INTRODUCTION
There is no disputing the benefits of physical activity and active play for the physical health and mental
wellbeing of children and adolescents. And there is increasing evidence of the adverse effects of sitting too
much and spending too much time on screens. While technology has its place, screen time also takes away
from face-to-face interactions between peers, and can impact negatively on the emotional well-being
of children. We know that what children and adolescents eat and drink is also critical for good health and
maintaining a healthy weight. And these healthy lifestyle behaviours have been shown to have a positive
impact on children and adolescents’ cognitive development and school achievement as well.
The Healthy Active Kids South Africa (HAKSA) Report Card presents the most current and best available
evidence on physical activity and nutrition of South African children and adolescents, aged between
3-18 years. Grades are given for a range of indicators relating to physical activity and nutrition that tell
us how well our children and adolescents are doing in these categories. The HAKSA 2018 Report Card
builds on previous evidence from the 2007, 2010, 2014 and 2016 versions, focussing on research that has
been published in the last 2 years. This evidence provides the basis on which to guide policy, develop
programmes, and strengthen advocacy to create environments that support healthy eating, and
opportunities to be more physically active and sit less amongst South African children and adolescents.

PHYSICAL ACTIVITY

Overall physical activity
Early childhood physical activity
Organised sport participation
Active play
Active transportation
Sedentary behaviours*
Early childhood sedentary behaviours*
Physical fitness
Family and peers
School
Community and environment
Government

NUTRITION

Fruit and vegetable intake
Snacking, sugar-sweetened beverages,
dietary sodium, fast food intake
School tuck shops
National School Nutrition Programme
Vegetable gardens
Food security
Advertising and media
Overweight/obesity
Undernutrition
Early childhood overweight, obesity and
undernutrition

* Sedentary behaviours refer to sitting behaviours, including screen time. Screen time includes time spent
using cellphones, television, computers and tablets.

Grade

A

B
C
D
F

INC

Definition*
Succeeding with a large majority of children and youth (81% to 100%)
Succeeding with well over half of children and youth (61% to 80%)
Succeeding with about half of children and youth (41% to 60%)
Succeeding with less than half but some children and youth (21% to 40%)
Succeeding with very few children and youth (0% to 20%)
Inconclusive due to insufficient data

* For indicators where prevalence data was lacking, additional criteria were considered in the grading process,
as was done for previous HAKSA Report Cards. These include the effectiveness of the practice or programme,
and the extent to which the practice or programme was implemented.

HAKSA 2018 SCIENTIFIC ADVISORY GROUP
The HAKSA 2018 Report Card was developed and produced by a scientific advisory group
consisting of 30 academics and/or content experts from 14 institutions/organisations in the
fields of physical activity and nutrition, plus expertise in media and marketing.
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PHYSICAL ACTIVITY INDICATORS

C

Overall physical activity

About half of SA children are meeting the recommendation for levels of
physical activity, averaging between 57 and 65 minutes of moderateto vigorous-intensity physical activity per day (5-7). Those with higher
physical activity levels are less likely to be obese (6) or to use tobacco
and marijuana (8), and are more likely to have a better quality of life
(9) and motor skills (10). The grade remains a C since there is no new
evidence to show that children and adolescents are more active.

Early childhood physical activity A-

Levels of physical activity appear to be higher in younger South African children, compared to older
children. In one study, 100% of preschool-aged children (11) met the previous physical activity guideline, and
a study of pre-schoolers from a rural area found that 78.2% of them met the new guidelines (12). Although
pre-schoolers have good gross motor skills (11-13), there seem to be several barriers to preschool-aged
children engaging in active play. These include crime, the lack of resources, space and facilities in lower
income areas (14-16), and screens in higher income areas (15). Although physical activity levels in this age
group are good, a grade of A- was given to indicate the need for these barriers to be addressed.

Organised sport participation

D

The grade remains a D as there was no evidence to suggest a change in the number of children and
adolescents participating in organised sport since 2016. There is also no evidence of new interventions,
strategies or policies to improve participation levels.

Active play

INC

Information about physical activity levels mentioned earlier suggests that active play may be taking
place despite some challenges (e.g. safety). While there is some research on the nature of this play (e.g.
resourcefulness, social interaction, play objects) and where it takes place (16), we still do not have a proper
measure of active play (in terms of how much is happening). Therefore, the grade remains inconclusive.

Active transportation

C

The grade remains a C, since there is no evidence to suggest that more children and adolescents are
walking or cycling to school, or that walking to school has become safer. Around 80% of children and
adolescents walk to school without adult supervision in low-income areas where safety is a concern
(17,18). Almost two-thirds of parents are uncomfortable with their child walking to school (18), but lack the
necessary resources to change this. While there are some local initiatives to improve the safety of children
and adolescents on their way to/from school, it’s not clear if these are adequately reaching potentially
vulnerable children, and/or if these initiatives are feasible and sustainable.

Sedentary behaviours

F

There is no evidence to suggest that screen time use is declining, and it may in fact be increasing, as smart
phones become more accessible and affordable. Children were found to spend an average of just over 3
hours on screens per day (not including school work), with only a third of children meeting the screen time
recommendation for their age (6,7). In another study with adolescents, screen-based social networking was
linked to increased risky behaviours (19). Since recreational screen time use is not decreasing, and because
of the risks of excess screen time in adolescents, the grade remains a F.
What are the guidelines for physical activity for children and adolescents?
School-aged children and adolescents are recommended to get 1 hour of moderate- to vigorousintensity physical activity (that increases their heart rate) per day (www.csep.ca).
Physical activity guidelines for preschoolers previously recommended 3 hours of any physical activity (1,2).
These have recently been updated to include at least 1 hour of ‘energetic play’ in these 3 hours (3,4).

PHYSICAL ACTIVITY INDICATORS
Early childhood sedentary behaviours INC

Children attending preschools in a range of areas spend about 70%
of their preschool day sitting (11,12). Close to 100% of pre-schoolers
in a rural area (12) met screen time guidelines, but 94% of infants and
toddlers from a low-income, urban area were reported to exceed
screen time guidelines, and more TV time was related to unhealthy
weight (20). Although these children were below the age-range for the
Report Card, it highlights a potential problem in years to come. Since
there is still only limited evidence, the grade is inconclusive.

Physical fitness INC

There is no recent data reporting on fitness levels in children and adolescents, so the grade was changed to
inconclusive.

Family and peer support C-

There is very little data on parent and peer support for physical activity, but recent evidence (21) seems to
support what we already knew about the importance of parent support. As a result, the grade remains a C-.
This is an area which has real potential for change through community-based physical activity programmes,
local park upgrades, and initiatives such as parkrun.

School D-

In terms of physical education in the curriculum, the policy-implementation gap appears to be widening. In a
study of 12 countries, South Africa had the greatest percentage of learners (32%) who were NOT participating
in physical education at school (22). There seems to be no clear evidence of progress in the prioritisation of
physical education in the school curriculum or school environment at a national level. This is despite the fact
that there is overwhelming international evidence that physical activity and physical education in schools is
positively associated with academic achievement. The grade has therefore been lowered to a D-.

Community and environment C-

Children living in unsafe areas with high traffic risks have been found to be less active after school (23).
Although there are various initiatives that address the safety of children in communities, these efforts appear
to be few and far between, and largely limited to local initiatives. The grade, therefore, remains a C.

Government C-

The Sport and Recreation South Africa National School Sport Programme remained a key deliverable in the
2016-2017 strategic plan; and with commitment from the National Department of Basic Education, aimed
to maximise access to sport, recreation and physical activity in every school in South Africa. However, the
implementation of this programme appears to be limited, and the evaluation of this programme is not well
documented. There is also no evidence of new physical activity or sport policies that could benefit children
and adolescents. The grade has therefore been lowered to a C-.

What are the guidelines for screen time for
children and adolescents?
• School-aged children: <2 hours of
recreational screen time (www.csep.ca).
• Preschool children: <1 hour of screen time
• Children <2 years: NO screen time (3,4)

* All grades awarded in the HAKSA 2018 Report Card take into consideration the grade given in the HAKSA 2016 Report Card. Grades
can remain the same as, be improved on, or be lowered from the 2016 grade.

NUTRITION INDICATORS

Fruit and vegetable intake

D

Only 1 out of 5 schools serve the recommended quantity of fruit and
vegetables as part of the National School Nutrition Programme (25).
Based on this statistic, and the fact that no other studies were found to
indicate improvement, the grade remains a D.

Snacking, sugar-sweetened beverages, salt, fast food

F

Despite the bleak economic climate in South Africa, the fast food
industry is growing, and sales of sugar-sweetened beverages (SSBs) are
on the rise (26). In the 12-country study mentioned earlier, South African
children had the highest intake of SSBs of all countries (27), with children in the lowest income groups being
more likely to have an unhealthy diet than children in the highest income groups (28). Although the sugar
tax, and the salt regulations for food introduced in 2016 aim to reduce sugar and salt intake, we don’t know
yet if these are impacting on children and adolescents’ behaviour. And while these policy initiatives are
encouraging, the grade remains an F.

School nutrition culture and environment D-

This indicator includes school tuck shops, vegetable gardens and nutrition education in the school
curriculum. Although several sets of guidelines and programmes to establish healthy school tuck shops are
available, the implementation of these is not regulated. Food bought from tuckshops or vendors is mostly
of poor nutritional value, high in calories, and full of added salt and sugar (29). This is concerning, as about
50% of school-going children in South Africa regularly buy food at school, and do not take lunch boxes (29).
Of the schools that provide meals to learners, 40% have food gardens that can supplement these meals;
but only 1 in 5 gardens are well maintained, and just less than a third have vegetables growing in them (25).
Getting nutrition education into the curriculum remains a challenge (30). Due to the lack of progress for this
indicator, a grade of D- was given.

National School Nutrition Programme

C

The National School Nutrition Programme provides meals to >9 million children in public schools (quintiles
1-3), with an average of R2.51 spent per child each day (31). Although the proportion of schools serving
the meals (96%) and learners observed eating the meal (73%) was high, far fewer children said they eat
the meal (25). Challenges with the implementation of this programme include: children not receiving the
recommended amount and type of foods; the nutritional quality of meals being less than optimal; food
being served too late (after 10h00 in 82% of schools) to help children concentrate better in class; and health
and safety concerns regarding food preparation. Furthermore, there are days and in some cases, months,
that school feeding does not take place, due to schools not receiving funds, late delivery of foods, or lack
of fuel for cooking (25). Due to these challenges, the grade has been lowered to a C.

A new ‘sugar tax’ has been effective from 1
April 2018. In response to this tax, the largest
manufacturer of soft drinks in South Africa
indulged in “shrinkflation” – cutting portion size
sold per bottle or can by ±10%, while keeping
the price the same in order to “help people
consume less sugar” (24).

NUTRITION INDICATORS
Food security D-

The dire economic situation in South Africa directly influences individual
and household food security, with children age 17 years and younger
being one of the most vulnerable groups to be affected (32,35). In
2016, 1 in 5 households ran out of money to buy food in the previous
12 months (36), with up to 77% of households in rural areas not
having enough food by the end of the month (37). Since the factors
contributing to food insecurity appear to be worsening (or at least not
improving), the grade has been lowered to a D-.

Advertising and media D-

Draft regulations from 2014 relating to the marketing of food and beverages to children have still not been
passed by government (38), and food manufacturers make unfounded claims about the nutritional value
of their products – one example being children’s cereals (e.g. claiming high fibre content) (39). Although
there are some promising industry initiatives, such as the removal of sweets and chocolates from checkout
points and providing free fruit to children in some food stores, these affect only a small proportion of the
population. Due to the lack of adequate action by government and industry, the grade has been lowered
to a D-.

Overweight and obesity

D

Overweight/obesity is increasing in South Africa children and adolescents, with the highest risk in children
aged 8-10 years old, and especially amongst girls (40). Other studies have shown that overweight/obesity
are a concern amongst girls in rural areas as well (41), and that overweight/obesity places the health of
South Africa children and adolescents at risk (42). Since the high prevalence of overweight/obesity persists,
the grade remains a D.

Undernutrition

C

Many older children don’t get enough nutritious food to eat each day. Undernutrition thus remains a
significant problem (43-46), and the grade remains a C. Children from low-income areas are more likely
to be stunted (short for their age) (43), and the impact of this on cognition has also been documented in
children (47).

Early childhood overweight, obesity and undernutrition D-

Close to 10% of 3 to 5 year old children have been found to be overweight, and 1 in 4 were stunted (43).
Another study found that almost 1 in 5 preschool-aged children were thin for their age, and 9% were
overweight/obese, with urban low-income children faring the worst with respect to overweight/obesity –
17% vs. <5% in other settings (11). In the absence of improvements, the grade remains a D.

A country struggling to make ends meet:
• Just over half of South Africans live on R30 or less per day, while the number
of South Africans living in extreme poverty (<R441 per person per month) has
increased by 2.8 million in the last 4 years (32).
• The current unemployment rate of 27.2% (June 2018) indicates no
improvement over the past two decades (33).
• Over the past 3 years the country has experienced the worst drought in more
than 100 years which has impacted on both meat and crop production.
• Food inflation spiked from 10.5% in April 2016 to 11.8% in December 2016,
thereafter decreasing to most recent levels of 3.5% in June 2018 (34).

WHERE TO FROM HERE?
Research from the last 2 years indicates that there have been no major
changes in any of the indicators since the 2016 Report Card – nothing
has gotten much worse, but no area has improved either. On the
plus side, our young South Africans seem to do better on the physical
activity front when there are others involved. This highlights that they
may be more likely to succeed in this area if their efforts are social, and
community-based, rather than individual. Higher levels of physical activity
amongst our youngest children suggest that the early years provide a
crucial window of opportunity to establish this healthy behaviour. And
that physical activity initiatives would do well to consider ways to help
maintain these high activity levels going into the primary school years.
On the nutrition side, the National School Nutrition Programme should be commended for continuing to meet
a serious need amongst learners, particularly in light of the economic challenges that South Africa is facing.
Certain indicators have been downgraded from the 2016 Report Card to put them under the spotlight. These
include policies on physical activity and nutrition in the school environment, and on food and beverage
advertising and media; as well as food insecurity. Despite some positive efforts, not enough is being done to
improve access to nutritious food for those living in the poorest of circumstances in our country, while the fast
food and sugar-sweetened beverage industries are thriving. Failure to act will have a significantly negative
impact on the health, well-being and development of our nation’s children and adolescents.
We need more research, especially
national studies, that can help us
monitor these indicators. There are
some indicators that we don’t have
a firm handle on, such as the amount
of time spent on screens, and the
advertising of snacks, sugar-sweetened
beverages and fast foods on social
media. With an increase in accessibility
to electronic media, and the rise in
social media engagement by children
and adolescents in South Africa, along
with the global shift to digital forms of
marketing, it becomes increasingly
important to track what children and
adolescents are being exposed to,
and how it might impact on their
health behaviour.

PHYSICAL ACTIVITY

2016

2018

Overall physical activity

C

C

Early childhood physical activity

INC

A-

Organized sport participation

D

D

Active play

INC

INC

Active transportation

C

C

Sedentary behaviours

F

F

Early childhood sedentary behaviour

-

INC

Physical fitness

D

INC

Family and peer support

C-

C-

School

D

D-

Community and environment

C-

C-

Government

B

C

Fruit and vegetable intake

D

D

Snacking, SSBs, dietary sodium

F

F

Fast food intake

F

School tuck shop

INC

Vegetable gardens

C

National School Nutrition Programme

B

C

Food security

D

D-

Advertising and media

D

D-

Overweight/obesity

D

D

Undernutrition

C

C

Early childhood overweight, obesity and
undernutrition

D

D

NUTRITION

D-

WHERE TO FROM HERE?
Our country cannot afford to have ‘more of the same’ when it comes
to matters related to the health and wellbeing of our country’s children
and adolescents. Government, the private sector and media, civil
society, parents and researchers need to be working harder together
to help promote healthy behaviours amongst the young people of our
country, beginning as early as possible. And the healthy choice needs
to be the easy choice for them – in homes, schools, communities, public
spaces, and online. South Africa needs our children and adolescents to
grow up as healthy and productive members of society who can help
move our country forward.

Key areas for action:
1. The provision of safe opportunities for physical activity, particularly at a community level, and this
includes children walking or cycling to school;
2. Reducing the gap between policy and implementation, especially with respect to promotion of a
healthy school culture and environment, and government strategies to provide opportunities for
physical activity, especially physical education and sport;
3. The ‘double burden’ of over- and undernutrition – overweight/obesity remains a problem,
alongside food insecurity.

HAKSA 2018
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