers and 

academics, and feedback that the researcher receives during the duration of the project 

(Shenton, 2004:67). 

As mentioned in Chapter one (see Sub-section 1.7.1.4), the Corporate Academy is a 

research and development institution situated within the African Global’s Smart Global 

Campus.  The researcher made use of renowned professors to give feedback and 

scrutinize the project. Their knowledge and experience have been valuable to keep the 

researcher aligned to the study research questions and goal during this project. The 

workshop was also a platform to discuss the research findings with impartial colleagues 

working in the CYCC nationwide  

 The researcher’s reflective commentary 

Reflectivity is defined by Horsburgh (2003:308) as an active acknowledgement by the 

researcher that her own actions and decisions will inevitably impact upon the meaning 

and context of the experience under investigation (Nowell et al., 2017:5). According to 
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Creswell (2014:186), the researcher needs to acknowledge that their background, 

values, assumptions and perceptions could influence how she conducted the research 

study.  Thus, the researcher had to reflect on and openly acknowledge her own biases, 

and consciously act in such a manner that she circumvented any biases and subjectivity 

that could affect the study (Mortari, 2015:1).  

The researcher in this study constantly questioned herself.  The subject of mental illness 

alone is an emotional issue; it is important for the researcher to continually question 

herself during the duration of the study about whether it is her voice talking or if it is still 

the voices of the participants talking. The researcher needed to question her values and 

beliefs. According to D’Çruz and Jones (2004:12), we cannot assume that researchers’ 

engagement in research is solely on behalf of clients and not to serve their own interests, 

such as completing post-graduate studies.  In the current researcher's case, engaging 

in this study was to provide the guidelines needed by the Child and Youth Care facility 

staff for the management of young people with mental health challenges.  It is also true 

that the researcher wanted to complete her post-graduate studies. The reflexivity 

strategy helped keep the research process objective and ensure that the programme's 

development was informed by empirical results (Palaganas, Sanche, Molintas & 

Caricativo, 2017:43; Hesse-Bieber, 2010:84-85; Neuman, 2006:32). According to Noble 

and Smith (2015:35) and Gribich (2004:109), the researcher will have to be critically alert 

as the critically reflective process will need to be revisited at all stages of the project. 

 Background qualifications and experience of the investigator 

According to Creswell (2009:261), the role of the researcher as the primary data 

collection instrument, particularly in qualitative research, necessitates the identification 

of personal values, assumptions and biases at the onset of the study and that contribute 

to the research setting can be useful and positive rather than detrimental. 

The researcher is a qualified social worker and has worked in the state Department as 

a generic social worker and later a probation officer. Most of the reports written by the 

researcher have been about the personal circumstances of families or individuals and 

the researcher’s investigation in the client’s home circumstances, a compilation of 

reports, opinions and recommendations gave direction to the proceedings, whether in a 
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criminal case, a divorce matter, or a children’s court enquiry. Furthermore, the 

researcher is registered with the South African Council for Social Services Professionals 

(SACSSP) and is bound by a strict code of ethical conduct (SACSSP, 2014:39-40).  

The researcher is trained and experienced in the study fields covered by this research 

project and therefore is adequately qualified to undertake this postgraduate research 

study. The researcher worked in the Child and Youth Care Centre as a Chief Social 

Worker and Manager of the facility, later promoted to Director of the same entity to date.  

The researcher is a director within the various companies within the Group and a Board 

Member and has a police clearance certificate.  

According to policy guidelines from the SACSSP (2014:39-40), the Conduct, Code of 

Ethics and the rules for Social Workers, and the Social Workers ethical responsibilities 

in practice settings, social workers are to work within and outside their agencies for 

adequate resources to meet the needs of clients.  Social Workers should take 

reasonable steps to ensure that employers are aware of their ethical obligations as 

outlined in the SACSSP Code of Ethics and of the implication of these obligations. The 

code is intended to provide standards for the conduct of a social worker that can be 

applied by SACSSP (2014:39-40) 

 Member checks 

Madill and Sullivan (2018:321-339), and Lietz and Zayas (2010:189) describe a member 

checking process as a process of sharing findings (assessing validity) with participants 

or stakeholders to allow them an opportunity to review the findings and confirm the 

aspects that best fit their perspectives or challenge the ones that are misrepresented. 

Creswell (2014:201-202) concurs and points out that member checking is also used to 

check for accuracy of findings by taking part of the semi-completed findings back to the 

participants for comments. To check the accuracy of the findings, the researcher 

checked with the focus group members before leaving each facility to ensure that the 

information was accurate. 

Member checks is a process that is supported by Lincoln and Guba (in Krefting, 

1991:215-217) and regarded by them as the single most important provision that can be 
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made to bolster a study’s credibility. The researcher also did member checks during the 

transcription of the data where transcripts were sent to the focus groups MDT in all 

facilities to check the transcribed data's accuracy.  

These follow-up discussions provided an opportunity for the participants to comment on 

the transcripts; this enabled the researcher to verify whether their views were presented 

correctly in the researcher’s findings.  This process was also undertaken to minimize the 

researcher’s bias (Birt, Scott, Cavers, Campbell & Walter 2016:1802). 

 Thick description of the phenomenon under scrutiny 

According to Mabry (2008:218), a thick description is a procedure whereby the 

researcher describes in detail all the events relating to the study, settings, participants 

and the themes, that are accompanied by verbatim statements of the participants; in 

order to provide an understanding of social realities as subjectively perceived, 

experienced and created by the participants. Creswell (2014:202) agreed and stated that 

the strategy provides the reading public with an element of a shared experience of the 

events described in the study. The researcher in this study described in detail the 

circumstances of the young people with mental health challenges, followed by a detailed 

literature review. The research designs were clearly described. The researcher also 

detailed the samples and sampling procedures. The researcher presented the findings 

to delineate the themes and sub-themes in the empirical findings that will follow in 

chapters 4 and 5 of the study. 

 Examination of Previous research findings 

Shenton (2004:69) stated that assessing the degree to which the project's results are 

congruent with past studies will satisfy the principle of the research findings. The 

researcher compared themes, sub-themes and categories to assess the degree to which 

the research findings were consistent with those of other researchers. 

Applicability/Transferability  

Transferability is the extent to which the reader can generalize the study's findings to 

their context, as highlighted in Chapter one (Sub-section 1.7.4).  It addresses the issue 
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of how far a researcher may make claims for a general application to their theory;  this 

was taken into account by the researcher by examining other techniques and 

characteristics of qualitative research suggested by other authors. For example, 

Creswell (2014:202) states that “generalization” is a term less used in qualitative 

research because qualitative inquiry intends not to generalize findings to individuals, 

sites, and places outside that understudy.  

O’Leary (2004:62) states that “transferability” highlights that lessons learned are likely 

applicable in alternative settings or across populations. The author further states that 

“transferability” also suggests that researchers have provided a highly detailed 

description of the research context and methods so that determinations regarding 

applicability can be made by those reading the research account.  

Some authors are cautious when discussing transferability. They warn that findings 

cannot be generalized from one setting to the other. However, they concur that the 

readers will have to choose what will be applicable to their study's setting or purpose.  

The current research was conducted in 13 sites of the Youth Development Centres. All 

MDT’s, as well as Peer Counsellors within the facilities, were involved. A detailed 

description of focus group discussions, data collection procedures, and data analysis 

were presented. 

Consistency/Dependability 

How a study is conducted should be consistent across time, researchers including 

coders, participants and analysis techniques (Forero, Nahidi, De Costa, Mohsin, 

Fitzgerald, Gibson, McCarthy & Aboagye-Safro 2018:3). Dependability includes the 

element of consistency and checking whether the analysis procedure or process 

conforms to the standards for a particular design (Korstjens & Moser, 2018:122). 

Dependability ensures quality assurance (O’Leary, 2004:60); methodological protocols 

designed consistently, logically, systematically, and comply with a study's research 

objectives, would ensure repeatability.  

Bless et al. (2016:237) urged researchers to observe this process thoroughly and 

carefully to maintain trust in their study. To ensure dependability, the researcher 
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provided a step by step report on the data collection process in a consistent manner. 

The researcher used the semi-structured interviews to collect data during the focus 

group process, as semi-structured interviews were standardized throughout all facilities. 

 Inter-coder Arrangement 

Popping (2010:1069) notes that Intercoder agreement requires that two or more coders 

reconcile through discussion whatever coding discrepancies they may have for the same 

unit of text. The need for knowledgeable coders is especially important when working 

with in-depth semi-structured interviews. Coding this type of data often involves 

interpreting what participants mean in their answers to questions. Doing so correctly 

requires that coders have sufficient background knowledge in the subject matter of the 

interviews. The above author reports that intercoder agreement requires that two or more 

coders reconcile through discussion whatever discrepancies exist.  

As mentioned in Chapter One (see Sub-section 1.7.1.4), the researcher discussed with 

the supervisor and Margret Grobler to determine whether there was agreement or 

disagreement and reach consensus on the research findings (Litchman, 2006:167). 

There were no inconsistencies, and acceptable levels of agreement were reached. In 

sum, the strategies mentioned above were employed to ensure the trustworthiness of 

the findings.  

 Phase 1 - Step 5: Setting goals and objectives 

The final step in the first phase of the Intervention Design Development Model (IDD) 

focuses on the identification of the goals and objectives of the study. The primary goal 

and objectives are to develop management and care guidelines for youth with mental 

health challenges at Child and Youth Care Centres; this would enable caregivers to 

effectively manage the children with mental health challenges and evaluate the 

effectiveness of these management and care guidelines. 

To attain this research goal, the researcher formulated specific research objectives. 

Grové et al. (2013:708) referred to research objectives as declarative statements that 

are expressed in order to direct a study. Delport and Roestenburg (2011:95) defined the 

objectives as “the more concrete, measurable and more speedily attainable aspects of 
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research in order to attain the goal. They can then be defined as the steps that have to 

be taken to realise the primary goal. Babbie and Mouton (2007:645) described the 

objectives as the features of the procedures and methods employed in research practice. 

The research questions, goal and objectives that were expected to guide the study were 

introduced in chapter 1 (section) and will not be described here. However, the 

implementation thereof was discussed and presented in chapter one (sub-section 1.5.3). 

In order to realise the research objectives, the following task objectives were 

implemented: 

 To obtain a sample of a multi-disciplinary team working with youth with mental 

health challenges within the Child and Youth Care Centre 

 To describe the experiences of the multi-disciplinary team dealing with youth with 

mental health challenges 

 To conduct semi-structured interviews contained in an interview guide for the 

MDT and Peer Counsellors and to explore the needs and experiences of the multi-

disciplinary team working with youth with mental health challenges in CYCC 

 To sift, sort, and analyse the data, obtained through focus groups (semi-structured 

interviews), using the eight steps of Tesch for qualitative data analysis (as cited in 

Creswell 2014:186)  

 To interpret the data and conduct a literature control 

 To conduct a workshop at the head office with the MDT from all facilities in all 

provinces, DSD Centre Managers, the Director and Assistant Director (National 

Department Social Development), Psychologist from a psychiatric hospital 

(Department of Health) 

 To conduct a pilot study in Mogale (Gauteng) Child and Youth Care centre 

 To conduct a focus group with the MDT to discuss the outcome of the pilot 

study and adopt findings  

 To draw conclusions and make recommendations to the CYCC on the behaviour 
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management and care guidelines findings. 

In summary, the implementation is as follow: 

The researcher  discussed the phases that were applied in this study. Table 3.2 provides 

a description of how the phases and steps (referred to above) have been adapted for 

this study. This is the conclusion of the first phase of the Rothman and Thomas (1994:32) 

IDD model. In the next section, the researcher presented and discussed the second 

phase. 

 Phase 2: Information gathering and synthesis 

TABLE 3.4: OUTLINE PHASE 2 IMPLEMENTATION 

Phase Step Operational step 

Phase 2 

Information 

gathering and 

synthesis 

 Using existing 

information 

 Studying natural 

examples 

 Identifying functional 

elements of 

successful models of 

intervention 

 Interviewed experts in the field 

 Literature was reviewed on International and 

National strategies and other models of 

intervention 

 Existing sources were used on how to intervene 

in the behaviour management of youth with 

mental health challenges, in conflict with the law 

in CYCC 

 Identified critical elements of successful 

interventions that will be included in the 

programme 

 The respondents' input to be incorporated in the 

programme 

 

(Rothman and Thomas, 1994:126) 

This operation is the second step of the IDD-model of Rothman and Thomas (1994:27). 

Even though the literature review's importance was introduced in Chapter One (see Sub-

section 1.7.2.1), elucidating on it is deemed necessary to set the scene for its application 
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more clearly. To gather relevant information and develop a synthesis, Rothman and 

Thomas (1994:32) advise the researcher to use the steps indicated in the table above 

during the second phase of the IDD-model.  

 Phase 2 - Step 1: Using existing information sources 

Fraser and Galinsky (2010:465) indicate that studying unsuccessful and successful 

programmes helps identify potential programme components. Further, Bless et al. 

(2016:183) describe a literature review as ‘an integrated summary of all available 

literature that focuses on a specific research problem and research question. 

As mentioned in Chapter one (see Sub-section 1.7.3.1), a literature review was deemed 

necessary to confirm this research study need. It also helped identify and frame the 

research problem and developed a greater understanding of the phenomena under 

investigation. According to Bless et al. (2016:183) and Leedy et al. (2010:135-138), there 

are some advantages of a literature review in social research, congruent with the aims 

of this step in the IDD-model such as: 

 It familiarises the researcher with the latest developments in the field of interest; 

 It identifies different viewpoints and theories; 

 It reveals connections and contradictions relating to a specific field of interest  

Based on these advantages, Alston and Bowles (2003:190) assert that the researcher 

should critically evaluate the literature and divide the information into themes and sub-

themes, enabling the development of a synthesis that can inform the rest of the research 

process. 

Therefore, the researcher col lected existing l i terature on mental health 

management models and protocols, some of which have been briefly presented in 

earlier discussions. The overview aimed to represent guidelines, methods and protocols 

that are used internationally or locally in the assessment and management of children 

with mental health challenges. The emphasis was on identifying and describing 

functional elements of successful best practices within international and local 
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practices. Valuable elements of programmes, practices, and relevant innovation were 

identified. This was done to establish what different scholars in the relevant fields have 

found concerning this study's topic and identify possible gaps that might exist within 

the Child Justice System, as youth are referred to a CYCC to await trial, attend a 

diversion programme, or are sentenced. The infrastructure, programmes, and resources 

provided do not cater to the needs o f  y o u t h  with mental health challenges. As a 

result, the study informed the development of management and care guidelines for 

the affected youth, so that infrastructural, programme, resource and caregivers’ needs 

were addressed. 

 Phase 2 - Step 2: Studying natural examples 

According to Rothman and Thomas (1994:32), studying natural examples involves a 

process of gaining the population’s perceptions on the social phenomenon being studied; 

perceptions in terms of how the population experiences the abovementioned, how they 

are affected by it, and what was, or is, being done to alleviate the problem.  

By studying natural examples, it ensures that the study focuses on studying people who 

have experienced the problem and who are affected by the phenomenon of the study 

(Strydom et al., 2011:335). The study's focus group refers to MDT  and peer councillors, 

who play a specialised role within the CYCC see Chapter One ( Sub-section 1.7.1.3) ; 

they are considered the source of information because they provide a detailed 

description of their lived experiences with the affected young people. This process 

required that the issue under investigation is understood before meaningful interventions 

with real social consequences could be produced (Mohr, 1999:206). 

The findings from natural examples will be presented in Chapters 4 and 5 of the research 

study. The researcher also became aware of the needs of the population, when they 

began to impact negatively on the current services as discussed in Chapter one (see 

Sub-section 1.3). The MDT did not have the necessary training or knowledge on the 

management and care of young people with mental illness. The concerns raised by the 

MDT were noted. It became necessary that the approach adopted for the current research 

was interactive as the researcher joined hands with the research participants drawn from 
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the Multi-disciplinary teams within the Child and Youth Care Centres (CYCC), in order 

to explore or construct social reality in the form of management and care guidelines. 

Since the interactive nature of qualitative research found expression in its natural 

subjects, the participants' point of view was crucial.  

The flexibility embedded within a qualitative approach allowed for a dynamic focus on 

individual experiences of the phenomenon under discussion, as well as the further 

exploration of points of view and variations among individuals. The data obtained from 

Step 1 in phase 2 introduced the researcher to models, guidelines and suggestions 

focusing on management and care of young people with mental health challenges in the 

juvenile justice system. 

 Phase 2 - Step 3: Identifying the functional elements of successful 

models 

Rothman and Thomas (1994:33) assert that this step in Phase 2 of the IDD-model 

addresses the importance of exploring different service programmes, practice guidelines 

and services, and evaluating their effectiveness in addressing the research problem. 

In this research study, the focus was on the Multi-Disciplinary Teams in the CYCCs, to 

ascertain their view of the current management and care of young people who are 

mentally ill and are in conflict with the law in a CYCC. The researcher looked at 

interventions made by Social Workers, Child and Youth Care Workers, Occupational 

Therapists, Psychologists (where applicable), Doctors and Nurses recorded in the 

respective young people’s files (manual or electronic). The researcher also undertook 

a literature study to ascertain the availability of programmes and guidelines for young 

people w i t h  mental illness and are awaiting trial in CYCCs, with the view to 

establishing what worked and what did not work. The knowledge gained also guided 

the design of the proposed guidelines that entailed better management, improved care, 

the development of programmes and the provision of resources that accommodated 

youth who suffer from mental health challenges in a CYCC.  

The researcher used existing models, guidelines and suggestions, found in other 
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countries, e.g. Canada and the Blueprint for Change in the USA regarding young people 

in conflict with the law, who suffer from a condition related to mental illness. The 

suggestions on the provision of mental health care in psychiatric hospitals enabled the 

researcher to identify and uncover information about the scourge of mental illness, and 

its effect on young people in the juvenile justice system. The guidelines will be discussed 

in chapter seven of this research.   

The fact that adolescents with mental health disorders often suffer from more than one 

disorder, the researcher came to understand that youth who have significant mental 

illness in their families, suffer a variety of psychological stressors including low levels of 

support, and poor coping skills, are at highest risk of mental illness and many juvenile 

offenders fit into this category. 

The challenge of diagnosing juvenile offenders is compounded by the fact that many 

juvenile offenders have several symptoms from one mental health disorder and several 

symptoms from another. Unlike their peers in the general population, they do not fit neatly 

into the discrete mental health categories. Youth’s emotional and behavioural symptoms 

can be greatly affected by situational factors; it is important that the guidelines address 

the issue of stress experienced by first offenders, and not associate/mistake them with 

mental illness. Thus, clear guidelines should be sought from existing models to inform 

standard operating procedures for behaviour management and care for the target 

population; the discussion will follow in chapters 4 and 5. This step informed chapter 6, 

where the available models and suggestions were presented and discussed. 

A summary of the implementation, and phases and steps that have been adapted in 

phase 2, is provided in Table 3.4. The third phase of the Rothman and Thomas (1994:32) 

IDD Model is presented in the following section. 

 



 

226 
 

 Phase 3 Design 

TABLE 3.5: OUTLINE PHASE 3 IMPLEMENTATION 

Phase Step Operational step 

Phase 3 

Design 

Designing an 

observational system 

  

specifying procedural 

elements of the 

intervention  

Developed proposed management and care 

guidelines for the MDT to intervene in the life-space of 

young people with mental health challenges in CYCC 

 

(Rothman and Thomas, 1994:126) 

This operation is the third step of the IDD-model of Rothman and Thomas (1994:27). 

Even though the development of the intervention and measurement tools was introduced 

in Chapter One (see Sub-section 1.7.3.1), elucidating on it is deemed necessary to set 

the scene for its application more clearly. According to Rothman and Thomas 

(1994:126), this phase will addressed methods and issues in the design of social 

intervention. The authors, further state that social scientists have typically engaged in 

research activities which either describe an existing phenomenon or test the implications 

of a phenomenon. Design typically means structuring a research study, but in 

Intervention Research, design means the formulation of intervention constructs. In 

contrast with the view that research findings will inevitably benefit society, the 

Intervention Design and Development framework assumes that research findings can 

be converted systematically into social interventions (Rothman & Thomas, 1994:126). 

The two steps in phase 3 will be discussed below. 

 Phase 3 - Step 1: Designing an observational system 

Schurink et al. (2011:482) state that clients, especially those most affected by the issue, 

should be involved in specifying the behaviours and environmental conditions that need 

to be changed or observed. The MDT had observed that young people with mental 
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health challenges need additional attention, which affects the facility's ratio, as ratios 

have been provided for the facility's general population, not specifically for juveniles with 

a mental illness. 

To achieve the objective of this phase as mentioned in Chapter one (see Sub-section 

1.7.3.1), the researcher utilised a qualitative research methodology that focused on 

phenomena occurring in natural settings, that is, the ‘real world’. Leedy and Ormond 

(2010:135-138) stated that “this will involve studying those phenomena in all their 

complexity” as this c a n  provide the basis for an intervention model that contains 

assessment, referral, management, care and intervention protocols (Fraser & 

Galinsky, 2011:675-681). This strategy is consistent with the principles of the 

triangulation of data sources as three different sources of data were utilised; namely, a 

theoretical framework results from the MDT, Peer Counsellors, and different experts’ 

input.  

 Phase 3 - Step 2: Specifying procedural elements of the intervention 

This step enables a researcher to identify how the intervention should be implemented, 

and that interventions are often designed to change knowledge, skills, and opportunities. 

The researcher applied the knowledge gained from the literature review as the basis 

for the development of practice-related strategies. The knowledge of the primary 

sample, namely the MDT members and peer counsellors , was also critical in this 

research during data analysis and data verification stages. (Fraser and & Galinsky, 

2011:31; Rothman and Thomas, 1994:33). The two steps in specifying procedural 

elements of the intervention are the research data and the intervention. 

The first step is the research data that can demonstrate applicable correlations between 

the field of interest linking it to desired outcomes; and the intervention, consisting of 

strategies, techniques and programs (Rothman & Thomas, 1994:3-36). The second step 

is the intervention itself. For this study, the researcher applied stages 1-4. The following 

section provides a description of how the phases and steps (referred to above) have 

been adapted for this research study. The researcher used the information gained from 

the literature review, to develop management and care guidelines to assist the MDT to 
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effectively manage the behaviour of the affected youth; the process could be 

accomplished, once all information was analysed and interpreted, and a framework for 

the development of the guidelines was provided. In Table 3.5, the researcher provides 

a summary of the implementation, the phases and steps that have been adapted in 

phase 3. The fourth phase of the Rothman and Thomas (1994:32) IDD Model is 

presented in the following section. 

 Phase 4: Early Development and Pilot Testing 

TABLE 3.6: OUTLINE PHASE 4 IMPLEMENTATION 

Phase Step Operational step 

Phase 4 

Early 

development 

and pilot 

testing 

Developing a 

prototype or 

preliminary 

intervention  

Conducting a pilot 

test 

Applying design 

criteria to the 

preliminary 

intervention concept. 

Implemented the guidelines at Mogale Youth 

Centre, Mogale City, Krugersdorp, Gauteng 

Conducted a pilot test of the programme data  

Implemented the guidelines at Mogale Youth 

Centre 

Assessed preliminary effects of the intervention, 

e.g. how the intervention guidelines affected 

them, identify areas 

Consultation with experts in a workshop 

 

(Rothman and Thomas, 1994:126) 

This operation is the fourth step of the IDD-model of Rothman and Thomas (1994:27). 

Even though the pilot study's development was introduced in Chapter One (see Sub-

section 1.7.4.1), referring to it, is deemed necessary to set the scene for its application 

more clearly. In this phase, practise guidelines are the main feature (Strydom et al.; 

2007:335). Rothman and Thomas (1994:36-37) identify three steps in this phase which 

are: 
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 Phase 4 - Step 1: Developing a prototype or preliminary intervention 

At this stage of the design process, preliminary procedures were selected and specified. 

The model of delivery was selected and established (Fawcett et al. 1994:36). The actual 

structure of the proposed model was assembled. The transcripts, review of the notes, 

and peer reviews are all possible measures of control which were used to verify the 

validity and trustworthiness of the results. The actual structure of the proposed model was 

assembled by an analysis of data as well as using information and knowledge gained 

from the gathering and synthesis phase. These were used to construct the structure 

of the prototype, which was developed based on the findings from the workshop and 

evaluated further by running a pilot test.  

 Phase 4 - Step 2: Conducting a pilot test  

The pilot test was the last process undertaken in this study. According to De Vos and 

Strydom (2011:484), pilot tests are intended to determine whether the intervention will 

work; in other words, ‘to see if the bird will fly’. Caspi (2008:579) further stated that “pilot 

testing involves testing preliminary guidelines to discover which aspects worked and 

which did not and to revise and improve the model”. 

As mentioned in Chapter one (see Sub-section 1.7.5.2), facility 13 was used for the pilot 

testing process. During this process, the guidelines developed were put to the test in this 

facility. The researcher, the service providers (the MDT) and service recipients (the 

children’s representative body, the Peer Counsellors) were involved. Cozby (2009:206) 

indicates that this collaboration should ensure that the intended programme indeed 

addresses young people's needs appropriately. During this process, some of the 

elements were revised.  

Cozby (2009:206) stated further that after all amendments have been done to the 

researcher's complete satisfaction, the presentation of the preliminary programme should 

take place. It should be repeatedly presented and should form part of the outcome-

evaluation. As part of this process, the researcher conducted a workshop with selected 

experts to present the preliminary programme from the field; as mentioned earlier during 

the study, the CYCC have an ongoing relationship with DSD, Health, e.g. some 
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Psychiatric Hospitals, and Department of Education. Other individuals from related 

services also formed part of the evaluation process. 

With regard to Cozby’s (2009:206) advice that the preliminary programme should be 

repeatedly presented, the researcher had the same panel of experts in the second 

session, and the comments obtained were used to refine the management and care 

guidelines for youth with MHC in CYCC for the MDT. Furthermore, when no other new 

comments emerged from the evaluation sitting, the researcher together with MDT and 

the experts adopted the results as the management and care guidelines for youth with 

MHC awaiting trial/diversion or sentence at a Child and Youth Care Centre. 

Examples of the management and care guidelines which emanated from the workshop 

discussions will be presented in the table below. 
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TABLE 3.7: OVERVIEW OF EFFECTIVE MANAGEMENT GUIDELINES - GROUP 1 GUIDELINE 

1. 2. 3. 4. 5. 6. 

Discussion of 

the findings  

What 

must/should be 

done? 

Who (which 

member of 

the MDT) 

should act? 

How will the 

identified 

gap/needs be 

addressed? 

Which resources 

will be utilized?  

When and in 

what 

situation will 

your theme 

be applicable  

Which control 

documents 

should be 

designed and 

used  

Theme 1: PARTICIPANT ACCOUNTS OF WHETHER STAFF MEMBERS HAVE THE ABILITY TO IDENTIFY YOUTH MENTAL 

CHALLENGES  

Difficult to 

identify young 

people with 

mental 

challenges 

upon 

admission 

During 

admission, 

young people’s 

feelings must be 

dealt with in a 

respectful and 

dignified 

manner. 

 

Youth admitted 

is already in a 

state of fear and 

require sensitive 

care. 

Child and 

Youth Care 

worker 

overseeing 

admission  

Provide early 

identification 

programs to raise 

awareness of 

behavioural 

problems/disorders 

for early 

intervention.  

 

Child and Youth 

Care workers 

should be more 

attentive to the 

youth to reduce 

risk factors such as 

self-harm or 

aggression toward 

others. 

 

Provide remedial 

teachings to staff 

and encourage 

training institutions 

(i.e. Universities) to 

develop suitable 

curriculum  

Upon 

admission of 

youth into the 

facility.  

 

In all areas 

within the 

facility, there 

should be 

strategies 

known by all 

workers to 

intervene and 

proactively 

manage risk. 

 

HR must hire 

according to 

the needs of 

the strategy 

and in line with 

the blueprint. 

A standardised 

assessment tool 

to be developed 

and used prior 

to admission 

and continue to 

assess child 

behaviours and 

needs. 

 

Training 

program for staff 

targeting mental 

health 

challenges.  

 

The researcher applied phase four, each involving various steps, to meet the task objective 

of conducting a pilot study and adopt the findings. 
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 Applying design criteria to the preliminary intervention concept. 

Since the researcher could not refine the proposed intervention extensively within the 

parameters of this study, she submitted her design to the MDT as a validity control 

measure to ensure that the findings of the study were trustworthy and valid. This was to 

ensure a measure of participants control.  

Hollander (2004:602) also warned of the potential for “lack of disclosure” from the group, 

which could interfere with the data's trustworthiness, authenticity, and credibility. To 

mitigate this, it is recommended that attention be given to the composition and setting 

of the group, the relationship between the participants, the dialogue that would be 

encouraged, the social status of the participants, and the order of speaking. As 

mentioned before,  not all of these control measures were applicable to the CYCCs as 

all the members of the sample have in one way or another encountered difficulties in 

dealing with youth who have mental health challenges. 

Equally important to the issue of validity is the protocol that is established to obtain the 

report or the results. The transcripts, review of the notes, and peer reviews were 

all possible measures of control that could verify the validity and trustworthiness of 

the results. Furthermore, pilot testing and workshops were held to establish the quality 

of the data collected, and the findings from the workshop and pilot testing will be found 

in Chapter six. 

The next section highlights the ethical considerations that were adhered to while carrying 

out all the Rothman and Thomas (1994:32) IDD Model phases. 

3.7 ETHICAL CONSIDERATIONS 

In chapter 1, the concept “ethics” was introduced (section1.8). Aluwihare-Samaranayake 

(2012:64) asserts that certain qualitative research elements necessitate focusing on the 

interconnectedness between the research and participants. A critical view of these 

ethical matters between a researcher and the participant’s world when they meet are 

necessary to design ethical research.  
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Sanjari et al. (2014:16) caution that the researcher must endeavour to minimise the 

possibility of intruding on the study participants' independence. The concept of ethics 

was introduced in Chapter One (Sub-section 1.8); the researcher considered it prudent 

to elaborate more on it to clarify its application in this context. Ethical issues in a social 

work research are “a complex set of values, standards and institutional schemes that 

help constitute and regulate scientific activity” (Madushani, 2016:26). Ethical 

considerations are not ‘bolt-on’ but are inherent and a demanding ongoing aspect of the 

research process (McLaughlin, 2012:47). Ethics in its academic form may be recognised 

as a philosophical discipline, the primary concern of which is the science of morality. 

According to McLaughlin (2012:47), ethics takes on a distinctive form when applied to 

social work research. Here ethics refers to the standards established within the social 

research profession for the conduct of its members.  

According to Yegidis and Weinbach (2009:30), ethics are the principles within a society 

that reflect what is viewed as right or wrong behaviour.  Ethics is also described as a set 

of moral principles that an individual or group suggests, and are subsequently widely 

accepted, and offer rules and behavioural expectations about proper conduct towards 

experimental subjects and participants, employers, spouses, other researchers, 

assistants and students (De Vos et al., 2011:114).   

The ethical considerations that were considered during this research process study are 

discussed below.  

 Obtaining informed consent 

Informed consent reflects the researcher’s ability to inform participants of the details of 

the study, its nature, and their role, and to ensure them of their anonymity and how the 

results will be published and applied (Arifin 2018:30; Sanjari., Bahramnezhad., Fomani., 

Shoghi & Cheraghi, 2014:3). After the researcher obtained permission from the 

participating organizations and gatekeepers to conduct the research, she commenced 

with selecting and recruiting the participants where applicable. During these activities, 
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the researcher made sure that she addressed all the applicable detail, as indicated in 

the paragraphs above. 

In this study, the consent letter covered the aspects mentioned above (refer to 

Addendum C). Although the participants signed the letter of consent, this was not a 

binding contract; the participants were merely consenting to take part in the study. In 

addition, their agreement was based on full and open information.   

The informed consent applied to the Peer Counsellors (young people). Their 

parents/guardians gave their consent for the young people to participate in the study. 

The consent forms for both MDT and Peer Counsellors included information on the 

researcher's identity,  aim and purpose of the research, an explanation of what was 

expected from them, the benefits of the study, and an assurance that they could 

withdraw at any given time during the study. See Addendum D for examples of informed 

consent forms. The researcher ensured that the signed consent forms were treated with 

the utmost discretion and stored away correctly so that a particular form can easily be 

found if needed. 

 Avoidance of harm to participants 

The participants should be assured that their safety is valued by the researcher (Welman 

et al., 2012:201). The International Rescue Committee (n.d.:1) highlighted other types 

of risks, such as psychological, social, legal, and physical risks. Some guidelines can be 

applied to reduce these risks: 

 Psychological risks – inform participants that they have a right to withdraw from 

the study at any given time or to limit their participation if they feel uncomfortable.  

 Social risks – Protect confidential data that is collected to ensure the participant’s 

participation in the study  

 Legal risks – Ensure that all laws, consent and mandatory reporting will be 

followed.  
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 Physical risks – Follow protocols, have trained researchers/ individuals that 

conduct the research procedure and ensure that participants would not be 

harmed or compromised in any way. 

The participants in this study were social service personnel at secure-care facilities. 

During the execution of the research process, the participants were not exposed to high-

risk situations. The focus group sessions were conducted in an environment which was 

private and out of the main secure care centre. In these facilities, there are security 

personnel that work on a rotational basis, 24 hours, seven days a week to ensure the 

safety of the personnel and that of the young people. The Peer Counsellors who took 

part in the study were not placed at risk. As a result, it was expected that participants 

would not be exposed to physical or social risks.  

Furthermore, before commencing with the semi-structured interviews, the researcher 

invested time to build trust and rapport with the participants, which meant they were 

comfortable sharing their positive and negative feelings openly. The researcher also 

focused on any non-verbal signs of distress and those indicating satisfaction and even 

joy. In the closing part of the interview the researcher allowed the participants to express 

and share any thoughts, opinions or feelings freely which opened the door for them to 

share the negative and positive aspects of their participation, and beyond that (Fox & 

Bayat, 2014:67; Rossman & Rallis, 2012:72,76; Greener, 2011:146; Kaiser, 2009:1639; 

Whitley, 2002:77). The researcher also offered the opportunity to debrief them should 

they need it as indicated in subsection 2.9.7 and Addendum F. 

 Voluntary participation  

Researchers must request voluntary participation in the research study. Ethical 

principles of informed consent are often linked together. Participants must be informed 

of the purpose of the study, understand what it is about and be competent to consent. 

Participants need to know they can withdraw from the study at any time (Arifin 2018:30). 

Participants do not have to give a reason why they withdraw from a research study, and 

the researcher must accept the decision and will not apply any form of intimidation or 
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inducement to try and convince them to participate (Heslop et al. 2018; Bless et al. 

2016:30,33; Struwig & Stead 2016:69). 

No participants must be forced to participate in the study. Participants at secure-care 

facilities gave written consent and were informed about their rights, including the right to 

take part and the right to leave when they felt their rights were being infringed upon. All 

of the above took place during the orientation and introductory phase and throughout 

the focus group process to enable the participants to weigh their options.  

 Ensuring confidentiality, anonymity, and privacy  

Confidentiality, anonymity and privacy are serious concerns that a researcher needs to 

address when dealing with participants in a research study (Agwor & Adesina, 2017:186; 

Arifin 2018:30-31);  

 Anonymity  

Tilley and Woodthorpe (2011:198) state that anonymity is the protection of identity or 

obscuring thereof, Kaiser (2009:1631) advises researchers to work with a “clean data 

set” which means that identifying particulars should be removed. The researcher 

ensures participants’ anonymity so they cannot be identified, and the data will not be 

linked to a specific participant of the research study. Therefore, participants will not be 

put at risk (Agwor & Adesina 2017:186; Arifin 2018:30-31). During this study, the 

participants were informed about what being anonymous meant, especially the Peer 

Counsellors. In this research study identifying particulars from the transcripts were 

changed; the particulars were given Pseudonyms, and files were stored under the 

assured names. 

Furthermore, only the researcher and research assistant listened to the recorded 

interviews. The consent forms were stored separately in a locked password-controlled 

safe, and only the researcher and assistant could access them. To continue protecting 

the participants' identity, only supervisor, and the independent coder discussed the 

findings. This explanation enabled them to relax, as there would be no repercussions, 
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especially because some information entailed them giving input about how they 

experienced interacting with staff in the facility. 

 Confidentiality 

Confidentiality is considered one of the pillars of ethical research (Agwor & Adesina,  

2017:186; Arifin, 2018:30-31). Confidentiality means that the information provided by the 

participant will be used anonymously. Regarding confidentiality, Rubin and Babbie 

(2010:259) stated that the researcher could identify a given response but never publicly 

divulge whose responses are presented in the study. The researcher respected the 

participants’ privacy as evaluation forms were anonymous. This included the explanation 

of the study to the participants and the assigning of coding to answers. No names were 

required nor any other means of recognizing or identifying participants. Louw and 

Edwards (1998:51) advise that confidentiality should also include the storage of data. 

Additionally, the Blue-Print for Norms and Standards (2010:4) has provided guiding 

principles, and values that govern secure care facilities in South Africa, amongst these 

principles is confidentiality. The principles on which particulars were obtained from 

children or families within the professional relationship were not disclosed without their 

permission. 

 Privacy  

Strydom (2011c:119) describes privacy as, in its most basic meaning, to keep to oneself 

normally not intending for others to observe or analyse. Every individual has the right to 

privacy, and it is their right to decide when, where, to whom and to what extent their 

attitudes, beliefs and behaviour will be revealed. According to Strydom (2011c:119), this 

principle can be violated in a number of ways, and it is imperative that researchers be 

reminded of the importance of safeguarding the privacy of participants and acting with 

the necessary sensitivity where the privacy of subjects is relevant. Furthermore, 

participants should be informed of all possible limits to this principle and the steps that 

will be taken to ensure that no breach of this principle will occur. 
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Privacy can be two-fold. Participants need to know that their privacy will be ensured. The 

researcher conducted the interviews in different Youth Centre boardrooms in the six 

provinces. A physical setting with participants is important as it creates a friendly and 

relaxed atmosphere and ensures privacy (Bless et al., 2016:204; Chapuis, 2015:284; 

Hennink et al., 2011:74).  

The second part of protecting the privacy and confidentiality of participants involves 

keeping the raw data in a secure and private location (Van de Sande & Schwartz, 

2011:29; Arifin 2018:30).  

As mentioned before, the researcher is stationed at the Mogale Business Park Head 

Office, where the Youth Development Centres is accommodated. A detailed discussion 

of the management of information is to follow. 

 Management of information 

This ethical aspect requires researchers to state how and where the data was kept and 

who had access to it (Van de Sande & Schwartz, 2011:29). Chauvette et al., (2019:4) 

emphasised that personal information should be protected and data well managed. In 

keeping with the ethical aspect, all forms received from the participants were coded and 

kept in a safe, lockable room at Head Office with restricted access.   

According to Bless et al., (2016:33), the easiest, simple and most effective method of 

ensuring that data remains anonymous is by assigning numbers, utilising codes, or an 

alias/pseudonym to protect the participants' identity. The researcher had adhered to the 

above recommendations by Bless et al. (2016:33) and used numbers and codes for both 

the MDT and Peer Councillors. The name of the facility was abbreviated, and a code 

was added. The same process applied to Peer Councillors. Furthermore, the collected 

data was scanned and stored electronically. The researcher, during the data collection 

process, scanned and stored data electronically. The researcher was able to access the 

documents.  The transcripts were kept in a hard copy and soft copy, the hard copies 

were kept in separate files also place in a lockable, password-protected safe. The soft 

copy was stored in the G-Drive of the computer, for safekeeping. Data on the hard drive, 
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the transcripts and recordings, video and audio, were placed in a safe and lockable 

cabinet during and after the data analysis.  Because data in this study was kept in an 

electronic format, as advised by Van de Sande and Schwartz (2011:29), the folders were 

password protected. 

In order to ensure data privacy, protections and security, the number of research staff 

members was limited to 4 at Head Office, and all had to sign the confidentiality form. 

The researcher has a private lockable research office, and the office is locked at all 

times, and the key is stored in a safe in the administrator’s office who is also one of the 

research assistants. Melnyk and Morrison-Beedy (2012:312) cautioned that 

development of an effective and efficient data management system is an integral part of 

conducting a valid and productive study 

 Actions and competence 

De Vos et al. (2002:63) warn that researchers are ethically obliged to ensure that they 

are competent and adequately skilled to undertake the proposed research project. As a 

professional social worker, the researcher was guided by the Code of Ethics of the Social 

Work profession and research ethics when conducting the study. The researcher did not 

use any unethical methods or procedures and ensured that the instructions and 

questions posed to the participants were clear, precise and unambiguous (De Vos et al., 

2011:123).  

The researcher is competent in conducting this research because she has successfully 

completed a master’s degree, where she received theoretical training on research 

methodology. Also, this study is conducted under the guidance of a Supervisor. 

 Debriefing participants 

Participants were invited to a series of workshops as part of the debriefing process. The 

input shared with the participants during the debriefing session was invaluable to 

empowering them to effectively assess and manage the needs of youth with mental 

health challenges at youth detention centres. During the research, the researcher had 

enlisted a counsellor Ms B Monale should any person need debriefing. The debriefing 
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sessions were scheduled; however, none of the participants felt any form of harm or 

anxiety, and none of the participants required the debriefing Addendum J. 

3.8 CHAPTER SUMMARY 

The chapter describes how the flexibility embedded within a qualitative approach 

allowed for a dynamic focus on individual experiences of the MDT and Peer Counsellors 

working with youth awaiting trial who displayed behaviour that was symptomatic of 

mental illness. This approach enabled the different professionals within a CYCC to share 

their varying experiences and challenges concerning working with the target population. 

Chapter 3 discussed the implementation and application of the qualitative research 

approach and duration, also discussed in chapter 1 (Section 1.11). As the research 

process unfolded, the researcher was able to pay attention to how the characteristics 

that are inherent in qualitative research were interpreted and applied. The researcher 

provided details on the research design, including phenomenological, descriptive, 

explorative and contextual designs. 

In this chapter, the researcher followed the intervention research design IDD Model 

developed by Rothman and Thomas (1994:32). Thereafter, the motivation and 

application of the first four phases of the IDD Model also entailed problem analysis and 

project planning. In this phase, the identification of the population, sampling and 

sampling methods, was done by giving an overview of the selection and recruitment of 

the participants. The negotiation of access and the preparation for data collection was 

through focus groups. After completion of the focus group interviews, the researcher 

began the process of transcribing the collected data which were subsequently sent to 

Margaret Grobber, an inter-coder, as discussed in chapeter 1 ( sub-section 1.7.1.4)  

On data analysis, Tech’s eight steps of data analysis (Creswell 2014:198) were 

discussed. At the end of the process, themes, and sub-themes were developed, followed 

by a discussion of data verification. The design of the preliminary intervention process 

was completed when the preliminary intervention was developed. 
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Lastly, the ethical considerations were discussed, and the chapter concluded with a 

chapter summary. The next chapter details the results obtained from the collected data 

by employing the outlined research methodology. 

In chapter 4 and 5, the research findings to be described in terms of data analysis and 

the interpretation of the themes and sub-themes. The results to be linked and compared 

with the relevant literature challenges of working with the target population. 
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4 CHAPTER 4: DISCUSSION OF RESEARCH FINDINGS: 

MANAGEMENT AND CARE OF YOUTH WITH MENTAL 

HEALTH CHALLENGES, IN A CYCC (PART ONE) 

4.1 INTRODUCTION 

This chapter focuses on presenting the research findings that emanated from the data 

collection and analysis processes. It also provides deliberations that occurred between 

the independent coder, the researcher and the supervisor (as the facilitator), intending 

to reach a consensus. The researcher provided a detailed description of how the 

research process adopted for this research project was applied in the previous chapter. 

The researcher followed the Intervention Research (D&D) Model developed by Rothman 

and Thomas (1994:3), described in Chapters 1 (see Sub-section 1.7) and 3 (see Sub-

section 3.7). Furthermore, the study aimed to offer practical solutions to the MDT to 

manage and care for the needs of mentally challenges juveniles in conflict with the law. 

The study focused on processes and accommodating different experiences and points 

of view of the participants (Gilgun & Sands, 2012:569). 

The researcher engaged an independent coder to determine the level of consistency in 

the coding and see whether the independent coder will come up with similar codes or 

not (Creswell 2014:203), and enhance the credibility of the findings. Furthermore, the 

independent coder presented the themes she has arrived at independently. The 

supervisor facilitated the meeting. There were no inconsistencies, and acceptable levels 

of agreement were reached. Saks and Allsop (2007:83) state that using inter-judge or 

inter-rater techniques whereby another researcher is engaged to code the transcripts 

and compare the coding contributes to increased credibility of the research findings.  

The results pertain to identifying and describing key elements of effective management 

and care guidelines for youth with mental health challenges. According to Rothman and 

Thomas (1994:3), Phase 1 of intervention research centres around developing an 

understanding of a selected problem from various system-level perspectives (see Sub-

section 3.3). Rothman and Thomas (1994:8) state further that in this phase, key activities 

are to determine the feasibility of the study and whether the intervention is considered 

viable.  



 

243 
 

De Vos and Strydom (2011:477) also define social problems as conditions of society 

that negatively affect many people in ways considered undesirable. It is felt something 

could be done through collective action. The researcher stated that the definitions align 

with the activities within a CYCC, where juveniles whose ages range from 16 to 18 are 

awaiting trial or sentencing. These young people make up one part of the study 

population (the other part being the MDT) in all the privately owned CYCC’s across the 

six provinces. As outlined in chapter 3 (Sub-section 3.3.1), identifying and involving 

clients entails choosing a constituency or population to collaborate with. A population is 

selected amongst those whose issues are current or emerging interest to clients, 

researchers and society (De Vos & Strydom, 2011:477).  

Furthermore, Strydom (2011:223) states that obtaining information from all youth within 

the CYCC’s and all caregivers is impractical. Instead, a sample is drawn from these 

populations, resulting in the relevant MDT and Peer Counsellors participants. According 

to Babbie (2011:186), these populations help to set boundaries on the study units and 

only constitute certain characteristics required to explore management and care 

guidelines. Therefore, the focus group findings are presented across two chapters which 

are representative of the appropriate study populations.  

Chapter 4 deals with the themes emerging from the focus groups held with multi-

disciplinary teams (MDT) participants. Chapter 5 deals with themes emerging from focus 

groups held with Peer Counsellors. They tell their story as they experience their life in 

detention; not many young people have been given a voice to detail how young people 

with mental health challenges express themselves in the criminal justice system.  

Available literature confirms certain behaviours that emanate from their unique state of 

not being mentally fit (Boesky, 2011:3; Powers, 2010:2; Foster & Conner, 2005:55-56). 

To provide context to the elaboration and subsequent discussion, the researcher firstly 

presents the participants’ demographic details. These details will be followed by an 

account of the themes, sub-themes and categories in tabular form, which emanated from 

the data analysis process. Storylines from the participants’ interview transcripts have 

been produced and used to inform the research findings presented in the above 
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sections. In addition to the quoted storylines, a discussion of the literature relating to 

each theme will be utilised for triangulation purposes.  

 

4.2 BIOGRAPHICAL INFORMATION OF THE MDT PARTICIPANTS 

In this section, the researcher will present the biographical information of the MDT 

participants. According to Fox and Bayat (2014:51-52), a study population consists of or 

reflects certain common characteristics or attributes that the researcher needs to 

establish. This section aims to provide more details on the common characteristics or 

inclusion criteria as it is called (see Chapter Three: Sub-section 3.6.1.1) in this study.  

Merriam and Tisdell (2016:282) assert that it is general practice for researchers to 

present the details about the participants in table format in their research report. The 

participants' biographical details (MDT) are presented in Table 4.1, with a brief overview 

of these criteria after that. 
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Table 4.1: MDT Participants’ biographical information 

Gender Age Highest level of qualification Workstation 
Designation 

[CODE]20 
Years’ 

experience 

M
al

e 

F
em

al
e 

  C
er

ti
fi

ca
te

 

D
ip

lo
m

a 

D
eg

re
e

 

H
o

n
o

u
rs

 
D

eg
re

e
 

      

  
  
 

41           Namaqua 
Senior Social 
Worker [NAM SW] 

11 


       38           Namaqua 

Senior Social 
Worker [NAM SW] 

8 

  
  
 

26           Namaqua 
Social Worker [NAM 
SW] 

3 


       29           Namaqua 

Social Worker [NAM 
SW] 

4 


      36         Namaqua 

Social Worker [NAM 
SW] 

4 


      39           Namaqua 

Chief Child and 
Youth Care Worker 
[NAM CW] 

8 

  
  
 

28           Namaqua 
Senior Child and 
Youth Care Worker 
[NAM CW] 

3 

  
  
 

32           Namaqua 
Child and Youth 
Care Worker  
[NAM CW] 

7 

  
  
 

40           Namaqua Educator [NAM ED] 5 

  
  
 

41           Namaqua Educator [NAM ED] 7 

 
 

20 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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Gender Age      Highest level of qualification Workstation  
 Designation 
[CODE]21 

Years’ 
experience  

M
al

e 

F
em

al
e 

  C
er

ti
fi

ca
te

 

D
ip

lo
m

a 

D
eg

re
e

 

H
o

n
o

u
rs

 
D

eg
re

e
 

      

  
  
 

39           Mogale 
Senior Social 
Worker [MOG SW] 

12 


      49           Mogale 

Social Worker [MOG 
SW] 

19 


      42           Mogale 

Educator 
Coordinator  
[MOG ED] 

11 


                        


      34           Mogale Nurse [MOG N] 7 


      34            Mogale 

Child and Youth 
Care Worker 
 [MOG CW] 

6 

  
  
 

              Burgersdorp 
Head of Professional 
Services [BG] 

  

  
  
 

              Burgersdorp 
Senior Social 
Worker [BG SW] 

  

  
  
  29             Burgersdorp 

Social Worker  
[BG SW] 

2 


      26             Burgersdorp 

Social Worker  
[BG SW] 

3 


      46           Burgersdorp 

Chief CYCW  
[BG CW] 

14 

  
  
 

28           Burgersdorp 
Senior CYCW [BG 
CW] 

2 

  
  
 

39           Burgersdorp CYCW [BG CW] 9 

 
 

21 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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Gender Age      Highest level of qualification Workstation  
Designation 
[CODE]22 

Years’ 
experience  

M
al

e 

F
em

al
e 

  C
er

ti
fi

ca
te

 

D
ip

lo
m

a 

D
eg

re
e

 

H
o

n
o

u
rs

 
D

eg
re

e
 

      

                    

  
  
 

44           Burgersdorp Educator [BG ED] 4 

  
  
 

41           Burgersdorp Educator ED] [BG 6 

  
  
 

38           Burgersdorp Educator [BG ED] 3 

  
  
 

32           Burgersdorp Nurse [BG N] 4 


      42           Burgersdorp Nurse [BG N] 7 


                     


      40             Burgersdorp Unit Manager [BG] 12 

  
  
 

39           Polokwane 
Senior Social 
Worker [POL SW] 

10 


      35           Polokwane 

Social Worker 
 [POL SW] 

6 


      37           Polokwane 

Senior CYCW 
 [POL CW] 

10 

  
  
 

38           Polokwane 
Senior CYCW  
[POL CW] 

9 

  
  
 

43           Polokwane CYCW [POL CW] 12 


   

   29           Polokwane CYCW [POL CW] 5 


      36           Polokwane CYCW [POL CW] 4 

 
 

22 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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Gender Age      Highest level of qualification Workstation  
Designation 
[CODE]23 

Years’ 
experience  

M
al

e 

F
em

al
e 

  C
er

ti
fi

ca
te

 

D
ip

lo
m

a 

D
eg

re
e

 

H
o

n
o

u
rs

 
D

eg
re

e
 

      

                  

      43           Polokwane Educator [POL ED] 9 

  
  
 

35           Polokwane Educator [POL ED] 4 

  
  
 

39        
    Polokwane Unit Leader [POL] 6 


      41           Horizon 

Snr Social Worker 
[HZ SW] 

21 


      46           Horizon 

Chief CYCW 
 [HZ CW] 

17 

  
  
 

32           Horizon Snr CYCW [HZ CW] 7 

  
  
 

44           Horizon CYCW [HZ CW] 1 


      40           Horizon Nurse [HZ N] 4 

  
  
 

51             Matlosana 
Snr Social Worker 
[MAT SW] 

21 

  
  
 

51             Matlosana 
Snr Social Worker 
[MAT SW] 

10 

  
  
 

26           Matlosana 
Social Worker [MAT 
SW] 

2 

                     


      26           Matlosana 

Social Worker [MAT 
SW] 

7 


      26           Matlosana 

Social Worker [MAT 
SW] 

4 


      46           Matlosana 

Chief CYCW 
 [MAT CW] 

17 

  
  
 

28           Matlosana 
Snr CYCW  
[MAT CW] 

3 

 
 

23 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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Gender Age      Highest level of qualification Workstation  
Designation 
[CODE]24 

Years’ 
experience  
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42             Matlosana CYCW [MAT CW] 10 

  
  
 

44           Matlosana Educator [MAT ED] 1 

  
  
 

41           Matlosana Educator [MAT ED] 6 

  
  
 

38           Matlosana Educator [MAT ED] 8 

  
  
 

28           Matlosana Nurse [MAT N] 1 


      40           Matlosana Nurse [MAT N] 4 


      46             Matlosana 

Regional 
Coordinator [MAT] 

20 

  
  
 

51             Clan William 
Social Worker 
[CLAN SW] 

26 


      46           Clan William 

Chief CYCW [CLAN 
CW] 

17 


      42           Clan William CYCW [CLAN CW] 10 

  
  
 

40           Clan William 
Educator  
[CLAN ED] 

5 

  
  
 

41           Clan William 
Educator 
 [CLAN ED] 

7 


      52           Clan William 

Snr Social Worker 
[CLAN SW] 

28 

  
  
 

28           Clan William Nurse [CLAN N] 1 


      32           Clan William 

Psychologist [CLAN 
PSY] 

4 

 
 

24 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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Gender Age      Highest level of qualification Workstation  
Designation 
[CODE]25 

Years’ 
experience  
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36             Mavambe 
Snr Social Worker 
[MAV SW] 

11 


      41         Mavambe 

Snr CYCW  
[MAV CW] 

12 


      30           Mavambe 

Snr CYCW  
[MAV CW] 

6 

  
  
 

26           Mavambe CYCW [MAV CW] 6 

  
  
 

33           Mavambe CYCW [MAV CW] 3 

  
  
 

30           Mavambe CYCW [MAV CW] 6 


      28             Mavambe CYCW [MAV CW] 5 


      41           Mavambe Educator [MAV ED] 4 

  
  
 

33           Mavambe Educator [MAV ED] 4 

  
  
 

30           Mavambe Administrator [MAV] 7 

  
  
 

41             Rustenburg 
Snr Social Worker 
[RUS SW] 

12 

  
  
 

35        
    Rustenburg 

Snr Social Worker 
[RUS SW] 

10 


      36           Rustenburg 

Social Worker [RUS 
SW] 

8 


      26             Rustenburg 

Social Worker [RUS 
SW] 

3 

 
 

25 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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Gender Age      Highest level of qualification Workstation  
Designation 
[CODE]26 

Years’ 
experience  
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      26               Rustenburg 

Social Worker [RUS 
SW] 

4 

  
  
 

27           Rustenburg 
Chief CYCW  
[RUS CW] 

4 

  
  
 

28           Rustenburg 
Snr CYCW  
[RUS CW] 

7 

  
  
 

42           Rustenburg CYCW [RUS CW] 10 


      46           Rustenburg 

Snr CYCW  
[RUS CW] 

13 


      44             Rustenburg Educator [RUS ED] 10 


      41             Rustenburg Educator [RUS ED] 6 


      38             Rustenburg Educator [RUS ED] 8 

  
  
 

38             Rustenburg Nurse [RUS N] 12 


      40             Rustenburg Nurse [RUS N] 15 


      40               Rustenburg Unit Leader [RUS] 16 

  
  
 

37               Rustenburg Manager [RUS] 10 


      39           De Aar 

Snr Social Worker 
[DA SW] 

10 

 
 

26 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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Gender Age      Highest level of qualification Workstation  
Designation 
[CODE]27 

Years’ 
experience  
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26           De Aar 
Social Worker  
[DA SW] 

2 


      26           De Aar 

Social Worker  
[DA SW] 

7 


      26           De Aar 

Social Worker  
[DA SW] 

4 


      46           De Aar 

Chief CYCW  
[DA CW] 

17 

  
  
 

28           De Aar 
Snr CYCW  
[DA CW] 

10 

  
  
 

44           De Aar Educator [DA ED] 1 

  
  
 

43           De Aar Educator [DA ED] 7 

 

According to Melnyk and Morrison-Beedy (2012:65-71), intervention development must 

be preceded by the understanding that changes in health and behaviour are affected by 

multiple factors, such as social-determinants, access issues, and the health care system 

itself. Also, when developing an intervention, it is essential to: 

(a) Intervene on changeable variables; 

(b) Examine demographics of the sample (other than race/ethnicity and gender) such 

as the language (translation methods, cultural language), health, literacy, and 

delivery medium. Also, consider who is delivering the message, e.g. health 

workers, nurses, psychologists (Melnyk & Morrison-Beedy, 2012:71). 

 
 

27 The researcher made use of codes to protect the identity of participants. In the case of the MDT in the 
CYCC, a social-worker (SW), educator, child and youth care worker (CW), nurse (N), educator (ED) 
occupational therapist/psychologist (PSY) in addition become part of the delivery medium, as proposed in 
Table 4.1 above. 
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In light of this, the MDT characteristics fit within the inclusion criteria set out in phase 

one of the intervention model.  In the case of the MDT in the CYCC, a social-worker 

(SW), educator, child and youth care worker (CW), nurse (N), educator (ED), 

occupational therapist/psychologist (PSY) become part of the delivery medium, as 

proposed in Table 4.1 above.  

Having stated the above, the researcher will now present the biographical information of 

the 12 CYCC’s participants as follows: 

 Gender Distribution 

Table 4.1 indicates that there are more female staff participants represented in the MDT 

than males (53 female and 46 male staff participants). The biographical information 

presents more female participants in boys’ and girls’ facilities, except in Burgersdorp, 

where most MDT members are females even though it is a boys’ only facility. However, 

the overall staff compliment for this facility is 60 males and 40 females; and the 60/40 

split criteria applies to all CYCCs. The Blue-Print, Minimum Norms and Standards for 

Secure Care Centres in South Africa (2010:63) recommends that there should be 

appropriately trained personnel at every level to provide an integrated, innovative, 

effective, ethical and child-friendly service within a developmental culture/climate. It is 

evident from the above that gender distribution in CYCCs is based on the distribution of 

“caregivers” or “careworkers” for life space intervention.  

 Age Distribution 

Table 4.1 highlights that most participants were 26 years old, 11 to be exact, whilst the 

age category between 27 and 29 equalled 11 participants, and the age group between 

30 and 39 were 33 participants in total. The age category of between 40 and 49 also had 

33 participants, and the age category between 50 and 52 consisted of only 4 participants. 

Molepo (2014:206) stated in an analysis of CYCC workers within the age groups of 

between 31 and 40 as well as 41 and 50, that the majority of participants will remain 

within the CYCC field, and the level of continuity can be guaranteed for a number of 

years to come. This finding and expected continuity apply to this study within the age 

group between 26 and 29, consisting of 22 participants.  
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 Educational Level of Participants 

Table 4.1 also provides a breakdown of participants' educational levels, which is 

presented as follows: 41 participants had completed a Diploma, 36 participants had 

acquired certificates, 20 participants completed a degree qualification, and 14 

participants had acquired an Honours degree. Molepo (2014:207) also found that some 

of the certificates, diplomas and degrees held by participants were specifically in the field 

of Child and Youth Care, as is the case in the study. 

According to the Blueprint Minimum Norms and Standards for Secure Care Centres in 

South Africa (2010:58), there are guidelines on the educational levels required for staff 

working in CYCCs, which are detailed as follows:  

 Centre manager - The manager must be a registered professional from an 

appropriate discipline, have specialized knowledge of Child and Youth Care, have 

proven leadership abilities, demonstrate management and administration skills, 

and have knowledge and experience of the secure care programme. 

 Social workers - Social workers must have the necessary qualification, be 

registered with the SACSSP and knowledge and experience in residential care, 

and design programmes for residential care. 

 Nursing personnel – This category of personnel should have at least two years of 

working experience as a registered nurse. 

 Child and Youth Care workers - Child and Youth Care staff should hold at least a 

post-matric qualification in Child and Youth Care work and, where possible, a 

degree or diploma. 

 An occupational therapist or assistant, occupational therapists - The occupational 

therapist should have an appropriate qualification and be registered to the 

appropriate council. 

 Psychologist –The psychologist should have an appropriate qualification and be 

registered to an appropriate council. 

 Educators -The educators should have an appropriate qualification, be employed 

in terms of the Public Service Act and be registered with their professional body. 
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Therefore, it is essential that all personnel, including sessional and contracted 

personnel, be trained in the basic qualification in secure care. 

 Years of Experience 

Table 4.1 indicates that the participants’ length of service in the field of CYCC ranged 

from 1 year to 28 years, and the years of service has been depicted as follows:  

 36 Participants: less than 5yrs experience, 

 38 Participants: more than 5yrs but less than 10yrs experience, and 

 12 Participants: more than 10yrs but less than 15yrs experience, and  

  4 Participants more than 20yrs experience.  

The Blueprint, Minimum Norms and Standards for Secure Care Centres in South Africa, 

(2010:63) is silent on years of experience under Human Resource. However, it 

emphasises that it is essential that all personnel, including sessional and contracted 

personnel, be trained in the basic qualification in secure care. Furthermore, all personnel 

in the Child and Youth Care system and supportive components should have access to 

appropriate and effective formal training, in-service training and developmental 

supervision.  

However, Maringe and Osman (2016:136) state that there is educative value in the 

experience that a person obtains from work, life in general, and the community. Such 

experience consists of knowledge and skills, and attributes such as self-knowledge, 

focus and self-discipline, forming a foundation for further growth and development. 

Therefore, self-knowledge, focus, and self-discipline from years of experience are 

essential characteristics for the MDT. 

 The Cultural Distribution 

Although this aspect was not captured directly and not presented in Table 4.1 as part of 

the biographical information, an overview of participants' cultural distribution will be 

presented. The six provinces where the CYCC’s are situated each have a distinct cultural 

identity:  

 Eastern Cape: Burgersdorp :- IsiXhosa, Afrikaans, Sesotho and English  
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 Gauteng: all official languages are represented 

  Limpopo: Polokwane and Mavambe:- Tshivenda, Sepedi, Xitsonga and English 

 Northern Cape: De Aar and Namaqua:- Afrikaans,  IsiXhosa, Setswana, and 

English  

 North-West: Matlosana and Rustenburg:- Setswana, Afrikaans, and English  

  Western Cape: Horizon and Clanwillian:- IsiXhosa, Afrikaans, and English.  

According to Boesky (2011:281), interventions should be provided by clinicians trained 

in cultural diversity and who have experience, knowledge, and familiarity with youth from 

diverse racial, ethnic and cultural backgrounds. Furthermore, Boesky (2011:282) 

suggests that as much as possible, personnel providing mental health services to 

juvenile offenders should reflect the makeup of the youth they serve, which is evident 

from the current representativeness of communities in the MDTs of facilities across all 

six provinces discussed.  

In each centre is the MDT, although the number of staff within the facility differ in sizes 

as per service level agreement entered into between Youth Development Centres and 

the Provincial Department of Social Development.  

The quoted storylines are associated with codes from relevant workstations and 

designations to preserve the anonymity of participants. In the next section, the themes 

associated with the quoted storylines are presented and established.  

 

4.3 THEMES, SUB-THEMES AND CATEGORIES THAT EMANATED FROM THE 

DATA ANALYSIS – MDT 

The data analysis process and the result of the consensus discussions between the 

independent coder, the researcher and the supervisor informed the development of 

themes, sub-themes and categories that are expanded in detail in the discussion of each 

theme relating to the MDT. Table 4.2 below provides an overview of the themes that 

emerged relating to the development of management and care guidelines for youth with 
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mental health challenges. The sub-themes and categories will be presented in a table 

and expanded in detail during the discussion of each theme. 

TABLE 4.2: OUTLINE OF MDT THEMES AND SUB-THEMES 

THEMES SUB-THEMES CATEGORIES 

1. Participants’ accounts of 

whether staff have the ability to 

identify youth with mental 

health challenges. 

1.1 Cannot identify or find it 

difficult 

1.2 Can identify 

1.3 Depends on knowledge 

and experience 

 

2. Participants’ descriptions of 

the behavioural patterns 

displayed by youth with mental 

health challenges. 

2.1 A wide range of 

behavioural patterns 

2.2 Triggered by substance 

abuse 

 

3. Participants/ accounts of 

whether youth with mental 

health challenges have suicidal 

tendencies. 

3.1 Do not have suicidal 

tendencies 

3.2 Some do have suicidal 

tendencies 

 

4. Participants’ accounts of how 

staff, youth and the running of 

the centre are affected by the 

behaviour of youth with mental 

health challenges.  

4.1 How staff is affected 

 

 Lack of understanding 

 Has a negative effect 

 Frustration and stress 

4.2 How other youths are 

affected 

 

 Provoke each other 

 Are fearful  

 Get less attention 

 Take advantage 

 Positive aspect 

 

4.3 How the running of the 

centre is affected 

 Disruptive 

 Property is vandalized 

5. Participants’ accounts of how 

staff members are able to 

subdue youth with mental 

health challenges. 

5.1 No difference 

5.2 Are trained 

5.3 Not trained or not 

specifically trained 

5.4 Difficult 

5.5 No or inadequate 

criteria 
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and policies 

6. Participants’ accounts of the 

effectiveness of the 

assessment tools in assisting 

staff. 

6.1 Not effective 

6.2 Are effective 

6.3 Only for Social Workers 

 

THEMES SUB-THEMES CATEGORIES 

7. Participants’ suggestions on 

the ratio of staff to youth with 

mental health challenges. 

7.1 Ratio of 1:1 to 1:3 

7.2 Ratio of 1:4 to 1:6 

7.3 Ratio of 1:8 to 1:10 

7.4 Add extra staff 

7.5 No need for a ratio 

7.6 Staff must be trained 

 

8. Participants’ descriptions of 

the additional resources 

needed by health staff to 

manage youth with mental 

health challenges. 

8.1 Trained staff 

8.2 Equipment and a 

separate room 

8.3 Injections 

8.4 A special clinic 

8.5 Counsellors 

8.6 A psychiatrist 

 

9. Participants’ descriptions of 

whether the current educational 

system can provide educational 

services for youth with mental 

health challenges. 

9.1 Not capable 

9.2 Educators need to be 

trained 

9.3 Teacher-learner support 

9.4 Remedial teachers 

9.5 Classroom management 

 

 

10. Participants’ suggestions 

on whether a special diet is 

needed for youth with mental 

health challenges. 

10.1 Not necessary 

10.2 Is necessary 

10.3 Depends on a health 

condition or dietician’s 

advice 

 

11. Participants’ suggestions 

on creating a conducive 

environment for youth with 

mental health challenges. 

11.1 Infrastructure 

11.2 Psychological support 
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In the next section of this discussion, each one of the main themes, accompanying sub-

themes and categories, where relevant, are presented and confirmed or endorsed by 

direct quotes from the transcripts. The identified themes and sub-themes, with their 

supporting storylines from the transcripts, will be compared and contrasted with the body 

of knowledge available. Namely, a literature control will be undertaken to conclude each 

theme. Some references may be old, but due to their applicability to young people with 

mental health challenges and in conflict with the law, they are still used.  

According to Sandelowski (in Lekganyane, 2017:167), the purpose of using storylines is 

to provide evidence for a point the researcher wants to make. In this case, it is to 

substantiate themes, sub-themes or categories. This is done to illustrate or provide a 

more concrete example of an idea, represent the thoughts, feelings or moods of the 

person, or provoke a response in the members of the audience for the research report. 

 MDT Theme One: Participants account of whether staff members can 

identify youth with mental health challenges 

Arredondo et al. (2001:1-19) assert that when youth come into contact with the juvenile 

justice system, there are two stages of decision making related to appropriate 

identification and referral to mental health treatment. The first stage involves determining 

through screening and assessment instruments if the youth has mental health needs. 

The second stage entails appropriately matching services to meet the needs of the 

said youth. Proper mental health screening and assessment at the earliest point of 

contact in the system are critical to improving mental health services provision. 

The Berkley Centre for Criminal Justice (2010:1) concurs with the above authors and 

state that one of the difficulties in meeting the needs of youth with mental health 

challenges is highlighted by the tensions inherent in the juvenile justice system itself. 

The system must respond to delinquent behaviour based upon competing mandates and 

priorities. That is the desire to rehabilitate juvenile offenders and treat any potential 

pathology believed to have caused them to engage in delinquent behaviour, as well as 

the need to hold them accountable for their behaviour and protect public safety. 

Balancing these competing priorities is an ongoing challenge for probation staff and 

practitioners. The critical nature of the challenge is especially heightened when the youth 
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has mental health challenges. Having stated the above, the issue of staff being unable 

to identify youth with mental health challenges upon admission depends on various 

issues. The inability to identify was linked to misinterpretation of behaviour, confusion 

regarding delinquent behaviour and the inability to differentiate aggressive behaviour 

from that which is linked to mental health challenges. 

Boesky (2011:3) indicates in her study that society views youth offenders as “bad kids” 

in need of punishment. In truth, the author further states that many young offenders are 

“sick kids” in need of treatment, and their ability to function in a juvenile justice setting is 

compromised by severe attention concentration problems and severe mood disorders.  

The above behaviours are accompanied by unusual and bizarre thinking, such as low 

intellectual functioning (Boesky 2011:3). In light of this, participants in the 11 focus 

groups were asked whether staff members have the ability to identify youth with mental 

health challenges.  Their accounts are given in 3 sub-themes and followed with a 

discussion, as indicated in the table below: 

TABLE 4.3: OVERVIEW OF MDT THEME 1 STORYLINES 

THEME ONE SUB-THEMES 

1. Participants’ accounts of whether 

staff can identify youth with mental 

health challenges. 

1.1 Cannot identify or find it difficult 

1.2 Can identify 

1.3 Depends on knowledge and 

experience 

  

 Sub-theme 1.1: Cannot identify or find it difficult 

Participants were asked whether they thought staff members could identify youth with 

mental health challenges.  Overall, staff members emphasized that they cannot identify 

youth with mental health challenges or find it very difficult to do so. Four participants 

shared the same sentiment where deviant behaviour can be wrongly confused with a 

child with mental health challenges. The following storylines assert to this:  

“…staff are unable to identify young people with mental health challenges; it is often 

misinterpreted by many…there is definitely confusion regarding delinquent behaviour 
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and mental health challenges. For instance, a normal child with aggressive behaviour 

can act out a bit crazy sometimes, just as the one with mental health challenges who 

can also be very aggressive and on a serious note, how do you differentiate the two?” 

 [BG SW 209-215] 

“I think it is difficult for staff to identify mental health challenges in young people. This 

might be because it is a new phenomenon that most of the employees are not familiar 

with. For me identifying a young person with mental illness is not an easy task. In most 

instances, as the staff, we tend to interpret mental health challenges as being naughty 

or deviant behaviour. That implies that it’s very rare where staff sees a child behaving 

strangely and thinks of mental health challenges usually it’s recorded as bad behaviour”  

[BG CW 77-83]. 

“I also believe that staff are not able to identify young people with mental health 

challenges; even though we work in observations and interpreting what we have 

observed from young people that we work with, it is still difficult to pick up what could be 

the cause of young people behaving in a certain manner. I believe that working with 

young people in conflict with the law is very challenging, and they have a series of 

behaviours displayed. We often see them as naughty and young people in conflict with 

the law without attaching any mental health issue” [MAF SW 86-82]. 

“No staff are not able to identify young people with mental health challenges unless they 

are given the medical certificate that state so” [MAF CW 91-92].   

Another participant also shared the same concern with the above participants with 

regards to identification but highlighted his behaviour “bizarre behaviour” and had the 

following to say: 

“In most cases, the kind of mental health challenges that staff are aware of are those 

people that we see in our communities who display bizarre behaviours, and on our 

centres…the kind of mental health challenges are more advanced, we are talking of 

bipolar, schizophrenia, OCD, anxiety disorder, personality disorder and that is too 

advanced for individuals who never got the chance to study about it” [BG SW 89-94].  
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One participating nurse said:  “…there are previous cases of youth who talk alone or 

undress in public but complex cases of people with somatic disorders, or depressive 

behaviour is not easily identified them because a young person can come to you and 

say they are sick referring to a medical illness, like saying my neck is sore and start 

taking the child to a hospital only to find out that the child has mental disorder they are 

not actually sick, but they feel like their neck is sore only because there is some mental 

illness like that and that won’t be easy to identify. So, it will take an expert interview for 

the person to see that this young person is actually not physically sick, but they have a 

mental problem” [MOG N 49-55]. 

Other participants just find it challenging to identify these children and even mentioned 

that these children may appear normal: 

One of the psychologists said: “…I do not think the staff are able to identify young people 

with mental health challenges, as for me I do not think I would be able to pinpoint a 

young person who has MHC, it would be very hard and complicated for me” [CLAN PSY 

101-104].  

“…staff are not able to identify young people with mental health challenges; it is not easy 

to detect if the young person has mental health challenges because of so many reasons. 

The fact that these young people are in conflict with the law makes it hard to identify the 

elements of mental health challenges” [HZ ED 96-99].  

“…it is hard to tell probably because of the level of experience that staff have, I think for 

staff who have been in the field for a longer period can be able but as for the others, it is 

hard” [CLAN N 99-101].  

“…there are some instances where you find that young person looks normal and can 

talk logic and answer the questions correctly to the extent that staff might not pick up 

anything unusual during admission, but later as interaction with the young person takes 

place then you start to realise that there is a challenge of mental illness. In other 

instances, it is weeks before it is discovered. And to some staff, that too can be 
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interpreted as attachment challenges or anxiety of being around new people or 

environment” [POL CW 97-104].   

It is clear out of the above-stated storylines that the responses above from the staff 

members of the MDT who cannot identify young people with mental health challenges 

cited the fact that observations and interpretations can lead to wrong conclusions as 

participants can view a young person as naughty because they have no knowledge or 

familiarity with mental health issues. 

Foster and Conner (2005:55-56) state that due to lack of care and services for this 

population, adolescent behaviour generally associated with mental illness is often 

identified as delinquent behaviour, with the subsequent admission of mentally ill youth 

to the juvenile justice system. The MDT, who stated that they could not differentiate 

between delinquent behaviour, naughty children, and hyperactive young offenders, are 

supported by Powers (2010:2). Powers emphasized that youth with mental health 

challenges remain the most significant challenge because a lot is known about 

delinquency, and not much is known about mental illness.  

Skowyra and Cocozza (2007: vii) concur and state that frequently a youth’s disruptive or 

inappropriate behaviour results from a symptom of a mental health disorder that had 

gone undetected and untreated. For some youth, contact with the juvenile justice system 

is often the first and only opportunity to get help. For others, it is the last resort after 

being bounced from one system to another. The author’s model included principles for 

improved and systematic strategies for identifying mental health needs among youth in 

conflict with the law, amongst others underlying practice. 

 Sub-theme 1.2: Can identify 

Contrary to the previous sub-theme, the MDT in this theme consisted of two (2) social 

workers, two (2) educators and two (2) Child and Youth Care workers who narrated that 

they were able to identify youth with mental health challenges and their storylines are as 

follows: 

“I believe that staff are able to identify mental health challenges by mere observation of 

the behaviour and abnormalities even though they cannot confirm it due to lack of 
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training…Allow me to talk as Africans, 90 percent of people especially older people are 

able to diagnose a child with mental health issues even few days after birth, why is that 

possible even when they did not use the scientific approach? Well, I can answer that 

because they have basics to refer to as a normal child, and these basics are looked at 

from how the child is born and the general appearance. As people who work with these 

young people, we are able to identify their behaviours and relate to them individually. 

What I’m trying to bring out here is, whether scientific or manual, if there is such, there 

are few pointers that we can observe from a child that may indicate an abnormality.  The 

teachers can see the academic difficulty even to the simplest subjects or tasks and 

everyone on the field can look at something that makes this child different from the 

others” [BG SW 161-176].  

“…staff are able to identify young people with mental health challenges but not on the 

onset. During admission, I do not think it is possible to notice that there is something 

wrong with the young person, but as staff interacts with the child, they tend to notice the 

irregularities” [CLAN CW 83-86]. 

“I believe that staff are able to identify mental health challenges on young people, 

although this may be confused with many other symptoms it is possible for staff to 

identify that there is something odd with the child, looking at several of factors: the way 

the child responds to questions or the physical appearance…The manner in which these 

young people appear has a lot to tell in terms of their mental health and because of that 

identifying them is not much of a challenge…with the experience of staff working with 

young people in conflict with the law, they tend to be able to differentiate between a 

normal child and those with mental health challenges” [DA SW 81-92].  

“Yes, staff are able to identify young people with mental health challenges…being a 

parent first with that attitude, any staff member can be able to identify what is normal 

and abnormal even when there are no scientific tests. This is just like identifying 

someone who is drunk; even though you did not have close contact, the smell alone can 

tell that there is a sign of alcohol. However, this may be confused with so many things 

even not closely observed; for example, a person may walk like a drunkard because 

they feel dizzy or out of energy, and other conditions. I am saying this because, in most 
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cases, mental health challenges on young people who are in conflict with the law may 

be confused with deviant behaviour or other things that are associated with bad 

behaviours. With that in mind, this does not state that staff are not able to identify young 

people with mental health challenges; they are able just that there is confusion at times” 

[MAT ED 150-162].  

The participants based their ability to identify on observations of behaviour patterns, 

general physical appearance, responses to questions, how they relate to others, 

confusion, how they react to situations, inability to differentiate between right and wrong, 

and the difficulty to deal with simple tasks. Hoge et al. (2008:2) supported these views, 

stating that the primary important factor is the need for a response based on identifying 

and remediating the factors contributing to offending behaviour. When proper 

identification has been made, the caregivers' response will enhance the young person's 

behavioural, social and emotional competencies, and caregivers will be able to address 

deficits in the young person’s environment. 

It is essential that staff can recognize possible difficulties and facilitate links to support, 

including a thorough assessment by trained health professionals if appropriate. The 

MDT members agree with the previous participants that one cannot identify during 

admission that a young person has mental health challenges because accurate 

identification can only happen over time. However, young people whose behaviour 

patterns, general appearance, and communication with others can inform the MDT if the 

young person exhibits abnormal behaviour. Buchanan, Colton and Chamberlain 

(2010:45) caution that mental health is a continuum from healthy to unhealthy and 

problematic behaviours are not proof that a student has a mental health problem. They 

suggest that three things should be considered if one is concerned that one of the  

student may be struggling with a mental health problem: 

 Frequency: how often does the student exhibit the behaviours of concern? 

 Duration: how long do they last? 

 Intensity: to what extent do the behaviours interfere with the child’s activities? 
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Under sub-theme 1.2, it also surfaced that the young people who exhibit mental health 

challenges cannot differentiate between “right and wrong”. Ambikile and Outwater 

(2012:5) reiterate just as the MDT reflected that affected individuals do not understand 

cause and effect relationships well, and they do not seem to appreciate the 

consequences of their actions, nor are able to generalise what they learn from one 

situation to another completely. 

Skowyra and Cocozza’s (2007:vii) systematic strategies models included practice 

principles for improved identification of mental health needs among youth in conflict with 

the law. The authors suggest that applying these practice principles will assist in 

identifying the affected youth at all critical stages of their processing in the juvenile justice 

system. 

 Sub-theme 1.3: Depends on knowledge and experience 

In this sub-theme, four social workers and one child and youth care worker concluded 

that knowledge and experience play a role in MDT members being able to identify youth 

with mental health challenges; however, new staff members, who lack awareness, will 

not be able to do so. They believe that prior knowledge gained from the academic 

background will enable trained staff like social workers, nurses and educators to identify 

young people with mental health challenges, as explained in the following storylines: 

 “…most of the people who are able to identify mental health challenges have a 

background from their academics that touched respectively on mental health as they 

observe they are able to put one aspect to the other and notice that there is something 

which is not right with the child” [BG SW 98-101]. 

[CLAN SW 129-138] shares the same sentiments as reflected in this storyline: “I believe 

that the ability to identify young people with mental health challenges does not apply to 

all staff. This is because there are new staff who have never dealt with young people 

with mental health challenges before. Besides that, the prior knowledge that staff have 

on the phenomena also determines the likelihood of one being able to identify mental 

health challenges. For someone who does not have the background knowledge of such 

a phenomenon, mental health challenges may indicate a naughty child or someone who 
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is arrogant and not willing to take instructions. In this statement, I am saying that the 

ability to identify young people with mental health challenges depends on various 

aspects, experience, and knowledge on the subject and personal perception of 

behaviour.”  

Although [SP SW 182-188] shares the same sentiments with [CLAN SW 129-138] with 

regards to prior background, the participant adds that: “…it’s hard for people who have 

no background of mental health challenges to understand and be able to identify such, 

so I would to boldly say that definitely the knowledge on this phenomenon is acquired in 

various ways despite that what is important is the knowledge. I acknowledge that some 

of the individuals get the information from their prior studies, some from reading books 

and others from information sharing sessions. The knowledge in this phenomenon is 

acquired in various ways but what is essential is that it is needed.”  

[RUS 136-140] added that only trained staff could identify youth with mental health 

challenges:  “I would say that those that are able to identify young people with mental 

health challenges are those that are trained or who work on that field like nurses and 

social workers, and probably a certain group of teachers may be able to pick up that 

something is not right. To me, only trained staff are able to identify young people with 

MHC” [RUS 136-140].  

The MDT’s concerns in this sub-theme 1.3 are supported by Boesky (2011:350). Boesky 

states that staff who manage these young people must know that knowledge is required 

in understanding which mental health disorders are common; and how to detect youth 

in the juvenile justice system whose social functioning is impaired by mental illness. 

Furthermore, Skowyra and Cocozza (2007:42) emphasize that qualified mental health 

personnel, either employed by the juvenile justice system or under contract through the 

mental health system, should be available to provide mental health treatment to youth 

in the juvenile just system.  

Skowyra and Cocozza (2007:42) state that all mental health services available to these 

youths should be provided by qualified and experienced mental health personnel, such 

as psychiatrists, psychologists, psychiatric nurses, and social workers. These, by their 

credentials, are permitted by law to evaluate and care for the mental health needs of 
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patients. Generally, according to Skowyra and Cocozza (2007:42), it is not advisable for 

non-clinical staff, such as line staff, within the juvenile justice system to provide mental 

health services to youth. Furthermore, many of the new evidence-based interventions 

call for strict adherence to a standardised set of implementation protocols that often 

dictate who can provide the intervention; and the type of training credential necessary 

for the provider.  

The MDT in this sub-theme emphasizes knowledge, experience, and academic 

qualification and even suggests that only trained staff will be able to identify the youth 

with mental health challenges. Early identification, intervention and referrals coupled 

with knowledge and experience are necessary according to Integrated National Strategy 

for Department of Social Development (2009:30). They also state that systems must be 

in place to identify symptoms of mental health problems as early as possible to take 

preventative measures. Therefore, successful early identification programmes depend 

on an integrated and efficient referral system across the different sectors (Integrated 

National Strategy for the Department of Social Development, 2009:30-31). 

 MDT Theme 2: Participants’ descriptions of the behavioural patterns 

displayed by youth with mental health challenges 

According to Boesky (2011:31), mental health symptoms are often similar to normal teen 

behaviour but more extreme. Emotions and behaviour become pathological and 

worrisome when they cause youth (and or others in their lives) significant distress or 

interfere with juvenile’s ability to function in daily life activities (for example, family 

relationships, school and friendship). The following behaviours can indicate that 

something has gone wrong: Social-isolation, lack of friends, strange or unusual thoughts 

or behaviours, odd languages, extreme emotional instability, declining grades at school, 

school discipline problems, extreme and continuous rebellion, loathing or hating one’s 

parents, repetitive and serious criminal behaviour, or frequent use of alcohol or other 

drugs.  

Furthermore, Boesky (2011:31) warns that the above behaviours are not typical of 

“normal” adolescent development and should not be ignored. Youth exhibiting these 

behaviours should be evaluated to determine whether a mental health disorder is 
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present or beginning to develop. In light of this, participants were asked to describe the 

behavioural patterns displayed by youth with mental health challenges, and their 

responses to the question are presented in Table 4.4 and will be discussed below: 

TABLE 4.4: OVERVIEW OF MDT THEME 2 STORYLINES 

THEME TWO SUB-THEMES 

2. Participants’ descriptions of the 

behavioural patterns displayed by 

youth with mental health challenges 

2.1 A wide range of behavioural patterns 

2.2 Triggered by substance abuse 

 

 

 Sub-theme 2.1: A wide range of behavioural patterns 

MDT participants testified that youth with mental health challenges display behavioural 

challenges by describing a wide range of behavioural patterns. The behaviours have 

been categorized as follows: behaviours associated with aggression (Figure 4.1), manic 

or depressive behaviours (Figure 4.2), behaviours associated with learning challenges/ 

difficulties (Figure 4.3), behaviours or traits associated with sexual activities (Figure 4.4), 

and isolated behaviours (Figure 4.5) and will be summarised according to the figures 

and will be followed by a discussion.  

The behavioural patterns identified and associated with aggression  is presented below 

in Figure 4.1. 
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The following storylines highlight the MDT’s observations of behavioural patterns 

displayed by youth with mental health challenges (according to the different figures). 

The observations made by [BG SW 257-260] [BG SW 271-279] [MAF SW 333-336] 

[MAT SW 433-440] and [BG SW 322-325] regarding the young people with mental 

health challenges and related to aggression are as follows:  

“Some of the behaviours that I’ve observed from young people with mental health 

challenges is the fact that their speech is full of vigour and unpredictable. They answer 

questions out of context, they get irritated fast, temperamental and react angrily / 

have anger outburst/ provocative and start fights/ uncontrollable and impulsive 

even in minor/petty instances. They display aggressive, violent and distractive 

behaviour, and they vandalise property. They are very malicious and can damage 

property when angry”. and they do not want to listen to anyone, and after some time they 

realise that there was no logical explanation for what they did”. Another trait that is 

concerning is the following “…they are very rebellious, lying and very forgetful.  By lying, 

I mean they can be very manipulative and are able to turn any situation to favour them 

through lies and manipulations. One last thing about young people with mental health 

Tempremental/Ac
ting Out Irritable Manipulative/ 

Angry Anfy Outbursts

Vandializes 
Property Malicious Provocative/Start

s fights
Violent/Threateni
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FIGURE 4.1: BEHAVIOURS ASSOCIATED WITH AGGRESSION 
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challenges, hey! They can swear jealous down! When they start swearing, it's non-stop, 

and they can pronounce all the difficult swear words/vulgar language without any 

shame or decency to check the people around”. They have an inappropriate speech in 

terms of speaking wrong, like insulting others; for example, they have no feeling when 

insulting other people. Expresses and states that young people with MHC are violent, 

aggressive, sleep a lot, get irritated easily. 

 [BG ED 373-375] [DA SW 405-408] and [DA CW 424-429] expressed that “…. That 

reminds me they deny a lot just five minutes after doing something they would deny and 

became forceful about it; not only that they don’t show remorse, young people with 

mental health challenges don’t know right from wrong, so correcting them is wasting 

time, and their emotions are not stable, they act out anyhow, and they are 

unpredictable. Most of the young people with these challenges react badly to situations 

and tend to threaten other people. They are of the opinion that everyone is against 

them, and they feel a need to protect themselves in fear of others striking first; they 

provoke and starts fights, and they are very difficult to calm down. Young people with 

MHC is always in the fight mode, and they do not have the ability to process the 

information and make sense of it; they are so sensitive to the extent that any word uttered 

may be offensive to them. 

According to Boesky (2011:296), aggression, criminal behaviour, and violence are 

complex behaviours that are multi-determined. This does not suggest that all juvenile 

offenders have some type of brain trauma that leads them to engage in antisocial 

behaviour. One cannot dismiss the possible role of brain trauma in the lives of many 

youths in detention, given the similarities between: 

 The behaviour of brain-injured animals and antisocial adults and juvenile 

offenders; 

 The mood and behaviour of individuals suffering from observable brain injuries/ 

neurochemical imbalances and those of incarcerated juveniles; 
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The similarities are particularly evident for youth who engage in repeated and persistent 

aggressive behaviour and do not respond to typical juvenile justice sanctions and 

punishments (Boesky, 2011:296). 

The juveniles who display the behavioural patterns indicated in the storylines from the 

MDT, according to Masinga (2016:103), lack socio-emotional skills, which can have a 

negative impact on their behaviour and that of other people. The MDT, who participated 

in the study, also stated that socially the affected young people are deviant, aggressive, 

rebellious, violent, easily irritated, and very difficult to calm down. They react violently 

towards others over minor issues and can be described as always being in ‘fight mode’. 

Likewise, Zins, Weissberg, Wang and Walberg (2004:3) found that learners who are 

socially and emotionally competent are: aware of their feelings; able to make rational 

decisions; can control their actions; will not act on impulse or say things they do not 

mean; and will consider the impact of their behaviour on their self and others. Whereas 

according to the MDT, the young people affected by mental health problems tend to lie, 

are manipulative, swear without shame, and have fluctuating moods. 

On the other hand, Rolin et al.  (2003:405) argue that people should conform to their 

community's norms and values. However, from the MDT’s perspective, young people 

with mental health challenges do not seem to have the ability to think about the 

consequences of their actions, as it is expected normal behaviour in the centre. It would 

seem that the young people’s mental state prevents them from adhering to the values 

and norms of the society in which they live, which is within the confines of the secure 

care centre. 

Participants also indicated that depressive behavioural patterns are evident to youth with 

mental health challenges. Figure 4.2 is a reflection of these behaviours related to 

depression, identified from the storylines. 
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FIGURE 4.2: BEHAVIOURS ASSOCIATED WITH DEPRESSION 

 

The storylines by MDT participants, related to Figure 4.2, are presented below: 

[CLAN N 395-403] mentions that young people with MHC also have difficulty sleeping, 

as highlighted in the following quote: “it is hard for them to sleep…”. Even when one is 

not sure of the challenge with the young person, in most cases sleeping difficulty is 

manifested earlier than the other symptoms; some of the young people would talk on 

their own, some would walk around the room. Some months back, we had a young 

person who would wake up in the middle of the night and start talking to himself and will 

do rounds in his room, go to bed and restart the whole process over and over again”. 

They hallucinate and see things that are not real. There was a boy in my facility who 

would talk alone, laugh out very loud and when you look around, there is no one who is 

making him laugh. It’s like they have imaginary episodes where they interact with their 

mind, and if there is anything fun that they grasp in their imaginary minds, then they just 

laugh regardless of who is laughing or looking”. [BG SW 261-268]. 
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[DA CW 440-446],  [BG SW 301-308] and [MAF CW 338-340] support the previous 

sentiment and also state the following views: “…in most of the cases of MHC clients’ 

reaction there is no congruence on the action and what caused the episode.  Young 

people with mental health challenges differ in behaviours; some display depressive 

symptoms whilst others display disruptive behaviours. Even those that have the 

condition of MHC still do not react the same way, some are aloof and sad, and others 

express hallucinations and fluctuating moods. I believe that the action taken as a 

response is the one that determines the state of mind that the young person is in”. “They 

display symptoms of schizophrenia and stress, isolating themselves and have 

suicidal tendencies, always worried and depressed”,  expresses concerns around 

these young people’s behaviour “… they are aloof by this I want to say that they have 

what is called passive-aggressiveness, this implies that the young person does not 

show any sign of violence however he/she does not show any sign of responsiveness 

as well, they have repetitive and incoherent speech, this implies that these young 

people might hear a caretaker when an instruction is given, however, they cannot 

respond to it, they simply ignore without any shame. They usually isolate themselves 

from the other young people, do not talk too much and hate noise; some of the people 

may describe them as anti-social kind of behaviour. They are also untidy/unkept/ hate 

bathing. They have difficulty in sleeping and walking around.”  

[MOG ED 96-107] [CLAN PSY 291-294]2, also share the same sentiments and explain 

that when it comes to the distressed ones, you can easily identify them; they isolate 

themselves…and in most cases, they don’t want to participate in a classroom 

environment and do exercises they isolate themselves. When you ask them to do 

something, it will take them some time to be able to do that; there are depressive types... 

However, the depressive type is the opposite of the aggressive ones; they do not like 

talking, they’re aloof and isolate themselves from the others, in short, I can say they 

live in their own world”. they have fluctuating moods (manic) they tend to display anti-

social behaviour, mostly sad and depressed they are accompanied of feelings of guilt, 

rejection and that may lead to suicidal thoughts that are seen by the likelihood of hurting 

themselves.  
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[MOG SW 74-79] and [MOG CW 132-136] commented that “…what I have seen they 

have repetitive speech and say the same things over and time again. Even if they have 

a request, there will be the same request as if you didn’t hear him. What I have also 

observed is the clothing; even though you give them clothes, it’s like unkempt; it’s like 

they don’t care how they look their image. They hate bathing. Water is enemy number 

one for some to bath; a care worker needs to stand beside them and make sure they do 

bath.  

Patel (2003:200) concurs and highlights that there are three important mental health 

issues that are associated with growing up: 

(i) Becoming depressed: - Common reason for depression include fights within 

the family, difficulties with studies and problems in relationships with friends;  

(ii) Abusing drugs and alcohol: - Many young people try smoking, drinking alcohol 

and taking drugs such as cannabis (hashish, marijuana). Prolonged use could 

affect the brain;  

(iii) Developing schizophrenia: - Patel (2003:200) states that schizophrenia is a 

severe mental disorder, often begins during adolescence stages, especially in 

boys. If a young person is perceived to be more withdrawn from his friends 

and family, behaves oddly and says odd things, parents, caregivers should be 

worried. 

Behaviour associated with learning challenges was also identified and can be 

summarized as in Figure 4.3 below. 

 

 

 

 

 

 



 

276 
 

 

 

 

The MDT participants presented the following storylines related to figure 4.3: 

[BG 239-244] and [BG SW 261 - 268] expressed their frustration regarding young 

people’s behavioural patterns and expresses the following views: “Young people with 

MHC are restless, they do not participate in classroom activities and have difficulty in 

understanding the content of the discussions. They also have difficulty learning, 

articulating proper speech, and logical thinking, have difficulty understanding or 

grasping information, and tend to have unrealistic explanations for some of the 

things they do. Young people with MHC displays various behavioural patterns that seem 

different from the others. However, by mere looking at them, one can tell that there is a 

challenge with the young person although it’s hard to correctly depict what kind of mental 

health condition it is”. Sometimes when you give them classwork to do before the others 

are complete, these ones would have completed their task in most cases the majority of 

them are very clever when it comes to studies…they are able to focus on their studies; 

Difficulty with 
comprehension/

Having unrealistic 
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Difficulty digesting 
information

Lacks Proper Speech 
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FIGURE 4.3: BEHAVIORS ASSOCIATED WITH LEARNING CHALLENGES 
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but you will realise that something very small like another child teasing them, they jump 

easily and they would be so much aggressive. 

According to Durlak et al. (2011:405), when children lack these skills, this can also affect 

their emotional or physical health and academic achievement. This view supports the 

MDTs’ views that educationally the MDT does not take instructions from anyone, have 

difficulty understanding, learning, and cannot articulate or express themselves. They 

also have difficulty understanding content as they answer questions out of context 

marred by unrealistic explanations and confusion.  

Hovey et al. (2017:7) state that juveniles in correctional settings often have educational, 

behavioural and mental health problems that complicate rehabilitation efforts. 40% of 

these youth have disabilities and academic deficits. Reading difficulties are cited to be 

common and compounded by the lack of pre-service training provided to educators 

working with juveniles in secure settings. They further highlight the reasons for 

caregivers/educators failing to understand these young people, such as lack of problem 

recognition, as one of the reasons the participants in this theme state that “the young 

people with MHC show difficulty in understanding, or grasping information, 

unrealistic explanations and exaggerate the problem”. Additionally, Hovey et al. 

(2017:17) state that educators and caregivers need to have a thorough understanding 

of the unique needs of this special population. Some of the identified behaviours are 

related to sexual behaviours and are summarized in figure 4.4 below. 
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The MDT participants on behaviours associated with sexual activities shared the 

following sentiments in the following storylines: 

[DA CW 405-408] [SP 455-457] [RUS SW 395-402] and [MAV CW 94-98] observed 

that “Young people with mental health challenges are very sexually active”. Well, I do 

not know why or whether their hormones are not balanced, but I’ve realised that they 

are so interested in sexual activities that even when they see it on TV, they are the 

ones to make noise about it. Most of them are so fond of the female staff if they are boys 

to the extent that they make inappropriate sexual comments. The language of these 

young people revolves about sexuality, and most of the cases that brought them are 

related to sexuality. I’ve seen worse young people with mental health challenges can 

even undress and show everybody private properties… I’m referring to private 

parts”. 

[RUS SW 395-402] “…young people with MHC are always on fight mode, they do not 

have the ability to process the information and make sense of it, they are so sensitive to 

the extent that any word uttered may be offensive to them, and they are also very 

sexually active. The language of these young people revolves about sexuality, and 

they are fond of female staff. 

Inappropriate sexual 
comments Excessive Nudity Sexually Active

Fond of female staff 
members

Criminal case is of a 
sexual nature

Excessive use of sexual 
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FIGURE 4.4: BEHAVIOURS OR TRAITS ASSOCIATED WITH SEXUAL ACTIVITIES 
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Gil and Johnson in Heyns, 2015:48 states that children who live in unstable and 

unpredictable environments frequently experience different states of physiological 

arousal as quickly as possible and different feelings. Additionally, sexual dysfunctions 

are characterized by disturbance in sexual desire and in psycho-physiological changes 

that characterize the sexual response cycle and cause marked distress and 

interpersonal difficulty. Furthermore, certain experiences may cause normal sexual 

development to be disrupted, thus leading to deviant sexual behaviour (Heyns, 2015:48). 

The author states that confusion and anxiety can result when others use children’s 

genitalia and other parts of their bodies for their erotic satisfaction. Children begin to 

organize their lives around their own genitalia and begin to seek out other opportunities 

for sexual experiences. Children may seek to discharge the arousal by acting in 

physically, sexually, or emotionally aggressive ways; according to these authors, arousal 

is discharged against the environment, and most frequently against people, through 

physically, verbally, or sexual aggressive means (Gil and Johnson, in Heyns (2015:48)).  

Furthermore, Hoge et al. (2008:194-195) report that a history of physical abuse, 

witnessing family violence, emotional abuse and sexual abuse was found more 

frequently among young sexual offenders than their nonoffending counterparts. Rates 

of prior sexual abuse among young people who offend varied between 4% and 60%. 

The authors assert that high levels of psychiatric disorders among adolescent sex 

offenders compared with their nonoffending peers have been reported, where rates of 

psychiatric disorder among juvenile sexual abuser varied between 37% and 87%. The 

authors conclude that sexual offending appears to be part of a longer pattern of conduct 

disorder for some young people. The MDT participants highlighted that the same 

behaviour is observed amongst youth who present with mental health challenges in their 

CYCC; sometimes, the young people are very sexually active, and their language 

revolves around sexuality, to the extent that even some of the crimes they have 

committed were sexual.  

Isolated behaviour was also cited by MDT and is summarised in figure 4.5 below.  
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FIGURE 4.5: ISOLATED BEHAVIOURS 

 

 

The following storylines attest to the prevalence of isolated behaviours within youth with 

MHC: 

They act in an irritable manner, and they bed wet, and some go to the extent of 

defecating themselves”. They enjoy attention whilst they are engaging in the above 

irritating behaviour. If you don’t give them the attention, they will get agitated 

because… they will think that you don’t care for them or you just ignore them., they will 

even say it that ‘you don’t care about me anymore’…”. 

Shaffer and Kipp (2010:49) warn that although the discussion is about behavioural 

patterns of juveniles with mental health challenges, we should also consider the 

individual’s biological characteristics that affect or influences how they interact with other 

people.  

Furthermore, Sadock et al. (2015:1214-1216) confirm the MDT’s observation by stating 

that bedwetting or enuresis is a significant emotional and social difficulty for these 

children. These include poor self-image, decreased self-esteem, social embarrassment, 

restriction and intrafamilial conflict. Some of these children always suffer emotional 

abuse, which is a pattern of humiliating the child and can include ridiculing or name-

calling, repeatedly threatening to cause harm to the child. These children are often 

aggressive and act out in order to seek attention and gain control. Sometimes they can 
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be hyperactive or extremely over compliant. They may show enuresis and/ or encopresis 

and frequent psychosomatic complaints. 

Sadock et al. (2015:1212-1216) add that defecating or encopresis is diagnosed when 

faeces are passed into inappropriate places regularly, as observed by the MDT for 

various emotional reasons. Reports have suggested that occasionally encopresis is 

attributable to an expression of anger or rage in a child whose parents have been 

punitive or hostile. In a case such as this, once a child develops this inappropriate 

repetitive behaviour eliciting negative attention, it is difficult to break the cycle of 

continuous negative attention; it can happen during times of stress.  

 Sub-theme 2.2: Triggered by substance abuse 

The South African Federation for Mental Health (2012-2013:1) state that youth in the 

juvenile justice system are a high-risk population. These youth are characterized by 

substance abuse, low I.Q./poor school performance, anti-social behaviour, physical 

violence/aggression, poor parenting skills/abusive parents, broken homes, poverty and 

gang membership. According to the Federation, in many cases, these young people 

have unmet physical developmental and mental health needs. 

Boesky (2011:159) concurs and reports that substance abuse is widely spread among 

youth involved with juvenile justice. Almost half of the youth in juvenile detention suffer 

from substance abuse, and on top of that, many suffer from co-occurring mental health 

disorders. 

The following views presented by the participants correspond with Boesky’s (2011:159) 

interpretation of youth’s behaviour being triggered by substance abuse: 

 “ It is so difficult to deal with young people who have substance-induced mental health 

challenges; they are the kind of young people we work with every day. Most of the young 

people we receive in our care come to us with mental health challenges not inherited but 

triggered by the substances they used in the past. This is seen by the fact that after 

some time, these young people will begin to behave normally without any sign of mental 

health challenges. [CLAN CW 226-232] 
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[DA SW 242-243] expresses her concerns and state” that this is where substance abuse 

comes in, and the use of some substances can cause mental health challenges”. 

[MOG N 160-162] raised this point with regard to the above that “once you start taking 

drugs that’s a trigger the drugs will trigger something that was there, but now at that time 

it was not so obvious, but because the mind is weak the person will have a mental illness 

because you are taking drugs”. 

The most crucial consequences of continued drug use are the impact the drugs have on 

the individual’s psychological and emotional development. According to Erikson 

(1995:105), adolescence is when the transition from childhood to adulthood occurs. This 

means that several new things need to be incorporated and learnt by the adolescent in 

order to take on the role of an adult into society. Erikson (1995:105) adds that with 

continued drug use, the individual’s development is delayed and sometimes even 

stopped. This means that while someone is taking drugs, he/she is not learning how to 

deal with stress constructively and solve problems. Drug addicted adolescents are not 

having the normal development experiences that they should have at that age. Other 

consequences include a loss of individuals potential, tolerance to the substance, 

developing interpersonal problems, develop the risk of getting caught, and regular use 

can impair decision-making ability (Apollis, 2016:25). The findings presented by the MDT 

seem to be supported by Fisher and Harrison (2013:15), who state that prolonged drug 

use can have a negative effect on the brain by impacting the way the nerve cells send, 

receive and process information. 

However, there should be a clear distinction between substance use disorder and mental 

disorder. Concurrent disorders are an umbrella term that describes the simultaneous 

existence of a mental disorder and substance use disorder (Armstrong & Costello, 

2002:4). Conduct disorder (severe behaviour problems), attention-deficit/hyperactivity 

disorders, depression and anxiety disorders are the most prevalent mental disorders that 

co-occur with substance use disorders among youth (Armstrong & Costello, 2002:4). If 

left untreated, youth with concurrent disorders are at high risk for various unhealthy 

outcomes, including crime. These youth often come into contact with multiple service 

systems throughout their lives. 
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According to Boesky (2011:172), mental health and substance-use disorders can 

interact with each other in a variety of ways which are summarized as follows: 

 Alcohol and other drug use can set off or trigger the emergence of a mental health 

disorder if youth are biologically/genetically predisposed to mental illness, 

 Substance abuse can produce symptoms of mental illness, 

 Symptoms of mental illness may worsen when youth use alcohol or other drugs, 

 Symptoms of substance use can look similar to symptoms of mental health 

disorders, and 

 Symptoms of mental health disorders can be covered up or hidden by alcohol, 

marijuana or other drugs, which can conceal an underlying mental health 

disorder. 

Regarding the above, an important development phase of adolescence and the 

interruption of this development caused by chemical substance abuse should be 

considered when planning services (Van der Westhuizen, 2010:174). In line with this 

sentiment, when the impaired development of the chemically addicted adolescent is not 

addressed during treatment and after, the risk of relapsing increases (Van der 

Westhuizen, 2010:174).  

 MDT Theme 3: Participants’ accounts of whether youth with mental health 

challenges have suicidal tendencies 

Sadock et al. (2015:786) state that suicidal behaviour is the most common reason for an 

emergency evaluation in adolescents. Suicidal ideation or behaviour in a child must be 

carefully evaluated with particular attention to the child's psychiatric status and the ability 

of the family or the guardians to provide the appropriate suspension. Truscott (2018:134) 

suggests that a suicidal person feels so much pain that they can see no other option 

other than death. In fact, they may even view suicide as a problem-solving solution since 

they often feel like they are a burden to others. Further, the above authors state that 

suicide ideas and actions are often the results of disordered thinking or mood found in 

mental disorders. In light of this theme, the MDT members were asked whether youth 
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with mental health challenges displayed any suicidal tendencies. The sub-themes are 

shown below in Table 4.5, followed by a discussion. 

TABLE 4.5: OVERVIEW OF MDT THEME 3 STORYLINES 

THEME THREE SUB-THEMES 

3. Participants accounts of whether 

youth with mental health challenges 

have suicidal tendencies 

3.1 Do not have suicidal tendencies 

3.2 Some do have suicidal tendencies 

  

 

 Sub-theme 3.1: Do not have suicidal tendencies 

The MDT in this sub-theme believes that youth with mental health challenges do not 

have suicidal tendencies. The base their arguments on the fact that the youth are just 

naughty, but there is a low probability of them hurting themselves. They believe that 

youth in this category are not capable of committing suicide because their mental state 

is already compromised, and they cannot differentiate between right and wrong. The 

following storylines support this: 

[BG CW 416-421] states that “from what I’ve observed, some young people with mental 

health challenges do not have suicidal tendencies, especially the hyperactive ones. They 

are just naughty and all over the place but hurting themselves is the last thing in their 

minds. I would like to believe that it depends on the nature of mental health challenges 

that the young person has; if there are no depressive symptoms. [CLAN N 478-482] 

concurs and states that “I do not think young people with mental health challenges are 

capable of committing suicide or attempts; even when they do, I do not think they realise 

exactly what they are doing because at the end of the day their mental capacity is not 

capable of assessing what is right or wrong or what is harmful or not”. 

[CLAN PSY 486-489] outline the following view: “I would like to believe that it depends 

on the nature of mental health challenges that the young person has; if there are no 

depressive symptoms, the chances of suicidal tendencies are very low”.  
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“young people with mental health challenges have no capacity of suicide, I just feel like 

the other things like fights and aggression are understandable but not suicidal 

tendencies” [CLAN ED 475-478].   

This behaviour confirms the sentiments shared by [MAF SW 573-574] that, “Young 

people with mental health challenges are not always suicidal, those that have no 

depressive symptoms are not at risk of such tendencies”. 

In this instance, the MDT lays emphasis on behaviour, e.g. hyperactivity, aggression, 

and like to fight, but the young people do not have suicidal tendencies. However, Boesky 

(2011:193) argues that juvenile offenders do not always talk to professionals about their 

thoughts of suicide; and some may even deny having such thoughts when directly asked 

about them. Therefore, relying on cues from youth’s behaviour for indications of suicide 

risk is not essential. Staff should pay close attention to the following observable 

behaviours because they may indicate that the juveniles are at risk for suicide: 

 Sad or depressed mood, 

 Increased irritability, 

 Diminished interest or pleasure in activities that they used to enjoy, 

 Complaints of fatigue and/or feeling tired all the time, 

 Excessive levels of guilt or shame, 

 Difficulty concentrating or making decisions, 

 No emotion or appears apathetic, 

 Threatening or aggressive behaviour, 

 Restless or agitated behaviour, 

 Very slow speech or behaviour, 

 Lack of appetite or overeating, or 

 Insomnia or sleeping too much. 

Sadock et al. (2015:1226) believe that most children and adolescents with depressive 

disorders neither attempt nor complete suicide, and many depressed youths do not have 

suicidal ideation. The research by Sadock et al. (2015:1226) states that many depressed 

youths with mental disorders are not suicidal; many youths who engage in suicidal 
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behaviour do not have a depressive disorder. The above-stated authors concur with the 

MDT, who believe that young people with mental health problems do not have suicidal 

tendencies unless they are severely depressed.  

 Sub-theme 3.2: Some do have suicidal tendencies 

Contrary to the previous theme, some participants think that some of the youth with 

mental health challenges do have suicidal tendencies and the following storylines attest 

to this: 

“…the depressive ones do have suicidal tendencies, and some of them do make 

attempts to hurting themselves. It is difficult to tell what is going on in their minds because 

they do not like to talk to anyone; however, they require close observations” [BG CW 

370-373].  

“Young people with MHC have suicidal tendencies and they do appear to try it more 

often although most of them do not succeed. From my point of view, I believe that these 

young people live in hopeless situations that they feel trapped and with no one to 

understand them. The more we try to push them to what is logical and socially 

acceptable, the more they get frustrated and feel like people don’t understand the world 

they live in” [SP CW 520-526].   

The accounts are a true reflection that youth with MHC can be linked with suicidal 

tendencies. This aspect corresponds with the views of Patel (2003:63), who states that 

some young people with mental disorders have more persistent suicidal thoughts or 

plans. When these become persistent, the thoughts are usually associated with mental 

illness and severe life difficulties. The author singled out the following mental illnesses 

associated with suicide. 

 Depression: This is the most important cause of suicide. Depression can make a 

person feel miserable, lose interest in life and lose hope for the future. 

 Alcohol and drug misuse: Although many people drink alcohol and take drugs to 

feel better, they act as depressants on the brain, the despair of not being able to 
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stop the addiction, physical illness and financial problems make the person feel 

suicidal. 

 Long-term health problems: Illnesses that cause pain or is terminal are more likely 

to make the sufferer feel suicidal. 

 Severe mental disorders: People with psychosis are also at risk of ending life 

through suicide. 

Sadock et al. (2015:1226) further state that developmental issues influence the 

expression of depressive symptoms; for example, young children who exhibit recurrent 

suicidal plans can rarely carry out such a plan. However, Patel (2003:64) has cited that 

juveniles with severe mental disorders, e.g. psychosis, are at risk of ending their lives 

through suicide. Sadock et al. (2015:1226) concur with Patel (2003:64) and state that 

severely depressed youth with mental disorders often have suicidal ideation. There is 

epidemiological evidence suggesting that depressed youth with recurrent active suicidal 

ideation, including a plan, and who have made prior attempts, are at higher risk of 

complete suicide than youth who express only passive suicidal ideation. 

According to Humphreys (2000:22), one of the major concerns and pre-occupations in 

the care of individuals with mental disorders within a secure care centre is the prevention 

of self-harm and suicide. This is a problematic area where the needs of the distressed 

and disturbed individual are potentially seriously compromised and at odds with those of 

the Child and Youth Care Centre. The MDT in this sub-theme has identified depression 

as a major contributory factor to suicide. Although none of the young people has 

succeeded in committing suicide, their plans were uncovered before the actual action 

could be completed. They also attribute suicidal plans to feelings of hopelessness, 

feeling trapped and feeling as though there is no one to understand them. 

It would seem that knowledge of signs that lead to suicide and the behaviours exhibited 

by the young people with mental health disorders will enable the MDT to detect high-risk 

youth and monitor them closely. Sadock et al. (2015:1226) concur and states that 

developmental issues influence the expression of depressive symptoms. For example, 

unhappy young children who exhibit recurrent suicidal tendencies are vulnerable to the 
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influences of severe social stressors such as chronic family discord, abuse and neglect, 

as well as academic failure. Many young people with major depressive disorders have 

histories of abuse, neglect and families with significant psychosocial burdens such as 

parental mental illness, substance abuse or poverty. 

Seemingly, young people with mental health challenges in the CYCC find the 

environment or detention itself depressive. It also appears as though the young people 

with mental health challenges do not understand their changed circumstances from the 

court proceedings and detention in a CYCC where they find themselves amongst 

strangers. It is often difficult for the average young person to adapt to changed 

circumstances, and the situation could be worse for a young person with mental health 

challenges. According to the Canadian Health Services Research Foundation (CHSRF) 

(2012:110), a suicidal person feels so much pain that they can see no other option other 

than death. In fact, they may even view suicide as a problem-solving solution since they 

often feel like they are a burden to others. 

Further, the Canadian Psychiatric Research Foundation (2012:110) state that suicide 

ideas and actions are often the results of disordered thinking or mood found in mental 

disorders. Furthermore, The Centre for Disease Control 2010, state that almost all 

juveniles who died by suicide in confinement died by hanging (bedding with door 

hinge/knob, air vent, bed frame, or window frame. This behaviour confirms the 

sentiments shared by [MOGN 91-94] “…suicidal tendencies are usually on depressive 

ones…some of them don’t actually attempt to have suicide; they might think of it. So, 

once you interview the child, you must find out if they already have a plan on how they 

are going to commit suicide because that’s one of the signs that shows you that they 

want to commit suicide. Once a person says I’ve seen there’s a wire there and sharpen 

and do that you see that’s a plan then it shows you that this person is a high risk for 

suicide” [MOG N 91-94].  
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 MDT Theme 4: Participants’ accounts of how staff, youth and the running 

of the centre are affected by the behaviour of youth with mental health 

challenges 

One of the questions asked the participants to explain how the behaviour of youth with 

mental health challenges impacts staff, the other youths in the centre and the running of 

the centre. This theme consisted of 3 sub-themes, and different categories were 

identified, which will be elaborated on accordingly. The sub-themes and categories are 

in Table 4.6 below. 

 

TABLE 4.6: OVERVIEW OF MDT THEME 4 STORYLINES 

THEME FOUR  SUB-THEMES CATEGORIES 

4. Participants’ accounts of 

how staff, youth and the 

running of the centre are 

affected by the behaviour of 

youth with mental health 

challenges  

4.1 How staff is affected 

 

 Lack of understanding 

 Has a negative effect 

 Frustration and stress 

 

 

4.2 How other youths are 

affected 

 

 Provoke each other 

 Are fearful  

 Get less attention 

 Take advantage 

 Positive aspect 

 

4.3 How the running of the 

centre is affected 

 Disruptive 

 Property is vandalized 

 

 

 Sub-theme 4.1: How staff is affected 

With regards to how the staff is affected, the participants' experiences were expressed 

in several ways. Three categories emerged from this sub-theme which are: 
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 Lack of understanding 

An educator stated that staff members lack an understanding of the youth with mental 

health challenges, as articulated in the following storyline: 

“Staff tend to fail meeting the needs of young people with mental health challenges 

because of lack of understanding on how they do and react to certain things” [CLAN ED 

507-509].  

According to Boesky (2011:311), when crises occur among incarcerated juveniles who 

are mentally ill, line staff must immediately respond to youth’s behaviour. If they do not 

understand mental health symptoms, juvenile justice staff may unintentionally escalate 

the situation, worsening the youth’s behaviour. This situation is dangerous for both youth 

and staff. According to the author, certain interventions and treatment strategies are 

more effective for special mental health disorders, whereas other strategies can be 

harmful. When knowledgeable about mental health issues, the staff’s choice of 

intervention approaches can be more strategic and effective. 

 Has a negative effect 

The behaviour of youth with mental health challenges was reported to have a negative 

effect on staff. The following storylines support this view: 

“It affects staff negatively because mostly when their behavioural patterns start to 

manifest, staff do not know how to handle them. The behaviour displayed by young 

people with mental health challenges is hard to cope with” [BG SW 438-440].  

“Young people with mental health challenges are very disruptive, and when you don’t 

pay attention to them, a lot can go wrong. This tends to leave staff strained and more 

focused on specific young people rather than the normal ratio they were supposed to be 

focusing on” [BG ED 411-414].  

“It is very frustrating for the staff, and they end up taking measures that are not allowed 

as means to control the situation, and that creates a lot of problems and bitterness to 

the young people” [BG SW 420-422].  
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 “The behaviour of these young people is erratic and dangerous to staff, to the extent 

that they get hurt in the process. Young people with mental health challenges affect the 

staff negatively because they require special attention, as one is busy with them the 

other young people are left unattended” [MAV ED 154-157]. 

“I would say there are other staff members who would even feel helpless because they 

believe when they are here, it’s their duty to meet the youth’s needs, but if you keep on 

taking care of the child, but the young child still has a problem like they say they want 

attention. You know that you give them food and they still come to you and ask more…so 

the staff members might feel helpless not knowing what else to do to make the young 

person feel like they are being taken good care of” [MOG N 178-183]. 

“…young people with mental health challenges are rude to staff, they are uncontrollable, 

and the other young people do not want to be associated with them; it is hard to interact 

positively with them. It is either they are victims or the bullies. As for the running of the 

centre, it is difficult with such young people because their behaviour affects all the MDT” 

[MAF SW 638-642]. 

One of the educators alluded to the negative effect caused in the classroom. “In a 

classroom environment, remember you are responsible for all the learners in the as the 

educator in the class. So, as a result, you should now start focusing on this one child 

here. The other children might look into that as a negative impact just to say now you 

have shifted your focus, and they will go to an extent to say this is your favourite child. 

At the end of the day, your class might be chaotic because the other children seek your 

attention too. Also, you might find yourself being drained because you have spent much 

time with this particular child, so think of a situation where you have young people with 

mental health challenges 3 or 4 in one class, so at the end of the day, it means you are 

more than drained” [MOG ED 184-191] 

Boesky (2011:310) states that if staff have not been trained in how to identify mental 

health symptoms among adolescents, juvenile justice professionals may view the 

behaviour of mentally ill juveniles as purposeful and manipulative. This misperception 

can result in severe sanctions and other negative consequences to alter youth’s mental 
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health symptoms. Sanctions are not an effective strategy to control mental illness, and 

some sanctions can exacerbate the symptoms.  

 Frustration and stress 

Boesky (2011:311) asserts that juvenile offenders with mental health disorders can be 

particularly challenging to supervise and manage.  According to the author, most staff 

report that working with mentally ill offenders adds to the stress of the job.  

Participants highlighted the frustration and stress experienced by staff when they 

manage and care for youth with mental health challenges. These were evident during 

the interviews, and storylines are as follow: 

“…the fact that we are not trained to handle such special cases makes it even harder, 

this young people can leave a staff member out of options and frustrated” [BG SW 401-

402]. 

“The staff are always anxious when handling young people with mental health 

challenges because they do not know how to respond to them positively” [CLAN SW 

498-500].   

“Dealing with young people who…have mental health challenges is not easy; they tend 

to overwhelm staff and the other children who are expected to relate well with them” [HZ 

CW 382-384].  

 “…sometimes it becomes a challenge… Remember, it’s risky in the sense that when 

they (staff) try to accommodate the child and the child doesn’t want to fit into their box 

and at the end of the day, the child also feels that these ones, they want to control me 

so as a result let me defend myself and he will defend himself.  He might be aggressive 

towards the other children, or he might be violent towards them, and at the end of the 

day, it becomes a problem. I will give an example if he is in the same room with the other 

maybe they are five in one room and the Child and Youth Care workers have done their 

rounds during the night a fight or something happens, by the time you open the door 

because they are fast by that time they might have harmed a lot of things. So, I think in 

one class we experience such behaviour… He (the youth with mental health challenges) 
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was already having two bricks as a way of saying I want to defend myself against the 

other children, and they were teasing each other.  Imagine if he had thrown the bricks, it 

was going to cause chaos” [MOG ED 251-263]. 

Morley and Macfarlane (2008:244) state that the social worker is the case manager in 

the CYCC and is also part of the multi-disciplinary team. Therefore, a social worker must 

have some knowledge of mental health disorders since this knowledge will equip the 

social worker to respond appropriately, act accordingly and drive the process 

appropriately. The MDT's above statements highlight their frustration and stress, which 

could lead to them also being affected by mental illness, like depression. Sadock et al. 

(2015:1226) warn that some mental health illnesses like depression are caused by 

genetic vulnerability and environmental stressors. According to Witherell (2013:1), on 

the surface, the child care centre appears to have a joyful, carefree atmosphere; 

however, the job of a child care teacher is much more demanding and stressful than 

many may realize. The author reports that childcare providers are on their feet for much 

of the day and are also given numerous and sometimes conflicting tasks to accomplish. 

These include fostering the cognitive, social and language development of children in 

their care, ensuring the health and safety of themselves and young people, whilst 

maintaining a structured schedule with several young people. Problems arise when one 

youth demands individual attention due to difficulty in adapting to change in routine or 

other emotional and behavioural problems.  

According to Kadungure (2017:1), caring for one child with special needs can be 

demanding and an overwhelming experience. Caring for a lot of children with different 

special needs is potentially more daunting and stressful. The author states that there are 

negative placement outcomes when these children are placed with caregivers who are 

not aware of their special needs. Kadungure (2017:35) alludes to the fact that lack of 

knowledge can also lead to frustrations and stress-related challenges. Caregivers also 

require information on the behavioural manifestations associated with each special 

need. The lack of information places a great deal of pressure on the coping resources 

of the caregivers.      
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The young person with mental health challenges may exhibit poor negative behaviour 

as, according to Crouch and Alers (2014:24), it is a powerful way of getting attention. 

This is also confirmed by MDT, in their responses, how they are affected, and how other 

young people are affected by the negative behaviour patterns, sub-theme 4.2; the 

responses are that the young person, with mental health challenges is an attention 

seeker.  

 Sub-theme 4.2: How other youths are affected 

Another sub-theme on how youth are affected in the centre by the behaviour of youth 

with mental health challenges. Three categories emerged from this sub-theme, and the 

responses of the participants were as follows: 

 Provoke each other 

Some youth are affected due to the provocation, teasing and bullying that occurs. 

“It does affect young people negatively because there is provocation and bullying 

involved from both parties. By this, I mean that young people with MHC do provoke, and 

those that are normal do the same because they believe they have the upper hand on 

the young people with MHC.  Due to the nature of young people with MHC, they usually 

retaliate” [BG SW 430-444].  

“The challenge here is teasing the other young people would tease them or label them, 

and that triggers their emotions, and they tend to react negatively by insults, fights and 

other disruptive behaviours” [BG SW 447-449].  

 Are fearful 

Some youths in the centre were reported to be fearful of the youth with mental health 

challenges. Some participants experienced fear emanating from unpredictable 

behaviour patterns. They also highlight that when young people experiencing mental 

health challenges have been teased or labelled, it has a negative effect on them. It often 

triggers their emotions, and they tend to react by hurling insults, fights and other 

disruptive behaviour. As stated by the MDT, the other young people become “fearful of 

the youth with mental health challenges” because of the unpredictable mood swings”. 
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as highlighted in the next couple of quotes: 

“…young people with mental health challenges usually becomes a danger to the other 

young people, and they fear to interact with them because of the unpredictable mood 

swings” [BG SW 425-427]. “Other young people live in constant fear because they do 

not know what to expect from these youth with mental health who have unpredictable 

behavioural patterns” [HZ ED 401-403]. 

“Young people with mental health challenges are stressful for staff, and to the other 

young people, they are seen as hazards as they can impose physical injury because of 

their aggression, so the other young people keep away just to be on the safe side. [MAF 

SW 642-646]. 

Some of the youths cannot stand the behaviour of youth with mental health challenges 

due to a lack of insight into mental health challenges.  “…I think there are some young 

people who cannot understand the behaviour of children who have a mental illness 

because others will be coming to report that no I can’t sleep because they sing at night, 

they walk around at night there are those who can’t stand the behaviour at all” [MOG 

SW 264-267].  

Interpreting the MDT concerns, Boesky (2011:241) reports that peers may become 

irritated or afraid, especially if they must share a room with an individual who suffers 

from a mental health disorder.  

 Get less attention 

As alluded to earlier, the fact that staff has to spend more time focusing on youth with 

mental health challenges results in other youth feeling that they get less attention from 

staff. In support of this, the following storylines are presented: 

“In most cases when young people with mental health challenges are involved, there are 

always justifications because of their mental state and the other young people feel like 

they are not cared for” [HZ N 403-406].   

“Young people feel compromised because those who have mental health challenges 

receive more attention than them” [MOG CW 807-809].  
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“It is hard for staff to cope well because most of them are not even trained on how to 

handle such young people. The young people who have no challenges in MHC feels like 

those with mental health challenges are given special attention” [MAF CW 604-607].  

 Take advantage 

The behaviour of youth with mental health challenges leads to other youth taking 

advantage. 

“Other young people can take advantage of those that have mental health challenges” 

[CLAN N 519-520].  

“Working with young people with mental health challenges demands a lot, and on the 

other hand, it creates loopholes for the other youth to get to mischief” [DA SW 569-571].   

 Positive aspect 

Despite what has been highlighted above, one educator mentioned that youth with 

mental health challenges have a positive effect on the sports field. 

“You know sports unite people in most cases when you have such these, youth with 

mental health challenges, are the ones that’s where you can build their confidence 

because that’s where most of the responsibilities you can assign them and they are good 

to control the other children in that level for example in soccer if that particular child is a 

captain although his having some challenges he feels like I am in charge and he will 

make it a point the other children are accommodated in sports.”  

The storyline from MOG ED 282-286 is supported by the views of Boesky (2011:50). 

Boesky states that every success, no matter how small it is, must be acknowledged and 

rewarded when young people with conduct disorders begin to experience success. 

These youth are more than willing to expand their behavioural repertoire beyond the 

antisocial behaviour they are accustomed to. It helps them to develop feelings of self-

worth and pride in relation to pro-social activities. 
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 Sub-theme 4.3: How the running of the centre is affected 

In supporting this sub-theme, different views were shared. The main categories that 

emerged were that: their behaviour disrupts the normal running of the centre, and the 

property is vandalised at times. Sadock et al. (2015:609) state that intermittent explosive 

disorder manifests as discreet episodes of losing control or aggressive impulse. These 

episodes can result in serious assaults or the destruction of property. The 

aggressiveness expressed is grossly out of proportion to any stressors that may have 

triggered it. According to participants in the CYCC, when the juveniles are in an 

aggressive state, they do not listen to anyone, and everything in the centre has to stop 

due to the episode. Some young people with mental health challenges are costly 

because they vandalize property; for example, they damage infrastructure. Discussions 

on these are now presented: 

 Disruptive 

 “…the running of the centre, it does get disrupted; especially when the young person is 

totally out of control and does not seem to be interested in listening to anyone, that 

requires everything else to stop and all the focus is shifted to such young person” [BG 

CW 456-459].  

“The staff working with such young people face challenges on how to handle them. This 

affects even the other youth themselves because they do not know how to relate with 

young people with MHC. While young people with MHC becomes isolated and cannot 

interact well with others, and all that demands extra efforts from staff which in turn 

causes delays in some of the essential programmes or daily routines. The running of the 

centre it usually disrupted when there is a serious incident, and that delays the daily 

routine” [BG CW 403-408] [ MAF CW 598-599].   

 “Sometimes the running of the centre is disrupted in terms of daily routines. When we 

discussed the behaviours displayed by young people with MHC fear of bathing was also 

mentioned, that they do not like water in that sense you find care workers taking more 

time trying to make sure that such young people do bath which in turn causes delays in 

other aspects of the routine. To some of this young people, they do not value 
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timekeeping and whatever they want to do is at their own pace, and that itself disrupts 

the running of the centre” [MAT SW 714-720]. 

 Property is vandalised 

Youth with mental health challenges also vandalise property as a manifestation of their 

behavioural patterns (see Sub-section 4.3.2.1), as explained in the following storylines: 

“…there are episodes where you find a young person so aggressive that they smash 

and vandalise the property which in turn would require immediate intervention meaning 

that if it was time for a certain programme it has to stop or postponed because of the 

situation at hand” [BG SW 460-463]. 

“Also, in cost, they are costly in damage to infrastructure because what you realise those 

will never hurt people, but they will damage things. One was busy with ceiling trying to 

escape he has his own theory of how he is going to escape all he did was damage the 

ceiling of which is very costly” [MOG SW 303-306]. 

Sadock et al. (2015:609) explain in underscoring what the participants shared on how 

the running of the centre is affected by the behaviour of youth with disruptive, impulse-

control and conduct disorders, as associated with childhood. These authors suggest that 

each disorder is characterized by an inability to resist an intense impulse drive, or 

temptation to perform a particular act that is harmful to self or others, or both.  

According to Sadock et al. (2015:609), the caregiver is advised to help the young person 

recognize and verbalize the thoughts or feelings that precede the explosive outbursts 

instead of acting them out. In a home environment, the family will be coached to assist 

the young person in recognizing the triggers. However, in a CYCC, the trigger is the 

other youth, who tease, provoke, label the youth until he is out of control. The youth may 

display temper tantrums, verbal arguments or fights, or physical aggression towards the 

property or others. 

Sometimes the magnitude of aggressiveness expressed during the recurrent outbursts 

is grossly out of proportion to the provocation. The recurrent aggressive outbursts are 

not premeditated; they are impulsive or anger-based and not committed to achieve some 
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tangible objective, e.g. money and power. In conclusion, the intermittent explosive 

disorder, if it persists, may warrant independent clinical attention (Sadock et al. 

2015:610). 

 MDT Theme 5: Participants’ accounts of how staff members are able to 

subdue youth with mental health challenges 

In addition to the above, Boesky (2011:304) describes the concept “subdue” as 

mechanical/therapeutic restraints that are designed to confine juveniles’ bodily 

movements and restrict their physical activity. Restraints are typically used to help calm 

youth down or prevent injury to the youth or others. Using restraints with mentally ill 

juvenile offenders should be a last-resort management strategy used only in 

emergencies when there is imminent danger to youth or others. 

In light of this theme, participants were asked whether the staff is able to subdue/restrain 

youth with mental health challenges when they become out of control without hurting 

them. Some recounted that there was no difference between subduing youth with mental 

health challenges and other youth. Some recounted how the staff is trained, and others 

said they are not trained, and there were accounts of how there are inadequate criteria 

and policies to deal with controlling youth with mental health challenges, as shown in 

Table 4.7. A discussion will follow below the tabled sub-themes. 

TABLE 4.7: OVERVIEW OF MDT THEME 5 STORYLINES 

THEME FIVE SUB-THEMES 

5. Participants’ accounts of how 

staff members are able to subdue 

youth with mental health challenges 

5.1 No difference 

5.2 Are trained 

5.3 Not trained or not specifically trained 

5.4 Difficult 

5.5 No or inadequate criteria and policies 
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 Sub-theme 5.1: No difference 

Several participants in the various focus groups stated that there was no difference 

between subduing youth without mental health challenges and youth with mental health 

challenges when they become out of control. 

Four participants share almost similar views on the issue of restraining, and their views 

were articulated as follows: 

[BG CW 506-509]… “I believe that the training that some staff received such as PART 

can be used as a means of restraining young people with mental health challenges when 

they are out of control. Because I don’t think there is restraining for normal child and the 

one with mental health challenges”.  “I agree…restraining is just restraining; there are 

no specifications to say this is how you do it with the child who is mentally challenged, 

and this is what you ought to do with the normal child”.  

“I do not think there is a criteria just normal policy procedures that need to be followed 

when restraining a child to ensure that he does not impose danger to himself, the 

property and others” [DA ED 705-708].  

“…it does not matter whether the person being restrained has MHC or is just an ordinary 

young person with no special needs…restraining just means restraining without really 

categorising it to mentally challenged young people” [DA SW 693-696]. 

“When restraining a child, a lot could go wrong depending on the level of aggression by 

the young person. In my view, I do not think it happens only with the MHC young people, 

but even those without them tend to be aggressive and may cause more harm than those 

with MHC, and that situation can lead to a child being hurt” [CLAN N 580-584]. 

Confirming the response of the MDT where they stated that the existing PART training 

can be used to restrain a young person who has mental health challenges, because 

there are no specifications regarding restraining. The MDT participants also suggested 

that normal policy procedures should be applied. It also depends on the level of 

aggression. According to Sadock et al. (2015:610), if aggression is too severe, it may 

warrant independent clinical attention. Patel (2003:56) explains the process of 
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restraining a patient as follows: make sure you have enough people and hold the person 

down, firmly using hands. Always prepare the injection before you restrain someone. 

Patel (2003:56) cautions that mentally ill people are not “naturally” violent; several 

different reasons can lead a person with mental illness to become violent. In a CYCC, 

other young people can tease, bully, label and mock the mentally ill young person until 

he loses control of himself. 

 Sub-theme 5.2: Are trained 

The interview participants confirmed that staff members were trained to subdue youth 

with mental health challenges without hurting them. In support, the following storylines 

are presented: 

“I do believe that staff are trained on how to subdue young people.  However, I do not 

believe that there is a guarantee on what will happen during the process; there is the 

likelihood of a young person getting hurt in the process of restraining, whether trained or 

not, depending on the level of aggression. Some of these young people can be totally 

out of control that it takes the whole team to keep them calm, and during that process, a 

lot can go wrong” [DA SW 660-666].  

“I believe staff have done PART training which is training that contains a person without 

hurting them. I believe they are able to do that ‘cos in my department; we deal with 

chemical restraint, so the thing is just to make sure they are able to contain the child, 

bring them to the clinic and then chemically restrain the child and then they will be weak 

by then” [MOG N 339-342].  

“Staff are trained on how to restrain young people without actually hurting them on PART 

training, during this training staff are taught safe ways of restraining aggressive young 

people on different angles without having to break any bones” [RUS SW 872-875].  

One participant cautioned that training does not mean that a young person will not 

necessarily get hurt: “…being trained does not eliminate the likelihood of the young 

person getting hurt in the process.  That revolves around a lot of issues such as the 

strength of the young person and the weapons at hand during aggression” [MAF SW 

736-738]. 
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Crouch and Alers (2014:288) assert that during restraining and after, youth can be made 

aware of their emotions and be enabled to identify triggers to their emotions to 

understand how their emotions and behaviour affect others. Likewise, anger 

management and journaling are practical ways to help deal with their emotions; the 

above could be achieved through facilitating reflection and introspection of their feelings. 

 Sub-theme 5.3: Not trained or not trained specifically 

Despite the above statements, other participants confirmed that staff members are not 

trained or are not trained specifically on subduing youth with mental health challenges.  

The participants shared their views along the following lines: 

“I believe that most staff are not trained to subdue young people who may tend to be 

aggressive. However, I do not think there has been specifically training that focuses only 

on restraining young people with mental health challenges but just restraining” [CLAN 

SW 545-548].  

“…staff are trained in behaviour management for psychosocial behaviour but not mental 

health challenges” [MAF SW 725-726]. 

“Staff is not trained on how to restrain young people with mental challenges when they 

are out of order. I believe that whatever skills they are equipped with caters to young 

people in conflict with the law, not particularly the mental health challenged. It is very 

rare to find a situation where a child is being restrained and not being hurt. So with my 

understanding, I believe that lack of training can even make it worse because mentally 

challenged young people have great might and can overpower a lot of people, well I 

don’t know why the case is but they’re very strong” [POL SW 349-356]. 

Two social workers from the same facility state that restraining is restraining, one cannot 

differentiate between restraining normal youth and those affected by mental illness. 

Others believe the lack of training can worsen the situation because mentally challenged 

young people have great power and can overpower many people. According to Day and 

Daffern (2009:14), the merits of using restrain on children at all are contested. 

Opponents of using the restrain on children in any circumstance argue that it is counter-

productive to the extent that it reinforces aggressive behaviour; it is too often used 
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inappropriately as a measure of convenience. However, Australian Children’s 

Commissioners and Guardians (2017:16) maintain that restraint is legitimate and 

necessary to protect staff and other detainees from aggressive or destructive behaviour. 

It is also argued that while physically restraining children may cause anxiety and 

discomfort, it is more dangerous for the child not to be restrained.   

 Sub-theme 5.4: Difficult 

Some participants referred to the difficulties they experienced in subduing youth with 

mental challenges without hurting them, and the following storylines express their 

concerns: 

“…without training, it’s hard to subdue a young person with mental health challenges 

without hurting them because unlike the normal child, they won’t cry out and say, you 

are hurting me; they would just keep on fighting back even when they are getting hurt in 

the process. In their minds, it does not matter how many people are there to restrain 

them; they feel like they can withstand them” [BG SW 500-505]. 

“…mostly when there is a situation staff are more concerned about calming the situation 

without necessarily looking at the side effects, sometimes it is possible that they can hurt 

young people without noticing them” [BG SW 525-528]. 

“When a child is out of control, we restrain and put in isolation for a certain period of 

time. However, that is with reference to a normal young person who was in the escalation 

and crisis stage. It is understandable that when one is angry, they tend to act as not 

normal because the mental state is not in the right condition, but expectedly under 

normal circumstances, the child would then calm down after some time, but that is not 

always the case with young people with mental health challenges” [CLAN SW 599-605]. 

The Service framework for Mental Health of South Africa (1999:71-72) reiterates, just 

like the MDT reflected above, that social services should record each carer’s needs, 

draw up a care plan to be agreed upon with the carer. Although it would seem the views, 

circumstances and needs of cares may be distinct, as documented from the participants 

in a CYCC, and can sometimes conflict. According to the Service Frameworks for Mental 
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Health (1999:60), the care managers should ensure that the carer has a clear plan that 

should include: 

 Information about the mental health needs of the person whom they are caring,  

 including information about medications and any side-effects which can be 

predicted,  

 and services available to support them. 

The participants have stated that they need policies and procedures to guide them 

towards restraining young people with mental illness without harming them. However, 

they further acknowledge that the current policies need to be updated to conform to the 

behaviour exhibited by young people nowadays. Action to meet defined contingencies, 

the participants indicated that they need policy guidelines that emphasize the how part, 

such as: 

 Information on what to do and who to contact in a crisis. One of the participants 

stated that operating procedures they do have, but guidelines are needed as well. 

 The care plan should be confirmed in writing or in another format that is 

accessible to the carer. 

The above statement confirms that the participants believe that there should be proper 

guidelines for dealing with young people presenting with mental health challenges, and 

should be documented, standardised as a framework, not a policy. Service Frameworks 

for Mental Health of South Africa (1997:71-72) states that secure care mental health 

services need to have skilled staff who can facilitate and intervene when called to do so. 

They conclude by saying carers play a vital role in looking after service users, in this 

case, the young people in conflict with the law who have mental health challenges. 

Providing help, advice and services to carers could be one of the best ways of helping 

people with mental health problems. While caring can be rewarding, the strains and 

responsibilities of caring can also impact carers’ own mental and physical health, and 

these needs must also be addressed by health and social services (Service Frameworks 

for Mental Health, 1990:60). 
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The participants presented varying responses when discussing the restraining of young 

people without harming them. They use isolation for all types of children, but they 

realized that young people with mental health challenges do not easily calm down, unlike 

other children. This realization is also echoed by Boesky (2011:6-7), who states that 

juvenile correctional facilities are not mental health hospitals and should not be expected 

to function in that capacity. The author supports the above statement by saying that 

mental health facilities typically employ several full time licensed – professionals formally 

trained in mental health (for example, psychiatrists, psychologists, psychiatric nurses, 

and social workers) who have knowledge in mental health. The mental health residential 

facility emphasizes treatment, with a focus on creating a therapeutic environment. When 

applying for a job at mental health facilities, individuals intentionally choose to work with 

youth suffering from mental health disorders. Whereas the mental health resources in 

juvenile justice facilities greatly differ from those in mental health facilities. There are 

usually fewer professionals formally trained in mental health, and not all of them are 

licensed; there is usually no mental health professional on-site; in these cases, juvenile 

justice professionals may need to: 

 Manage acutely mentally ill youth without assistance from mental health 

professionals  

 Have a mental health professional drive to the facility (as needed) to evaluate 

acutely mentality ill youth. 

 Transport acutely mentally ill youth to another location, for example, a hospital for 

mental health services.  

 Therapeutic modalities tend to be limited in juvenile justice facilities. 

 Sub-theme 5.5: No or inadequate criteria and policies 

When discussing the subduing of youth with mental health challenges, participants 

referred to the lack of adequate criteria and policies for subduing these youth when they 

become out of control, and the participants share their views in the following storylines: 
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shares the same sentiment with [BG ED 538-541]. 

“Well, I think there should be proper guidelines on how to deal specifically with young 

people presenting mental health challenges, in a way that it would be standardised and 

documented not as a policy but as a framework” [BG CW  516-518]. 

“I don’t think there is a criteria, just normal policy procedures that need to be followed 

when restraining a child to ensure that he does not impose danger to himself, the 

property and others”. [BG ED 538-541]. 

 “Probably the best tool for staff is to be exposed to policy guidelines that indicate when 

to restrain and for how long but still the how part is not clearly depicted” [CLAN CW 577-

579]. 

“…there are some situations that force staff to restrain the child I just do not know if there 

are any policies that say it should be done only by those trained, the likelihood of a young 

person getting hurt cannot be overlooked” reiterates [CLAN ED 557-559].  

“There are no criteria because to me it is just like acting on the moment and safety first, 

there is no time to reflect on the policy as in some cases it is so intense that the lives of 

others are threatened” [MAF 773-775]. 

On the other hand, one participant stated that there are policies and procedures for 

subduing youth.  “As employees, there are policies and procedures that are followed 

when it comes to restraining young people in making sure that they are not hurt” [DA 

SW 654-656].  Another participant agreed but felt that the criteria should be updated: 

“…the criteria is there just need upgrading to what we are dealing with today” [MAF SW 

772-773]. 

The National Mental Health Strategy (Mental Health Commission of Canada, 2012:12) 

supports these storylines. It states that the mental health practitioner provides care, 

treatment and support for people and families within the boundaries prescribed by law, 

adhere to codes of ethical practice, develops meaningful professional and therapeutic 

relationships while maintaining safe and professional boundaries. They further state that 

the mental health practitioner prevents, minimises, and safely responds to agitation, 
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aggression, and other challenging behaviours through de-escalation, harm minimisation, 

and negotiation.  

When discussing the restraining of young people without harming them, the varying 

responses from the participants could be attributed to a lack of clear management and 

care guidelines. Such guidelines will ensure that the service providers prevent and safely 

respond to agitation, aggression and harm reduction techniques as they have been 

adequately trained. They are called the Mental Health Practitioners in a mental health 

facility, they work in the environment of caring for mentally challenged people, not the 

mix bag of CYCC, where criminally inclined young people have to share the same space 

with young people with mental health challenges. 

 MDT Theme 6: Participants’ accounts of the effectiveness of the 

assessment tools in assisting staff 

All assessments are done for placement of youth in the correct program (Boesky 

2011:224). In the CYCC, the following assessment tools are being utilised:  

 developmental assessment (Social Workers),  

 perceptual skills testing by (Occupational Therapist).  

 psycho-social assessment (Psychologist),  

 assessment tool and placement technique (Educator) 

According to Skowyra and Cocozza (2007:2), the prevalence rates of the youth with 

mental illness are difficult to estimate nationally as “some measures limit the definition 

to certain psychiatric diagnosis. Inconsistent use of mental health assessment tools, 

unclear definitions of mental health disorders, and differences in the populations 

included in some evaluations (such as residential or non-residential settings) are partly 

responsible for this lack of clarity. Further, Skowyra and Cocozza (2007:3) point out that 

proper mental health screening and assessment at the earliest point of contact in the 

system is critical to improving the provision of mental health services.  
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In light of this, participants were asked how effective the assessment tools are in 

assisting staff, particularly when dealing with youth with mental health challenges. Three 

sub-themes emerged and are summarized below in Table 4.8. 

TABLE 4.8: OVERVIEW OF MDT THEME 6 STORYLINES 

THEME SIX SUB-THEMES 

6. Participants’ accounts of the 

effectiveness of the assessment 

tools in assisting staff 

6.1 Not effective 

6.2 Are effective 

6.3 Only for Social Workers 

 

More details on the participants’ different responses are provided in Table 4.9 below. 
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TABLE 4.9: ARE THE ASSESSMENT TOOLS EFFECTIVE OR NOT EFFECTIVE IN ASSISTING 

STAFF? 

Not effective: The following storylines: 

i. [BG SW 542-550] storyline is as follows: 

“…I believe that the assessments tools do not say much on how to 

deal with young people with mental health challenges. I would like 

to believe that the tricky part here is the how part, the way in which 

these assessment tools can be used to explain mental health 

challenges. In my view, I do not think they are effective at all 

because they have a lot of gaps that are not covered. They only 

serve as a pointer to show that there is a mental health challenge 

on this particular child but the how part is still not covered. How do 

you make a care worker understand assessments? What about the 

other team members of the MDT?”  

ii. [CLAN CW 628-630] alluded to the fact that; “Assessment 

tools are not effective at all as they do not help in explaining 

mental health challenges on young people especially to the 

people who deal with them on a daily basis.” 

iii. [CLAN ED 634-635] shares the same sentiments by stating 

that, “Partially but it does not give clear guidance on what 

needs to be done when such young people with MHC are 

discovered.” 

iv. In [DA SW 767-770] the following reasons were cited; “The 

assessment tools are not effective at all because they can 

be understood only by a few staff and the rest of the staff 

who deal with young people with MHC are not familiar with 

it. This makes it ineffective because it is not useful to the 

people it was supposed to be”. 

According to Skowyra and Cocozza (2007:2), the prevalence rates of the youth with MHC are difficult 

to estimate nationally as some measures limit the definition to certain psychiatric diagnosis. Inconsistent 

use of mental health assessment tools, unclear definitions of mental health disorders, and differences 

in the populations included in some evaluations (such as residential or non-residential settings) are 

partly responsible for this lack of clarity. 

Effective : According to participants: 

i. [BG SW 550-559] explains, “I believe that the assessment 

tools are very effective because they are used mostly by 

medical experts to determine the overall state of a human 
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being, ranging from physical to emotional and mental health 

issues.  I believe that the assessment tools do give a 

guideline and assist staff in explaining mental health 

challenges. Because even though, as a worker, you might 

have picked up a few abnormalities, the assessment is 

needed to support the observational report. I believe that 

staff are at a better chance of explaining mental health 

challenges when scientific and medical examinations are 

done, and detailed assessment reports are brought forward 

with the history of the young person.” 

ii. One Child and Youth Care Worker felt that the assessment 

tools had potential. [HZ CW 530-534]    “Assessments tools 

do help in explaining the causes of the diseases, though, 

for some of us like care workers, we may not understand 

how it works or how effective it is because we do not do 

assessments. However, I do believe that there are sections 

that look specifically on the well-being of the young person, 

and that might be possible through the assessment tools”. 

Turner (2017:432-433) states that a key aspect of assessment is determining the immediacy or “crisis” 

elements of the client’s presentation. Clearly, relational practitioners assist in initial problem-solving 

around the crisis components of the client’s presenting concerns. Furthermore, according to Boesky 

(2011:224), a needs assessment within juvenile justice typically refers to the process of identifying the 

factors that are most critical for the rehabilitation of a particular juvenile offender. Using assessment 

tools prompts juvenile justice professionals to consider various areas (for example, physical, education, 

social skills, peer relationships, family relationships, mental health and substance abuse) when 

developing service plans for youth. These types of measurement tools help staff determine which 

interventions or programs would be most beneficial for an individual (for example, social skills training, 

anger management, remedial education, substance abuse treatment, or family therapy) and influence 

resource allocation. One of the primary goals of a need assessment, as alluded to by Turner (2017:432-

433), is to describe youth’s functioning (strengths and deficits) versus predicting an outcome (for 

example, danger to the community).  

Only for social workers: i. [DA SW 757-760] raised a concern that; “…I do not think it 

can be that effective if people are not even familiar with the 

term. People such as care workers do not use such, and 

that makes it ineffective to them and probably effective only 

to social workers.”  
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ii. [MAF CW 815-816] states that “I have no idea what 

assessment tools are. I hear social workers reporting that 

they would do an assessment but have no clue what its 

entails”.  

iii. [CLAN SW 625-626] is of the opinion that; “Assessment 

tools are hard to talk about in the level of CYCW because it 

is mostly used by social workers”.  

iv. [MAT SW 926-929] narrated that; “This is very tricky in a 

way that for someone in social services it’s easier to 

interpret assessments and apply it on various aspects, but 

for someone who is not trained on that field, it is hard to 

acknowledge its effectiveness”. 

Skowyra and Cocozza (2007:28) recommend that all mental health screens and assessments should 

be administered by appropriately trained staff. The above seems to support the findings from the 

participants who say assessment tools in the CYCC are only for social workers; however, the MDT 

comprises various professions. It is important to generate a standardized assessment tool that will 

accommodate all members of the MDT. 

 

The development of management and care guidelines for youth with mental health 

challenges is a multi-disciplinary approach. From the above findings, the current 

assessment tools can only be used by a few team members, rendering the other team 

members ineffective. 

To support, according to Skowyra and Cocozza (2007:25), assessments are not typically 

performed on all youth; rather, they are necessary for some subset of youth who undergo 

an initial mental health screen. Although there is a lack of consistency regarding 

precisely when the earliest point of contact occurs (as some youth come into the system 

immediately via detention and others are referred out of custody), early mental health 

screening is vital to determining the need for additional assessments and appropriate 

referrals. The above authors state it is equally important to identify youth who do not 

need serious treatment to avoid misallocations of resources. Assessment tools are 

generally more time-consuming, often involving discussions with a youth’s parents or 

teachers, including psychological testing, clinical intervening, and the review of records 

from other agencies or systems. The participants suggest that assessment tools do not 

say much about how to deal with young persons with mental health challenges.  
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Grisso and Underwood (2004:29) state that given the high rates of co-occurring mental 

health and substance use disorders among this population, all screening and 

assessment instruments and procedures should target both mental health and 

substance use needs, preferably in an integrated manner. Within the varied 

explanations, it is evident that assessment tools are needed. However, an integrated 

assessment tool that would consider the composition of the (MDT) is appropriate. The 

participants' views correspond with Skowyra and Cocozza (2007:6), who report that 

validated screening and assessment tools are vital to ensure that youths that need 

intervention are identified. Assessment results are necessary to inform future decisions 

about the most appropriate treatment and environment for youth. These authors rather 

recommend a screening process, that can be used for all youth. Screening describes a 

relatively brief process to identify youths that are at increased risk of having disorders or 

conditions that warrant immediate attention or further evaluation. It appears from the 

storylines that the tool used at the CYCC is a screening tool.  

Skowyra and Cocozza (2007:28) recommend that all mental health screens and 

assessments be administered by appropriately trained staff, as suggested by the 

participants in sub-theme 7.6 and 7.7. The authors further recommend that mental health 

services available to youth involved with the juvenile justice system should be provided 

by qualified mental health personnel (Skowra & Cocozza, 2007:42). 

 MDT Theme 7: Participants’ suggestions on the ratio of staff to youth with 

mental health challenges 

The minimum norms and standards for secure care centres determine the staff to youth 

ratios and standard practice principles for child and youth care centres in South Africa. 

In the CYCC, the different Provincial Departments of Social Development determine 

their own ratios as facilities do not have the same number of children. These are 

dependent on the provincial needs, e.g. Gauteng has 250  young people compared to 

the Western Cape, which accommodates 185 young people. The two provinces run the 

biggest facilities, followed by Limpopo with 120 young people. The remaining provinces, 

namely Northern Cape, Eastern Cape and North West, each accommodates between 
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50 to 60 youths (Blueprint, Minimum Norms and Standards for Secure Care Facilities, 

2010:4).  

The participants were asked to suggest a ratio of staff to youth with mental health 

challenges, and six sub-themes emerged; they are summarised in Table 4.10 and further 

presented in detail. 

TABLE 4.10: OVERVIEW OF MDT THEME 7 STORYLINES 

THEME SEVEN SUB-THEMES 

7. Participants’ suggestions on 

the ratio of staff to youth with 

mental health challenges 

7.1 Ratio of 1:1 to 1:3 

7.2 Ratio of 1:4 to 1:6 

7.3 Ratio of 1:8 to 1:10 

7.4 Add extra staff 

7.5 No need for a ratio 

7.6 Staff must be trained 

 

 Sub-theme 7.1: Ratio of 1:1 to 1:3 

Some participants believed that the ratio of staff to youth should be very low; they 

propose that the ratio needs to one staff to one, two or three youth, as articulated in the 

following storylines; 

“I would go for 1 is to 1; each and every child with mental health challenge with their own 

specialist, believe me, these children are very unpredictable, and it’s hard to deal with 

them” [HZ CW 561-563]. 

“Maybe what we can do we can include an overall number of staff member maybe we 

can look at this child, in particular, to say here is the child maybe we have one how many 

staff members we can assign for this child, in particular, that’s why I will say 1:1 because 

if you have more than one people looking after this person, it might also affect this young 

person to say why am I being overprotected. Say, for example, we have cases like that. 

I will give an example about a sentence where you have got one mental illness; you will 

assign one staff member during the day and one staff member at night just to say you 
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are specifically dealing with this young person. They might rotate among themselves 

that this young person will have a person that is looking after them” [MOG ED 515-522].  

“1:3 would be appropriate because mental health challenges are complex and require 

special attention and observations” [BG SW 663-664]. 

 Sub-theme 7.2: Ratio of 1:4 to 1:6 

Other staff members felt that a ratio of 1 staff to 4, 5 or 6 youth would be manageable, 

and their views are presented as follows: 

“1 is to 4 because most staff still have difficulty in handling young people with mental 

health challenges” [MAF SW 931-932] 

“Mine would depend on the type of mental health challenge we are referring to, 1 is to 5 

would be appropriate” [BG SW 665-667].  

“The ratio should be a worker to 6 young people with mental health challenges because 

then it would be easier to manage the number” [DA SW 857-859].  

 Sub-theme 7.3: Ratio of 1:8 to 1:10 

Some MDT suggested that the ratio should be one staff to 8 or 10 youth for the reasons 

given below: 

“The ratio that we are currently using is fine. 1 is to 8 I believe that it is workable and 

cannot cause any harm to staff and young people” [DA 859-861].  

“Mine would depend on the number of young people with mental health challenges 

admitted.  If they are manageable, then I would say for the normal 8 is to 1 ratio, then it 

should be 6 plus 2 young people with mental health challenges so that from there staff 

should know I’m looking after 8 youth, but two have special needs.  In that manner, all 

the other young people are covered as well” [MAT CW 1029-1034].  

 “My ratio would be 1 is to 10 because I believe that in our centres we do not admit a lot 

of such young people and since the normal one is 1 is to 8 no harm can be done if one 

staff looks after 10. In actual fact, if they can be allocated in a special dormitory, it can 

be good” [RUS SW 1175-1178].  
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According to Blue-Print (Minimum Norms and Standards for Secure Care Centres in 

South Africa 2010:4), staffing patterns ensure the juveniles health, safety and welfare 

are protected at all times. If facility resources allow, staffing ratio’s on interactive shifts 

should not exceed 1:8 during daytime and 1:16 during the night.  

Gathering from the MDT responses, the highest percentage seems to be in line with the 

minimum norms and standards of secure care facilities for all young people, the ratio of 

9=1:4, 8=1:6 (Blue-print, Minimum Norms and Standards for Secure Care Centres in 

South Africa, 2010:4). The participants who supported the ratios and recommended staff 

ratios per child have varied responses, although most come from smaller facilities. It 

seems the ratios are not influenced by the area or size of the facility; rather, they believe 

that because children are presenting with challenging behaviour, the ratios of staff per 

child should be reduced. 

 Sub-theme 7.4: Add extra staff 

A few participants suggested that instead of a ratio that what is needed is to assess the 

situation and to add extra staff based on the needs of young people with mental health 

challenges as follows: 

“I think it would be easier if I break it down because it seems like 3 divisions per shift, 

we will have two people. We will have 2 extra during the day 2 extra at night just to make 

sure all people are covered” [MOG N 512-514].  

“I just thought of something I would say again in additional staff we must also look at the 

behaviour of the young child because with some children here in the centre there are on 

psychiatric treatment, but they are not troublesome at all like if I can ask my team here 

in one of the divisions I think there’s one child with mental challenges because when we 

are giving medication, we have extra 2 who are always doing everything right so back to 

the supervisor of the shift or the centre also be able to use your own discretion. This one 

is troublesome they will need 2 extra people or one extra person when they go to the 

kitchen with the rest of everybody, they don’t need any addition of staff members” [MOG 

N 529-536]  
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 Sub-theme 7.5: No need for a ratio 

Some participants did not believe in ratios, however, they just needed staff to be 

increased to enable them to deal more effectively with young people who present with 

mental health challenges.  

The following storylines attest to that: 

 If staff members are capacitated and equipped to deal with challenging behaviour 

presented by youth with mental health challenges, that should suffice. “The ratio wouldn’t 

be a problem if staff were more equipped on these mental health challenges on young 

people. I believe that one could manage a dormitory with a vast of knowledge on how to 

act in different situations being at liberty to know what to expect” [MAF SW 941-944].  

According to Happell and Harrow (2010:19), staffing characteristics such as an 

increased number of nurses on shift, greater male-female ratio, level of education and 

variability of work experiences, or a combination of all these factors were all associated 

with improved mental health services. The above state that periods of aggression 

occurred when there were fewer staff members. 

The authors emphasise staffing composition, for example, an increased number of 

nurses on shift that supports the view of the MDT as they stated that: 

“There should not be a ratio. People just need to be equipped on how to manage young 

people with MHC” [MAF SW 929-930]. They emphasised on knowledge, capacitation 

and being equipped to work with youth who have MHC, to have a nurse on board could 

also improve the service. Boesky (2011:135) concurs and highlights important factors 

that could be linked to extra staff. The author indicates that youth with developmental 

disabilities need increased monitoring because they often have difficulty with impulsivity, 

problem-solving, and judgement; these youth commonly involve themselves in risky 

situations. This sentiment by the author seems to support the MDT when they state that 

some young people are on psychiatric treatment.  
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 Sub-theme 7.6: Staff must be trained 

Linked to the previous sub-theme, participants stressed the need for staff to be trained 

rather than focusing on any specific ratio. The current literature did not provide any 

specific suggestions on whether the use of a ratio or rather focused on staff training 

would be more appropriate. The views of participants were expressed in the discussion 

below: 

“…I believe that the ratio wouldn’t be a problem only if the staff are well equipped. Now 

the ratio is suggested based on the fact that staff do not know how to handle young 

people with MHC” [DA SW 868-870]. 

“I believe the ratio issue might not be a problem if only people were well trained for such 

young people because there are institutions that render services only for the special 

children and the number is higher; so for me, I would say even 1 as to 10 young people 

as long as they are well equipped then it is safe” [MAF CW 923-927].  

The participants in this sub-theme believe that only training is needed to deal with 

challenging behaviour. One of the participants stated that “the ratio would not be a 

problem if they were well equipped. Now the ratio is suggested based on the fact we do 

not know how to handle young people with mental health challenges.” [DA SW 868-

870]. 

“staff must be well equipped; they believe that ratio is suggested because staff do not 

know how to handle young people with mental health challenges” (DA SW 868-870).  

Boesky (2011:9) states that mentally ill youth can become frustrated and confused when 

juvenile justice professionals do not have knowledge or training related to mental health 

conditions. For example, most juvenile justice staff are trained to treat all youth equally 

in the name of fairness. However, this practice puts some youth with mental health 

disorders, particularly those with severe emotional and behavioural disorders, at a 

disadvantage. These juveniles may be putting forth as much effort as possible; however, 

they may still receive sanctions from staff because they do not possess the capacity to 

meet a correctional living unit's standard expectations.  
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 MDT Theme 8: Participants’ descriptions of the additional resources 

needed by health staff to manage youth with mental health challenges 

In light of this, focus groups consisting of members of the multi-disciplinary team were 

asked what additional resources are needed by health staff to manage youth with mental 

health challenges, particularly when they become out of control. Different views were 

shared by participants in describing what is needed, and the six sub-themes that 

emerged from the discussions are summarized below in Table 4.11.  

TABLE 4.11: OVERVIEW OF MDT THEME 8 STORYLINES 

THEME EIGHT SUB-THEMES 

8. Participants’ descriptions of the 

additional resources needed by health 

staff to manage youth with mental health 

challenges 

8.1 Trained staff 

8.2 Equipment and a separate room 

8.3 Injections 

8.4 A special clinic 

8.5 Counsellors 

8.6 A psychiatrist 

 

 

 Sub-theme 8.1: Trained staff 

Many participants focused on the need for being trained, particularly for the dispensing 

of medication. Three social workers and one child and youth care worker are of the view 

that trained staff should be the ones dispensing medication: 

 “I believe that dispensing of medicine to the young people with mental health challenges 

is more of a requirement rather than a procedure. By this, I’m saying that they need 

special arrangements in terms of the dispensing of medicine. Trained staff are required 

and also a special room where such can be done” [BG SW 779-782].  

“Trained staff on the dispensing of medication would be appropriate additional 

resources…I also believe that the same people would also be trained in possessing the 

skill of how to restrain them, in case they become aggressive” [BG SW 784-787].  
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“…more nurses that would assist even during the nightshifts” [DA CW 892-893]. 

On medication, Boesky (2011:54) concurs with [MOGN  668-675] who shares these 

sentiments. “…We still feel that when somebody has a mental illness, we don’t want 

them near us but once you can understand, and once they are controlled on medical 

treatment, they are just like you and me”, and the author states that, many juveniles with 

conduct disorder suffer from an additional mental health disorder. Treatment that 

includes medication increases the chances of youth participating and benefitting from 

the intervention specifically designed to address their conduct problems. A small group 

of youth with severe conduct disorder may be so out of control and dangerous that they 

are prescribed anti-psychotic medication. These medications can be sedating which may 

be necessary in short-term/acute situations. 

“There is a need for trained staff who understand the underlying factors of mental health 

challenges on young people, who would also be able to serve as counsellors to help this 

young people cope” [MAF SW 963-965] 

Patel (2003:28) states that like medicine for physical illnesses, medicine for mental 

illness works only when taken in the right doses for the right period of time. The treatment 

of the vast majority of mental illnesses can be done with confidence by any general 

health worker, armed with the basic knowledge. Furthermore, the above author states 

that basic knowledge of mental health illnesses should be a requirement for a general 

health worker, thus reinforcing the fact that staff needs to be trained to understand when 

medication should be given and in what doses. 

 Sub-theme 8.2: Equipment and separate room 

Some participants highlighted the need for equipment and separate rooms to cater for 

young people with mental health challenges. Their different suggestions are captured in 

the following storylines: 

 “…another additional resource could be equipment that are essential to cater for 

dispensing of medication under all circumstances” [BG SW 795-796]. 
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“Plastic tumblers that would be used to crush the tablets into a liquid form so that these 

young people can drink, unfortunately when they are given raw pills some of them they 

manage not to swallow because they know the existing side effects of their medication” 

[MAV SW 395-398].  

“Additional resources can be educational books that would assist young people into 

understanding their conditions better, not only that but also staff to equip themselves” 

[MAF SW 961-962].  

“There is also a need for separate rooms that would be utilised for issuing of 

medication…the equipment…could be included in those rooms, and that can assist 

because there are some instances where the medication takes time to work and calm 

the young person and that room can be utilised to calm the child yet protect him/her from 

being victimised by the other youth when under medications” [BG SW 796-802].  

One of the nurses highlighted the need for a safe place as follows: “…on dispensing 

medication I think the centre is structured in a way that when a child comes to the clinic 

they need to be escorted by Child and Youth Care workers. I think that system is 

adequate because once the child comes with the Child and Youth Care worker…but 

they don’t want to take medication. We usually try to be civil with them we don’t force it 

we try to convince them or even call the social worker just to make sure that we make 

the young person understand why it is important to take medication. So I believe that 

maybe what we might need is when they are actively aggressive at that time if the Child 

and Youth Care workers are able to mechanically restrain him, bring him to the clinic 

and give him tablets but we know that tablets don’t work like magic. Once they swallow 

they must first go through digestion system before they can actually sedate so I think 

one of the things we might just need it’s a safe padded room where you can put the child 

while the medication is still doing its job because once you put him in a room that has 

windows he will start breaking windows before he can actually be sedated…if you were 

going to leave them in one room alone and he starts banging on the walls, so a single 

room well-padded  can be advantageous, put  the child  for an hour or two until  the 

medication  start taking effect and  after that there is really no need of putting him alone. 
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You can put him in the safe place where the Child and Youth Care workers are to make 

sure nobody takes advantage of his sedated state…” [MOG N 475-494] 

According to the Blue-Print (2010:8), the design of the facilities was intended for 

providing secure care for young people who are in conflict with the law, and not young 

people afflicted by mental health illness. The Berkeley Centre for Criminal Justice 

(2010:1) states that the policy brief offers research-based recommendations on how 

juvenile justice and other systems of care can better meet the needs of youth with mental 

health issues, by improving the infrastructure that supports service delivery. The above 

seem to support the MDT stance of having padded rooms, that will ensure that the young 

person does not hurt himself. 

 Sub-theme 8.3: Injections 

Two MDT participants suggested injections to be used on young people with mental 

health challenges as an additional resource and described it in the following storylines: 

“Maybe even the injection that they use in psychiatric hospitals may come in handy even 

in our centres” [MAV N 422-423].  

“Well I think there is a need for injection that would assist especially when the patient/ 

young person is out of control” [BG SW 783-784].  

On the contrary, Patel (2003:34) indicates that injections have a very limited role in the 

treatment of mental illness. According to the author, one should avoid using unnecessary 

injections such as vitamins for complaints of tiredness and weakness, which are often 

the result of a common mental disorder rather than a vitamin deficiency. 

 Sub-theme 8.4: A special clinic 

A nurse and a social worker, who participated in the interviews were of the opinion that 

there should be a special clinic where medication would be administered. The youth 

would not need to go to public hospitals, however they did not give reasons for their 

recommendation. They suggested the following: 
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“Special clinic for young people with MHC where medication would be administered and 

admission if need be to avoid going to hospitals and exposing them to the public” [RUS 

N 1233-1235].  

“A team of medical professional nurses working 24 hours, a playroom which is child 

friendly and open enough to accommodate a group of young people with MHC, there 

they can do their therapeutic interventions and activities” [RUS SW 1238-1241]. 

 Sub-theme 8.5: Counsellors 

Counsellors were suggested as an additional resource.  They were seen as necessary 

to explain to the youth with mental health challenges why they need to take their 

medication, and there following storylines support their viewpoint: 

“…we need counsellors that would assist the importance of taking the medication 

because usually young people feel like they are being forced and do not understand the 

importance of medication” [BG CW 791-794]. 

“Counsellor that would assist young people to understand the importance of taking their 

medication” [CLAN CW 731-732].  

“…we need counsellors that would assist the importance of taking the medication 

because usually young people feel like they are being forced and do not understand the 

importance of medication” [MAV ED 400-403]. 

Patel (2003:36) concurs, and states that all counselling methods are based on a theory 

that explains why a person has mental illness and seeks solutions to problems. 

Furthermore, counselling is given by health workers to whom people have turned for 

help. When advice and reassurance are given, it has healing potential. The author is 

further of the opinion that this is a skill that can be learnt by any health worker. There is 

evidence that counselling and counsellors do help people with mental illness. Patel 

(2003:37) identified five steps of intervention by a counsellor: 

 Give reassurance: Often people suffering from depression and anxiety need 

reassurance and explanation regarding the cause and treatment of the problem. 
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 They need to be provided with an explanation: Explaining the nature of the 

problem, helps to make the person aware of the reasons for the symptoms, 

always give the person a chance to clarify doubts or concerns 

 Encourage relaxation and breathing exercises: Relaxation is a very useful way of 

reducing the effects of stress on the human mind, these exercises are most 

valuable in helping people with emotional problems 

 Gives advice for specific symptoms 

Counselling will be more effective if it is sensitive to the person’s symptoms. The 

following are examples as stated by Patel (2003:40): 

 Panic attacks: Result from rapid breathing, the councilor will assist the young 

person with breathing exercises 

 Phobias: A phobia is when a person experiences a panic attack in specific 

situations and begin to avoid them, to deal with phobias is to face up to the fearful 

situation and not runaway. When a councilor is assisting you to identify the 

problem, and how to deal with it. 

 Tiredness and fatigue: Depressed people often feel tired and weak. This leads 

to withdrawal to activities and worsen the feelings of tiredness and low mood. The 

person should be encouraged gradually by a councilor to increase the amount of 

physical activity. 

 Sleep problem: The councilor would be able to assist the person through simple 

advice and proper sleep routines. 

 Worry about physical health: They worry a lot about aches and pains which the 

councilor should take seriously. 

 Irritability: The councilor should advise on how they could control their temper 

better. 
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 Sub-theme 8.6: A psychiatrist 

Patel (2003:48) states that psychiatrists are medical doctors who after completing basic 

medical training, have specialized in the treatment of mental disorders. In many 

countries, the majority of psychiatrists are almost entirely based in hospitals. These may 

be a general hospital, with a psychiatric ward, or a hospital, specializing in mental health 

problems. Psychiatrists main skills are in the diagnosis and treatment of severe mental 

disorders. They differ from psychologists in that, the latter uses “talking treatments” 

whereas psychiatrists mainly use medication. They use theories to treat mental illness, 

theories on how human beings learn about life, feel emotions and behave towards 

others. 

The addition of a psychiatrist to the multi-disciplinary team was seen by some 

participants as a much-needed additional resource. The following storylines attest to 

their views: 

“…we need psychiatrist in our facilities that is the most important resource we could add 

because at the moment there are no psychiatrist specialist and if we have to deal with 

young people with MHC in an appropriate manner then we ought to have experts on 

those field as part of the MDT not those that we can refer to” [BG SW 788-789]   

“…indeed, a psychiatrist is needed and that would assist even the psychologist when he 

does referrals and the Occupational Therapist would also utilise the services brought by 

the psychiatrist” [BG SW 724-726].  

 MDT Theme 9: Participants’ descriptions of whether the current educational 

system can provide educational services for youth with mental health 

challenges 

The MDT participants were asked whether they regarded the current educational system 

as being capable of providing educational services for youth with mental health 

challenges.  

The education system, according to the educators, was designed for youth without 

mental health challenges, the participants cited. The learning materials used often 
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cannot be used by youth with mental health challenges. They also cited lack of resources 

to deal with the young people. Buchanan, Colton and Chamberlain (2010:1) report that 

teachers have a busy work life, and many competing priorities. While teachers cannot 

be expected to be experts in child and youth mental health problems, they have an 

important role to play. Having stated the above, the five themes are presented as follows 

in Table 4.12: 

TABLE 4.12: OVERVIEW OF MDT THEME 9 STORYLINES 

 

 

 Sub-theme 9.1: Not capable 

Some participants suggest that a different approach should be adopted in order to 

accommodate youth with mental health challenges, as educators are not trained to deal 

with the affected youth. 

Furthermore, participants described that the current educational system is not capable 

of educating youth with mental health challenges.  The following storylines attest to this: 

“I do not think the current educational system is able to provide educational services 

needed for young people with mental health challenges…when this system was created 

it catered for young people in conflict with the law not with mental health challenges, and 

now that there is a rise of young people with MHC then it becomes a challenge or how 

to make them understand the curriculum used. The curriculum in place have not yet 

been adjusted to cater for young people with mental health challenges and that is what 

THEME NINE SUB-THEMES 

9.Participants’ descriptions of whether the 

current educational system can provide 

educational services for youth with mental 

health challenges 

9.1 Not capable 

9.2 Educators need to be trained 

9.3 Teacher-learner support 

9.4 Remedial teachers 

9.5 Classroom management 
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makes me say that the current educational system does not cater for young people with 

MHC” [BG ED 737-775]. 

“There is definitely no educational system currently that caters for the educational needs 

of young people with mental health challenges, this can be seen by the fact that there 

are no resources which caters for young people with mental health challenges. The items 

used are those of normal children and honestly that cannot be workable in a condition 

of a child with mental health condition” [BG ED 776-781].  

“I do not think the current educational system is able to provide educational services 

needed for young people with mental health challenges. This might be because by the 

fact that even the educators themselves are not trained on how to handle children with 

mental health challenges or how to make them understand the curriculum used. I believe 

that the educational system currently used in youth centres is more on rehabilitation than 

the curriculum education so if then this young person is not in a normal state then how 

do you rehabilitate such a person educationally?” [MAV CW 437-444] . 

“…if we have to cater for the needs of special children and those that we have always 

been looking after then it means different approaches should be utilised  to help meet 

the needs of young people who are challenged with mental health” [MAV N 454-457].  

Boesky (2011:71) provides answers, regarding the educators who state that insight to 

the challenges mentioned by the participants, stating that school is challenging for those 

young people who suffer from major depression. They have problems concentrating, 

they do not want to be in classroom, as a result they become disruptive. They need 

remedial assistance and extra time and help with assignments. The author seems to 

agree with the educator who says they are not able to provide learner support. 

 Sub-theme 9.2: Educators need to be trained 

In this sub-theme, training was highlighted as a need.  Training programs according to 

KidsMatter (2012:14), has been widely demonstrated and the sensitivity and 

responsiveness of care has been shown to increase following training, furthermore, the 

educators formal training has been associated with an increase in teachers capacity to 

foster and support the development of social and emotional skills in young people. Ayers 
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(1997:198) shares the same sentiments with the participants; “we talk about the 

excruciating uncertainty of teaching in any situation the difficulty of knowing with any 

confidence when this or that activity or lesson or intervention made a difference. 

Participants stressed the need for educators to be trained to manage youth with mental 

health challenges effectively in the educational system.  This is expressed in the 

following storyline: 

“Training should not be left out either because if the educators who are supposed to 

render the services are not equipped that much on behavioural management of this 

specific young people with MHC then it would be hard for them to relate with them and 

be productive” [BG CW 785-788].  

A member of the MDT in sub-theme 9.2, educators need to be trained echoes the same 

sentiments, [BGCW 785-788]; that “training should not be left out either, because if the 

educators who are supposed to render the services are not equipped that much on 

behavioral management of the specific young people with mental health challenges then 

it would be hard for them to relate with them and be productive”. 

The need for educators to be trained, to manage youth with mental health challenges, is 

supported by Buchanan et al. (2010:6), they designed a teacher guide, to help teachers 

understand more about mental health problems in children and youth. The guide outlined 

the steps they should take to help affected students The educators guide enabled the 

teacher to differentiate, normal behavior versus abnormal behavior, e.g. when a learner 

stresses before writing a test, that is normal, but when the problem lasts for more than 

a few weeks and interferes with the learner’s daily life, then it becomes a concern that 

requires further help (Buchanan et al., 2010:6) 

 Sub-theme 9.3: Teacher-learner support 

Participants’ responses about teacher-learner support tended to highlight that support 

structures do exist, but that there was a need for greater than the support than that which 

is currently available and the following storylines captures their sentiments: 
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“…there is an attempt of teacher learner support because most of us as teachers though 

we are not that equipped in dealing with young people with mental health conditions we 

do understand that there are those young people who grasp so little and we give 

ourselves time to break the information in a more understandable manner to their level, 

however that requires a skill and patience, unconditional positive regard, it is easier said 

than done” [BG SW 791-796]. “I agree that there is teacher-learner support though is 

minimal, I believe that the use of remedial teachers in our facilities is one of the best 

support systems that helps a lot. This system allows young people to be taught the 

basics and that is the kind of support they need” [BG SW 801-804].  

A Child and Youth Care worker differed from the above. “I believe that the current 

educational system does have teacher-learner support as educators work 

interchangeably with the MDT, to ensure that the young people are helped against all 

adds, well it is not easy to manage the class of young people with MHC but educators 

work tirelessly to make it possible” [POL CW 1266-1270] 

Buchanan et al. (2010:3) suggests that the educator should learn what situations the 

student can handle and how to respond when they are unable to cope. The authors 

further state that educators should know when to recognize and reward small 

improvements, e.g. finishing a task on time, continual erasing to make it perfect. Further, 

the educator should provide a learning environment where mistakes are viewed as a 

natural part of the learning process. The author is of the opinion that the extensive 

educational short fall for special populations, like youth with MHC, combined with 

expectations from learners to grasp and learn when taught, creates emotional problems 

to the majority of the affected youth. It is often challenging to develop and implement 

programs that can meet their diverse needs in a detention Centre (Buchanan et al. 

2010:3). 

 Sub-theme 9.4: Remedial teachers 

The participants suggested that remedial teaching is crucial, however the CYCC, has 

been designed for young people in conflict with the law who are in good mental health. 

According to Leone, Wilson and Krezmien (2008:1), special populations of inmate’s 

present challenges to operations and programs in jails and prisons designed for 
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individuals who are in good mental health. Their paper describes the current state of 

knowledge about the educational needs and services for special populations in 

corrections and obligations of correctional agencies to meet those needs. This includes 

individuals with mental health, sensory, cognitive, and learning impairments. Using 

remedial teachers in the educational system for youth with mental health challenges was 

regarded by participants as very important. Having stated the above, the MDT 

participants expressed the following: 

“…I believe that the use of remedial teachers in our facilities is one of the best support 

systems that helps a lot. This system allows young people to be taught the basics and 

that is the kind of support they need” [MOG CW 472-475].  

“I believe this is crucial…more of remedial teachings should be utilised to offer support 

to young people with mental health challenges” [MOG ED 475-477].  

“I would choose the remedial teachers to head the class with the support of other young 

people” [MAV N 486-487].  

A remedial teacher, who has specific skills and knowledge to implement coping or 

management strategies, can extend the strategies to a classroom environment, as 

outlined in the management of depression (National Institute of Mental Health (2005:36). 

Leone et al. (2008:13) found that 33.4% of the youth in education programs in juvenile 

correctional facilities nationally were identified as having a disability with a variability 

across states. They found that five states identified and served more than half of their 

students in special education. In the USA, nearly half of those youth with a disability 

were identified as having emotional disturbance (47.7%), while another 38.6% had a 

learning disability, 9.7% had mental retardation, 2.9% had other health impairments 

including attention deficit hyperactivity disorder. 

Leone et al. (2008:13) state that students with learning disabilities, emotional and 

behavioral disorders, intellectual disabilities, and mental illness have multiple limitations 

they likely experienced early in school. These young people often need to be managed 

differently in the classroom that has been designed for able bodied learners, they often 

need special support and remediation to build social and interpersonal skills. 



 

330 
 

 Sub-theme 9.5: Classroom management 

Classroom management was described as difficult by one participant as highlighted in 

the story line below: 

“My comment would be on classroom management; well I must say it is not an easy task 

managing young people with mental health challenges requires a lot from educators. 

Firstly, the current ratio which is 12:1 for a classroom can be manageable if only there 

were adequate resources to go about it. However, there would be a need for adjustments 

in terms of the classrooms, for instance maybe there should be special classes for young 

people with mental health challenges” [BG CW 806-812]. 

According to the National Institute of Mental Health (2005:36), the following classroom 

management strategies can be applied: 

 Setting realistic goals in light of the depression. 

 Breaking large tasks into small ones e.g. in the classroom and in group work 

activities. 

 Setting some priorities. 

 Doing what one can, as one can. 

 Assist the young people to be with other people, especially when the tendency is 

to isolate oneself, to improve their social skills. 

 Engage them in activities that may make them feel better. 

 Get them to engage in some mild exercises e.g. ball game. 

 Postpone important decisions until mood has improved or has lifted up, when they 

are in a state of rage or depressed 

 Teacher to repeat instructions to ensure they follow, also judging their mood. 

 Work in a quiet area, if possible, assist them to do one thing at a time. Work 

overload increases the stress level. 
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 Allow them to take short breaks – especially if they are unable to concentrate. 

 Create a routine – it will improve and result in positive behavior. 

According to Buchanan et al. (2010: 2), while the social and emotional skills are 

important to all learners, mental health problems often interfere with developing these 

skills at the same pace as other students. KidsMatter (2012:11) suggest that children 

benefit from systematic help, feedback and opportunities to integrate their developing 

skills into their everyday behavior until the skills become natural and routine. 

Boesky (2011:243) concurs and states that many juveniles’ offenders with mental health 

disorders have lived in unstable, inconsistent, and even chaotic environments. As much 

as they appear to rebel against authority and rules, these youth often respond well to 

highly structured settings that are predictable and organized around logical 

consequences. 

Boesky, (2011:243) states that a primary focus by caregivers is to provide reinforcement 

to juveniles when they engage in positive behaviour and ignore or discipline them when 

they engage in negative behaviour. For example, offenders with bipolar disorder function 

best in a stable and highly structured environment. Clear directions and expectations 

with consistent consequences, are vital to managing these youth’s behaviour. 

Responding quickly to any inappropriate or rule breaking behaviour is also essential 

(Boesky, 2011:81). 

 MDT Theme 10: Participants’ suggestions on whether a special diet is 

needed for youth with mental health challenges 

According to Sadock et al. (2015:1052), in recent years the US Food and Drug 

Administration (FDA), has introduced a new category of nutritional supplements, called 

Medical Foods. According to the FDA, medical food, as defined in the Orphan Drug Act, 

is “a food which is formulated to be consumed or administered internally under the 

supervision of a physician. It is intended for the specific dietary management of a disease 

or condition for which distinctive nutritional requirements, based on recognized scientific 

principles are established by medical evaluation. Therefore, young people with mental 

health challenges need to be evaluated to see if they require special medical foods. 
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In light of this, the question about whether a special diet is required for youth with mental 

health challenges was posed to the focus groups, as tabled below. 

TABLE 4.13: OVERVIEW OF MDT THEME 10 STORYLINES 

THEME TEN SUB-THEMES 

10. Participants’ suggestions 

on whether a special diet is 

needed for youth with mental 

health challenges 

10.1 Not necessary 

10.2 Is necessary 

10.3 Depends on a health condition or 

dietician’s advice. 

 

The following emanated from participants responses when answering the question as to 

whether a special diet is needed for youth with mental health challenges, and the 

responses are presented in Table 4.14 below. 
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TABLE 4.14: IS A SPECIAL DIET NEEDED FOR YOUTH WITH MENTAL HEALTH CHALLENGES? 

Not necessary The following storylines: 

i. [SP SW 938-940] states that; “There is no 

need for young people with mental health 

challenges to require a special diet 

because whatever is good for the other 

young people is also good for them”. 

ii. [POL CW 1295-1299] alluded that; “No, I 

do not think it is necessary to provide 

young people with MHC special diet 

because it looks like putting a stigma on 

them. Whatever is good for the other 

young people is also good for them 

probably we can check the scale, due to 

the medication that they use”. 

iii. [HZ CW 1048-1050] explains that; “There 

is no need for a special diet for young 

people with mental health challenges as it 

would look as if they are being segregated 

or given special attention”. 

 

Boesky (2011:256), cautions, that solely modifying youth’s diet is unlikely to result in long-term 

behaviour change for juvenile offenders with mental health disorders. The responses from these 

participants appear to suggest that lack of knowledge, coupled with the inability to identify youth with 

mental health challenges and their needs, explains the nature of the responses in this sub-theme. 

Is necessary 

 
 
 
  

i. [SP SW 940-942] narrates as follows: “I 

think they do, especially because the 

medication that they take makes them to 

eat a lot. Then a special diet might be 

needed as that can also lead to eating 

disorders induced by medications.  

ii. [MOG N 557-565] reiterates; “In addition, 

one of the nurses spoke of the effects of 

anti-psychotic medication and explained 

what staff should do:  “With anti-psychotic 

treatment which is what is given to 

children with mental illnesses, there was 
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a research that was made they found that 

this what it basically does it increases the 

appetite…so once the appetite is 

increased that’s where now our duty as 

Child and Youth Care workers is to 

ensure that the young person finishes his 

food and make sure that the young 

person is not eating any extras, by so 

doing they will maintain their weight”  

iii. [POL SW 1281-1283] agrees that; “Yes, 

they do because their meal must be 

balanced and not contribute to the 

severity of their condition, for example 

sugar has to be minimised at all costs 

because they may be more hyperactive 

because of the energy 

 

 

 

Boesky (2011:93) supports the participants regarding a need for a special diet. Further, the author 

states that the way the youth eat affects their behaviour. Studies of several juvenile justice facilities 

across the United States demonstrated that changing the diet of young people can decrease antisocial 

behaviour. They state that nutrients affect areas of the brain regulating mood and behaviour, including 

the cerebral cortex. According to providing the young people with mental health challenges with 

healthier foods, less sugar, and more nutrients appears to help them think more clearly and may 

increase their ability to control their behaviour. Furthermore, Crouch and Alers (2014:410) state that a 

multidisciplinary approach to the treatment of eating disorders, is to restore the functional capacity and 

to normalize the eating patterns, and to improve the quality of life of the affected individuals. 

 

 

Depends on health conditions or dietician’s 

advise 

i. “[SP SW 944-946] is of the opinion that 

“There can only be special diet if it is 

necessary or there are recommendations 

from the dietician then the special diet is 

needed, I think on this one, the dieticians 

can advise more on the kind of food that 
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is good for young people with mental 

health challenges”. 

ii. [SP SW 946-949] reflects; “I believe that 

the issue should not be overlooked as it 

may have some impact on the young 

people with MHC. In that sense it is 

important to have an expert view from a 

dietician and a psychiatrist because some 

of these young people eat a lot and 

become obese”. 

iii. [POL SW 1284-1286] also shared that; “I 

think the special diet can be required only 

if it is recommended by the dietician or 

health professional as there are other 

young people who have allergic reactions 

to certain type of foods that should be 

considered” 

 

 According to Sadock et al. (2015:1052), medical foods must meet the nutritional needs of a specific 

population of patients with a specific disease being targeted, e.g. diseases targeted amongst others, 

depression, sleep disturbance, obsessive compulsive disorders. Furthermore Truscott (2018:134), 

states, eating disorders  like overeating or undereating need to be diagnosed by a qualified medical 

professional. The physical effects of these disorders can be serious since they may cause metabolic 

changes and heart disturbances in the body. Once the disorders take hold, behaviours can become 

automatic and very difficult to stop without professional help. In some cases, they can even lead to 

death.  

 

 

 

 

 MDT Theme 11: Participants’ suggestions on creating a conducive 

environment for youth with mental health challenges 

In light of this, the final question asked of the participants were aimed at their suggestions 

on creating a conducive environment for youth with mental health challenges. Their 

responses are given in 2 sub-themes, as tabled below in Table 4.15. 
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TABLE 4.15: OVERVIEW OF MDT THEME 11 STORYLINES 

THEME ELEVEN SUB-THEMES 

11. Participants’ suggestions on creating 

a conducive environment for youth with 

mental health challenges. 

11.1 Infrastructure 

11.2 Psychological support 

 

 Sub-theme 11.1: Infrastructure 

Participants suggested that the infrastructure of the centres should be structured in such 

a way to make it more conducive for youth with mental health challenges.  They referred 

to rooms, electric fences, cameras and beds in the following storylines: 

“Yes, I think the infrastructure should be user-friendly and should not be in a cell format 

because that makes the young people with mental health challenges feel like they are 

caged” [BG SW 836-838]. 

“The rooms should be big enough and with mounted furniture that cannot be moved. 

Lockers and the bed and table should be mounted with the floor that even when they 

are aggressive, they cannot move it” [BG CW 839-842].  

“There should be no electric fences as they may tamper with it and get hurt” [CLAN ED 

793-794].  

“There is a need for rooms designed to relief stress, ideally equipped with soft rubber 

lining so that when young people with MHC feel the need to bump into it, they can take 

out their frustrations without getting hurt. Even though it is a violation of privacy, but I 

believe that the use of cameras in the sleeping area can be helpful as a lot can go wrong 

behind the scenes.  There should be separate rooms for those young people who have 

severe psychotic features and cameras should also be installed” [DA SW 953-959].   

“Firstly, I would say because it is not double story so it’s fine because when you have 

mentally unstable people it’s very risky to be having upstairs because they might jump 

off at some point. Infrastructure wise, I would say it looks perfect maybe the only thing 

we can be worried about is the windows because sharp objects and mentally ill people, 



 

337 
 

they tend to fight and if they fight they know that they going to break the window and 

stab one of them.  So, like they do in the mental hospitals the window is not glass so 

that’s the only thing I think it’s a concern…and inside the rooms those…double beds are 

not good for them.  They can climb on top of the top one and believe they can fly” [MOG 

N 598-605]. 

In addition, the Blue-Print, Minimum Norms and Standards for Secure Care Facilities 

(2010:4) states the following requirements for an ideal facility:  

‐ Living quarters – should be safe, clean and functional and in good state of repair. 

Rooms should be inward facing and open onto an entertainment area. Five 

children should be accommodated per room. Provision should also be made for 

a single room that may be utilised for children with special needs. 

‐ The Blue-print recommends that all residential care facilities should structurally 

make provision for children with disabilities. 

 Sub-theme 11.2: Psychological support 

Psychological support was seen as a need for youth with mental health challenges as is 

highlighted in the following storylines. 

“I believe that treating these young people with respect and dignity and valuing them as 

humans can bring psychological support” [BG CW 847-849].  

“I believe they need to be appreciated and showed love at all times; they do not need to 

be labelled as not normal” [CLAN SW 798-799]. 

“Unconditional positive regard would be the best way to offer all the support needed by 

such young people” [HZ CW 656-657].  

“Encouraging family reintegration and support is also essential as it gives more of 

psychological support and help them be in control of their conditions through individual 

sessions, therapeutic programmes and keeping in touch with the family” [MAF SW 1075-

1078].  

“…some of them…once their parents give them bad news then you get a behaviour 

manifested. Then we start to follow up so social workers are mindful of the fact that the 
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people that interact with this young person certain news social workers must be 

addressed before they give them to the young people because it might add a lot of 

psychological pressure knowing their mother is not going to come to the court and she 

the only person.  So that’s the type of environments where you understand what the 

other person is going through” [MOG SW 634-640].  

“Therapeutic interventions and the socio-emotional programmes are essential for 

emotional support; the use of individual counselling would also be psychological support” 

[CLAN CW 1800-1802]. 

“…MDT needs to work together regarding this situation because the social worker needs 

to identify through assessment to say this child has such a challenge and then the other 

stakeholders are also brought into this whole thing.  Now you will be able to draw a plan 

to how are we going to deal with this child, all of us.  At the end of the day we are going 

to overcome these kinds of things because all participants are partners” [MOG ED 657-

661]. 

“…to me, mental health is quite important so with that said I would like to say it’s up to 

us to now start handling mental health as an illness and stop labelling them, not trusting 

them. Sometimes with medical illness once a person is on treatment and they are 

controlled they are safest human being….so what I get to realise over the years with us 

especially black people mental illness is still a taboo. We still feel that when somebody 

has mental illness, we don’t want them near us but once you can understand that once 

they are controlled on medical treatment, they are just like you and me” [MOG N 668-

675]. 

Crouch and Alers (2014:13) concurs with the MDT participant’s storylines, and state that 

all members of the multi-disciplinary team must adopt a uniform treatment approach. 

The young person and his behaviour must be accepted unconditionally. The author 

further adds that the young person should be treated with dignity and respect, which is 

in line with [BG CW 847-849] supported by [CLANSW 798-799] as well as [H7CW 656-

659]. Furthermore Crouch and Alers (2014:13) state that the caregivers should be 

patient and persistent, making regular contact, to bring the young person in the here and 
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now, even if only momentarily. This is also done by continuously talking to him and 

making use of physical contact, but with discretion. 

The above authors state that the young people respond positively to nurturing. In support 

of the above views, Boesky (2011:93) furthermore elaborates on managing youths with 

MHC effectively is remembering that much of their off-task and /or disruptive behaviour 

is related to the development of their brains. Juvenile justice professionals must closely 

investigate problematic situations and not automatically assume that youth with mental 

health challenges are deliberately behaving negatively. The author states that being 

empathetic and supportive with these youths is essential, as a concerned and caring 

attitude from staff significantly has an impact on youth, irrespective of whether symptoms 

will decrease or intensify. The MDT is encouraged to do the following; listen and talk 

less, provide support, and allow the youth to set a pace, do not press them to reveal too 

much too quickly, should not accuse them of being in denial; staff must help them to feel 

safe, such as developing trusting relationships with adults, to whom they can slowly 

uncover painful experiences. Re-enforce youth for their willingness to participate, staff 

to follow through with all commitment made to the youth and encourage emotional 

expression. 

Boesky (2011:54) also shares the same sentiment expressed by the MDT Participants 

regarding preparing the young person for reintegration with family, and states that family 

members play such a large role in the development and maintenance of antisocial 

behaviour. The family should be involved in youth rehabilitation plan and family members 

should be taught how to provide effective behaviour management with youth; reinforcing 

positive and prosocial behaviours and not reinforcing negative antisocial behaviours. 

Family members should receive weekly updates, related to the status of their child’s 

behaviour and family visits should be encouraged. Juvenile justice staff should meet with 

youths’ families during visits, whenever possible, staff can discuss behaviour 

management strategies that have been effective. 
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4.4 CHAPTER SUMMARY 

The goal of this research was to develop management and care guidelines for youth with 

mental health challenges at a child youth care centre, which will enable the caregivers 

to manage the children with mental health challenges effectively while they are awaiting 

trial, in a diversion or sentenced program; and to evaluate the effectiveness of these 

management and care guidelines.  

The goals and objectives of the study were detailed and described in Chapter 1 and 3. 

To achieve these objectives, focus group interviews were held with members of the 

multi-disciplinary teams at 11 previously privately-run youth development centres. The 

multi-disciplinary team’s inputs were recorded by means of audio and hand-written 

notes, followed by data analysis, which was divided into themes, sub-themes and 

categories, where applicable. These themes, sub-themes and categories were 

explained and discussed in light of the existing literature.  

Table 4.6 provided an overview of the themes and sub-themes, which were then 

discussed individually; but in some cases, they were clustered together against the 

relevant literature. The first theme provided participants’ account of whether they have 

the ability to identify youth with mental health challenges. Although different viewpoints 

were presented, based on knowledge and experience some could not identify, and 

participants showed and demonstrated the challenges they faced around managing 

these young people. Those who could identify demonstrated knowledge and experience 

in managing this category of young people. The sub-themes that emerged were as 

follows: 

 Cannot identify or find it difficult 

 Can identify 

 Depends on knowledge and experience 

The second theme, the participants description of the wide range of behavioural patterns 

displayed by these young people was also an indication that they are not dealing with 

one behaviour. Rather, they are dealing with a range of behaviours and not necessarily 
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from one person. They also indicated that some behaviours of these young people were 

triggered by substance abuse, feelings of hopelessness and frustration. Furthermore, 

they expressed the need to know more about mental health illness. The sub-themes that 

emerged were as follows: 

 A wide range of behavioral patterns 

 Triggered by substance abuse 

The third theme was based on whether youth with mental health challenges have 

suicidal tendencies. Again, the participants exposed the activities within their centres, by 

way of their responses. Some facilities had not interacted with youth with suicidal 

tendencies, this also indicates the knowledge around various forms of mental disorder, 

lack of knowledge on signs and symptoms of suicidal tendencies. Lastly, the other 

participants who dealt with youth with suicidal tendencies based it on their experience. 

The sub-themes that emerged were as follows: 

 Do not have suicidal tendencies 

 Some do have suicidal tendencies 

The fourth theme conveyed the fact that they have other young people “deemed to be 

normal” who have to be attended to as well. The participants expressed frustration as 

they are unable to attend to their planned schedules due to interruptions caused by 

having to intervene in the life-space of these young individuals afflicted by mental illness. 

They expressed that everything and everybody becomes affected especially when the 

young person with mental health challenges displays aggressive behaviour toward staff 

and other young people. The categories of sub-themes that emerged were as follows: 

 Lack understanding 

 Has a negative affect 

 Frustration and staff 

 Provoke each other 

 Are fearful 

 Get less attention 
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 Take advantage 

 Positive aspects 

 Disruptive 

 Property is vandalized 

Theme five explains how the staff is able to subdue youth with mental health challenges. 

Some participants indicated that due to inadequate criteria or policies, they find 

themselves not able to subdue or restrain youth with mental health challenges. 

Especially when they present challenging behaviour, like violence, aggression and 

destruction of property. The participants indicated lack of training in restraining a young 

person, and that also affects how they have to manage the young person, without being 

hurt themselves, or even hurting the young person. The sub-themes that emerged were 

as follows:  

 No difference 

 Are trained 

 Not trained or not specifically trained 

 Difficult 

 No or inadequate criteria or policies 

Theme six, the participants also demonstrated their lack of knowledge on the 

assessment tools, which are not effective. Some responses were positive, and others 

indicated that only social workers are able to interpret and utilise assessment tools. This 

boils down to lack of standardisation, as when information and training is available to all, 

there is uniformity in the application of rules. The sub-themes that emerged were as 

follows: 

 Not effective 

 Are effective 

 Only for Social Workers 
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In theme seven, the ratio issue also indicated that participants do not operate at the 

same level. Their responses indicated that more staff and more training is needed. The 

sub-themes that emerged were as follows: 

 Ratio of 1:1 to 1:3 

 Ratio of 1:4 to 1:6 

 Ratio of 1:8 to 1:10 

 Add extra staff 

 No need for a ratio 

 Staff must be trained 

In theme eight, the participants expressed their needs in the following sub-themes that 

emerged: 

 Trained staff 

 Equipment and separate room 

 Injections 

 A special clinic 

 Counsellors 

 A psychiatrist 

Under theme nine, the participants shared their views on the educational system in the 

following sub-themes that emerged:  

 Not capable 

 Educators need to be trained 

 Teacher-learner support 

 Remedial teachers 
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 Classroom management 

In Theme 10, the issue of special diet also presented varied responses based on the 

participants experience and knowledge. Some participants explained why young people 

with mental health challenges need a special diet, as some of the food could worsen 

their condition, their behaviour and be triggered by the food intake. They expressed a 

need to have dieticians who will advise on the type of food the young person should eat. 

The sub-themes that emerged were as follows: 

 Not necessary 

 Is necessary 

 Depends on health condition or dietician’s advice 

In Theme 11, some participants suggested that youth with mental health challenges 

need to be housed in a special unit next to the clinic, as they have a medical condition. 

Other staff members did not believe that they should be isolated, but rather that the youth 

be accommodated in the same units with other young people. They also suggested 

padded rooms should be built to accommodate a young person who is prone to banging 

his head against the wall. The sub-themes that emerged were as follows: 

 Infrastructure 

 Psychological support 

The research findings derived from the experiences and perceptions of the MDT 

regarding young people with mental health challenges, were broadened and expanded 

upon with findings derived from interviews with Peer Counsellors regarding the 

management and care of young people afflicted by mental health illness. These findings 

are to be discussed in the following chapter and are to be presented as part two of the 

research findings. 
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5 CHAPTER 5: DISCUSSION OF RESEARCH FINDINGS: 

MANAGEMENT AND CARE OF YOUTH WITH MENTAL 

HEALTH CHALLENGES, IN A CYCC (PART TWO) 

5.1 INTRODUCTION 

In the previous chapter, the researcher presented the findings from the MDT focus group 

discussions. There were eleven themes presented regarding the management and care 

of young people with mental health challenges in a CYCC. The various focus groups 

enabled the participants to discuss and express their personal feelings regarding their 

experience managing young people affected by mental ill-health in their care.  

In this chapter, the researcher will focus on the Peer Counsellors, who are young people 

themselves, democratically elected by their peers in the secure care centre to represent 

and participate in the activities that concern them. Their views, opinions and experiences 

were collected to identify and describe the key elements of effective management and 

care guidelines for youth with mental health challenges. According to the UNICEF 

(2014:6), the child’s participation is one of the fundamental values of the Convention on 

the Rights of the Child (CRC) (1989). It is not only a free-standing right but also on the 

CRC’s four guiding principles, which are: 

 Participation; 

 Non-discrimination; 

 The best interest of the child; and 

 Life, survival, and development. 

O’Reilley (2012:53) supports the notion of the child’s participation and maintains that 

practitioners spend a lot of time and energy worrying about the children they work with 

instead of working directly with them. The authors believe this to be a major omission in 

practice since children may often be the best ones to help. In the following stanza, the 

UNICEF (2014:6) concurs: 
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“We, the children, are experts on being 8, 12 or 17 

years old, in the societies of today. Nobody knows 

better what children actually need. To consult us 

will make your work effective and give results for 

children.” 

Also, O’Reilley (2012:54) mentions three fundamental reasons for carrying and directing 

work with children: 

 Firstly, they view it from a rights perspective. They assert that children are 

competent in raising issues that directly affect them, and this position is only 

affected by a child’s age, level of understanding and disability.  

 Secondly, children are competent sources of evidence concerning their own 

abuse or neglect. 

 Thirdly, from a therapeutic perspective, they state that children must have an 

opportunity to make sense of the event that may be harmful to their development, 

such as the harm caused by neglect or maltreatment, or loss of attachment 

figures.  

Therefore, participation becomes critical, especially when young people are involuntary 

clients in a secure care program.  Some of the young people detained for various 

offences, present with mild to severe mental illness. The staff in the CYCC are 

responsible for managing and caring for the youth in their care, including managing the 

youth whose social functioning is compromised by mental illness. As Summers 

(2012:25) states, this is generally an involuntary commitment to a facility specialising in 

inpatient mental health care. The individual’s welfare, while the person is in the program, 

is the staff's responsibility; it is, therefore, important to keep their needs at the forefront 

of planning and delivery of service. 

Summers (2012:29) further states that ethically, the staff are charged with the care of 

the client. That includes the person’s feelings of worth. Ethically, the behaviour of staff 

toward people should help enhance their view of themselves as worthy. Lewthwaite 

(2011:78), cites Bronfenbrenner’s (2005:97) nested system’s model as it recognises that 
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individual and environmental conditions influence development. Bronfenbrenner’s 

(2005:97) bio-ecological model encourages much consideration of what constitutes 

supportive interactions in fostering development. According to Lewthwaite, (2011:79), 

his theory also assists in considering how an interaction might be added, or taken away, 

or improved to foster development. For instance, it guides how a face to face interaction 

between a developing individual and an agent, like CYCC, within their environment might 

be changed (Lewthwaith, 2011:79). Inherent within this idea is the emphasis on proximal 

processes which are those interactions nearest to the individual that has the greatest 

influence on the youth. 

Having stated the above, the Peer Counsellors have been democratically elected by 

fellow youth in CYCC. A voting system was applied where the Centre management and 

staff overseers observe and monitor the process. A code of conduct is presented to the 

successful candidates, as they pledge to respect management, staff, and fellow youth. 

They promise to obey the school rules, keep order, and protect and care for those who 

cannot protect themselves, especially those afflicted by mental health illness. 

Skowyra and Cocozza (2007:2) report that the increasing awareness and concern about 

the unmet mental health needs of large numbers of youth in contact with the juvenile 

justice system has been accompanied over the past few years by the development of 

improved policies, strategies, and practices for responding to this population. Yet, 

despite the pockets of activity underway in states and communities throughout the 

country, there has been no attempt made to systematically examine these existing 

efforts and comprehensively package this information as a tool that provides guidance 

and direction to the field. 

According to UNICEF (2014:13), under the Convention of the Rights of Children, the 

children are entitled to express their opinions and to have a say in matters affecting 

social, economic, religious, cultural and political life. Participation rights include the right 

to be heard and rights to information and freedom of association. As they mature, 

engaging these rights helps children bring about the realisation of all their rights and 

prepares them for an active role in society. Peer Counsellors not only participate but also 
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provide feedback on quality, accessibility and appropriateness of public service, in this 

case, the CYCC. 

 

5.2 BIOGRAPHICAL INFORMATION OF THE PC PARTICIPANTS 

The researcher included in the study focus group interviews with Peer Counsellors, as 

explained above. As mentioned before the idea to include them is supported by the 

guidelines of the Convention on the Rights of the Child (CRC) 1995, (UNICEF 1995: 

Articles 12 and 13) which emphasizes the fact that children’s views need to be heard, 

listened to and their experiences respected (Articles 12 and 13). As explained, the 

population of interest in this part of the study are Peer Counsellors (PC); they became 

the other young people's voice, including young people affected by mental health 

challenges.  According to Bless et al. (2016:162), a study population consists of or 

reflects certain common characteristics or attributes that the researcher is interested in. 

Merriam and Tisdell (2016:282) state that it is common practice for researchers to 

present information about participants in a tabular form. In this study, the focus group 

discussions were held with 62 (PC) participants across the six provinces, as indicated in 

Table 5.1. 
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TABLE 5.1: PC PARTICIPANTS’ BIOGRAPHICAL INFORMATION 

Name of Centre   Gender Age Code28 

Burgersdorp Peer Counsellor 1 Male 18 BG 

Burgersdorp Peer Counsellor 2 Male 18 BG 

Burgersdorp Peer Counsellor 3 Male 18 BG 

Clanwilliam Peer Counsellor 1 Male 17 CLAN 

Clanwilliam Peer Counsellor 2 Male 16 CLAN 

Clanwilliam Peer Counsellor 3 Male 16 CLAN 

Clanwilliam Peer Counsellor 4 Male 15 CLAN 

De Aar Peer Counsellor 1 Male 16 DA  

De Aar Peer Counsellor 2 Female  18 DA  

De Aar Peer Counsellor 3 Male  18 DA 

De Aar Peer Counsellor 4 Female   19 DA 

De Aar Peer Counsellor 5 Male  16 DA 

Name of Centre Participant Gender Age Code29 

De Aar Peer Counsellor 6 Male  19 DA 

Horizon Peer Counsellor 1 Male 16 HZ 

Horizon Peer Counsellor 2 Male  17 HZ 

Horizon Peer Counsellor 3 Male  17 HZ 

Horizon Peer Counsellor 4 Male   17 HZ 

Horizon Peer Counsellor 5 Male  17 HZ 

Horizon Peer Counsellor 6 Male  16 HZ 

Leseding Youth Centre Peer Counsellor 1  Male 16 LYC 

Leseding Youth Centre Peer Counsellor 2 Male 16 LYC 

Leseding Youth Centre Peer Counsellor 3 Male 17 LYC 

Leseding Youth Centre Peer Counsellor 4 Male 16 LYC 

 
 

28 The researcher made use of codes to protect the identity of participants. For peers counsellors in 
different CYCCs, the name of the facility e.g. [BG] for Burgersdorp, the code number e.g. 40 and [P1] to 
identify the Peer Counsellor. The numbers P1, P2, P3, etc. were repeated as the distinguishing feature 
was the center name. 
29 The researcher made use of codes to protect the identity of participants. For peers counsellors in 
different CYCCs, the name of the facility e.g. [BG] for Burgersdorp, the code number e.g. 40 and [P1] to 
identify the Peer Counsellor. The numbers P1, P2, P3, etc. were repeated as the distinguishing feature 
was the center name. 



 

350 
 

Matlosana Youth Centre Peer Counsellor 1  Male 16 MYC 

Matlosana Youth Centre Peer Counsellor 2 Male 16 MYC 

Matlosana Youth Centre Peer Counsellor 3 Male 17 MYC 

Matlosana Youth Centre Peer Counsellor 4 Male 16 MYC 

Matlosana Youth Centre Peer Counsellor 5 Male 15 MYC 

Matlosana Youth Centre Peer Counsellor 6 Male 16 MYC 

Matlosana Youth Centre Peer Counsellor 7 Male 16 MYC 

Mavambe Peer Counsellor 1 Male 17 MA 

Mavambe Peer Counsellor 2 Male  17 MA 

Mavambe Peer Counsellor 3 Male  16 MA 

Mavambe Peer Counsellor 4 Male  15 MA 

Mavambe Peer Counsellor 5 Male  16 MA 

Mavambe Peer Counsellor 6 Male  17 MA 

Mavambe Peer Counsellor 7 Male  17 MA 

Mavambe Peer Counsellor 8  Female  15 MA 

Mavambe Peer Counsellor 9 Female 16 MA 

Mogale Youth Centre Peer Counsellor 1   Male 16 MYC 

Mogale Youth Centre Peer Counsellor 2 Male 16 MYC 

Mogale Youth Centre  Peer Counsellor 3 Male  17 MYC 

Mogale Youth Centre Peer Counsellor 4 Male  16 MYC 

Mogale Youth Centre Peer Counsellor 5 Male  15 MYC 

Name of Centre Participant Gender Age Code30 

Mogale Youth Centre Peer Counsellor 6 Male  16 MYC 

Mogale Youth Centre Peer Counsellor 7 Male  16 MYC 

Namaqua Peer Counsellor 1 Male 18 SP 

Namaqua Peer Counsellor 2 Male 16 SP 

Namaqua Peer Counsellor 3 Male 16 SP 

Namaqua Peer Counsellor 4 Male 16 SP 

Namaqua Peer Counsellor 5 Female  17 SP 

Polokwane Peer Counsellor 1 Male 17 PL  

 
 

30 The researcher made use of codes to protect the identity of participants. For peers counsellors in 
different CYCCs, the name of the facility e.g. [BG] for Burgersdorp, the code number e.g. 40 and [P1] to 
identify the Peer Counsellor. The numbers P1, P2, P3, etc. were repeated as the distinguishing feature 
was the center name. 
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Polokwane Peer Counsellor 2 Male  17 PL 

Polokwane Peer Counsellor 3 Male  16 PL  

Polokwane Peer Counsellor 4 Female   15 PL 

Polokwane Peer Counsellor 5 Female  16 PL  

Rustenburg Youth Centre Peer Counsellor 1   Male 17 RYC 

Rustenburg Youth Centre Peer Counsellor 2 Male 16 RYC 

Rustenburg Youth Centre  Peer Counsellor 3 Male  18 RYC 

Rustenburg Youth Centre Peer Counsellor 4 Male  16 RYC 

Rustenburg Youth Centre Peer Counsellor 5 Male  16 RYC 

Rustenburg Youth Centre Peer Counsellor 6 Male  17 RYC 

 

 Gender Distribution 

Table 5.1 above shows two facilities, namely Mogale in Gauteng and Horizon in the 

Western Cape, that accommodate only male juveniles. The rest of the facilities are 

mixed, although the females are in the minority.  Hence, it is clear that there are more 

male offenders in secure care centres than females. The lack of female offenders are 

less in these facilities does not mean that girls engage less in criminal activities, rather 

Boesky (2011:284) cited the fact that most female offenders have a lot of contact with 

the juvenile court system, before being incarcerated. Juvenile court judges are often 

cautious about removing girls from their homes, especially to place them in a juvenile 

correctional facility. Rather, they are often released under the supervision of a 

responsible adult and placed on informal or formal probation.  

 Age Distribution 

It is mandated that young people referred to the secure care facilities should be between 

the ages of 16 and 18 to await trial or admitted into a diversion program. Similarly, 

sentenced youth are typically between the ages of 18 and 21 years.   

The following sections outline the Peer Counsellors’ views, opinions on how they 

experience management and care in the facility, including young people with mental 

health challenges. 
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5.3 THEMES, SUB-THEMES AND CATEGORIES THAT EMANATED FROM THE 

DATA ANALYSIS - PEER COUNSELLORS 

The focus groups were semi-structured and flexible. The data analysis process and the 

result of the consensus discussions between the independent coder, the researcher and 

the supervisor informed the development of themes, sub-themes and categories. These 

are expanded on in detail in the discussion of each theme with the Peer Counsellors. 

These are also tabulated in Table 5.2 below. 
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TABLE 5.2: OUTLINE OF PC THEMES AND SUB-THEMES 

THEMES SUB-THEMES CATEGORIES 

1. Peer Counsellors’ 

accounts of their work as a 

Peer Counsellor  

1.1 Help and take care of 

youth 

1.2 Motivate and guide youth 

1.3 Liaise with staff 

1.4 Speak for youth 

1.5 Assist when fighting 

occurs 

 

2. Peer Counsellors accounts 

of what they like about their 

work as a Peer Counsellor 

2.1 Helping 

2.2 Motivating, guiding and 

advising 

2.3 Setting an example 

2.4 Responsibility and 

advocating 

2.5 Personal development 

 

3. Peer Counsellors’ 

accounts of the difficulties or 

challenges they experience 

as a Peer Counsellor 

3.1 Don’t listen 

3.2 Lack of trust 

3.3 Anger and aggression 

3.4 Called names or 

criticised 

3.5 No support from others 

3.6 Staff expect too much 

 

4. Peer Counsellors’ 

descriptions of incidents 

with youth with mental health 

challenges 

4.1 Anger and aggression 

4.2 Swearing 

4.3 Threatened or beaten 

4.4 Ignore or don’t listen 

 

 

5. Peer Counsellors’ 

accounts of whether they 

find it easy to share 

classrooms, dining halls, 

recreational areas or 

dormitories with youth with 

mental health challenges 

 

5.1 Are comfortable 

5.2 Difficult 

5.3 Youth with mental health 

challenges do not want to 

share 

 



 

354 
 

6. Peer Counsellors’ 

accounts of how they interact 

with youth with mental health 

challenges 

6.1 Seldom interact with 

youth with mental health 

challenges 

6.2 Talk, listen and assist 

 

THEMES SUB-THEMES CATEGORIES 

7. Peer Counsellors’ 

accounts of how they 

manage youth with mental 

health challenges when they 

display challenging 

behaviour 

7.1 Did not know what to do 

7.2 Talks to youth 

7.3 Continues to reach out 

7.4 Waits for youth to ask for 

help 

7.5 Tries to resolve the 

situation 

7.6 Diverts them 

7.7 Ignores them 

7.8 Gets angry 

7.9 Calls or tells the staff 

 

8. Peer Counsellors’ 

accounts of how staff 

manage youth with mental 

challenges and how the 

youth react 

8.1 Peer Counsellors’ 

accounts of how staff 

manage youth with mental 

health challenges 

 

8.2 Peer Counsellors’ 

accounts of how youth with 

mental health challenges 

react to staff 

 Treat them well 

 Do not treat them 

well 

 Talk to them 

 Treat differently 

 Reprimand or punish 

them 

 Find it difficult 

 Some do not listen 

 Are aggressive 

 Feel uncared for 

 React positively 

9. Peer Counsellors’ 

accounts of how other 

youths at the centre are 

affected 

9.1 Are not affected 

9.2 Get upset 

9.3 Leads to fights 

9.4 Display same behaviour 

9.5 Feel that youth with 

mental health challenges 

are treated better 

9.6 Has a negative effect 

9.7 Has a positive effect 
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THEMES SUB-THEMES CATEGORIES 

10. Peer Counsellors’ 

accounts of how they as Peer 

Counsellors are affected 

10.1 Affects them negatively 

10.2 Affects them positively 

 

11. Peer Counsellors’ 

suggestions on how to 

manage youth with mental 

health challenges 

11.1 Give love and attention 

11.2 Treat with respect 

11.3 Listen, understand and 

talk 

11.4 Provide special 

programmes and activities 

11.5 Keep separate from 

other youth 

11.6 Security must not use 

force 

 

 

In the next section, each of the relevant main themes, sub-themes and categories are 

presented and confirmed or endorsed by direct quotes from the transcripts. With their 

supporting storylines from the transcripts, the identified themes and sub-themes will be 

compared and contrasted with the body of knowledge available; a literature control will 

be undertaken to conclude each theme.  

 PC Theme 1: Peer Counsellors’ accounts of their work as a Peer Counsellor 

Following Brendtro, Brokenleg and Van Bockern’s (1990:172-175) Circle of Courage 

Model, or Positive Youth development, it can be highlighted that it is a useful framework, 

for understanding how self-esteem is developed. Belonging creates an ability to be 

intimate and outgoing with others. The core aspect of belonging is a sense of connection 

to everyone you know. Mastery is not about being superior to others. Humans have an 

inborn drive toward competence and problem-solving. By giving children opportunities 

to master skills according to their development level, a healthy sense of mastery 

develops (Surya, 2013:193). The Peer Counsellors under sub-theme 1.1, views revolved 

around assisting and helping other youth when experiencing challenges, so that the 

assisted youth also become leaders. 
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Peer involvement includes peer networking/peer support and peer interaction; it offers 

valuable support to new students because some students find it difficult to make new 

friends, whilst others find it easy (Levy & Earl 2012:173). The authors also state that the 

advantages of peer networking are that students feel comfortable, supported, and 

encouraged to interact with their peers. Additionally, peer interaction can help facilitate 

independent learning in a supported environment (like in a CYCC). Levy and Earl 

(2012:173), state that peer involvement has the following advantages: 

 Minimizes reliance on lecturer as a sole source of information (e.g. during 

orientation in a CYCC) 

 It facilitates more supportive learning. 

 It makes feedback effective  

 It produces less anxiety as students choose to draw support from peers rather 

than seek help from lecturers. They regard peer support as a natural part of pulling 

together for mutual emotional and practical support. 

The above seems to articulate the purpose of having peer councillors in the CYCC. In 

light of this, the Peer Counsellors’ responses indicate that they also share a sense of 

community, loving others and being helpful. All participants were asked to describe their 

work as a Peer Counsellor. Their responses are given in 5 sub-themes, which are all 

tabled below, and storylines are presented on all sub-themes.  
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TABLE 5.3: OVERVIEW OF PC THEME 1: PEER COUNSELLORS’ ACCOUNTS OF THEIR WORK 

AS A PEER COUNSELLOR 

Help and take care of youth Storylines:  

i. [BG 18 P1]  “I am part of the youth in the centre, and part 

of my responsibilities is to take care of the other youth”. 

ii. HZ 16-17 P1]. “I assist the other young people who need 

help by asking what they need and where possible show 

them where to get help”. 

iii. [RUS 26 P1]. “Being a Peer Counsellor is good because I 

help other children”. 

iv. [LES 31 P6].“My work is to help other youth about their 

challenges like behaviour”. 

Surya (2013:195) asserts that when children are given enough opportunities for independence, they 

become autonomous, assertive, responsible and confident, building self-esteem, self-discipline and 

leadership skills. Therefore, this sub-theme concerns both Peer Counsellors and young people 

challenged by mental ill-health. As they assist others, their leadership skills are enhanced, and the 

mentally ill youth’s behaviour will improve as positive behaviour is modelled.  
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Motivate and guide youth Storylines: 

i. [DA 21-22 P3] “… I usually correct the young people from 

how they speak with others, and I also engage with them 

playing and doing activities together.” 

ii. [DA 28-29 P6] “My work as a Peer Counsellor is to talk with 

youth about their bad behaviour and guide them in the right 

way.” 

iii. [HZ 27-29 P6].  “As Peer Counsellors encouraging young 

people to improve themselves, attend programmes and 

school as such things are positive to their lives, I encourage 

them to stay away from trouble and gangs or fights”. 

iv. [PL 33-34]. “I spend time with them and play different 

activities with them while building a positive relationship for 

them to be free and open around me.” 

v. [CLAN 23-24 P4]. “I like to encourage other children to 

keep quiet in the dining hall, respect the Child and Youth 

Care Workers and to stop swearing”. 

 

 

Boesky (2011:140) states that some of the more mature youth in juvenile facilities enjoy taking lower-

functioning youth under their “wing”. The pairing of youth with a developmental disorder with higher 

functioning and responsible peers can be a positive and rewarding experience for everyone involved. 

Peer Counsellors see their responsibility as motivating and guiding, liaising with staff, speaking with 

youth and assisting when fighting occurs. 

Liaise with staff Storylines: 

i. [BG 20 P2]. “My responsibility is to take the concerns of the 

children to the managers.” 

ii. [SP 24 P1]. “To help youth and to bring their problems 

under the attention of the Staff.”  

Boesky (2011:140) warns that rotating the youth peer mentors, or “buddies” is important so that they 

won’t become burnt out. Also, as Peer Counsellors liaise with staff, in return, staff should monitor these 

types of situations to ensure that youth with developmental disabilities are not being exploited or misled.  
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Speak for youth Storylines: 

i. [LES 27-28 P2] “I assist care workers where I can and 

speak on behalf of the youth to Child and Youth Care 

workers if there is a problem.” 

ii. [BG 22 P3] “I must talk on behalf of the other 

children to the management.”  

iii. [POL 27-28 P1].  “I have time to talk with the other young 

people and ask about any challenges that they might be 

facing then during youth forum meetings.  I can then 

discuss those challenges on their behalf”. 

(Levy & Earl 2012:173) Peer involvement includes peer networking/peer support and peer interaction. 

It offers valuable support to new students because some students find it challenging to make new 

friends, whilst others find it easy. Surya (2013:193) states that self-esteem is not complete without a 

spontaneous sense of generosity. In helping others, children create their own evidence of inner 

worthiness by positively contributing to their world. When children have enough opportunities to be 

generous, they naturally become charitable and caring, developing loyalty and empathy with others. 

Assist when fighting occurs Storylines: 

1. [BG 22-23 P3]. “…and I must help when others are 

fighting.”  

2. [MOG 28 P5]. “I stop the fights and keep the centre good 

for other children”. 

3. [MOG 29 P6]. “My job as a Peer Counsellor is to stop the 

crisis in the centre with my peers”. 

4. [MOG 30-31 P7]. “I tell the others this is not a jail, but it is 

a youth centre we do not fight, we report”. 

The above storylines are supported by Surya (2013:194) who states that mastery leads to autonomy. 

The way of encouraging mastery is to seek out situations and activities and environments that offer 

meaningful achievement opportunities through creative problem-solving tasks by engaging in hobbies 

and sports.  

 

The Peer Counsellors seem to be highly motivated to perform their tasks as these 

responses reveal that being a Peer Counsellor is voluntary. Even though they were 

elected democratically, they have the right to accept or refuse to participate  (Child 

Rights Toolkit: 2014; 6).  
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 PC Theme 2: Peer Counsellors’ accounts of what they like about their work 

as a Peer Counsellor 

Brendtro et al. (1990:172-175) state that when we consider that many children have 

broken circles, the fault line usually starts with damaged relationships. Having no bonds 

to significant adults, they chase a counterfeit sense of belonging through gangs, cults 

and promiscuous relationships. Some are so alienated that they have abandoned the 

pursuit of human attachments. Guarded, lonely, and distrustful, they live in despair or 

strike out in rage. Families, schools and youth organisations are being challenged to 

form new “tribes” for all our children so that there will be no “psychological orphans” 

(Brendtro et al., 1990:131). After explaining their work, the PC participants were asked 

to describe what they liked about their work. Their responses are given in five sub-

themes that ranged from helping to personal development, as tabled and reflected 

below.  

Table 5.4 presents an overview of PC Theme 2. Although five sub-themes emerged from 

the PC’s storylines as stated in the table above, the storylines are grouped and 

presented following Brendtro et al.’s Circle of Courage Model (Brendtro 1990). As 

mentioned before, this model identifies the four overriding needs for the development of 

youth’s self-esteem, namely: Belonging, Mastery, Independence and Generosity, 

and each principle is discussed with storylines from PC participants. 
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TABLE 5.4: OVERVIEW OF PC THEME 2: PEER COUNSELLORS’ ACCOUNTS OF WHAT THEY 

LIKE ABOUT THEIR WORK AS A PEER COUNSELLOR 

Helping Storylines:  

“I love my job because it makes me believe that I have found my 

purpose in life; in most cases, it feels like a calling than an actual 

job.”[POL 48-49 P5] 

 

 “I like to help the other youth to bring their concerns to the 

management, to be a person between the management and the 

youth. It feels as if I can assist them in raising their voices. “[BG 

26-29 P2] 

 

 “I like taking what the other youth said correctly to the people 

upstairs and to give correct feedback to the other children. It helps 

me also because the things the youth ask is also going to help me.  

I like to show them the right things to do, and I also like to tell them 

when they are doing the wrong things so that they can change”. 

[BG 30-34 P3]. 

 

 “Working as a Peer Counsellor is very satisfactory because it is an 

opportunity of learning how to do well to others and extending your 

hand to help another person without any expectations”. [HZ 41-43 

P5] 

 

 “My job as a counsellor makes me feel useful to the extent that I 

have the opportunity to guide and advise someone on the right 

path”. [MAV 20-21 P2] 

 

“I like the fact that I know most of the challenges that young people 

face and being part of the solution is what brings the greatest joy”. 

[MAV 24-25 P4]. 

 

According to Brendtro et al. (1990:131), Belonging is the organizing principle and ensures the 

individual’s significance. The participants present how their need to ”belong” has been satisfied, as they 
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assist young people with MHC. In this sub-theme, the Peer Counsellors elaborated on what they like 

about their work. They attempted to support the mentally ill youth in their roles and responsibility and 

assist them in settling in as they enter the facility full of strangers. Brendtro et al. (1990:131) believe 

that ‘the need to belong’ is universal and is fostered in many ways,  such as experiencing love and 

support, positive relationships, and a sense of connection to family, friends and community. 

The authors state that the youth who lack a sense of belonging strikeout and desperately seek ways  

(ineffectual ones) to fill their needs. The need to belong is often destructively satisfied by membership 

with adults who exploit youth. Furthermore, the authors state that children and youth in care often have 

difficulties establishing and maintaining long-term relationships. Under these conditions belonging 

includes coming to terms with separation from birth, families and other significant people, making 

friends, maintaining peer relationships and participating in community activities.  

Motivating, guiding and 

advising 

Storylines: 

“Leading young people to do what is right being able to help 

someone is a good feeling.”[HZ 34-35 P1] 

 

 “I like to advise other children, especially the aggressive ones”. 

[RUS 33 P1] 

 

“I feel great about my job because I know I am making a difference 

in somebody’s life”. [POL 40-42 P2].  

 

 “There are a lot of things that I like as Peer Counsellor, some of 

them is the opportunity to motivate young people because it’s not 

good for the young people to go back to the community and to rob 

the people and to steal for other people” [DA 35-37 P1].  

 

 “The only thing I like about being a Peer Counsellor is being able 

to show young people what discipline is”. [LES 38-39 P4]. 

Mastery, according to  Brendtro et al. (1990:131), measures competence by comparing an individual’s 

progress with his/her past performance rather than with others' achievements. Mastery is the ability to 

do somethings well and feel pride in doing well (Brendtro et al. 1990:172-174). Children are socialised 

to develop competence; they are expected to exercise self-control and constraint and learn rules that 

create order within human communities. Many developmental tasks are also reflected; they include 

compliance with parental directions, learning and following rules, seeking peaceful ways to deal with 

disagreements, doing well at school, getting along with and being accepted by peers. Brendtro et 

al(1990:172-174). 
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However, youth in care are often limited in their opportunity to test their perspectives of their self-worth. 

They may benefit from long-term encouragement and guidance, to help them connect with positive 

people and activities that are available to them 

Setting an example Storylines: 

 “It is nice to be perfect. I can set an example to the other children 

because my behaviour was also not good at one stage, but I did 

change my behaviour and now show them what is wrong.” [CLAN 

32-34 P4] 

 

“What I like about my job is to be a good example to the young 

people and live by example to all of them” [DA 51-52 P6] 

 

 “The most important part that I like in my job as a Peer Counsellor 

is the fact that I can be able to talk to other young people, or even 

help them when they are wrong and also be a good example to 

them. It is good to live a life knowing someone is watching and 

hoping to learn one or two things that give me peace of mind”. [DA 

43-47 P4]   

 

 “I like to lead other youth and be a good example so that they can 

be encouraged”. [RUS 37-38 P4]. 

It is vital for juveniles in the centre to connect with adults and peers; they can help them understand 

how to let go of negative attributions to self and others. They also guide them to connect, accomplish 

tasks and meet challenges that bring them inner satisfaction and recognition from persons they value.  

PCs in the CYCC who participated in this study, have demonstrated that they can positively influence 

others. According to Brendtro et al. (1990:172-174), independence means the freedom to make 

choices, control your own life and influence others while also considering the effects of your behaviours 

on others. The involvement of youth in planning for their futures and making decisions that affect them 

fosters autonomy. Furthermore, according to these authors, when young people have choices and 

participate in decisions that concern their well-being, they take ownership and develop important skills 

(Brendtro et al. 1990:172-174). 

 

Responsibility and 

advocating 

Storylines: 

“The responsibility and being able to speak for my fellow 

youth.”[LES 35 P2] 

“I like to report if there is something that happened”. [MAT 38 P4] 

“I like to advocate for the others”. [MAT 42 P7] 
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As previously discussed in chapter 2, the emphasis is on the Circle of Courage, 

belonging, mastery, independence and generosity, (Brendtro et al., 1990:172-175). 

The young people with mental health challenges, fall within the category of young people 

 According to Brendtro et al. (1990:131), generosity is the measure of virtue in partnership cultures, 

where relationships are more important than possessions. The need to form positive relationships with 

others is encouraged, and the need to serve others. Brendtro et al. (1990:172-174) assert that 

generosity involves giving to others in many forms: time, caring, recognition, material goods and 

services. It requires balancing one’s interests with others' interests and does not mean selflessness to 

the point where the person’s own interests are disconnected. The authors mention that, for the youth in 

care, giving involves being of service to others, giving their time and attention. Giving and receiving are 

key to building positive relationships, giving assists the young people to mend their broken relationships; 

it can also help them develop a sense of pride and goodness through caring behaviours, as presented 

by the following participants. 

Personal development Storylines: 

“I love my job as a Peer Counsellor because to me it is an 

opportunity to correct the mistakes that I’ve done, back then I would 

spend my time thinking of how to hurt the next person, but now I 

spend my time trying to find out how can I be of help to somebody 

else”.[POL 44-47 P4] 

  

 “It teaches me leadership, and it gives me the confidence to take 

responsibility”. [LES 36-37 P3] 

 

 “It helps me stay out of trouble and keeps my mind positive”. [LES 

34 P1] 

 

 “In my job as a Peer Counsellor I like the fact that I learn new things 

every day and that makes me grow in knowledge every day” [HZ 

44-45 P6].   

 

 Brendtro et al (1990:131) “Independence” is the only principle that allows people to exercise autonomy. 

The Peer Counsellors state that they encourage youth to desist from drugs, to be independent from 

drugs, to live a good life, to do the right things, to follow the right path. The PC state that they assist 

young people with MHC to exercise  their voices to speak out when they need help, encourage them in 

activities, and encourage them to attend programs. 
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described in the CYCC. The PC provides the support that these affected youth need. 

The Peer Counsellors aim to form a “tribe”, which provides support and guidance needed 

by the young people afflicted by mental health illness. The “Circle” of Courage” portrays 

the four developmental needs of children: belonging, mastery, independence and 

generosity. These needs are illustrated in Figure 5.1 below. 

 

FIGURE 5.1: PC CIRCLE OF COURAGE 

 

(Adapted from Brendtro et al.. 1990:8) 

Peer Counsellors believe that they benefit from this role because it adds to their personal 

development by learning new things from youth with mental health challenges every day. 

They feel useful when they serve others, and they provide their services without 

expecting anything in return. Benson (2006:195) states that peer helping-approach is 

young people helping other young people. Youth have the power to make a real 
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difference in the lives of the people around them. When young people have troubles, 

frustrations, concerns, worries, or life events that affect them (e.g. like detention), they 

often turn to peers rather than to adults for help. 

 PC Theme 3: Peer Counsellors’ descriptions of the difficulties or challenges 

they experience as a Peer Counsellor 

According to Boesky (2011:294-295) disorders such as Attention-Deficit/Hyperactivity 

Disorder (ADHD), can indicate some type of brain-related impairment. These are 

common among juvenile offenders. The author further states that youth continue to 

develop cognitively, perceptually, and socially as their juvenile brains mature. If parts of 

the brain are compromised, new information may not be incorporated and integrated 

appropriately. Boesky (2011:295) supports the Peer Counsellors’ views and report that 

a study of youth who had suffered a traumatic brain injury revealed behaviours including; 

mood swings, irritability, aggression and poor social judgement. Thus, accounting for 

most behaviours observed by PC in this theme. In the following sub-themes, there is an 

emergence of challenges experienced by the Peer Counsellors as they discharge their 

responsibilities to the young people afflicted by mental health challenges. The PC 

participants were asked to describe any challenges they experienced, and they are 

presented in 6 sub-themes with the applicable storylines below. 
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TABLE 5.5: OVERVIEW OF PC THEME 3: PEER COUNSELLORS’ ACCOUNT OF THE 

DIFFICULTIES OR CHALLENGES THEY EXPERIENCE AS A PEER COUNSELLOR 

Don’t listen Storylines: 

[CLAN 41-42 P4]“Sometimes the children don’t want to listen, and 

I feel that they then undermine me as a perfect.” 

[HZ 48 P1]“Young people can be challenging, sometimes they 

discard my views.” 

 

[LES 42 P1]“They hardly listen to us, so I find it being difficult to be 

a Peer Counsellor.” 

 

[LES 43-44 P2]“Getting the youth to listen to me and understand 

that I’m only here to help. I’m not an enemy because I work with the 

care workers.” 

 

[LES 45-46 P3]“when the other youth do not want to listen to what 

we tell them, and when they also don’t want to take our advice.” 

 

[MAV 53-54 P7]“It is very challenging to advise people that you are 

in the same age with because they mostly take advantage and not 

pay attention to what you are saying." 

 

According to Boesky (2011:119), youth with conduct disorders need patience talking about other areas 

of their lives and additional interests. Conflict resolution, effective negotiation and the art of compromise 

are often lacking. Juveniles with conduct disorder often need to be taught amongst other things: 

How to listen to others 

How to communicate in a “give and take” manner instead of monopolizing conversations. 

Boesky (2011:49) further adds that social skills training should include a variety of techniques. Program 

leaders should always model the appropriate behaviour, and then juveniles try out the new social skills. 

During role-playing, adults or peers should provide specific feedback to youth with conduct disorder 

regarding areas where improvement is needed and areas where they have demonstrated appropriate 

skills. The PC being young people themselves, the role could evoke feelings of rejection; therefore, the 

MDT need to provide supervision and monitoring at all times. Furthermore, the lack of knowledge and 

certain behaviours may be construed as delinquent behaviour. 

Lack of trust Storylines: 

[HZ 49-50 P2] “I find it hard to deal with young people when they 

think when one is trying to help there is always a catch”. 
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[HZ 51-53 P3] “Some of the difficult challenges is the issue of young 

people with trust difficulties, they always feel like there is a hidden 

agenda when trying to help”. 

 

[MAV 47-49 P5] “Sometimes the challenge is the fact that my peers 

do not think any good can come from me so whatever I say they do 

not take seriously they feel like I’m just trying to fake it or 

something”. 

 

[MAV 50-52 P6] For me the greatest challenge is making the young 

people get to open up and trust me it is difficult and challenging for 

me because it requires patience and endurance of insults 

sometimes”. 

Boesky (2011:70) states that, although adults try to be helpful, and their initiatives are usually good, 

such strategies can invalidate the youth’s thoughts and feelings. Advising depressed offenders can 

convey the idea that they are not smart enough. Juvenile justice professionals can show understanding 

of what youth are going through. This statement also creates trust and rapport. The same applies to 

Peer Counsellors because they are focused on helping their affected peers; they do not understand 

when they are not being listened to. They might personalize the action, not knowing the condition of 

their fellow inmate. Many juvenile offenders were raised in households filled with conflict and strain. 

Many of the offenders have had negative experiences with teachers and law enforcement. Building a 

relationship with staff (and peers) is an opportunity for depressed youth to develop a positive and 

trusting relationship with authority figures. Seemingly, the PC's efforts are not being appreciated by the 

affected young people who lack trust in the Peer Counsellors. 

Anger and aggression Storylines: 

[HZ 56-57 P6] “Dealing with anger is hard because it is not easy to 

reach out to young people who have anger issues”. 

[HZ 54-55 P5] “It is hard to deal with aggressive young people 

because sometimes by offering the help they react negatively, and 

it discourages”.  

[MAV 55-56 P8] “The most challenging part of my job is dealing 

with aggressive peers; it is so hard because they do not want to 

listen to anyone and usually act out violently”.  

 

[MOG 45 P1] “When other youths fight, it is hard to stop them at 

times”. 

 



 

369 
 

[POL 55-57 P2] “Some young people become aggressive and fight 

when you try to help, and that becomes a barrier because you 

cannot help someone who does not trust you at all. 

Boesky (2011:50) stated that new alternative behaviours do not usually come naturally; these 

replacement behaviours must be modelled, and youth must practise them. Also, all adults (for example, 

teachers and MDT) interacting with youth presenting with mental health challenges should reward and 

discipline the same behaviours .e.g. aggression.  According to Boesky (2011:50), although consistency 

is paramount, achieving it can be a major challenge in juvenile facilities due to different shifts and the 

varying personality styles and in this instance, including Peer Counsellors. The author cautions that the 

youth have a hard time coping with changes in routine. Therefore, program leaders should always 

model the appropriate behaviour, and then juveniles try out the new social skills. During role-playing, 

adults or peers should provide specific feedback to youth with conduct disorder regarding areas in which 

improvement is needed and areas where they have demonstrated appropriate or inappropriate skills. 

Called names or criticised Storylines: 

[LES 47 P4] “Everybody hates you, and they start calling you 

names”. 

 

[RUS 48-49 P4] “Sometimes they tell you negative things, and they 

criticise us, and some of them do not have understanding”.  

[MAV 41-42 P3] “Some of the young people show a negative 

attitude towards Peer Counsellors, like undermine us, calling us 

names and refusing to take the encouragement that we give”. 

[MAT 52 P7] “When my peers call me by names”. 

[RUS 48-49 P4] “Sometimes they tell you negative things, and they 

criticise us, and some of them do not have understanding”. 

According to the Mental Health Commission of Canada (2012:26), increasing the PC’s understanding 

of how to recognise mental health problems and get support if needed, could assist the PC in 

understanding the behaviour of their mentally ill peers and not get frustrated by the behaviour as the 

storylines depict. Furthermore, the Mental Health Commission for Canada (2012:26) mentions that all 

front-line service providers (including Peer Counsellors) should be trained to identify mental health 

problems and illnesses early; they say, “promote mental health” and prevent mental illnesses. They 

further mention that stigma should be fought by including opportunities to promote prevention initiatives 

and meet and talk with people living with mental health problems and illness. This strategy could be 

applied to young people in this theme and sub-theme who feel that they are not being taken seriously, 

being called names, and being criticized. A lot of these issues could be addressed by raising awareness 

about mental health issues. 

No support from others Storylines: 
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[POL 60-62 P4] “It is challenging when there is no support from the 

other young people concerning the kind of service that we render; 

it is demotivating, and it makes us feel useless”.  

 

[SPR 41 P4] “My friends put a lot of pressure on me”. 

The Mental Health Commission for Canada (2012:26) states that more support should extend to 

caregivers, such as Peer Counsellors, by expanding initiatives to identify developmental, social and 

emotional delays. Also provision of a range of services to address these challenges, for instance, 

discussing their observations with the MDT as their first point of entry during feedback sessions with 

staff. 

Staff expect too much Storylines: 

[SP 38-39 P3] “…and staff expect too much from me”.  

The PC in this sub-theme verbalise frustration caused by lack of support. Visser (2005:3) supports their 

storylines and states that Peer Counsellors are not adequately equipped, to deal with emotional 

problems of their peers; they experience excessive responsibility in coping with their own 

developmental problems especially because they are in the same situation as their peers, in this 

instance they are in detention. Some of the youth were described as ‘quick tempered’, ‘lacking emotion’ 

and ‘caring only for themselves. They become angry over minor frustrations, have difficulty delaying 

gratification, make inappropriate comments to others, and have difficulty with routine changes. The 

authors state that professionals working in juvenile correctional facilities will recognise these 

descriptions concerning many youths in their care. 
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 PC Theme 4: Peer Counsellors’ descriptions of incidents with youth with 

mental health challenges 

In this theme, the Peer Counsellors present incidents they have experienced with the 

youth affected by mental health challenges. In light of this, the Peer Counsellors were 

asked whether they had encountered and engaged with youth with mental health 

challenges.  Virtually all replied in the affirmative and the couple who had not 

encountered could have been newly appointed Peer Counsellors. Boesky (2011:296) 

states that professionals working in juvenile correctional facilities will recognize these 

descriptions presented in Table 5.6 concerning many youths in their care. The author 

thinks that understanding the role and effects of neurological and neuropsychiatric 

factors among the juvenile justice population is needed. The neurological and 

neuropsychiatric factors are probably much larger than has been previously 

acknowledged. The author further states that the above factors can alter the mental 

status of the juvenile offender. People can observe an acute alteration in personality, 

behaviour cognition or conscious, symbolised by aggression, swearing, and fights. The 

participants were then asked to describe incidents with youth with mental health 

challenges.  These descriptions are given under four sub-themes, with supported 

storylines.  
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TABLE 5.6: OVERVIEW OF PC THEME 4: PEER COUNSELLORS’ DESCRIPTIONS OF 

INCIDENTS WITH YOUTH WITH MENTAL HEALTH CHALLENGES 

ANGER AND AGGRESSION  [BG 56-57 P1] “One of the youths is extremely 

aggressive and always involved in arguments and 

fighting, and I have to talk to him as a Peer 

Counsellor”. 

 

[POL 118-121 P4] “I was once insulted very badly 

as we were playing board games and I was trying 

to show him how he should play. He went ballistic 

and very angry about it, so for peace sake, I 

apologised, but after some time he became well 

again and played with me as if nothing 

happened”. 

 

[POL 111-112 P1] “There is usually swearing and 
vandalising property, and that happens when they 
are very aggressive and out of control”. 
 
[DA 111-114 P1] [DA 117-119 P3] “Because I am 

used to playing with young people with mental 

health challenges. One day I did the same 

throwing a tennis ball at one of the boys, and he 

was very angry and did not want to play, he then 

became very aggressive, and I apologised even 

though I was not wrong”. 

“…one boy wanted to play with me, and I was 
busy with something, and he became very angry 
and started fighting me saying I am ignoring him”. 
[DA 120-122 P4]. “I was playing with the boy one 

day, and he started making jokes about me and 

people were laughing, so I also did the same, and 

he became very angry and aggressive…”. 

 

[DA 123-125]. “One of the incidents is when I tried 
to correct him as he was doing something bad and 
he started accusing me of controlling him, and he 
wanted to fight me…”. 
[HZ 103-104 P1]“Young people with mental 

health challenges are sometimes very 
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aggressive, and they start fights without any valid 

reasons or over minor issues”. 

 

[MAV 137-138 P2]. “As for me I usually play 
soccer with them, and most of the time they leave 
before the end of the game because something 
has made them angry”.

According to Boesky (2011:296), many young people presented with aggression, criminal behaviour, 

and violence are multi-determined complex behaviours. However, this does not suggest that all juvenile 

offenders have some type of brain trauma. That leads them to engage in anti-social behaviour. The 

Peer Counsellors presented in table 5.6, details their frustrations, caused by psychiatric needs of their 

peers whom they are supposed to assist and support, however, hospitality and aggression put a heavy 

burden the PC cannot carry (Visser, 2005:6).  

SWEARING  

[BG 58-59] “Another youth like to swear to others 

and even to me, and it is very difficult when he 

starts to swear when we have our weekly 

meetings”. 

[BG 61-62 P2] 

 “When you do something small that irritates that 
child, he will explode and swear at my mother, for 
instance”. 
[HZ 117 P2] “Sometimes they can start swearing 
for only trying to help”. 
 

According to Boesky (2011:49), Many young people who present with mental health challenges are 
deficient in positive and pro-social ways of interacting with others. Social skills training can encompass 
a wide range of skills needed to interact, effectively with others, rather than offensive language. 
THREATENED OR BEATEN  [BG 63-66 P3] “I was talking to another child, and 

one of the youths with the mental health 

challenges started laughing, and when I said to 

him to stop laughing, he said he would beat me”. 

[MAV 182-183 P9] “I was once beaten by a shoe 

as I passed and there was never a reason. As I 

looked back, I saw this boy laughing as if it meant 

nothing to him”. 

[POL 113-114 P2] “Some of them they do 
promise to beat us when they are not happy with 
whatever approach used”.  
[POL 115-117 P3] “I was once beaten by a plate 
of food by one of the young people with mental 
health challenges after I made a comment. To me,



 

374 
 

it was a lesson that I should be sensitive with my 
comments to such young people”. 

Surya (2013:31) thinks that some children have a great need to be in charge, to be the ‘boss’. This 

behaviour is based on a need for power. Think of children who manipulate others into doing things they 

do not want to do. Misbehaviours based on a need for power is frequently seen in many children who 

defiantly ignore, swear or resist most forms of authority and discipline. When this happens, the resultant 

situation can be devastating. As adults (caregivers, includes peers counsellors) we feel provoked, 

challenged, angry, threatened or defeated, just like the Peer Counsellors in the study who are merely 

doing their job. They say it becomes difficult to manage them when they got beaten and threatened. 

 

IGNORE OR DON’T LISTEN  [DA 60-62 P1] “The most difficult part is when 

young people do not want to talk to me, 

sometimes they ignore me or what I say as a Peer 

Counsellor, it becomes hard for me because in 

that manner I end up not knowing how to help 

them”.  

 

[DA 75-76 P6]. “Sometimes the young people we 

need to serve ignore us, and they do not even 

show interest to listen to what we say as Peer 

Counsellors.”  

 

[DA 63-64 P2] “Sometimes the young people 

don’t even listen to me at all; others do not want 

to give me attention even when I’m trying to help 

them”. 

 

[DA 75-76 P6] “Sometimes the young people who 

we need to serve ignore us and they do not even 

show interest to listen to what we say as Peer 

Counsellors”. 

 

[DA 71-74 P5] “…we are working with young 
people who are in conflict with the law and that 
some of them did not even attend school and 
because of their lack of trust and understanding, 
most of them refuse the help that we offer them”.

On the other hand, the Peer Counsellor experiences the people’s reaction differently, as they do not 

understand or know the dynamics of human behaviour; especially with this population, the Peer 
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Counsellors feel ignored. According to Boesky (2011:49), young people presenting with mental health 

challenges could be lacking the skill to interact effectively with others. Visser (2005:7-8) concludes by 

stating that peer supporters need ongoing support to motivate and help them deal with personal issues 

and deal with the problems their peers discuss with them. The author reiterated that PC needs 

assistance in building relationships, developing their helping skills, and gaining acceptance from their 

peers. 

 

 

 PC Theme 5: Peer Counsellors’ accounts of whether they find it easy to 

share classrooms, dining halls, recreational areas or dormitories with 

children with mental health challenges 

According to the World Bank (2013:6), participation, connection with social networks, 

and recreation are crucial social inclusion elements. The value of children participating 

in organised activities is seen as an indicator of wellbeing. However, there are instances 

where young people do not feel comfortable sharing or participating, connecting with 

social networks and recreational activities, or sharing any amenities like classrooms, 

dining halls, and dormitories.  In this theme, it is explored whether Peer Counsellors find 

it easy to share classrooms. There were no participants in this sub-theme that expressed 

a negative response to sharing their space with young people. Therefore, this level of 

understanding without formal training in mental health awareness classes shows that 

young people are becoming increasingly capable of making a real difference in the world 

(Surya 2013:196).  

Boesky (2011:309) adds that peer education allows children to provide information, 

support and awareness to other children. The author also states that all staff working 

with juvenile offenders (for example, line staff, law enforcement and nurses) often come 

into contact with some who have mental health disorders. These individuals may be 

required to supervise, interact with, and/or involve themselves in rehabilitating mentally 

ill juveniles. In light of this, the participating Peer Counsellors were asked whether they 

find it easy to share classrooms, dining halls, recreational areas or dormitories with youth 

with mental health problems; their responses are summarised and presented below.
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TABLE 5.7: OVERVIEW OF PC THEME 5: PEER COUNSELLORS’ ACCOUNTS OF WHETHER 

THEY FIND IT EASY TO SHARE CLASSROOMS, DINING HALLS, RECREATIONAL AREAS OR 

DORMITORIES WITH YOUTH WITH MENTAL HEALTH CHALLENGES 

Are comfortable:  [MAV 202-203 P9] “Being with them in the same 

place helps to know them and be able to notice if 

they are displaying a suspicious behaviour”. 

 

[POL 148-149 P4] 

 “It is not a problem sharing with them as long as 

we show them respect and understand their 

condition”. 

 

[SP 61 P] “Yes, they can be very cooperative 

sometimes”.  

 

[RUS 80-81 P2] “Yes, because I am always 

confident, and I tell them about my experiences 

and the word of God, and they listen”. 

 

[RUS 83 P4] “Yes, sharing teaches one a lot 

about different people”.  

 

HZ 130-131 P2] “I…don’t consider it a challenge, 

especially if they are in a single room, as for the 

other areas, it is not a challenge because they 

can abide by the rules”. 

 [HZ 132 P1] “I do not mind sharing with them as 

it makes it easier to engage with them”. 

 [CLAN 68-69 P1]   

 “Yes.  When I want to talk to someone, I always 

take the person close to me, sit next to me and 

then we talk”. 

 

 

Cowie and Sharp (2017:1) cooperation amongst members of the peer group is not synonymous with 

friendship, but it does mean relationships based on fairness, reciprocity and tolerance. It means being 

able to co-operate with someone without actually being their friend. In this sense, cooperation is an 
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active state of mind which does not avoid conflict. The Peer Counsellors, in this sub-theme, have been 

given an opportunity to share their living space as well as interact with young people whose mental 

state is already compromised 

Difficult: “I think it is difficult because they are only a few, 

and some young people do not relate well with 

young people with mental health challenges. So I 

think it would be appropriate for them to have 

their dormitories, but as for the dining hall, it is not 

a problem”. [POL 144-147] 

 

“No, sometimes they are very aggressive.”  

[SP 58] 

 

“No, they can disrupt when you are doing your 

own stuff.” [SP 59] 

 

“It is not easy; some of the youth say that we are 

boring.” [MOG 83 P2]   

 

“It is not easy for me as I enjoy my own space” 

[MOG 85 P4]. 

 

 “No, I am afraid they will act out or fight with me.” 

[CLAN 70 P2] 

 

“Well, for me, it is difficult because I am not sure 

when they will start overreacting again”. [MAV 

189-190 P2] 

 

 “It is hard to be flexible because you do not know 

what to expect with young people who are 

presented with mental health challenges”. [MAV 

191-192 P3] 

 

They often learn in these environments that violence or aggression is the only way. The young people 

are perceived to be disruptive to everyone in their living environment, and they seem to be exhaustive 

to supervise (Boesky 2011:291). The peer councillors' responses are then justifiable, considering that 
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they have no formal training or information on the different disorders. For example, the young people 

could be suffering from conduct disorder; without proper knowledge, these juveniles prefer not to share 

their space with the affected youth, thus depriving themselves of one of the needs in the circle of 

courage, generosity. These young people will go back to their respective communities have learnt to 

hold back when they experience challenges of some sort, instead of learning new skills like problem-

solving (Surya, 2013:196) 

Having stated the above, Peer Counsellors find it difficult to interact with young people with mental 

health challenges due to challenging observable behaviour. These are confirmed by Boesky (2011:76), 

who states that the cycling of moods is very distressing to youth and interferes with their ability to 

function in day to day activities. Boesky (2011:296) further explains that many juvenile offenders are 

raised in families in which youth witness serious violence and are also victims.  

Youth with mental health challenges don’t 

want to share: 

“Most of the young people with mental health 

challenges don’t want to share with us, and they 

don’t want to do programmes with the other 

youth”.  [DA 136-137 P3] 

 

 

Another Peer Counsellor confirmed this by 

saying: “…young people with mental health 

challenges…they prefer being on their own, they 

isolate themselves” [DA 84-85 P3].  

 

According to Appleton-Dyer and Field (2014:5), social exclusion involves the lack or denial of sharing 

resources, rights, goods and services; also includes the inability to participate in the normal 

relationships and activities available to the majority of people in the society, in this instance in the 

CYCC. Furthermore, the author notes that seeing people only in terms of their impairments can result 

in discriminatory behaviour. These mental models have enabled exclusion and discrimination, 

alienation, and persecution in different ways, regarding the fact that youth with mental health 

challenges do not want to share. 
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 PC Theme 6: Peer Counsellors’ accounts of how they interact with children 

with mental health challenges 

Cowie and Sharp (2017:1) report that cooperation amongst members of the peer group 

is not synonymous with friendship; however, it does mean the existence of relationships 

based on fairness, reciprocity and tolerance. It means being able to co-operate with 

someone without actually being their friend. In this sense, cooperation is an active state 

of mind which does not avoid conflict. Accordingly, Peer Counsellors were asked 

whether and how they interact with youth with mental health challenges. Their responses 

are given in 2 sub-themes, and the summary is presented below.  
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TABLE 5.8: OVERVIEW OF PC THEME 6: PEER COUNSELLORS’ ACCOUNTS OF HOW THEY 

INTERACT WITH YOUTH WITH MENTAL HEALTH CHALLENGES 

Seldom interact with youth with mental health “Honestly, I avoid engaging with them because 

most of them are so violent and hate 

confrontations, so I simply stay out of their way 

but only help when they really need it”. [MAV 126-

128 P9] 

 “No, I have never got the opportunity to be close 

to such young people” and “...no, me too. I have 

never seen them. They are there in our centre, but 

some already left” [POL 84-86 P4 and 5]. 

 

According to Crouch and Alers (2014:292-293), understanding the mood swings from one effective 

state to the other will vary from person to person in terms of the duration, timing depth, and mood 

change. The Peer Counsellors would not be able to identify mood swings, let alone the MDT or the 

families of the affected young people. 

Talk, listen and assist “Yes, we do engage with such young people 

because they are part of the peers that we need 

to assist, and as Peer Counsellors is our duty to 

ensure that they are safe and cared for”. [MAV 

106-108 P1] 

“Yes, as for me, I do engage with them, but they 

do require caution because they can be easily 

triggered and violent. So it needs someone who is 

patient with them, listen to them more and talk 

less, then you will get along”. [MAV 109-111 P2] 

 

 “True, I do engage with them, but only if I see that 

they need help like when they are having 

difficulties in making up their beds; I do assist 

them, but first I ask for their permission”. [MAV 

112-114 P3] 

 

 “I do engage with them and assist whenever they 

need help, and I ensure that I speak to them 

politely as a caring friend in order to win their 

trust”. [MAV 119-120 P5] 
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“Yes, I do engage with young people with mental 

health challenges, and I like playing with them as 

it makes them trust me and be open about issues 

that are bothering them”. [MAV 122-124 P7] 

Sentiments shared by Boesky (2011:68) and confirmed by the Peer Counsellors, who cautions that 

youth with mental health challenges requires someone “to be patient” with them, listen to them more, 

and talk less. Therapists learn these skills during training. Through their experience living with mentally 

ill juveniles, Peer Counsellors have learned to adapt to these young people’s mood swings and learn 

to provide the necessary care. Through positive listening skills, the PC speaks to them politely to gain 

their trust and assist them when necessary, such as helping them make their beds. The PC also plays 

with them, and the young people start to open up as they interact more. Boesky (2011:69) supports this 

interaction and states that by approaching and listening to a sad and tearful youth, discussing what is 

bothering them is much easier than listening to an angry youth going off. Staff must continue 

approaching irritable youth during times when the youth appear calm. The Peer Counsellors already 

know when to approach the young people; by playing with them, chatting and listening to them, the 

young people tell them their story and the Peer Counsellors listen to their concerns. Also, approach 

them during the programs when they seem isolated by getting closer to them and talk to them in a good 

manner. Boesky (2011:68) further suggests that staff should express concern upon noticing a change 

in behaviour, such as increased irritability, isolation, or apathy. Such actions open a line of 

communication. Some youth must be approached several times before they feel comfortable 

conversing. The Peer Counsellors have demonstrated all the above, and providing them with necessary 

training will also improve and enhance the social functioning of the affected individuals. 

 

 

 PC Theme 7: Peer Counsellors’ accounts of how they manage youth with 

mental health challenges when they display challenging behaviour 

Boesky (2011:311) clarifies that when crises occur among incarcerated juveniles who 

are mentally ill, line staff must immediately respond to youth’s behaviour. If they do not 

understand mental health symptoms, juvenile justice staff may unintentionally escalate 

the situation, worsening the youth’s behaviour. This situation is dangerous for both youth 

and staff. Furthermore, certain intervention and treatment strategies are more effective 

for specific mental health disorders. Often strategies can be harmful when staff 

knowledge about mental health issues is limited. 



 

382 
 

Having explained how they interact with youth with mental challenges, the participants 

were asked how they manage situations when youth with mental health challenges 

display challenging behaviour. The Peer Counsellors’ responses are given in nine sub-

themes and presented below in two tables. 

 

TABLE 5.9: OVERVIEW OF PC THEME 7: PEER COUNSELLORS’ ACCOUNTS OF HOW THEY 

MANAGE YOUTH WITH MENTAL HEALTH CHALLENGES WHEN THEY DISPLAY CHALLENGING 

BEHAVIOUR 

PC Theme 7: PC Accounting on how they managed youth with MHC:  

Sub-theme 7.1: Did not 

know what to do 

Storylines presented: 

 “I did not know what to do”. [SP 78 P1]    

“I wouldn’t know how to react if I came across that situation” [HZ 139 

P6].   

“I did not know what this youth wanted me to do” [SP 99 P3]. 

 “I felt overwhelmed”. [SP 101 P5] 

Ambikile and Outwater (2012:6) state that several participants revealed having disturbing thoughts 

about living with mentally ill children. The participants in their study expressed being stressed by the 

mentally ill child's explicit behaviour, to the extent of not knowing what to do but experience feelings of 

sadness and inner pain, or bitterness. 

Visser(2005:5-8) concurs and states that Peer Counsellors are not emotionally equipped to deal with 

their peers' emotional problems; they also do not have adequate support systems or a friend or adult 

to talk to when challenged by their peers who have MHC. 

According to Crouch and Alers (2014:167), flexibility and emotional stability, effective coping skills, and 

a genuine concern for others' welfare are advantageous to service provision; these also apply to Peer 

Counsellors. As much as their peers have selected them, some of the storylines indicate they lack 

training or preparation for coping with the challenging behaviour. 

Sub-theme 7.2: Talk to 

youth 

“I just talk to them, and when they do not want to listen, I just call the 

Meneer to assist. Other times when they do not want to listen, and it is 

not that serious, then I just ignore the child and what he is doing”. [BG 

78-81 P1] 

“I usually discourage the issue of fights trying to show them the bad 

consequences of such behaviours, as it happened previously two guys 

fought at the dining hall, and I talked to them, and they stopped fighting”. 

[DA 145-147 P1] 

[DA 155-160 P5] “I always approach cautiously.  I say listen before you 

react, and when I get to close contact, he then pays attention to what I 
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am saying.  On the other hand, I make sure that I do not react 

aggressively to whatever he would say or do; I stay calm. I usually say 

to the aggressive type you must work on your temper.  I then take him to 

a corner and make him calm first, and I use a soft voice and calmness 

when talking to him so that he can listen to me”.  

 [RUS 89 P1]. “Try to calm them down with all my might”. 

The PC in this sub-theme has demonstrated the ability to maturely carry their responsibility when 

dealing with their mentally challenged peers. Crouch and Alers(2014:167) indicate that psychiatry and 

mental health staff must be selected with great care; personality traits, life experiences, and emotional 

maturity will largely determine successful functioning. Equally, Peer Counsellors have been selected 

with great care because they demonstrated a sense of maturity over and above their peers in the facility. 

Their storylines indicate that their management of the affected youth positively influences how they 

think about issues and how they make their lifestyle choices; the role provides them with skills in 

exploring new activities (Boesky, 2011:169).    

Sub-theme 7.3: Continue 

to reach out  

 “There is no easy way except to try and reach out, again and again, not 

giving up, stating your intentions clearly with actions that it is only a heart 

to offer help and nothing else”. [HZ 65-67 P3] 

“…respond being patient with them until they realise that one is trying to 

offer help not to harm them”.[HZ 69-70 P5]  

 “…waiting for such young people to gain trust first so that they can be 

open enough to confide in me”. [HZ 71-72 P4] 

 “…reaching out with a positive attitude and allowing them to take as 

much time in building the trust they need”. [HZ 73-74 P5] 

“I believe there is no easier way in which one can use to get such young 

people to comply except by being patient and always trying to get 

through to them. Mostly when they fight, one has to remain calm and 

ensure to appear harmless; bit by bit, they will realise that you are not 

fighting”. [MAV 66-69 P 

When youth know what to do, they will not be discouraged by their peers' challenging behaviour. 

Boesky(2011:311) reiterates that when youth know what to do, their choice of intervention becomes 

more strategic and effective. As demonstrated in the above storylines, their intervention could be 

lifesaving, as they deal with an unpredictable person. 

 

Sub-theme 7.4: Waits for 

youth to ask for help  

 “For me, I prefer waiting for them to ask for help; if not, it is better not to 

initiate anything because they view it as a provocation”. [MAV 72-73 P3] 
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“…never start any action with aggressive peers, wait for them to seek 

help first, then only assist if they show interest”. [MAV 74-75 P4] 

 “…giving young people with mental health challenges time and space 

to make their own discretion and allowing them to feel the need to ask 

for help when they need it”. [HZ 273-276 P5] 

 

 

 

 Crouch and Alers (2014:167) shared that behaviours can be a response to a disturbance in the external 

or internal environment of the young person. Assume that the youth’s behaviour is an expression of 

emotional needs, pleasure or discomfort.  Negative behaviour is often due to a sense of dysregulation 

or an assault on their system. Peer Counsellor should understand that negative behaviour is not wilful; 

the peer’s response to issues could be presented by extreme aggressive or self-injurious behaviour; it 

is a cry for help. Learning as much about their environment, the internal and external world and what 

might be stimulating the behaviour should provide the Peer Counsellors with the necessary intervention 

clues. The Peer Counsellor intervention comes after assessing the situation that could have led to the 

outburst or reaction by the juvenile afflicted by mental health issues. 

Sub-themes: 

7.5 Tries to resolve the 

situation 

 “I stood in the middle”. [MOG 104 P3] 

 “I try to become the mediator between them and other young people”. 

[RUS 91 P3] 

“Help them to sort out their issue” [MOG 102 P1]. 

7.6 Diverts them  “I try to make them the game leader in everything we play”. [RUS 92 

P4] 

 “I told him that he wouldn’t benefit from what he is doing.  I stopped the 

fight and took the boy outside for fresh air. I was scared at first, and I 

was also shocked”. [LES 83-85 P3] 

7.7 Ignores them 

 

“I just ignore them” [HZ 134 P1] 

 “I just laugh and let it pass” [HZ 136 P3] 

 “I just ignore and pretend as if it is nothing” [HZ 138 P5] 

 “I just look at them and brush it off as if I didn’t notice” [MAV 206 P1] 

 “I simply walk away and avoid them because they hate confrontations”. 

[POL 58 P5] 
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Crouch and Alers (2014:100) state the beneficence is often seen as the cornerstone of the health 

profession-patient relationship, essentially because it requires that the practitioner to do that which is in 

the best interests of his/her patients. It also implies that the practitioner should prevent the patient from 

coming to harm. The PCs in the above storylines indicate that they acted in the best interest of the 

young person experiencing mental illness by helping them sort out their issues, thus preserving order 

in the facility and no harm caused. 

According to Visser(2005:6-8), the expectations for the formation of peer support were to help youth 

overcome some psychological issues, act as role models, and help support youth with MHC.  

Sud-theme 7.8: Gets 

angry  

 “At first, I did not say anything. Later, I told him to stop as I did get very 

angry”. [CLAN 77 P2] 

“I become frustrated at some point, and I get angry”. [RUS 93 P5] 

 “I was angry and upset”. [SP 81 P4] 

Boesky(2011:241) states that staff working with mentally ill juveniles who have not received appropriate 

training can easily become frustrated, irritated, confused, frightened, angry and exhausted. Also, peers 

may become irritated or afraid, especially if they must share a room with an individual who suffers from 

a mental health disorder. PCs happen to be affected by the same environment that affects the young 

people experiencing mental illness, and this environment is called” a detention facility”. The PC need 

to become aware of their roles, and responsibilities, that requires them to build relationships and helping 

skills to gain acceptance from their peers (Visser, 2005:8). 

Sub-theme 7.9: Calls or 

Tells the staff  

 “I normally go to the caretakers and if they do nothing about it, I will 

go to my social worker”. [BG 81-82 P2] 

 

“I just tell the uncles what happened; they just take them to a secret 

room and question them” [MOG 154-155 P2].  

“…whenever I see something wrong, I ask the care workers to speak 

to them because they don’t normally listen to us” [LES 69 P1]. 

 

 “I report to the meneer but sometimes that child comes back to me, 

and then I get angry”. [BG 83-84 P3] 

 

Visser (2005:8) agrees with the above storyline and points out that a lack of support causes PC 

frustration. The author states that PCs need ongoing support from line staff to resolve some of the 

issues presented by their colleagues who have MHC.    
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 PC Theme 8: Peer Counsellors’ accounts of how staff manage youth with 

mental health challenges and how the youth react 

Boesky (2011:68) suggests that the most important thing juvenile justice professionals 

can do for depressed youth is listening to them. But according to the author, this is much 

easier said than done. The author is further of the opinion that staff may not have enough 

time for one on one interactions with youth. Even when they have time, staff may not 

want to listen to depressed offenders who have been disruptive, cursed at them, or 

refused requests or directions. According to Boesky (2011:69), staff should employ 

active listening by giving their full attention to youth and maintaining eye contact to 

convey that they are genuinely listening to youth. Peer Counsellors were asked how the 

staff manages youth with mental health challenges and how the youth react. Their 

responses are given in 2 sub-themes: how the staff manages such youth (5.3.8.1) and 

how they react (5.3.8.2). 

 Sub-theme 8.1: Peer Counsellors’ accounts of how the staff manages 

youth with mental challenges 

The Peer Counsellors’ accounts of how staff manage youth are given under six 

categories ranging from treating them well to find it difficult. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

387 
 

TABLE 5.10: OVERVIEW OF PC THEME 8: PEER COUNSELLORS’ ACCOUNTS OF HOW THE 

STAFF MANAGES YOUTH WITH MENTAL CHALLENGES AND HOW THE YOUTH REACT 

 

TREAT THEM WELL: 

Many accounts described how 

the staff treats such youth well 

with positivity, love and respect. 

 

-“The staff members respect all of us and treat us all the same; they 

do not judge” [MOG 159-160 P7].  

-“If the treatment is good, then it creates a healthy and harmonious 

environment for all the young people” [MAV 227-228 P4].  

-“Staff do treat young people with mental health challenges with love 

and respect” [HZ 146-147 P4]. 

DO NOT TREAT THEM WELL: 

In contrast to the above, a few 

Peer Counsellors said that staff 

do not treat youth with mental 

challenges well. 

 

-“…when young people are mistreated, they turn to be very arrogant 

and aggressive, and that has a negative impact on people around” 

[MAV 229-230 P5]. 

-“Some staff treat them unfairly” [POL 168 P5]. 

-“…some staff are unable to treat young people with mental health 

challenges well because they believe they are very annoying and 

troublesome” [HZ 143-145 P3].  

The PC participants in the above sub-themes had differing views; some believed that staff treats them well 

whilst others believe that staff do not treat them well. Boesky(2011:xi) supports both viewpoints and reports 

that professionals within the juvenile justice may not make a difference in every offender's life with whom 

they come into contact; however, they make a difference in the lives of some. Staff have seen a significant 

number of juvenile offenders turn their lives around, including young people with mental disorders. Those 

changes are often related to the treatment they receive and having adults who believe in and consistently 

supporting them. Juvenile justice professionals provide the empathy, support, discipline and positive role 

modelling necessary for mentally ill youth to succeed.   

TALK TO THEM : 

Staff were also said to manage 

youth with mental health 

challenges by talking to them 

and guiding them. 

 

-“They talk to them alone and ask what the problem can be why they 

are acting out” [CLAN 125-126 P3].  

-“Staff talk to young people trying to show and teach them the right 

way of handling situations and living with others” [MAV 243-245 P2].  

-“The staff is patient and talk to these youths to change their behaviour” 

[SPR 104 P1].  

Boesky(2011:265) suggests that professionals working with a mentally ill juvenile should talk with the youth 

to prioritise which goals are most important and meaningful. Many juvenile offenders with MHC have been 

unable to maintain positive behaviour change, as well as consistently commit to treatment, in the past. 

Placing too many treatment expectations on the youth too quickly can set juveniles up to fail. 

TREAT THEM DIFFERENTLY: -“Young people with mental health challenges are treated differently 

depending on the kind of behaviour they present to staff members. In 
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 Accounts and also described 

how youth with mental health 

challenges are treated 

differently. 

 

most cases, those with aggressive behaviour do not receive attention 

from staff, but the aloof and quiet ones are taken care of mostly by the 

staff” [HZ 148-150 P5].  

-“There is a different approach that staff use in treating young people 

with mental health challenges, some treat them with respect and 

others find it hard to handle such young people” [MAV 220-222 P1]. 

Boesky (2011:70) points out that aggressive youth consistently have been found to have an attributional 

bias: they tend to interpret neutral or ambiguous social situations as hostile. This accounts for their 

aggressive behaviour not judging the situation correctly 

REPRIMAND THEM: 

Some Peer Counsellors 

explained that staff reprimand 

youth with mental challenges 

when they act out. 

 

-“They say to the boy to not do it and that his behaviour will put him in 

trouble. Sometimes they will remove him from the other children” 

[CLAN 113-114 P1]. 

- “They usually say stop what you are doing, or you will be sorry” -[POL 

179 P1].  

-“Staff call the child with a firm voice and order him/her to stop 

misbehaving” [POL 184 P4].  

The PC in the facility have also noted how staff reprimand the youth with MHC and does not differ from 

Boesky(2011:10), who mentions that mental illness does not excuse negative behaviour within juvenile 

justice facilities. Offenders should be held accountable for their behaviour, whether they suffer from a 

mental health disorder or not. However, they should also receive appropriate mental health treatment.   

FIND IT DIFFICULT: 

Peer Counsellors mentioned 

that staff find it difficult to 

manage certain behaviour 

-“The care workers ask for help from the professional staff” [SP 96-106 

P3]. 

-“Some of the staff do not respond well to the young people and find it 

hard to cope with their demands” [POL 175-176 P4].  

-“Some staff find it hard to react positively. They become very harsh 

and shout at the young people when makes them react negatively” 

[MAV 248-249 P4]. 

Boesky (2011) notes that individuals who seek employment at juvenile correctional facilities are not 

choosing to work with mentally ill youth; in fact, many are completely surprised by the number of young 

people with mental health disorders under their supervision. These individuals quickly discover that 

standard programs and management strategies that work with non-mentally ill juveniles do not necessarily 

work with those who have mental health disorders (for example, low IQ’s, psychotic thinking or severe 

attention problems). 
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 Sub-theme 8.2: How youth with mental health challenges react to staff 

Peer Counsellors were asked how youth with mental health challenges react to the way 

staff manages them. Their responses are given in 4 categories. 

TABLE 5.11: OVERVIEW OF PC THEME 8: PEER COUNSELLORS’ ACCOUNTS OF HOW STAFF 

MANAGE YOUTH WITH MENTAL CHALLENGES AND HOW THE YOUTH REACT 

Sub-theme 8.2: How youth with 

mental health challenges react to 

staff 

 

SOME DO NOT LISTEN: 

The peer councillors indicated that 

youth with mental health challenges 

ignores them and do not listen to them 

when they try to assist. 

-“Staff say stop what you are doing, it is wrong, and they 

listen” [DA 200 P2].  

-“And sometimes when they do not want to listen, the care 

workers will call the security and then they will stop with the 

argument and fighting” [BG 135-136 P3] 

The Peer Councillors indicated that youth with mental health challenges ignores them and do not listen 

to them when they try to assist. Furthermore, under the sub-theme 8.1 response in this category, the 

Peer councillors reiterated that some youth presenting with mental health challenges do not listen to 

staff. According to Boesky (2011:49), youth affected with mental conditions appear not to listen to staff. 

ARE AGGRESSIVE: 

Some youths with mental challenges 

react to staff with aggression. 

-“They get aggressive” [CLAN 88 P3].  

-“They sometimes get aggressive and want to break things” 

[CLAN 89 P4]. 

According to O’Reilley (2012:32), guilt may be absent from young people with mental health challenges, 

and they may tend to blame others, such children often show very poor self-control to imposed limits. 

They may tend to think impulsively and have a poor ability to think through consequences. Their 

attention span may be out of keeping with their developmental age and may react to staff in a manner 

that is not in line with their age, making it difficult for staff to reason with them or guide or reprimand or 

discipline.  When a caregiver is the source of a child’s distress, as is the case under theme 8.2 and 8.3, 

or cannot attune sensitively to the afflicted juvenile, the young person is left acutely and consistently 

dysregulated. That response is poorly adjusted and does not fall within the conventionally accepted 

range of emotive responses. Manifestations include aggression, angry outbursts and behavioural 

difficulties, which affect social interactions and relationships. The above-stated factors also affect the 

staff as it is challenging to manage aggressive behaviour (O’Reilley, 2012:32-33).  

Furthermore, the experience of being cared for by an attachment figure (as discussed in chapter 2) 

continuously frightens the young person. Staff who may not understand previous attachment issues 

may fail to recognise the trauma the young person with mental health challenges suffered, resulting in 

staff being unable to control or interact with the young person. Gould (2015:06) concurs and state that 
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previous experiences of neglect and brutality (abuse) at the hands of family members (parents and 

others) and the staff of the state institutions, from whom they were entitled to expect care and support, 

if not love. Gould (2015:29) further states that betrayal and rejection are powerful emotional forces, 

which elicit strong emotional reactions, anger, hurt and returned rejection; this further alienates the 

young person from staff who is supposed to care for him. 

FEEL UNCARED FOR: 

One Peer Counsellor stated that youth 

with mental challenges feel uncared 

for. 

-“…sometimes they feel if they are not cared for” [CLAN 86 

P2].  

 

Shaffer and Kipp (2010:49) believe that the youth with MHC does not conform to their negative 

behaviour's norms and values, whilst the affected individuals feel uncared for. The authors warn that 

we should also consider the individuals' biological characteristics that affect or influence how they 

interact with other people. 

REACT POSITIVELY: 

Youth with mental challenges were also 

reported to react positively to staff. 

-“They learn to change their behaviour” [CLAN 96 P2]. 

-“It affects the youth in a positive way, and that makes it 

easier for the other young people to relate well, it affects 

Peer Counsellors positively when the relationship between 

staff and young people is positive” [DA 167-169 P2].  

Boesky (2011:298) advises that when juvenile justice professionals become aware that part of youth’s 

difficulties stems from a brain-related impairment, this knowledge can help them set realistic 

expectations. Having realistic expectations result in less frustration for the juveniles and the staff who 

monitors them. In return, the youth react positively to staff instructions when directives are firm, concise 

and consistent. The author suggests that effective behaviour-management programs should reward 

positive behaviour when the affected youth react positively.   

 

 

 PC Theme 9: Peer Counsellors’ accounts of how other youths at the Centre 

are affected 

According to Boesky (2011:307), some of the juveniles incarcerated may exaggerate or 

pretend that they suffer from mental health symptoms, for example, hearing voices, 

wanting to kill themselves, or saying that they cannot sleep for a variety of reasons. 

These juveniles may want to: 

 obtain individualised attention from juvenile justice staff   

 get staff to pay attention to them 
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 receive special programming  

Participants were asked how the other youth in the centre are affected by youth with 

mental challenges when displaying challenging behaviour. Their responses are given in 

7 sub-themes ranging from not affected to react positively; these are presented as 

follows. 

 

TABLE 5.12: OVERVIEW OF PC THEME 9: PEER COUNSELLORS’ ACCOUNTS OF HOW 

OTHER YOUTHS AT THE CENTRE ARE AFFECTED 

Sub-theme 9.1 Are not affected: 

Peer Counsellors said that other youths are not 

affected 

 

“They are not affected” [MAT 133 P5]. 

“They are fine with everything happening” [MAT 

132 P4] 

“It does not affect anyone except the young 

people with mental health challenges” [MAV 233-

234 P7]. 

 

Boesky (2011:246) states that adults who work with juvenile offenders can greatly influence the youth 

in their care. Every interaction they have with these young people reinforces appropriate or 

inappropriate behaviour. Juveniles quickly discover how to obtain one of the most sacred resources in 

juvenile justice facilities; attention from staff.  

According to Boesky (2011:246), staff can be strategic in their response; for example, in addition to 

responding to the above behaviours, they can intentionally provide extra attention to juveniles when 

they do not engage with them, versus providing extra attention only when they do. 

Sub-theme 9.2 Get Upset:  

Some Peer Counsellors responded that the other 

youth get upset when behaviour is generalised 

   

“The other youth get upset, but more emotionally, 

when the members and specifically the security 

officials talk to them all as if all are guilty of the 

wrong behaviour” [BG 98-100 P1]. 

 

Sub-theme 9.3 Leads to fights:  

Peer Counsellors reported that fights occur when 

youth with mental health challenges display 

challenging behaviour. 

 

“It leads to fights because the child who is 

mentally challenged will go to other children and 

provoke them until somebody is fighting” [BG 

102-103 P3]. 

 

This sub-theme explains how the facility residents feel when group punishment for an individual’s 

behaviour is applied. According to BluePrint (2010:132), this behaviour is prohibited. To avoid this group 

punishment from happening, Boesky suggests mental health training for all. 
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Boesky(2011:244) mentions that effective management and treatment of juvenile offenders with mental 

illness require coordination and collaboration among various professionals and systems. The same 

coordination and collaboration should occur within the same units encouraging staff to work together 

and effectively manage mentally ill juveniles; to prevent staff and units within the facility from losing 

focus and end up in chaos over the management of juveniles with serious MHC. Chaos would result in 

the youths getting upset, more fights within the facility and amongst those affected by mental illness. 

Sub-theme 9.4 Display the same behaviour: 

Peer Counsellors also said that other youths want 

to copy the challenging behaviour displayed by 

youth with mental health challenges.  

 

“The other want to do the same thing as not attend 

school” [CLAN 92 P1]. 

“The youth copied some of the behaviour to get 

attention” [SP 93 P3].  

 

Sub-theme 9.5 Feel that youth with mental 

challenges are treated better: Peer Counsellors 

stated that other youths feel that youth with 

mental health challenges are treated better than 

they are. 

 

 

“Sometimes they feel as if they are being 

sidelined” [RUS 139 P6]. 

 

“The youth thought he got too much attention” [SP 

94 P4]. 

 

“It feels that this youth is being favoured by staff” 

[SP 95 P4]. 

 

Boesky (2011:246) further states that juvenile offenders may fake mental illness calling it Malingering. 

They do that to get staff attention. Malingering is when youth pretend to be mentally ill or who 

exaggerate mental health symptoms. According to Boesky (2011:308), juvenile justice professionals 

may observe the “contagion” effect in some living units within juvenile residential facilities. For example, 

when one youth is diagnosed with Attention Deficit Hyperactivity Disorder (ADHD) and prescribed 

stimulant medication, all of a sudden, the other youth in the unit complain of attention problems. Some 

youths will also begin to request to see the doctor just to get a stimulant medication. Similarly, if a living 

unit houses juvenile who self-injures, several peers may begin cutting or carving their skin as well, even 

if they have no history of such behaviour. This situation is likely to occur when peers observe the 

juvenile’s self-harm leads to “goodies” they too would like to obtain (Boesky 2011:308). 

Unfortunately, according to Boesky (2011:309), it is often difficult to determine whether a juvenile 

offender is faking or exaggerating mental illness symptoms. Even mental health professionals, with 

years of training and experience, struggle to tease apart the various issues affecting mentally ill youths' 

lives. 

Sub-theme 9.6 Has a negative effect: “It affects them negatively; some young people do 

not cope well in such situations” [HZ 155-156 P1].  
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The Peer Counsellors also stated that the 

challenging behaviour by youth with mental 

illness negatively affects other youth. 

 

“It is causing more damage to them because they 

beat them up scared to speak up” [LES 91 P1]. 

 

Other residents in the facility or shared unit may feel “side-lined” as stated in sub-theme 9.5; they feel 

that youth with mental health challenges “receive too much attention”, “they are favoured”, they are not 

“equally treated”. In sub-theme 9.4, the other youth “may copy” and “display the same” because they 

also need attention. 

 

Sub-theme 9.7 Has positive effect: 

Contrary to the previous sub-theme, Peer 

Counsellors also explained how this challenging 

behaviour by youth with mental health challenges 

sometimes positively affects other youth. 

 

“They learn a lot about different people” [MAT 135 

P7] 

“We are very supportive with each other, and this 

prevents a lot from happening” [RUS 133-134 

P2].  

“They often reach out to the young people with 

mental health challenges” [RUS 138 P5].   

The PC in this sub-theme illustrates team-work. According to Visser(2005:7-8), team-work translates to 

supportive peer relationships that promote the sharing of knowledge and experiences.  Peer 

relationships reinforce and enhance healthy coping skills. As the PC’s responsibility is to care for their 

mentally challenged peers, the PC needs to work as a team. The authors add that the juveniles can be 

empowered to take ownership of their well-being through their peers' support.  

 

 PC Theme 10: Peer Counsellors’ accounts of how they as Peer Counsellors 

are affected 

Boesky (2011:241) states that when juveniles with mental health disorders manage their 

emotions and consistently behave more appropriately, they are less likely to be 

distressed and self-destructive. However, if left untreated, some mentally ill juvenile 

offenders are difficult to manage and destructive to themselves, staff, peers and 

property. The participants were asked how they, as Peer Counsellors, are affected by 

the challenging behaviour displayed by youth with mental health challenges. The 

responses are given in 2 sub-themes, namely: affects them negatively and affects them 

positively. 
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TABLE 5.13: OVERVIEW OF PC THEME 10: PEER COUNSELLORS’ ACCOUNTS OF HOW THEY 

ARE AFFECTED AS PEER COUNSELLORS 

Sub-theme 10.1: Affects them negatively Sub-theme 10.2 Affects them positively 

[BG 105-108 P1] “It sometimes causes pain to 

me as well, because the staff will come to me as 

Peer Counsellor and ask me why did it happen, 

what did I do to prevent or handle it, and why did 

I not intervene, although I did speak to the youth”. 

 

 

“It is causing pain for me because I do not like 

fighting, and then I have to separate them. It is 

difficult because we are all living together” [BG 

109-110 P2]. 

 

 

 “It does not sit well with me because I feel like I 

am not effective in my job because I feel like I am 

not doing enough to the young people living in 

such conditions”. [POL 131-133 P4] 

 

“Sometimes I become their enemy, especially if 

they want me to be on their side when they know 

they are wrong” [MOG 147-148 P5]. 

 

 “Most of the young people with mental health 

challenges are the ones with a problem because 

they do not respond well to staff members, and it 

makes me feel bad because it feels like I am not 

doing enough as a Peer Counsellor”. [DA 164-

166 P1] 

 

“Peer Counsellors are caught in between the best 

interest of the child and the intervention of the 

caregiver” [HZ 159-160 P3].  

 

“Sometimes I get emotional” [MAT 137 P1]. 

 “Staff manage young people with mental health 

challenges normally, and it affects them 

positively, as they show respect to other youths 

and staff that makes me feel good as a Peer 

Counsellor because it shows that there is peace 

and thus it means I am working well”. [DA 175-

178] 

 

 “Staff treats young people the same, and that has 

a positive effect on all the youths; that makes me 

happy because it is fair and good with an 

opportunity to help whenever I can”. [DA 182-184 

P6] 

 

“It encourages me to take responsibility” [LES 93 

P2].  
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Buchanan et al. (2010:J2) state that due to the erratic behaviour, the peers of youth with 

mental health challenges may have difficulty understanding them; thus, they may be 

isolated. Hence, the responses in 10.1 such as “it affects them negatively”, “they are 

caught in-between”, “I am scared to speak”. Summers (2012:28) reports that workers in 

group homes are often left alone without support when clients exhibit unpredictable 

behaviour. Fear and a need to control the behaviour and the situation can lead them to 

feel hopeless if they fail to control or bring order. This view is confirmed by the responses 

of Peer Counsellors in sub-theme 10.1, such as “feel like they are not doing their job”, 

“gets emotional”, “I am scared to speak”. 

 PC Theme 11: Peer Counsellors’ suggestions on how to manage youth with 

mental health challenges 

According to Summers (2012:30), staff teams, entire units, or facilities can lose focus, 

leading to chaos over mentally ill juveniles' management. Chaos results if there are no 

proper systems in place or when staff do not know their limitations. The researcher asked 

participants to make suggestions on how they would manage youth with mental health 

challenges if they were a staff member at a centre.  The responses are given in 6 sub-

themes. 
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TABLE 5.14: OVERVIEW OF PC THEME 11: PEER COUNSELLORS’ SUGGESTIONS ON HOW 

TO MANAGE YOUTH WITH MENTAL CHALLENGES 

Give love and attention “I would recommend that young people with 

mental health challenges be given special 

attention as they do need it the most” [HZ 195-

196 P2].  

 

“I would recommend love because it covers a lot 

of things, they would be safe, respected, valued 

because of the love that would be shown” [POL 

197-198 P5].  

 

“I would recommend that they should be loved 

unconditionally and listened to whenever they 

raise concerns” [POL 195-196 P4]. 

The Peer Counsellor’s recommendation of “love, care and attention” by staff is the overriding need to 

belong. The PCs believe that youth with MHC need to be given attention and love. Ayers (1997:11) 

concurs and mentions that children’s law was originally conceived to place the youth, not the offence, 

at centre stage; to see the child as three dimensional, moving forward, full of promise, possibility and 

worthy of a second chance. However, the best interest of the child has all but disappeared 

Treat with respect “I would suggest that they are treated with respect 

and given the attention, and when it’s wake up 

time, they must be awakened in a respectful 

manner” [DA 219-220 P4].  

 

“I would suggest that young people be treated 

with respect so that they do not have room to 

show aggressiveness” [DA 217-218 P3]. 

 

“I would recommend a non-judgemental attitude 

for staff, acknowledging that whatever these 

young people are, they did not choose for 

themselves" [POL 191-192 P2]. 

The ‘Who Cares’ project defines ‘care’ as a condition shaped by society and imposed on a child. It 

defines the ending of an old way of life and the starting of a new. It faces the youngster with a ready-

made environment in which he has to live. It is by definition reserved for particular kinds of children and 

the fact that they are special is publicised 
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In the study by Ayers(1997:198), the young people in detention, awaiting trial or on transfer to prison 

expressed the view that they expect the adults who care for them to listen to them and speak to them. 

They also expressed their need to be loved and respected; the PCs share the same sentiments. 

Listen, understand and talk “I would try to find the core of the problems that 

are being caused by children with mental health 

challenges” [LYC 120-121 P3].  

According to the above author, children’s voices are no longer heard; he stresses the need to 

understand the children’s views and intentions and their meanings in a detention centre.  

Some participants in the ‘Who Cares’ project, which the National Children’s Bureau conducted in 1975, 

grew up in care. The study by Page and Clark(1997) was motivated by the fact that few studies had 

attempted to determine what the children think about the life that society presents them.  

Provide special programmes and activities “I would suggest that the staff members must talk 

to the children and get the reasons behind his 

behaviour” [BG 149-150 P1].  

“The care workers must attend a mental health 

programme, and then they talk to the youth with 

mental health on how to behave” [BG 161-162 

P2]. 

According to Boesky (2011:312), different staff members have diverse beliefs about managing mentally 

ill youth. Some may think youth are faking it and require more restrictions and consequences for their 

unusual or negative behaviour; others may believe that they need more support and understanding, 

with less stringent expectations for their behaviour (Boesky, 2011:312). As the Peer Counsellor 

recommends, staff needs “mental health training” programmes to improve their skills in managing young 

people with mental health challenges. 

The Peer Counsellors reiterate that the young people need “professionals who are trained”. The PCs 

have identified the gaps in the system, as this is the essence of why this study has been undertaken. 

This study aims to develop behaviour management and care guidelines. 

Keep separate from other youth “They need to draw up a special programme for 

them, keep on talking to them, and they must be 

separated from the other children” [CLAN 137-

139 P4].   

 

“I can say that they must stop with the wrong 

things, and they must be kept separate from the 

other children”[CLAN 135-136 P3].   

Boesky (2011:61) asserts that some juvenile offenders, especially depressed youth, usually find other 

youths in a living unit obnoxious, annoying and intrusive. Furthermore, the above author states that the 
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affected youth may start isolating themselves; the PCs suggest that they must be separated from other 

children because they do not understand their condition. 

Security must not use force “The security must not intervene with force when 

called by the staff members” [BG 159-160 P1].  

Hoge et al. (2008:227) recommend that security staff members should be involved in behavioural and 

crisis management and trauma issues. For physical management, as recommended, security staff 

should refrain from the use of excessive force, as suggested by the Peer Counsellors. 

  

5.4 CHAPTER SUMMARY 

In this chapter, the second part of the research findings was presented, and 11 themes 

were introduced that dealt with Peer Counsellors' experiences in dealing with young 

people with mental health challenges. Throughout the chapter, the relevant main 

themes, sub-themes and categories, were presented and endorsed by direct quotes 

from the transcripts of focus group interviews held with the Peer Counsellors. The data 

collected were compared and contrasted with the body of knowledge available. The 

discussion of the sub-themes was grouped for ease of reference. An overview of themes, 

sub-themes and categories were presented in Table 5.16 and are summarised as 

follows: 

Theme 1 - Peer Counsellors’ accounts of their work and the sub-themes that emerged 

were as follows: 

 Help and take care of youth 

 Motivate and guide youth 

 Liaise with staff 

 Speak for youth 

 Assist when fighting occurs 

 

Theme 2 - Peer Counsellors’ accounts of what they like about their work and the sub-

themes that emerged were as follows: 

 Helping 

 Motivating, guiding and advising 

 Responsibility and advocating 
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 Setting an example 

 Personal development 

 

Theme 3 - Peer Counsellor’s accounts of the difficulties or challenges they experience 

as a Peer Counsellor. The sub-themes that emerged were as follows: 

 

 Don’t listen 

 Lack of trust 

 Anger and aggression 

 Called names or criticized 

 No support from others 

 Staff expect too much 

 

Theme 4 - Peer Counsellors’ descriptions of incidents with youth with mental health 

challenges. The sub-themes that emerged were as follows: 

 Anger and aggression 

 Swearing 

 Threatened or beaten 

 Ignore or don’t listen 

 

Theme 5 - Peer Counsellors’ accounts of whether they find it easy to share classrooms, 

dining halls, recreational areas or dormitories with children with mental health problems. 

The sub-themes that emerged were as follows: 

 

 Are comfortable 

 Difficult 

 Youth with mental health challenges do not want to share 

 

Theme 6 - Peer Counsellors’ accounts of how they interact with youth with mental health 

challenges. The sub-themes that emerged were as follows: 
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 Seldom interact with youth with mental health challenges 

 Talk, listen and assist 

 

Theme 7 - Peer Counsellors’ accounts of how they manage youth with mental health 

challenges when displaying challenging behaviour. The sub-themes that emerged were 

as follows: 

 

 Did not know what to do 

 Talks to youth 

 Continues to reach out 

 Waits for youth to ask for help 

 Tries to resolve the situation 

 Diverts them 

 Ignores them 

 Gets angry 

 Calls or tells the staff 

 

Theme 8 - Peer Counsellors’ accounts of how staff manage youth with mental health 

challenges when they display challenging behaviour. The categories of sub-themes that 

emerged were as follows: 

 

 Treat them well 

 Do not treat them well 

 Talk to them 

 Treat differently 

 Reprimand them 

 Find it difficult 

 Some do not listen 

 Are aggressive 

 Feel uncared for 
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 React positively 

 

Theme 9 - Peer Counsellors’ accounts on how other youths at the centre are affected. 

The sub-themes that emerged were as follows: 

 

 Are not affected 

 Get upset 

 Leads to fights 

 Display same behaviour 

 Feel that youth with mental health challenges are treated better 

 Has a negative effect 

 Has a positive effect 

 

Theme 10 - Peer Counsellors’ descriptions of how they are affected as Peer Counsellors. 

The sub-themes that emerged were as follows: 

 

 Affects them negatively 

 Affects them positively 

 

Theme 11 - Peer Counsellors’ suggestions on how to manage youth with mental health 

challenges. The sub-themes that emerged were as follows: 

 

 Give love and attention 

 Treat with respect 

 Listen, understand and talk 

 Provide special programmes and activities 

 Keep separate from other youth 

 Security must not use force 
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The next chapter will discuss the workshop conducted to present the findings to the MDT 

and key stakeholders. That is followed by the detailing of the pilot study, which was 

briefly introduced in Chapter 1. 
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6 CHAPTER 6: FUNCTIONAL ELEMENTS INHERENT TO 

GUIDELINES, MODELS SUGGESTIONS IN LITERATURE 

RELATING TO YOUTH WITH MENTAL HEALTH 

CHALLENGES IN SECURE CARE CENTRES 

6.1 INTRODUCTION 

This chapter describes the functional elements inherent in models, guidelines, and 

suggestions that could be used in developing guidelines for the management and care 

of mentally ill juveniles in conflict with the law and located in a secure care programme. 

The functional elements relate to Phase 2, step 3 of the IDD-model by Rothman and 

Thomas (1994:33). The functional characteristics inherent to different service models, 

practice guidelines, and suggestions regarding the development of social technology 

(management and care guidelines for this study) are introduced. 

Fawcett et al. (1994:33) state that identifying functional elements inherent to already 

existing models, guidelines and suggestions for practice in use enables a researcher 

to design relevant interventions. During the fourth phase, step 1 of the IDD-model, he 

refers to a “prototype” intervention or practice guidelines to guide an intervention's 

development. De Vos and Strydom (2011:481) and Fraser and Galinsky (2010:465) 

report that functional elements are critical features of programmes and practices that 

have previously addressed the problem in question. 

Policymakers adopted numerous models, practice guidelines and policy guidelines to 

develop interventions for youth presenting with mental health challenges in the 

juvenile justice system. The literature discusses the different interventions presented 

as practice guidelines or practice principles and models.  In order to identify the 

functional elements inherent to models relating to management and care guidelines, 

the goal of this research is to develop management and care guidelines. As a 

backdrop, the following discussion describes the terms “practice guidelines” and 

“practice models” as discovered in the available literature.  

According to Timberlake et al. (2008:77), practice guidelines based on best practices 

should lead to the optimal delivery of services to meet an ideal standard of care for a 

given client population. Under given circumstances, the definition above applies to the 

youth presenting with mental health challenges in the Child Justice System. Hofstee 
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(2006:159) recommends that practice guidelines should emanate from practice, 

based on the findings of research endeavours (as presented in Chapters 4 and 5) and 

theory. 

The literature review results on models, and practice guidelines will be presented. The 

interventions discovered through the literature review will be evaluated to identify 

functional elements to include in the guidelines. 

Fawcett et al. (1994:33) highlight the critical questions to use as a guide to assess the 

functional elements of successful interventions. The questions included are:  

• Is there any evidence of success?  

• What are the strengths of a specific element?  

• What are the weaknesses of a specific element?  

• How can this element be used in the “guidelines”?  

The answers to these questions will allow the researcher to see whether a specific 

element of the model or programme was successful or not. The elements that are 

likely to be used will be singled out and briefly discussed, whilst the elements used in 

the programme will be examined in more detail.  

Roseland and Rivas (2005:120) describe the term “model” as a concept that included 

indicators/behaviours relevant to a particular situation to guide others. Weyers 

(2001:8,14) also describes a practice model as a unique way of looking at the nature 

of a problem and different ways to resolve it. The author refers to a practice model as 

a framework that provides an outline of ideas, enabling the practitioner to understand 

situations from the foundation for service directed to create social change. The mental 

health challenges presented the theoretical framework and point of departure for this 

study (see Chapter 1 section 1.4). The theoretical framework discussed in the next 

section will focus on practice guidelines emanating from practice models. 
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6.2 PRACTICE FRAMEWORK FOR INTERVENTION STRATEGIES FOR 

MANAGEMENT OF YOUTH WITH MENTAL HEALTH CHALLENGES 

Sheafor and Horejsi (2007:82) describe Practice frameworks as beliefs and 

assumptions about how, when and under what conditions people and systems 

change, and what a social worker within the MDT can do to facilitate desired and 

needed change in the microsystem where the young person is currently being 

detained. The MDT is the first point of contact in the development of the Care Plan 

(CP) 31. Further, Trevithick (2008:1221) describes a practice theory as a useful guide 

for intervening to bring about the desired change. In support, Sheafor and Horejsi 

(2007:86) suggest that practitioners should choose practice frameworks that address 

both persons and environmental issues if they want their intervention to succeed.  

According to Masinga (2016:90), a combination of practice frameworks, approaches, 

models and perspectives such as the developmental social work approach, the 

social-emotional learning (SEL) approach, character education (CE) and social 

cognitive and social competence perspective is critical for management of young 

people with aggressive behaviour. However, the researcher will focus on strategies 

that bear relevance to young people with mental health challenges in CYCC. The two 

approaches described in table 6.1 below have been selected for their relevance to 

this study. 

 

 

 

 

 

 

 

 
 

31 Care Plan: a plan which has been developed on the basis of a developmental assessment and which aims to 
provide life-long relationships within their family or appropriate alternative, and re-integration in the community 
within the shortest possible time- frame. Minimum Norms and Standards (2010:29). 
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TABLE 6.1: PRACTICE FRAMEWORKS FOR MANAGEMENT OF YOUTH WITH MENTAL 

HEALTH CHALLENGES 

DEVELOPMENTAL APPROACH DISCUSSION 

 Weyers (2011:15) defines developmental social 

work as “a distinctive approach to social work service 

delivery that goes beyond micro-level rehabilitation, 

counselling, protection and continuing care services. 

It utilizes strengths, asset-based and non-

discriminatory methods to enhance social functioning, 

prevent social problems, and develop human 

potential and social capital.  The developmental 

approach to youth with mental health challenges will 

help the MDT help young people identify their 

potential by applying the strengths-based perspective 

in their daily interaction.  

 

Therefore, young people must be assisted to identify 

and harness their strengths. Developmental social 

work is about reconciling the micro and macro divide 

by focusing not only on the individual but also on local 

and global issues that impact human and social 

development (Ponlin; 2005:110).  

 

SOCIAL COGNITIVE AND SOCIAL 

COMPETENCE APPROACH 

DISCUSSION 

 The strength-based perspective should incorporate 

social and emotional learning (SEL) approaches 

and an understanding of mental health to be 

discussed under the social cognitive and social 

competence approach. According to Shaffer and Kip 

(2010:49), the social cognitive and social 

competence approach is based on two combined 

theories.  Firstly, the social cognitive process refers to 

people as cognitive beings who can think about the 

consequences of their actions. Secondly, the social 

competence approach believes people should 

conform to the communities' norms and values to 

which they belong. The prevalence of violence 

amongst youth in conflict with the law can be mitigated 
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by making them aware of the negative consequences 

of irrational and violent behaviour on the onset of 

aggressive behaviour. Therefore, these approaches 

were used as they focus not only on the individual in 

isolation but also on environmental factors that 

influence behaviour.  As presented in Chapter1 

subsections 1.1.4 and Chapter 2 subsections 2.5.1, 

mental health is ecological and contextual; it is based 

on the premise that mental illness in youth depends 

on the combination of many different contextual 

factors that operate on various levels from molecular 

to societal. The youth in this system of care away from 

home has relationships with other people, i.e., the 

MDT, other staff, and peers in the secure care centre 

(Evangelista & McLellan; 2004:59). 

 

The above is confirmed in a study by Watson et al. (2014:9-10), who emphasizes that 

children afflicted with mental disorders within a Child and Youth Care Centre happen 

to be a part of the most underserved population. While the scope for accessibility to 

services is multiplied when youth are afflicted with multiple mental disorders, these 

juveniles have to confront several barriers that hinder them from receiving proper 

care. When mental disorders within such youth remain undiagnosed and untreated, 

there is a strong possibility that the juvenile will be exposed to many other problems 

that may be detrimental to their overall well-being. Therefore, mental health care 

providers must display adequate capability to diagnose and recognise the extent of 

help required by such youth. Once the condition has been diagnosed, it should clearly 

outline the future course of action. The above authors highlight the lack of early 

identification as a challenge within secure care centres. 

A report by the Centre for Addiction and Mental Health (2014:9) outlines certain 

practices whilst tackling youth's mental health challenges. An example is the 

accessibility and availability of existing scarce resources. Caregivers should 

concentrate on developing skills, self-efficiency, and resilience to empower youths 

afflicted with mental health disorders. The authors state that appropriate training 

should be given to personnel involved in taking care of youth with mental disorders. 

The training should focus on how to develop a relationship of trust and care amongst 
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such youth; also including active participation from all concerned, establishing an 

offensive system of support, exploring multiple ways to treat a particular disorder, 

exploring the scope for bringing about a modification within the health care 

organisation, and framing or developing policies for care. Therefore, the MDT needs 

to establish a robust support system for the young person, backed by care policies. 

A report presented by Shared Care (2013:1-16) indicated that youth who experience 

mental health ailments often find it difficult to access the care system, as it is 

disjointed, perplexing and not adequately coordinated. Several barriers emerge that 

hamper such youth from accessing or receiving proper mental healthcare. In this 

context, obstacles would pertain to the absence of appropriate guidance, parental or 

peer support, recognising mental health disorders, and a wide communication gap 

among mental healthcare providers when a subject moved between care providers. 

An affected patient may tend to be secretive as they may not want others to know 

about their ailment due to its associated stigma. Fear and ignorance happen to be 

another factor where affected youth may be fearful about their condition or may 

wrongly assume that the condition may self-cure and lack knowledge about how to 

tackle such a situation or whom to approach for a feasible resolution. 

 

6.3 FUNCTIONAL ELEMENTS IN SERVICES THAT HAVE SPECIFIC 

RELEVANCE ON YOUTH IN CONFLICT WITH THE LAW IN A SECURE 

CARE PROGRAMME 

The evaluation of successful and unsuccessful programmes that aimed to address 

mental health challenges for youth in the juvenile justice system facilitated identifying 

useful functional elements of such an intervention. The researcher has provided the 

programmes/models studied at each level that highlights what causes the South 

African model or programmes to be unsuccessful and has presented the ideal 

programme for each point of intervention in the juvenile justice system. Studying less 

successful programmes and practices may be particularly valuable since non-

examples help understand methods and contextual features critical to success 

(Rothman & Thomas; 1994:36). 
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The researcher studied relevant literature on the Management and Care of Youth 

with Mental Health challenges in conflict with the law. The identified global 

programmes will be discussed to address youth's needs in the different areas within 

the child and youth care system, ranging from intake, sentencing, diversion, 

reintegration and aftercare. Through a literature review, the researcher has identified 

points of intervention within the juvenile justice system as presented by the Minimum 

Norms and Standards for the Secure Care Facilities (2010:46). The relevant models 

or programmes are summarised in Figure 6.1 and later discussed. 

FIGURE 6.1: NATIONAL AND GLOBAL MODELS IDENTIFIED 

 

 

 

 The Blue Print for Minimum Norms and Standards for Secure Care 

Facilities in South Africa (2010) 

Secure care facilities are intended for children in conflict with the law. They are meant 

to add value through rehabilitation programmes designed to prevent juveniles from 

being involved in further criminal activities. The Inter-Ministerial Committee (IMC) 

document (1996) provided guidelines on the mission and vision for the child and youth 
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Juvenile Justice System

Treating the Juvenile 
Offender: effective 
treatment of Youth 
with Mental Health 
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care system. The Department of Social Development conducted site visits in 2009 to 

assess the status of the secure care centres. There was very little standardization in 

terms of service delivery, and no national strategy was driving implementation. Neither 

was there sufficient monitoring and evaluation being conducted on these programmes' 

status by either the national or provincial government. The department concluded that 

the draft policy for the transformation of the child and youth care system developed in 

1996 by the IMC had not been implemented; thus, the transformation process was 

lacking and not visible (Minimum Norms and Standards for Secure Care Facilities, 

2010:47). Due to the above factors, The Blue-Print Minimum Norms and Standards 

for Secure Care facilities in South Africa (2010) came about as a direct involvement 

and intervention by the Department (Social Department 2010:47). In the Blue-Print 

development, the department initially defined several models but considered that 

having several models within a Blue-Print would defeat the objective. As a result, only 

one model exists. The Secure Care programme in South Africa includes services for 

sentenced children and diversion programmes.   

The Secure Care programme, the Minimum Norms and Standards for Secure Care 

Facilities (2010:3), defines secure care as a residential facility and programme of 

intervention that ensures the appropriate physical, behavioural and emotional 

containment of young people charged with crimes and those awaiting trial, diversion 

or sentencing. Such a facility provides an environment, milieu and programme 

conducive to the care, safety and healthy development of each young person while at 

the same time ensuring their protection. Minimum Norms and Standards for Secure 

Care Facilities (2010:3) distinguishes those children who come into conflict with the 

law. They need a programme that would ensure that they take responsibility for their 

wrongdoing, prevent recidivism, and restrict their movements. The program aims to 

provide placement for the youth and interventions during their containment.  

Furthermore, according to Minimum Norms and Standards for Secure Care Facilities 

(2010:3), differentiated programmes or units should be provided according to ages 

and placement and based on an assessment and not an arbitrary decision related to 

the crime or a reward/punishment system. Children who have been appropriately 

assessed to require secure care should not be accommodated in facilities or units 

which accommodates children in need of care and protection. 
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The differentiation includes different programmes such as Therapeutic programmes, 

Development programmes, Care programmes, Spiritual/religious programmes, 

Cultural Programmes and Recreational programmes. The children could be housed 

under one facility provided the staffing and buildings are in line with the approach set 

out in the Blue-Print. The above explains the situation of young people in conflict with 

the law in general. Youth presenting with mental health challenges are classified under 

the same terminology “children in conflict with the law”.  

The Department emphasizes that interventions should also explore underlying 

contributing factors that predispose children to the offending risk. However, the Blue-

Print for Minimum Norms and Standards for Secure Care facilities is silent on treating 

or managing young people with mental health challenges in a secure care programme. 

The different programmes are offered at various intervention levels in the child and 

youth care system (Minimum Norms and Standards for Secure Care Facilities; 

2010:45). 

The Department has identified four intervention levels for service delivery to the 

youth in conflict with the law and youth with mental health challenges in a holistic and 

integrated manner. The levels include Prevention, early intervention (non-

statutory), statutory intervention, residential/alternate care, reconstruction and 

aftercare, as is discussed in chapter 2 subsection 2.4.2. However, this chapter 

focuses on youth with mental health challenges at level three and four of the secure 

care programmes, illustrated in Figure 6.2 below. 
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FIGURE 6.2: INTERVENTION LEVELS IN THE SECURE CARE PROGRAMME 

 

 

(Source: Department of Social Development, 2010:45) 

At level 3, the child has been placed in secure care from their regular place of abode 

by the court. This level applies to services rendered to children awaiting trial and 

children referred to a diversion programme with a residential element. This service 

delivery level aims to provide care that should be a temporary measure, followed by 

the re-integration and aftercare service to enable the child to return to the family or 

community as quickly as possible. According to Minimum Norms and Standards for 

Secure Care Facilities (2010:45), services delivered at level 4 aim to reintegration and 

support enhancing self-reliance and optimal social functioning. This level applies to 

services rendered to youth sentenced to the child and youth care facilities. 

Furthermore, the model espouses the holistic and integrated delivery of services 

to the target group. Therefore, juveniles awaiting trial must be evaluated in the context 

of their families and the communities they come from. These young people will 

ultimately be reunified or reintegrated into the family and society who must be part of 

the youth’s management program. After the youth’s release from the program, the lack 

of support could result in a high recidivism rate. The Reintegration and After-Care 

principle are services linked to the young persons’ Individual Development Plan 
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(IDP) 32  to prepare the young person for disengagement from the system. The 

Minimum Standards of the child and Youth Care System (2010:123) recommends that 

youth should be given sufficient information regarding their immediate future, their next 

placement, or the next step in their Care Plan (CP). The child must be linked to 

resources in their community after release from the centre.  

The social worker must make the first appointment with the external professional 

before the youth is released. All services should prioritise the goal to have young 

people remain within the family and or community context wherever possible. Services 

should aim to retain and support communication and relationships between the young 

person and their families. The Department has included Policy and After-Care 

guidelines. However, according to Skowyra and Cocozza (2007:61), there remains 

relatively little knowledge about the characteristics of the youths that could be saved 

by effective re-entry programmes and little information to best structure them. There 

is limited information about effective aftercare strategies, specifically ones designed 

for youth with significant mental health needs transitioning out of juvenile placement. 

Skowyra and Cocozza (2007:61) state that a child with mental health needs faces 

challenges in the transition from placement to the community. They may have difficulty 

accessing mental health services due to a ‘double stigma’ associated with having both 

a criminal background and a mental health disorder. 

Another notable feature of the secure care programme is that it demands an inter-

sectoral approach. Several departments must be involved in the statutory process to 

avoid compromising on the care of children (Minimum Norms and Standards for 

Secure Care 2010:54). According to the Minimum Norms and Standards for Secure 

Care Facilities (2010:39), the child and youth care system straddles several sectors, 

including Social Development, South African Police Services, Department of Health 

 
 

32 The Individual Development plan (IDP)- indicates the types of services, programmes and specific interventions 
that the child should be exposed to. The individual development goals, the child’s strengths, interest and wishes, 
family strengths, the estimated length of the participation in the programmes, anticipated follow-up services and 
documentation of input from the young person, family and others involved (Minimum Norms and standards for 
Secure Care Facilities, 2010:30).  
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and Department of Justice, as children and families function as whole entities. Their 

needs are not logically or best served through a fragmented approach. 

 

FIGURE 6.3: SECTORS SERVICING THE CHILD AND YOUTH CARE SYSTEM 

 
 

This programme will not be effective if these departments do not work collaboratively 

with one another. If one of these functions is not performed, the child will either 

languish in a police cell, the parent will not be informed of the child's whereabouts, or 

the child's case will continue over very long periods. There must be a shared vision 

and strong inter-sectoral collaboration and support. 

This next section discusses the functional elements of the Minimum Norms and 

Standards' prime objectives. The goal is to provide standardised and uniform 

services for children in conflict with the law in secure care facilities, which are also 

entrenched in the Bill of Rights (1996). According to the BluePrint, Minimum Norms 

and Standards for Secure Care Facilities in South Africa (2010:40), it is crucial that 
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there is an ongoing interface between the residential care facility and the external 

social worker. The social worker must remain in contact with the child, his/her family 

and the centre. The services within this care system have been tailor-made for the 

youth who are in conflicts with the law. The service offering does not guide the care 

for a child with special needs, and the management of their behaviour differs from 

that of youths who do not have special needs.  

The Minimum Norms and Standards for Secure Care Facilities (2010:40) reports that 

some young people display psychological problems after their admission into these 

facilities and should be referred for observation or treatment in a psychological ward 

or hospital. There are challenges in referring the affected youth for the said services 

resulting in them remaining in the secure care centre that is not suited to handle this 

behaviour. Furthermore, the document highlights that these youths are also at risk of 

being abused or influenced by other children in the centre.  

Table 6.2 below provides a reflection on the strengths, weaknesses, and values 

applicable to secure care centres and identifies functional elements of the BluePrint 

Minimum Norms and Standards for Secure Care Facilities. These are employed to 

ascertain whether or not they apply to young people with mental health challenges. 
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TABLE 6.2: GUIDING PRINCIPLES FOR SECURE CARE CENTRES FUNCTIONAL ELEMENTS 

Guiding 

Principle 

Strength Weakness 

Accountability Everyone who intervenes 

with young people and 

their families should be 

held accountable for the 

delivery of an appropriate 

and quality service 

Blue-Print is silent on proper training for 

management and care of youth with 

mental health challenges to afford the staff to be 

accountable and to render an 

appropriate and quality service. 

Age 

Appropriate 

Every child should be 

addressed appropriately 

to their age and 

intellectual development 

and in their 

language. 

 

An essential task for the MDT is to determine 

whether the behaviour of the young people entering 

the juvenile justice system is normal for their 

developmental stage or whether it is pathological 

and in need of an intervention. It is often a matter of 

degree, intensity and frequency that could indicate 

abnormal behaviour. When the MDT faces 

challenging behaviour from the affected youth, it is 

challenging to address age, intellectual and 

developmental appropriateness. As previously 

mentioned, the guiding principles were designed for 

the general population of the secure care centre and 

not specific to youth presenting with mental health 

challenges. 

The best 

interest of the 

child 

Regular developmental 

assessments must be 

conducted to strengthen 

the young person’s 

development through 

positive developmental 

experiences. 

The focus is on youth in conflict with the law 

excluding the child with mental 

health challenges, the expectation by line staff to 

contain the young person 

who is affected by mental illness, renders 

developmental assessment and 

services futile, as all energies are spent trying to 

manage his/her behaviour, 

rather than providing programmes which strengthen 

the young person’s 

development over time. 

Confidentiality The youth must consent 

to the disclosing of their 

personal information 

Consultation is not explicitly mentioned owing to the 

mental state of the child. 

All the time, third parties, families, or the whole 

centre are involved when they have an episode, 
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e.g., presenting aggressiveness, and their mental 

status becomes public knowledge. 

Continuum of 

care and 

development 

The changing social, 

emotional, physical, 

cognitive, and cultural 

needs of the young 

person and their family 

should be recognised and 

addressed throughout the 

intervention process. 

Links with continuing 

support networks and 

resources should be 

encouraged after 

disengagement 

In a Psychiatric Clinic or Community Mental Health 

Care clinic, different treatment programmes and 

services are provided, including prevention, 

intervention, treatment and aftercare. However, in a 

secure care centre, the young person is not exposed 

to treatment programmes or services appropriate to 

their mental health needs. The lack of child and 

adolescent psychiatrists, psychiatric social workers, 

psychiatric child and youth care workers adds to the 

problem 

Diversity Every young person 

should be addressed 

according to their cultural 

values and beliefs. 

This guiding principle requires special attention to 

cultural issues to be a part of service delivery by 

considering its cultural values and beliefs. The 

young 

people affected by mental illness should be treated 

in a culturally sensitive manner. This aspect of their 

lives is challenging, and it requires specialised 

mental health training, which is not provided for in 

the secure care centre. 

Effectiveness 

and Efficiency 

Services should be 

delivered most 

effectively and efficiently 

possible. 

Youth in the Secure Care Centre generally benefit 

from effective and efficient services. However, this 

excludes young people with mental health 

challenges, and they have to fit into established 

programmes rather than customised plans to suit 

their mental health needs. The outcomes of 

programmes for the general population are visible, 

as they obtain certificates to prove the programme's 

effectiveness and efficiency because it addresses 

their needs. Therefore, they spend their time wisely 

and productively, unlike youth with mental health 

challenges. The staff at the centres are not trained 

to handle these youths, recognise symptoms, or 

effectively deal with the challenges presented by the 

affected youth Empowerment Equality. Each child 
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and their families' resourcefulness should be 

promoted by providing opportunities to use and build 

their capacity and support networks and act on their 

own choice and sense of responsibility. Children 

must have equal access to available services, and 

every effort should be made to ensure that children 

receive similar treatment. 

Empowerment 

Equality 

Each child and their 

families' resourcefulness 

should be promoted by 

providing opportunities to 

use and build their 

capacity and support 

networks and act on their 

own choice and sense of 

responsibility. Children 

must have equal access 

to available services, and 

every effort should be 

made to ensure that 

children receive. 

similar treatment 

This guiding principle applies to the facility's general 

population capacitated and supported to reach their 

desired goals. Youths with mental health challenges 

need constant supervision in an individualized 

manner. The MDT is expected to provide services to 

all youth in the facility. Treatment will depend on the 

needs of the young person. Youth with mental 

health 

challenges are disadvantaged when applying the 

guiding principle, as the MDT does not have the 

required expertise to deal with youth affected by 

mental health challenges. Differentiation means 

these youths cannot be equal to any other average 

young person as their mental health status is 

already compromised. The youth’s erratic behaviour 

sometimes disrupts the MDT’s attempt to empower 

them. 

Family 

Preservation 

All services should 

prioritize the goal to have 

young people remain 

within the family when a 

young person is placed in 

alternative care, and 

services should aim to 

retain and support 

communication and 

relationships between the 

young person and their 

family. 

During a crisis or episode, sometimes young people 

with mental health challenges cannot be at home 

due to their outbreak, and to keep them at home is 

not in their best interest as it is also not in their best 

part to be detained in a secure care facility. 

However, due to shortages of bed spaces to 

accommodate the affected youth, detention in a 

secure care centre becomes the only available 

option the youth is admitted into a psychiatric 

hospital for treatment. 

Normalization Young people and their 

families should be 

exposed to normative 

This guiding principle refers to exposing young 

people and their families to normative challenges, 

such as normalizing conversations, allowing 
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challenges, activities and 

opportunities which 

promote participation and 

development. 

young people with mental health challenges to feel 

safe and encouraging them to ask for help when 

they need it. It is customary to ask for help. They 

must feel accepted, provide an enabling 

environment that will improve self-care. Allow them 

to take part in group activities that encourage 

participation 

and growth. Their families must engage in support 

groups where it is more comfortable and less 

stressful to interact with others, where they are 

encouraged to engage in open conversations. 

Restorative 

Justice 

This approach to young 

people in trouble with the 

law should focus on 

restoring societal 

harmony and putting 

wrongs right rather than 

punishment. The young 

person should be held 

accountable for their 

actions and make 

amends to the victim 

where possible. 

The ideal situation is that young people affected by 

mental health challenges should be held 

accountable for their actions when their condition is 

known and supported by therapeutic programmes. 

Currently, in the secure care centre, the young 

people must fit in an already existing programme, 

not one that is needs-driven, their mental condition 

is unknown, and their MDT provides services to all 

young people within the facility. 

Permanency 

Planning 

The young person should 

be allowed to build and 

maintain lifetime 

relationships within a 

family and or community 

context within the shortest 

time possible. 

Youth with mental health challenges, in conflict with 

the law, removed from their home and in a secure 

care environment. The MDT is expected to help the 

young person build lifetime relationships during their 

stay in the facility. The criminal justice system 

determines the detention period; the social worker 

in the facility can work with the family to prepare for 

the youth’s release. Furthermore, the social worker 

could refer the youth to the closest mental health 

care clinic to assist the young person upon release. 

Aftercare services seek to stabilize the youth once 

they are reintegrated with their family. 

Rights-Based The rights of young 

people as established in 

the South African 

constitution and the 

The secure care centre must provide services to all 

young people; their rights to receive care when 

removed from home should be upheld at all times. 

Their rights to have food, clothing and shelter should 
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various international 

conventions ratified by 

South Africa should be 

promoted. 

also be maintained. Their right to mental health care 

is a requirement, although the guiding principle 

encourages caregivers to focus on these young 

people's rights, including those affected by mental 

illness. Lack of management and care guidelines is 

one area that deprives these youths of appropriate 

care as their mental health need are not met. 

Strength-

Based 

Services on all levels of 

intervention should 

identify and build on the 

strengths of the child and 

family as a matter of 

priority. 

The guiding principle encourages that MDT provide 

services on all intervention levels, and the child's 

strengths should be identified. Under normal 

circumstances, the aforementioned is possible. 

Children affected by mental illness require 

individualized attention, where caregivers will focus 

on their abilities or strengths. A psychiatric setting 

has been designed to receive young people who 

have mental health needs. The affected will then be 

looked after by trained personnel from admission to 

discharge. The treatment is provided upon 

diagnosis, and their strengths identified through 

mental health assessments. The above is not 

applicable in a secure centre. 

 

The Minimum Norms and Standards for Secure Care Facilities (2010) provides 

practical practice principles for responding to the large numbers of youth in the 

juvenile justice system. However, youth with mental health needs remain in the 

juvenile justice system that is ill-equipped to help them.  All too often, the opportunity 

to intervene early is wasted, frustrating juvenile justice administrators and leaving 

youth without access to the treatment they need to get better (Skowyra & Cocozza, 

2007: viii). The strengths mostly highlight what the service can offer to the juvenile in 

the secure care facility; however, the weaknesses highlight these children's plight. 

The practice principles and functional elements in the secure care centre can be 

adopted to suit the needs of this population.  

 Policy Guidelines - Child and Adolescent Mental Health South Africa 

(2002) 

The researcher discussed the Policy Guidelines Child and Adolescent Mental Health 

(2002), hereinafter referred to as Policy Guidelines in chapter 2. These Policy 
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Guidelines are developed by the Department of Health and form part of the functional 

elements for managing youth with mental health challenges. The Department of 

Health developed the Policy Guidelines, (2002) to serve as a framework for 

establishing mental health services for children and adolescents at national, 

provincial, and local levels, within the primary Health Care approach using an inter-

sectoral method. The Policy Guidelines, (2002) adopt a holistic approach to 

addressing the various risk and protective factors affecting children and adolescents' 

mental health. These causal factors can exist in the human being's physical, 

emotional, and social domains (Policy Guidelines, 2002:2).  

Furthermore, these Guidelines provide the field with a framework that has to be 

adopted when managing youth with mental health challenges. The inclusion of the 

Policy Guidelines, (2002) for secure care facilities is to strengthen the practice 

principles and improve services to youth with mental health challenges. Adopting a 

health policy into a social development setting will require the collaboration of the two 

departments to meet and provide a care system that addresses the child's best 

interest, with mental health challenges, holistically.  

In Chapter 2 (subsection 2.4.2), risk factors and protective factors were identified. 

Risks are associated with an increased likelihood of mental health problems (for 

example, child abuse), while protective factors mediate the effects of risk exposure 

(for example, good physical health). There is a relationship between the causal 

factors' nature and the child and adolescent's developmental ages. This calls for age-

specific and inter-sectoral interventions in child and adolescent mental health. 

According to the Policy Guidelines (2002:1), the guiding concepts provide a better 

understanding of the determinants of children and adolescents' mental health status 

and thus serve as a framework for implementing the general intervention strategies. 

The Policy Guidelines (2002:2) identify numerous factors that affect the youths’ 

mental health, which put the young people at risk, which are influenced by biological, 

psychological, social, family, school, and community. All of the above have been 

extensively discussed in Chapter 2 (subsection 2.4.3.1) of this study. An essential 

focus of these Policy Guidelines (2002:3) is to promote all children and adolescents' 

development, whether or not they are suffering from mental health problems. 

Development can take place by reducing the impact of risk factors or enhancing the 
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effects of protective factors. However, many children and adolescents suffer from 

overt mental health problems, including young people in conflict with the law.  

According to the Policy Guidelines (2002:2), the Mental Health Care Act (2002) was 

promulgated to provide management and care guidelines for people with mental 

health challenges. The act provides the country with rights and duties relating to 

mental health care summarized as follows:  

 Respect for human dignity and privacy 

 Consent to care, treatment and rehabilitation and admission to health facilities 

 Unfair discrimination  

 Exploitation and abuse  

 Determination Concerning Mental Health Status  

 Disclosure of information 

 Limitation on intimate adult relationships  

 Right to representation  

 Discharge reports  

 Knowledge of rights 

The above protective factors present voluntary care, treatment and rehabilitation for 

mental health care users incapable of making informed decisions about their 

treatment and rehabilitation. The Mental Health Care Act (Act No.17) of 2002 

recommends a 72-hour assessment and subsequent provision of further involuntary 

care treatment and rehabilitation and intervention by South African Police Service 

members.  

A description of the strengths of the Policy Guidelines (2002), including risk and 

protective factors, was presented in the early discussion. The researcher presents 

the challenges of these guidelines from the Department of Health, which are 

summarised below. 
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TABLE 6.3: THE STRENGTHS AND WEAKNESSES OF THE POLICY GUIDELINES 

Strengths   Weaknesses 

Specialised and focused interventions, 

individuals meet all criteria for admission  

Youth with MHC in the juvenile justice system 

are placed in secure care facilities where 

interventions are not focused nor cater to their 

individual needs.  

The Department of Health provides 

focused mental health professionals 

trained to support patients. 

There are no trained mental health 

professionals to support the Multi-Disciplinary 

Teams in secure care centres. 

The recommended average ratio in a 

psychiatric setting is 1:4 or less 

The average ratio for all residents in the 

secure centre is between 1:10 – 1:12.  

Treatment is focused on creating a 

therapeutic environment provided by 

trained staff  

The MDT is not trained to provide therapeutic 

programmes to youth with mental health 

challenges.  

The department of Health provides 

oversight monitoring to psychiatric 

hospitals and clinics 

No oversight monitoring to secure care 

centres where young people with mental 

health challenges who are in conflict with the 

law are detained.  

Functional elements for inclusion in the guidelines 

 Department of Health to provide training for staff on behaviour management and 

care of youth with mental health challenges oversight monitoring. 

 Health Officials to conduct oversight monitoring to secure care facilities to 

ensure compliance. 

 

Although the Department of Health has provided Policy Guidelines, the 

implementation of the said Act is still lacking. Current guidelines do not meet the 

basic needs of mentally ill juveniles in establishments like child and youth care 

facilities. Consequently, juveniles with mental health challenges enter the juvenile 

justice system either to access mental health services or because they have 

committed a crime due to their mental status.  Issues of public safety have taken 

centre stage, rather than the affected youth's mental health conditions.  

Having mentioned the above, the researcher provides a programme under Global 

standards that is ideal for the partnership between the Departments: Health, Social 

Development and Justice; it is essential that these programmes be implemented as 

a service offering to the youth with mental health challenges in the juvenile justice 

system. A discussion on the relevant programmes will follow. 
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 The Bernalillo County Juvenile Detention Centre model 

The collaboration between the three Departments is not adequately visible in secure 

care facilities for this population as juveniles with mental health challenges in a secure 

care facility have to wait for bed space availability to receive treatment. The 

Department of Justice issues an order for placement to Social Development instead 

of the Department of Health.  

The researcher presents an example of a collaborated approach offered by 

Skowyra and Cocozza (2007:67), which can be adopted to identify and assess young 

people with mental health challenges. The above authors recommend the following, 

which will be included in the guidelines, an example of the Bernalillo County Juvenile 

Detention Centre Model/programme: 

A centralised intake or reception centres where youth reside for a designated 

period (sometimes 60 days) to determine the most appropriate placement for the 

youth within the system. During this period, the youth undergoes a series of 

screens and assessments to determine their individual needs: 

 To identify a placement option that would be most appropriate based on their 

demonstrated needs.  

 Mental health screening and assessment is an integral part of the general 

reception process not only to identify any immediate needs or crisis but to 

develop an accurate sense of a youth’s overall mental status and 

  the need for individualised treatment to address their needs.  

Skowyra and Cocozza (2007:67) recommended the Bernalillo Juvenile Detention 

Centre programme, an example of a Mental Health Intake Assessment Centre in New 

Mexico. The Bernalillo County Juvenile Detention Centre (BCJDC) director created 

an innovative response to the increasing number of youth with mental health 

disorders entering the juvenile detention centre. The initiative began in 1999. The 

intention was to reduce the detention centre population, increase diversion to 

community programmes, and provide mental health services to youth in the 

community or stabilise them until placement in an appropriate facility or programme 

was possible. With the support of locally elected officials, judges, the probation 

department, and community providers, a two-pronged approach was developed first 
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to identify, through intake screening, youth with mental health needs and then provide 

them with various services (Skowyra & Cocozza; 2007:67). 

The BCJDC developed a comprehensive intake process that uniformly identifies 

youth with mental health needs and diverts them to a community mental health clinic, 

the Children’s Community Mental Health Clinic (CCMHC), located near the detention 

facility and fully funded by Medicaid. The first part of this process involves a brief 

screen to determine the youth’s immediate placement in juvenile detention, the 

community custody programme, the probation monitored diversion programme or the 

release home. The second part involves a medical intake screen administered by a 

nurse at the detention centre 24 hours a day, seven days a week. These intake 

screens are conducted immediately when a youth arrives at the detention facility 

(Skowyra & Cocozza, 2007:67). 

The accompanying police officers must wait until the detention centre staff has 

determined the youth’s placement. The nursing staff at the detention centre and the 

mental health clinic rotate between the two buildings, allowing for consistent, high-

quality screening and knowledgeable referrals and familiarity with the youth. Youth 

identified through the screening as needing immediate mental health services are 

walked from the detention centre to the mental health clinic located less than one 

kilometre away. Other youths are given an appointment for a follow-up assessment, 

usually the next day. The CCMHC serves all youth in Bernalillo County who would 

benefit from the services provided by a mental health treatment team (Skowyra & 

Cocozza, 2007:67). 

Referrals to the clinic can be made by the juvenile detention centre, care providers, 

parents, or patients, reducing any incentive to refer youth to the detention centre 

simply to access mental health services. Staff at the clinic include two part-time child 

psychiatrists, nurses, social workers, licensed alcohol and drug abuse counsellor, 

and case managers. Services provided to youth include evaluation and assessment, 

individual and group therapy, medication management, substance abuse treatment, 

case management, and crisis management. Clinical services are provided to youth 

in detention as well as youth in the community. Furthermore, the CCMHC receives a 

daily list of youth released from detention. Clinic staff provide outreach services and 

continue to provide services to all youth released from custody, even if a judge places 
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youth in a residential setting. Clinic nurses provide training to BCJDC staff on the 

primary signs and symptoms of mental illness and the possible side effects of certain 

medications (Skowyra & Cocozza, 2007:67). The following table presents the 

strengths and weaknesses of The Bernalillo County Juvenile Detention Centre 

Model. 

 

TABLE 6.4: THE STRENGTHS AND WEAKNESSES OF THE BERNALILLO COUNTY 

JUVENILE DETENTION CENTRE MODEL 

Strengths Weaknesses 

Reduce the detention centre 

population 

Instead of Youth with mental health challenges receiving 

treatment from the onset, they are delayed in the secure 

care centre whilst awaiting admission in a psychiatric unit.  Increase diversion to community 

programmes 

Provide mental health services to 

youth in the community or stabilise 

them until placement in an appropriate 

facility or program is identified 

Identify through intake screening 

youth with mental needs 

Provide youth with an array of 

services 

Functional Elements 

• Develop a comprehensive intake risk/ need assessment process that uniformly identifies youth 

with mental health challenges and diverts youth to community mental health clinics. (The 

current services provided do not address the needs of youth with mental health challenges. In 

the workshop, assessment centres were recommended and will be incorporated into the 

guidelines). 

• Increase diversion programmes to community-based organizations to relieve the bed space 

crisis in a psychiatric hospital.  

 

The above project provides much-needed management and care of youth with 

mental health challenges. The Blue-Print for Minimum Norms and Standards for 

Secure Care Facilities (2010) have provided practice standards to guide the process 

in a secure care facility for youth in conflict with the law. However, the comprehensive 

intake, screening and assessment process provided for in this model enables the 

young person to be assessed by experts, seconded by the Department of Health, 
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working in the juvenile justice system; whilst in the secure care environment, services 

are provided for by The Department of Social Development. The young people in this 

comprehensive intake centre stay until a full assessment has been completed. 

Treatment is recommended, which can either be in the community or a psychiatric 

unit. The type of intervention means that the youth do not go deeper into the criminal 

justice system. They receive targeted and holistic care that meet their mental health 

needs.  

 Cayuga Home for Children’s Multi-Purpose Dimensional Treatment 

For the Department of Social Development to increase diversion of mentally ill 

juveniles to community programmes, a collaboration between the Department of 

Health and Social Development could promote community-based intervention 

services to address mental health issues for juvenile offenders with mental health 

challenges.  As employed by the Cayuga Home for Children’s Multi-Purpose 

Dimensional Treatment: Foster Care Programme in New York, the collaboration on 

(i) diversion programmes (ii) Reintegration and aftercare programmes specifically for 

youth with mental health challenges were identified.  

(i) An example of collaboration between State Departments and Community Based  

Organizations for a diversion programme: 

According to Skowyra and Cocozza (2007:70), the Cayuga Home for Children in 

Auburn, New York, was the first provider in New York State to offer Multi-Dimensional 

Treatment Foster Care (MTFC) to youth with mental health challenges and is one of 

only several certified MTFC programmes in the United States. The MTFC model, 

developed by the Oregon Social Learning Centre in 1983, serves as an alternative to 

a group or residential placement, incarceration, and hospitalisation for adolescents 

who have problems with chronic antisocial behaviour, emotional disturbance, and 

delinquency. The programme aims to implement an intervention that provides 

corrective or therapeutic parenting for adolescents to reduce antisocial behaviour, 

delinquency, and emotional disturbance.  The MTFC programme operated by the 

Cayuga Home for Children serves youth aged 11–17  who are in the custody of their 

local department of social services or the state Office of Children and Family Services 

(OCFS). The programme serves youth in detention, at risk of placement within the 
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state’s juvenile correctional system, in temporary placements, or returning home from 

a correctional placement. According to Skowyra and Cocozza (2007:70), youth 

appropriate for the programme include:  

• Serious and chronic juvenile offenders, 

• Seriously emotionally disturbed youth, 

• Youth with an IQ in the borderline range who do not do well in congregate 

settings, 

• Youth who have been unsuccessful in other placements, and 

• Youth who need highly structured and individualized treatment.   

MTFC host families who serve as foster families for youth in the programme. Host 

families undergo intensive training that emphasizes behaviour management methods 

to provide youth with a structured and therapeutic setting. After completing the pre-

service training and youth placement, MTFC families attend weekly group meetings 

run by the programme coordinator, where ongoing supervision is provided. 

Supervision and support are also offered to MTFC parents during daily telephone 

calls to check on youth progress, and potential problems, the strengths and 

weaknesses of the Cayuga Programme will be presented as follows. 
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TABLE 6.5: THE STRENGTHS AND WEAKNESS OF THE CAYUGA PROGRAMME 

Strength Weaknesses 

Alternative to a group or residential 

placement, rather than incarceration and 

hospitalization for adolescence with chronic 

antisocial behaviour and emotional disturbance. 

The Blue-Print minimum norms and standards 

for secure care facilities have challenges in 

providing diversion programmes for youth with 

mental health challenges. 

 

Some families lack the capacity to deal with 

their mental health care needs.  

Intervention that provides corrective or 

therapeutic parenting to adolescence to reduce 

antisocial behaviour and emotional disturbance. 

Serves youth in detention at a juvenile 

correctional system, in temporary placements and 

returning home from correctional placement. 

Host families serve as foster families for youth in 

the programme. Host families undergo intensive 

training that emphasizes behaviour management 

methods to provide youth with a structured and 

therapeutic setting. 

Supervision and support is also provided to the 

parents during host placements 

Functional Elements for inclusion in the guidelines 

 The above programme meets the needs of youth in conflict with the law in general 

whilst also meeting the needs of youth with mental health challenges. One of the levels 

identified by the minimum norms and standards for secure care facilities (2010) is 

reintegration and aftercare, which is depended on Community-Based Organisations 

and NGOs, some of which are not structured to meet the needs of youth with mental 

health challenges. The programme can be adopted and incorporated into the 

Department of Social Development’s Foster Care programme. 

 Strengthen after-care service with families and CBO’s to prevent recidivism. 

 

The model presented above is an alternative to Secure Care Centres, Correctional 

Facilities, Psychiatric Hospitals or Group Homes for youth with Mental Health 

Challenges. After being released from a secure care centre, the youth get enrolled in 

the home, which is geared to meet their mental health needs. The foster care 

programme is offered by trained staff, and the intervention provides corrective and 

therapeutic parenting, and it takes place in the community. The current situation is 

that youth with mental health challenges gets released back to their parents without 

any after-care programme that forms part of a continuity of care.  
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(ii) The Family Integrated Transitions Project 

The Blue-Print Minimum Norms and Standards for Secure Care Facilities (2010) 

emphasizes the importance of Reintegration and aftercare services; however, this 

service needs adequate funding as the needs of youth presenting with Mental Health 

Challenges are diverse. Community-Based organizations provide minimal services 

to this population due to a lack of funds. Skowyra and Cocozza (2007:78) recommend 

that the Family Integrated Transition Project in Washington only indentified the 

strengths owing to a lack of similar services 

The Family Integrated Transitions Project (FIT) in Seattle, Washington, is a re-entry 

programme designed explicitly for juvenile offenders with co-occurring mental health 

and substance use disorders. Eligible offenders are identified at intake in the state’s 

juvenile correctional facilities. The eligible youth must: be between the ages of 11 

and 17 at the time of intake, have a substance use disorder, have Axis disorders 

(such as eating, mood, psychotic and substance use disorders), currently be 

prescribed psychotropic medication, demonstrated suicidal behaviours in the last six 

months, have four months remaining on their sentence and reside in the service area 

(Seattle). 

The critical goals of the programme include: 

• Lower the risk of re-offending 

• Improve the youth’s educational level and 

• Vocational opportunities 

• Connect youth with the appropriate community-based Services 

• Achieve abstinence the from use of controlled substances and alcohol 

• Improve mental health and stability of youth 

• Increase pro-social behaviour 

• Reduce criminal recidivism 

For youth enrolled in the FIT programme, services begin before release to ensure 

engagement and strengthen community supports. The programme emphasises both 

family and community involvement and takes a strengths-based approach to 
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treatment. Services are provided in the youth’s home and community to promote their 

involvement. Also, FIT therapists are on call to respond to crises. The treatment 

approach used with the FIT programme encompasses an ecological, family centred 

approach. The focus is on improving the youth's psychosocial functioning and 

promotes a parent’s capacity to monitor the youth. The emphasis is on working with 

the youth in the context of the youth’s natural environments of home, school, and 

community, modelled after Multi-Systemic Therapy. Specific interventions provided 

include Dialectical Behavioural Therapy (DBT) and Motivational Enhancement (ME) 

(Skowyra and Cocozza,2007:78). The strengths and weaknesses of The Family 

Integrated Transitions Project  will be presented as follows: 

 

TABLE 6.6: THE STRENGTHS AND WEAKNESSES OF THE FAMILY INTEGRATED 

TRANSITIONS PROJECT (FIT) 

Strengths Weaknesses 

Re-entry program designed for juvenile 

offenders with co-occurring mental health 

and substance use disorders. 

The Blue-Print minimum norms and 

standards for secure care facilities have 

challenges in providing aftercare services for 

youth with mental health challenges upon 

their release from the secure care facility. 

 

Services begin two months before release 

to ensure engagement and strengthen 

community support. (guideline) 

The program emphasises family and 

community involvement and takes a 

strength-based approach to treatment 

Services are provided in the youth’s home 

and community, 

Services are provided in the youth’s home 

and community, 

Therapists are on call to respond to the 

crisis. 

 

Functional Elements for inclusion in the guidelines 

In the Blue-Print, the Department of Social Development encourages family preservation. 

This model can reduce reoffending, which is currently affecting youth with mental health 

challenges as they return to the community where support is minimal or detrimental (Life 

Esidimeni incident). 
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The project encompasses an ecological family-centred approach that focuses on 

improving the youth's psychological functioning and empowers the family to identify 

symptoms of a mental health need before it escalates. The project can be offered as 

an after-care service to integrate the youth into his community or be used as a 

diversion option. 

 Colorado Crisis Intervention Team (CIT) 

This could be another example of collaborated approach between the South African 

Police Services, Social Development, Health and Families of youth with mental health 

challenges. The Mental Health Care Act (2002), recognises that the Department of 

Health, aided by the South African Police Services members, provide services to 

affected individuals during a mental health crisis. The model that could be adopted 

by the three departments (Mental health taking the lead, Social Development on 

services provided in secure care facilities and SAPS who conduct an arrest during a 

crime scene), is the Colorado Crisis Intervention Team (CIT) programme. The 

Department of Health can provide training to all the key players, including the 

department of justice, who issue placement orders to young people with mental 

health challenges.  

With the rise in the number of people without access to mental health services, police 

are often called upon as “first responders” to mental health crisis calls. Without proper 

police training, crises can put both the police officer and the citizen at risk of harm, 

quickly escalating to arrest. In response, Memphis, Tennessee, developed the first 

Crisis Intervention Team (CIT), which soon became a crisis response model for police 

forces across the nation. CIT is quickly becoming a new law enforcement approach 

for responding to mental health crisis calls. Teams comprise of police officers 

specially trained in recognising the signs of mental illness and crisis intervention and 

de-escalation techniques (Skowyra & Cocozza; 2007:72). 

Colorado has developed a state-wide multi-jurisdictional CIT initiative for responding 

to individuals experiencing a mental health crisis. The Colorado CIT programme is 

unique in that it has expanded its services to juveniles. The Division of Criminal 

Justice leads the expansion of CIT across the state, providing staff support, class 

development, programme coordination, technical assistance, and funding. Not only 

does the Colorado CIT partner with local police and sheriff’s departments, but 
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numerous agencies are also engaged in the planning and development process, 

including mental health agencies and hospitals, non-profit organisations, and local 

chapters of the National Alliance for the Mentally ill. Many volunteer trainers are 

professionals known for their work on the local, state, and national levels. Their 

willingness to volunteer their time teaching lecture sessions demonstrates their 

commitment to the CIT programme ( Skowyra & Cocozza, 2007:72). The services 

provided by police officers can be described as follows in terms of strengths and 

weaknesses: 

 

TABLE 6.7: THE STRENGTHS AND WEAKNESSES OF THE COLORADO CRISIS 

INTERVENTION TEAM (CIT) 

Strength Weaknesses 

Its law enforcement approach for 

responding to mental health crisis calls. 

The challenges presented by youth with 

mental health disorders in a secure care 

centre and the community are diverse and 

require uniformed approaches that are not 

available yet.  

Teams comprising of police officers 

trained in recognising mental illness signs 

are dispatched to all crisis interventions, 

equally trained in escalation techniques. 

The teams provide support to staff in 

detention facilities by training and 

volunteering their time to lecture 

communities. 

Functional Elements for inclusion in the guidelines 

 The programme could enforce much-needed collaboration between social 

development and SAPS. Inclusion in the guidelines will also assist with 

training specialised task forces within the SAPS to respond to families 

experiencing a crisis. 

 To develop specialised assessment centres where trained SAPS can provide 

training to MDT in secure care facilities. 

 

The above project, offered by Police Officers, provides services to youth with mental 

health challenges when they are in crisis. The police will not only arrest but also will 

be in a position to identify mental health symptoms and directly manage the situation. 

The  Police are also trained to provide services to facilities where the affected youth 

are being detained, such as providing training and support to secure care staff. 
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 The Cook County Juvenile Court Clinic Model Illinois 

The policy guidelines have identified the Department of Justice as a key role player 

in the Child and youth care system. This department is mainly responsible for issuing 

Detention Orders and placement of a young person with mental health challenges. 

Through a collaborative approach between the Departments of Justice, Social 

Development, Department of Health and Education, a better assessment and care 

of young people with mental health challenges is possible.  

The Cook County Juvenile Court Clinic began as a collaborative project between the 

John D. and Catherine T. MacArthur Foundation, the Children and Family Justice 

Center at Northwestern University School of Law. The Office of the Chief Judge of 

the Circuit Court of Cook County initially created as the Clinical Evaluation and 

Services Initiative (CESI), a multidisciplinary evaluation and intervention project, was 

designed to evaluate and improve the acquisition and use of clinical information in 

juvenile court. In June 2003, the CESI model was expanded and resulted in the Cook 

County Juvenile Court Clinic's redesign and is now funded by Cook County. ( 

Skowyra & Cocozza, 2007:72) 

The Cook County Juvenile Court Clinic consists of four units (Clinical Coordination, 

Education and Intervention Resources, Clinic Administration, and Programme 

Evaluation). It is managed by a single director who oversees a multidisciplinary staff 

comprising psychologists, psychiatrists, social workers, and lawyers. The Clinical 

Coordination Unit (CCU) handles requests for clinical information. Forensic clinical 

assessments can only be initiated by court order. After a family has been ordered to 

undergo a clinical evaluation, a clinical coordinator facilitates the process, including 

evaluating the information request, documenting the request, and arranging an intake 

interview. The assessment is written by a clinician, usually a psychologist or 

psychiatrist, and is delivered to court before the family’s next court date. The 

assessment information is used by judges, lawyers, and probation officers to help 

make informed decisions that promote better outcomes for minors and their families. 

The Juvenile Court Clinic has the responsibility for providing a variety of services to 

judges and court personnel regarding clinical information in juvenile court 

proceedings. These services include consultation regarding requests for clinical data, 

forensic clinical assessments in response to court-ordered requests, information 
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regarding community-based mental health resources, and education programmes on 

mental health information and court proceedings issues. A clinical coordinator 

present in the courtroom can guide judges and probation staff about whether an 

evaluation is necessary. The following are the strengths and weaknesses of the Cook 

County model: 

 

TABLE 6.8: THE STRENGTHS AND WEAKNESSES OF THE COOK COUNTY MODEL 

Strengths Weaknesses 

A multidisciplinary evaluation and 

intervention centre to evaluate and improve 

the acquisition and use of clinical 

information in the juvenile court. 

The Blue-Print minimum norms and standards 

provision of services to youth with mental 

health challenges is still lacking. Collaboration 

between different stakeholders is not visible. 

It consists of four units, clinical coordination, 

educational and intervention resources, clinic 

administration and program evaluation. 

Functional Elements for inclusion in the guidelines 

This is a model that one-stop child justice centres can adopt as they already exist. 

Strengthen the collaborative services for youth with mental health challenges by providing 

Psychiatrists, psychologists and all other relevant mental health care professionals. 

 

The services in this juvenile court clinic display an array of services taking place in 

one facility to address the needs of the mentally challenged youth. All the 

Departments’ personnel involved with the youth have received training in mental 

health care to meet this population's needs.  

 

6.4 THE SECURE CARE MODEL FOR SOUTH AFRICA 

Table 6.1 presented the strengths of the Blue-Print for Minimum Norms and 

Standards for Secure Care Facilities (2010) Practice Principles. The secure care 

model is embedded within the Blue-Print. Policies, Practice Principles and regulatory 

requirements, such as Legislative, Infrastructural, Asset Management and Human 

Resource Requirements, are included in the earlier discussed minimum norms. The 

model below provides strengths that are needed in managing juvenile offenders. The 

implementation of the secure care model has been successful with some juvenile 
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offenders. In Table 6.9 below, the strengths and weaknesses of The Secure Care 

Model for South Africa are presented: 

 

TABLE 6.9: THE STRENGTHS AND WEAKNESSES OF THE SECURE CARE MODEL 

Strengths Weaknesses 

Implementation was successful by 

changing targeted behaviour (youth in 

general) 

The model of secure care, including its policy, is 

not meeting the needs of young people who 

have a mental illness. 

Some youths have received certificates to 

demonstrate their achievement, which 

encouraged complete transformation. 

Young people have been included in the generic 

model of secure care programmes. 

Developmental Quality Assurance as a tool 

for measuring compliance. 

There is a lack of training for staff in the early 

identification of behavioural symptoms and 

crisis management. 

Measuring the effectiveness of programmes 

and all other care requirements. 

The lack of management and care guidelines in 

all aspects of secure care facilities leaves young 

people vulnerable.   

 The scarce human resources for meeting this 

population's needs include a lack of trained 

staff, such as social workers knowledgeable 

about psychiatric work. Lack of psychiatric 

trained child and youth care workers in the 

management of the youth presenting with 

mental health challenges. Lack of psychiatric 

nurses in the facilities to provide the mental 

health assessment using the correct tools 

targeting the affected youth with specific 

mechanisms to manage and monitor after 

effects of treatment, especially following an 

episode.  

 The present infrastructure is not catering to the 

needs of youth with mental health challenges. 

Youth sometimes need protection from 

themselves following a violent episode needing 

a safe place. 
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 Educational programmes do not foster the 

acquisition of human capital. That is the so-

called strengths related to the attainment of 

personal competences such as positive identity, 

self-regulation skills, academic excellence and 

vocational skills (Hoge et al., 2008:224). 

 The present infrastructure is not catering to the 

needs of youth with mental health challenges. 

Youth sometimes need protection from 

themselves following a violent episode needing 

a safe place. 

 Programme impact varies because they are not 

deferentially appropriate for youth with mental 

health disorders.  

Functional Elements for inclusion in the guidelines 

 Provide mental health care training for staff in the secure care facility 

 Provide assessment tools for early identification  

 Provide differentiated programmes targeting youth with MHC e;g therapeutic 

programmes. 

 Employ psychiatric personnel, e.g., Psychiatrists, psychiatric; Social Workers/Child 

and youth care workers/Educators/Nurses. 

 Provide infrastructure that is suitable for the protection of young people with mental 

health challenges. 

  

The Secure Care Model of South Africa, embedded in the Blue-Print for Minimum 

Norms and Standards for Secure Care Facilities (2010), is the only document that 

provides detailed standard operating procedures for youth in conflict with the law. 

However, standard operating procedures for youth with mental health challenges are 

not visible; thus, the youth do not benefit from the service offering within the secure 

care facility. Often the opportunity to intervene early is wasted, and youth with mental 

health needs end up in a system that is ill-equipped to help them. Therefore, the 

development of management and care guidelines will address the gap in this system.  
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6.5 THE BLUEPRINT FOR CHANGE: A COMPREHENSIVE MODEL FOR THE 

IDENTIFICATION AND TREATMENT OF YOUTH WITH MENTAL HEALTH 

NEEDS IN THE JUVENILE JUSTICE SYSTEM 

The Blueprint for change was designed in New York after an extensive research 

model had been developed. According to Skowyra and Cocozza (2007:viii), it was 

necessary to establish a framework to guide the effort by developing a set of core 

principles, underpinning, and directing all subsequent efforts to improve the 

coordination and delivery of mental health screening, assessment, and treatment for 

youth in contact with the juvenile justice system. The authors further stated that these 

principles represent the foundation on which a system can be built that is committed 

and responsive to addressing the mental health needs of youth in its care. 

According to Skowyra and Cocozza (2007:ix), this is the most comprehensive study 

that informs the Model of Mental Health problems conducted to date among youth in 

the juvenile justice system. No single previous study conducted among youth in the 

juvenile justice system has examined the mental health problems and needs of youth 

in multiple states and multiple juvenile justice settings, using standardized 

instruments to collect data (Skowyra & Cocozza, 2007:ix). 

Skowyra and  Cocozza (2007: vii) opine that four cornerstones emerged from the 

above principles that form the model's infrastructure and provide a framework for 

putting the underlying principles into practice. These are illustrated in Figure 6:4 

below. 
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FIGURE 6.4: CORNERSTONES FOR CRITICAL AREAS OF IMPROVEMENT 

 

 

In order to provide a framework for improving the way the juvenile justice system 

responds to the needs of juveniles with mental health challenges, it is vital to 

incorporate the cornerstones illustrated above. The critical cornerstones are 

described in more detail in Table 6.10 below. 
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• The need for 
improved 
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juvenile justice 
and mental 
health systems.

Identification

• The need for 
improved and 
systematic 
strategies for 
identifying 
mentalhealth 
needs among 
youth in 
contact with 
the juvenile 
justice system.

Diversion

• The need for 
more youth 
opportunities 
to be diverted 
into useful 
community 
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health 
treatment 
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Treatment  

• The need for 
youth to 
contact the 
juvenile justice 
system to have 
effectivetreatm
ent to meet 
their needs.
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TABLE 6.10: CRITICAL CORNERSTONES 

CORNERSTONE DISCUSSION
Collaboration 

• The need for 

improved 

collaboration 

between the juvenile 

justice and mental 

health systems 

 

To appropriately and effectively provide services to youth with 

mental health needs, the juvenile justice system and mental 

health systems should collaborate in all areas at critical 

intervention points. The increasing number of youths in the 

juvenile justice system with identified mental health needs is 

placing a strain on the juvenile justice system in ways never seen 

before. The growing awareness of this population, and the 

concern over their care and treatment while involved with the 

juvenile justice system, has created a “mental health crisis” in the 

juvenile justice and child and youth care system. 

Despite the large numbers of youth with mental health needs in 

the juvenile justice system, the current landscape of service 

delivery for these youth is often fragmented, inconsistent, and 

operating without the benefit of a clear set of guidelines 

specifying responsibility for the population. In the search for 

better responses, it is important to stress that no one system 

bears sole responsibility for caring for these youth. Full 

responsibility for meeting juveniles' complex needs with mental 

disorders cannot fall to any one system or agency. An effective 

response must include the development of collaborative 

approaches involving both mental health and juvenile justice 

systems. The juvenile justice system was never intended to serve 

as the primary provider of mental health services for youth. The 

system lacks the necessary resources, expertise, and training to 

do this independently and is not interested in “transforming” itself 

into the mental health provider for youth. What distinguishes the 

juvenile justice system from other child-serving systems, such as 

mental health or education, is that the juvenile justice system 

cannot say 

“no”—they cannot refuse to accept a child. This responsibility to 

serve and protect places the juvenile justice system in a 

challenging situation when a large proportion of the youth that 

they are responsible for serving and protecting is mentally ill. 

Skowyra and Cocozza (2007:11-15) state that the education 

system is a crucial stakeholder whose participation should be 

sought when developing improved strategies to identify and treat 

mental health disorders within the juvenile justice population. The 

need for strong linkages between the juvenile justice system and 
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the education system is compelling. Evidence suggests that large 

numbers of youth involved with the juvenile justice system have 

education-related disabilities. As many as 20 percent of students 

with emotional disabilities are arrested at least once before 

leaving school (Burrell & Warboys, 2000). The majority of youth 

who enter juvenile correctional facilities come into the system 

with a broad range of intense educational, mental health, 

medical, and social needs (National Center on Education, 

Disability and Juvenile Justice, 2005). Many of these youth are 

marginally literate or illiterate and have frequently experienced 

school failure and grade retention. Many of these referrals involve 

students with special educational needs whose behaviour is often 

related to their disability (Skowyra and Cocozza (2007:17). 

Any collaboration between the juvenile justice and mental health 

systems should include family members and caregivers. 

Families are a critical stakeholder involved in any partnership 

designed to improve mental health identification and 

treatment services for youth in contact with the juvenile justice 

system (Skowyra and Cocozza (2007:20). 

 

Functional element to be included in the guidelines 
 

Families know their child best and can provide information critical to keeping the child stable 

and safe.  The child’s diagnosis and treatment history, including the use of medication; 

• The strengths and needs of their child; 

• The family’s capacity to participate in treatment; 

• Circumstances that affect their child’s well- being; 

• Their child’s patterns of responding to people and events in their surroundings; 

• Their child’s education history and status, including their IEP if the child is enrolled in 

special education services; and  

• Transition and on-going support services essential for successful and permanent reentry 
to the community. 
Identification 

 There is a need for 

improved and 

systematic strategies 

for identifying mental 

health needs among 

youth in contact with 

the juvenile justice 

system. 

According to Skowyra and Cocozza (2007:25), youth's mental 

health needs should be systematically identified at all critical 

juvenile justice processing stages. The essential step to 

better respond to mental health treatment needs among youth in 

the juvenile justice system is to systematically identify these 

needs as youth become involved with the system. The 

development of a sound screening and assessment capacity is 

critical to effectively identifying and ultimately responding to 

mental health treatment needs. Even though we now know that 
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 large numbers of youth in the juvenile justice system have mental 

health disorders, many of the youth who enter the system do not 

routinely undergo a comprehensive mental health screen and, 

when necessary, a full evaluation.  

According to the authors, the following actions are recommended 

Skowyra and Cocozza (2007:25-29).  

Functional element to be included in the guidelines 
 

• Every youth who comes in contact with the juvenile justice system should be 

systematically screened for mental health needs to identify conditions in need of 

an immediate response, such as suicide risk, and to identify those youth who 

require further mental health assessment or evaluation.  

• The mental health screening process should include two steps: administering an 

emergency mental health screen and a general mental health screen. The first 

step in the process involves an initial “emergency” screen whose purpose is to 

identify any immediate mental health crisis, the potential risk of suicide or harm 

to self or others, and determine whether the youth is currently on any type of 

psychotropic medication. It is recommended that this initial screen be conducted 

within the first hour of a youth’s contact with the system, regardless of the 

setting. 

• Immediate access to emergency mental health services should be available for 

all youth who, based on the results of the initial screen or the mental health 

screen and staff observations of youth behaviour, indicate a need for emergency 

services. Crisis conditions typically involve youth who are believed to be at risk 

of harm to self or others, youth at immediate risk of substance use consequences 

(e.g., withdrawal), youth in acute mental or emotional distress, and youth at risk 

of discontinued medication. 

• Youth identified as “in crisis” must be provided immediate access to psychiatric 

and other medical services. This can include direct referral to a mental health 

facility or hospital or placement of the youth in a separate and specialized unit of 

a detention or correctional facility. 

• A mental health assessment should be administered to any youth whose mental 

health screen indicates the need for further assessment. This assessment 

should be based on a review of information from multiple sources (mental status 

examination, case records, family interviews). It must measure a range of mental 

health concerns. A mental health assessment will yield more detailed, and 

sometimes diagnostic, information about a youth’s mental health status and can 

be used to form the basis of treatment recommendations. 

• Instruments selected for identifying mental health needs among the juvenile 

justice population should be standardized, scientifically sound, have strong 
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psychometric properties, and demonstrate reliability and validity for use with 

youth in the juvenile justice system. It is also essential to recognize that younger 

adolescents' developmental needs are different from those of older adolescents. 

Suitable developmental instruments must be selected for the target group of 

youth who will be screened and assessed.  

• Mental health screening and assessment should be performed in conjunction 

with risk assessments to inform referral recommendations that balance public 

safety concerns with a youth’s need for mental health treatment. Assessing a 

youth’s risk for future violence or re-offending is a critical function of the juvenile 

justice system. The system must satisfy its obligations to ensure public safety. 

Mental health screening and assessment must be linked to the administration of 

risk assessments to fully inform decision-makers about the risks and needs that 

each youth presents.  

•  All mental health screens and assessments should be administered by 

appropriately trained staff. Most instrument developers provide guidelines for 

the level of training and education needed to administer the instrument 

appropriately. 

• Policies controlling the use of screening information may be necessary to ensure 

that data collected as part of pre-adjudicatory mental health screen is not 

misused or in a way that jeopardizes the legal interests of youth as defendants. 

• Mental health screening and assessment should be performed routinely as youth 

move from one point in the juvenile justice system to another, for example, from 

pre-trial detention to a secure correctional facility. 

 Given the high rates of co-occurring mental health and substance use disorders 

among this population, all screening and assessment instruments and 

procedures should target mental health and substance use needs, preferably in 

an integrated manner. 

Diversion 
 

• The need for more youth 
opportunities to be 
diverted into useful 
community based 
mental health treatment 
centres 

 

Whenever possible, youth with identified mental health needs 

should be diverted into effective community-based treatment 

(Skowyra & Cocozza, 2007:25).  

Functional element to be included in the guidelines 
 

• Whenever possible, youth with mental health needs should be diverted to community 

treatment. There are large numbers of youth involved with the juvenile justice system 

who have significant mental health problems. Many of these youth end up in the. 

 The juvenile justice system for behaviour brought on by or associated with their 

mental disorder. Some of these youth are charged with serious offences; the 
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majority, however, are in the juvenile justice system for relatively minor, nonviolent 

offences. Whenever possible and when public safety matters allow, efforts should 

be made to divert these youth into community-based services. 

 Procedures must be in place to identify those youth who are appropriate for 

diversion. A formal screening and assessment mechanism must be instituted to 

recognise youth with mental health needs suitable for diversion. The results of this 

needs assessment must be linked to any risk assessment performed on the youth 

to determine their potential suitability for diversion. 

 Effective community-based services and programs must be available to serve youth 

who are diverted. For diversion programmes to be effective, there must be not only 

procedures and mechanisms in place to identify and refer youth, but as importantly, 

the availability of useful community- based services to which youth can be referred. 

 Diversion mechanisms should be instituted at virtually every key decision-making 

point within the juvenile justice processing continuum. Ideally, diversion 

opportunities should occur at the earliest stages of juvenile justice processing to 

allow youth with identified mental health to be referred into community-based 

settings and prevent further involvement with the juvenile justice system. 

 Consideration should be given to diversion programs as alternatives to traditional 

incarceration for serious offenders with mental health needs. Judges must initially 

consider diversion options, such as community-based setting, instead of referring 

youth with mental health challenges to secure care or correctional facilities. 

Community-based settings, with access to psychiatric services, are more 

appropriate for this population. For serious offenders with mental health needs, any 

diversion strategy should include a combination of supervision, sanctions, and 

treatment. 

Treatment 
• The need for youth to 

contact the juvenile 

justice system to have 

effective treatment to 

meet their needs. 

Youth with mental health needs in the juvenile justice system 

should have effective treatment to meet their needs. The authors 

recommended the following actions when treatment has to be 

considered (Skowyra & Cocozza, 2007:37-44). 

Functional elements to be included in the guidelines 
 

• Youth in contact with the juvenile justice system who require mental health services 

should be afforded access to treatment. This includes youth who are diverted into 

the community and youth who cannot be diverted and are placed in residential 

programs. 

            The Coalition for Juvenile Justice has the following  essential treatment 

characteristics; 

• Highly structured, intensive, and focused on changing specific behaviours 
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• Emphasize the development of necessary social skills 

• Provide individual counselling that directly addresses behaviour, attitudes, and 

perceptions. 

• Sensitive to a youth’s race, culture, gender, and sexual orientation. 

• Use community-based treatment rather than institutional-based programs. 

• Involve family members in the treatment and rehabilitation of their children. 

• Provide individualized services, support, and supervision to each child and Family. 

• Within institutions, use mental health professionals, rather than corrections staff, as 

treatment providers. 

• Offer developmentally driven services that recognize how adolescents think and feel 

differently than adults, especially when under stress. 

• Include an aftercare component. 

• Focus on measuring program effectiveness and meeting quality standards. 

• Qualified mental health personnel, either employed by the juvenile justice system or 

under contract through the mental health system, should provide mental health 

treatment to youth in the juvenile justice system. Regardless of the setting and which 

agency has primary responsibility for treatment, all mental health services available to 

youth involved with the juvenile justice system should be provided by qualified mental 

health personnel. These include psychiatrists, psychologists, psychiatric nurses, social 

workers, and others, who, by their credentials, are permitted by law to evaluate and care 

for the mental health needs of service recipients. 

• Families should be fully involved in the treatment and rehabilitation of their children. 

For families to actively engaged with their child’s mental health treatment, they need to 

be informed about the juvenile justice system and the mechanisms for their participation 

in its proceedings.  Families can provide a vital source of support for their children.  

 

6.6 STUDY OF HOGE et al. (2008): TREATING THE JUVENILE OFFENDER-

EFFECTIVE TREATMENT OF YOUTH WITH MENTAL HEALTH 

CHALLENGES 

Hoge et al. (2008:224) state that the degree of trauma reaction to any given event is 

individual. Some youth may have few or no reactions and, therefore, treatment would 

not be indicated. Distress comes not from the event per se but the persistent stress 

symptoms. Symptoms, therefore, should be the target of intervention. For youth with 

trauma reactions, assessors should anticipate disruptions in cognition, emotion, and 

behaviour. Hoge et al. (2008:224) recommend the following effective treatment, and 

some will be included in the guidelines: 
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TABLE 6.11: PRINCIPLES FOR EFFECTIVE TREATMENT OF YOUTH WITH MENTAL 

HEALTH CHALLENGES 

PRINCIPLES  RECOMMENDATIONS  

Assess (and Treat) 

Symptoms, Not Events 

Standardized assessment tools typically ask the respondent 

about either experiences or symptoms. There are many reasons 

why event-based assessments are less desirable than symptom-

based assessments and treatment, including  

- refusal to disclose due to shame, lack of trust, fear of 

reprisal; 

- failure in memory and recall (i.e., the event may be 

repressed);  

- denial or minimalization; and  

- traumatization and compromised emotional safety. 

Functional elements to be included in the guidelines 
 Service providers should assess the youth’s condition through standardized 

assessment tools. 

 Treat the symptoms identified. 

Empower Youth by 

Involving them in Treatment 

Decisions 

 

Because the essential nature of trauma is powerlessness, 

coercion of any sort is damaging at worst and not helpful at best. 

Clinical staff are trained to be the experts in the therapeutic 

relationship. This expertise (“I know what’s best for you”) is often 

perceived by youth in treatment as coercive.  

Functional elements to be included in the guidelines 

 Wherever possible, youth should be involved in decisions in substantive ways. 

       This involvement may take the form of : 

- informing youth about all procedures and possible outcomes,  

- explaining what the information will be used for and respecting youths’ wishes not 

to disclose,  

- partnering with youth in treatment planning and goal setting, and  

- maximizing youths’ control over crisis interventions through advance directives. 

Identify Developmental 

Disruptions 

 

 

The age at which the youth first experienced a traumatic event 

has direct implications for child development and treatment. 
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Functional elements to be included in the guidelines 
 Assessment and treatment should focus on age-related markers, such as grade level 

or important family events. This focus will give the clinician a better understanding 

of when the youth first began to have emotional problems, when they began to use 

substances and why, and how trauma may or may not be related to their behavioural 

health problems. 

Assure Safety Provision of emotional and physical safety is the first duty.  

 

Functional elements to be included in the guidelines 
 Assessment of safety is critical. If the youth does not feel safe, treatment is 

irrelevant. This information is necessary to understand the youth’s current 

experience and perception of physical and emotional safety. 

  Threats of reprisal for disclosure as well as the emotional costs of family betrayal 

should be taken seriously. Staff members also should be cognizant of the lack of real 

protection that they can offer. 

Provide Treatment 

Continuity 

 

Continuity of care is critical in this population. Keeping in mind 

that abused and neglected children have not had consistent adult 

support in their lives, treatment professionals have the 

opportunity to serve as surrogate parents and thereby enable a 

child to learn that adults can be safe.  

Functional elements to be included in the guidelines 
 Developing and maintaining trust is essential 

 The same people should provide the assessments and treatment, and all services 

managed in an integrated fashion to the degree possible. In this way, youth: 

- can create trusting, stable relationships, and 

- do not have to recount their stories repeatedly
Be Trauma-Informed 

 

Given the high incidence of abuse among youth in juvenile 

corrections/ detention, all services and staff members, including 

medical, psychological, substance abuse, social work, education, 

and security, should be trauma-informed.   

Functional elements to be included in the guidelines 
 All personnel must be able to identify symptoms of trauma, interact with the youth 

appropriately, and refer, as needed. Because substance use, mental health issues 

and medical problems are intimately related to trauma and each other, treatment 

services, in particular, should be trauma-informed.  

 Also, trauma-specific services should be developed to address trauma-based 

reactions. 

Provide Integrated Care 

 

Because trauma reactions are intertwined with substance use 

and mental health problems, the assessment and treatment for 
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any one of these issues should address the interactions of all of 

them. Integrated mental health and substance abuse treatment 

for persons with histories of trauma is superior to both parallel 

and sequential treatment. 

Functional elements to be included in the guidelines 
 To the degree possible, youth should have opportunities to explore the 

relationships among these problems, to identify new and more functional, adaptive 

strategies to trauma. 

Involve Security Staff in 

Behavioral and Crisis 

Management 

 

Juvenile corrections officers (as well as family and educators) 

spend many more hours of each day with youth. The involvement 

of these staff members in behavioral and crisis management is 

critical, like assessment and treatment staff.  

Functional elements to be included in the guidelines 
 Security staff members must be trained in trauma issues, standard operating 

procedures (SOPs) for physical management should be reviewed, and all staff 

should work together to identify and implement concrete behavioral management 

plans. 

  At a minimum, corrections staff should refrain from the use of excessive force 

and shaming. 

Provide Gender-, Culturally, 

and Developmentally 

Appropriate Care 

 

Treatment must reflect the various gender, cultural, and 

developmental aspects of youth. To a large degree, symptom-

based assessments and treatment avoid some of the gender and 

cultural pitfalls of pursuing the meaning of events. Assessment 

and treatment can be improved to the degree that staff personnel 

reflect the characteristics of the youth.  

Functional elements to be included in the guidelines 
Treatment should be tailored to age groups and gender and implemented within a culturally 

competent framework. 

 

 

6.7 CONCLUSION 

Chapter 6 describes the functional elements to be included in “The Guidelines” and 

the implementation of Phase 2 of the IDD Model of Rothman and Thomas (1994:33), 

i.e. information gathering and synthesis.  

Through this study, the researcher aimed to develop practice guidelines to assist the 

MDT in managing and caring for young people with mental health challenges in a 

secure centre. The task objectives identified in section 1.5.3 were executed to help 
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the researcher develop practice guidelines for the MDT on interventions that will 

improve the care and management of youth with mental health challenges.  

The outcomes of these objectives resulted in the specific focus areas to be included 

in “The Guidelines”. The outcome of the study objectives which were to explore and 

describe current existing management and care protocols for youth in conflict with 

the law, who are living with a mental illness was illustrated in this chapter. The 

functional elements to be included in “The Guidelines” were identified. Functional 

elements used for developing “The Guidelines”, the origin of the elements and the 

place where they have been used are summarized as follows: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

450 
 

TABLE 6.12: SOME FUNCTIONAL ELEMENTS TO BE ADAPTED IN “THE GUIDELINES” 

Origin of the Element  Functional Element  Place in “The 

Guidelines” 

The Blue-Print Minimum 

Norms and Standards for 

Secure Care Facilities in 

South Africa  2010 

Accountability- 

Everyone who intervenes with 

young people and their families 

should be held accountable for 

delivering an appropriate and 

quality service. 

Chapter 7 

Mental Health Training 

and Development 

Programme for the MDT. 

 Age Appropriate- 

Every child should be addressed 

appropriately to their age and 

intellectual development and in 

their language. 

Chapter 7 

Developmental 

Assessment -IDP & CP 

interventions. 

 The best interest of the child- 

Regular developmental 

assessments must be conducted 

to strengthen the young person’s 

development through positive 

developmental experiences. 

Chapter 7 

Developmental 

Assessment, 

Management and Care.  

 Continuum of care and 

development- The changing 

social, emotional, physical, 

cognitive, and cultural needs of 

the young person and their family 

should be recognised and 

addressed throughout the 

intervention process. Links with 

continuing support networks and 

resources should be encouraged 

after Disengagement. 

Chapter 7 

Reintegration and After-

Care. 

 Family Preservation- All services 

should prioritize the goal to have 

young people remain within the 

family when a young person is 

placed in alternative care, and 

services should aim to retain and 

support communication and 

Chapter 7 

Reintegration and After-

Care. 
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relationships between the young 

person and their family. 

 Restorative Justice-  

This approach to young people in 

trouble with the law should focus 

on 

restoring societal harmony and 

putting wrongs right rather than 

punishment. The young person 

should be held. 

Chapter 7 

Family Preservation, 

Reintegration and After-

Care.  

 The Rights-Based- The rights of 

young people as established in 

the South African constitution and 

the various international 

conventions ratified by South 

Africa should be promoted. 

Chapter 7 

Mental Health Training 

and Development 

Programme for the MDT. 

 Strength-Based -Services on all 

levels of intervention should 

identify and build on strengths of 

the child and family as a matter of 

priority. 

Chapter 7 – Early 

Identification: Screening 

and Assessment. 

The Bernalillo County 

Juvenile Detention Centre 

model: Mental Health Intake 

Assessment Centre Skowyra 

and Cocozza (2007) 

Recognition of a centralized, 

Comprehensive Intake process 

for Mental Health Screening and 

Assessment 

Chapter 7 – Early 

Identification: Screening 

and Assessment. 

Cayuga Home for Children’s 

Multi-Purpose Dimensional 

Treatment: Foster Care 

Programme 

 Skowyra and Cocozza (2007) 

Recognition of Community Based 

placement and Interventions for    

(i) Diversion programme    

(ii) Reintegration and After Care 

Programmes specific for youth 

with mental health challenges. 

Chapter 7 –  

Diversion programmes  

Reintegration and After-

Care  

The Family Integrated 

Transitions Project (FIT) 

Skowyra and Cocozza (2007) 

Recognition of Treatment 

Approaches which Encompass 

Ecological, individual and Family-

centred 

Chapter 7- 

Ecological, Individual and 

Family 

Colorado Crisis Intervention 

Team (CIT) 

Recognizing its Law enforcement 

approach for responding to the 

Chapter 7 

Collaboration  
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Skowyra and Cocozza (2007) Mental Health Crisis by trained 

Mental Health Police Officers. 

The Cook County Juvenile 

Court Clinic Model Illinois 

Recognizing a Multi-Disciplinary 

Intervention Approach 

- Clinical Mental Health    

Coordination,  

- Education and Intervention 

Resources, 

- Mental Health Clinic 

Administration  

- Programme Evaluation 

Chapter 7  

Multi-Disciplinary 

Intervention 

 

The findings and conclusions regarding the data obtained in chapters 4 and 5, and 

the literature review provided the researcher with a knowledge base from which to 

develop management and care guidelines for youth with mental health challenges. 

The discussion on literature consulted during this Section through a literature review 

enabled the researcher to pick out a wide range of programmes dealing with youth 

presenting with mental health challenges. 

As mentioned in chapter1 of this study, the goal and objective of this research is to 

develop an in-depth understanding of the management and care guidelines required 

by the MDT for youth with mental health challenges at CYCCs and; 

• To determine how and with what the multi-disciplinary team would like to be 

supported, 

• To formulate management and care guidelines for intervention that would assist the 

MDT in presenting mental health challenges at CYCCs. However, there are factors 

to be considered when developing management and care guidelines for youth with 

mental health challenges within the youth justice system. As stated before, the 

National Department of Social Development has provided a Blue-Print for Minimum 

Norms and Standards to be implemented in secure care centres; however, these 

guidelines are for all young people in conflict with the law. The Blue-Print has 

provided practice principles for managing youth in conflict with the law in secure 

centres nationally. The young people with mental health care needs are to be catered 
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for under these practice principles. The Blue-Print for Change Model is meant to 

create an awareness of mental health in the juvenile courts, secure care facilities, 

and the community. The practice principles encourage service providers to:  

• admit and assess every young person upon arrival 

• To have an Individual Development Plan for every youth 

• To develop a care-plan and prepare the youth for reintegration and after-care 

The overall care and management should uphold the best interest of the youth. 
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7 CHAPTER 7: PRACTICE GUIDELINES FOR THE MULTI-

DISCIPLINARY TEAMS ON THE MANAGEMENT AND CARE 

OF YOUNG PEOPLE WITH MENTAL HEALTH 

CHALLENGES IN A SECURE CARE CENTRE: WORKSHOP 

AND PILOT STUDY FINDINGS 

7.1 INTRODUCTION 

This chapter has two sections, namely: 

 Section one is an overview of the consultative workshop, where the researcher 

developed practice guidelines for the management and care of young people 

with mental health challenges. 

 Section two is a pilot study where the researcher's practice guidelines were 

applied to the early identification of young people with mental health 

challenges.  

In Chapter One, the research problem was discussed, and the following research 

question was formulated: What are the management and care guidelines for 

youth with mental health challenges at Child and Youth Care Centres (CYCC) 

for the Multi-Disciplinary Teams (MDT). The above-defined research question 

drove this research, as guidelines according to which these services should be 

rendered were in practice, deficient and lacking. As a result, the present study's goal 

was to address this problem by developing management care guidelines. The 

development of “guidelines” was planned according to phase 3, step 1-2 of the IDD 

model of Rothman and Thomas (1994). 

According to the Health Sciences Library (2019:1), practice guidelines are a 

statement produced by a panel of experts that outlines current best practices to 

inform health care professionals and service recipients in making clinical decisions. 

The MDT and other experts in the child and youth care system were involved in a 

consultative workshop to develop these guidelines. 

Van der Westhuizen (2010:230) concurs that practice guidelines should be based on 

best practices, leading to the optimal delivery of services to meet an ideal standard 

of care for a given client population under given circumstances. 
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Before the guidelines could be presented, the researcher will discuss what guidelines 

are concerning mental health. According to the Centre for Addiction and Mental 

Health (CAMH) (2014:37), the guidelines define best practises for mental health 

promotion initiatives, comprised of a broad range of interventions, including services, 

information, programs, campaigns strategies, research and evaluation. According to 

the authors, the guidelines are based on mental health promotion principles that have 

been identified through critical analysis of the literature review. These guidelines are 

not intended to be used as an evaluation tool. Still, they are designed to encourage 

health and social science practitioners and others who work with children, youth, and 

families to include mental health promotion principles in existing services and help 

them develop new initiatives. The guidelines may also help when advocating with and 

on behalf of children and youth with mental health care needs.  

The Centre for Addiction and Mental Health (CAMH) (2014:37) believe that not all 

interventions will apply in all context because the guidelines are based on ideal 

mental health promotion initiatives.   The authors advise practitioners to consider their 

available resources and possible restrictions, given their organisation's overall 

mandate, and apply relevant programming needs.  The guidelines should also be 

feasible and straightforward, explaining the “what” and “how” of implementation to 

make a difference in the outcome of events (Hepworth et al. 2006:432: Ramsey, 2001 

(2): 8-10; Alston & Bowles, 2003:169, 305).  Proctor and Staudt (2003:230) suggest 

that outcome targets should be developed, after which associated interventions for 

each target should be described.  

 The purpose and formulation of Management and care guidelines (“The 

Practice Guidelines”)  

The primary purpose of developing “The Guidelines” was previously explained as 

empowering the MDT to be in a position to intervene in the life space of young people 

presenting with mental health challenges. The practice guidelines aim to improve how 

services are rendered to young people and to simplify the decisions of “what to do” 

in managing the young people afflicted by mental health challenges, and “how to 

motivate” the affected youth to actively participate in actions that would improve their 

social functioning (Kirk, 1999:304). 
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According to Pathways to Mental Health Services (2011:2-3), guidelines identify 

specific required components that support the standard expectations for practice 

behaviours by service providers. The guidelines are intended to facilitate a common 

strategic and practical framework that integrates service planning, service delivery, 

coordination of services, and management among all those involved in providing 

mental health services.   

Kirk (1999:304) identified various pointers for consideration when developing 

guidelines for a specific service. The guidelines should be: 

 Based on a scientific foundation and best practices. 

 User friendly. 

 Manageable in addressing possible obstacles. 

 Aimed at specific outcomes.  

 Clear about the target audience. 

 Related to existing theory and research findings.  

 Based on outcome targets, after which associated interventions to each target 

are described. 

 Related to existing theory.  

 Feasible and clear, explaining the how, where and who, to facilitate change.  

The Pathways to Mental Health Services (2011:1) concurs with Kirk (2009:304) as 

they also developed the Core Practice Model (CPM) to provide practical guidance 

and direction for service providers involved with families and children who may have 

mental health needs. According to Pathways to Mental Health Services (2011:2-3), 

there are striking similarities between the core elements, values and practices 

embodied in these initiatives, including; shared responsibility, collaboration, cultural 

competence and humility, child-centred and family-focused systems, permanency, 

evidence-based practices, transparency and accountability. During the consultative 

process, these pointers were used on the practice guidelines to provide guidance and 

direction to the researcher. 
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 Critical Domains of Practices that are part of Guidelines 

The roles of various professionals working with youth in detention centres with mental 

health challenges are often overlapping and competing. The domains built in this 

study should provide awareness programmes to prevent the various groups from 

competing, which may mean that the youth's interests are not prioritised. 

Furthermore, Stuart and Carty (2006:25) have identified seven domains of practice 

that describe the elements of competence required of child and youth care practice 

that can be part of guidelines and are presented in Figure 7.1 as follows. 

 

FIGURE 7.1: CRITICAL DOMAINS OF PRACTICES THAT ARE PART OF GUIDELINES 

 

 

Having presented the above figure 7.1, a short description of the domains will follow:  

 Guidelines into the self 

Stuart and Carty (2005:25) describe the self as the foundation of effective work in 

optimising the mental health of children and youth; they call it: 

Guidelines into the 
self

Guidelines into 
professionalism

Guidelines into 
Communication

Guidelines into 
systems

Guidelines into 
youth 

development

Guidelines into 
relationships

Guidelines into life 
space 

interventions

Guidelines into 
training and 

supervision for 
peer counsellors 
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 the area of influence in which the practitioner utilises self-awareness to 

guide his/her interactions with all clients, working with youth. It is a process 

of the self in action.  

 a lifelong commitment to developing and utilising the self in practice 

ensures that self-care and reflective practice guide all other practice 

domains. The practitioner continuously assesses his\her skills, knowledge 

and personal wellbeing, and the ability to reflect on these factors' impact 

on the day-to-day routine by being aware of personal and professional 

boundaries. 

 Guidelines into professionalism 

According to Stuart and Carty (2005:26), in this domain, the practitioner can quickly 

identify ethical dilemmas or conflicts in professional opinions based on different 

values. It addresses ethics, professional identity and professional behaviours, 

supervision, and how diverse identities are managed professionally. 

 Guidelines into communication 

Stuart and Carty (2005:26) suggest that communication is a domain of influence 

through which the self-expresses itself professionally by analysing their audience to 

identify what is required and observe verbal and non-verbal expressions and written 

or visual messages. 

 Guidelines into systems 

According to Stuart and Carty (2005:27), systems thinking is a central organising and 

conceptual framework of child and youth care practice. It is the lens through which 

the practitioner gains access into the child’s life through assessment and intervention. 

It is also the influence that requires the practitioner to incorporate environmental 

conditions such as the child's historical and cultural aspects. Furthermore, all the 

systems, including the micro-system (secure care centre), is the domain whereby the 

child, the family and the practitioner interacts.  

 Guidelines into youth development 

Stuart and Carty (2005:27) advise that the practitioner must be able to assess the 

status of a youth development (holistically) and identify areas of competence and 
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areas of developmental delay. This assessment and understanding is the basis upon 

which interventions are planned and executed.  

 Guidelines into relationships 

According to Stuart and Carty (2005:25), genuine relations are a critical area of 

influence based on empathy and positive regard for children, youth and families when 

promoting optimal development, and the following sub-domains within this domain 

were identified; 

 Caring: - the practitioner values caring for others as an essential 

component for emotional growth in a safe and nurturing environment, and 

they teach self-care skills to their clients, ensuring that their physical health 

and safety are protected. 

 Engaging: - therapeutic relationship involves a connection, alliance or 

association with children, youths, families or other service recipients, and 

practitioners engage in the active development of therapeutic relationships 

and genuinely develop an empathetic understanding of the perspective of 

another. 

 Use of activities: - practitioners select recreational activities and day to 

day life experiences that are opportunities for developing relationships 

engaging the youth in social learning, and developing competence in new 

areas. 

 Teamwork: - the practitioner demonstrates the ability to work with multi-

disciplinary and programming teams, assuming responsibility for collective 

duties and decisions. 

 Professional relationships: - the practitioner demonstrates an 

understanding of integrated service delivery by working in partnership with 

professionals and community organisations. 

 Guidelines into life space interventions 

Stuart and Carty (2005:25) state that the area of influence includes the practitioner’s 

ability to integrate current knowledge of human development with the skill, expertise, 

objectivity and self-awareness essential for developing, implementing, and evaluating 
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effective intervention programs for youth. The goal of any intervention is to further the 

child’s development or correct socially inappropriate behaviour. It includes moment-

to-moment interventions, the activities of daily living, activity programming, planned 

interventions, advocacy, group work, observation assessment and reporting, and 

evaluation, which are discussed in the following: 

 Moment to moment: - the practitioner understands that every interaction 

with the child and the day-to-day life experiences shared with a child are 

opportunities for growth and development, as ‘moment to moment’ 

interventions address basic needs and the developmental change process.  

 Observation, reporting and assessment: - observation is a process of 

monitoring progress and identifying strengths and weaknesses, which 

leads to defining the intervention method required for successful goal 

attainment, the observation form, as a moment-to-moment intervention 

tool, as the pilot study suggested. 

 Activities of daily living: - the practitioner also understands and facilitates 

the planned arrangement of the physical environment, activities of daily 

living, including eating, grooming, hygiene, sleeping and rest, by teaching 

basic care skills to the youth, whilst ensuring that the client’s physical 

health and safety is protected.  

 Activity programming: - An understanding of the significance of play and 

recreational programming and their usefulness as reaching and learning 

tools. This is one of the areas highlighted by peer councillors as they 

advocated for youth with mental health challenges. 

 Guidelines into training and supervision for peer counsellors  

In the child and youth care environment, The Minimum Norms and Standards for 

Secure Care Facilities (2010:133) highlights the importance of having youth 

participate in decisions and matters affecting them.  Nominated peers (peer 

counsellors in this study) provide services for youth in conflict with the law in Secure 

care centres.  
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The researcher has documented the training needs for peer counsellors as they have 

provided valuable information in the development of this study and caring for youth 

with mental health challenges. Heyns (2015:64) suggested that the child’s peers who 

reside in a mainstream child and youth care centre to be educated on mental health 

problems and its related complications. This might help a child to not reject their peers 

with mental health problems. Kellet (2011:33) concurs, by highlighting the research 

gap, in how we willingly involve an adult advocate for a child with complex disabilities, 

recognising the need for bridging expertise. Rarely do young people get employed 

as bridging experts. 

There is much practice to explore, and policy to develop to better use peer bridging 

to enhance our engagement's efficacy. Kellet (2011:2) also supports the idea of 

engaging, educating or developing a listening culture. When children are not listened 

to, it could have serious consequences. Adult-child power relations are at the heart 

of the listening process, and generational issues feature prominently. There is a form 

of ‘generational ordering’ at work in the way children are contained.  

Furthermore, Kellet (2011:6) states that creating space for children to express their 

views is implied in article 12 of the United Nations Convention on the Rights of the 

Child (UNCRC). The report encourages professionals to be proactive rather than 

passive in providing for, encouraging, and facilitating children to express their views 

in safe spaces without fear of reprisal. Having mentioned the value of having peer 

counsellors in a secure care centre, ethical issues which are central to the guidelines 

in the management and care of youth with mental health challenges will now be 

discussed. 

The researcher has discussed the critical domains of practice that are part of 

management and care guidelines for youth with mental health challenges. It is 

imperative to discuss the core values of social work and child and youth care work 

incorporated in the management of youth in the secure care facility, followed in the 

next section. 

 Core values of social work and child and youth care work 

Smiar (2018:10) states that professionals' training and development should promote 

others' wellbeing and avoid activities/ interventions/ relationships that may harm or 
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discomfort practitioners, especially practitioners working with violent clients. The core 

values at this point support the critical domains of practices that are part of the 

guidelines. 

According to Smiar (2018:10), core values of social work and child and youth care 

work entails: 

 Service delivery: primary professional responsibility is to the client (Child or 

family) employing best practice knowledge and competent practice holding the 

self-responsible for quality to the extent of services 

 Social justice: doing what is right, and practice non-discrimination, observe the 

rights of parents and families and significant others. 

 Dignity and worth of the person: treating each child, youth, family with respect 

and dignity and no abuse or corporal punishment. 

 Importance of human relationships: care and concern for others’ confidentiality 

and maintaining professional boundaries. 

 Integrity: accurate representation of self (qualifications, duties, etc.) support 

for the ethical conduct of individuals and organisations. 

 Competence: continuing education in child and youth care work or social work. 

The above values of social work and child and youth care work are critical in the 

secure care centre when managing youth with mental health challenges. The values 

should be part of practice guidelines to safeguard this population. Having discussed 

the core values of social work and child and youth care work above, it is important to 

discuss ethical issues involving the person’s moral obligation to the client and 

outlining legal concepts to be followed.  In this instance, the needs of young people 

with mental health challenges have not been adequately met in secure care facilities; 

therefore, ethical issues must be developed to be part of the guidelines.  

 Ethical issues central to guidelines 

Ethical considerations should centrally feature in all activities related to young people, 

especially youth with mental health challenges, seeing that mental health issues are 

human rights issues. Therefore, guidelines should be at the centre stage of every 
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CYCC, including ways we engage with them.  According to Smiar (2018:30-32), there 

is much shame attached to the harm we have perpetrated against children in the 

guise of promoting their best interests, from legalised assaults to cruel experimental 

research. These ethical standards take precedence over the worker’s value system. 

If one or more standards apply, these must be followed. If the code does not address 

a specific problem, or if several standards of the code provide conflicting guidance, 

then an ethical principal screen should be used, which entails: 

 Protection of life 

 Equality and inequality  

 Autonomy and freedom 

 Least harm 

 Quality of life    

 Privacy and confidentiality 

 Truthfulness and full disclosure  

The researcher has presented the above core values and ethical standards needed 

when providing services to clients and vulnerable groups, like young people with 

mental health challenges in a CYCC. For the above services to be practical, 

guidelines need to be developed to guide and support service providers the MDT in 

the secure care centre. The following guidelines were developed in a national 

consultative workshop.   

 The national consultative workshop for the formulation of management 

and care guidelines (“Practice Guidelines”) 

As previously discussed in subsection 17.1.4, the researcher organised a 

consultative workshop to involve experts in the CYCC field to present the research 

findings on the management and care guidelines for young people with mental health 

challenges in conflict with the law detained at CYCC. The United Nations Children’s 

Fund (2006:1) defines youth in conflict with the law as those under the age of 18 who 

fall within the justice system due to being suspected or accused of being in breach of 

the law.  

To develop these guidelines, the researcher planned or arranged a consultative 

workshop attended by experts in the child and youth care field.  
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The purpose of the consultative workshop was to:  

 present research findings from focus group discussions in Chapter four and 

five of this study.  

 to tease off and develop management and care guidelines required by the 

MDT to execute their tasks and intervene in young people's life-space with 

mental health challenges in a secure care centre. This is acknowledged as 

good practice, according to Bailey-Dempsey and Reid (1996:214). It allows 

potential users of the intervention to be involved in the development of the 

initial design of the guidelines at an early stage,  

 the consultative workshop was also used to identify functional elements under 

Phase 3, Step 1 and 2 of the IDD model designed by Rothman and Thomas 

(1994). The functional features identified are included in the MDT practice 

guidelines discussed in Chapter 6 (sub-section 6.3). The formulation of the 

guidelines is outlined in the following section.  

To secure attendance from other state-run secure care facilities, the researcher 

approached the Director National Department of Social Development Office to 

request permission (see addendum C) to avail secure care facilities representatives 

to attend the workshop.  The researcher approached attendees such as Social 

Workers, Child & Youth Care Workers, including experts like Occupational 

Therapists, Psychologists and Educational experts in the Child & Youth Care Centres 

nationally. Other experts in attendance were the Psychiatrists from Sterkfontein 

Mental Hospital in Gauteng. In total, 65 participants from nine provinces were in 

attendance, considering the CYCC operates in six of the nine provinces. 

Invitations were sent to the National Department of Social Development and the 

Directorate; crime prevention coordinated the attendance for government-run run 

facilities. The workshop took place over two days and was held on the 27-28th of 

October 2018, at Smart Global Campus in Mogale City, Krugersdorp. As mentioned, 

the participants were chosen because they were professionals possessing profound 

knowledge, and they were experts in Child & Youth Care Work. Also, other 

participants were from the 11 facilities from the privately run CYCC.  Workshop 
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delegates were requested to complete an evaluation form after the workshop, as 

recommended by (Kirk, 1999:304). 

The above process is supported by Strydom (2011:238), who states that there might 

exist a wealth of literature in any discipline. Still, they mention that this usually 

represents only a section of the knowledge of people involved in the specific field. 

Therefore, they believe that it is valuable for prospective researchers to utilise 

experts' knowledge and experience since social work is broad, people tend to 

specialise or have been active for many years in that specific area.  Authors such as 

Monette, Sullivan and De Jong (1998:93) and Neuman and Kreuger (2003:461) 

believe that as much as possible should be learned from others' experiences so that 

the researcher can benefit from the efforts of others.  

As applicable to this study, the information in the formulation of guidelines was 

obtained from the focus group interviews with the MDT and the focus groups sessions 

held with the Peer Counsellors. The findings were later presented to a national 

consultative workshop arranged through the Department of Social Development, 

which will be discussed in the next session section. 

 The content of the workshop 

A consultative workshop arranged through the Department of Social Development 

was held to formulate guidelines, which will be discussed in the following Table 7.1. 

 

TABLE 7.1 CONTENT OF THE WORKSHOP 

 Presentation of the research findings 

 Discussions on youth with mental health challenges in secure care centres 

 Clarification and feedback on specific questions 

 The evaluation and development of the guidelines by delegates 

 

The workshop delegates were presented with themes from the research findings 

emanating from focus group discussions in Chapter four and five of the study, 
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accommodating different experiences and points of view (Gilgun & Sand, 2014:569). 

The feedback presented below was received from delegates in the form of comments 

or suggestions: 

 Presentation of the research findings 

As mentioned previously, the purpose of the workshop was to present research 

findings emanating from discussions on youth with mental health challenges in 

secure care centres. The researcher addressed the participants by doing a 

PowerPoint presentation of the research mentioned above findings whose 

experience and opinions could be utilised in this study. 

In the workshop, participants were divided into ten working groups. The MDT/ PC 

findings were divided into 11 themes, and each group had a theme from the 11 

themes except for group 10, which had two themes, that is, 10 and 11 from both MDT 

and PC findings.  The reason for the MDT findings was that theme 11 had two sub-

themes, and under the PC findings, theme 10 had two sub-themes. Combining theme 

10 and 11 and allocating it to group 10 was influenced by the fact that both were at 

the end of the table, enabling simpler management and control.  

 Discussions on youth with mental health challenges in secure care centres 

Group discussions commenced, and a scribe was allocated to each group with a flip 

chart used to note comments, issues raised, concerns relating to the theme under 

discussions. All proceedings were video recorded, and handwritten notes were taken. 

Each scribe was tasked to consolidate the report at the end of each debate, 

presented during the feedback sessions. 

 Clarification and feedback on specific questions  

At the workshop, the researcher requested feedback from the delegates on matters 

described in the formulated Practice Guidelines. Workshop delegates were asked 

specific questions, which were followed by general discussions.  

The following feedback in the form of either comments or suggestions was received 

on the following questions: 
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1. 2. 3. 4. 5. 6. 

Discussion 

of the 

findings 

Decide 

WHAT 

must be 

done, or 

WHAT 

should be 

done 

WHO 

(Which 

member 

of the 

MDT) 

should 

take 

action 

HOW will 

the 

identified 

gap/need 

be 

addressed?  

Which 

resources 

will be 

utilized? 

WHEN and 

in what 

situation/ 

Life space 

intervention/ 

Process will 

the relevant 

Theme be 

applicable? 

WHICH 

control 

documents 

should be 

designed 

and used? 

 

 The evaluation and development of guidelines by delegates. 

Previously the researcher indicated that the consultative workshop would assist in 

teasing off and also to develop management and care guidelines for youth with 

mental health challenges in a secure care environment. In terms of the Minimum 

Norms and Standards for Secure Care Facilities (2010), practice guidelines were 

provided for youth in conflict with the law. However, the caregivers were challenged 

in the management of the affected individuals in their care. The development of 

management and care guidelines would offer the necessary direction when 

intervening in these young people's life space. As a result, the delegates in this 

workshop were provided with the research findings, including storylines and 

recommendations from the focus group discussions where challenges were 

presented in managing youth with mental health needs. The delegates evaluated the 

existing standard operating procedures and developed intervention strategies for the 

affected young people's management and care. The following Table 7.2 presents the 

developed management and care guidelines.  
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TABLE 7.2: THE EVALUATION AND DEVELOPMENT OF THE GUIDELINES BY DELEGATES 

THEME 1: PARTICIPANTS ACCOUNT OF WHETHER STAFF MEMBERS HAVE THE 

ABILITY TO IDENTIFY YOUTH WITH MENTAL HEALTH CHALLENGES 

1. Discussion of the 

finding 

 Difficult to identify young people with mental health challenges 

upon admission. 

2. Decide WHAT 

must be done, or 

WHAT should be 

done  

 During admission, young people’s feelings must be dealt with 

in a respectful and dignified manner. 

 Admitted youth are already in a state of fear and require 

sensitive care. 

3. WHO (WHICH 

member of the MDT) 

should take action? 

 Child and youth care worker overseeing admissions. 

4. HOW will the 

identified gap/needs 

be addressed, and 

WHICH resources 

will be utilized? 

 Provide early identification programmes to raise awareness of 

mental health needs. 

 Child and youth care workers should be trained in mental 

health care to reduce risk factors such as self-harm or 

aggression toward others. 

 Provide remedial teachings to staff. 

 Encourage training institutions (i.e., Universities) to develop a 

suitable curriculum. 

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 Upon admission of youth into the facility, all workers must 

have the capability to intervene and proactively manage risk. 

 HR must recruit staff according to the mental health care 

needs defined in the strategy and aligned to the Blueprint. 

6. WHICH control 

documents should 

be designed and 

used? 

 A standardised assessment tool to be developed and used 

before admission, during admission, and continuously to 

assess the child’s behaviours and needs. 

 Training program for staff targeting mental health challenges. 

Identified Management and care Guidelines  
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 Provide early identification programs to raise awareness of behavioural symptoms, 

disorders for early intervention.  

 Child and youth care workers should be trained and empowered to minimise risk in 

mental health care and promote protective factors by providing training programmes. 

 Provide remedial education and encourage training institutions (i.e., Universities) to 

develop a suitable curriculum in mental health care education for youth.  

 Develop management strategies to be known by all caregivers to intervene and 

proactively manage risk from admission onwards.  

 HR must hire according to the mental health care strategy's needs and in line with the 

Blueprint. 

 A standardised assessment tool to be developed and used before admission and 

during admission and continuously assess the child's behaviours and needs. 

THEME 2: PARTICIPANT’S DESCRIPTION OF THE BEHAVIOURAL PATTERNS 

DISPLAYED BY YOUTH WITH MENTAL HEALTH CHALLENGES 

1.Discussion of the 

finding 

 Youth display aggression and anger and are often involved in 

the fighting.  

 Youth have a lack of trust and have difficulty in orders, such 

as taking a bath.  

 They are easily irritated with fluctuating mood swings and 

struggle to interact with their peers, and are restless.  

 They have unrealistic explanations for some of their actions or 

the lack thereof and tend to hallucinate. 

2. Decide WHAT 

must be done or 

WHAT should be 

done? 

 National department to develop policies and procedures, code 

of conduct to guide MDT and staff in managing youth with 

mental health challenges, by providing training to 

communicate clear roles and responsibilities continuously to 

all staff. 

 Provide mentorship programs to support staff, e.g., Peer 

counsellors and volunteers, to empower them to deal with 

youth with mental health challenges.  

3.WHO (WHICH 

member of the MDT) 

should take action? 

 Child and youth care worker overseeing the facilities. 

 All members of the MDT, including security, nurses and 

psychiatric nurses and social workers. 

 Facilities Management should take an active role in ensuring 

the facility is managed according to stipulated mental health 

care plans. 
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4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 An emergency plan must be in place with frequent drills to 

ensure that staff are well trained to deal with situations. 

 Restraining solutions must be made available, i.e., padded 

rooms, to reduce opportunities for self -harm  

 Isolation rooms must be available with constant supervision. 

 Provide medication where necessary to address identified 

behaviours. 

 Frequent staff discussion forums must be available to motivate 

and guide staff in mental health care.  

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 Upon admission of youth into the facility.  

 In all areas within the facility, all workers should know 

strategies to intervene and proactively manage risk. 

 All plans to be reviewed annually or when the need arises to 

provide updates based on recent research findings, 

observations of current approaches' success, and any 

changes in the Diagnostic and Statistical Disorders (DSM). 

6.Which control 

documents should 

be designed and 

used? 

 Standard Operating Procedure.  

 Child Justice Act. 

 Children’s Act. 

 Batho Pele Principles.  

 Bule-Print Minimum Norms and Standards for Secure Care 

Centres. 

 Blueprint for Change. 

 Mental Health Care Act and Policy Guidelines.  

Identified Management and Care Guidelines  

 National Department to develop policies and procedures and code of conduct to guide 

MDT and staff in managing youth with mental health challenges. 

 Provide training to communicate the roles and responsibilities of all staff. 

THEME 3: PARTICIPANT’S ACCOUNT OF WHETHER YOUTH WITH MENTAL HEALTH 

CHALLENGES HAVE SUICIDAL TENDENCIES 

1. Discussion of the 

finding 

 They appear to have suicidal thoughts but without a plan. 

 They have self-harming thoughts. 

 Some may display Manipulative behaviour. 

 Sometimes they are unable to distinguish between right and 

wrong.  

 Show signs of depression. 

 Adequate assessments and youth profiling. 
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2. Decide WHAT 

must be done, or 

WHAT should be 

done 
 

 Identification of high-risk youth and intensive care 

programmes to be in place. 

 Continuous personnel training focussed on early identification 

and conflict resolution, including options of de-escalating 

tense situations.  

3. WHO (WHICH 

member of the MDT) 

should take action 

 All MDT members. 

 Social workers. 

 Occupational Therapist. 

 Psychologists. 

 Professional Nurses 

 Educators. 

 Child and youth care workers. 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Appropriate risk assessment tools. 

 Individual development plan. 

 Care plans for every young person.  

 Recorded and written feedback on youth observations.  

 Family development plan. 

 Staff development and wellness plan. 

 Training programs to detect self-harm, suicidal ideation, 

suicidal tendencies, attention-seeking behaviour.  

 Introduce mental health awareness campaigns that are 

conducted frequently. 

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 Upon Admission of youth into the facility. 

 In all areas within the facility, all workers should know 

strategies to intervene and proactively manage risk. 

 Daily reporting by care workers. 

 Interventions at each stage of the recovery process. 

6. WHICH control 

documents should 

be designed and 

used? 

 Monitoring tools to assess the effectiveness of programmes. 

 Implement youth and staff surveys to assess organizational 

requirements to meet youth's needs with mental health 

challenges. 

 Standard Operating procedures in line with prescribed 

legislation on mental health care in line with the Blueprint. 

 Integrated strategies that all centres can use to create 

uniformity.   

Identified Management and Care Guidelines  
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 Provide standardized assessment tools for profiling youth.  

 Intensive care programmes to be in place for high-risk youth. 

 Provide early identification and conflict resolution skills.  

 Empower MDT/ staff with intervention strategies to de-escalate tense situations. 

 Provide Employee Wellness Programmes. 

 Provide Profession specific Mental Health Care Norms and Standards.   

 Provide uniformed strategies for all CYCC’s.  

THEME 4: PARTICIPANTS’ ACCOUNT OF HOW STAFF, YOUTH AND THE RUNNING OF 

THE CENTRE ARE AFFECTED BY THE BEHAVIOUR OF YOUTH WITH MENTAL HEALTH 

CHALLENGES. 

1. Discussion of the 

finding 

 Staff are overwhelmed, frustrated and are stressed. 

 Staff show a lack of understanding of the drivers of the 

behaviour exhibited.  

 The staff get hurt sometimes in the process and demonstrate 

feelings of helplessness. 

 Youth receiving attention (owing to mental health) causes 

division in the facility and experience conflict from peers. 

 In the facility, youth with mental health challenges are either 

bullies or victims. 

2. Decide WHAT 

must be done, or 

WHAT should be 

done 

 Assist young people to develop self-control and emotional 

awareness 

 Improve peer relations as some young people are scared of 

youth with mental health challenges. 

 Assist in cognitive development. 

 Improve staff management skills. 

 Train non-professionals, e.g., volunteers, to establish caring 

and trusting relationships. 

 Involving and training youth to be peer 

counsellors/supporters/ educators. 

3.WHO (WHICH 

member of the MDT) 

should take action 

 Child and youth care workers overseeing the facilities. 

 All members of the MDT, including security, nurses and 

psychiatric nurses and social workers. 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

 Staff mentorship and care programs. 

 Peer relations and tutoring programs. 

 Facilities to develop a close working relationship with 

psychiatric hospitals for training. 

 Training budgets to be made available. 
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will be utilized? 

documents 

 Facilities to have dedicated psychiatric services. 

 Facilities to have governing councils and advisory 

committees. 

 Provide parent-child education sessions. 

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 Upon admission of youth into the facility. 

 In all areas within the facility, all workers should know 

strategies to intervene and proactively manage risk. 

6. Which control 

documents should 

be designed and 

used? 

 Standard Operating procedures in line with prescribed 

legislation on mental health care. 

 Document Reportable incidents. 

 Update daily occurrence books.  

 Update Individual Development Plan and Care plan for each 

affected young person  

Identified Management and care Guidelines  

 Trained MDT members and staff to provide life skills to youth with mental health 

challenges to develop self-control and emotional awareness. 

 Provide mental health awareness programmes to improve peer relations.  

 Improve Self management skills. 

 Train non-professionals/volunteers in mental health care and to develop a caring and 

trusting relationship. 

 Psychiatric hospitals to provide training to CYCC’s.  

 Provide governing councils and advisory committees (members should have 

knowledge or awareness of mental health care). 

 Provide parent and child mental health education sessions. 

THEME 5: PARTCIPANTS’ ACCOUNT OF HOW STAFF MEMBERS can SUBDUE YOUTH 

WITH MENTAL HEALTH CHALLENGES 

1. Discussion of the 

finding 

 There is a lack of training for personnel on restraining youth 

with mental health challenges. 

 There are no basic skills programmes to provide awareness 

on how to deal with children with mental illness. 
 

2. Decide WHAT 

must be done, or 

 Curriculum Assessment Policy Statements (CAPS) to be 

developed to cater to youth's mental health challenges.  
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WHAT should be 

done 

 Specific Curriculum to be developed for youth with mental 

health challenges. 

3. WHO (WHICH 

member of the MDT) 

should take action 

 Educator (Department of Basic Education). 

 Professional Nurse (Department of Health). 

 Occupational Therapists  

 Psychologists. 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Continuous staff training.  

 Creative teaching methods to give learners an understanding 

of living with mental health. 

 Occupational therapy services to be made available. 

 Educational games to improve mental health to be made 

available. 

5. WHEN and in 

what situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 At the commencement of the educational system. 

 Prenatal collateral needs to follow the child in the education 

system. 

6. WHICH control 

documents should 

be designed and 

used? 
 

 Educational profile. 

 Monitoring and Evaluation tools for each discipline. 

Identified Management and care Guidelines 

 Provide creative teaching methods to give learners an understanding of living with 

mental health challenges. 

 Occupational therapy services must be a standard requirement for CYCC’s.  

 Provide educational games to improve the mental health conditions of affected youth. 
 
THEME 6: PARTICIPANTS’ ACCOUNT OF THE EFFECTIVENESS OF THE ASSESSMENT 

TOOLS IN ASSISTING STAFF 

1. Discussion of the 

finding 

 Assessment tools are not effective in dealing with young people 

with mental health challenges.  

 Those dealing with youth affected by mental illness are not 

equipped to do the required work. 

 Existing assessment tools are understood by a few and are not 

fully embedded in the facility. 
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2. Decide WHAT 

must be done, or 

WHAT should be 

done  

 Mental health screening and assessment should be 

introduced at the earliest point of contact. 

 Assessments should result in a customized profile per child. 

 Screening and assessment instruments should look at both 

mental and substance abuse challenges. 

 Provide an appropriate ratio between staff and youth. 
  

3. WHO (WHICH 

member of the MDT) 

should take action 

 Social Workers. 

 Occupational Therapists. 

 Psychologists. 

 All members of the MDT, including security, nurses and 

psychiatric nurses and social workers. 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Fit for purpose assessment tools. 

 Continuous review of behavioural changes. 

 The appropriate ratio between staff and youth in the facility. 

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will your 

Theme be 

applicable? 

 In all areas within the facility, all workers should know 

strategies to intervene and proactively manage risk. 

 At engagement/ admission of youth with mental health 

challenges. 

6. WHICH control 

documents should 

be designed and 

used? 

 Monitoring and Evaluation tools for each discipline. 

 Standard Operating Procedure in line with appropriate 

legislation and practice guidelines in line with mental health.  

 Introduce awareness campaigns that are conducted 

frequently. 

Identified Management and care Guidelines 

 Provide standardized assessment tools for identifying youth with mental health 

challenges. 

 Screening and assessment tools that look at both mental and substance abuse 

challenges. 

THEME 7: PARTICIPANTS’ ACCOUNT OF THE EFFECTIVENESS OF THE ASSESSMENT 

TOOLS IN ASSISTING STAFF 



 
 

476 
 

1.Discussion of the 

finding 

 Lack of understanding of child emotions and how to control 

emotions 

 Poor knowledge of mental health  

 The Caregivers mirror how communities handle their emotions 

when dealing with mentally ill people and apply the same in 

the facility (uninformed condition). 
 

2. Decide WHAT 

must be done or 

WHAT should be 

done? 

 Provide skills and capacity building for staff. 

 Empowerment of staff in mental health training. 

 Provide basic emotional skills training. 

3.WHO (WHICH 

member of the MDT) 

should take action? 

 Mentors who support child and youth care workers.  

 Occupational Therapists. 

 Social Workers 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Awareness of mental health  

 Develop youth forums to identify behaviours from youth with 

mental health challenges. 

 Provide continuous support for peer counsellors.  

 Expose staff to ongoing training. 

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 Peers report mentors/ care workers when challenging 

behaviour is experienced. 

 Case Managers to be fully briefed and available to manage 

the escalating situation. 

 Ongoing engagement and mentorship of care workers. 

6.Which control 

documents should 

be designed and 

used? 

 Standard Operating Procedure in line with appropriate 

legislation and practice aligned with mental health care 

guidelines. 

 Reportable incident forms. 

 Register to record incidences. 

 Written feedback of medical report to the case manager. 

 Up to date and signed youth’s file. 

Identified Management and Care Guidelines  

 Develop youth forums and create mental health awareness.  

THEME 8: PEER COUNSELLOR’S ACCOUNTS OF HOW STAFF MANAGE YOUTH WITH 

MENTAL HEALTH CHALLENGES AND HOW THE YOUTH REACT. 
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1.Discussion of the 

finding 

 Child Care workers find it challenging to manage youth with 

mental health care challenges consistently.  

 Some are abrasive, and others are kind, others aim to 

reprimand. No defined approach to managing youth with 

Mental Health Challenges.  

 Staff attitude is sometimes not suitable for children with mental 

illness. 

 Youth display different behavioural patterns; some are 

aggressive, disrespectful, and feel uncared for, while others 

react positively. 

2. Decide WHAT 

must be done or 

WHAT should be 

done? 

 Create awareness programmes for staff on mental health 

challenges. 

 Help staff understand the root cause of challenging behaviour. 

 Staff capacity should be increased. 

 There must be clear accountability for how staff manage youth 

with mental health challenges. 

 Staff attitude when working with youth must be assessed and 

corrected where necessary. 

 There must be a commitment to provide quality care from 

caregivers.  

3.WHO (WHICH 

member of the MDT) 

should take action? 

 Social Workers. 

 Occupational Therapists. 

 Psychologists. 

 Professional Nurses. 

 Educators. 

 Child and Youth Care Workers. 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Provide continuous training. 

 Staff awareness, support and competency assessments to be 

provided.  

 Provide adequate handling skills and restraining services 

concerning mental health behavioural challenges. 

 The code of conduct rules should apply when it is suspected 

that a youth with mental health challenges has been 

mistreated by staff. 

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

 Daily reviews. 

 All MDT interactions. 

 Top to bottom feedback regarding challenging behaviour. 
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Process will the 

relevant Theme be 

applicable? 

 Establishing a referral program to assist youth with 

challenging behaviour. 

6.WHICH control 

documents should 

be designed and 

used? 

 Amendment of Standard Operating Procedures specifically for 

mental health. 

 Training Material to be designed. 

 Reportable incident forms to precisely track mental health. 

 Referral to specific institutions. 

 Feedback of medical needs to the case manager. 

 Keep an up-to-date outcome-based staff training file. 

Identified Management and care Guidelines  

 Increase staff capacity to prevent burnout of care staff. 

 Provide staff support and competency assessments. 

THEME 9: PARTICIPANT’S DESCRIPTION OF WHETHER THE CURRENT EDUCATIONAL 

SYSTEM CAN PROVIDE EDUCATIONAL SERVICES FOR YOUTH WITH MENTAL HEALTH 

CHALLENGES 

1. Discussion of the 

finding 

 Current education system not accommodating the needs of 

youth with mental illnesses. 

 Limited resources are available that focus on youth with 

mental challenges. 

 No easily accessible education programmes to appropriately 

train staff on mental health challenges.   

 No minimum criteria are available in recruiting staff that will 

deal with youth with mental health challenges. 

2. Decide WHAT 

must be done, or 

WHAT should be 

done 

  

 Seek remedial teachers to guide staff on how to engage with 

children with mental illness practically.  

 Special classes must be made available to cater exclusively 

to the needs of children with mental illness. 

3. WHO (WHICH 

member of the MDT) 

should take action 

 Social Workers  

 Occupational Therapists. 

 Psychologists.  

 Professional Nurses. 

 Educators. 

 Child and Youth Care Workers. 
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4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Fit for purpose assessment tools. 

 Continuous review of behavioural changes.  

 The appropriate ratio between staff and youth.   

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 In all areas within the facility, all workers should know 

strategies to intervene and proactively manage risk. 

 At engagement/ admission of youth. 
 

6. WHICH control 

documents should 

be designed and 

used? 

 Monitoring and Evaluation tools for each discipline. 

 Standard Operating Procedure in line with appropriate 

legislation and practice guidelines in line with mental health. 

 Introduce awareness campaigns that are conducted 

frequently. 
 

Identified Management and care Guidelines  

 Reportable incident forms to precisely track mental health challenges. 

 Continuous review of behavioural changes. 

 The appropriate ratio is required of staff and youth with mental health challenges. 

THEME 10: PARTICIPANT’S SUGGESTIONS ON WHETHER A SPECIAL DIET IS NEEDED 

FOR YOUTH WITH MENTAL HEALTH CHALLENGES 

1. Discussion of the 

finding 

 Expert advice required on diet requirements for children with 

mental health needs. 

 Evidence of impact of specific medication on youth with mental 

health challenges. Side effects, such as weight gain or 

constipation.  

 Various pathologies and the impact of food on their overall 

wellbeing, i.e., eating disorders. 

 Associated medical problems also require a specific diet e.g., 

diabetes. 

2. Decide WHAT 

must be done, or 

WHAT should be 

done 

 Specialist Dietician to assist with diet/ meal planning. 

 Portion ration management and include supplements. 

 Continuous follow-up. 

 Feedback from MDT to the dietician. 

 Buy-in from all stakeholders and MDT when implementing a 

special diet. 
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3.WHO (WHICH 

member of the MDT) 

should take action 

 Doctor and Nurse at initial assessment 

 Dietician 

 Health care professionals to monitor using supplementary 

therapies such as exercise 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Appointment of dieticians. 

 Financial planning to procure food items continuously. 

 Continuous monitoring and evaluation of diet.  

 Strict compliance with schedules. 

 Adequate dietary training for all MDT members.  

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 Within 24hrs, an appropriate assessment must be done Every 

day at mealtimes. 

 MDT should implement and monitor the dietary schedule 

programme. 

6. WHICH control 

documents should 

be designed and 

used? 

 Standard Operating Procedure derived from appropriate 

legislation 

 Assessment forms and referral forms. 

 Medical evaluation forms.  

 Monitoring tools should be specific to Mental Health 

Challenges. 
 

Identified Management and care Guidelines  

 Provide a dietician who knows mental health dietary requirements.  

 Dietician to provide training to staff to be able to identify the side effects of certain 

medications. 
 
THEME 11: COUNSELLOR’S SUGGESTIONS ON HOW TO MANAGE YOUTH WITH 

MENTAL HEALTH CHALLENGES 

1. Discussion of the 

finding 

 They have basic needs, in reference to Maslow’s hierarchy of 

needs. 

 Some youth with mental health challenges are intellectually 

impaired, having difficulty in grasping concepts. 

 Keeping separate from peers is good in certain instances (i.e., 

psychosis). 

 General separation is not helpful; it increases stigma. 

 Security to avoid using force. 
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2. Decide WHAT 

must be done or 

WHAT should be 

done? 

 Therapeutic programs should be provided to address the 

basic needs of belonging and security without compromising 

professional boundaries. 

 Adequate training to increase knowledge of mental illness 

should be provided. 

 Implementation of programmes for intellectual disabilities. 

 No segregation from others if youth with mental health needs 

does not pose a risk. 

3.WHO (WHICH 

member of the MDT) 

should take action? 

 All MDT Members.  

 Social workers.  

 Occupational therapists.  

 Psychologists. 

 Professional Nurses. 

 Educators. 

 Child and Youth Care worker 

4. HOW will the 

identified gap/need 

be addressed, and 

WHICH resources 

will be utilized? 

 Uniform implementation of programmes by all MDT. 

 Maintenance of professional boundaries with youth. 

 Adequate knowledge and skill to manage and handle youth. 

 Refresher courses for training.  

 Specialized programmes, including the review of current 

programmes.  
 

5. WHEN and in 

WHAT situation/ Life 

space intervention/ 

Process will the 

relevant Theme be 

applicable? 

 Management of youth with mental health challenges is a Daily 

continuous process by the MDT. 
 

6. WHICH control 

documents should 

be designed and 

used? 

 Standard Operating Procedure. 

 Assessment tool for early identification 

 Specialist programme results, i.e., Behaviour modification. 

 Evidence of specific training. 

 The movement towards evidence-based practice with proper 

recordkeeping 

Identified Management and care Guidelines  

 Address basic needs of belonging and security without compromising professional 

boundaries.  
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 No segregation from others if youth with mental health needs does not pose a risk. 

 Provide evidence-based practice with proper record keeping.  

 

Identifying the guidelines above provided the delegates with an opportunity to focus 

on the Secure Care Model of South Africa concerning youth with mental health 

challenges.  The delivered interventions and appropriate responses will complement 

the Blueprint minimum Norms and standards for secure care facilities. Furthermore, 

the delegates provided other intervention strategies and services to youth with mental 

health challenges in secure care facilities, which are indicated below, and are 

included in the practice guidelines.  

 Intervention Strategies for the management of youth with mental 

health challenges 

Out of the consultative workshop, after having identified management and care 

guidelines, the delegates further provided new strategies, recommendations, and 

discussions for the management and care of youth with mental health challenges. 

The latest intervention strategies are presented in Table 7.3 below. 

 

 

 

TABLE 7.3: INTERVENTION STRATEGIES 

Medical report/ medication and medical prescriptions 

Recommendation:  

The participants 

recommended that a 

youth admitted at CYCC 

should have a medical 

report detailing his 

condition. If on 

medication, the 

Discussion:   

The Minimum Norms and Standards for secure Care 

facilities (2010:68) require that every child be 

assessed to inquire about their medical condition. The 

probation officer conducts an assessment of a child at 

court and drafts a report, locates placement for the 

child and forwards the assessment report to the 

Centre (before the child's admission).   If the child is 
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medication and 

administration's name 

must be included in the 

medical report, and only 

an on-site nurse should 

administer. 

on medication, the probation officer will forward such 

a document to the Secure Care Facility. Should the 

treatment be unknown to the youth due to his 

condition, the family will have to be consulted about 

the medication. The recommendation serves to 

safeguard the mental healthcare needs of the youth. 

In addition, Juvenile Justice Facilities should have 

policies and procedures regarding the prescription of 

medication to youth. The delegates stated that specific 

guidelines relating to involuntary medication provision 

during emergencies should also be developed.  

A need for further assessment by MDT/psychologist/medical staff.  

Recommendation:  

Participants 

recommended that the 

youth must be subjected 

to an assessment upon 

admission by the MDT. 

Discussion: 

The MDT assesses all youth upon arrival, including 

youth with mental health challenges, but the practice 

is not standard; the focus is more on youth in conflict 

with the law. Assessment protocols should be 

standardized, and guidelines and policies be 

developed for assessment. Assessment should cover 

the psychiatric, psychological and social functioning 

risk to the individual and others, and it should also 

cover physical health needs. The delegates further 

suggested that the quality of the initial assessments is 

enhanced when it is Multi-Disciplinary and undertaken 

in partnership with the department of health. The 

Blueprint for Change (2007:26-27) emphasizes that 

every youth who comes in contact with the juvenile 

justice system should be systematically 

assessed/screened to determine mental health needs. 

The assessment should include conditions in need of 

immediate response or determine if the youth is 

currently on any psychotropic medication and refer to 
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a psychiatrist and a pharmacy to ensure medication 

continuation. 

Need for training and capacitation of personnel on mental health. 

Recommendation:  

The participants 

recommended that all 

secure care centres staff 

receive Mental health 

Training, enabling them 

to intervene appropriately 

when youth present with 

mental health 

challenges. 

Discussion:  

The delegates viewed mental health training as a right 

to young people living with mental health challenges; 

the gap in the provision of services by non-mental 

health professionals is a factor that needs to be 

attended to with immediate effect. This short-coming 

was viewed as putting the youth further at risk. Boesky 

(2011:310) concurs with the delegates and states that 

juvenile justice professionals should be trained to 

manage this complex group of youth effectively. When 

a crisis occurs among youth with mental health 

challenges, line staff must immediately respond to 

youth’s behaviour; this situation is dangerous for both 

youth and staff. Particular intervention and treatment 

strategies are more effective for specific mental health 

disorders, whereas other methods can be harmful. 

When staff is knowledgeable about mental health 

issues, their choice of intervention approaches can be 

more strategic and practical.  

Screening of all personnel 

Recommendation: 

 Participants stated that 

screening of all 

personnel to assess 

capabilities. 

Discussion:  

 The Minimum Norms and Standards for secure care 

facilities (2010:101) recommends that all staff be 

screened to ensure that no staff with criminal records 

are employed to work with youth. The 

recommendation is meant to protect the youth in the 

child and youth care system.  
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Induction for all children 

Recommendation: 

 The participants 

recommended that all 

children's 

induction/orientation be 

done to identify any 

young people's 

challenges. The 

induction will result in 

early intervention. 

Discussion: 

The Minimum Norms and Standard for Secure Care 

facilities (2010:67) require that all youth go through 

orientation when they are admitted. Youth with Mental 

health challenges need orientation to assist them in 

adjusting and allaying their fears. Usually, in the 

beginning, they will not comprehend, but when the 

orientation is repeated, some get to understand their 

changed circumstances.  Furthermore, the orientation 

programme should provide the following information: 

who their case manager is and how to access them. 

To provide information regarding the centre’s 

expectation rules, their rights and responsibilities, and 

resources available to provide information regarding 

their present placement, the plan for their immediate 

future.  

 
Youth’s daily/weekly block meetings 

Recommendation:  

The participants 

recommended that the 

meeting be held to 

address 

teasing/bullying/fear and 

any other concerning 

issue amongst the youth. 

Discussion: 

The delegates recognised the youth’s participation in 

issues that concern them. The youth with mental 

health challenges need to participate in these 

meetings under close supervision and monitoring. 

Their behaviour should be observed as they get easily 

agitated and measured according to the disorder's 

severity. Their right to be alone should be respected, 

although an adult should be nearby. Boesky 

(2011:238) states that cognitive-behavioural skill-

based interventions can be provided in an individual 

or group setting. Many juvenile offenders take 

suggestions from peers more seriously than those 
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from authority figures. These youth often feel that the 

other group members (versus adults) can better relate 

to their experiences. The author further suggests that 

adults who lead treatment groups with youth can 

obtain a great deal of information by observing the 

group members interact with one another. They 

should then use these interactions to help 

demonstrate essential treatment concepts, for 

example, teasing/ bullying/fear. 

 
Behaviour management measures to be in place. 

Recommendation: 

 Participants stated that 

behaviour management 

measures should be in 

place, and special 

programmes and 

activities should be 

provided to implement 

basic emotion regulation 

skills. 

Discussion:  

The delegates recommended that behaviour 

management should be in place. However, staff 

should be mindful of the youth’s mental condition; only 

trained staff can manage the youths' behaviour, for 

example, in a psychiatric setting as the ratios 

accommodate such challenges, unlike in a secure 

care facility. According to Boesky (2011:243), effective 

behaviour management has demonstrated positive 

behaviour change among juveniles with mental health 

challenges.  These programmes are based on well-

researched principles related to how individuals learn 

new behaviours and maintain them over time. A 

primary focus is to reinforce juveniles when they 

engage in positive behaviour and ignore or discipline 

juveniles when they engage in negative behaviour. 

Programmes implementing critical behaviour 

modification principles, particularly a point/reward 

system, can effectively teach youth new pro-social 

behaviours during their residence in juvenile justice 

facilities. 
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Error in placement. 

Recommendation:  

Participants 

recommended that 

communication 

mechanisms should be in 

place to alert the courts 

when a young person 

has been placed 

incorrectly, referring to 

youth with mental health 

challenges. 

Discussion:  

This is a considerable challenge as youth with mental 

health challenges should be referred to secure care 

centres where programs are available to suit their 

specific needs. A centralised intake, specifically for 

this population, will enable direct intervention to the 

challenging behaviour. The youth’s needs should 

inform placement, not emphasizing the criminal matter 

or act. According to Blueprint for Change (2007:31), 

attempts should be made to stop making criminals out 

of those whose mental illness results in inappropriate 

behaviour by eliminating “warehousing” of youth with 

mental health disorders in juvenile justice facilities. 

They recommended that juvenile justice courts 

successfully connect individuals to treatment instead 

of further processing placement within the juvenile or 

criminal justice systems.  These juvenile justice courts 

should strive to ensure that the youth receive and 

participate in remedy instead of a more punitive 

sanction, such as out of home placement, using the 

court's power as leverage.  

Enhanced case management 

Recommendation:  

The participants 

recommended enhanced 

case management 

strategies to be utilised. 

Allowing for Panel 

discussions in Child 

Justice Forums, where 

Discussion:   

The above issues of placement could be resolved in 

case management and panel discussions in child 

Justice  

Forums. These platforms could be formalised to suit 

all youth's needs, presenting with mental health 

challenges and being placed appropriately in 
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matters of early release 

or transfer of certain 

young people can be 

discussed, especially 

young people with mental 

health challenges (under 

the Minimum Norms and 

Standards for secure 

care Facilities; 

2010:123). 

community-based treatment centres. Such 

community-based centres must be in place to avoid 

having youth being placed in secure facilities, or 

Psychiatric hospitals that are always full should be 

considered a last resort measure. 

 

The delegates' above intervention strategies are meant to safeguard and protect 

young people with mental health challenges in conflict with the law by developing 

better policies and services for this population. For some youth, contact with the 

juvenile justice system is often the first and only chance to get help; for others; it is 

the last resort after being bounced from one system to another.  However, all too 

frequently, the opportunity to intervene early is wasted. Youth end up in an ill-

equipped system to help them, frustrating juvenile justice administrators and leaving 

youth without access to the treatment they need to get better. The crisis is real, and 

the need to respond is more pressing than ever (Skowyra & Cocozza; 2007: vii). The 

researcher, after having mentioned the above strategies, will present the conclusions 

from the workshop. 

 Conclusions from the workshop 

The conclusions from the workshop led to the formulation of the following guidelines 

in light of the research objectives: 

 

 

The critical elements of effective management and care for youth with mental health 

challenges are as follows: 

1. Guidelines for effective management and care of youth with mental health 
challenge
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 Identifying and modifying relevant protective and risk factors and determinants 

of mental health challenges amongst youth in detention centres. 

  Develop a plan to enhance protective factors and reduce risk factors, and 

influence determinants of health relevant to the population of concern by 

assessing which factors and health challenges can be modified 

 Engage in more significant efforts to educate others involved in juvenile justice 

and correctional systems regarding the purpose and importance of the 

assessment process with particular reference to young people with mental 

health challenges. 

 Adopt and integrate multiple types of interventions by the multi-disciplinary 

teams. 

 To be effective, the multi-disciplinary team should actively engage the 

Department of Health’s psychiatric units and other stakeholders outside the 

microsystem.  

 Address opportunities for organisational change, policy development and 

advocacy 

 Demonstrate a long-term commitment to identification, assessment, 

intervention and evaluation of behaviours. 

 Enabling all relevant stakeholders that form part of the microsystem to be 

involved in planning and decision-making. 

 

 

 

Guidelines aimed at exploring and describing the training needs of the MDT at secure 

care centres are as follows: 

 Even when hiring and placing qualified special education personnel as part of 

the multi-disciplinary team in secure care centres, many are underprepared 

for work in an institutional environment. Therefore, programs must be 

2. Guidelines for exploring and describing training needs. 
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developed to prepare the MDT to work in safe care environments to benefit 

young people with mental health challenges.  

 Educators come to correctional facilities only with elementary, secondary, or 

vocational certification. They rarely have been trained to work in the unique 

secure care centre environment, just like all staff working with the affected 

youth; therefore, they should be introduced to primary mental health training. 

 Focus on skills and capacity building, empowerment, self-efficacy, individual 

resilience training for the multi-disciplinary team, and ensuring that youth are 

treated with respect. 

 Train non-professionals like peer councillors, volunteers and interns in the 

facility to establish caring and trusting relationships with youth. This will be 

enabled by involving and training youth to be peer-supports and educators 

where appropriate. To develop a working relationship with the youth, 

mentorship programs, big brother and big sister programs, and peer tutoring 

approaches can be considered. 

 Ensure that information and services provided are culturally appropriate, 

equitable and holistic for peer councillors and the MDT. 

 Providing counselling to youth with mental health challenges to deal with 

feelings of loss, conflict and anger. 

 Providing training to deal with affected youths’ feelings in a respectful and 

dignified manner by building social skills. 

 

 

 

Guidelines to identify and describe the required resources for the MDT at CYCC for 

effective management and adequate care for the needs of youth with mental health 

challenges are as follows: 

 Providing an immediate and comprehensive assessment of the mental health 

physical, emotional and social indicators of youth entering the secure care 

3. Guidelines to identify and describe resources required 
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centres. The assessment should also involve an initial screening process and 

then a more intensive review for those identified to be moderate or high risk. 

 Develop assessment centres as part of a larger comprehensive strategy for 

serious, violent and chronic juvenile offenders. Creating a single-entry point 

for all youth in detention to enter into secure care detention centres. 

 To create a conducive environment requires improved infrastructure, e.g., a 

safe padded room, separate dormitories such as sick bays and isolation rooms 

next to the clinic, as these medical conditions require 24hrs and seven days a 

week observation.  

 Medicine dispenser to crush tablets which are to be administered in a liquid 

form. 

 Provide visible documented procedures and guidelines to deal with 

restraining, e.g.: 

- Processes and procedures of restraining should be documented  

- Continuous training to be provided to the team 

 Restraining always must be done under the supervision of the team leaders.  

 Providing emotional, social and physical support, tangible assistance, school, 

community and health services support. 

 Developing a management information system that logs or records abnormal 

behaviours to monitor youth profiles, including their needs and progress 

throughout their stay in the secure care environment. The recording of all 

details will enable the MDT to provide better management and care, and the 

designed form could be utilised for this purpose.  

 The type of information to be recorded should include noting the triggers, when 

it occurs and Identifying the time of day, week, weekends or school holidays. 

 

7.2 OVERVIEW OF THE PILOT STUDY 
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The pilot study's overview is the second section of this Chapter and was introduced 

in chapter one (Sub section 1.7.4.2), it follows Rothman and Thomas (1994:27) 

Intervention Research Phase 4 Step 1 and 2 of the IDD model. Furthermore, Melnyk 

and Morrison-Beedy (2012:52) state that pilot studies are not merely a “drill” to help 

a team get a project funded. On the contrary, pilot studies provide invaluable 

information to the research team regarding project feasibility and information 

regarding significant changes that may need to be made into a project’ approach and 

scope. Pilot studies can answer many questions and point out “glitches in the system” 

that need correction. According to the authors, the preliminary steps taken into a pilot 

study can lay the foundation for future full-scale studies by providing reliability and 

validate data on measures determining the appropriate timing for their administration, 

eliciting participants’ responses to the interventions. 

Fraser et al. (2009:79) add that the pilot tests' goal is to ensure that interventions are 

appropriate for the population and the setting. It describes the intervention process 

between the MDT and participants (young people) through careful observation and 

observed behaviour frequency. 

The national workshop recommendations were three-fold; they were short-term, 

medium-term and long-term intervention guidelines. Feedback from the 

participants during the workshop indicated that early identification of mental health 

symptoms presented a challenge, and it was recommended that a change is needed.  

This is confirmed by Fraser et al. (2009:79), who advises that a pilot test can indicate 

the necessity of an intervention. In this study, a pilot test was undertaken to ascertain 

whether the Early Identification Process application, using the Observation Form, will 

provide the necessary interventions needed. 

Fraser et al. (2009:49) inform that; designing an intervention requires making a 

strategic decision about where to start. In this case, the researcher chose to 

implement the short-term intervention guideline using an Observation Form.  The 

Observation Form's completion would enable early identification of mental health 

symptoms that may be observed during admission of a young person and throughout 

their entire stay in the facility, with no financial burden to the organisation. Fraser et 

al. (2009:49) suggest problems should be conceptualized at various levels by 

identifying occurrences that produce or sustain the difficulties.  
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The researcher also included the Mental Status Examination (MSE) to provide a 

holistic approach when assessing youth in the juvenile justice system. According to 

Sadock et al. (2015:201), mental status examination (MSE) is the equivalent of the 

physical examination in the medical field. Data is gathered for Mental State 

Examination (MSE) throughout the interview from the initial moments of the 

interaction, including what the patient is wearing and their general presentation. 

According to Sadock et al. (2015:201), most of the questions do not require direct 

questioning. Direct observation of Appearance and behaviour augments questioning 

and focuses on the following; 

The description of the patient’s behaviour includes a general statement about 

whether they are exhibiting acute distress. The patient may be described as 

cooperative, agitated, disinhibited or disinterested. Appropriateness in behaviour is 

an essential factor to consider in the interpretation of the observed behaviour . If the 

patient is brought in involuntarily for examination, and they display behavioural 

characteristics that are uncommon, such as those described below: 

 

•Addressed speech can signify anxiety disinterest.
•Increased amount of speech is suggestive of mania
•Speech or rate of speech: Is it slowed or rapid?
•Tone and volume -Irritable, anxious, loud, quiet or child like

Speech

•Emotional expression sad, angry, guilty or anxious are common, description of 
mood

Mood

•Appropriateness, feeling depressed while laughing

Effect
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In this study, the lack of early identification methods and standardized assessment 

tools seems to sustain the problem. Fraser et al. (2009:62) states that the 

programmes specify how knowledge, skills, support, opportunities, administrative 

tools are woven together to change conditions that give rise to a problem. In this 

study, the human resources and administrative processes with the Observation Form 

are woven together to change the conditions of youth with mental health challenges, 

by interrupting risk factors as the symptoms identified are immediately attended to 

bring about behaviour change.   

 Components of the pilot study  

Melynck and Morrison-Beedy (2012:80) suggests that subjects should be chosen 

who are representatives of the intended population for the interventions,  Strydom 

and Delport  (2011:394) hold the same view, that the pilot study is usually informal 

and a few participants possessing the same characteristics as those of the primary 

investigation can be involved in the study merely to ascertain specific trends from the 

researcher to record by means of a tick of certain behaviours observed during 

documenting identifying details of the young people. 

•Appropriateness, feeling depressed while laughing.

•Delusions are false ideas that are not shown by others. Paranoia can be closely. 
related to delusional content e.g., general suspiciousness.

Thought content

•Disorganized, moving from one thought process to the other at a pace that is 
difficult to keep pace with e.g., word salad, confused speech with no apparent 
meaning:

•Perceptual disturbances They include hallucinations they occur without a stimuli 
or cause

Thought process

when a person lacks the ability to see when approaching a dangerous situation 
(lacks insight to judge).

Judgement 
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Melnyk and Morrison-Beedy (2012:53) recommend that enrolling a suitable number 

of subjects is an important goal and should be determined in the study phase of 

designing an intervention. 

The pilot study took place at Mogale Youth Development Centre under the 

management of CYCC. The researcher chose this facility for its proximity to the Head 

Office. Permission was obtained from the Unit leader (Manager) to conduct the pilot 

study by the MDT and the senior administrative staff's involvement in the discussions. 

Non-probability sampling was used, specifically purposive sampling. Staff member, 

a chief administration clerk to oversee the administration process, MDT members 

consisting of a Social Worker, Nurse, Child & Youth Care Worker and an Educator 

were all included.  It was agreed with the MDT that 14 new youth admissions would 

be utilised and assessed as part of the pilot process. 

 The pilot selection process 

Fraser et al.  (2009:160) add that it is impossible to test interventions in all contexts 

and with all possible population given the expense of efficacy and effectiveness trials. 

However, when an intervention has proven effective, it will be used with a new 

population in a new setting. Although the facility is not new, for newly admitted youth, 

it is a different environment from their home; it qualifies to be a new setting, it provides 

new rules, and new people are introduced in their lives. 

The sample selection criteria for the 14 young people admitted were informed by the 

following; all young people brought to the facility by members of the South African 

Police Services were randomly selected in terms of their court orders for admissions 

between 15/12/2018 and 30/12/2018. 

Having said the above, the illustration below demonstrates the process of newly 

admitted young people in the facility, whilst observing their behaviour through the 

different intervention levels in the centre. The task was to pilot –test the model as an 

intervention design to determine whether it could be implemented, by the MDT, in the 

CYCC. The following is an illustration of the process using the process flow in 7.2 

below: 
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FIGURE 7.2: PROCESS FLOW CHART 

 

 

The Flow-chart illustrated in Table 7.2 demonstrates the MDT involvement and the 

participants going through the engagement phase.  

 Suitability of the Observation Form 

Strydom (2011b:243) believes that the pilot study can also give a clear indication of 

whether the selected procedure is the most suitable one for the investigation. 

The mental health needs of youth should be systematically identified at all critical 

stages of juvenile justice processing to ensure that behaviour exhibited is well 
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managed with appropriate MDT intervention. The purpose is to provide protective 

factors when risk factors are identified.  

 Application of the Observation Form for early identification.  

In this section of intervention research, Rothman and Thomas (1994:147) state that 

the researcher can confidently move from broad generalizations of the type that 

emerge from the retrieval stage to specific design of guidelines. This study presented 

broad generalizations in terms of intervention guidelines, and the researcher had to 

move to particular interventions, for example, early identification using the 

Observation Form. This type of intervention is what Rothman and Thomas (1994:148) 

refer to as a problem-driven approach. The observation Form-will enable the facility 

to identify problems that may arise during admission. The following is an illustration 

of the Observation Form. 
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TABLE 7.4: SAMPLE OF AN OBSERVATION FORM 

OBSERVATION FORM 

Centre Number:  Profession: Admin Clerk 

Date of Birth:  

Observation during Admission 

Proceed to 

Admission  
  

Send for 

screening  
  

Prepare 

for 

referral  

  

Referral 

to 

Hospital  

  

Observation 

by CYCW 

(during 

induction)  

  

Behaviour at first contact 

Behaviour  Applicable 
  (Please 

tick) 
Comment 

Calm     

Fidgety     

Nervous     

Scared     

Uncomfortable      

Self Injures 

(Scratching) 
    

Sad     

Distant     

Reluctant      

Confused      

Does not show 

emotion 
    

Short tempered     

Signature: Name of designated person: 
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The designated MDT member logs in observations based on the youth's behaviour 

patterns during the Observation Form's pilot admission process by ticking the 

appropriate space. This process was followed without placing any burden on the 

participants; instead, they were led to a risk reduction process to reduce exposure to 

more anxiety, as the participants familiarise themselves with the facility. It was also 

important to note the advice by Wei, McGrath, Hayden and Kutcher (2015:24) who 

state, that children may exhibit normal but problematic behaviours temporarily during 

stressful periods such as divorce, death, illness of a loved one or moving to a new 

school. Besides, difficulties may arise from problems with schoolwork or social 

interactions with others, and these behaviours may not necessarily indicate a 

disorder. 

 Many behaviours that appear in children and adolescents may be for a short duration 

and quite normal for their age and development stage. While other behaviours are of 

a longer duration and intensity, they may need professional intervention. Behaviours 

or risk factors observed at CYCC indicate that some young people may react 

negatively due to anxiety and fear as they are an involuntary client. Their negative 

behaviour may not necessarily be linked to mental health challenges; however, if left 

unattended may put the young person at risk. As a result, the researcher embarked 

on the pilot study for early identification of risky behaviours, applying the observation 

form.  

 Observation form during intake/admission/engagement  

According to Skowyra and Cocozza (2007:49-52), one of the most important 

strategies/guidelines that can be applied at this point in the processing continuance 

is: 

 The standardized use of a mental health assessment system on all youth during 

Early Identification of mental health challenges. When considering that juvenile 

detention can be a traumatic experience for all youth, it can worsen for youth with 

serious mental health needs.  

 The most common purpose of screening at intake is to identify those youth with 

unique mental health needs requiring additional clinical assessments or 

emergency referral for mental health services. 
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 Feelings of depression, anxiety, and hopelessness are heightened for all youth in 

juvenile detention, some of whom experience their first separation from parents 

or caregivers. 

 Youth with mental health disorders may also be particularly vulnerable to 

victimization because of their condition. 

Detention can also mean an interruption in both medication and therapeutic services 

for youth who already receive these services in the community. The study's purpose 

was to implement management and care guidelines upon admission for early 

identification using the Observation Form. 

Fraser et al. (2009:28) further state that qualitative studies of intervention processes 

(e.g., Extensive interviews and observation of programme participants as they go 

through an intervention) may help sequencing intervention activities. This applies to 

the young people under observation; the MDT may identify potential risk factors which 

should be the focus of the interventions, and symptoms identified may be attended 

to on the spot. 

The administration staff found the observation form easy to complete; they referred 

the young person to the Child & Youth Care Worker for orientation. The observation 

form was further updated on any observable behavioural symptoms exhibited by the 

young person worth noting during this process.  

 Data collection using the observation form 

In chapter three (subsection 3.6.1.3), the researcher indicated that semi-structured 

interviews supported by an interview guide were utilised during the data collection 

phase. This is supported by Bhattacherjee (2012:106), who states that data collection 

steps include boundary setting for the research study, information collected through 

various methods, and setting protocols for recording data.  The goal informs the 

process of data collection of the research study. In this pilot study, the data was 

collected by a senior administration clerk as they admitted the young people and MDT 

members consisting of a social worker, nurse, child and youth care worker and 

educator. The observable behaviour was logged at every process to collect the data 

required.  
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Dembo, Briones-Robinson, Wareham, Winters, Ungaro, and Karas (2016:1) reported 

that young people admitted to juvenile justice centres are a population at risk for 

negative behaviours. Therefore according to these authors, there is a need to 

document the behaviours exhibited from admission to provide brief interventions 

(B1). Dembo et al. (2016:4), with their developmental damage view, the authors 

asserts that the experience of stressful situations, events (e.g., mental health issues 

family problems) results in adverse consequences. 

Hoge et al. (2008:61) assert that behavioural ratings and checklist provide 

information on maladaptive behaviours or behavioural patterns and use parents’ 

teachers’ clinicians, or others familiar with the youth as participants. These measures 

generally provide more direct information about behavioural adjustment than 

personality tests. According to the authors, scores may be expressed in terms of 

frequencies of particular behavioural patterns (e.g., Attentional disorders). Scoring 

and interpretation often require less specialised training than personality tests, but 

some psychological assessment background is usually required.  

According to Boesky (2012:13), the stress of incarceration can negatively impact 

young offenders' mental health, particularly if they have a biological predisposition 

toward developing a mental health disorder. Furthermore, the author asserts that 

incarceration is hugely stressful, especially for youth arriving at a juvenile correctional 

facility for the first time, not knowing what to expect and fearing the worst can happen.   

Boesky (2012:15) also states the combination of environmental stressors and the 

loss of typical coping strategies can result in; 

- The emergence of mental health symptoms never observed before 

- A worsening of mental health symptoms previously experienced 

- Mild symptoms may dissipate after the youth have adjusted to the system. 

According to Gould (2015:7), there is a great necessity for a response and a greater 

intervention level when there are early indicators of stress in young people’s lives. As 

mentioned before, the pilot's purpose was to observe and address risk factors fuelled 

by detention. Dembo et al. (2016:5) concur and state that an overview of the MDT's 

brief intervention sessions is meant to promote or strengthen coping skills that work 

to help the individual resist negative behaviour. 
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 The Implementation process  

This aspect of the study was concerned with how it might be implemented on a 

prospective basis by selected participants, who use it to guide their evolving practice 

with the young people upon admission and through the facility's engagement phase. 

Rothman and Thomas (1994:171) emphasized examining the procedures, which 

delineates the sequential steps involved in an intervention design.   

At this stage of the investigation, the administration staff found the observation form 

easy to administer, to observe risky behaviour, and referred the young person to the 

Child & Youth Care Worker for orientation. The observation form was further updated 

on any behavioural symptoms exhibited by the young person worth noting during this 

process.   

The researcher used the qualitative data procedure, and the design was explorative 

and descriptive, as applied under chapter 1 (section 1.5) of the study. According to 

Ploeg (1999:36), the qualitative research design should explore, describe and 

explain the studied research problem. This study also proposes to adopt an 

explorative, descriptive and contextual design whilst Neuman (2003:23) maintains 

that the “primary purpose of exploratory research is to examine a little understood 

phenomenon to develop preliminary ideas and move towards a refined research 

question focusing on the what question”. 

Using the observation form, the researcher sought to develop management and care 

guidelines for short term intervention informed by the young people's behaviour 

during admission and throughout the care system period. 

The qualitative information was collected to explore the observation form's feasibility 

and describe the observable symptoms or behaviour, informing the required 

intervention strategy.   

The management of the facility Mogale Youth Development Centre operating as a 

CTCC agreed that the pilot study could take place in the facility. The pilot study was 

undertaken and completed from the 15th of  December 2018 to the 15th of March 2019. 

The researcher, administration clerk and members of the MDT conducted the 

interviews, completing the Observation Form. In this facility, the Social Worker was 

the contact person. The following factors informed the pilot study: 
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 the facility has been registered to accommodate 250 young people who 

conflict with the law; 

 Who are males? 

 Whose ages range from 16-21 years  

The young people have been arrested in Gauteng Province; they may originate from 

different provinces or townships in Gauteng. The researcher held meetings with the 

Management team and staff to inform them about the research and the process of 

early identification utilizing the Observation Form. Having discussed the process flow, 

the researcher will present the Data Analysis outcomes: 

 Pilot Data Analysis 

Data analysis is purely inductive; it involves breaking these volumes of data into 

smaller units to reveal their characteristic elements and structure Grove et al. 

(2013:207). Srivastava and Hopwood (2009:77) state that it is a type of analysis in 

which the patterns, themes and categories of research come from data that emerges. 

Furthermore, according to McMillan and Schumacher (2010:246), qualitative data 

analysis is primarily an inductive process of organising data into categories and 

identifying patterns. Moreover, Grove et al. (2013:207) recommend that in analysing 

the data, researchers should go beyond description by interpreting, understanding 

and explaining as well. 

In this pilot study, the researcher analysed the patterns, themes and categories that 

emerged from the data. The patterns and themes emerged from MDT’s recordings of 

observed behaviours during the pilot phase. The analysis of data derived during 

interviews assisted in determining if the behaviour during admission persisted. The 

Observation Forms were completed and colour coded in terms of participants’ 

observable behaviour.  
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FIGURE 7.3: ILLUSTRATION OF THE APPLICATION OF THE OBSERVATION FORM 

Behaviour 

displayed 

  

P
1 

P
2 

P
3 

P
4 

P
5 

P
6 

P
7 

P
8 

P
9 

P
10 

P
11 

P
12 

P
13 

P
14 

1 A sad mood x

  

  

x

  

  

x

  

  

x

  

  

x

  

  

x

  

  

x

  

  

  x

  

  

x  

  

  x  

  

x  

  

  

2 Loss of 

interest in 

activities 

  x

  

  

  x

  

  

  x

  

  

x

  

  

x

  

  

x

  

  

  x  

  

    x  

  

3 Oversleeping         x

  

  

                  

4 Difficulty in 

sleeping 

      x

  

  

  x

  

  

    x

  

  

          

5 Physically 

slow 

      x

  

  

      x

  

  

  x  

  

        

6 Feeling of 

worthlessness 

(self-critic) 

  x

  

  

x

  

  

x

  

  

x

  

  

x

  

  

    x

  

  

  x  

  

    x  

  

7 Inappropriate 

guilt 

                            

8 Loss of energy       x

  

  

x

  

  

x

  

  

x

  

  

x

  

  

x

  

  

  x  

  

    x  

  

9 Physical 

agitation 

  x

  

  

x

  

  

x

  

  

x

  

  

  x

  

  

x

  

  

            



 
  

 

 

505 
 

10 Difficulty in 

concentrating 

  x

  

  

x

  

  

x

  

  

  x

  

  

x

  

  

x

  

  

x

  

  

x  

  

x  

  

    x  

  

11 Recurrent 

thought of 

Death or 

suicide 

        x

  

  

          x  

  

  x  

  

x  

  

12 Trouble 

performing at 

school. 

  x

  

  

x

  

  

x

  

  

  x

  

  

  x

  

  

x

  

  

      x  

  

  

13 Feeling that 

they are 

unloved. 

  x

  

  

x

  

  

x

  

  

  x

  

  

x

  

  

x

  

  

x

  

  

          

14 Hopelessness 

about the 

future 

  x

  

  

x

  

  

    x

  

  

    x

  

  

          

15 indecisiveness x

  

  

x

  

  

x

  

  

                      

16 Have general 

aches and 

pains 

            x

  

  

          x  

  

  

17 Overly self-

inflated-

esteem 

                            

18 Have anxiety 

symptoms 

  x

  

  

x

  

  

x

  

  

x

  

  

    x

  

  

  x  

  

        

19 Decreased 

need for sleep 
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20 Increased 

need for sleep 

                            

21 Increased 

talkative 

    x

  

  

x

  

  

                    

22 Racing 

thoughts 

    x

  

  

              x  

  

    x  

  

23 Distractibility   x

  

  

x

  

  

                      

24 Increased 

goal-directed 

or physical 

agitation. 

                            

25 Excessive 

involvement in 

pleasurable 

activities. 

    x

  

  

    x

  

  

    x

  

  

          

26 Have higher 

injury rates 

than other 

peers 

          x

  

  

    x

  

  

      x  

  

  

27 Make careless 

mistakes 

  x

  

  

x

  

  

x

  

  

  x

  

  

x

  

  

  x

  

  

          

28 Have difficulty 

in paying 

attention 

      x

  

  

      x

  

  

            

29 Disorganized                             
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30 Appear not to 

listen when 

spoken to  

  x

  

  

          x

  

  

            

31 Fail to follow 

through with 

tasks  

  x

  

  

    x

  

  

    x

  

  

            

32 hallucinations         x

  

  

                  

33 Follows 

through 

instruction 

                            

34 Lack of facial 

expression 

x

  

  

                  x  

  

x  

  

  x  

  

35 Fluctuating 

behaviour 

moods 

  x

  

  

x

  

  

  x

  

  

x

  

  

    x

  

  

          

36 Aggressive         x

  

  

        x  

  

        

37 Short 

tempered 

    x

  

  

  x

  

  

                  

38 Forgetful                             

39 Inattention to 

basic self-care 

such as 

bathing 

  x

  

  

                x  

  

    x  
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40 Negative 

symptoms 

such as flat 

emotions 

  x

  

  

      x

  

  

    x

  

  

          

41 Do not talk, 

aloof, isolate 

themselves 

  x

  

  

                x  

  

    x  

  

42 React to bad 

situations 

(violent 

towards 

others) 

        x

  

  

x

  

  

    x

  

  

x  

  

        

43 Do not have 

the ability to 

process 

information 

and make 

sense 

  x

  

  

          x

  

  

x

  

  

          

44 Hyperactive                   x  

  

        

45 Ignoring 

instructions 

  x

  

  

  x

  

  

      x

  

  

            

46 Very smart, 

Complete their 

task and 

ahead of 

others. 

            x

  

  

              

47 Delusional                     x  

  

  x  

  

x  
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48 Jumps into 

discussion 

before one can 

finish a 

sentence 

    x

  

  

x

  

  

                    

 

Although the analysis above may categorise certain behaviours, it is essential to note 

that the outcomes presented are not a final diagnosis of the youth’s present 

circumstances. Sadock et al. (2015:368) warn that clinicians must consider a range of 

diagnostic categories before aiming at a definitive diagnosis. The behaviour symptoms 

presented, if left untreated, could result in the youth being diagnosed with a disorder at 

an adult stage. Having shown the above pilot analysis, the discussion that follows will 

indicate the observable behaviour as per the analysis above to conclude the young 

person's status during the observation period. The findings will be presented as follows: 

P1= According to the analysis, this young person has presented with a sad mood, 

indecisiveness and lack of facial expression as described by the MDT during 

observation. Furthermore, the MDT stated that the young person appeared to be 

confused in most cases and had mood swings. He seemed to struggle in making 

decisions. The MDT recommended that he needs more intervention to learn a lot about 

himself and how to be in charge of his life. This young person may also be affected by 

detention which may result in him failing to adjust and being amongst strangers; 

however, during this short period, the symptoms displayed indicated a need for 

intervention.  

According to Sadock et al. (2015:294), adjustment disorders are maladaptive reactions 

to clearly defined life stress. They are divided into Sub-types which are:  

 with anxiety, the person will display a depressed mood,  

 with mixed anxiety, a person may display a depressed mood and disturbance of 

conduct, and another mixed disturbance could affect emotions and behaviour. 
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P2= this young person has presented with a sad mood, loss of interested in activities, 

feelings of worthlessness (self- Critic), physical agitation, difficulty in concentrating, 

trouble performing at school, feels unloved, is hopeless about the future, is indecisive, 

has anxiety symptoms, is destructive, does not appear to listen when spoken to, fails to 

follow through tasks, fluctuating behaviour moods, inattention to basic self-care such as 

flat emotions, does not talk, isolated himself makes careless mistakes.  

According to the MDT, this young person has no family, and he does not know what 

happened to his parents. He lacks a sense of belonging and displays attention-seeking 

behaviour by disobeying rules to impress the people he wants to associate with.  Due to 

the loss of his parents, he has no plans and doesn’t have positive goals. He does not 

like participating in activities that other young people would enjoy.  He does not hope for 

himself because he feels unloved since his parents left him at Boys’ and girls’ town, and 

he would not talk about them. This young person shows signs of rejection, and the 

symptoms exhibited, according to Sadock et al. (2015:295), is that of a Persistent 

Complex Bereavement Disorder characterised by chronic and persistent grief, the 

symptoms being bitterness, anger or ambivalent feelings towards others. Furthermore, 

Sadock et al. (2015:297) illustrate the symptoms as Oppositional Defiant Disorders; they 

include anger, irritability, defiance and refusal to comply with regulations. The young 

person has mental health needs that have been identified and have to be addressed.  

P3=  the young person has displayed the following symptoms according to the 

Observation Form they are, a sad mood, feelings of worthlessness, physical agitation, 

difficulty in concentrating, trouble to perform at school, feels unloved, is hopeless about 

the future, increased talkativeness, he is indecisive, has anxiety symptoms, racing 

thoughts, destructibility, Excessive involvement in pleasurable activities, makes careless 

mistakes, fluctuating behaviour moods, short-tempered, fails to follow through tasks, 

Jumps into the discussion before one can finish a sentence.  

The MDT states that the young person is bullied by other youth because of his 

aggressive temper. He attended several sessions with the psychologist to address his 

sexual desires and inappropriate sexual behaviour; when he was removed from his 
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home to be placed in a children’s home, he adopted the wrong values. Due to trauma at 

home from physical abuse, he sleeps walks.  He becomes destructive when he has to 

talk about his family. He is slow but willing to learn and has various moods in a blink of 

an eye. Sadock et al. (2015:298), the symptoms exhibited are characteristics of a 

Borderline Personality Disorder: instability, impulsiveness, chaotic sexuality, identity 

problems, ambivalence and feelings of emptiness and boredom.  The MDT has picked 

up a strength that needs to be developed that he is slow but willing to learn, which, when 

nurtured, could provide a positive treatment outcome in the facility.  

P4= In the Observation Form, the following behavioural symptoms were identified, a sad 

mood, loss of interest in activities, difficulty in sleeping, physically slow, feeling of 

worthlessness, loss of energy, physical agitation, difficulty in concentrating, trouble to 

perform at school, feeling that they are unloved, have anxiety symptoms, increased 

talkativeness, makes careless mistakes, ignores instructions, jumps into the discussion 

before one can finish a sentence.  

The MDT stated that the young person was raised in a children’s home. Others easily 

anger him. He has epileptic seizures and urinating at night. He also walks slowly due to 

his weight and lack of exercise. His background and lack of support from his family also 

contribute to his present circumstances. He cannot grasp anything at school. He also 

suffers from eye problems and skips classes. He feels unloved and can be manipulative 

as well. According to Sadock et al. (2015:298), the symptoms are characteristic of an 

Avoidant Personality Disorder which is shown by low levels of energy, easily fatigued, 

lack of enthusiasm, inability to enjoy life and over sensitivity to stress. However, this 

young person's identified needs need to be addressed to restore him to good health. 

According to Sadock et al. (2015:723), epilepsy is the most common chronic disease in 

the general population. The most common behavioural symptom of epilepsy is a 

personality change. Some mental disorders are caused by a medical condition or 

aggravated by a medical condition, resulting in one person experiencing an entire 

spectrum of diagnostic categories, e.g., cognitive disorder, mood disorder, sleep 

disorder, anxiety and psychotic disorders. Features of epileptic seizures are nocturnal 



 
  

 

 

512 
 

features, self-injury, incontinence (bed-wetting), confusion, as observed and noted by 

the MDT in the case of this young person.  

P5= the young person has displayed the following symptoms according to the 

Observation Form they are, a sad mood, oversleeping, feelings of worthlessness, loss 

of energy, physical agitation, recurrent thoughts of death or suicide, Have anxiety 

symptoms, fails to follow through tasks, hallucinations, fluctuating behaviour moods, 

aggressive, difficulty in concentrating, trouble to perform at school, feels unloved, is 

hopeless short-tempered, reacts badly towards situations, violent towards others. 

 This young person would become disobedient when he misses his parents and has 

confused thoughts. He would oversleep when he is sad and try to disregard rules. The 

young person has confessed that he is sexually active, which led to his imprisonment 

(placed in prison, not CYCC). He also absconded at the hospital, and when he was 

caught, he blamed the Staff for his wrongdoing. He used to cut himself/ self-mutilation 

threats of suicide and becomes aggressive (cut arms and hands). He has been rejected 

by his mom and is affected by his unstable environment. He was lazy at the beginning; 

now, he enjoys engaging in activities in the Centre. Sadock et al. (2015:1126) 

adolescents younger than 18 years account for 20 percent of arrests for all sexual 

offences, 20 to 30 percent of rape cases. A significant number of offending adolescents 

have a childhood history of physical abuse or sexual abuse and exposure to aggressive 

role models. The most common psychosocial deficits of adolescent sexual offenders 

include low self-esteem, few social skills, minimal assertive skills, and poor academic 

performance. The most common psychiatric diagnosis are conduct disorder, substance 

abuse disorder, adjustment disorder, attention deficit hyperactivity disorder, specific 

phobia and mood disorders, which the MDT have highlighted at various engagement 

points with the youth.  

P6= According to the analysis, this young person has presented with a sad mood, loss 

of interest in activities, difficulty sleeping, feelings of worthlessness, loss of energy, 

difficulty concentrating, trouble to perform at school, feels unloved, hopelessness about 
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the future, Excessive involvement in pleasurable activities, negative symptoms such as 

flat emotions, reacts badly to situations. 

The young person likes stealing and continues using drugs. The family has lost trust in 

him due to his unbecoming behaviour. He was living in the streets. Continuous stealing 

behaviour was observed because he would allow his friends to pressure him to steal. 

He has been arrested for stealing. He associates with the wrong peers.  Changing 

schools every year and living in the streets made him lose interest in studying. He walks 

slow. He likes to associate with other young people who display the same tendencies, 

e.g., living in the streets. 

According to Sadock et al. (2015:296), certain young people may display disruptive 

impulse control symptoms at an early age, included in this category are conditions 

involving problems in the self-control of emotions and behaviours, e.g., Oppositional 

Defiant Disorders that may consist of anger, irritability, defiance and refusal to comply 

with regulations, and may display kleptomaniac tendencies (repeated stealing) is the 

distinguishing feature as noted by the MDT in their engagement with this young person.   

P7= the young person has displayed the following symptoms according to the 

Observation Form: a sad mood, loss of interest in activities, loss of energy, physical 

agitation, difficulty in concentrating, feeling unloved, have general aches and pains, 

makes careless mistakes, very smart, completes his tasks ahead of others. 

He displays a sad mood as he never thought he would be sentenced for such a long 

time. He fails to understand why he was placed at Boys’ and girls’ town while his family 

is fully functional. He blames his family for everything. He used to use drugs from the 

age of 11 and does not like the environment he is currently in. He was involved in soccer 

activities and also finished catering courses. According to Sadock et al. (2015:1104), the 

average age when youth first try alcohol and drugs is 11 years for boys and 13 years for 

girls. Drug use is associated with depression, anxiety, oppositional defiant disorder, anti-

social personality. Boesky (2011:40) concurs and states that Attention-

Deficit/Hyperactivity Disorder (ADHD) is common among some juvenile offenders; the 
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youth may experience a significant adjustment problem and are at high risk for 

substance abuse. Too often, medical, mental health and juvenile justice professionals 

narrowly focus on youths’ delinquency. This focus typically results in repeated referrals 

to the juvenile justice system, and the youth is not receiving appropriate and much 

needed mental health assessment and treatment services.  

P8= the analysis on this young person revealed the following: loss of interest in activities, 

loss of energy, physical agitation, physically slow, difficulty in concentrating, trouble to 

perform at school, feeling unloved, have anxiety symptoms, appears not to listen when 

spoken to (ignores instructions), fail to follow through tasks, makes little sense. 

According to the MDT’s observation, the young person feels that he is not worthy 

because his family is not involved in his case, and his mom is no longer interested in his 

life.  When he first got to the Centre, he was lazy to participate in any activities being 

played in the Centre, but now he is active in those activities. He displays some slowness 

with regards to writing and reading. He cannot take instructions and would instead prefer 

to skip class. According to Sadock et al. (2015:1118), intellectual disability can be 

caused by a range of environmental and genetic factors that lead to a combination of 

cognitive and social impairments. Significant limitations characterise disabilities in both 

intellectual functioning, e.g., reasoning, learning and problem solving, and adaptive 

behaviour. Sadock et al. (2015:1135) suggest that one of the most critical areas that a 

clinician can address is educating the family of a youth with intellectual disability about 

ways to enhance competence and self-esteem while maintaining realistic expectations. 

The family often finds it challenging to balance fostering independence and providing a 

nurturing and supportive environment for intellectually disabled youth. A youth that is 

likely to experience rejection whilst parents experience guilt, despair, anguish, recurring 

denial and anger about their child’s disorder and the future.  

P9=the analysis from the observation forms suggests the following: a sad mood, loss of 

interest in activities, difficulty in sleeping, feelings of worthlessness, loss of energy, 

difficulty in concentrating, trouble performing at school, feeling unloved, hopelessness 

about the future, excessive involvement in pleasurable activities, have higher injury rates 
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than others, makes careless mistakes, has fluctuating behaviour moods, he has got flat 

emotions, cannot process information and make sense, reacts to situations badly 

(violent towards others).  

This young person spent almost his entire life-changing schools due to family dynamics, 

e.g. the family has been moving around due to financial difficulties. The youth used drugs 

(Cat) and didn't want to participate in recreational activities. Withdrawal symptoms make 

him have trouble sleeping. When he feels lonely, missing his family members, the youth 

disassociate himself from other young people. Sadock et al. (2015:1098) state that 

parents and children living under the same roof in harmonious interaction is the expected 

cultural norm. Deviations from the norm, such as divorced and single-parent families, 

are associated with a broad range of problems in children, including low self-esteem, 

increased risk of child abuse and increased risk of mental disorders. In particularly 

depression and anti-social personality disorders.  

P10= the analysis from the observation form suggests the following:  a sad mood, 

physically slow, difficulty in concentrating, have anxiety symptoms, aggressive, reacts 

badly to situations, violent towards others and hyperactive.  

The young person is not happy about being admitted here; he claims that he is missing 

his brother. He wakes up early in the morning and wants food. Although he is 

hyperactive, he tries his best to finish his tasks. He feels he is not worthy because he is 

the only one who is not succeeding in life in his family. He does talk a lot and seems 

always to know something about his future. He throws dustbins over to display anger. 

When he knows he is wrong, he becomes aggressive.  Sadock et al. (2015:296) suggest 

that youth displaying disruptive behaviours may suffer from Disruptive Impulse Control 

and Conduct Disorders. Included in the category are conditions involving problems in 

the self-control of emotions and behaviours; they include anger, irritability and 

aggression.  

P11=based on the Observation form, the young person presented with the following 

symptoms: loss of interest in activities, feelings of worthlessness, loss of energy, 
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difficulty in concentrating, recurrent thoughts of death or suicide, racing thoughts, lack of 

facial expression, inattention to basic self-care such as bathing, do not talk, aloof, 

isolating himself and is delusional.  

The young person would spend his time refusing to eat (three days) because he says 

he prefers his parent’s food during the visit. He does not participate in activities; he 

prefers to be alone. He would take a very long time eating, and he does not like eating. 

He keeps silent often during the interview with the social worker. He has thought of 

leaving the Centre. He has suicidal thoughts. He is not aggressive and does not seem 

to have any friends. He has been referred to a psychologist for further intervention. He 

has attempted to escape at court. According to Boesky (2011:190), recurrent thoughts 

of death or suicide refers to any behaviour a youth engages in with the intent to end their 

lives. Death can seem to be the only option for youth who feel hopeless and depressed 

and who want to escape excruciating psychological pain or very distressing 

circumstances.  Boesky (2011:193) further states that staff should pay close attention to 

the following observable behaviours that may indicate that juveniles are at risk of suicide. 

Displaying only one of these behaviours is not enough to indicate suicide risk. However, 

exhibiting a combination of these behaviours can show that youth are at high risk; a sad 

mood or depressed mood, increased irritability, lack of appetite, no emotions, prolonged 

speech or behaviour.  

P12= based on behaviour observed, this young person only displayed a sad mood and 

lack of facial expression.  

He has a look that appears apprehensive and confused. There is nothing to say about 

this young as he would behave very well and changes suddenly. He likes his own space. 

Boesky (2011:240) states that the population of juvenile offenders with mental health 

disorders is heterogeneous, and the treatment needs of these youth vary considerably. 

Some juveniles are too acutely mentally ill to be held in a juvenile justice facility. These 

youth should be managed in a mental health facility, where there is increased access to 

mental health resources. Further, most juvenile justice facilities are not adequately 

equipped to handle youth with chronic and severe mental health disorders who need 
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intensive, long-term mental health services, as appears to be the case with this young 

person.   

P13= analysis from the observation form indicated the following: a sad mood, recurring 

thoughts of death or suicide, trouble performing at school, have general aches and pains, 

have higher injury rates than others and is delusional.  

The young person always has injuries in his body, and he is often sick. He does not do 

much in the Centre, and he also cannot grasp anything at school. Boesky (2011:193) 

states that staff should pay close attention to the following observable behaviours that 

may indicate that juveniles are at risk of suicide. Displaying only one of these behaviours 

is not enough to indicate suicide risk. However, exhibiting a combination of these 

behaviours can indicate that youth are at high risk; a sad mood or depressed mood, 

increased irritability, lack of appetite, no emotions, very slow speech or behaviour.  

P14=the analysis from the observation form is as follows: Loss of interest in activities, 

feelings of worthlessness, loss of energy, physical agitation, recurrent thoughts of death 

or suicide, inattention to self-care such as bathing, do not talk much, aloof and isolate 

themselves and delusional.   

The young person is a loner in the facility. He always sits alone except in the kitchen. 

He takes his own time eating during lunch and dinner time. He does not want to sleep 

as he claims to be seeing things when he sleeps. He is encouraged by his roommates 

to bath and battles in cleaning when it’s his time. He appears to be in his own world. His 

reasoning is not one of a person his age; he thinks like a much younger person to him.  

As mentioned before, Boesky (2011:240) states that the population of juvenile offenders 

with mental health disorders is heterogeneous, and the treatment needs of these youth 

vary considerably. Some juveniles are too acutely mentally ill to be held in a juvenile 

justice facility. These youth should be managed in a mental health facility, where there 

is increased access to mental health resources. Further, most juvenile justice facilities 

are not adequately equipped to handle youth with chronic and severe mental health 
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disorders who need intensive, long-term mental health services, as it appears to be the 

case with this young person.   

In this illustration above, the researcher critically examined the observation forms to 

identify the 14 participants' common behaviours. The steps that were followed in the pilot 

study were done to test the applicability of the short-term intervention guidelines 

regarding project feasibility (Melnyck & Morrison-Beedy; 2012:285). The researcher will 

present the findings of the study in the section to follow. 

 

7.3 KEY PILOT STUDY FINDINGS 

The findings emanated from data collected throughout the interviews from the initial 

moments of the interaction, and admission in this phase, including their general 

presentation. Sadock et al. (2015:201) emphasise that information gathered from 

observation may give the clinician various data set than patient responses. The Mental 

Health Examination provides the clinician with a snapshot of the patient’s mental status 

at the intervention time. It is valid for subsequent visits to compare and monitor change.  

The identified indicators will inform appropriate interventions to be followed. 

Furthermore, during the admission phase, some youth presented various behavioural 

symptoms identified and noted in the observation form. The behavioural symptoms that 

emerged during admission and throughout the stages of the youth’s processing by the 

MDT, behavioural patterns were grouped in terms of Psychological Risk factors, Genetic 

and Biological factors, and Social Environmental factors to detect possible mental health 

challenges. These factors are discussed below.  

 Psychological Risk Factors  

The following findings from observations during admission using the observation form 

and the following figure 7.4 presents the psychological risk factors. 
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FIGURE 7.4: PSYCHOLOGICAL RISK FACTORS 

 

According to Yivisaker (2009:370), the rapid development occurring in the early years 

means that children’s behaviour needs to be viewed within a developmental framework. 

The actions that would be concerning in later childhood are more commonly seen in 

infants. For example, being distressed when a primary caregiver is out of sight is 

expected for a 10-month-old baby but becomes more problematic for a 4-year-old. A 

significant challenge is that children in this age group grow and develop at different rates 

and stages, making it challenging to recognise when a concern may be present.   

However, research has shown that infants and young children can and do experience 

the same mental health conditions as adults. The way these disorders are expressed 

are somewhat different during the early childhood years and can be more difficult to 

identify (Kids Matters, 2012:9), thereby stressing the need to understand psychosocial 

factors as well. 

Parkinson (2012:54) asserts that life events thought to have a potential impact on the 

mental health of a young person by virtue of being highly (Psychologically) treating those 

cover events that happen to the child himself and those which happen to his or her family 

and both emotional and physical trauma. Life events can range from family conflicts, 

including divorce, separation, relationship breakdown, loss, bereavement, or a loved 

•Hallucinations

•Oversleeping

•Have general aches and pains

•Do not talk, aloof, isolate themselves

•Recurrent thought of Death or suicide

•Hyperactive

•Aggressive

•Have anxiety symptoms

•Lack of emotions/expressionless

•Have difficulty in paying attention

•Feeling of worthlessness (self‐critic)

•Displayed a sad mood

•Have difficulty in paying attention

Psychological risk factors 
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one's illness. Social life transitions including going into care as the young people at 

CYCC. Parkinson (2012:54) furthermore states that children and young people identify 

significant life events as having a major impact on their mental health. Most events 

present a long-term psychological threat to children, and young people involve disrupting 

relationships/interactions like being arrested and sent to a secure care centre. 

 Genetic and Biological Factors 

Findings from observation during admission and throughout the engagement process, 

the following conclusions emanating from interaction with the young person are 

presented in Figure 7.5 below.  

FIGURE 7.5: GENETIC AND BIOLOGICAL FACTORS 

 

Papalia, Martorell and Feldman (2014:499) cited that analysis of many studies have 

concluded that genes influence 40 to 50 percent of the variation in antisocial behaviour 

within a population and 60 to 65 percent of the variation in aggressive antisocialists 

(Rhee & Waldman, 2012). Genes alone, however, are not predictive of antisocial 

behaviour. Recent research findings suggest that while genetics influence delinquency, 

environmental influences, including family, friends and school, affect gene expression 

(Guo, Roettger & Cai; 2008:543). Bezuidenhout (2018:101) concurs and refers to 

organic brain disorders caused by traumatic brain injuries, brain tumours and 

psychomotor epilepsy, leading to disrupted neural functioning, which causes disorders 

in thinking. These disorders often result in fear, anxiety, anger and depression, and 

•Overly inflated self‐esteem

•Distractibility

•Very smart.

•Do not have the ability to process information and make sense

•Do not talk aloof, isolate themseves 

•Feeling that they are rejected and unloved

Genetic and Biological factors 
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unexpected outbursts. Depending on the location of the tumour, this can also contribute 

to the risk of becoming involved in aggressive behaviour. 

According to Walsh (2014:272), behaviour geneticists state that genes do not cause the 

way individuals behave or feel; but rather facilitate tendencies or dispositions to respond 

to their environment. Behaviour is, therefore, the result of biological factors such as 

genes interacting with environmental factors. According to Bezuidenhout (2018:101), 

there are no specific genes for criminal behaviour. Still, some genes lead to particular 

traits such as low IQ and low self-control that increase the probability of criminal 

behaviour. This probability increases when combined with particular environments, such 

as unemployment or communities with gang activities. Hence, the role played by the 

environment, and an individual’s genes are related. Therefore, the knowledge of these 

biological and behavioural factors can help the MDT understand certain behaviours 

exhibited by the young people in the CYCC. 

Today, the eco-systems approach is one of the most commonly used practice models 

by professionals, such as social workers and educators. However, not only 

environmental factors affect the individual. The Nano system, according to Herbst and 

Reitsma (2016:47), refers to an individual’s neurobiology, genetic predisposition, inner 

world, temperament, personality and frame of reference through which he or she 

perceives the world. The Nano system is the “inner world” experienced during early 

childhood development that is not necessarily influenced by external or social factors at 

this stage.  

Boesky (2011):12) states that one of the most common questions juvenile justice 

professionals asks relates to whether mental health disorders are associated more with 

nature or nurture. Is mental illness due to biological factors or environmental influences? 

Presently the authors assert there is general agreement that many mental health 

disorders are the result of an introduction between individuals’ predisposing 

vulnerabilities and the stressors they experience. However, Boesky (2011:13) cautions 

that youth differ in their responses to stressful life experiences; some juveniles tolerate 

large amounts of stress and never develop a mental health disorder even when they 
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have inherited a biological vulnerability to do so. Research has consistently shown that 

heredity plays a role in many of the significant mental health disorders. 

The co-occurrence of physical illness and mental health problems is well known, and 

growing evidence suggests a complex interplay between physical and mental health 

(World Health Organization, 2014). Mental health is increasingly seen as fundamental 

to physical health, and physical illness and disability influence the risk of mental health 

problems (Parkinson, 2012:44). 

According to Parkinson (2012:44), a range of physical health complaints has also been 

shown to affect children and young people's mental health. Adolescents suffering from 

headaches and migraines have been found to report decreased psychological 

functioning and lower life satisfaction. Children and young people assert that the authors 

identify poor health and illness as harming their mental health. The consequences 

include feeling more vulnerable emotionally and being conscious of being distinct from 

their peers. Feeling good is also identified as being contingent on their feeling healthy, 

amongst other things. Emotional intelligence is seen as being able to recognise and 

regulate emotions in self and others; Parkinson (2012:51) cited four significant 

components of emotional intelligence: 

Awareness of self to accurately perceive the emotions you are feeling. 

Self- regulation/management – the ability to handle complex and powerful emotions and 

positively redirect them so that their expression is appropriate (this involves the capacity 

to self-soothe anxiety and shake off hopelessness and gloom. 

Empathy; the awareness of others' feelings: Accurate responses to emotions in others 

involving skill in negotiating close relationships with others. 

Having analysed the Observation Form's data, the researcher has presented the youth's 

behaviours and categories.  This pilot was carried for three months; the results are 

remarkable. Further development and improvement of the Observation Form for a full-

scale study is recommended.   
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 Social Environmental Factors  

The following social environmental factors were identified during admission and 

throughout the engagement phase, and they are presented in Figure 7.6 below.  

FIGURE 7.6: SOCIAL ENVIRONMENTAL FACTORS 

 

Parkinson (2012:54) asserts that life events thought to have a potential impact on the 

mental health of a young person by virtue of being highly (Psychologically) threatening 

events that happen to the child himself and those which happen to his or her family, Life 

events can range from family conflicts including divorce, separation, relationship 

breakdown, loss, bereavement or illness of a loved one. Social life transitions including 

going into care as the young people at CYCC. Parkinson (2012:54) furthermore states 

that children and young people identify significant life events as having a major impact 

on their mental health. Most events that present a long-term psychological threat to 

children and young people frequently involve disrupting important social 

relationships/interactions like being arrested and sent to a secure care centre. These life 

events, at times, manifest themselves in the following social indicators; Family 

circumstances, School and Peers: 
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Family 

According to Papalia et al. (2014:499), antisocialists typically occur in adolescents with 

normal family background. Parents of children who become chronologically antisocial by 

contrast may have failed to reinforce good behaviour in early childhood. They may have 

been harsh or inconsistent or both in punishing misbehaviour. These parents may not 

have been closely and positively involved in their children’s lives over the years. The 

children may get payoffs for antisocial behaviour. Papalia et al. (2014:499) contend that 

open hostility may exist between parent and child; when constant criticism, angry 

coercion, or rude uncooperative behaviour characterizes parent-child interactions, the 

child tends to show aggressive behaviour problems, which then worsen the parent-child 

relationship. 

Drug Effects 

Van Staden (2015:27) highlights that poor parenting practices family criminality as 

factors that put young people at risk. Parkinson (2012:57) states that the home 

environment they create has a profound effect on children’s mental health. Critical 

aspects that young people highlight include the absence of loving and trusting 

relationships with parents (both emotional and physical) result in mental problems. 

Young people are aware of the detrimental impact that caring for other family members 

can have on their mental health. The negative side of social support can lead to feelings 

of being different from peers, isolation and concern about the future, loss of self-identity, 

and stigmatization, impacting mental health. 

Furthermore, Papalia et al. (2014:499) state that the choice of peers is affected mainly 

by environmental factors. Young people gravitate to others brought up like themselves 

who are similar in school achievement, adjustments and prosocial or antisocial 

tendencies. As in childhood, antisocial adolescents tend to have antisocial friends and 

their antisocial behaviour increases when they associate with each other. 

Wei et al. (2015:3) state that some children with mental health problems may abuse 

substances such as drugs or alcohol to cope. Substance abuse must be taken seriously, 
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but any underlying causes need to be addressed; for example, if a child abuses drugs 

to calm anxiety, he/she may require treatment for an anxiety disorder. 

School 

According to Parkinson (2012:89), a recurring theme in children and young people in 

what they consider to be essential for their mental health is the pressure created by the 

demands of schoolwork. Children and young people relate the stress of schoolwork, the 

pressures to succeed and achieve, especially in exams, with academic pressures 

generating feelings of anxiety and nervousness. Pressure can come from perceptions of 

expectations of oneself and others. It can be the assumptions about the consequences 

of not meeting expectations associated with becoming anxious, worried, or stressed. 

Children and young people frequently note that a sense of personal achievement is 

critical for their mental health and that the feeling of not achieving impacts negatively. 

Peers 

Parkinson (2012:80) informs that the peer group is the age and social reference group 

against which young people tend to compare themselves and are often located at school 

and in interactions with school mates. According to Van Staden (2015:34), peer relations 

significantly influence adolescent decision-making and behavioural patterns. 

Furthermore, Parkinson (2012:81) cited bullying behaviour as an issue that impacts 

children and young people's mental health, with research linking poor mental health 

inter-personal stigmatization in the form of bullying. Bullying has a detrimental effect on 

the psychological and physical health of others. It interferes with developing a mutually 

satisfying inter-personal relationship for both those who engage in bullying behaviour 

and those who experience it. 
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7.4 CHAPTER SUMMARY 

The researcher presented this chapter in two sections, namely:  

 The first section provided an overview of the consultative workshop to develop 

practice guidelines for the management and care of young people with mental 

health challenges in a secure care centre in conflict with the law.  

 The second section presented a pilot study in the early identification of young 

people with mental health challenges. 

In this first section, the guidelines were deficient and lacking in practice concerning 

mental health promotion. The guidelines were identified and formulated in the 

consultative workshop. The primary purpose for developing the guidelines was met, 

which was to empower the MDT to render an effective service when intervening in the 

life space of young people with mental health challenges in the secure care centre.  

The developed guidelines were augmented with intervention strategies for managing 

youth with mental health challenges, supported with literature to identify specific required 

standards for practice. The researcher identified critical domains of practices that are 

part of the guidelines. They were included to aid the various professionals working with 

youth affected by mental illness to be aware of their respective roles during service 

delivery. The core values of social work and child and youth care work that support the 

critical domains were discussed. In line with the core values, the researcher discussed 

ethical standards to support the guidelines.  

These are obligations to the clients to protect the young person with mental health 

challenges. The MDT and the caregivers in the facility are responsible for ensuring that 

these affected young people are protected. 

The second section, which focuses on the overview of the pilot study and the 

Observation form, was developed to help identify mental health symptoms observed 

during admission. In this section, the members of the MDT tested the suitability of the 

observation form from the admission stage through various intervention stages.  The 
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young person’s observable behaviour was logged at every process to collect the data 

required. An analysis of the data was done, as all observable behaviour was grouped 

into patterns, themes and categories, which were colour coded in terms of participants 

observable behaviour.    The key pilot study findings were presented as follows: 

Psychological Risk factors, Genetic and biological factors, and Social environmental 

indicators.  

The results from the workshop and pilot study suggest that a lot has to be done upon 

admission as the medical personnel inside the facility focus on physical examination for 

all young people upon admission; equally, the Mental Status Examination (MSE) should 

receive the same status attention, irrespective of whether the young person presents 

suggestive symptoms or indicator of mental health disorder. As detention (in a secure 

care environment) is an artificial environment imposed upon the individual. The facility 

needs to assist the MDT by providing resources that will equip them with knowledge of 

biological and behavioural factors to understand certain behaviours displayed by young 

people in CYCC, primarily upon admission. 

The study's objective, which was to develop management and care guidelines, was 

achieved by identifying short-term, medium-term and long-term guidelines. 
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8 CHAPTER 8: SUMMARY, CONCLUSIONS AND 

RECOMMENDATIONS 

8.1 INTRODUCTION 

 In Chapter One of this study, the researcher outlined a general overview of the 

research problem that the study sought to address, together with a brief 

introduction to the methodology. 

 In Chapter Two, a literature study, theoretical framework, and the legislative 

overview of the child and youth care system's transformation was presented, 

exploring the phenomenon of mental health within the youth justice system and 

the child and youth care system.   

 Chapter Three described how the chosen research methodology was 

implemented by elaborating and defining the application of the research process 

and design.  

 In Chapter Four and Five, the research findings (presented in themes, sub-

themes, and categories) were included based on the participants' contributions. 

This was complemented by a literature control.   

 Chapter Six reflects and explores various functional elements inherent in models, 

practice guidelines, and policy guidelines adopted to develop interventions for 

youth with mental health challenges in secure care centres.   

 Chapter Seven is the presentation of practice guidelines for the Multi-Disciplinary 

Teams in the management and care of young people with mental health 

challenges. This chapter was presented in two sections: an Overview of the 

Consultative Workshop and a Pilot Study conducted on early identification of 

youth with mental health challenges in secure care facilities.  

 Chapter Eight will summarise the findings and conclude by presenting 

recommendations around the methodology employed, guidelines developed, and 
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suggestions and possibilities for further research, which will also be discussed 

when concluding this chapter.  

 

8.2 CHAPTER SUMMARY AND CONCLUSIONS BASED ON THE RESEARCH 

PROCESS 

In this section, the researcher will provide a summarised overview of each chapter and 

the related conclusions to indicate each chapter's contribution to the guidelines. 

 Summary and conclusions of Chapter One: General introduction and 

orientation to the study 

This chapter introduced the reader to the general background of the study. It included 

the problem formulation and the motivation behind undertaking the study. The theoretical 

framework that served as the lens for the study was also introduced. The researcher 

made use of the following to provide insight into the complexity of the research topic: 

 Various sources of information. 

 Statistical data compiled by government prints. 

 Policies and legislation regarding youth with mental health challenges. 

 Journal articles. 

 Textbooks on previous and recent research topics related to the current study. 

The research problem in this study culminated from professional and practical 

observations at CYCCs. There is limited research on the experiences, needs, 

challenges, and coping skills for the MDT in the CYCCs. The researcher concluded a 

need to develop management and care guidelines for the MDT to understand the 

challenges presented by young people with mental health challenges and in conflict with 

the law. The researcher also introduced the eco-systems theory that addressed the 

numerous environmental factors and relations that can affect how one's perceptions are 

formed through experiences. The idea behind this approach is based on the observation 

that people cannot exist in isolation. Individuals continuously influence each other 
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through interactions within the environment (Turner 2017:416). Therefore, the eco-

systems theory provided an understanding of how experiences among caregivers are 

perceived individually. This defined how family, peer and community values influence 

these experiences and perceptions and their impact on youth with mental health 

challenges. Following the theories' introduction, the researcher introduced the research 

question, goals, and objectives in which the study was entrenched. This is summarised 

in the next section. 

 Recollecting the research question, goals, and objectives formulated 

for the study 

As presented in Chapter One (see section 1.3.1), the research question was framed to 

guide this study's investigation. The research goals were formulated to describe the 

steps taken in reaching the study's goals. The research question, goals, and objectives 

will now be reviewed in the current section to determine whether or not the researcher 

has, through this study, answered them and reached the goals. The research question 

proposed for this study was as follows: 

 What are the management and care guidelines for youth with mental health 

challenges at the Child and Youth Care Centre for the Multi-Disciplinary 

Teams?   

The answer to this research question was explored and concluded in Chapter Four and 

Five of this report. The MDT and Peer Councillors participants' responses reflected that 

they genuinely cared for young people with mental health challenges. They provided 

detailed narratives of their negative experiences concerning their struggles due to lack 

of management and care guidelines, making their intervention ineffective. They 

mentioned that they could not identify youth with mental health needs, the lack of 

training, and standard operating procedures was concerning. The lack of resources has 

also been identified as a challenge in the affected youth's management and care. The 

participants stated that shortage of qualified personnel in mental health care, e.g., 
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psychiatric social workers, nurses, child and youth care workers and remedial educators, 

presented challenges of their own.  

The participants also reflected on the juvenile justice process, which places the youth 

with mental health challenges to a secure care centre, which is not fit for the detention 

of this category of youth. The participants also indicated that during a crisis, when they 

try to calm or restrain the young person, they sometimes get hurt in the process. 

Furthermore, the participants mentioned that services to other recipients are often 

disrupted by these episodes, as staff have to focus on the mentally ill youth. The 

participants also noted that the ratio between the child and youth care workers and youth 

with mental health needs poses a challenge as the level of service they can provide is 

currently ineffective. 

Communication between the facility social workers and probation officers needs to be 

strengthened significantly when medical certificates and reports do not detail their 

current status. The researcher can conclude that the research question, observations, 

and storylines of this study were answered by the participants' information in Chapters 

Four and Five. A detailed presentation of the findings was made in the mentioned 

chapters by analysing each theme and sub-theme. A summary of the research findings 

(presented below) in this chapter was also presented in a consultative workshop.  

The participants were able to tease-off management and care guidelines for youth with 

mental health challenges, presented in Chapter Seven (Table 7.2). Having formulated 

the guidelines, the participants also provided intervention strategies for the management 

and care of youth with mental health challenges which were presented in Chapter Seven 

(sub-section 7.1.4.2). Further, a pilot study was undertaken to provide guidance and 

direction for the early identification of youth with mental health challenges upon 

admission to the facility. The above aspects attest to the conclusion that the research 

question has been adequately responded to. 

The research goals are deduced from the research question. Fouche and De Vos, 

(2011:94) state that the primary purpose or aim in a research study refers to a description 
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or formulation of what the researcher wishes to attain through the study. The goals and 

a concluding statement on how each goal was achieved are presented below in Table 

8.1. 

TABLE 8.1: SUMMARY OF THE GOALS FOR THE STUDY AND THE CONCLUSIONS ON THEIR 

REALISATION 

The following goals were formulated at 

the outset of the study: 

Conclusion statement on the realisation 

of the stated goal formulated for the 

study: 

 To develop an in-depth 

understanding of the MDT's 

management and care guidelines 

for youth with mental health 

challenges at Child and Youth Care 

Centres (CYCC).  

The researcher obtained an in-depth 

understanding of the MDT's management 

and care guidelines for youth with mental 

health challenges at Child and Youth care 

Centres. This was comprehensively 

described in Chapters 1 (sub-section 1.3.1), 

Chapter four and five, Chapter six and 

chapter seven (sub-section 7.1.4.1 including 

Table 7.2) of this study. 

 

 To determine how and with what 

the multi-disciplinary team would 

like to be supported. 

In Chapter Seven (Table 7.2), the researcher 

presented suggestions for the MDT and how 

they can be supported. 

 To formulate management and 

care guidelines for intervention 

that would assist the practitioners 

(MDT) working with youth with 

mental health challenges at 

CYCCs. 

In Chapter Seven (sub-section 7.1.4.3), 

management and care guidelines were 

formulated.  
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Given the information provided in Table 8.1, the researcher can conclude that the goals 

formulated for this study were achieved. The formed objectives in realising the purpose 

of this study are described next. The main objectives and sub-objectives were introduced 

in the first Chapter One (sub-section 1.3.3). This section aims to present a summary and 

conclusions based on all of the research objectives introduced in the research plan. The 

objectives of this study were: 

 To contextualise and conceptualise management and care guidelines for 

youth with mental health challenges from a literature perspective. 

This was achieved by exploring the MDT's perceptions and experiences relating to 

caring for youth with mental health challenges. The exploration of the mentioned aspects 

in this objective was done through data collection and analysis methods, as explained 

in Chapter Three. As indicated in Chapter Three (sub-section 3.6.1.3 to 3.6.1.4), the 

researcher spent time exploring the participants' views, perceptions and experiences 

utilising focus groups and semi-structured interviews. Participants verbally relayed their 

experiences in caring for youth with mental health challenges in a secure care facility. 

The MDT's perceptions and experiences were presented in Chapters Four and Five of 

this study. Chapter Four describes that the MDT had vast experience managing youth 

in conflict with the law and described challenges they experienced in handling the 

affected youth. The collected data was then analysed and described in Chapter Three 

(sub-section 3. 6.1.4) as part of the research findings. The MDT suggested various ways 

in which the National Office and Provincial Office could support them in caring for youth 

with mental health challenges, including infrastructural changes and providing the 

required human resources for this population.  

 To explore and describe current existing management and care protocols 

for youth in conflict with the law living with mental illness. 

Chapter Six explored and described functional elements inherent in different service 

models, practice guidelines, and suggestions from available literature to examine the 

range of complementary practices that will help the MDT manage and care for youth with 
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mental health challenges. As presented in Chapter Six of this research study, the 

objective has been realised, which brought to the fore international models and South 

African models to support the research topic.  

 To identify and describe key elements of effective management and care 

guidelines for youth with mental health challenges 

The above was achieved in Chapter Six, where functional elements inherent in the 

guidelines and models in the literature relating to youth with mental health challenges 

were identified. The key elements were provided when policymakers adopted numerous 

models and practice guidelines to develop interventions for youth presenting with mental 

health needs in the juvenile justice system. The functional elements from services and 

the prime objective of the minimum norms and standards were discussed. Providing 

standardised and uniform services for youth in conflict with the law with mental health 

challenges was achieved. 

 To explore and describe the training needs of the MDT at CYCC 

The participants, through their storylines, related how they were expected to manage 

and care for youth with mental health challenges without knowledge of mental health 

care practice. In chapter four, the participants provided insights on the type of decisions 

they have to engage in daily, without standard operating procedures to guide them in 

managing the affected youth. The MDT further emphasised that they need psychiatric 

training to augment their child and youth care work training. Their storylines were 

supported by the peer counsellors who stated that the MDT truly cared for the young 

people with mental health challenges but lacked training in managing their behaviour as 

some of the affected youth are violent, aggressive and their behaviour is erratic. The 

training was also identified by the MDT concerning early identification of youth with 

mental health challenges during a consultative workshop presented in Chapter Seven 

(sub-section 7.1.4); thus, the objective of the research study in this section was 

successfully captured. 
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 To identify and describe required resources for the MDT at CYCC 

for effective management and adequate care for the needs of youth 

with mental health challenges.  

In chapter four of this research study, the MDT presented aspects relating to the secure 

care system's weaknesses as lack of resources, the challenges highlighted, had a 

potential threat to the young people with mental health challenges. Their needs were not 

adequately met. It should also be noted that the MDT also presented suggestions on 

what should be done and which improvements need to be made, be it to improve the 

current infrastructure, or providing new resources necessary to enhance the lives of the 

affected youths. The objectives of resources were clearly outlined in Chapter Seven 

(Table: 7.2) to meet the above objective.  

 Based on the findings, to develop management and care guidelines 

for the MDT at CYCC. 

The MDT presented compelling storylines in Chapter Four, supported by peer 

counsellor's storylines in Chapter Five, which supported the research question and met 

the stated objectives of the study, which resulted in the management and care guidelines 

for youth with mental health challenges presented in Chapter Seven (Table 7.2). The 

management and care guidelines identified more or less sought to identify and modify 

risk and protective factors. They also sought to modify mental health aspects relevant to 

the young people of concern. The guidelines also sought to improve collaboration and 

educate partners involved in the juvenile justice system. 

 Conclusions on the contribution of Chapter One to "The Guidelines" 

Based on the information in Chapter One, the following conclusions can be reached as 

far as the research problem, research question, the goals and objectives of the study 

and research methodology are concerned: 

 The introduction and problem statement introduced the topic and general purpose 

of the study; to develop management and care guidelines for the MDT as they 
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intervene in the life-space of the young people presenting with mental disorders 

in the CYCC. This population of youth within the child justice system has grown 

considerably; however, the management and care guidelines are lacking, as 

confirmed by the focus groups with the MDT and supported by PC and literature 

review. 

 The blueprint (2010) brought about practice guidelines for the entire CYCC 

system; however, the practice guidelines do not address the management and 

care of the youth afflicted by mental illness. The practice guidelines are generic 

to the residents in secure care centres. The guidelines will provide the necessary 

guidance and support in the day to day, moment by moment intervention and 

treatment of these affected youth. 

 Using the descriptive, explorative, and contextual design, a qualitative approach 

was used to determine the MDT's understanding and interpretation of their 

experiences concerning the young people's mental health challenges in the 

secure care centres. To also determine how they cope in the life-space of the 

affected youth Chapter One (section 1.5). 

 The research question enabled the researcher to narrow the topic and focus the 

investigation into understanding mental health indicators in a CYCC to empower 

the MDT to recognise the mentally ill youth and identify risk factors linked to the 

presented behaviour. Understanding the research question enabled the 

researcher to determine what, where, when, and how data was collected, using 

the IDD model and formulating the objectives and the task objectives; the primary 

goal of developing management and care guidelines for the MDT was attained. 
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 Summary and Conclusions of Chapter Two: A literature study, theoretical 

framework and the legislative overview of the transformation of the child 

and youth care system. 

In Chapter Two, an overview of the transformation of the child and youth care system 

focused on the contextualisation, prevalence, and phenomenon of youth mental health, 

within the juvenile justice system, by presenting the historical context of the management 

and care of young people in conflict with the law. In the South African context, the era 

before 1994 dealt with young people in conflict with the law in the same manner as adult 

offenders by detaining them in prisons or police cells throughout the country. The Child 

Justice System Act, 75 of 2008 (South Africa 2010), was the first piece of legislation 

post-1994, which brought about changes within the juvenile justice system. The 

transformation process of the child and youth care system from 1994 to 2007 brought 

about significant changes that positively affected youth in conflict with the law.  

The transformation plan led to the development of secure care centres, where youth in 

conflict with the law were detained in the secure care program. The changes brought 

about by the transformation of the child and youth care system did not single out the 

challenges presented by young people with mental health challenges in conflict with the 

law; they were all classified under a general term, "children in conflict with the law". 

The current legislative frameworks and policy guidelines, the Blueprint minimum norms, 

and the standards for secure care centres (2010) do not provide the necessary 

procedures neither do they guide the MDT on how to manage the behaviour presented 

by young people affected by mental illness. The Centre for Child Law (2017) reported 

that CYCC's are experiencing challenges caring for children with mental health 

problems. The staff running the programs in CYCCs experienced difficulties in managing 

these young people, as they do not have the knowledge or skills nor understand the 

concept of mental health. The problem was compounded by the fact that there were no 

management and care guidelines for staff when interacting with the youth instead of 

standard operating procedures for all youth in the secure care facilities. 
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The literature reviewed provided good mental health and well-being indicators, covered 

in Chapter Two (sub-section 2.3.3). The biological and behavioural indicators of mental 

health challenges were discussed in (sub-section 2.3.1), biochemical, neurological 

factors and brain disorders, and genetic vulnerabilities were also addressed.  

Psychosocial indicators in (sub-section 2.3.2), intelligence, personality traits, anxiety, 

depression were discussed, which impacted young people in conflict with the law. These 

young people presented the behaviours as they were affected by mental illness in the 

secure care centre.   

The focus was on early childhood attachments, and the challenges presented by the 

lack of affection were identified and broken down as follows;  

- Stigma, (sub-section 2.3.3.1), -lack of attachment (sub-section 2.3.3.2).  

The critical stage of adolescence and mental health disorders were presented, and the 

lack of attachment was discussed.  Mental health disorders (section 2.4) adolescence 

and youth present a significant challenge in the CYCC system, especially the secure 

care environment. It is essential for adults working in the juvenile justice system to 

understand the developmental stage of adolescence, which is filled with developmental 

challenges. It is to be understood in the confines of the secure care centre environment 

(sub-section 2.4.1.) that the developmental stages of adolescence and its relevance to 

the MDT were discussed to understand the youth's mental health challenges.  

Further, (sub-section 2.4.1.1) presents the adolescence attachment formation, which 

comes about as a shift in various areas of development, including social, cognitive, 

affective, and biological development. In (section 2.4.) and (sub-sections 2.4.2), a 

presentation of risk and protective factors that influence behaviour and mental health will 

be made. Under this sub-section, family risk and protective factors, school-related risk 

and protective factors, life events, societal risk, and protective factors are discussed.  

In (sub-section 2.4.2), Secure Care as a program is presented. The Department of Social 

Development (2010) developed an integrated model, which is a multi-pronged approach 

aimed at addressing the social welfare and developmental needs of target groups in a 
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holistic and integrated manner.  This approach provided a basis upon which systems 

can be put in place to ensure that vulnerable youth can access immediate, short, and 

long-term material support. The integrated model introduced intervention levels: 

prevention, early intervention (non-statutory), statutory intervention and care, 

reintegration, and aftercare.  

The secure care program falls under level three, which is statutory intervention and care. 

At this level, an individual has become involved in some form of a court case as 

mentioned; the Blue-Print (2010:45) provides the levels of intervention intended for all 

youth, including youth with mental health challenges. The integrated model does not 

provide guidelines for the management of young people at level three afflicted by mental 

illness; however, the model does recognise the developmental needs of target groups 

and recommends that the needs be addressed in a holistic and integrated manner. 

The Theoretical Framework for understanding youth with mental health challenges for 

the MDT in the CYCC is presented in Chapter 2.5. In this section, mental health is 

understood to be ecological and contextual; it is based on the premise that mental illness 

in a child depends on the many factors that operate on various levels, from molecular to 

societal. The child-caregiver relationship should be given the most attention, as it 

influences the child's mental health. 

The youth's placement in a CYCC should be in their best interest and based on their 

identified needs and assessment by competent professionals. This section presents the 

framework within the context of assisting the MDT in the CYCC to understand the 

challenges of youth with mental health challenges. Bronfenbrenner (2005:97) mentions 

that the ecological systems theory suggests that individuals are embedded in different 

levels in the environment that impact an individual's feelings, behaviour, and overall 

functioning.  

The context was described as involving four interrelated systems: the microsystem (the 

immediate environment where proximal process occur), the mesosystem (interrelations 

amongst several microsystems) the exo-system (having an indirect influence on the 



 
  

 

 

540 
 

person), and finally, the macrosystem (within a shared belief system) From this 

perspective, the closest environment for the young person in conflict with the law, 

presenting with mental illness within CYCC is the microsystem: characterised by 

activities, roles, interpersonal face to face relations.  

 Conclusions on the contribution of Chapter Two to "The Guidelines" 

Based on the information in Chapter Two (sub-section 2.2.2), the following conclusions 

can be reached concerning the theoretical framework for this study; 

 The discussion about the legislative framework, brought about by the 

transformation of the child and youth care system, provided the basis upon 

which practice guidelines can be developed. 

  The chapter was able to highlight the gaps between the generic approach 

presented by standard operating procedures, to all residents of the facility,  

 to bring to the fore what management and care guidelines should entail, that is 

bringing in the understanding of the concept of Mental health, for example, 

knowing the early indicators of Mental health, will influence the management 

and care of the young people better for instance; 

 Understanding the developmental stages of adolescence will enable the 

MDT to make age-appropriate management and care strategies that will 

also contribute to practical guidance on approaching these problems and 

suggestions for using one or more behavioural interventions.  

 To present "user-friendly" and effective strategic supervision and 

management plans, once they have a better understanding of youth's 

thinking patterns and behaviour with mental health challenges, for example, 

the biological and behavioural indicators, the psychosocial indicators. 

 Understanding risk and protective factors that influence behaviour and mental 

health enabled; the MDT to minimise risk factors by developing and promoting 

protective factors to the benefit of the affected young people. 
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 To present the microsystem as the system of care where the different 

professions come together to render services to the young people who have a 

mental illness. The team members within this system complement each 

profession's specific valuable contribution and address the shared knowledge 

skills, values, and attitudes required when working in an interdisciplinary 

setting. 

 Summary and conclusions of chapter Three: Description of the application 

of the intervention research process for exploring the research topic under 

investigation.   

 Chapter One provided the introduction and background to the study. Chapter Two 

provides a literature study, theoretical framework and the legislative overview of 

the transformation of the child and youth care system in conjunction with exploring 

the phenomenon of mental health within the youth justice system and the child 

and youth care system.  Chapter Three explains the researcher's motivation to 

devote a whole chapter to describe how the research plan was applied. A 

qualitative research approach was decided on with a phenomenological, 

explorative, descriptive, and contextual inquiry strategy. Furthermore, the 

researcher expounds on the proposed research methods in this research design, 

focusing on the population, sampling methods, participant recruitment, 

preparation for data collection methods, and the analysis and verification of the 

data. Finally, applying the ethical principles that would be upheld during a 

qualitative research study was discussed. 

In addition, Chapter Three focused on the execution of the methodology and 

methodological techniques, which consist of an exposition of a suitable method to 

structure the empirical phases of the study, specifically Phase Three of the Intervention 

Design and Development (IDD) model of Rothman and Thomas (1994).  The following 

is a summary of the use of the IDD model, which is to develop the practice guidelines 

for the MDT in the management and care of youth with mental health challenges in a 

CYCC. 
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Furthermore, the qualitative Research Approach was adopted for the current study, and 

the objective was to explore and describe human behaviour relying on the perceptions, 

opinions and knowledge of participants. In this study, the research approach was used 

to answer questions about caring for youth with mental health challenges.  

For this study, all the steps of the IDD model were followed, which are briefly discussed 

below: 

Phase One of the IDD model consists of problem analysis and project planning. All 

the steps were followed in their sequence as presented by Rothman and Thomas (1994). 

In this phase, a practice problem was selected and studied. 

 Phase One, Step One: Identifying and involving clients. 

This operation is the first step of the IDD- model of Rothman and Thomas and the 

specific population. Identifying and involving clients entails the selection of a population. 

The target group was the MDT and the peer counsellors in the six Provinces, Eastern 

Cape, Gauteng, Limpopo, North-West, Northern Cape, and Western Cape. Focus 

groups were conducted in the six provinces, choosing an information-rich sample and 

could provide insight into the particular field of interest; the purposive sampling 

technique was used. The inclusion criteria were drawn from various disciplines, which 

consisted of the Multi-disciplinary Team (MDT). The intended criteria for inclusion were 

as follows:   

 selected professionals who have worked with children in conflict with the 

law for one year or longer; 

 Child and Youth Care Workers who form part of the MDT; must have matric 

(Grade 12 Certificate); 

 registered MDT members who are qualified to work with children, e.g., 

Social Workers and Child and Youth Care Workers registered with the 

South African Council for Social Service Professions (SACSSP); 
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 Nurses, Doctors, Psychologists and Occupational Therapists registered 

with the Health Professions Council of South Africa (HPCSA); 

 Educators registered with the South African Council for Educators (SACE); 

 Security Officers registered with Private Security Industry Regulatory 

Authority (PSIRA);  

 The MDT members must have been vetted. 

The sample size was determined by data saturation. In the 11 facilities, 92 participants 

took part in focus groups discussions whereby:11 MDT members took part in the study, 

11 PC members also took part in the focus group discussions. Furthermore, the 

researcher obtained approval from Unisa Research and Ethics Committee. 

 Phase One, Step Two: Gaining entry and cooperation from settings. 

In this phase, the researcher must identify and talk with key informants. Obtaining 

organisational consent is a requirement. The researcher received permission from the 

chief executive officer of the group of companies to research all 13 CYCC's. The Unit 

Managers in the facilities were consulted and sensitised about the research. The MDT 

was invited, and an invitation letter was written, and the participants signed the consent 

forms. The ethical aspects relating to the research, namely: the participants" rights to 

withdraw at any time from the study, the confidential treatment of information and 

identities of participants, as well as the intention to not harm, were discussed in detail. 

Willing and interested participants were then presented with signed consent forms.  The 

process with the Peer Counsellors was not different, the Unit Manager and the MDT 

were gatekeepers for this group of residents, and the purpose of the research was 

communicated. 

 Phase One, Step Three: Identifying concerns of the population 

The concerns of the population involve understanding the research problem where the 

population is allowed to express their concerns, thoughts, and judgement that relate to 

the researcher's problem. The researcher used a qualitative approach with an 
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explorative, descriptive, and contextual design to collect data using focus groups with 

the MDT and Peer Counsellors as participants. The researcher used semi-structured- 

interviews to gain a detailed picture of the participant's beliefs, perceptions, or accounts 

of their experiences in the management and care of young people in conflict with the 

law, presenting with mental health challenges in the CYCC. An interview guide 

supported the interviews. During the interviews, field notes were used as a written 

account of the things the researcher hears, sees, and experiences in data collection. 

Recording of the data was done using an audio recorder, and the recordings were later 

transcribed for coding and data analysis. 

 Phase One, Step Four: Analysing the identified concerns. 

To ensure a systematic and comprehensive manner of data analysis, the researcher and 

the independent coder were guided by the framework of Tesch's in Creswell (2014:198) 

framework for data analysis.  Data verification ensured that the findings of the research 

accurately represented what was happening in the situation being studied (Welman et 

al., 2005:142). Guba's model cited in Krefting model (1991:214-222) was followed to 

describe criteria of trustworthiness that included truth value, applicability, consistency, 

and neutrality. 

 Phase One, Step Five: Setting goals and objectives 

The final step in the First Phase of the (IDD) model focused on identifying the goals and 

objectives of the study. In the context of the IDD Model, the initial purpose of intervention 

research was to: 

 To develop an in-depth understanding of the management and care guidelines 

required by the MDT for youth with mental health challenges at Child and Youth 

Care Centres (CYCC);  

 to determine how and with what the multi-disciplinary team would like to be 

supported and 
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 to formulate management and care guidelines for intervention that would assist 

the practitioners (MDT) working with youth with mental health challenges at 

CYCCs. 

The above goals had a desirable outcome for the individuals in need (youth with mental 

health challenges), reduce risk behaviours, and strengthen protective factors through 

management and care guidelines. The guidelines could only be finalised after a two-day 

National Consultative workshop with 65 delegates from 9 Provinces, where research 

findings were presented and completed Phase One Step Five. 

Phase Two:  Information gathering and synthesis 

This operation is the second phase of the IDD- model, and it has got three steps. Using 

existing information sources is the process of identifying existing material or literature 

and the integration thereof in the study. A multi-disciplinary approach was used when 

accessing the relevant information sources pertaining to the topic. The importance of the 

literature review was introduced, elucidating on the necessity to set the scene for its 

application, to gather relevant information, to develop a synthesis. 

 Phase Two, Step One: Using existing information sources. 

A literature review was therefore deemed necessary to confirm the need for this research 

study. It also helped identify and frame the research problem and developed a greater 

understanding of the phenomenon under investigation. The researcher studied the 

literature on existing mental health management models and protocols used 

internationally and nationally. The studies were used to assess and manage youth with 

mental health challenges in the juvenile justice system to identify and describe functional 

elements of successful best practices within international and local traditions. The 

implementation of this step helped the researcher obtain a knowledge base regarding 

the existing literature and technology related to the focus of this study.  The research 

findings for Chapter Four and Five, literature was reviewed and resulted in the various 

themes to support the research findings. In Chapter Six, literature was reviewed to 
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present practice principles and best practices, in the design of management and care 

guidelines, for youth with mental health challenges for the MDT in a CYCC. 

 Phase Two, Step Two: Studying natural examples 

The findings from studying natural examples were presented in Chapter Four and Five 

of the research studies. The flexibility embedded within a qualitative approach allowed 

for a dynamic focus on individual experiences of the phenomenon under discussion and 

further exploration of points of view and variations among individuals. The data obtained 

from Step One in Phase Two introduced the researcher to models, guidelines, and 

suggestions focusing on the management and care of youth people with mental health 

challenges in the juvenile justice system. 

 Phase Two, Step Three: Identifying functional element of successful 

models of intervention 

This step entailed exploring various mental health models, practice guidelines and 

suggestions, and evaluating their effectiveness in addressing the research problem 

(Rothman & Thomas, 1994:33). The features, advantages, and limitations of the 

identified models, practice guidelines, and suggestions were evaluated in terms of their 

suitability and possible usability to adopt and adapt them for inclusion in the manual of 

guidelines for youth with mental health challenges. The outcome of this step is 

documented in Chapter Six of this study.   

Phase Three: The design of human technology for the guidelines 

 In Chapter One (sub-section 1.6.3), various definitions on what the concept 'Research 

Design' was defined, and the scene was set for the manner it was operationalised. It 

was applied to guide the researcher in data collection, analysing and interpreting 

observed and collected data to answer the research question stated in Chapter One 

(sub-section 1.3.1), which indicates that a research design should explore and describe 

the research problem being studied. The design of human technology for this study was 

achieved by developing management and care guidelines for youth with mental health 
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challenges presented in Chapter Seven (Table 7.2). The application thereof is explained 

in the following section; 

 Phase Three, Step One: Designing an Observation System. 

The clients, especially those experiencing the challenges, should be involved in 

specifying the behaviours and environmental condition that needs to be changed. The 

central task during this phase is converting theoretical generalisations into practical 

prescriptions. Studying the situation involves knowing the circumstances of the young 

people afflicted by mental health challenges that formed the basis for the development 

of guidelines. 

 Phase Three, Step Two: Specifying procedural elements of the intervention 

The two steps in specifying the procedural element of intervention are; 

- The first step is the data that can demonstrate applicable mutual relationships 

between the field of interest and the desired outcome. The focus is the CYCC, 

whereby the interest and desired result is to develop management and care 

protocols for the affected youth. The protocols will consist of strategies, 

techniques, and applicable programs, Rothman and Thomas (1994:36). 

- The second step is the intervention itself. The literature reviewed and 

information gained resulted in developing management and care guidelines to 

assist the MDT in effectively managing the affected young people's behaviour.  

Phase Four: Early Development and Pilot testing.  

This is the fourth step of the IDD model of Rothman and Thomas (1994:27). This phase 

comprises of three stages, but in the study, only two steps were followed and will be 

presented below: 
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 Phase Four, Step One: Developing a prototype or preliminary 

intervention. 

The structure of the proposed model was assembled by analysis of data and using 

information and knowledge gained to construct the structure of the intervention, which 

was developed based on the findings from the consultative workshop in Chapter Seven 

(section 7.1.4). This step enabled the researcher to establish management and care 

guidelines for youth with mental health challenges in a CYCC, which is a Multi-

Disciplinary Team approach. 

 Phase Four, Step Two: Conducting a pilot test 

During this process, the developed guidelines were to be implemented as per 

recommendations from the workshop. The pilot study was conducted to identify youth 

with mental health challenges, employing an Observation Form. The researcher, the 

service providers (MDT) and service recipients Peer counsellors (PC) were involved, 

and this collaboration ensured that the Observation Form addressed the issues of early 

identification of mental health needs of the young people upon admission (Cosby, 

2009:206) 

 Conclusions on the contribution of Chapter Three (Methodology) to "The 

Guidelines" 

The researcher concluded that the IDD-model as developed by Rothman and Thomas 

(1994), specifically the phases and steps utilised in this research project, was an 

appropriate strategy to follow given operationalising the goal of this research study. The 

utilised Phases and chosen Steps (inherent to each phase) served the researcher well. 

They provided a road map and framework on how to progress from an articulated 

research problem to developing a social technology that can be implemented in practice 

to address the issue. These characteristics of the present study also confirm that applied 

research was implemented, as this research endeavour made use of, among others, a 

descriptive research design to find a solution for the problem of youth with mental health 

challenges (cf. Bless et al.,2006:44) 
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The researcher also concluded that the chosen research methods used for 

operationalising Step Three: Phase One (identifying the concerns of the population) and 

Step Two: Phase Two (studying natural elements) were appropriate and well-suited. The 

purposive technique was suitable to procure PC's who could be viewed as "experts" 

when exploring and describing perceptions and experiences of current mental health 

care providers in secure care facilities. The criteria for inclusion were met with the 

involvement of the MDT, as stated in phase One step One of the IDD model of Rothman 

and Thomas (1994:27).  The researcher was able to collect data from the MDT and PC's 

until data saturation was observed. It was concluded that the exploratory, descriptive 

and contextual research designs within the qualitative research paradigm enabled the 

researcher to obtain a "thick" description of the data.  

In addition, the chosen methods of data collection (the focus groups) proved to be 

appropriate in the context of this study. Both interest groups were able to voice their 

perceptions and experiences to answer the research question adequately. Tesch's steps 

(in Creswell, 2009:186) were applied in how to analyse the qualitative generated data, 

which were viewed as straightforward, practical and user friendly. This helped the 

researcher dissect the masses of information into smaller pieces and organise them so 

that the emergence of a larger, consolidated word picture, as depicted in Chapters Four 

and Five of this study, became possible. The design of the preliminary intervention, the 

process was completed when the preliminary intervention was developed, and ethical 

considerations were discussed. 

 Summary and conclusion of Chapter Four: Research findings MDT  

The fourth chapter focused on analysing the study data based on the findings derived 

from the focus groups held with the MDT. 

 Biographical data of the MDT 

The characteristics of the MDT fit with the inclusion criteria set out in the intervention 

model, Phase One Step One of the IDD model of Rothman and Thomas (1994:27).  The 

biographical information of the CYCC's participants are as follows: 
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 Gender Distribution 

The Blue-print, Minimum Norms and Standards for Secure Care Centres in South Africa, 

(2010:63) under Human Resources, recommend that at every level, there will be 

appropriately trained personnel who will provide an integrated, innovative, effective, 

ethical and child-friendly service within a developmental culture/climate  

More female staff participants were represented in the MDT, with 53 in total and 46 male 

staff participants. The biographical information presents more female participants in 

boys' and girls' facilities. It is evident from the above that gender distribution in CYCCs 

is based on the distribution of "caregivers" or "care-workers" for life space intervention 

and not based on gender.  

 Age Distribution 

Most participants were 26 years old, 11 to be exact, whilst the age category between 27 

and 29 equalled 11 participants, and the age group between 30 and 39 were 33 

participants in total. This is followed by the age category of between 40 and 49 also 

equalled 33 participants in numbers, and lastly, the lowest age category was between 

50 and 52, which consisted of only 4 participants. Molepo (2014:206) stated that in his 

analysis of CYCC workers within the age groups of between 31 and 40 and 41 and 50, 

most participants would remain within the CYCC field level of continuity guaranteed for 

several years to come. This finding and expected continuity apply to this study within the 

age group between 26 and 29, which consists of 22 participants in total.  

 Educational Level of Participants 

Participants' education levels are presented as follows: 41 participants in the majority 

have completed a Diploma; followed by 36 participants who acquired certificates; 20 

participants completed a degree qualification, and 14 participants went further to acquire 

an Honours degree. The above meets the criteria set out by the Blue-Print, Minimum 

Norms and Standards for Secure Care Centres in South Africa, (2010:58) and have 

provided guidelines on the educational levels required for staff working in CYCC. 
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 Years of Experience 

The Blue-print, Minimum Norms and Standards for Secure Care Centres in South Africa, 

(2010:63) is silent on years of experience under Human Resource. Still, it emphasises 

that it is essential that all personnel, inclusive of sessional and contracted personnel, be 

trained in the essential qualification in secure care. Furthermore, all child and youth care 

system and supportive components should have access to appropriate and effective 

formal training, in-service training and developmental supervision. The length of service 

of the 92 participants in the field of CYCC ranged from One year to 28 years, and the 

years of service has been depicted as follows: 36 participants had five or fewer years of 

experience; 38 participants had more than five but less than 10 years of experience; 12 

participants had more than 10 but less than 15 years of experience; seven participants 

had more than 15 but less than 20 years of experience, and four participants had more 

than 20 years of experience.  

 The Cultural Distribution 

According to Boesky (2011:281), interventions should be provided by clinicians trained 

in cultural diversity and who have experience, knowledge, and familiarity with youth from 

diverse racial, ethnic and cultural backgrounds. Furthermore, the author suggests that 

as much as possible, personnel providing mental health services to juvenile offenders 

should reflect the makeup of the youth they serve, which is evident from the current 

representativeness of communities in the MDTs of facilities across all six provinces 

discussed. 

In the biographical information, an overview of the cultural distribution of participants will 

be presented. The six provinces where the CYCC's are situated each have a distinct 

cultural identity. In the Eastern Cape, where the Burgersdorp CYCC is situated, there is 

a dominance of IsiXhosa, and Afrikaans from the African and Coloured communities and 

the MDT is representative of those cultural backgrounds. Followed by Gauteng, primarily 

all the cultural groups reside in this province, and the MDT is representative of the 

African, Coloured and White communities. In Limpopo, the MDT in the Polokwane and 
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Mavambe CYCCs is representative of predominantly African communities with different 

cultural backgrounds such as Tshivenda, Sepedi and Xitsonga. In Northern Cape, the 

MDT in the De Aar and Namaqua CYCCs represent mostly Coloured with a minority of 

African communities. A similar cultural background exists in the Western Cape, where 

the MDT in the Horizon and Clanwilliam CYCCs are mostly Coloured with an African 

minority. However, in the North-West CYCCs of Matlosana and Rustenburg, it is the 

opposite, with predominantly African and a minority of Coloured MDT members 

representative of the communities.  

 A summary of the research findings from the MDT focus groups 

Eleven themes with various sub-themes, categories, and sub-categories that were 

relevant emerged from the research findings concerning identifying and describing key 

elements of effective management and care guidelines for youth with mental health 

challenges; the themes and sub-themes are summarised in the table below as follows:  
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TABLE 8.2: A SUMMARY OF THE THEMES AND SUB-THEMES FROM MDT FOCUS GROUPS 

THEMES  SUB-THEMES  CATEGORIES 

1. Participants' 

accounts of 

whether staff can 

identify youth with 

mental health 

challenges. 

1.1 Cannot identify or find it 

      difficult 

1.2 Can identify 

1.3 Depends on knowledge 

      and experience 

 

2. Participants' 

descriptions of the 

behavioural 

patterns displayed 

by youth with 

mental health 

challenges. 

2.1 A wide range of  

     behavioural patterns 

2.2 Triggered by substance  

      abuse 

 

3. Participants/ 

accounts of 

whether youth with 

mental health 

challenges have 

suicidal 

tendencies. 

3.1 Do not have suicidal  

      tendencies 

3.2 Some do have suicidal  

       tendencies 

 

4. Participants' 

accounts of how 

staff, youth, and the 

running of the 

centre are affected 

by the behaviour of 

youth with mental 

health challenges.  

4.1 How staff is affected 

 

 

 Lack of understanding 

 Has a negative effect 

 Frustration and stress 

  

 4.2 How other youths are  

      affected 

 Provoke each other 

 Are fearful  
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  Get less attention 

 Take advantage 

 Positive aspect 

 

 4.3 How the running of the  

      centre is affected 

 Disruptive 

 Property is vandalised 

5. Participants' 

accounts of how 

staff members can 

subdue youth with 

mental health 

challenges. 

5.1 No difference 

5.2 Are trained 

5.3 Not trained or not 

      specifically trained 

5.4 Difficult 

5.5 No or inadequate criteria 

      and policies 

 

6. Participants' 

accounts of the 

effectiveness of the 

assessment tools 

in assisting staff. 

6.1 Not effective 

6.2 Are effective 

6.3 Only for Social Workers 

 

7. Participants' 

suggestions on the 

ratio of staff to 

youth with mental 

health challenges. 

7.1 Ratio of 1:1 to 1:3 

7.2 Ratio of 1:4 to 1:6 

7.3 Ratio of 1:8 to 1:10 

7.4 Add extra staff 

7.5 No need for a ratio 

7.6 Staff must be trained 

 

8. Participants' 

descriptions of the 

additional 

resources needed 

by health staff to 

manage youth with 

mental health 

challenges. 

8.1 Trained staff 

8.2 Equipment and a separate 

      room 

8.3 Injections 

8.4 A special clinic 

8.5 Counsellors 

8.6 A psychiatrist 
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9. Participants' 

descriptions of 

whether the current 

educational system 

can provide 

educational 

services for youth 

with mental health 

challenges. 

9.1 Not capable 

9.2 Educators need to be   

      trained 

9.3 Teacher-learner support 

9.4 Remedial teachers 

9.5 Classroom management 

 

 

10. Participants' 

suggestions on 

whether a special 

diet is needed for 

youth with mental 

health challenges. 

10.1 Not necessary 

10.2 Is necessary 

10.3 Depends on the health  

        condition or dietician's  

        advice 

 

11. Participants' 

suggestions on 

creating a 

conducive 

environment for 

youth with mental 

health challenges. 

11.1 Infrastructure 

11.2 Psychological support 

 

 

 Conclusions on the contribution of Chapter Four to "The Guidelines" 

In the discussions of Chapter Four, the researcher found it helpful to give meaning to 

the themes which emerged from the data. This research aimed to develop management 

and care guidelines for youth with mental health challenges at a child and youth care 

Centre. The guidelines will enable the caregivers to effectively manage the youth with 

mental health challenges while they are awaiting trial, in a diversion or sentenced 

program, and to evaluate the effectiveness of these management and care guidelines. 

The goals and objectives of the study were detailed and described in Chapters One and 
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Three. The focus group interviews were held with multi-disciplinary teams and Peer 

Counsellors at Youth Development Centres to achieve these objectives. Table 4.6 

provided an overview of the themes and sub-themes, which were then discussed 

individually, but in some cases, they were clustered together against the relevant 

literature.  

The first theme provided participants' accounts of whether they can identify youth with 

mental health challenges. Although different viewpoints were presented, based on 

knowledge and experience, some could not identify, and participants showed and 

demonstrated the challenges they faced around managing these young people. Those 

who could identify demonstrated expertise and experience in managing this category of 

young people.  

The second theme, the participant's description of the wide range of behavioural 

patterns displayed by these young people, indicated that they are not dealing with one 

behaviour; but rather dealing with a range of behaviours, and not necessarily from one 

person. They also indicated that some behaviours of these young people were triggered 

by substance abuse. Feelings of hopelessness and frustration were also expressed 

when their interventions seemed not to be effective. Furthermore, they expressed the 

need to know more about mental illness. 

The third theme was based on whether youth with mental health challenges have 

suicidal tendencies. Again, the participants exposed the activities within their centres by 

way of their responses. Some facilities have not interacted with youth with suicidal 

tendencies; this also indicated the knowledge around various forms of mental disorders, 

including a lack of knowledge on signs and symptoms of suicidal tendencies. The other 

participants who dealt with youth with suicidal tendencies based it on their experience. 

The fourth theme conveyed that they have other young people "deemed to be normal" 

who have to be attended to. The participants expressed frustration as they cannot attend 

to their planned schedules due to interruptions caused by having to intervene in the life- 

space of these young individuals who have a mental illness. They expressed that 
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everybody becomes affected mainly when the young person with mental health 

challenges displays aggressive behaviour toward staff and other young people. 

Theme five explains how the staff can subdue youth with mental health challenges. 

Some participants indicated that due to inadequate criteria or policies, they find 

themselves unable to subdue or restrain youth with mental health challenges, especially 

when they present challenging behaviour, like violence, aggression, and destruction of 

property. The participants indicated a lack of training in restraining a young person. That 

also affects how they have to manage the young person without hurting themselves or 

hurting the young person. 

Theme six, the participants also demonstrated their lack of knowledge on the 

assessment tools, which are not effective. Some responses were positive, and others 

indicated that only social workers could interpret and utilise assessment tools. This boils 

down to a lack of standardisation, as when information and training are available to all, 

then there is uniformity in the application of procedures. 

In theme seven, the ratio issue indicated that participants do not operate at the same 

level. Their responses indicated that more staff and more training is needed 

Theme eight, the participants expressed their needs in the following; 

 Need for trained staff (training and development). 

 Provision of equipment and separate rooms (resources). 

 Injections only when necessary. 

 Need for specialisation in the clinic (psychiatric nurse). 

 Counsellors (trained in psychiatric interventions). 

 Need for a psychiatrist (psychiatric social workers, child and youth care workers). 
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Theme nine, the participants shared their views on the educational system in the 

following; 

 Educators need to be trained 

 Provision of Teacher-learner support 

 Need Remedial teachers 

 Need more training in classroom management 

In Theme 10, special diet issues also presented varied responses based on the 

participants' experience and knowledge. Other participants explained why young people 

with mental health challenges need a special diet, as some of the food could worsen 

their condition, their behaviour and be triggered by the food intake. They expressed a 

need to have dieticians who will advise on the type of food the young person should eat. 

In Theme 11, the participants suggested that youth with mental health challenges need 

to be housed in a special unit next to the clinic. They have a medical condition, which 

indicates that they should have a special section in the clinic. Other staff members do 

not believe that they should be isolated; they believe that they are accommodated in the 

same units with other young people. They also suggested that padded rooms be built to 

accommodate a young person prone to banging his head against the wall. 

 Summary and conclusion of Chapter Five: research findings from the PC 

focus groups 

The fifth chapter focused on the findings derived from the focus groups with the PC. The 

inclusion criteria of the PC are as follows: 

 They must be residents of the secure care facility 

 Their peers must have democratically elected them. 

 The unit manager/ MDT must have given consent for their participation as peer 

counsellors. 
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The findings derived from the focus groups presented themes and sub-themes that are 

summarised in the table below. 

TABLE 8.3: A SUMMARY OF THE THEMES AND SUB-THEMES FROM PC FOCUS GROUPS 

THEMES SUB-THEMES CATEGORIES 

1. Peer Counsellors' 

accounts of their work as a 

peer counsellor  

1.1 Help and take care of  

      youth 

1.2 Motivate and guide   

youth 

1.3 Liaise with staff 

1.4 Speak for youth 

1.5 Assist when fighting 

occurs 

 

2. Peer Counsellors 

accounts of what they like 

about their work as a peer 

counsellor 

2.1 Helping 

2.2 Motivating, guiding, and  

      advising 

2.3 Setting an example 

2.4 Responsibility and  

      advocating 

2.5 Personal development 

 

3. Peer Counsellors' 

accounts of the difficulties or 

challenges they experience 

as a peer counsellor 

3.1 Don't listen 

3.2 Lack of trust 

3.3 Anger and aggression 

3.4 Called names or criticised 

3.5 No support from others 

3.6 Staff expect too much 

 

4. Peer Counsellors' 

descriptions of incidents 

with youth with mental 

health challenges 

4.1 Anger and aggression 

4.2 Swearing 

4.3 Threatened or beaten 

4.4 Ignore or don't listen 

 

5. Peer Counsellors' 

accounts of whether they 

5.1 Are comfortable 

5.2 Difficult 
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find it easy to share 

classrooms, dining halls, 

recreational areas, or 

dormitories with youth with 

mental health challenges 

5.3 Youth with mental health 

challenges do not want to 

share 

6. Peer Counsellors' 

accounts of how they 

interact with youth with 

mental health challenges 

6.1 Seldom interact with 

youth with mental health 

challenges 

6.2 Talk, listen and assist 

 

THEMES SUB-THEMES CATEGORIES 

7. Peer Counsellors' 

accounts of how they 

manage youth with mental 

health challenges when 

they display challenging 

behaviour 

7.1 Did not know what to do 

7.2 Talks to youth 

7.3 Continues to reach out 

7.4 Waits for youth to ask for 

help 

7.5 Tries to resolve the 

      situation 

7.6 Diverts them 

7.7 Ignores them 

7.8 Gets angry 

7.9 Calls or tells the staff 

 

8. Peer Counsellors' 

accounts of how staff 

manage youth with mental 

challenges and how the 

youth react 

8.1 Peer Counsellors' 

accounts of how staff 

manage youth with mental 

health  challenges 

 

 

 

8.2 Peer Counsellors' 

accounts of how youth with 

mental  health challenges 

react to staff 

 Treat them well 

 Do not treat them 

well 

 Talk to them 

 Treat differently 

 Reprimand or 

punish them 

 Find it difficult 

 Some do not listen 

 Are aggressive 

 Feel uncared for 
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 React positively 

9. Peer Counsellors' 

accounts of how other youth 

at the centre are affected 

9.1 Are not affected 

9.2 Get upset 

9.3 Leads to fights 

9.4 Display same behaviour 

9.5 Feel that youth with 

mental health challenges are  

treated better 

9.6 Has a negative effect 

9.7 Has a positive effect 

 

THEMES SUB-THEMES CATEGORIES 

10. Peer Counsellors' 

accounts of how they as 

Peer Counsellors are 

affected 

10.1 Affects them negatively 

10.2 Affects them positively 

 

11. Peer Counsellors' 

suggestions on how to 

manage youth with mental 

health challenges 

11.1 Give love and attention 

11.2 Treat with respect 

11.3 Listen, understand and  

talk 

11.4 Provide special   

  programmes and activities 

11.5 Keep separate from 

other  youth 

11.6 Security must not use  

        force 
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 Biographical data of the PC 

 Gender Distribution 

There are two facilities that cater to the needs of males only, namely Mogale in Gauteng 

and Horizon in the Western Cape. The rest of the facilities were mixed, although the 

females are in the minority.  Hence, it is clear that there are more male offenders in 

secure care centres than females. Female offenders are less in these facilities, which 

does not mean that girls engage less in criminal activities. Juvenile court judges are 

often cautious about removing girls from their homes, especially to place them in a 

juvenile correctional facility; instead, they are usually released under the supervision of 

a responsible adult and placed on informal or formal probation.  

 Age Distribution 

It is mandated that young people referred to the secure care facilities should be between 

the ages of 16 and 18 to await trial or be admitted into a diversion program. Similarly, 

sentenced youth are typically between the ages of 18 and 21 years old.   

 Conclusions on the contribution of Chapter Five to "The Guidelines" 

In this chapter, the second part of the research findings was presented, and 11 themes 

were introduced that dealt with the experiences of peer counsellors in dealing with young 

people with mental health challenges. Throughout the chapter, each of the main themes, 

accompanying sub-themes and categories where relevant, was presented and 

confirmed or endorsed by direct quotes from the transcripts of focus group interviews 

held with the peer counsellors. The data collected were compared and contrasted with 

the body of knowledge available, and the discussion of the sub-themes was grouped for 

ease of reference and control. The following is a PC's contribution to the guidelines, 

which are summarised below: 

Theme One to Theme Eleven gives an account of peer counsellors perceptions and 

experiences on how to co-exist and manage youth with mental health challenges: 

 Help and take care of youth with mental health challenges, 
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 Motivate and guide them liaise with staff when in doubt, and advocate for youth. 

They assist when fighting break out; apart from helping youth with mental health 

challenges, the youth like to be peer counsellor for their personal development.  

 They also identified the difficulties they encounter with young people with mental 

health challenges; sometimes, the affected youth don't listen to them, lack trust, 

and point out that staff expects too much. 

  The PC mentioned that youth's behaviours displayed by youth with mental health 

challenges are anger and aggression, swearing.  

 The PC indicated that they could share a room, a classroom, a dining facility and 

recreational facilities with mentally challenged youth. 

 The PC indicated that in their management of youth with mental health 

challenges, they continue to talk to them, continue to reach out, wait for them to 

ask for help, divert, and ignore them.  

 The PC mentioned that staff treat youth with mental health challenges well and 

reprimand them when they do wrong; they indicated that security must not use 

force; this kind of intervention demonstrates a lack of training and reliance on 

force as a measure of control.   

 Summary and conclusion of Chapter Six: Possible functional elements for 

practice guidelines for the MDT on the management of youth with mental 

health challenges 

Chapter six identifies functional elements inherent in guidelines and models in the 

literature relating to youth with mental health challenges in a CYCC. The minimum norms 

and standards for secure care facilities (2010) presented functional elements in servicing 

youth in conflict with the law in secure care centres. Guiding practice principles for 

secure care centres were presented. The functional elements presented by policy 

guidelines to address the needs of youth affected by mental health challenges and within 

the functional element risk and protective factors were noted. 
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Practice frameworks for intervention strategies for the management of youth with mental 

health challenges were identified. In terms of the Blue-Print (2010), the secure care 

model for South Africa has been discussed, providing a historical perspective on the 

legislative framework and the transformation of the child and youth care system. The 

international secure care models were identified, which provides intervention strategies 

for youth with mental health challenges. 

 Conclusions on the contribution of Chapter Six to "The Guidelines" 

In chapter six, the researcher presented current existing management and care 

protocols for youth with mental health challenges, and the following are functional 

elements to be included in the guidelines, as illustrated in Table 8.4. 
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TABLE 8.4: CONTRIBUTION OF CHAPTER SIX TO "THE GUIDELINES" 

Origin of the 

Element  

Functional Element  Place in "The Guidelines" 

The Blueprint 

Minimum Norms 

and Standards for 

Secure Care 

Facilities in South 

Africa  (2010) 

Accountability- 

Everyone who intervenes with young 

people and their families should be held 

accountable for delivering an 

appropriate and quality service. 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven  (Table 7.2) 

 Age Appropriate- 

Every child should be addressed 

appropriately to their age and intellectual 

development and in their language. 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven (Table 7.2) 

 The best interest of the child- Regular 

developmental assessments must be 

conducted to strengthen the young 

person's development through positive 

developmental experiences. 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven  (Table 7.2) 

 Continuum of care and development- 

The changing social, emotional, 

physical, cognitive, and cultural needs of 

the young person and their family should 

be recognised and addressed 

throughout the intervention process. 

Links with continuing support networks 

and resources should be encouraged 

after disengagement. 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven (Table 7.2) 
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 Family Preservation- All services 

should prioritise the goal to have young 

people remain within the family when a 

young person is placed in alternative 

care, and services should aim to retain 

and support communication and 

relationships between the young person 

and their family. 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven (Table 7.2) 

 Restorative Justice- This approach to 

young people in trouble with the law 

should focus on restoring societal 

harmony and putting wrongs right rather 

than punishment. The young person 

should be held accountable for his 

actions 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven  (Table 7.2) 

 The Rights-Based- The rights of young 

people as established in the South 

African constitution and the various 

international conventions ratified by 

South Africa should be promoted. 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven  (Table 7.2) 

 Strength-Based -Services on all levels 

of intervention should identify and build 

on the strengths of the child and family 

as a matter of priority. 

Chapter Six (section 6.7)  

(Table 6.10) 

Chapter Seven  (Table 7.2) 

Mental Health 

Intake 

assessment 

Centres -Skowyra 

Recognition of a centralised, 

Comprehensive Intake process for 

Mental Health Screening and 

Assessment. 

Chapter Six (sub-section 

6.3.2.1) 

Chapter Six (Table 6.10) 

Chapter Seven (Table 7.2) 



 
  

 

 

567 
 

and Cocozza 

(2007) 

Multi-Purpose 

Dimensional 

Treatment: Foster 

Care Programme- 

 Skowyra and 

Cocozza (2007) 

Recognition of Community Based 

placement and Interventions for: 

(i) Diversion programme   

(ii)  Reintegration and After Care 

Programmes specific for youth 

with mental health challenges. 

Chapter Six (sub-section 

6.3.2.3) 

Chapter Six (Table 6.10) 

Chapter Seven (Table 7.2) 

 

The Family 

Integrated 

Transitions 

Project (FIT)- 

Skowyra and 

Cocozza (2007) 

Recognition of Treatment Approaches 

which Encompass Ecological, individual 

and Family Centered. 

Chapter Six (sub-section 

6.3.2.3) 

Chapter Six (Table 6.10) 

Chapter Seven (Table 7.2) 

 Crisis 

Intervention Team 

(CIT)- 

Skowyra and 

Cocozza (2007) 

Recognising its Law enforcement 

approach for responding to Mental 

Health Crisis by trained Mental Health 

Police Officers. 

Chapter Six (sub-section 

6.3.2.4) 

Chapter Six (Table 6.10) 

Chapter Seven (Table 7.2) 

 Juvenile Court 

Clinic Model- 

Skowyra and 

Cocozza (2007)  

Recognising a Multi-Disciplinary 

Intervention Approach 

- Clinical Mental Health    

Coordination,  

- Education and Intervention Resources, 

- Mental Health Clinic Administration  

- Programme Evaluation 

Chapter Six (sub-section 

6.3.2.5) 

Chapter Six (Table 6.10) 

Chapter Seven (Table 7.2) 
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Policy Guidelines - 

Child and 

Adolescent 

Mental Health 

South Africa 

(2002) 

 

- Department of Health provides 

training for staff on behaviour 

management and care of youth with 

mental health challenges oversight 

monitoring. 

- Health Officials to conduct oversight 

monitoring to secure care facilities to 

ensure compliance. 

Chapter Six (sub-section 

6.3.2) 

Chapter Seven (Table 7.2) 

 

Secure Care 

Model with 

Options for South 

Africa  

Blueprint 

minimum norms 

and standards for 

secure care 

facilities (2010)  

- Provide mental health care training 

for staff in the secure care facility. 

- Provide assessment tools for early 

identification. 

- Provide differentiated programmes 

targeting youth with MHC, e.g., 

therapeutic programmes. 

- Employ psychiatric personnel, e.g., 

Psychiatrists, psychiatric; Social 

Workers/Child and youth care 

workers/Educators,/Nurses. 

- Provide infrastructure that is suitable 

for the protection of young people 

with mental health challenges. 

Chapter Six (section 6.4) 

Chapter Six (Table 6.8) 

Chapter Seven (Table 7.2) 

 

Blueprint for 

change -a 

Comprehensive 

Model for youth 

with Mental Health 

Needs in the 

Collaboration -The need for improved 

collaboration between the juvenile 

justice and mental health systems. 

Identification- The need for improved 

and systematic strategies for identifying 

Chapter Six (section 6.5) 

Chapter Seven (Table 7.2) 
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Juvenile Justice 

System- Skowyra 

and Cocozza 

(2007) 

 

mental health needs among youth in 

contact with the juvenile justice system. 

Diversion -The need for more youth 

opportunities to be diverted into useful 

community based mental health 

treatment centres. 

Treatment -The need for youth to 

contact the juvenile justice system to 

have effective treatment to meet their 

needs. 

Treating the 

juvenile offender-

effective 

treatment of youth 

with mental health 

challenges Hoge 

et al. (2008) 

- Service providers should assess the 

youth's condition through 

standardised assessment tools. 

- Treat the symptoms identified. 

- Wherever possible, youth should be 

involved in decisions in substantive 

ways. 

- Assessment and treatment should 

focus on age-related markers, such 

as grade level or important family 

events. 

- Assessment of safety is critical. If the 

youth does not feel safe, treatment is 

irrelevant 

- Developing and maintaining trust is 

essential 

Chapter Six (section 6.6) 

Chapter Six (Table 6.9) 

Chapter Seven (Table 7.2) 
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- To the degree possible, the 

assessments and treatment should 

be provided by the same people and 

all services managed in an 

integrated fashion 

- All personnel must be able to identify 

symptoms of trauma, interact with 

the youth appropriately, and refer, as 

needed 

- trauma-specific services should be 

developed to address trauma-based 

reactions 

- To the degree possible, youth should 

have opportunities to explore the 

relationships among these problems 

to identify new and more functional, 

adaptive strategies to trauma. 

- Security staff members must be 

trained in trauma issues, standard 

operating procedures (SOPs) for 

physical management should be 

reviewed, and all staff should work 

together to identify and implement 

concrete behavioural management 

plans. 

-  At a minimum, corrections staff 

should refrain from the use of 

excessive force and shaming. 
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- Treatment should be tailored to age 

groups and gender and implemented 

within a culturally competent 

framework 

 

 Summary and conclusion of Chapter Seven: Practice guidelines for the 

multi-disciplinary teams on the management and care of young people with 

mental health challenges in a secure care centre: workshop and pilot study 

findings  

The researcher presented Chapter Seven in two sections:   

Section 1 presented an overview of the consultative workshop, the program, concept, 

and purpose. The workshop highlighted "The Guidelines", which were adopted, and 

presented as key workshop findings. The participants provided comments and 

suggestions on how to improve the guidelines and came out with intervention strategies.   

The recommendations of the workshop were noted as short-term interventions, medium-

term, and long-term interventions. The short-term intervention was implemented and 

piloted at Mogale Child and Youth Centre, as there was a need for early identification of 

young people presenting with mental health challenges upon admission; 

 The Observation Form became such a tool that was used for early identification. 

 All the steps of intervention were followed, which are; Components of the pilot 

study, the pilot selection process, subject selection and testing of the measuring 

instrument, the feasibility of the study, suitability of the interview schedule, 

questionnaire, suitability of the procedure, and data collection, which was 

followed by intake/Admission/Engagement for early identification. 

 Design of early identification applying the observation form, the process flow 

identified during the data collection process followed by pilot data analysis, and 

key pilot study findings presented in (figures 7.4, 7.5, 7.6). 
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Section 2 included practice guidelines for the Multi-Disciplinary Team to manage and 

care for young people with mental health challenges in a CYCC. 

The guidelines were presented, and conclusions that led to guidelines in light of research 

objectives were identified, which were introduced in Chapter Seven (subsection 7.1.4.2, 

Table 7.2), followed by required resources in the management and care of young people 

with mental health challenges. 

 The researcher presented critical domains of practices that are part of guidelines, 

as well as, 

 Core values of social work and child and youth care work, the  

 Training and Supervision needs for Peer-Counsellors were incorporated.  

The objective of the study to develop management and care guidelines were achieved. 

 

8.3 RECOMMENDATIONS 

Based on the summaries mentioned above and conclusions of the various chapters, as 

well as suggestions made by the MDT and Peer Counsellors, recommendations can be 

made, which are divided as follows; 

 Recommendations relating to the research methodology employed in this study 

 Recommendations regarding the practice guidelines for the MDT for effective 

management and care of young people with mental health challenges 

 Recommendations relating to future research 

 Recommendations related to the research methodology employed  

The researcher implemented the qualitative research approach to develop management 

and care guidelines for young people with mental health challenges at a CYCC, to 

ensure that the needs of the affected young people are adequately addressed. As the 

qualitative approach focuses on people's experiences and stressing the uniqueness of 

the individual, such as the members of the multi-disciplinary team. The researcher 

applied the Intervention Research Model of Rothman and Thomas (1994) to develop the 
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management and care guidelines, to improve the health and well-being of young people 

afflicted by mental illness in a secure care environment. The intervention will provide 

knowledge that would capacitate and empower the MDT with assessment techniques 

and behaviour observation. 

Making use of focus group interviews was rewarding as thick and rich-in-depth data 

was obtained. In this research study, the phases and steps of the IDD model followed 

sequential steps as stipulated. In phase 4, the researcher only completed step1 and 2 

of the IDD model. The Goal and Objectives should serve as a golden thread and provide 

a story focus throughout the IDD process (Moss; 2017:419). The recommendations 

regarding the practice guidelines for the MDT in Table 8.5 below. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
  

 

 

574 
 

TABLE 8.5: RECOMMENDATIONS REGARDING THE PRACTICE GUIDELINES FOR THE MDT 

Guideline Cross reference to support the 

guidelines 

Guidelines for Effective Management and Care of youth with mental health challenges 

- Identifying and modifying relevant 

protective factors, risk factors and 

determinants of mental health challenges 

amongst youth in detention centres and 

develop a plan to enhance protective 

factors. 

- reduce risk factors, and influence 

determinants of health relevant to the 

population of concern, assessing which 

factors and health challenges can be 

modified. 

- Engage in greater efforts to educate others 

involved in juvenile justice and correctional 

systems regarding the purpose and 

importance of the assessment process with 

special reference to young people with 

mental health challenges. 

- Adopt and integrate multiple types of 

interventions by the multi-disciplinary 

teams. 

- Involve Department of Health psychiatric 

units and related fields from outside the 

microsystem to interact and be more 

engaged with the multi-disciplinary team to 

make them more effective within the 

microsystem where the youth with mental 

health challenges finds themselves. 

-Chapter Two (sub-section 2.4.2) 

 

 

-Chapter Two (sub-section 2.4.2) 

 

 

-Chapter Six (sub-section 6.3.1),  

Chapter Seven (sub-section 7.1.4.3)  

and Chapter Seven (Table 7.2)  

 

-Chapter Seven (Table 7.2) 

 

-Chapter Seven (section 7.2) 

 

 

 

-Chapter Seven (Table 7.2) 

 

-Chapter Seven (Table 7.2) and 

 Chapter Six  

-Chapter Seven (Table 7.2)  
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- Address opportunities for organisational 

change, policy development and advocacy. 

- Demonstrate a long-term commitment to 

identification, assessment, intervention and 

evaluation of behaviours. 

- Enabling all relevant stakeholders that form 

part of the microsystem to be involved in 

planning and decision-making. 

Guidelines for exploring and describing training needs 

- Even when hiring and placing qualified 

special education personnel as part of 

the multi-disciplinary team in secure 

care centres, many are underprepared 

for work in an institutional environment. 

Therefore, preparation programs must 

be developed to prepare the MDT to 

work in secure care environments to 

benefit young people with mental health 

challenges.  

- Educators come to correctional facilities 

only with elementary, secondary, or 

vocational certification. They rarely, if 

ever, have been trained to work in the 

unique secure care centre environment 

just like all staff working with the 

affected youth, they should be 

introduced to primary mental health 

training 

- Focus on skills and capacity building, 

empowerment, self-efficacy and 

individual resilience training for the 

multi-disciplinary team; and ensure that 

-Chapter Seven (Table 7.2)  

 

 

 

 

 

-Chapter Seven (Table 7.2) 

 

 

 

 

-Chapter Seven (Table 7.2) 

 

 

-Chapter Seven (Table 7.2) 
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children and youth are treated with 

respect. 

- Train non-professionals like peer 

councillors, volunteers and interns in 

the facility to establish caring and 

trusting relationships with youth by 

involving and training youth to be peer-

supports and educators where 

appropriate, for example, through 

mentorship programs, big brother and 

big sister programs, and peer tutoring to 

establish relationships amongst youth 

for the betterment of all. 

- Ensure that information and services 

provided are culturally appropriate, 

equitable and holistic for peer 

councillors and the MDT. 

- Providing counselling to youth with 

mental health challenges to deal with 

feelings of loss, conflict and anger. 

- Providing training to deal with affected 

youths' feelings in a respectful and dignified 

manner by building social skills 

-Chapter Seven (Table 7.2) 

 

 

-Chapter Seven (Table 7.2) 

 

 

-Chapter Six (sub-section 6.3.1) and 

Chapter Seven (Table 7.2) 

Guidelines to identify and describe resources required 

Guidelines to identify and describe resources 

needed for the MDT at CYCC for effective 

management and adequate care for the needs of 

youth with mental health challenges are as follows: 

- Providing an immediate and 

comprehensive assessment of the mental 

health and physical, emotional and social 

indicators of youth entering the secure care 

Chapter Four (sub-section 4.3.6) 

(Chapter Seven (Table 7.2) 

 

 

-Chapter Six (sub-section 6.3.2.1) and 

Chapter Seven (Table 7.2) 
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centres; which should also involve an initial 

screening process and then a more 

intensive assessment for those identified as 

at moderate or high risk; 

- Develop assessment centres as part of a 

larger comprehensive strategy for serious, 

violent and chronic juvenile offenders, and 

Creating a single point of entry for all youth 

in detention to enter into the secure care 

detention centres; 

- To create a conducive environment 

requires improved infrastructure, e.g., safe 

padded room, separate dormitories such as 

sick bays and isolation rooms next to the 

clinic as these medical conditions require 

24hrs and 7 days a week observation  

- Medicine dispenser to crush tablets which 

are to be administered in a liquid form. 

- Provide visible documented procedures 

and guidelines to deal with restraining, e.g.: 

- Processes and procedures of restraining 

should be documented  

- Training to be provided to the team 

- Restraining always must be done under the 

supervision of the team leaders  

- Providing emotional, social and physical 

support, tangible assistance, school, 

community and health services support; 

- Developing a management information 

system that logs or records abnormal 

behaviours to assist in monitoring the 

profiles of youth, including the needs and 

 

 

-Chapter 4 (sub-section 4.3.11) and 

 Chapter Seven (Table 7.2) 

 

 

 

-Chapter Four (sub-section 4.3.8.1) 

and  Chapter Seven (Table 7.2) 

 

 

 

 

-Chapter Seven (Table 7.2) 

 

 

-Chapter 4 (sub-section 4.3.5) and 

 Chapter Seven (Table 7.2) 

 

-Chapter 4 (sub-section 4.3.5)  

-(Chapter Seven (Table 7.2) 

-Chapter Seven (Table 7.2) 

-Chapter Seven (sub-section 7.2.4) 

 

 

-Chapter Seven (sub-section 7.4.1.3) 

 Chapter Seven (Table 7.2) 
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progress throughout their stay in the secure 

care environment. The recording of all 

details will enable the MDT to provide better 

management and care, and the designed 

form could be utilised for this purpose.  

The type of information to be recorded should 

include; 

• Noting what the triggers are 

• When it occurs  

• Identifying the time of day, 

week, weekends or school 

holidays 

 

 Recommendations for further research 

The following can be recommended for future research: 

 The guidelines should be evaluated after a predetermined period to check if they are 

still relevant to the field of CYCC and to find out whether they meet the criteria, and 

to assess whether they are still applicable due to the dynamics of human behaviour. 

  To assess the relevance of the Observation Form, as new technologies can emanate 

from the field. 

 To update the Blue-Print (2010) for minimum norms and standards for secure care 

and provide practice principles that are mental health-specific and not generic in the 

CYCC system with specific reference to youth in conflict with the law with mental 

health challenges.  

 Social workers, child and youth care workers, educators should be trained in mental 

health care work. 
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 The universities, colleges, and Technikon's could train social workers, child and 

youth care workers for a degree, diploma, and certificate in child and youth mental 

health care. 

 

8.4 CHAPTER SUMMARY 

This last chapter on the study provided a summary and conclusion on the research 

problem, identified: 

- The research problem identified and presented by the participants under the 

heading background and rationale to the study were confirmed by both the MDT 

and the peer counsellors including non-participating members who only sat during 

the workshop to critique the research findings, as well as representatives from 

the National Department of Social Development, who also confirmed that indeed 

there is a lack of management and care guidelines for youth with mental health 

challenges in secure care centres, at CYCC's. 

- The research question formulated at the beginning of the study were answered 

through the task objectives in chapter three and four of the study, including 

chapter five. The focus groups, interviews that were part of the data collection 

exercise, the data analysis process, and transcription of the focus groups and 

data coding by the Independent Coder resulted in the research findings, which 

captured the MDT and peer experiences counsellors. The PC provided their 

experiences when sharing living quarters (facilities) with the young people 

afflicted and affected by mental illness. 

The objective of the study, which was to develop management and care guidelines, was 

achieved by identifying short-term, medium-term, and long-term guidelines. A short-term 

intervention tool was piloted in Chapter Seven, and the findings were incorporated into 

the guidelines in the same chapter. This chapter was concluded with recommendations 

relating to the research methodology employed in this study, practice guidelines for the 

MDT, the management and care of youth with mental health challenges, and 
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recommendations for further research. As indicated in Chapter One ( Sub-section 

1.7.1.5), the time schedule for the research was 4 years, however, final editing, 

corrections took longer than was expected. This research process began in 2016 and 

ended February 2021 when submission for examination was completed. 

The researcher has contributed to the knowledge of understanding the challenges 

presented by mental health disorders concerning the secure care program and by 

developing guidelines for the MDT to intervene appropriately and effectively in their 

intervention strategies. The issue of Early Identification, using the Observation Form, will 

close the gap by identifying those areas that need strengthening in the process flow from 

admission; thereafter, the intervention will occur at every level during the youth's stay in 

the secure care program, within the CYCC.  
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ADDENDUM 
 

ADDENDUM A: INFORMATION SHEET 

 

ADDENDUM A       

INFORMATION SHEET 

 

A STUDY ON THE MANAGEMENT AND CARE FOR YOUTH WITH MENTAL 

HEALTH CHALLENGES AT CHILD AND YOUTH CARE CENTRES 

 

Dear Participant 

 

I Thandi Makoko, the undersigned, am the Executive Chairperson of the Child and Youth 

Care Centres nationally and am currently a full time doctoral student in the Department 

of Social Work at the University of South Africa.  In fulfilment of requirements for the 

doctoral degree, I have to undertake a research project and have consequently decided 

to focus on the following research topic:  

 

A MANAGEMENT AND CARE MODEL FOR YOUTH WITH MENTAL HEALTH 

CHALLENGES AT A CHILD AND YOUTH CARE CENTRES.  

 

In view of the fact that you are well-informed about the topic, I hereby approach you with 

the request to participate in the study.  For you to decide whether or not to participate in 

this research project, I am going to give you information that will help you to understand 

the study (i.e. what the aims of the study are and why there is a need for this particular 
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study). Furthermore, you will be informed about what your involvement in this study will 

entail (i.e. what you will be asked/or what you will be requested to do during the study, 

the risks and benefits involved by participating in this research project, and your rights 

as a participant in this study).   

 

The ultimate goal of the study is to design and develop a comprehensive mental health 

management model for managing offending children with mental health issues in the  

Secure-Care facilities. 

 

This goal will enable me to identify and formulate the following study objectives: 

 

 gaining a thorough understanding of current, existing state-of-the-art 

mental health management models and practices by means of a 

comprehensive literature review 

 identifying key theoretical components of a proposed management 

model by examining relevant literature in respect of the Ecological 

development model of Bronfenbrenner 

 preparing a tentative mental health management design and 

associated assessment protocol on the basis of focus group generated 

guidelines 

 confirming the face validity and trustworthiness of this proposed design 

by obtaining participatory feedback from focus group members. 

 formulating and present a refined Mental health management model 

for use in Child and Youth Care Centres  

 

Your participation in the study will enable me to gain a deeper understanding of the role 

of the multidisciplinary team who is dealing with the youth displaying mental health 
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challenges, but also this unique population itself. I believe that by comprehending these 

experiences, I shall be able to expand rather than constrict the lens that the Child and 

Youth Care Centres and the society use to understand the experiences and challenges 

of the youth with mental health challenges. 

 

Should you agree to participate, you would be requested to participate in focus groups 

that will be conducted at the identified Child and Youth Care Centres at a mutually 

agreed time for 2 days between January 2016 and July 2016.  

 

The following questions will be directed to the focus group: 

 

 To what extent do you encounter and work with children at the centre that present 

with mental health issues? 

 Tell us about the mental health issues that you are presented with at the secure 

care facility. 

 How are you currently managing these cases within the secure-care facility? 

 Do you think there is a need for these issues to be addressed in a specific way? 

 Who should be involved in the management of children with mental health issues? 

 What suggestions do you have regarding how such children should be managed? 

 

During the second day focus group session, each group will focus on specific ways in 

which children with mental health issues should be managed within the secure care 

facility. The following questions will guide the group in their deliberation: 
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 Do you think the Centre infrastructure (inclusive of the Rooms, Dining Hall, 

Education Facilities, and Recreation Facilities) is conducive for the management 

of children with mental health challenges? 

 What kind of support is available to the Admission Staff to be able to deal with 

children with mental health challenges upon admission of children with mental 

health challenges? 

 Do you think there is a role for a dietician in the dietary requirements in the 

management and care of children with mental health challenges? 

 Do you keep medical records of all children in the facility, including the children 

with mental health challenges? 

 Do you have a well-resourced clinic and qualified staff to managed these 

children’s’ health? 

 Do you think that the current school/vocational area is conducive to children with 

mental health challenges? 

 Do you think the school is adequately resourced to deal with the educational 

needs of the children with mental health challenges? 

 Do you think a model of mixed classes, special classes for only mental health 

children or a combination of the two should be followed? 

 Do you think that a remedial therapist should be in charge of the Educational 

Programmes for children with mental health challenges? 

 Who do you think should provide Therapy Programmes for children with mental 

health challenges in the Centres? 

 Are you able to deal with erratic behaviour? 

 Have you ever been trained in how to deal with erratic behaviour and would you 

be able to manage the disruptive nature of children with mental health 

challenges?  

 What kind of guidance and support do you obtain from your Supervisor when you 

are faced with this kind of behaviour? 

 Is there any Protocol or Guidelines in place? 
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 Do you think that upon release of such a child, he/she should be referred to the 

community social worker and the local clinic for further intervention? 

 

Before conducting the focus group I shall give a brief presentation on the guiding 

theoretical framework of this study to assist the focus group participants in structuring 

their thinking along certain areas of intervention. In order to effectively conduct this 

phase of the study I shall have completed Phase 2 of the research by the time Phase 1 

is commenced.  

 

This the focus group sessions will be video-/audio-taped. The recordings will be 

transcribed word for work and your responses (both the video/audio taped and 

transcribed versions) will be kept strictly confidential. The video/audio tapes will be 

coded to disguise any identifying information. The recordings will be stored in a safe at 

1 Windsor Road Krugersdorp, and only I will have access to them. The transcripts 

(without any identifying information) will be made available to my research supervisor, a 

translator (if they need to be translated into English), and an independent coder33 with 

the sole purpose of assisting and guiding me with this research undertaking. My research 

supervisor, the translator and the independent coder will each sign an undertaking to 

treat the information shared by you in a confidential manner.  

 

The video/audiotapes and the transcripts of the focus group sessions will be destroyed 

upon the completion of the study. Identifying information will be deleted or disguised in 

any subsequent publication and/or presentation of the research findings. 
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Please note that participation in the research is completely voluntary. You are not obliged 

to take part in the research. Your decision to participate, or not to participate, will not 

affect you in any way now or in the future and you will incur no penalty and/or loss to 

which you may otherwise be entitled. Should you agree to participate and sign the 

information and informed consent document herewith, as proof of your willingness to 

participate, please note that you are not signing your rights away. 

 

If you agree to take part, you have the right to change your mind at any time during the 

study. You are free to withdraw this consent and discontinue participation without any 

loss of benefits. However, if you do withdraw from the study, you would be requested to 

grant me an opportunity to engage in informal discussion with you so that the research 

partnership that was established can be terminated in an orderly manner. 

 

As the researcher, I also have the right to exclude you from the study without regard to 

your consent if you fail to follow the instructions or if the information you have to divulge 

is emotionally sensitive and upset you to such an extent that it hinders you from 

functioning physically and emotionally in a proper manner. Furthermore, if participating 

in the study at any time jeopardises your safety in any way, you will be excluded.  Should 

I conclude that the information you have shared left you feeling emotionally upset, or 

perturbed, I am obliged to refer you to a counsellor for debriefing or counselling (should 

you agree). 

 

You have the right to ask questions concerning the study at any time. Should you have 

any questions or concerns about the study, contact these numbers 082 607 1543 or 011 

662 6891 or thandi.makoko@gmail.com.  
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Please note that this study has been approved by the Research and Ethics Committee34 

of the Department of Social Work at Unisa.  Without the approval of this committee, the 

study cannot be conducted. Should you have any questions and queries not sufficiently 

addressed by me as the researcher, you are more than welcome to contact the 

Chairperson of the Research and Ethics Committee of the Department of Social Work 

at Unisa. His contact details are as follows: Prof AH (Nicky) Alpaslan, telephone number: 

012 429 6739, or email alpasah@unisa.ac.za. 

 

If, after you have consulted the researcher and the Research and Ethics Committee in 

the Department of Social Work at Unisa, their answers have not satisfied you, you might 

direct your question/concerns/queries to the Chairperson, Human Ethics Committee35, 

College of Human Science, PO Box 392, Unisa, 0003. 

 

Based upon all the information provided to you above, and being aware of your rights, 

you are asked to give your written consent should you want to participate in this research 

study by signing and dating the information and consent form provided herewith and 

initialing each page of this letter to indicate that you understand and agree to the 

conditions. 

 

Thank you for your participation 
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Kind regards 

 

 

 

__________________ 

Signature of researcher 

 

Contact details:  

(O) 011 662 6891 

(M) 082 607 1543 

(Email) thandi.makoko@gmail.com 
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ADDENDUM B: INTERVIEW GUIDES 

 

Name of  Child and Youth Care Centre: ________________________   Date: 

____________ 

Purpose: Determining the need for a comprehensive MENTAL HEALTH 

MANAGEMENT MODEL for the Child and Youth Care Centres  

Would you mind answering a few questions on your experience in mental health care 

services in our Child and Youth Care Centres? The answers provided will help the 

researcher assess and develop a management model for youth with mental health 

challenges in our care.  

Your answers will be treated with confidentiality. All responses will remain anonymous; 

however, I would like to talk to you again in a space of three months to see how things have 

changed. 

a) Given the explanation of the meaning of the concept mental health challenges, do the 

staff members have the ability to identify youth with Mental Health Challenges in the 

centre.  

b) What is the behaviour displayed by such youth with MHC? 

c) What effect does the behaviour have for example on? 

 Staff 

 Youth 

 And the running of the Centre 

d) Are staff trained in Behaviour Management able to subdue/contain young people with 

MHC without hurting them when they become out of control. 

e) Are the assessment tools able to assist staff in explaining the mental health condition of 

the affected youth? 

f) What should the ratio be between staff and youth with MHC in a Centre. 

g) What other additional resources are needed by the medical staff to manage these 

affected young people, when dispensing medication  
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h) Is the current educational system in the Centre able to provide the educational services 

needed for youth with MHC, in terms of; 

 Teacher-leaner support 

 Teacher learner ratio 

 Classroom management setting 

i) With your experience working with youth at risk do you think youth with MHC need a 

special diet? 

j) What do you think is the conducive environment to accommodate youth with MHC in 

terms of; 

 Infrastructure 

 Psychological support 

 

Interview Guide II (Peer Counsellor) 

In this questionnaire I am going to focus on youth with Mental Health Challenges, however 

before I do that I need to explain what Mental Health is. Mental Health is the way we think 

or feel about ourselves, and to be aware of what is going on around us. It is also how we 

cope with worry or stress. Good Mental Health enables us to deal with our problems.  If we 

are mentally healthy we are able to learn better and get on well with others. We find it easy 

to make friends and to trust others. We know when and how to behave when we are around 

others.  

The opposite to the above could lead young people to experience what we call Mental Health 

challenges, MHC affect other young people’s emotions and behaviour. Characteristics of 

young people affected by MHC are the following; 

 They may show impulsive or reactive behaviour 

 They may have difficulties with paying attention 

 Sometimes they become aggressive 

 They are sometimes nervous or over anxious  

 Sometimes they are very hyperactive  

 Sometimes they are temperamental, which results in aggression. 
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 Sometimes they become withdrawn 

 They find it difficult to associate with peers 

 Do not have problem solution skills nor are able to follow rules. 

 They may also talk alone 

Having been given the above explanations I would like you to feel free in participating in this 

session. 

a. Tell me about your work as a Peer Counsellor (PC)? 

b. What do you like about your work as a Peer Counsellor (PC)? 

c. What do you find difficult or challenging about your work as a Peer Counsellor? 

1. In your work as a Peer Counsellor at the Centre have you come across youth with Mental 

Health Challenges? 

2. Have you engaged with such Youth? 

3. Is so, can you share some of the incidents? 

4. In your experience as Peer Counsellor do you find it easy to share in the classroom, 

dining hall recreational area or sleeping quarters? 

5. In your engagement with youth with Mental Health Challenges how did you manage the 

situation when they display challenging behaviour? 

 What did you say? 

 What did you do? 

 How did you react? 

 

1.1 The way in which the staff members manage youth at the Centre displaying Mental 

Health challenges; 

How does it affect these youths? 

 How does it affect the other youths at the centre? 

 How does it affect you as a Peer Counsellor? 

1.2 Share with the group the staff members on duty’s normal response to a youth 

displaying Mental Health challenges? 

1.3 Can you tell us more about their response time? 

 What do they say? 
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 What do they do? 

7. If you had to be a staff member at the Centre and are requested to forward suggestions 

on how to manage Youth with Mental Health Challenges what would you like to suggest? 

 

ADDENDUM C: STATEMENT AND DECLARATION 

 

STATEMENT BY OR ON BEHALF OF THE INVESTIGATOR(S) 
 
I, Thandi Makoko (name of investigator), declare that I have explained the 
information given in the document to 
_______________________________________________(name of 
participant) and/or his/her representative 
___________________________________ ( name of representative). 
 
He/she was encouraged and given ample time to ask me any questions; 
this conversation was concluded in English/Sotho//Xhosa/Zulu/Other 
______________________________( indicate other language) and no 
translator was used/this conversation was translated into 
_________________________(language) by 
______________________________________ (name). 
 
 

Signed at _____________________________ on 
__________________20______ (place) (date) 
 
 

 
 

_____________________________________                            
__________________________ 

Signature of investigator/representative    
Signature of witness 

 

Initials 

 Initials 



 
  

 

 

632 
 

DECLARATION BY TRANSLATOR 
 
I, __________________________________________(name), confirm 
that I translated the content of this document from English into 
_____________________________ (indicate the relevant language) 
to the participant/participant’s representative; explained the content 
of this document to the participant/participant’s representative; also 
translated the questions posed by 
____________________________________________ (name), as well 
as the answers given by the investigator/representative, and 
conveyed a factually correct version of what was related to me. 
 

Signed at _____________________________ on 
__________________20______ (place) (date) 
 
 

 
 

_____________________________________                            
__________________________ 

Signature of translator                                                                      Signature 
of witness 
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IMPORTANT MESSAGE TO PARTICIPANT/REPRESENTATIVE OF 

PARTICIPANT 
 
Dear Participant/Representative of participant 
 
Thank you for your/the participant’s participation in this study. 
Should at any time during the study: 

 an emergency arise as a result of the research, or 
 you require any further information with regard to the study, 

or  
 the following occur 

_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_____________________ 
(indicate any circumstances which should be reported to the 
investigator), 
kindly contact  
______________________________________________________ 
(name) at telephone number 
___________________________________.(It must be a number 
where help will be available on a 24-hour basis) 

Initials 
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ADDENDUM D: PARTICIPANT CONSENT FORM 

 

ADDENDUM D: CONSENT FORM REQUESTING PERMISSION TO PUBLISH 

PHOTOGRAPHS, AUDIOTAPES AND/OR VIDEO TAPES OR VERBATIM 

TRANSCRIPTIONS OF AUDIOTAPE/ VIDEOTAPE RECORDINGS 

 

As part of this project, I have made a photographic, audio and/or video 
recording of you. I would like you to indicate (with ticks in the 
appropriate blocks next to each statement below) what uses of these 
records are you will to consent to. This is completely up to you. I will 
use the records only in ways that you agree to. In any of these records, 
names will not be identified. 

Place a tick 
(√) next to 
the use of 
the record 
you consent 
to. 

1. The records can be studied by the research team and 
photographs/quotations from the transcripts made of the 
recordings can be used in the research report 

 

2. The records (i.e. photographs/quotations from the transcripts made 
of the recordings) can be used for scientific publications and/or 
meetings. 

 

3. The written transcripts and/or records can be used by other 
researchers. 

 

4. The records (photographs/quotations from the transcripts made of 
the recordings) can be shown/used in public presentations to non-
scientific groups. 

 

5. The records can be used on television or radio.  

 
 
 
 
 
 
________________________________________ 
Signature of participant 
 

 
 
 
 
 
 
__________
____ 
Date 
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ADDENDUM E: SAMPLE WORKSHOP ATTENDANCE REGISTER 
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ADDENDUM F: SAMPLE WORKSHOP FEEDBACK FORM 
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ADDENDUM G: SAMPLE PILOT STUDY FORM 

 

A spreadsheet about the behavioral symptoms observed by the MDT while the young 

people with MHC are still admitted. The research was made earlier this year. The names 

of the young people are not mentioned they are identified as Participants to protect them. 

Behavior display  P1 P2 P3 P4 P5 P6 P7
1. A sad mood       
2. Loss of interest in activities     
3. Oversleeping   
4. Difficulty in sleeping   
5. Physically slow    
6. Feeling of worthlessness 

(self-critic) 
       

7. Inappropriate guilt   
8.  loss of energy    
9. Physical agitation      
10. Difficulty in concentrating      
11. Recurrent thought of Death 

or suicide 
       

12. Trouble performing at school.     
13. Feeling that they are 

unloved. 
      

14. Hopelessness about the 
future 

       

15. indecisiveness      
16. Have general aches and 

pains 
      

17. Overly self-inflated-esteem   
18. Have anxiety symptoms      
19. Decreased need for sleep   
20. Increased need for sleep   
21. Increased talkative     
22. Racing thoughts    
23. Distractibility     
24. Increased goal-directed or 

physical agitation. 
       

25. Excessive involvement in 
pleasurable activities. 
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26. Have higher injury rates than 
other peers 

       

27. Make careless mistakes      
28. Have difficulty in paying 

attention 
       

29. Disorganized   
30. Appear not to listen when 

spoken to  
       

31. Fail to follow through tasks    
32. hallucinations   
33. Follows through instruction   
34. Lack of facial expression    
35. Fluctuating behavior moods    
36. Aggressive   
37. Short tempered    
38. Forgetful   
39. Inattention to basic self-care 

such as bathing 
       

40. Negative symptoms such as 
flat emotions 

       

41. Do not talk, aloof, isolate 
themselves 

       

42. React bad situations (violent 
towards others) 

       

43. Do not have the ability to 
process information and 
make sense 

       

44. Hyperactive   
45. Ignoring instructions    
46. Very smart, Complete their 

task and ahead of others.
      

47. Delusional   
48. Jumps into discussion before 

one can finish a sentence
       

 

P1= The young person is confused in most cases or rather confusing because one 

minutes his moods would say this and the other minute he is somehow. And he would 

struggle making decision about lot of things even small things he would struggle making 

decisions about. He needs more intervention so that he could learn a lot about himself 

and how to be in charge of his life. 



 
  

 

 

639 
 

P2= he has no family and he does not what happened to his parents do he lacks sense 

of belonging and for him to feel like he belongs to some group he would start disobeying 

rules and would not like to be reprimanded when he does something wrong because he 

wants to impress the group he would to be with. Due to the loss of his parents he has 

no future plans and doesn’t have positive goals. He does not like participating in activities 

that young people would usually sit down and watch them play. He does not have any 

hope for himself because he feels unloved since his parent left him at Boys and girls 

town and he would not talk about them. 
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ADDENDUM H: OBSERVATION FORM 

Centre no: BE479 

Date of Birth: 2002/02/18 

Date of Admission: 2019/03/08 

 

Professional 
Admission (Induction) 

Guidelines and Strategies (During Induction) 

B
eh

av
io

r 
at

 
fir

st
 

co
nt

ac
t 

P
ro

ce
ed

 
to

 
ad

m
is

si
on

S
en

d 
fo

r 
sc

re
en

in
g 

P
re

pa
re

 
fo

r 
re

fe
rr

al
 

R
ef

er
ra

l 
to

 
H

os
pi

ta
l Observation by 

CYCW (During 
Induction) 

C
om

m
en

t
s 

Calm          
He was able to 
answer some 
questions 

  

Fidgety             

Nervous          

Unsettled during 
admission. Not 
familiar with 
environment. 

  

Scared            Not Friendly 

Uncomfortable            

He was not feeling 
settled. He is the 
first time offender 
and not familiar 
with the justice 
system. 

Self-injurious 
(Scratching) 

            

Sad            Not Friendly 

Distant             

Reluctant             

Confused             

Does not show 
emotions 

           
Answering with 
short answers 

Short             



 
  

 

 

641 
 

Tempered 

 
 

Professional: Social Worker 

Behavioural Symptoms for MDT (Intervention)  

Behavioural Symptoms Guidelines and Strategies  

  
Send for 
Screening 

Prepare 
for 
Referral 
for 
Hospital

Observation by a 
Professional During 
Intervention 

A sad mood       
He does not know his family’s 
whereabout 

Loss of interest in activities       

Currently playing cricket he 
used to participate in 
swimming. He participates 
less in groups 

Oversleeping       

Difficulty in sleeping       

Physically slow       

Feeling of worthlessness (Self 
Critism)       

He has no family and he does 
not know what happened to 
his family or parents. He 
does not have sense of 
belonging

Inappropriate guilt       

Loss of energy       

Physical agitation       
Disobeying rules, dislikes to 
be reprimanded for his 
wrongdoing 

Difficulty in concentrating        
Not interested in other 
activities 

Recurrent thoughts of death or 
suicide         
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Trouble performing at school       

He smokes dagga and 
cigarettes) less 
concentration). Controlled by 
peer pressure and barging 
school  

Feeling that they are unloved       
Family unknown. Raised in a 
children’s home at boys and 
girl’s town 

Hopelessness about the future       
No goals discussed with the 
social worker. Demoralised 
and feeling less worthy 

Indecisiveness        

Family values are 
dysfunctional and he listens 
to his peers rather than 
adults

Have general aches and pains       

Overly self-inflated self-esteem       

Have anxiety symptoms        Panic-under influence 

Decreased need for sleep       

Increased talkative       

Racing thoughts       

Distractibility       Withdrawal symptoms 

Increased goal-directed acting 
or physical agitation       

Excessive involvement 
pleasurable activities       

Have higher injury rates than 
peers        

Have difficulty in paying 
attention       

Makes Careless mistakes       Peer influence 

Disorganised        

Appear not to listen when 
spoken to       

Disobey rules, withdrawal, 
less talking about his past 
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Fail to follow through tasks       Disobey rules  

Hallucinations       

Lack of facial expression       

Fluctuating behaviour moods       
Feels abandoned. He was 
staying at Boys Town 

Aggressive        

Short tempered       

Forgetful       
Not remembering everything 
about his family 

Inattention to basic self-care 
such as bathing       

Need to be reminded. 
Sometimes he does not bath. 

Negative symptoms such as flat 
emotions       

Lack of sense of belonging. 
He cannot relate well with 
others.

Do not talk, aloof, isolate 
themselves          

React bad to situations (violent 
towards other)       

Do not have ability to process 
information and makes sense       

He cannot remember 
anything about his childhood 

Hyperactive       

Ignoring instructions       

Very smart, complete their task 
and ahead of others       

He was helping other with 
their task at school. 
Observed as intelligent 
knowing wrong and right 
from grade 8 

Jump into discussion before 
one can finish a sentence 

      

Focus on their studies, but react 
aggressively  
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ADDENDUM I: DATE OF WORKSHOP 27 NOVEMBER 2018 

DAY ONE, GROUP DISCUSSIONS. OVERVIEW: THEMES, SUB-THEMES AND 

CATAGORIES 

THEMES SUB-THEMES CATEGORIES 

1. Peer Counsellors’ 
accounts of their work 
as a Peer Counsellor  

1.1 Help and take care of 
youth 

1.2 Motivate and guide 
youth 

1.3 Liaise with staff 

1.4 Speak for youth 

1.5 Assist when fighting 
occurs 

 

2. Peer Counsellors 
accounts of what they 
like about their work as 
a Peer Counsellor 

2.1 Helping 

2.2 Motivating, guiding and 
advising 

2.3 Setting an example 

2.4 Responsibility and 
advocating 

2.5 Personal development 

 

3. Peer Counsellors’ 
accounts of the 
difficulties or 
challenges they 
experience as a Peer 
Counsellor 

3.1 Don’t listen 

3.2 Lack of trust 

3.3 Anger and aggression 

3.4 Called names or 
criticised 

3.5 No support from others 

3.6 Staff expect too much 
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4. Peer Counsellors’ 
descriptions of 
incidents with youth 
with mental health 
challenges 

4.1 Anger and aggression 

4.2 Swearing 

4.3 Threatened or beaten 

4.4 Ignore or don’t listen 

 

 

5. Peer Counsellors’ 
accounts of whether 
they find it easy to share 
classrooms, dining 
halls, recreational areas 
or dormitories with 
children with mental 
health problems 

 

5.1 Are comfortable 

5.2 Difficult 

5.3 Youth with mental 
health challenges do not 
want to share 

 

6. Peer Counsellors’ 
accounts of how they 
interact with children 
with mental health 
challenges 

6.1 Seldom interact with 
youth with mental health 
challenges 

6.2 Talk, listen and assist 

 

7. Peer Counsellors’ 
accounts of how they 
manage youth with 
mental health 
challenges when they 
display challenging 
behaviour 

7.1 Did not know what to do 

7.2 Talks to youth 

7.3 Continues to reach out 

7.4 Waits for youth to ask 
for help 

7.5 Tries to resolve 
situation 

7.6 Diverts them 

7.7 Ignores them 
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7.8 Gets angry 

7.9 Calls or tells the staff 

8. Peer Counsellors’ 
accounts of how staff 
manage youth with 
mental challenges and 
how the youth react 

8.1 Peer Counsellors’ 
accounts of how staff 
manage youth with mental 
health challenges 

 

 

 

8.2 Peer Counsellors’ 
accounts of how youth with 
mental health challenges 
react to staff 

 Treat them well 

 Do not treat them 
well 

 Talk to them 

 Treat differently 

 Reprimand or 
punish them 

 Find it difficult 

 Some do not 
listen 

 Are aggressive 

 Feel uncared for 

 React positively 

9. Peer Counsellors’ 
accounts of how other 
youth at the centre are 
affected 

9.1 Are not affected 

9.2 Get upset 

9.3 Leads to fights 

9.4 Display same 
behaviour 

9.5 Feel that youth with 
mental health challenges 
are treated better 

9.6 Has a negative effect 

9.7 Has a positive effect 
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10. Peer Counsellors’ 
accounts of how they as 
Peer Counsellors are 
affected 

10.1 Affects them 
negatively 

10.2 Affects them positively 

 

11. Peer Counsellors’ 
suggestions on how to 
manage youth with 
mental health 
challenges 

11.1 Give love and 
attention 

11.2 Treat with respect 

11.3 Listen, understand 
and talk 

11.4 Provide special 
programmes and activities 

11.5 Keep separate from 
other youth 

11.6 Security must not use 
force 

 

 

 

 

 

LEGISLATIVE AND POLICY FRAMEWORK 

LEGISLATION YEAR PURPOSE OUTCOME 

The United 

Nations’ 

Standard 

Minimum Rules 

for 

Administration 

of Juvenile 

1985 Treatment of juveniles in 

conflict with the law should 

be fair and humane.   

The aims of Juvenile Justice 

should be twofold:  the 

promotion of the wellbeing of 

the juvenile and a 

The use of diversion from 

formal hearings to 

appropriate community 

programs where the consent 

of the juvenile is 

encouraged.  
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Justice (The 

Beijing Rules) 

proportionate reaction by the 

authorities to the nature of 

the offender as well as to the 

offence.  

Where diversion is 

inappropriate, detention 

should be used as a 

measure of last resort, for 

the shortest period possible 

and separate from adult 

detention.   

Proceedings before any 

authority should be 

conducted in the best 

interest of the juvenile, in a 

manner which allows 

him/her to participate and to 

express himself/herself 

freely.  

Deprivation of liberty should 

be imposed only after 

careful consideration, for a 

minimum period, and for 

serious offences only.  

The United Nations’ Standard Minimum Rules for Administration of Juvenile Justice (The 

Beijing Rules) provided member states, with ways to deal with incarcerated youth, it 

spelled out its aims to; 

“The promotion of the wellbeing of the juvenile and a proportionate reaction by the 

authorities to the nature of the offender and the offence.”  By nature, it will mean, how the 

offender presents himself, before the court of law as some of the young people come to 

CYCC already with their mental health status being compromised, however, there is no 

acknowledgement of this challenge by the referring court, what is presented is a court 

order or a document that acknowledges the offence committed.  The facility is also not 



 
  

 

 

649 
 

equipped to deal with the behaviour exhibited by the young person, it is for this reason that 

behaviour management and care guidelines for the staff especially the MDT are developed 

to ensure that the United Nations call for proportionate reaction to the nature of the 

offender are met.   

LEGISLATION YEAR PURPOSE OUTCOME 

The African 

Charter on the 

Rights and 

Welfare of the 

child 

1990 The African Charter focuses 

on blending children’s rights 

with the respect for family 

and community.  Its 

approach accords well with 

the concept of restorative 

justice, and the trend 

towards restorative justice is 

a second sphere of influence 

which can be identified as 

having a major impact on the 

reform of juvenile justice in 

South Africa. 

Holistic development of the 

young person within the 

community 

The emphasis here is holistic development of the young person, in the community, some 

of the  young people’s mental health challenges started in the community, their arrest for 

some is an opportunity for them to receive treatment.  This charter emphasises that 

treatment must begin in the community, detention should also be a measure of last resort 

especially when considering that the young person’s mental health is already affected by 

mental illness.   

LEGISLATION YEAR PURPOSE OUTCOME 
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The United 

Nations 

Guidelines for 

the  

prevention of 

Juvenile 

Delinquency 

(The Riyadh 

Guidelines) 

1990 The Guidelines stipulate that 

the institutionalisation of 

young  

persons should be a 

measure of last resort, 

limited to the minimum 

period necessary, and that 

the best interest of the young 

person should be of 

paramount importance. 

Criteria authorising formal 

intervention of this kind 

should be strictly defined 

and limited to the following 

situations: 

a) Where the child or young 

person has suffered harm 

inflicted by the parents or 

guardians; 

b) Where the child or young 

person has been neglected, 

abandoned or  

exploited by the parents or 

guardians; 

c) Where the behaviour of 

the parents or guardians 

threatened the child or 

young person with physical 

or moral danger; and, 

d) Where a physical or 

psychological danger to the 

child or young person has 

manifested itself in theirown 

behaviour and neither the 

parents, the guardians, the 

juvenile him/herself nor non-

residential community 

services can meet and 

remove the danger by 
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means other than 

institutionalisation.   

The United Nations Guidelines for the prevention of Juvenile Delinquency (The Riyadh 

Guidelines). 

The guidelines provide member state with an opportunity to set up measures or provide 

resources to meet each of the guidelines stipulated above, in this phase guideline (d) will 

be literally translated;  “Where a physical or psychological danger to the child or young 

person has manifested itself in theirown behaviour and neither the parents, the guardians, 

the juvenile him/herself nor non-residential community services can meet and remove the 

danger by means other than institutionalisation.”   

This provision talks about people who are directly involved with the young people who is 

out of control in the community, who has to be removed to a facility like CYCC, where the 

MDT without proper behaviour  management and care guidelines is expected to manage 



 
  

 

 

652 
 

his/her behaviour without the necessary skills and training.  The envisaged behaviour 

management and care guidelines by the researcher will provide the assistance needed.  

The purpose of the behaviour management and care guidelines is to ensure that services 

are being delivered in a way that supports the recovery of the affected individual, and that 

his/her uniqueness is to be the centre of care.    

LEGISLATION YEAR PURPOSE OUTCOME 

The National 

Children’s 

Rights 

Committee 

(NCRC), 

1991 The NCRC spearheaded the 

writing of a National Plan of 

Action for Children (Anne 

Skelton, Juvenile Justice 

Reform, 1999:89).   

The campaign raised 

national and international 

awareness about young 

people in trouble with the 

law in South Africa.  The 

report called for the 

following: 

• a comprehensive juvenile 

justice system for humane 

treatment of children in 

conflict with the law; 

• diversion of minor offences 

away from the criminal 

justice system; 

• a system that humanised 

rather than brutalised young 

offenders 

The National Children’s Rights Committee (NCRC), succeeded in its mandate to raise 

awareness on matters pertaining to the detention of children and youth and advocated for 

a system that humanised rather than brutalised young offenders.  The young people with 

mental health challenges were also represented in the NCRC brief, however their rights 

are still undermined by the current system as they do not receive the treatment they 

deserve.  With the development of the guidelines, the young people’s rights and safety will 
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be guaranteed by the MDT who will have and understanding of his/her behaviour as well 

as when and how to intervene without compromising his/her condition further.   

LEGISLATION YEAR PURPOSE OUTCOME 

The Constitution 

of South Africa 

1994 The new constitution 

provided an opportunity for 

recognition of children’s 

rights at the highest level. 

On 27 April 1994, and 

incorporated the “best 

interest” principle in section 

30 (3) of the Interim 

Constitution.  The rights 

provisions were unique in 

that they included second 

generation socio-economic 

rights, such as:  the right to 

basic nutrition, the right to 

basic health and social 

services, the right to 

protection from neglect and 

abuse, and the right to 

security.   

Nelson Mandela made it a 

point to promote the cause 

of children, and highlighted 

the needs of children, 

including children awaiting 

trial (Sloth-Nilsen, 1994: 

323, 325).  

The Constitutional Assembly 

of the new political 

dispensation ensured the 

constitutional establishment 

of children’s rights and 

protection for children 

accused of crimes, 

incorporating them in the 

highest law of the land.   

The Constitution of South Africa. 

This was the first Constitutional establishment of children’s rights and protection for 

children accused of crimes.  Protection of children in conflict with the law is when 

intervening in the life space of these young people, protection would mean developing 

guidelines that will assist staff in a CYCC to continue protecting the young people 

presenting with mental health challenges, in their care.   

LEGISLATION YEAR PURPOSE OUTCOME 
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The 

Reconstruction 

and 

Development 

Policy 

1994 The RDP document 

embraced children awaiting 

trial in its brief,  

and emphasised the 

importance of having to 

reform: 

• laws dealing with children 

in custody; 

• the persistence of practices 

infringing even the existing 

laws (such as the 

accommodation of children 

and juvenile prisoners in 

cells with adults) 

Applying laws properly in 

dealing with children in 

custody 

To attend to children in 

conflict with the law’s issues 

at the highest governmental 

level 

The Reconstruction and Development Policy. 

This policy served its purposes by encouraging separation of children from adults in 

detention, as well as making sure that children in custody were properly attended to, then, 

currently the young people afflicted by mental health challenges are kept with other  young 

people who enjoy sound mental health, the envisaged guidelines will assist staff to identify 

and separate these  young people and provide them with the necessary care to ensure 

their safety and well-being.   

LEGISLATION YEAR PURPOSE OUTCOME 

Mental Health 

Act 

2002  The objectives of this Act are 

to: 

(a) Regulate the mental 

health care in a manner that 

– 

(i) Makes the best possible 

mental health care, 

The Mental Health Act 

introduced radical changes. 

Selected regional and 

district public hospitals were 

designated under the Act to 

perform 72-hour 

observations on involuntary 
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treatment and rehabilitation 

services available to the 

population, equitably, 

efficiently and in the best 

interest of mental health 

care users within the limits of 

the available resources,   

(ii) Coordinates access to 

mental health care, 

treatment and rehabilitation 

services to various 

categories of mental health 

care users, and 

(iii) Integrates the provision 

of mental health care 

services into the general 

health services environment.  

(b) Regulate access to and 

provide mental health care, 

treatment and rehabilitation 

services to;  

(ii)  voluntary, assisted and 

involuntary mental health 

care to patients 

(iii)  mentally ill prisoners 

(c) Clarify the rights and 

obligations of mental health 

care users and the 

and assisted MHCUs. These 

'designated hospitals would 

ensure increased 

accessibility and availability 

of mental health care 

services locally and reduce 

the need for premature or 

unnecessary transfers to 

psychiatric hospitals, as well 

as allowing screening for 

medical conditions 

presenting as psychiatric 

disorders.  

Another major change in the 

Act was the appointment of 

Mental Health Review 

Boards. These boards are 

'quasi-judicial authorities', 

tasked to uphold the human 

and health rights of people 

with mental illness and 

intellectual disability. Their 

role is to assist in promoting 

and protecting international, 

regional and nationally 

determined human rights of 

people with mental disorders 

and intellectual disability. 
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obligations of mental health 

care providers. 

(d) Regulate the manner in 

which the property of 

persons with mental illness 

and persons with severe or 

profound intellectual 

disability may be dealt with 

by a court of law.  

The Act thus makes 

provision for: 

• Mentally ill prisoners 

Mental Health Act. 

This Act lays the foundation for the treatment of these affected individuals, in this instance 

it is young people in conflict with the law, detained in CYCC.  The gap is that there is no 

coordination between the Departments of Justice (Child Justice Act) and Department of 

Health (Mental Health Act).  The youth with mental health challenges could have been 

treated differently, if assessment was done at the point of contact with the Justice system, 

the youth’s placement at the secure care centre would have been informed by the nature 

of his/her illness and all people who will need to intervene in his/her life would have been 

informed and prepared of the youth’s special mental health needs.   

LEGISLATION YEAR PURPOSE OUTCOME 

Ratification of 

the United 

Nations 

Convention on 

the Rights of the 

Child as a step 

towards 

1995 South Africa ratified the 

Convention on the Rights of 

the Child.  The point has 

been made that Article 40(3) 

of the convention obliges 

state parties to establish 

laws, procedures, authorities 

Articles 37 and 40 have 

been repeatedly referred to 

in discussions about a new 

juvenile justice system.    

The process of drafting an 

official national plan of 

action commenced, and as 
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transforming the 

Child Justice 

System in South 

Africa 

and institutions specifically 

applicable to children in 

conflict with the law. 

part of this process a justice 

sectoral working group was 

set up.  It recommended that 

the South African Law 

Commission should be 

requested to develop a 

juvenile justice system to 

give effect to the convention 

(Skelton 1999: 92). 

The Welfare 

Discussion 

Document and 

its contribution 

towards the 

administration of 

juvenile justice 

1995 South Africa embarked on 

the arduous task of socio-

political and economic 

reform in order to redress the 

imbalances created by 

apartheid.  

Services to children awaiting 

trial had been inaccessible 

and unresponsive to needs; 

for example, reformatory 

schools and schools of 

industries had been in other 

provinces based on the 

Bantustan Policy.   

The social service approach 

to service delivery had been 

largely concerned with 

rehabilitative institutional 

care, rather than 

preventative and 

developmental care; 

blockage of the residential 

care facilities had resulted, 

and services had not been 

accessible and responsive 

to needs (Discussion 

Document 1995: 4,30,53). 
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The Human 

Rights 

Committee’s 

views on 

problems facing 

children 

awaiting trial 

2000 The report from the Human 

Rights Committee (not 

Commission), in Durban 

highlighted the problem 

areas (Human Rights 

Committee Report, 2000). 

 

In the document “Where 

rights get locked out” the 

Committee discussed the 

apparently unconstitutional 

treatment of children 

awaiting trial in prison, 

noting that in terms of the 

Constitution of South Africa, 

52.8 (2) a child’s best 

interests are of paramount 

importance in every matter 

concerning the child.  This  

document expressed the 

Human Rights Committee’s 

concern that the best 

interest of the child was not 

being recognised by the 

Department of Social 

Services, Correctional 

Services and Justice when 

considering children 

awaiting trial. 

Several issues regarding 

these children were of 

concern to the Human 

Rights Committee.  These 

include the following: 

• The length of awaiting trial 

periods sometimes lasting 
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18 months, experienced by 

children, (At CYCC, in the 

year 2000, the longest 

awaiting trial period lasted 

three years), 

• Detention of children under 

the age of 14 or over the age 

of 17, 

• Deplorable conditions in 

the prisons, 

• Inadequate facilities and 

staffing, as exemplified in 

Westville Prison.  

Of the four issues noted 

above, the first two highlight 

matters relevant to children 

awaiting trial at CYCC. 
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The National 

Program of 

Action for 

Children in 

South Africa, 

Office of the 

Presidency 

2001 This report was conceived 

by the National Program of 

Action (NPA)’s steering 

committee as a means of 

addressing the lack of a 

regular, reliable and 

comprehensive picture of 

the situation of all children in 

South Africa.  Its relevance 

to the topic lies in its 

reference to children in care, 

including children in conflict 

with the law.   

The report defines care as a 

sector wide issue.  

According to the report, the 

emerging concept of care in 

relation to children refers to 

the set of practices and 

actions that affect 

development, including 

growth and  

survival.  Good care protects 

the child from hazards and 

harm, but also produces an 

enabling environment for 

extending survival while 

promoting growth and 

psychosocial and cognitive 

The report stated that, 

“families, communities and 

government all have duties 

towards the care of children.  

Parents or extended family 

have the primary 

responsibility but there is a 

state obligation to support 

family to enable them to fulfil 

these responsibilities and to 

ensure that families and 

communities act as a 

frontline in the care and 

protection of children.  

Furthermore, the concept of 

care also affirms that 

children are not 

compartmentalized; their 

needs are holistic”.  Another 

common practice  

throughout the world is to 

label or categorize children 

so as to facilitate the delivery 

of special services and 

interventions.  This, 

according 
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development (NPA, 

2001:22). 

The Child 

Justice Act 

2008 Section 26 (3) of the Act 

provides for the detention of 

a child, and in conjunction 

with Section 26 (1), dictates 

that youth centres are the 

best option.  In this regard 

section 29 deals with the 

placement of a child in a 

CYCC whilst section 29 (2) 

spells out the factors that 

need to be taken into 

To keep  young people 

responsible for their wrong-

doing, preventing recidivism, 

contain them properly, 

restricting their movement 

and ensure the safety of the 

community 
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account by the presiding 

officer in the said placement.  

Amongst others which might 

have connotations of mental 

health issues is. 

 

Children’s Act 

 

2010 Section 2 (d) of the Act 

states that one of the 

objectives of the act is to 

make provision for 

structures, services and 

means for the promotion and 

monitoring of, amongst 

others, the psychological 

development of children.  

The Act  

 

does not expand on the 

nature of this psychological 

development.  It is, however, 

a best interest of the child is 

standard (Sec 7 (h), 

whenever it needs to be 

applied, signifying its 

importance.  The Act, sec 

Safety and protection of  

young people at all levels 
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150 (h) however identifies a 

child with mental challenges 

as in need of care and 

protection.   

Blueprint for 

Minimum Norms 

and Standards:  

Provincial 

Guidelines 

2010 According to The Blue Print 

(2010:44), “Secure Care as 

a place of safety”, children 

who have been 

appropriately assessed to 

require secure care should 

not be accommodated in 

facilities or units which 

accommodate children in 

need of care and protection.  

Furthermore, children in 

need of care and protection 

should be accommodated in 

a safety unit or facility.  It is 

possible that both groups of 

children could be housed at 

one facility provided the 

staffing and buildings 

provide for this in line with 

the “differentiated programs” 

approach.   

 

When young people with 

mental health challenges 

are admitted at a secure 

care centre, they 

immediately need: 

 Protection 

 specialized care 

 different accommodation 

 supervision 

 assessment   
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ADDENDUM J: PERSON’S LETTER OF ACCEPTANCE 
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ADDENDUM K: ETHICAL APPROVAL  
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ADDENDUM L: CYCC APPROVAL  

 


