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Abstract

Background: Whilst there is a growing body of research indicating the life-long
significance of the first thousand days (F1000D) in a person’s life, there is currently
limited research regarding the church’s understanding and support of this critical
period for human health and wellbeing. Exploratory research was therefore conducted
by a Cape Town faith-based organization seeking preliminary answers to the question:
What is the specific contribution a local church can make in support of the first
thousand days (conception to 2 years) of a child’s life in Cape Town, South Africa?
Methods: A mixed-method study was conducted with 194 respondents, seeking to
understand knowledge and attitudes of church leaders towards F1000D, current church
responses, existing F1000D models and approaches that may be suited to the church,
the role that respondents see for the church in F1000D, and barriers to mothers
accessing F1000D services.
Results: The research showed that although there is limited knowledge and
engagement with F1000D by church leaders, there is broad consensus that the church
does have a significant role to play in this life stage. The church has many assets that
can be mobilised in support of F1000D and doing so will also serve the church’s
missional purpose.
Discussion: Key recommendations include the following: F1000D should be included
and normalised across all church activities; programmatic responses to F1000D that use
the assets of a local church should be developed; the collective voice of the church for
advocacy for F1000D support and services within society should be harnessed.

Key words: First thousand days, early childhood development, nurturing care, church,
missional, social development

Introduction
A growing body of evidence supports the
thinking that one of the most effective ways to assist
human flourishing is to ensure “a good start in life”
through the provision of the basic building blocks of

love, nutrition, stimulation, health, and safety to
children during their first thousand days (F1000D)
from conception to two years. Whilst the importance
of the F1000D of life is broadly accepted by
government, civil society organisations, and
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academia, the understanding and contribution of the
local church to this important life stage is not well
understood or researched. Hence, a Cape Town
based non-profit organisation, Common Good,
conducted exploratory research to understand the
specific contribution a local church can make in
support of the F1000D of a child’s life.1

First Thousand Days Overview
The F1000D offers a “unique and invaluable
window of opportunity to secure the optimal
development of the child, and by extension, the
positive developmental trajectory of a country”.2
Central to the importance of F1000D is the rapid
development of the brain which grows up to 80% of
its adult size during this period.3–6 This “once in a
lifetime” opportunity of optimal brain development
is dependent on the availability of supportive and
nurturing environments that have a lifelong impact
on the infant’s future physical, mental, and
emotional health.2,3,7 The Lancet Early Childhood
Development (ECD) series and subsequent nurturing
care framework emphasise that all children need and
have the right to receive the essential factors of
nurturing care, defined as “a stable environment that
is sensitive to children’s health and nutritional needs,
with protection from threats, opportunities for early
learning, and interactions that are responsive,
emotionally supportive, and developmentally
stimulating.”8,9
Around the world, an estimated 250 million
children younger than 5 years in low-income and
middle-income countries are born into environments
that place them at risk of not reaching their
developmental potential.10,11 Research has identified
multiple risk factors predictive of poor early
childhood development including, poverty, poor
nutrition, infectious diseases, environmental toxins
(especially drugs and alcohol), stress (toxic stress),
exposure to violence, psychosocial risk (mental
health), disrupted caregiving, and disabilities.2,11
Poverty has been shown to be a crucial risk factor
which increases the likelihood of exposure to
multiple adversities, including undermining the
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capacity of families to provide their children with the
required nurturing care.7,11,12
There is an urgent call for all relevant
stakeholders to prioritize and invest early in
interventions aimed at reducing the risks and
adversities confronting children to ensure their
optimal development.3 This investment, which can
yield positive lifetime developmental returns for the
child, is a key lever to improving the socio-economic
development of a country, benefiting the whole of
society.13,14

Church and F1000D
Two factors motivate for seeking the
involvement of the local church in F1000D. Firstly,
the church is an important social actor in social
development.15 Ter Haar and Ellis state, regarding
the development sector, that “one of the greatest
surprises in recent decades has been the resilience of
religion”.16 Religion, they maintain, provides a
powerful motivation for how many people choose to
act; therefore, the worldviews of the people that
social development seeks to benefit ought to be
engaged. Using Korten’s typography of four social
development generations gives a framework for
understanding the types of social development
activities in which churches engage.17 Churches are
better suited to relief and charity activities (type 1)
and to discipling and developing their own
congregants who then go on to be change agents
(type 2). The church may also serve as an activist
organisation and leader in social movements for
wide-scale change (type 4). In seeking the church’s
engagement in social development, a religious health
assets approach may be adopted, using the assets
normally found within a church community.18,19
Secondly, speaking to the theological
motivation for the church’s involvement, F1000D
may be positioned within a framework of the mission
of God — the missio Dei — and the consequent
mission of the church — the missio ecclesiae.
Christian mission is God's mission in which the
church participates and “to participate in mission is
to participate in the movement of God’s love toward
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people, since God is a fountain of sending love” (see
John 3:16).20 God's mission is one of holistic (both
spiritual and material) liberation and restoration as
he seeks to bring about his kingdom, his reign, for
the whole world. Churches are to “renounce an
introverted concern for their own life, and recognize
that they exist for the sake of those who are not
members, as sign, instrument, and foretaste of God's
redeeming grace for the whole life of society.”20 It
is worth noting there is currently very little literature
that considers the intersection of F1000D and
mission. In addition, churches often struggle to
implement and sustain social development
programmes.21 Other barriers to the church playing
a more active role in F1000D include theological
frameworks that mitigate against the church’s role as
a
social
actor,22
inadequate
theological
conceptualisation about F1000D, and poor
engagement with issues of power and gender within
the church.

Methods
The research sought to answer the question:
“What is the specific contribution a local church can
make in support of the first thousand days
(conception to 2 years) of a child’s life in Cape
Town, South Africa?”1 In answering this question,
three of the areas probed were:
1. Knowledge and attitudes of church leaders
towards F1000D
2. Barriers in the use of F1000D services by
mothers and primary carers
3. Current church responses to F1000D
The research was exploratory and mixed
methods including a survey, one-on-one interviews
and workshops. Key informants in the research were
church leaders, laity, denominational leaders,
practitioners, and experts in the field of F1000D. All
informants were based in Cape Town except for
denominational leaders positioned nationally within
South Africa. Informants were drawn from across
the socio-economic spectrum of the city, but with a
greater emphasis on those working in high-risk

Lundie & Hancox

areas. Informants were purposively sampled, guided
by the knowledge and connections of the research
team, and was, therefore, non-probability sampling
(meaning that not everyone within the research
profile had an equal chance of being selected for the
survey).
Thematic analysis was used when
analysing data. Initial coding was open, but a
standard list of codes was later compiled according
to emerging themes and F1000D literature, and as far
as possible, this was used to classify the empirical
research findings.

Survey
From a list of 150 church leader, 71 church
leaders completed the survey of which 53 (75%)
were male and 18 were female. Forty-five of the
respondents (63%) were between the age of 41-60
years; 13 church leaders were over 60 years; 13 were
under 40 years.

Interviews
Semi-structured one-on-one interviews were
used to collect in-depth qualitative data. Interviews
were conducted with 12 denominational leaders, 11
experts in F1000D, 8 pastors, and 4 practitioners.
Table 1. Numbers of interviewees
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Interviews

N
N
female
interinterviews
viewees

N
male
interviewees

Total
interviewees

Experts in field

11

10

2

12

Denominational
leaders

12

3

10

13

Pastors

8

6

4

10

Practitioners

4

5

0

5

Totals

35

24

16

40

60%

40%

Gender by
percent
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Workshops with mothers and carers

The researchers

To gain insights from mothers and primary
carers of young children, two workshops were held
in high-risk areas of Cape Town (Khayelitsha and
Vrygrond). The majority of attendees (70% +) were
unemployed which reflects the high unemployment
rates in these areas; the majority receive a South
African government support grant.

The research team were either employed parttime or contracted by the organisation conducting the
research. All were regular and involved members at
churches in Cape Town that may be described as
“evangelical/charismatic.” The research team had
one man (who helped with computerising the online
survey) whilst the rest were women, the majority of
whom are themselves mothers.

Table 2: Participants of mothers/carers workshop
Vrygrond

Khayelitsha

17

23

N Participants:
Average Age (in yrs):

29,6

34,2

Age of Youngest
Participant:

17

23

Age of Oldest Participant:

57

52

Average N of Children:

2,1

2,3

7

5

Most N of Children:

Workshop with church laity
The researchers sought to gain insights from
church laity who were either vocationally or
voluntarily engaged with children and their
parents/carers in their F1000D. Participants were
asked about the current and potential role of the local
church to promote the wellbeing of children in
F1000D. There were 40 workshop attendees from
26 different churches. Only 3 participants were men.

Research ethics
The research was carried out in line with
standards for ethical research. The researchers set up
their own methods for ensuring factors, such as
informant anonymity, voluntary participation, nonpayment of informants, the right of informants to
withdraw at any time, and a complaints and ethics
oversight mechanism. The Board of the non-profit
organisation conducting the research agreed to act as
an appeal board in case of any complaints or issues
related to the research. During the research, no
ethical issues arose.

Results
The knowledge and attitudes of church leaders
towards F1000D
The interviews with denominational leaders
explored their comprehension around the subject of
F1000D. The data below in Figure 1 indicates the
answers given:
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Figure 1. Interview findings of denominational leaders’ awareness and understanding of F1000D

Denominational leaders
understanding of 'first thousand
days' (n=12)

Denominational leaders heard of
term 'first thousand days' (n=12)

Denominational leaders understanding
of when faith begins (n=12)

The findings indicated almost 42% of the
denominational leaders had not heard of F1000D
before the interview and about half recognised
F1000D as starting in the womb, while more than
half were not aware of the critical development that
happens in the womb.
Similarly, the findings from the survey of
church leaders indicated a lack of awareness about
F1000D among church leaders. The survey also
explored attitudes around pregnancy, showing that
church leaders recognised the prevalence of stigma,
judgement, and lack of community support for
teenage pregnancy and pregnancy outside of

Denominational leaders understanding
of when learning begins (n=12)

marriage. Positively, the importance of fathers’
involvement in F1000D caregiving, both towards the
child and mother, was recognised.

Barriers in the use of F1000D services by
mothers and other carers
Multiple sources of empirical data were used
to investigate “what are the barriers to mothers and
other carers providing what is needed and accessing
services during F1000D?” The interviews with
experts, pastors, and practitioners were analysed
thematically and responses coded. The table below
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shows the results using a heat map format. In the heat
map, the darkest colour is used to indicate the barrier
most mentioned, and the lightest colour indicates the
barrier least mentioned for each group of

respondents. The table itself is sorted to show the
barriers most frequently mentioned across all
respondent groups at the top of the table.

Table 3. Interview findings of barriers to mothers and carers obtaining services during F1000D
Experts
(n=11)

Pastors
(n=8)

Practitioners
(n=4)

Total

Poverty

Unemployment; if employed — mother is
absent (returned to work asap); no money for
transport to services; food insecurity; no
vitamins; no books / toys

6

5

2

13

Knowledge

Lack of, or no access to knowledge about:
- when life begins;
- available services;
- parenting skills;
- importance of stimulation, verbalisation, toys
(can be improvised).
Lack of confidence

6

4

2

12

Services

Not enough, not coordinated; long waits; not
accessible; poor referral systems; target the
child and not the mother; unfriendly and
judgmental;
Results in feeling fearful; distrustful;
overwhelmed — don't report pregnancies

5

1

5

11

5

1

1

7

Barrier code

Comments

Depression
Family
Breakdown

No support; grannies caring for children;
young girls evicted by parents

3

2

1

6

Substance
Abuse

Addictions

1

2

2

5

Nutrition

Malnutrition; hunger; poor distribution of
food; lack of nutrition in pregnancy;

2

0

2

4

Attitudes

Low morals; lazy; rebellious

0

2

1

3

Shame

On drugs; not coping; 'just a mom'

2

1

0

3

Violence

In home; in community; prevents access to
services; stress

2

0

1

3

Isolation

Need social network

2

0

0

2
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The qualitative data indicates four key barriers
to mothers/carers accessing services and support
within F1000D.
Firstly, poverty presents multiple barriers
including, among other things, a lack of safe
transport to service facilities, food insecurity,
unemployment, or return to work shortly after birth.
Secondly, a paucity of knowledge and access to
information also pose barriers. These include
knowledge on F1000D, available services, optimal
parenting skills, and nurturing care. Thirdly,
inadequate services and poor quality of accessible
services, especially within the health sector, present
as barriers, with mothers reportedly experiencing
unfriendly and judgemental service delivery from
healthcare and social-welfare professionals.
Fourthly, maternal mental health, especially
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depression, is a critical barrier to mothers providing
the nurturing care required in F1000D. This is in line
with literature that shows that maternal mental health
has an impact on mothers’ ability to access service
and results in the “lower uptake of available
services.”23

The current church responses to F1000D
Interviews with denominational leaders asked if
their denomination offered services or programmes
in F1000D. Analyses of their responses were
grouped across 5 target audiences and classified as
either no services, congregation-based services, or a
more widely targeted programme.

Figure 2. Denominations (n=12) offering F1000D services. Length of bar indicates the number of leaders who indicated their
denomination does or does not conduct services or programmes for the target group

The formal programmes of denominations are
generally specialised and professionally run by
organisations (such as diaconic services) that play a
statutory role in child protection services, as well as
early childhood development centres for children 36 years. In a few of the denominations, these are
large organisations or non-profit organisations that
have been in existence for a long time and are not
necessarily directly working into F1000D or with a
local congregation. None of the denominations
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mentioned a formal programme for expectant
fathers.
The survey of church pastors asked questions to
explore the level of engagement with the topic of
F1000D and services offered by these churches. As
most participants did not provide answers to these
open-ended questions, it is reasonable to conclude
their church does not provide any services to
pregnant mothers, expectant fathers, parents or
caregivers, and babies (0-2years).
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Over half of the surveyed participants indicated
they had services for children (3-6years). Similarly,
the interviews with pastors found that churches are
more actively and intentionally involved with
children aged 3 - 6 years, with this engagement
predominately anchored in Sunday school
programs. Additionally, expectant fathers and
fathers of little children were found to be underserved within local churches. The services most
offered to pregnant mothers and expectant fathers

are of a supportive nature, with some offering
capacity development workshops and training.
Respondents
also
mentioned
general
congregational support.
Survey respondents were asked who they
thought should be providing services to these target
groups — they could indicate any one or all of the
following as service providers. The results to this
question are depicted in the chart below.

Figure 3. Survey finding for who should be providing services in F1000D

These findings indicate that survey
participants believe that churches are a major roleplayer in the provision of services, particularly to
parents/caregivers within F1000D.
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The role of the church in F1000D
Firstly, the pastors surveyed were asked, in an
open-ended question, to describe the role in
F1000D of a well-resourced church and a church in
a vulnerable area. The responses were analysed
thematically, and the results are depicted using a
“heat map” format.
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Table 3. Survey results for what is the role of church in F1000D
Church in
high risk
area

Church in
low risk area

Total

Support

Love; congregational support; help each other; support
groups; counselling; mentoring; babysitting services;
support for single parents, young mothers,
grandmothers; encouragement; emotional support;
inclusion. Making space available, safe spaces, safe
homes.

25

20

45

Capacity
Development

Antenatal classes; parenting skills; how to keep kids
safe; health & safety;

13

19

32

Resources

Food, books, Bibles, toys, clothes, nappies, transport

15

15

30

Education

For children: stimulation; after care; day care; crèche;
playgroup; early learning; free childcare; build centres
for games

19

9

28

Spiritual

Sunday school; preaching importance of women &
children; family model

8

10

28

Community

Involvement, training community workers, Awareness
progs, well-resourced churches to assist / work with
community church, work with NPOs, Work with DOH,
DSD

7

9

16

Health

Drugs, abuse, home visits, immunisation & feeding,
clinic, encourage breastfeeding, report abuse

6

6

12

Advocacy

Govt red tape

1

1

2

Job Support

CVs, Interviews, skills

1

1

2

Adolescent

Programmes for teenagers

0

1

1

No more progs

Parents too busy to spend time with children

0

1

1

Intervention
category

Comments

The role of providing support, especially as it pertains to providing a “safe space” in the
community for mothers and children (in both a physical and emotional sense) is seen as important
for all churches, as well as capacity building and providing material resources. Within vulnerable
areas, the church is seen to have an added role in providing educational services for children.
In the interviews, experts, denominational leaders, pastors, and practitioners were asked to
give their opinions on the role of the church in F1000D. They were specifically asked to
differentiate between the role of a church in a high-risk area and a church in low risk area; the two
heat maps below show the analysis of these responses.
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Table 4: Interview results for what is the role of church in high risk area in F1000D

Intervention
category
Support

Capacity
Building

Resources
Education
Change
within

Spiritual

Experts
(n=11)

Comments
Sharing, listening & relationships alleviates
depression, mother-child bonding & attachment,
loving baby vs. violence, involve fathers, groups for
pregnant mothers, Moms & Tots groups, mom's
groups, mother-to-mother peer support, social
networks prevent isolation & depression, available
safe spaces, church as place of safety, mentoring,
counselling, referral to services, childcare (for
working parents), home visits, include divorcees,
single parents, children born out of wedlock
When getting married, antenatal classes when
pregnant, positive parenting, preparation for
parenting, knowing rights - breastfeeding at work &
UIF, developmental stages, first aid, how to wean
your child, breastfeeding support, equip parents to
spiritually nurture children, parents' role as educator,
fathers to be present, mothers to be Godly mothers
Nutritional stunting, access to food, nutrition for
babies & moms, soup kitchens, toys, clothes,
accommodation
Education & stimulation of child: early storytelling,
reading, stimulate through play & talking, ECD
Church leaders trusted source of information about:
accessing services, role of Father, involve fathers in
childcare, perceptions of breastfeeding, intimate
partner violence, reduce stigma about mental health,
stop hitting children, sex & health education, teach
about consequences of sex, re-instil Godly family
values in non-judgmental way, accept unmarried
mother, no shaming, judging, condemning mothers
Prayer, discipleship

Denom
leaders
(n=12)

Pastors
(n=8)

Practitioners
(n=4)

Total

8

8

6

3

25

4

3

4

1

12

4

2

3

1

10

3

5

1

1

10

5

4

0

1

10

1

3

1

1

6

3

2

0

1

6

Health

Home visiting, community health workers, health
education for parents, clinics

Social
Services

Connect people to services, child grants, clinic cards,
referrals

3

0

1

0

4

Community

Education/awareness - FAS, immunisation.
Seminars with mothers to give awareness and give
love.

0

1

0

2

3

0

1

0

1

2

1

0

0

0

1

1

0

0

0

1

Advocacy
Job Support

Income generating skills

Adolescence

Responsibility of parenting

Across all interviewee groups there
was consensus that the most important role of
the church in a vulnerable area is to provide
support to parents. These churches are also
seen to have a role in building the capacity of

parents, especially around parenting skills,
providing resources to vulnerable families,
providing educational/stimulation services for
children, and then effecting changes within the
church, especially around delivering factual
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information to overcome misconceptions or
lack of knowledge.
Table 5. Interview results for what is the role of church in low risk area in F1000D
Intervention
category

Support

Connect

Resources

Comments
Loneliness, breakdown of families can lead to depression,
stress, anxiety, pressure, spend time with kids, support
groups for mothers, mentoring fathers, parents working
with other parents, home visits, economically comfortable
parents still vulnerable emotionally
Create connections with marginalised communities,
greater awareness of needs, develop relationships,
partner/twin well-resourced church with under-resourced
church and financially assist them, share skills (doctors,
social workers), train locals, pastors come together,
provide volunteers, provide educational material.
Create networks support with local service providers,
networks of resources & information, connect with
government, match moms from 2 communities
Channel money, gifts, skills to vulnerable, nutrition packs,
vitamins, knitting blankets, making preschool play
equipment, food, clothing, transport money to clinics,
baby boxes

Experts
(n=11)

Denom
leaders
(n=12)

Pastors
(n=8)

Practitioners
(n=4)

Total

7

4

4

2

17

4

4

6

2

16

3

5

1

1

10

Capacity
Development

Parenting classes, self-worth, faith formation in children,
make info available: DVDs, access to mobile apps

2

2

2

0

6

Education

For children: limit screen stimulation, nursery schools,
ECDs (esp. for parents can't afford fees)

1

2

3

0

6

NGO
Support

Support existing organisations, fund project staff, provide
skills, collaborate, take to scale, make them more
sustainable, don't reinvent wheel, volunteers from church,
financial support, local congregations support children's
homes, refugee care

3

2

1

0

6

Job

Income generating skills, work opportunities

0

0

1

1

2

Advocacy

To employers: keeping mother & child together

0

0

0

1

1

Change
within

Fathers involvement

1

0

0

0

1

Health

Harmful effects substance abuse, alcohol abuse, smoking
during pregnancy

1

0

0

0

1

0

1

0

0

1

Spiritual
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According to those interviewed, churches in
low risk areas also have a key role in providing
support to parents. However, there is a definite
expectation from both those interviewed and
surveyed that churches in low risk areas need to be
connecting and partnering with churches in
vulnerable areas in ways that are more intentional
and relational, as opposed to merely passing on
material resources. Church in low risk areas can
also play a role in financially supporting non-profit
organisations (including faith-based organisations)
working with families in F1000D in vulnerable
areas.

Discussion
This research sought to explore “the specific
contribution a local church can make in support of
the first thousand days (conception to 2 years) of a
child’s life in Cape Town.” All the results point to
consensus amongst clergy, laity, experts, and
practitioners that the church does have a specific
and influential role to play in supporting F1000D.
At the same time though for the church to
contribute effectively, the one key finding points to
low awareness and knowledge within church
leadership around F1000D issues and the
importance of the church’s involvement. This
finding is supported by a report delineating the gap
between what experts know about early childhood
development from science and what public
understanding is.3 This is a key barrier for church
involvement and would need to be addressed.

A model for church and F1000D
There are multiple levels of engagement for
churches, dependent on the context, assets, and
strengths of the local church. A model for church
and F1000D is to integrate the finding with two
existing models, namely church strengths, drawn
from the religious health assets literature and the
Social Ecological Model (SEM).18,24
When
examining the many roles that the church can play
in support of F1000D, and looking at the various
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risk factors and protective factors as well as the
barriers to accessing services for carers in F1000D,
the researchers identified that the SEM gives a
helpful framework to bring all of these parts
together. The SEM is “a theory-based framework
for understanding the multifaceted and interactive
effects of personal and environmental factors that
determine behaviours and for identifying
behavioural and organizational leverage points and
intermediaries for health promotion within
organizations”.24
The church is well positioned within the SEM
to play an influential role into all five hierarchical
levels of the SEM, namely, individual,
interpersonal, community, organizational, and
policy/enabling environment.24 The Christian faith
is present across all levels of the SEM through
individual Christians seeking to live out their faith
at these various levels. The opportunity exists,
therefore, for the organised church, through its
members and its individual and collective
organisational forms, to support F1000D. In South
Africa, the church is still one of the most trusted
institutions that convenes a substantial proportion
of the population on a regular basis.25 Therefore,
the church has leverage in all of the areas within the
SEM.
Gary Gunderson proposes eight inherent
strengths of local churches which can, should, and
do shape communities. These include strengths to
accompany, convene, connect, tell stories, give
sanctuary, bless, pray, and endure.18
The following discussion presents some
preliminary ideas of how the church can interact
with F1000D based on the findings in this research
and bringing the strengths of the church and all the
levels of the SEM together:
1. At the primary level, that of the individual, the
church should strengthen the capacity of the
individual (primary carer responsible for the
child’s care) by supporting and influencing the
knowledge, attitude, behaviour, and skills of
the individual to provide responsive nurturing
care.
The findings show that capacity

18

development can be conducted through
initiatives such as ante- and post-natal classes,
positive parenting programmes, pre-marriage
classes and early learning information, as well
as home visiting which was found to be an
indispensable intervention.2,11,26 This can be
also be accomplished by highlighting the
importance of F1000D and available services
(through story-telling, connection); the
promotion of breastfeeding8 (give sanctuary);
and importantly by encouraging father
involvement (give sanctuary, connect). The
finding highlighted that churches can play a key
influential role in strengthening father
engagement in F1000D. This is in line with
literature that shows that the role of fathers is
significant and should be encouraged.27
2. At the interpersonal level (family, friends,
peers, social networks), the church can provide
ongoing social and spiritual support and
encouragement to various groups, by building
relationship
and
community
amongst
congregants. This can include creating safe
spaces (emotional and physical) to enable
nurturing care and supportive groups for all
parents, especially those facing multiple
adversities (give sanctuary, convene, connect).
3. At the community level, the church can
constitute part of the network of resources and
support available to parents within F1000D. At
this level, the church can advocate, collaborate,
connect, and partner with organisations. The
church is recognised as having a trusted voice
of influence in society to which people still
listen; therefore, the church can utilise its
trusted and powerful voice to influence, raise
awareness and knowledge, and change attitudes
within the community for positive social
development within F1000D (tell stories,
convene).
4. At the institutional/organisational level, at
which the church organisation is itself located,
the church can provide organisational resources
and support; promote F1000D services; and
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address any organisational barriers to F1000D.
At this level the church can acknowledge that it
does have a role and a missional imperative to
promote the well-being of children to engage
meaningfully and intentionally with F1000D to
secure the optimal development of children and
transform the whole of society. As an
organisation, the church can enhance and
deepen theology, knowledge, and awareness on
the crucial opportunity of F1000D and through
a targeted communication campaign raise
conviction and motivation for involvement and
action.
5. At the public policy level, the church should
familiarise itself with the laws and regulations
affecting F1000D; the organisational resources
and support needed to lobby at this level; the
government programmes that exist to support
F1000D; policy barriers; and relevant
stakeholders. The church can advocate for the
rights of financial support and rights in the
workplace to improve mother/father-child dyad
and increase income, decrease stress, and
increase nutrition in the home. The experts
indicated that the church has a voice to
advocate into broader systemic issues, for
example, stigma, shame, lack of awareness,
gender issues, intimate partner violence,
corporal punishment, and inequality, that all
impact on F1000D.

Recommendations
To interpret the multiple levels of engagement
for the church in F1000D, three approaches are
recommended linked to Korten’s generations of
social development.17

Approach 1: F1000D included and
normalised across all church activities
In this approach, Korten’s first generation
(Type 1),17 ways would be sought to encourage and
assist a local church (and wider church bodies, such
as denominational structures, ministers’ fraternals,
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and training institutions) to grow in their
knowledge and awareness of F1000D issues and the
support of F1000D activities within the local
church. This would involve moving F1000D
people (infants, parents, etc.) and topics
(conception, pregnancy, fatherhood, etc.) from the
periphery of church activity into the mainstream
activities of a church. It could also include some
relief activity in the wider community but would be
predominantly focused on the well-being of
F1000D people within their own church
community. Church based responses should also
include the everyday activities of church members,
like visiting people in their homes. Churches
should start by developing interventions that assist
their own members in F1000D and then move
outwards into the community. Churches should
seek “church-suited” existing initiatives and look at
their current responses and see if they can be more
coordinated, strategic, and informed by science to
make an even bigger impact. As discussed in the
Lancet ECD series, emphasis should be placed on
interventions that enable caregivers to provide
“nurturing care” hence enabling young children to
achieve their developmental potential.8

Approach 2: Development of programmatic
responses to F1000D by and with the church
In this approach, Korten’s second generation
(Type 2),17churches can run F1000D programmes
in their church and surrounding (or other)
communities. These could be, for example, home
visiting programmes, parental training and support
programmes,
clinic
support
programmes,
fatherhood programmes — to name but a few. Such
programmes would be best run in partnership with
specialist NGOs, faith-based or secular, and
wherever possible in conjunction with other
churches in their area. Some level of integration
between the science of F1000D and the beliefs and
practices of the church could be obtained through
collaborative approaches. Churches need to adjust
their programmatic approaches based on their
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context and resources and consider the respective
roles of churches in low and high-risk areas.

Approach 3: Promote advocacy and influence
through the wider church
Given the scope of the church in South Africa,
a third suggested approach is for the church (locally
and collectively) to be one of the institutions
mobilising society (including its own members) to
address the failure of political, societal, and cultural
systems beyond its own community in support of
F1000D. This advocacy and influence approach
reflect Korten’s third and fourth generations of
social development.17 This could in time lead to the
church contributing to a national movement of
people who live in an active awareness of this
critical phase of life.
Whatever approach is adopted, churches need
to be helped to provide non-judgemental, inclusive
parental support to all whilst continuing to hold to
what it believes to be God’s best design for family.
This is premised on God’s redemptive and restoring
grace for those in difficult and different life
circumstances — both individually and as societies.

Future research
This exploratory research has highlighted three
topics that require further research and
investigation regarding strengthening the church’s
response to F1000D. Firstly, there is a requirement
for deeper theological reflection on F1000D.
Whilst there is quite extensive theological
engagement with childhood and youth, there is very
limited engagement specifically with F1000D. It is
under-represented
across
the
theological
disciplines, both in South Africa and globally.
Early childhood has received attention in
discussions on doctrinal issues such as sin and
baptism, but the importance of this age group to the
wellbeing of people, the church, and society more
generally has not received adequate attention. This
probably accounts for its limited and sporadic
attention in the local church. Secondly, further
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research is required into fatherhood and initiatives
effective in engaging men and fathers to promote
their active, positive involvement in F1000D.
There is a noticeable gap in programmes and
interventions that specifically target men, both
within society and churches. Thirdly, there is scope
for further academic research into the various topics
addressed within this exploratory research,
specifically around the barriers that prevent access
to F1000D services and providing the necessary
nurturing care within a South African context. The
limitations and possible barriers to church’s
involvement also need to be investigated further
with regards to financial implications and testing
workable models.

Lundie & Hancox

responsive, nurturing care they require for optimal
development.
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