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EXECUTIVE
SUMMARY

4
In order to determine the potential impact of 

receiving a voucher during pregnancy – a pivotal 

time – participants were followed up after the 

delivery of digital food vouchers. Participants were 

followed up in March and April 2021, via an SMS 

survey and, for a subset of participants, a telephonic 

survey. The total follow-up sample included 926 

of 2 618 baseline participants who completed the 

SMS survey (35.4% follow-up rate), and 430 of 584 

participants completing the telephonic survey 

(73.6% follow-up rate). 

In the follow-up SMS survey, 63.5% of respondents 

had already given birth. Notably, the reported 

proportion of infants born with low birth weight – 

8% of infants born – was half the national prevalence 

of low birth weight infants. However, there were 

also a number of worsening trends. Responses were 

disaggregated by voucher full redemption (100% 

of voucher redeemed) and under-redemption. 

Reported child hunger in the household increased 

significantly from 25% at baseline to 30% at follow-

up. Notably, feelings of hopelessness, depression 

as well as overall poor mental health increased 

significantly at follow-up, with no difference seen 

by participants’ redemption rates. Employment 

also dropped precipitously between baseline and 

follow-up (by 16%), indicating reduced employment 

stability or income generation, which was perhaps 

linked to pregnancy and child birth.

The follow-up telephonic survey results differed 

substantially. Redemption rates were lower 

among telephone survey study participants 

than SMS survey participants, with 39% of study 

participants across cohorts having redeemed 100% 

of the vouchers at the time of the survey. Notably, 

maternal hunger significantly decreased at follow-

up (24% versus 36% at baseline). Child hunger 

was found to be significantly lower at follow-up 

(15%) compared with baseline (22%). Furthermore, 

21% of respondents reported high mental health 

symptomatology at follow-up compared with 30% 

at baseline (p<0.0001). As with the SMS survey 

findings, however, employment rates dropped 

significantly (by 16%) from baseline to follow-up. 

This report details the findings from the CoCare study, 
which looked at the effects of providing pregnant women and 
new mothers with a digital food voucher between 2020 and 
2021, and focuses on the follow-up phase. Respondents in 
the baseline CoCare survey were more likely to report food 
insecurity and poor mental health than respondents within 
the NIDS-CRAM study (general population survey).



The findings of this study reiterate the vulnerability 

of women during the period of pregnancy and 

support the evidence base that cash transfers 

provided to poor and vulnerable pregnant women 

and new mothers can have a statistically significant 

positive impact on their food security and that of 

their children, as well as their mental health. This is 

an important finding that has bearing on advocacy 

efforts that call for the extension of the Child 

Support Grant into pregnancy as a mechanism to 

improve the health and wellbeing of women during 

this critical time and protect their babies from 

stunting and its long-term adverse effects on their 

health and development.

This follow-up report’s findings should be 

interpreted with a degree of critical reflection. 

Findings show important differences by mode 

of survey, suggesting that the telephonic survey, 

which allowed for a more in-depth engagement, 

allowed for interviewer probing and clarification. 

There is the possibility that SMS survey respondents 

may have provided responses in such a way as to 

maximise their continued ability to receive voucher 

support. However, the telephonic survey data shows 

promising initial improvements in maternal hunger 

and mental health – two key areas for intervention.

A forthcoming third and final follow-up report will 

detail longer-term impacts of the CoCare voucher 

scheme. 

5
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1.
INTRODUCTION

These levels of hunger were found to be 

comparatively higher than evidence gathered 

during the same period from the NIDS-CRAM 

Wave 3 surveys2 with a sample from the general 

population, supporting existing evidence that 

pregnancy places women at increased risk of food 

insecurity.3 In addition, the high levels of hunger 

in this study population were also associated with 

women reporting increased symptoms of poor 

mental health. 

These experiences are often linked to poverty, 

interacting in a vicious cycle. Participants faced 

high levels of unemployment and economic 

precarity.1 Food insecurity and maternal depression 

were linked bidirectionally,4–6 as evidence points 

to food insecurity being a predictor of maternal 

depression,7,8 as well as maternal depression being 

associated with household food insecurity.9,10 

The complex interactions between our primary 

outcomes (maternal mental health and food 

security) have previously been documented among 

women in a similar setting in Cape Town.11

The findings described in this report are of concern, 

as the impact of food insecurity, poor nutrition and 

mental health affects the mother during and after 

pregnancy, as well as her child, from conception 

through to early childhood and later development. 

At the level of child outcomes, optimal physical 

and brain development of the foetus depends 

in part on sustained access to safe, diverse and 

healthy foods that provide the micronutrients 

and macronutrients necessary to support healthy 

foetal growth and development.12 Poor nutrition 

in pregnancy and the early years of life can result 

The baseline CoCare Maternal Support Study1 found that 
pregnant women living in disadvantaged communities 
of the Western Cape experienced high levels of hunger in 
the months following South Africa’s national COVID-19 
lockdown. Of the participants in the baseline survey,
39% of SMS respondents reported going to bed hungry and 
22% reported that a child in their home had gone to bed 
hungry at least once in the week prior to their participation 
in the study. In-depth telephonic interviews with a subset 
of study participants found similar trends.
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in stunted linear growth, and can have long-term 

consequences for the child’s health, education and 

employment prospects across the life course.13 Poor 

maternal mental health (for example, anxiety and 

depression in the prenatal and postnatal period) are 

associated with adverse behavioural and emotional 

symptoms in childhood.14 Maternal outcomes linked 

to poor mental health and food insecurity increase 

the risk of postpartum haemorrhage, hypertension, 

preterm birth and poorer breastfeeding rates.15,16

There is evidence of the positive effects that income 

support provided during pregnancy can have on 

maternal and child outcomes.3 In this study, we 

sought to determine the effects of digital food 

vouchers on the food security and mental health of 

the cohort of pregnant women who participated in 

the baseline study.



2.
METHODOLOGY
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2.1 DESIGN

This study used a pre-post quantitative survey design, using a self-administered SMS survey and, for a subset 

of participants, a telephonic interview.  

2.2 SAMPLE AND SETTING

We engaged pregnant women 18 years and older living in communities served by a set of clinics who responded 

to baseline surveys. While recruitment was originally restricted to seven high-adversity communities, this was 

later expanded to include all prenatal clients attending any of the specific clinics in catchment areas. 

2.3 FOLLOW-UP DATA COLLECTION PROCEDURES

a. SMS-BASED SURVEY

Details on recruitment into the SMS-based survey are described in the baseline report.1 The implementing 

partner, Violence Prevention Through Urban Upgrading, began distributing digital food vouchers to cohorts 

of eligible beneficiaries on 18 November 2020. Each voucher was to the value of R300 and was distributed 

fortnightly until 21 April 2021. All baseline study participants who were reported to be on the implementing 

partner’s voucher distribution list were invited to take part in an Unstructured Supplementary Service Data 

format follow-up survey (referred to as SMS survey in the remainder of the report) between 1 March and 8 

April 2021. The SMS survey was sent out to voucher beneficiaries in batches (between 1 March and 8 April), 

depending on the voucher distribution cohort to which they were initially allocated by the implementing 

partner (see Table 1 opposite). 

As with the baseline, there was a brief opt-in consent message to ensure that participants agreed to their 

responses being recorded for a research study. Participants were taken through a self-administered survey 

comprising 14 questions (see full questionnaire in Appendix 1), which appeared as individual questions with 

response options, and proceeded sequentially as each question was answered. Most questions were the same 

as in the baseline survey, but also included additional pregnancy-/birth-related questions, and information 

about the child. As with prior data collection, participants used their own cell phones to respond to the survey.

Although all data collection for this SMS-based survey was automated, requiring no data collection staff, 

participants were given a contact number for national helplines if additional psychosocial support was required. 
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TABLE 1
DATE OF PARTICIPATION IN SMS-BASED SURVEY, BY COHORT

C1 C3 C5C2 C4 C6

VOUCHER 1

VOUCHER 2

VOUCHER 3

VOUCHER 4

VOUCHER 5

VOUCHER 6

VOUCHER 7

VOUCHER 8

VOUCHER 9

VOUCHER 10

VOUCHER 11

VOUCHER 12

Date first SMS sent

Date of last follow-up

18 Nov 20

02 Dec 20

16 Dec 20

30 Dec 20

13 Jan 21

27 Jan 21

10 Feb 21

24 Feb 21

10 Mar 21

24 Mar 21

07 Apr 21

21 Apr 21

01 Mar 21

23 Mar 21

25 Nov 20

09 Dec 20

23 Dec 20

06 Jan 21

20 Jan 21

03 Feb 21

17 Feb 21

03 Mar 21

17 Mar 21

31 Mar 21

14 Apr 21

16 Mar 21

29 Mar 21

02 Dec 20

16 Dec 20

30 Dec 20

13 Jan 21

27 Jan 21

10 Feb 21

24 Feb 21

10 Mar 21

24 Mar 21

07 Apr 21

21 Apr 21

25 Mar 21

08 Apr 21

09 Dec 21

23 Dec 21

06 Jan 21

20 Jan 21

03 Feb 21

17 Feb 21

03 Mar 21

17 Mar 21

31 Mar 21

14 Apr 21

23 Dec 21

06 Jan 21

20 Jan 21

03 Feb 21

17 Feb 21

03 Mar 21

17 Mar 21

31 Mar 21

14 Apr 21

06 Apr 21

08 Apr 21

30 Dec 20

13 Jan 21

27 Jan 21

10 Feb 21

24 Feb 21

10 Mar 21

24 Mar 21

07 Apr 21

21 Apr 21

VOUCHER COHORT
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Two questions about mental health were posed to the study participants at both the baseline and follow-up 

SMS surveys. The first asked about whether participants, in the seven days prior to completing the survey, 

felt ‘hopeless, down or depressed’ and the second asked if they, in the seven days prior, ‘felt little interest or 

pleasure in doing things’.

b. TELEPHONIC SURVEY 

The same subset of participants who were contacted for a telephonic survey at baseline were called again 

for a follow-up interview between 3 March and 14 April 2021. This was in addition to their participation in the 

follow-up SMS survey.

The telephonic surveys contained 32 questions, including the same questions that were asked at baseline 

questions, as well as additional questions. These questions related to pregnancy and the birth of the child, and 

information about the child beyond the detail of what was captured in SMS surveys. The full questionnaire 

can be found in Appendix 2. The new additions included the following: birth weight of the child; whether 

the mother had accessed the Child Support Grant; experience of redeeming or making use of food vouchers; 

and items purchased with food vouchers. Telephonic surveys were administered by six trained, experienced 

research assistants. Interviews were conducted in either English, isiXhosa or Afrikaans, depending on 

participant preference. 

At baseline and follow-up all telephonic participants were asked the questions in the nine-item Patient Health 

Questionnaire-9 (PHQ-9), which assessed whether they had experienced any mental health symptoms over 

the course of the 14 days preceding the survey. At the start of the telephonic interview, research assistants read 

a brief information and voluntary informed consent form over the phone in the language of the participant’s 

choosing. All calls were audio-recorded, and all responses were captured using Airtable data management 

software; they were submitted to a secure cloud-based platform afterwards.

2.4 DATA CLEANING AND ANALYSIS

Data were analysed in Stata version 16.0. Continuous data were described by means with standard deviation 

(SD). Discrete or categorical data were summarised using frequencies and percentages. McNemar’s test was 

used to test for equality of proportion of mental health and hunger between baseline and follow-up periods. 

To assess the effects of both the voucher intervention and confounding variables on the mental health status 

of the women and hunger, two level logistic regression models were fitted to account for possible dependence 

between the pre and post outcome measures in a woman. The effects were measured using odds ratios.



3.
FOLLOW-UP SMS 
SURVEY RESULTS
From the n=2618 SMS surveys completed at baseline, n=956 
participants completed SMS surveys at the follow-up survey. 
The total included in the analysis described below is n=926, 
with responses excluded based on the following criteria: 
duplicate responses (n=9); did not know about CoCare 
and no voucher received (n=3); not part of CoCare and no 
voucher received (n=11); and no voucher received (n=3). This 
represented a loss-to-follow-up rate of 65% (n=1692). 

At the time of this follow-up SMS survey, Cohort 1 beneficiaries 
had been provided with vouchers by the implementing partner 
to the value of R2 700; Cohort 2 beneficiaries to the value of 
R2 700; Cohort 3 beneficiaries to the value of R3 000; Cohort 
4 beneficiaries to the value of R2 700; Cohort 5 beneficiaries 
to the value of R2 400 and Cohort 6 beneficiaries to the value 
of R2 400. We found that food voucher redemption rates were 
low among SMS study participants, with only 50% of SMS 
study participants across cohorts having redeemed 100% of 
the vouchers distributed to them at the time of SMS follow-
up, according to the implementing partner’s redemption rate 
database.

11



TABLE 2
RAND VALUE THAT HAD BEEN DISTRIBUTED TO EACH COHORT BY IMPLEMENTING PARTNER

AT TIME OF SMS-BASED SURVEY 

COHORT 1

COHORT 2

COHORT 3

COHORT 4

COHORT 5

COHORT 6

Total value of vouchers 
disbursed at time of SMS survey

R2 700

R2 700

R3 000

R2 700

R2 400

R2 400

% of participants who had
redeemed 100% of the voucher value 

at time of survey (%, n)

22%, 72

64%, 282

76%, 22

73%, 88

100%, 2

0%, 0

Thirty-five percent of participants were still pregnant at the time of the interview, 63.5% had given birth and 

1.4% had suffered a miscarriage or stillbirth.

Of the SMS survey study participants who had given birth (n=588), the average infant birth weight reported 

was 3.45 kilograms. The prevalence of low birth weight among SMS study participants who had given birth, 

defined as 2.5 kilograms or less, was 8% – almost half the national prevalence of 15%. There was, however, no 

correlation between the odds of giving birth to an infant with low birth weight and voucher redemption rates. 

Only 9% of participants who had given birth were receiving the Child Support Grant for their baby at the time 

of the survey, while 34% reported that they had applied for it but had not yet received it.

12



3.1 COMPARISON BETWEEN BASELINE AND FOLLOW-UP SURVEY RESULTS:
     SMS SURVEY

3.1.1. MATERNAL HUNGER

The proportion of respondents who reported having gone to bed hungry at least once in the seven nights 

preceding the survey was found to be higher at follow-up compared with baseline (44% vs 42%). However, this 

difference was not statistically significant. Similarly, the mean number of nights having gone to bed hungry 

increased slightly at follow-up compared with baseline (2.75 vs 2.72.) This finding was also not found to be 

statistically significant.

After disaggregating by redemption rates, i.e. limiting the analysis to those beneficiaries who redeemed their 

food vouchers in full (i.e. 100% of all vouchers redeemed at time of participation), we still found that for this 

subcategory there was no reported improvement in maternal hunger at follow-up compared with baseline. 

This finding was not statistically significant.

3.1.2. CHILD HUNGER

Before voucher distribution, the proportion of women reporting that a child in their household had gone to 

bed hungry at least once in the seven nights preceding the survey was 25%, which increased to 30% at follow-

up. This increase was found to be statistically significant. There was also an increase in the mean number of 

nights of child hunger reported at follow-up (2.78 vs 2.54); however, this increase was not significant.

After disaggregating by redemption rates, i.e. limiting the analysis to those who had redeemed their vouchers 

in full, we saw a small improvement in the reported mean number of nights a child went to bed hungry. 

However, this decrease was not found to be statistically significant.

TABLE 3
COMPARISON OF CHILD HUNGER BETWEEN BASELINE AND FOLLOW-UP

Child hunger^

Mean nights a child went
to bed hungry~

BASELINE 
(n=787)ALL RESPONDENTS

197(25)

2.54(1.36)

239(30)

2.78(1.15)

0.003**

0.119

^n(%)      ~ mean(SD)     **p<0.01

FOLLOW-UP 
(n=787) p-VALUE

13



3.1.3. MENTAL HEALTH

a. MENTAL HEALTH SCREENING Q1

Before the voucher distribution, the proportion of women in the sample reporting feeling ‘hopeless, down 

or depressed’ in the past seven days was 61% (n=563/922), compared with 67% (n=614/922) at follow-up – a 

statistically significant deterioration in mental health (p=0.002). As shown in Table 4, this pattern persisted 

even after limiting the analysis to only those women who had redeemed their vouchers in full (p=0.006).

b. MENTAL HEALTH SCREENING Q2

Before the voucher distribution, the proportion of women reporting feeling ‘little interest or pleasure in 

doing things’ in the past seven days was 65% compared with 63% at follow-up. However, this improvement in 

mental health at follow-up was not found to be statistically significant. After disaggregating by redemption 

rates, there remained no statistically significant improvement in responses to this mental health screening 

question.

c. SCREENING POSITIVE ON BOTH MENTAL HEALTH QUESTIONS

Before voucher distribution, the proportion of women who answered yes to both mental health screening 

questions was 46% (n=429/926) compared with 52% (n=480/926) at follow-up. This deterioration in mental 

health among study participants was found to be statistically significant (p=0.005).

When we disaggregated by redemption rates, we found that more participants answered yes to both 

mental health questions at follow-up, and this change was found to be statistically significant.

TABLE 4
COMPARISON OF MENTAL HEALTH SCREENING Q1 FINDINGS BETWEEN BASELINE
AND FOLLOW-UP AMONG PARTICIPANTS WHO REDEEMED 100% OF VOUCHERS

Mental health screening Q1

BASELINE 
(n=463) n(%)

ONLY RESPONDENTS
WHO REDEEMED 100%

OF VOUCHERS

278(60) 311(67) 0.006**

**p<0.05

FOLLOW-UP 
(n=463) n(%) p-VALUE

14
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3.1.4. EMPLOYMENT RESULTS

Before the voucher distribution, the proportion of women reporting being in some form of employment 

was 29% (n=264/925) compared with 13% (n=119/925) at follow-up. This decrease in employment was found 

to be statistically significant. Similarly, at baseline, the proportion of women reporting having some kind of 

paid activity that they would be returning to in the next four weeks was 19% (n=168/907) compared with 8% 

(n=69/907) at follow-up. This decrease in paid work prospects was found to be statistically significant.

TABLE 5
COMPARISON OF MENTAL HEALTH SCREENING Q1 AND Q2 FINDINGS BETWEEN BASELINE

AND FOLLOW-UP AMONG PARTICIPANTS WHO REDEEMED 100% OF VOUCHERS

Screening positive on both mental 
health questions

BASELINE 
(n=466) n(%)

ONLY RESPONDENTS
WHO REDEEMED 100%
OR MORE VOUCHERS

215(46) 245(53) 0.020**

**p<0.05

FOLLOW-UP 
(n=466) n(%) p-VALUE

TABLE 6
COMPARING BASELINE AND FOLLOW-UP OF EMPLOYMENT STATUS

TABLE 7
COMPARING BASELINE AND FOLLOW-UP FINDINGS OF PAID ACTIVITY TO RETURN TO

BASELINE 
(n=925) n(%)

BASELINE 
(n=907) n(%)

EMPLOYMENT STATUS

PAID ACTIVITY

264(29)

168(19)

Employed

Have paid activity to return to

119(13)

69(8)

<0.0001**

<0.0001**

**p<0.05

**p<0.05

FOLLOW-UP 
(n=925) n(%)

FOLLOW-UP 
(n=907) n(%)

p-VALUE

p-VALUE
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4.
FOLLOW-UP 
TELEPHONIC SURVEY 
RESULTS
The number of women who matched between baseline and 
follow-up for the telephonic survey was 430 following 
exclusion based on these criteria: duplicates (n=1), not part of 
CoCare (n=1) and no voucher received (n=5). Given a sample 
of 584 at baseline, this subsample recorded a loss-to-follow-up 
rate of 24% (n=154).

At the time of the follow-up telephone survey, Cohort 1 
telephone survey participants had been disbursed vouchers to 
the value of R3 300; Cohort 2-4 to the value of R3 000; Cohort 
5-6 to the value of R2400 (see Table 8). Redemption rates were 
lower among telephone survey study participants than SMS 
survey participants, with 39% of study participants across 
cohorts having redeemed 100% of the vouchers distributed to 
them by the time of interview.  



TABLE 8
RAND VALUE THAT HAD BEEN DISTRIBUTED TO EACH COHORT BY IMPLEMENTING PARTNER

AT TIME OF TELEPHONE-BASED SURVEY 

COHORT 1

COHORT 2

COHORT 3

COHORT 4

COHORT 5

COHORT 6

Total value of vouchers 
disbursed at time of SMS survey

R3 300

R3 000

R3 000

R3 000

R2 400

R2 400

% of participants who had redeemed 
100% or more at time of survey (%; n)

23%; 63

63%; 38

76%; 16

69%; 46

100%; 2

100%; 1

When telephonic survey study participants were asked what they mostly spent their vouchers on, the majority 

reported food (87%), with others reporting “other items” such as nappies, baby clothes and baby milk (11%). The 

remainder (2%) reported mostly using their vouchers for electricity and airtime.

Twenty percent of the study participants were still pregnant, 77% had given birth and 1% had suffered a 

miscarriage or stillbirth.

Of those who had given birth to a live baby, the average birth weight among telephonic survey study 

participants’ babies was 3.24 kilograms. The prevalence of low birth weight among telephonic survey study 

participants (10%) was lower than the national prevalence of 15%. Again, we were not able to demonstrate a 

statistically significant association between food voucher redemption rates and reduced odds of low birth 

weight.

17
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4.1 COMPARISON BETWEEN BASELINE AND FOLLOW-UP SURVEY RESULTS:
     TELEPHONIC SURVEY

4.1.1. MATERNAL HUNGER

The proportion of respondents who reported having gone to bed hungry at least once in the seven nights 

preceding the telephonic survey was found to be lower at follow-up than at baseline (24% vs 36%). This decrease 

in reported hunger levels at follow-up was found to be statistically significant. Similarly, the mean number of 

nights having gone to bed hungry decreased slightly at follow-up compared with baseline (2.06 vs 2.24), but 

this difference was not significant.

There was also no significant improvement in maternal dietary diversity between baseline and follow-up.

4.1.2. CHILD HUNGER

The proportion of respondents who reported that a child had gone to bed hungry at least once in the seven 

nights preceding the telephonic interview was lower at follow-up than baseline (15% vs 22%) and was statistically 

significant (p=0.033). There was, however, no difference seen in mean number of reported nights of children 

having gone to bed hungry between baseline and follow-up. 

TABLE 9
COMPARING BASELINE AND FOLLOW-UP PROPORTIONS OF MATERNAL HUNGER

Maternal hunger 

Mean nights having gone
to bed hungry

Low dietary diversity score*

BASELINE 
(n=430) n(%)

156(36)

2.24(1.01)

79(18)

104(24)

2.06(0.82)

78(18)

<0.0001**

0.1841

0.929

*scoring 3 or fewer food groups      **p<0.05

FOLLOW-UP 
(n=430) n(%) p-VALUE



4.1.3. MENTAL HEALTH

We found that fewer study participants (21%) reported high symptomology at follow-up than they did at 

baseline (30%). This finding was statistically significant. Similarly we found that the mean PHQ score reduced 

from 7.91 at baseline to 6.10 at follow-up. This, too, was a statistically significant finding.
19

TABLE 10
COMPARING BASELINE AND FOLLOW-UP PROPORTIONS OF CHILD HUNGER

Child hunger

Mean nights a child went
to bed hungry

BASELINE 
(n=195) n(%)

TABLE 11
COMPARING BASELINE AND FOLLOW-UP PROPORTIONS
OF MENTAL HEALTH (HIGH SYMPTOMOLOGY ON PHQ-9)

High symptomology
on PHQ-9 scale

Mean symptomology
on PHQ-9 scale

BASELINE 
(n=430) n(%)

43(22)

2.61(1.72)

129(30)

7.91(4.35)

89(21)

6.10(4.560)

0.0002**

<0.0001**

30(15)

2.11(0.90)

0.033*

0.252

*p<0.05

**p<0.05

FOLLOW-UP 
(n=195) n(%)

FOLLOW-UP 
(n=430) n(%)

p-VALUE

p-VALUE



4.1.4. EMPLOYMENT RESULTS

Unemployment levels were higher at follow-up than they were at baseline. Furthermore, before voucher 

distribution, the proportion of women reporting having some kind of paid activity that they reported they 

would be returning to in the next four weeks was 12% (n=52), compared with 8% (n=35) at follow-up survey. 

4.1.5. GRANT INCOME

We found that fewer participants reported accessing grant income at follow-up compared with baseline, a 

statistically significant finding.

TABLE 12
COMPARING BASELINE AND FOLLOW-UP PROPORTIONS OF MATERNAL HUNGER

Employed

Paid activity to return to

BASELINE 
(n=430) n(%)

117(27)

52(12)

49(11)

35(8)

<0.0001**

0.0269

**p<0.05

FOLLOW-UP 
(n=430) n(%) p-VALUE

TABLE 13
GRANT INCOMES AMONG PARTICIPANTS

Receiving grants

Child Support Grant

Disability Grant

Foster Child Grant

COVID-19 Social Relief of Distress 
Grant (R350)

Grant-in-Aid

The National Student Financial Aid 
Scheme (NSFAS)

BASELINE 
(n=430) n(%)

 147(57)

122(47)

-

1(0.04)

21(8)

1(0.04)

4(2)

 90(35)

74(28)

1(0.04)

-

16(6)

-

1(1)

<0.0001**

<0.0001**

-

-

0.2513

-

0.3173

FOLLOW-UP 
(n=430) n(%) p-VALUE

**p<0.05
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EXPLORING VOUCHER REDEMPTION
AND BARRIERS TO FULL REDEMPTION

Telephonic survey data provided more information about reasons for under-

redemption. Overall, 74 participants (17.2%) logged an issue with redeeming 

their vouchers. 

The most commonly cited barrier to redemption was that the spaza shop or 

wholesaler charged an additional fee to redeem the voucher, a problem cited 

by 23 respondents (31.1%). The most commonly cited fees were R20 to R50, 

but some shops were also cited as requesting as much as R90 as a fee for 

the transaction, explained to clients as necessary to “cover their costs”. One 

respondent noted that shop owners tended to increase their food prices if 

vouchers were being used, and other respondents said that certain shops 

required something to be purchased alongside voucher redemption. Another 

related barrier was that certain shops refused the vouchers outright or were 

not aware of them (an issue cited by 17.6% of respondents), creating additional 

challenges for participants. Some participants cited that after their vouchers 

were refused, they had to travel outside of their areas, sometimes incurring 

additional transport expenses, to find a place where vouchers were accepted. 

In a number of these instances, vouchers expired before participants were able 

to fully redeem them. 

Participants also shared challenges they faced in redeeming the vouchers 

linked to technological or system-specific errors. Approximately one-third 

of participants who faced issues with voucher redemption (24 out of 74 

participants) cited that certain vouchers did not work or were declared void 

or invalid when they attempted to use them. Only two individuals noted that 

their issues had been resolved. One participant did not receive a voucher when 

it was due, and another six participants spoke about vouchers expiring too 

quickly for them to be used. Communication was also cited as a challenge by 

one participant, who acknowledged she did not know that she could purchase 

items other than food. 

A smaller number of participants cited barriers linked to preferences; vouchers 

being accepted at shops they did not typically frequent, or having limited 

variety at the available shop.
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5.
DISCUSSION
Among telephonic survey participants, we found 
statistically significant improvements in maternal 
and child hunger and maternal mental health at the 
follow-up interview when compared with baseline. 
These findings suggest that providing pregnant 
women with a fortnightly cash transfer at about the 
level of the food poverty line (defined by Statistics 
South Africa as R624 in April 202117) improves food 
security, both for themselves and their child, and 
results in improved mental health.

Among our SMS study participants, we were not 

able to demonstrate statistically significant shifts 

in maternal hunger at follow-up survey, even 

among those who had redeemed the full value of 

the vouchers disbursed to them to date. We also 

found that reported child hunger had worsened 

since baseline among SMS survey respondents; 

however, this finding did not hold when we limited 

the analysis to those who had redeemed their food 

vouchers in full. 

We also found that among the SMS study 

participants, more women screened positive for 

poor mental health on the two-question mental 

health questionnaire at follow-up than at baseline. 

This, too, was a statistically significant finding that 

persisted even after limiting the analysis to those 

who had redeemed the full value of their vouchers. 

The above findings were against a backdrop of 

worsening unemployment among the SMS study 

participants (a sixteen percentage point drop 

from baseline) and fewer women having a paid 

activity to return to in the month that followed. 

An encouraging finding was that the prevalence 

of low birth weight among SMS study participants 

was almost half the prevalence of 15% reported at 

national level. 

While baseline data collection saw aligned trends 

between SMS and telephonic surveys, data diverged 

substantially by format in this follow-up survey. We 

suggest that the divergent findings from the SMS 

survey were probably due to the survey design. In 

telephonic surveys, interviewers were able to obtain 

higher-quality data; interviews were conducted by 
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trained researchers in the language of the study 

participants’ preference; and study participants 

could clarify the meaning of questions they were 

unsure of. SMS surveys did not allow for deep 

engagement, nor clarification and framing of 

questions in their primary language. 

Overall, redemption rates were lower than 

expected, with only 50% of participants redeeming 

the maximum value distributed to them over the 

course of the voucher distribution in the SMS survey, 

and 34% among the telephonic survey subsample. 

Reasons for low redemption included barriers 

posed by shop owners (including refusal to accept 

vouchers or imposing additional charges to apply 

vouchers), as well as technological or validity issues 

with specific vouchers. These issues indicate the 

need for broader community and small-business 

engagement to smooth access barriers, as well as 

streamlined avenues for real-time technological 

support to troubleshoot problems with voucher 

redemption.

CoCare vouchers were redeemed largely to purchase 

items such as food, baby items and electricity, 

negating popular myths that poor women use 

grants irresponsibly.

We did counterintuitively find that fewer women 

were benefiting from grant income, specifically the 

Child Support Grant, at follow-up than at baseline. 

Study participants may have understated their 

grant income for fear of being seen to no longer 

need the digital food vouchers.
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6.
CONCLUSION

This is an important finding that has bearing on 

the contemporary discourse on the importance 

of targeted social protection mechanisms. In light 

of the growing body of literature that speaks to 

the long-term negative consequences that food 

insecurity and poor mental health can have on the 

health and cognitive development of the growing 

foetus, this study’s findings can strengthen 

advocacy efforts that call for the extension of the 

Child Support Grant into pregnancy as a mechanism 

to provide income support to pregnant women.

At present, eligibility for the Child Support Grant 

starts at birth. Given that the earlier the intervention, 

the greater the return on investment,19,20 closing 

the gap in social protection to include pregnancy 

is vital to maximise investments as the child grows 

up and receives a wide range of services from the 

public sector. In South Africa, where stunting rates 

are persistently high,21 interventions that are able to 

reduce maternal hunger – both during pregnancy 

and following the birth of the child – as well as child 

hunger need to be expanded and prioritised.

This study demonstrates the impact of an innovative 

mechanism to address this need. Furthermore, 

there is evidence that the South African government 

is seeking to optimise the targeting of social grants 

to the most vulnerable or poorest members of 

society in order to close the poverty gap at the food 

poverty line.22 The evidence presented in this report 

highlights the precarity of income and food security 

of pregnant women and new mothers. We support 

the inclusion of pregnant women in future social 

grant design processes, as the impact of income 

support for this group is twofold in that the benefits 

include the pregnant woman and the growing 

foetus. 

Other national surveys conducted over the same period show 
an increase in maternal and child hunger in the general 
population as a result of the COVID-19 pandemic, and an 
increase in job losses.2,18 These findings are consistent with 
our study, and hence it is encouraging to find that digital, 
unconditional cash transfers provided to poor and vulnerable 
pregnant women and new mothers can have a statistically 
significant positive impact on their food security and that of 
their children, as well as their mental health. 
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APPENDIX 1:
SMS QUESTIONNAIRE (PREGNANT MOMS)

Hi Mama. Thank you for participating in our first survey to understand how COVID-19 has affected 

the wellbeing of pregnant women. This is a follow-up survey from the last one. If you answer the 

questions, you will get R20 airtime. It will not cost you anything. To join the study reply “JOIN”. To leave 

the study at any time, reply “STOP”. 

Please type your ID number.

Are you part of the CoCare programme (receiving R300 digital food vouchers every two weeks)?

0 Yes   1 No   9 Don’t know

If you are receiving the food vouchers, how much have you received in total? 0 None   1 R300   2 R600

3 R900   4 R1 200   5 R1 500   6 R1 800   7 R2 100   8 R2 400   9 More than R2 400

Have you given birth to your baby already?

1 No   2 Yes   3 My baby passed away before or during birth   4 I have never been pregnant

Congrats! What was your baby’s birth weight? (In kilograms)

Do you and your baby stay together most of the week (four or more nights per week)?

1 Yes   2 No

Which answer below describes your situation?

1 I have applied for a Child Support Grant for my new baby, and I am receiving this grant

2 I have applied for a Child Support Grant for my new baby, and I am NOT yet receiving this grant

3 I have not applied for a Child Support Grant

Did you have any kind of job or sell things or earn any income (no matter how small) last month? 

1 Yes   2 No
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Do you have any paid activity or job that you will return to in the next four weeks? 

1 Yes   2 No

In the last seven nights did YOU ever go to bed hungry?  

1 Yes   2 No

How many nights did YOU go to bed hungry?  

1 1   2 2   3 3   4 4   5 5   6 6   7 7

In the last seven nights did a CHILD go to bed hungry in your household? 

1 Yes   2 No   3 No children in household   9 Don’t know

How many nights did the CHILD go to bed hungry?  

1 1   2 2   3 3   4 4   5 5   6 6   7 7   9 Don’t know

In the last seven days have you felt hopeless, down or depressed?

1 No   2 Yes, for a few days   3 Yes, for most days

In the last seven days have you felt little interest or pleasure in doing things?

1 No   2 Yes, for a few days   3 Yes, for most days

Thank you! If you need help in these difficult times, contact Lifeline 0861 322 322 or National Mental 

Health Information Line at 0800 567 567.
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APPENDIX 2:
TELEPHONIC QUESTIONNAIRE

Are you willing to participate in the survey? 

Yes / No

Can you confirm your ID number?

How old are you?

Can you confirm your date of birth?

Were you invited to be part of the CoCare food voucher programme, receiving R300 vouchers every 

two weeks?

Yes / No

If you were receiving vouchers, how much did you receive in total?

No vouchers / R300 / R600 / R900 / R1 200 / R1 500 / R1 800 / R2 100 / R2 400 / More than R2 400 / 

Cannot remember

Did you experience any challenges in redeeming/making use of your vouchers? Please tell us about 

these challenges.

What did you mostly buy with your vouchers? 

I have not redeemed any of my vouchers / Mostly food / Mostly electricity / Mostly airtime / 

Other / Refuses to say

Please describe what you mostly bought with your vouchers.

According to our records you have only redeemed fewer than half of the vouchers you were issued. 

Why is that?

When we last interviewed you, you were pregnant. Have you given birth to your baby yet?

Yes, to a healthy baby / No, I’m still pregnant / My baby passed away before birth / My baby 

passed away during or after birth / Refuses to say

What is your baby’s date of birth?

What was your baby’s birth weight? In grams. (This should be in their clinic card/Road to Health 

booklet.)
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Is your baby currently living with you in your household? (At least four nights per week.)

Yes / No / Refuses to say

How many biological or legally adopted children do you have who are under 18?

Are any of these children – or other children – living with you in your household at the moment?

Yes / No / Refuses to say

Can you confirm the highest grade in school you have successfully completed or passed? 

Have you completed any tertiary qualifications such as diplomas, certificates or degrees? 

None / Certificate / Diploma / Undergraduate degree / Postgraduate degree / Other

What other tertiary qualifications have you completed? 

Last month, did you have any kind of job or sell things or earn any income, no matter how small?

Yes / No / Refuses to say

Do you have any paid activity or job that you will return to in the next four weeks?

Yes / No / Refuses to say

Which government grants did you or somebody in your household receive last month?

None / Child Support Grant / Old Age Pension / Disability Grant / Foster Child Grant / Care 

Dependency Grant / War Veteran’s Grant / COVID-19 Social Relief of Distress Grant (R350) / 

Grant-in-Aid / NSFAS / Don’t know / Refuses to say

Which government grants did you yourself receive last month?

None / Child Support Grant / Old Age Pension / Disability Grant / Foster Child Grant / Care 

Dependency Grant / War Veteran’s Grant / COVID-19 Social Relief of Distress Grant (R350) / 

Grant-in-Aid / NSFAS / Don’t know / Refuses to say
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Please describe the foods (meals and snacks) that you ate yesterday during the day and night, 

whether at home or outside the home. Start with the first food eaten in the morning. There are no 

right or wrong answers, but please answer as honestly as possible.

CEREALS eg: Oats, grain/maize, rice, wheat, sorghum, squash, pasta or any other grain or food made 

from these grains, for example bread, noodles, pasta, cookies, rusks, porridge, breakfast cereals, 

popcorn. If you ate pastries (such as muffins, cake, dessert), mark this column and also mark the 

SWEETS column as well as the OIL/FAT column below. Yes / No

VITAMIN A RICH VEGETABLES eg: Pumpkin, carrot, squash, sweet potato, peanut butter, butternut 

squash, red pepper, or any other vegetable that is orange on the inside. Yes / No

WHITE ROOT VEGETABLES eg: Potatoes, carrots, cassava, tubers, and / or products / dishes made 

from these tuberous vegetables (for example potato chips, potato salad and soup). If any fried dishes 

have been eaten, mark this column and also mark the OIL / FAT column. Yes / No

DARK GREEN LEAFY VEGETABLES eg: Spinach, marog, broccoli, rocket, cabbage, lettuce, or any other 

dark green leafy vegetable, including wild vegetables. Yes / No

OTHER VEGETABLES eg: Tomatoes, onions, eggplant, cucumber, corn, marrow, mushrooms, green 

beans, mangetout (baby peas), peas, beets, celery, red cabbage, cabbage, green / yellow pepper, 

asparagus or any other available vegetables. Yes / No

VITAMIN A RICH FRUITS eg: Fresh or dried yellow / orange fruits including fiber peach, melon, apricot, 

papaya, grapefruit, plum, guava, granadilla, watermelon and 100% fruit juice made from these fruits.

Yes / No

OTHER FRUITS eg: Banana, grapes, apples, pears, kiwi, oranges, lemons, strawberries, pineapple, 

winter melons, peaches, peaches, raspberries, blueberries, blueberries, cherries, gooseberries and / or 

100% fruit juice made from these fruits. Yes / No

ORGAN MEAT (IRON RICH) eg: Liver, kidney, heart or other organ meats or blood-based foods. Yes / No

FLESH MEATS eg: Beef, pork, lamb, goat, game, chicken, duck and / or products made from these 

meats, for example minced meat, sausage, stew, hamburger, biltong. Yes / No

EGGS eg: Chicken, duck, guinea hen or any other egg (boiled, scrambled egg, poached, baked, 

omelette). Yes / No

FISH eg: Fresh, dried or canned fish, calamari, shellfish (shrimp, mussels, lobster). Yes / No
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LEGUMES, NUTS AND SEEDS eg: Dried beans, dried peas, lentils, nuts and peanuts, chickpeas, seeds 

or foods made from the above, for example hummus, peanut butter, dukhah. Yes / No

MILK AND MILK PRODUCTS eg: Milk, cheese (any kind), yoghurt, buttermilk, amazi (sour milk) and 

other dairy products. Shakes and “smoothies” made from milk. Yes / No

OILS AND FATS eg: Oil, fats, margarine or butter added to food or used in the preparation of food, 

for example animal fat or seed / fruit oils, for example canola, olive, avocado, palm kernel / fruit or 

coconut oil, salad dressing, mayonnaise. Yes / No

RED PALM PRODUCTS eg: Red palm oil, palm nut or palm nut pulp sauce. Yes / No

SPICES, CONDIMENTS, BEVERAGES eg: Spices (black pepper, salt, curry), condiments (soy sauce, 

tamatiesous, hot sauce), coffee, tea (any kind), alcoholic beverages of local examples. Yes / No

SWEETS eg: Sugar, honey, sweetened fruit juice, sweetened soft drinks (including sports drinks), 

flavored and sweetened milk / yoghurt, or sweetened foods such as chocolate, sweets, milkshakes, ice 

cream and so on). Yes / No

You selected “No” for all food groups. Please only continue if this is correct.

You selected “yes” for all food groups. Please only continue if this is correct.

You selected “RED PALM PRODUCTS”. This selection is very rare. Please only continue if you are 

certain that you did not mix up the Yes and No columns. 

Did you eat anything (meal or snack) OUTSIDE of the home yesterday?

Yes / No

Did anyone in your household eat anything (meal or snack) OUTSIDE of the home yesterday?

Yes / No / Don’t know

In the last 7 nights did YOU ever go to bed hungry?

Yes / No / Don’t know / Refuses to say

How many nights did YOU go to bed hungry?

None / 1 / 2 / 3 / 4 / 5 / 6 / 7 / Don’t know / Refuses to say

In the last 7 nights did A CHILD go to bed hungry in your household?

Yes / No / Don’t know / Refuses to say
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How many nights did the CHILD go to bed hungry?

None / 1 / 2 / 3 / 4 / 5 / 6 / 7 / Don’t know / Refuses to say

Over the last 2 weeks, how often have you been bothered by any of the following problems...

Little interest or pleasure in doing things:

Not at all / Several days / More than half the days / Nearly every day

Feeling down, depressed, or hopeless:

Not at all / Several days / More than half the days / Nearly every day

Trouble falling or staying asleep, or sleeping too much:

Not at all / Several days / More than half the days / Nearly every day

Feeling tired or having little energy:

Not at all / Several days / More than half the days / Nearly every day

Poor appetite or overeating:

Not at all / Several days / More than half the days / Nearly every day

Feeling bad about yourself, or that you are a failure or have let yourself or your family down:

Not at all / Several days / More than half the days / Nearly every day

Trouble concentrating on things, such as reading the newspaper or watching television:

Not at all / Several days / More than half the days / Nearly every day

Moving or speaking so slowly that other people could have noticed? Or the opposite, being so fidgety 

or restless that you have been moving around a lot more than usual:

Not at all / Several days / More than half the days / Nearly every day

Thoughts that you would be better off dead or of hurting yourself in some way:

Not at all / Several days / More than half the days / Nearly every day

Would you like to receive a R20 airtime voucher? 

Yes / No

Would you like to receive the R20 airtime voucher on this number? 

Yes / No
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To which number would you like us to send the airtime voucher? (Contact number must be a prepaid 

cell phone number.)

What is the network for this number?

MTN / Vodacom / Cell C / Telkom

You should have received a follow-up SMS survey to complete. Have you completed the SMS survey?

Yes / No

Can we resend the SMS survey to you at the end of this call? You will also receive R20 for completing 

the SMS survey. It should not take you more than five minutes to complete.

Yes / No

Thank you! If you need help in these difficult times, contact Lifeline 0861 322 322 or National Mental 

Health Information Line at 0800 567 567. (Please ask the respondent if they would like you to slowly 

repeat these contact numbers so they can write them down.)

COMMENTS:

In what language did you conduct the interview:

Afrikaans / English / isiXhosa

Call Agent:
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APPENDIX 3:
NON-SIGNIFICANT FINDINGS FROM SMS SURVEY

TABLE A1
COMPARING BASELINE AND FOLLOW-UP PROPORTIONS OF HUNGER

TABLE A2
COMPARISON OF MATERNAL HUNGER BETWEEN BASELINE AND FOLLOW-UP

AMONG PARTICIPANTS WHO REDEEMED 100% OF VOUCHERS

Maternal hunger^

Mean nights having gone
to bed hungry~

Maternal hunger^

Mean nights having gone
to bed hungry ~

BASELINE 
(n=906) n(%)

BASELINE 
(n=438) n(%)

ONLY RESPONDENTS
WHO REDEEMED

100% OF VOUCHERS

383(42)

2.72(1.29)

184(42)

2.55(1.10)

396(44)

2.75(1.22)

191(44)

2.76(1.12)

0.419

0.797

0.540

0.114

^n(%)     ~ mean(SD)

^n(%)     ~ mean(SD)

FOLLOW-UP 
(n=906) n(%)

FOLLOW-UP 
(n=438) n(%)

p-VALUEALL RESPONDENTS

p-VALUE
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TABLE A3
COMPARISON OF CHILD HUNGER BETWEEN BASELINE AND FOLLOW-UP

AMONG PARTICIPANTS WHO REDEEMED 100% OF VOUCHERS

Child hunger^

Mean nights a child went
to bed hungry~

BASELINE 
(n=388) n(%)

ONLY RESPONDENTS
WHO REDEEMED

100% OF VOUCHERS

100(26)

2.57(1.50)

112(29)

2.38(1.01)

0.248

0.316

^n(%)     ~ mean(SD)

FOLLOW-UP 
(n=388) n(%) p-VALUE

TABLE A4
COMPARISON OF MENTAL HEALTH SCREENING Q2 FINDINGS

BETWEEN BASELINE AND FOLLOW-UP

Mental health screening Q2

BASELINE 
(n=923) n(%)

597(65) 577(63) 0.280

FOLLOW-UP 
(n=923) n(%)ALL RESPONDENTS p-VALUE

TABLE A5
COMPARISON OF MENTAL HEALTH SCREENING Q2 FINDINGS BETWEEN BASELINE

AND FOLLOW-UP AMONG PARTICIPANTS WHO REDEEMED 100% OF VOUCHERS

Mental health screening Q2

BASELINE 
(n=448) n(%)

ONLY RESPONDENTS
WHO REDEEMED

100% OF VOUCHERS

299(67) 277(62) 0.074

FOLLOW-UP 
(n=448) n(%) p-VALUE
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