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“…the systematic replication of projects in the 
non-profi t sector still remains the exception to the 
rule. This is understandable - many players prefer 
to focus their energies on the development of new 
approaches. Imitating those of others is considered 
as ‘not sexy’. The result is one pilot project after the 
other. Many prototypes but few replications.”1

Why early childhood development services 
and programmes are essential

What if we provided 90% of the fi ve million 
children aged 0-4 years in South Africa with 
the best possible start to their early lives? What 
if the parents and caregivers could more fully 
understand and experience the huge potential 
of their children? What if they were more 
confi dent about what can be done to realise this 
potential, despite diffi  cult circumstances? What 
if we developed the approximately 57 000 Early 
Childhood Development (ECD) practitioners2 who 
are needed to work with these children so that 
they are suffi  ciently equipped and supported to 
make their contribution to children, families and 
communities across the country? What would 
South African society look like in 10 or 20 years? 
What would South African society look like in 50 
years if we sustained this for generations?

The arguments for scaling up the provision of 
ECD programmes and services in South Africa are 

1  Ahlert, D, Ahlert, M, Van Duong Dinh, H, Fleisch, H,Heußler, T, Kilee, L, Meuter, J. Social 

Franchising: A Way of Systematic Replication to Increase Social Impact, 2008

2 Richter, L, Berry, L, Biersteker, L, Harrison, D, Desmond, C, Martin, P, Naicker, S, Saloojee, 

H & Slemming, W. National ECD Programme: Short Report, Human Sciences Research 

Council, 2014

compelling: Access to ECD for 0-4 year olds is very 
limited, with only a third (33%) of them attending 
some kind of ECD facility outside the home3. 
Attendance among children in the poorest 40% 
of households lags even further behind at around 
20%4.

This is coupled with major risks to the appropriate 
development of these children which include5:

2.5 million children live in poverty (50% of the 
0 - 4 year old population).
27% of the children who are eligible for a Child 
Support Grant (CSG) are still to be reached.
16% of children are born with low birth weight 
(LBW).
18% of children are stunted (or chronically 
malnourished). Among the poor, stunting 
increases to about 25%.
There are a number of social and family issues 
(teenage pregnancy, alcohol and drug abuse, 
HIV/AIDS, domestic violence, single parenting) 
impacting on young children.

If we consider breaking intergenerational cycles 
of poverty to be important, then access to good 
quality ECD cannot be ignored. Research shows 
that the strongest single predictor of health, 
socio-economic and psychosocial outcomes is the 
self-regulation achieved through early childhood 

3 Harrison D. “Opportunities for Learning”, Background Paper # 7, SA Presidency, 

Diagnostic Review of Early Childhood Development, 2012.  It should be noted that this 

includes “any” kind of out-of-home service/programme of any duration and/or content.

4 Ibid.

5 SA Presidency, Diagnostic Review of Early Childhood Development, 2012

Taking early childhood development services and programmes to 
scale: exploring the potential of social franchising
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development6,7. However, for most children in 
South Africa, access to this opportunity is severely 
constrained, and where it is on off er, limited 
attention or support has been given to the quality 
of these interventions and how they contribute to 
improved outcomes for young children.

The challenge of ECD provision in South 
Africa

Historically, ECD programmes and services have 
largely been provided by NGOs and the for-profi t 
sector with limited state support, and insuffi  cient 
collaboration and coordination amongst the 
few providers that do exist. There has been little 
population-based planning for services (resulting 
in only 20% of the poorest 40% of children 
accessing early learning opportunities) and no 
state-driven media and communication to support 
children’s early development and drive public 
demand. Public funding has been directed at 
income-eligible  children attending centres with 
little or no funding to community-based, non-
centre programmes. Even then, the environment in 
which ECD centres have operated has been highly 
regulated with protracted registration processes.

Furthermore, there are a number of characteristics 
of current ECD provision that do not serve the 
interests and needs of children, parents or the 
organisations that are providing these services:

1. A partial, highly variable package of ECD 

services.  There is high variability in the ECD 
services children receive, with few children 
receiving coordinated services that jointly 
achieve the goal of improved health, growth 
and development of young children.

2. Uneven quality of existing ECD services 

and programmes, with children from 

disadvantaged backgrounds receiving 

lower quality services.  This poor quality 
is associated with a number of factors such 
as inadequate provision of teaching, early 

6 Moffi  tt T, Arseneault L, Belsky D, Dickson N, Hancox R, Harrington H, Houts R, Poulton R, 

Roberts B, Ross S, Sears M, Thompson W, Caspi A (2011). A gradient of childhood self-control 

predicts health, wealth, and public safety. Proceedings of the National Academy of Sciences of 

the United States of America. 108(7): 2693 -2698; doi 10.1073/pnas.1010076108

7 Walker S, Wachs T, Grantham-McGregor S, Black M, Nelson C, Huff man S, Baker-

Henningham H, Chang S, Hamadani J, Lozoff  B, Meeks Gardner J, Powell C, Rahman A, 

Richter L (2011). Inequality in early childhood: risk and protective factors for early child 

development. The Lancet 378:1325-1328; doi: 10.1016/S0140-6736(11)60555-2

learning materials and supplies8, high turnover 
of ECD practitioners due to low wages, job 
instability and few career prospects, and the 
limited skills and low levels of education of the 
majority of ECD practitioners9. While relevant 
government departments have policies and 
standards in place regarding ECD, there is no 
overall structure supporting and promoting 
coherence, consistency, and quality of ECD 
services provision at an aggregate level. Where 
capacity does exist, the focus is on fi duciary 
compliance as opposed to support for quality 
services.

3. Most ECD providers operate on a 

stand-alone basis with limited access to 

implementation support. This limits their 
ability to achieve economies of scale and 
expand the supply of ECD services.  The 
majority of ECD providers are small and self-
contained operations working with shoestring 
budgets and limited resources in a specifi c 
geographic area.  

4. Low levels of awareness, understanding and 

experience amongst parents and caregivers 

on the value of quality ECD and particularly, 

what quality ECD looks like.  Large-scale 
parenting education and support programmes 
on the value and importance of ECD are 
absent in South Africa. Furthermore, the low 
levels of access to ECD programmes and 
services has meant that few parents have had 
the opportunity to experience, fi rst-hand,the 
benefi ts of ECD (particularly quality ECD) and 
therefore, do not have the confi dence and 
know-how to advocate for this.

How can ECD provision be scaled-up? 

Scaling-up can be seen as an umbrella term for 
increasing social impact (or change). In the case 
of ECD, it would mean that in a local municipality, 
such as Umzumbe in KwaZulu-Natal, which has 
22 000 children who are 0-4 years old, there would 
be approximately 500 practitioners who have what 
it takes to develop them into happy, healthy and 

8 Including furniture, playground equipment, toys, books, paper, paint, etc. See, DoE, 

DoSD, UNICEF, Tracking public...op.cit

9 An audit of ECD centres in the Western Cape province found that just over a third of 

practitioners working with children 0-2 years old, and less than half of the practitioners 

working with 3-5 year olds had any ECD qualifi cation. See HSRC, Western Cape Department 

of Social Development, Audit of Early Childhood Development Facility Quality, 2009. Also 

Biersteker L. and Picken
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resourceful children. Parents and caregivers would 
have the information and support to ensure that 
their children have the best possible start in life. 
Importantly, there would be the resources and 
infrastructure to support this network of parents 
and practitioners, including suitable modes 
of delivery. Currently, there are 37 playgroups 
and 26 crèches funded by the Department of 
Social Development (DSD) in the Umzumbe 
municipality10. This is likely to reach not even 5% of 
the 22 000 children living in the area.

But how does one scale-up services so dramatically, 
and quickly enough to off er better life chances to 
the 2.5 million poor children that are small now 
and would benefi t from access to ECD services? 

There are a number of strategies for achieving scale 
that can be broadly categorised as replication, on 
the one end of the scale, and non-replication on the 
other, with a range of hybrid strategies in between. 
Replication strategies tend to be characterised by 
greater standardisation, control and involvement 
of the ‘parent’ organisation, and include strategies 
such as social franchising. By comparison, non-
replication strategies are aimed at having far less 
control and rely on methods such as dissemination 
of information and ideas, and open sourcing of 
materials to increase impact.

The characteristics of the South African ECD sector 
lends itself to using a strategy that falls on the 
replication-end of the spectrum. What a scaled up 
replication strategy like social franchising would 
need to off er is: greater consistency in programme 

10 Centre for Justice and Crime Prevention. KwaZulu-Natal Baseline Service Appraisal - 

Ugu District Municipality, with a focus on Umzumbe and Vulamehlo Local Municipalities, 

Unpublished research, 2014

delivery so that poor children have a similar chance 
of success later in life to other more advantaged 
children; better coordination of and support for the 
numerous stand-alone ECD organisations currently 
operating in isolation, thereby allowing for greater 
expansion; the use of a highly visible and powerful 
brand to galvanise parents (and practitioners) in 
support of the early learning of young children; and 
a mechanism that is recognised as off ering a high 
quality ‘product’ (a happy, healthy and resourceful 
child), and through which increased funds can be 
channelled to achieve this.

As will be shown later, social franchising does 
not imply the ‘privatisation’ of ECD services, nor 
does it let the State off  the hook in paying for 
such services.  Our starting premise is that ECD is 
a public good that should be provided to every 
child, regardless of their parents’ ability to pay.  The 
State must ensure universal availability and fund 
ECD services for all children who cannot aff ord to 
pay. Social franchising is just a way of organising 
specifi c ECD services and stimulating public 
interest and demand. Many ECD services (related 
to health, in particular) are physically delivered 
by the State.  Others, such as social security, are 
outsourced to private providers.  In South Africa, 
services related to early learning stimulation for 
poorer children have almost all been provided by 
non-profi t providers. 

An alternative to social franchising would be State 
delivery of all ECD services, including early learning 
provision. However, it is fair to say that the State is 
not geared up to provide the type of community-

Scaling up

Replication

Social franchising

An umbrella term for increasing social impact which includes: (a)  reaching large/
larger numbers of people, and (b) implementing interventions that transform 
the lives of people reached (or their behaviours and outcomes) 

A scaling up strategy that is characterised by greater 
standardisation, control and involvement of the ‘parent’ 
organisation

Use of commercial franchising methods  to 
achieve social rather than fi nancial goals

Helpful defi nitions
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An example of a South African social franchise 

loveLife1 is a national campaign focused on preventing the spread of HIV and Aids among South African youth. It is the 
largest HIV prevention campaign in the world and it has a massive footprint among South African youth, reaching at 
least a million young people face-to-face every year. loveLife seems to have had positive eff ect: the HIV prevalence rate 
among loveLife’s target group (youth aged 15 – 24 years) declined signifi cantly from 10.3% in 2005 to 8.7% in 2008 and 
7.3% in 2012, implying a marked reduction in the rate of new infection in this age group2.

One of the ways that loveLife managed to build its large footprint (which also covers rural areas) is through franchising. 
It started-off  as a demand driven initiative: smaller NGOs and CBOs working with youth saw that loveLife developed 
a creative HIV communication strategy and they approached loveLife to share their resources. Soon loveLife began 
interviewing interested organisations to assess if they could eff ectively implement the loveLife brand. loveLife off ered 
qualifying organisations branding of the physical sites, training to organisation managers, the placement of a loveLife-
trained peer mobilisers (‘groundBREAKERS’) at the organisation and all the loveLife related curriculum and other 
resources needed to implement the loveLife programme. 

This strategy worked well, and since loveLife needed to reach a specifi c number of young people within a certain timeframe 
to beat the demographic odds of a devastating epidemic in South Africa, loveLife started looking for organisations that 
would be willing to become franchisees. Later on they also developed diff erent versions of the franchise, creating mini-
franchises at schools and clinics. 

Being a successful franchisor is a challenging enterprise. You would like the franchisee to run your programme exactly 
the way you would have run it, to deliver the message like you would have done it and to treat your youth volunteers in 
the way you would have. To ensure that this happens, you need to develop a host of guidelines, off er frequent training, 
have excellent distribution and communication systems as well as quality management and monitoring systems that 
franchisees comply with. And of course, you need the staff  that manage and implement all these systems in a way 
that makes logistical sense. Once you’ve moved over from being demand driven to ‘driving the franchisee’ like loveLife 
did, the dynamics have changed and you need to make sure that your franchisees stay motivated to implement your 
programmes at a high quality. This means even better systems, closer management and the ability to cultivate and 
continuously nurture a strong commitment to the cause and common strategy. 

loveLife managed the implementation of its face-to-face programme (by more than 200 full franchises and hundreds 
of mini-franchises in schools and clinics all over the country) by having a national offi  ce responsible for national 
coordination and the development of all strategy, curriculum and systems.  Nine provincial offi  ces managed 23 regional 
offi  ces which provided the support and management to the implementation sites (i.e. the various forms of franchises 
and loveLife owned sites). In the case of the franchisees, this of course did not actually involve management of people 
but rather ensuring compliance with and quality of the programme. loveLife continued to provide training and even 
HR support to their youth volunteers independently from the franchisees. Although this was strategically necessary to 
ensure that the volunteers felt a very strong association with and were suffi  ciently connected to the loveLife brand and 
parent organisation, this did tend to complicate the understanding of roles and responsibilities in franchises, and in 
some cases might have weakened franchisee managers’ managerial commitment to the programme. 

Although loveLife did not provide funding for the existence of the organisation or site that became a franchise, it did 
provide funding for everything related to loveLife, like stipends for the volunteers, sports equipment, branding, manuals 
etc. This funding was mainly secured from the South African Government (departments of Health, Social Development 
and Sports and Recreation). 

1 www.lovelife.org.za

2 Human Sciences Research Council. 2013. South African National HIV, Behaviour and Health Survey 2012.
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based programmes required for young children, 
and its immediate focus must be on improving the 
quality of schools-based education. 

What exactly is social franchising? 

According to Montagu (2002), “social franchising 
is the application of the principles of commercial 
franchising to promote social benefi t rather than 
private profi t”11. Like commercial franchises the 
strength of social franchising lies in the fact that 
it improves chances of an eff ective intervention 
by providing access to an existing, proven model, 
provides initial training and ongoing support and 
uses the benefi ts of a strong brand to drive demand. 
It includes legal agreements, a prototype, a social 
business model, a brand identity, standardised 
training, and systematic methods of appraisal and 
quality assurance12. A social franchise, however, 
diff ers signifi cantly from a commercial franchise 
in that it is set-up to maximise social impact rather 
than maximise profi ts.  

What makes social franchising work? And 
what are the risks?

Social franchising is being used successfully in a 
number of countries, and across a range of sectors 
(such as health care and education). It has a longer 
history and, therefore, greater success outside of 
South Africa. The international health sector, in 
particular, has seen a signifi cant growth in social 
franchising with fi gures from 2012 identifying 74 
clinical social franchise programmes operating in 
over 40 countries with more than 75 000 providers, 
ranging from hospitals and clinics, to independent 
doctors, nurses, pharmacies, midwives, and 
community health workers13. 

In their study of social franchising as a systematic 
way to increase social impact, Ahlert et al identify 
three factors which are central to the success of a 
social franchise14:

 Sound project concept – there are three issues 
that make for a sound project concept i) the 
project/business concept must be proven 
successful, ii) the product/service must be 

11 Montagu, D. (2002). “Franchising of Health Services in Developing Countries” (PDF). 

Health Policy and Planning 17 (2): 121–130.

12 Richardson, M and Berelowitz, D. Investing in Social Franchising, The International 

Centre for Social Franchising, 2012

13 See http://www.sf4health.org/

14 Ahlert, D, Ahlert, M, Van Duong Dinh, H, Fleisch, H,Heußler, T, Kilee, L, Meuter, J. Social 

Franchising: A Way of Systematic Replication to Increase Social Impact, 2008

suffi  ciently distinctive from other products/
services on off er, and iii) the concept must be 
transferable (standardisable, replicable and 
teachable to prospective franchisees);

 Suffi  cient capacity – this includes trainable 
and interested franchisees (the broader the 
franchisor requirements, the more potential 
franchisees there will be), a substantial 
fi nancial basis for fi nancing development and 
expansion of the business concept as well as 
to cover running expenses of the franchise 
system, and lastly suffi  cient competence and 
know-how on the part of the franchisor (this 
is a particularly important ‘bonding’ force that 
keeps franchisees in the system); and

 Suffi  cient market potential – this refers to a clear 
social need that the project can serve either 
because of unmet demand (as a result of lack 
of supply), or demand that exceeds supply. The 
market should also be large enough to absorb 
new franchisees so that the franchise system 
can achieve suffi  cient scale.

In South Africa, examples of social franchises – 
particularly ones that have been operating for 
long enough to identify key factors for success 
– are few. In one of the few studies that includes 
some reference to ECD social franchising in South 
Africa15, the authors look at how state and civil 
society institutions can work together using three 
diff erent models of support – a) social franchising; 
b) networks and associations; and c) capacity 
building and resource organisations. Only one case 
study of a social franchise focusing predominantly 
on ECD was discussed – Nurturing Orphans of 
AIDS for Humanity (NOAH) – although the Isibindi 
model of the National Association of Child Care 
Workers (NACCW) was also referred to as a social 
franchise. While acknowledging the importance of 
strong branding as a diff erentiating factor in social 
franchising (as compared to networking or capacity 
building), this study and the case studies chosen 
in the paper, provided few lessons on what brand 
promotion and development means and looks like 
when it is successful, or why such strategies might 
have failed.

Some of the partners of the DGMT who have 
been involved in attempts at scaling up more 
broadly and social franchising specifi cally, 
provide useful examples of the challenges 
associated with this, and what it takes 

15 Lomofsky, D, Flanagan, V,  and Coetzee, L. Scaling up Early Childhood Development 

(ECD) (0-4 years) in South Africa: Support Structures, 2008
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organisationally, programmatically and fi nancially 
to embark on this kind of undertaking16.

There are a number of potential risks and challenges 
that social franchising of ECD services could face in 
South Africa if it is adopted as a national strategy 
to scale-up ECD delivery. One is the cultural barrier 
to social franchising that needs to be overcome 
such as suspicion of, or even disdain for, large scale 
commercial practices17 as well as the reluctance on 
the part of organisations to let others take over their 
project or to implement someone else’s project, 
rather than designing their own. Linked to this is 
the tendency on the part of some donors to fund 
‘breakthrough’ or innovative projects rather than 
large-scale replication. This could make fundraising 
diffi  cult and would require a level of lobbying and 
advocacy to bring on board relevant funders. There 
is also resistance to the notion of ‘standardisation’ 
and so fi nding the right balance between this 
central concept in social franchising and fl exibility/
adaptation to local circumstances is important. 

The issue of capacity at both the franchisor and 
franchisee level could be another challenge. In 
particular, the capacity and systems for monitoring 
and reporting are likely to present a number of 
challenges including securing suffi  cient technical 
and fi nancial resources for this, and fi nding 
agreement on a few key and accessible indicators. 
If quality assurance and monitoring are inadequate, 
it is possible to end up with both low costs and low 
quality services. 

Lastly, any potential new social franchise within 
the ECD sector in South Africa will need to 
manage the tension between the time needed to 
develop a sound package and business model to 
be franchised, and the pressure to rapidly expand 
ECD services given the current window of political 
opportunity.

What could an ECD social franchise look 
like?

Taking into account the challenges in current ECD 
service and programme delivery in South Africa, 

16 See, for example, two learning briefs published by NACCW and HIPPYSA respectively: 

http://www.dgmt.co.za/fi les/2014/03/LearningBrief-53-Final.pdf and http://www.dgmt.

co.za/fi les/2013/05/LearningBrief-39-fi nal.pdf

17 HIPPYSA, for example, in talking about their initial experience of this approach, 

says “Then we stumbled across the term ‘Social Franchising’. The term felt uncomfortable 

because of its commercial connotations. However, looking past its long history in business, 

it essentially means that by systematically codifying the core elements of the programme, 

and then producing reliable outcomes, it is possible to “franchise” the programme to other 

organisations and communities on a demand-lead basis”.

an ECD social franchise would need to focus on a 
number of key issues: 

 Greater consistency of programme delivery 
(and hence outcomes), 

 increased support to small and stand-alone 
operations, 

 faster expansion at lower costs, and 
 the use of information technology as an 

enabling component for aspects such as 
monitoring and reporting for example. 

Purpose, brand and standardisation requirements
The purpose (and ‘product’) of an ECD social 
franchise should be the growth, nurturing and 
development of a sparky child – a child who is alert, 
curious, engaged, loved and confi dent – who has 
had the emotional, cognitive and physical support 
to enable this.  The ‘brand’ is vital in driving the 
demand for a social franchise. The brand develops 
a personality with which people can identify.  
They feel like they belong to something bigger 
than themselves. It gives them a sense of purpose 
and direction in interacting with their children.  
It gives them new ideas and inspires them. All 
communication is shaped by and fl ows from the 
brand.

The opportunities for organising ECD programmes 
along these lines exist across the various modes 
of delivery including: home visiting (for pregnant 
mothers and children 0-2 years), day care 
programmes, playgroups and ECD centres. At its 
simplest level, this would require standardisation, 
consistency and replication across three key 
elements of any ECD programme (see diagram on 
the following page).  

Roles and responsibilities
The assignment of roles and responsibilities in 
a social franchise system depends on a number 
of factors, including the capacity of the various 
roleplayers, the service or ‘product’ being 
franchised and the target group being served.

Usually, the franchisor is regarded as the “engine” 
of the expansion plan and is responsible for 
piloting, implementing and developing the 

“Research shows that non-profi t projects 

organised by franchise systems grow twice 

as fast as other systems.” Wei-Skillern, J & 

Anderson, B (2003)
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franchise system. The franchisor has both rights 
and duties towards franchisees and the franchise 
system. 18 Franchisees, on the other hand, tend to 
be decentralised, largely autonomous units that 
implement the project locally. They also have 
rights and duties.19 It is useful to think about this 
as a mutually dependent relationship, in which 
“franchising creates an obligation to perform 
on both sides – the franchisee has an obligation 
to deliver the defi ned social enterprise model 
to agreed-upon standards of quality, and the 
franchisor has an obligation to provide support and 
maintain quality across the network of franchises.”20

The diagram below shows possible roles and 
responsibilities of the franchisor and franchisee 
in an ECD social franchise, including the role 
of a ‘master’ franchisee which in this context 

18  Ahlert et al, 2008

19  Ahlert et al, 2008

20  UnLtd Ventures. Choosing a Social Enterprise Replication Strategy: The Affi  liation 

Model, 2008

could be fulfi lled by ECD Resource and Training 
Organisations (RTOs). 

Given some of the capacity constraints, it is likely 
that fractional franchising -where franchisees 
provide the franchise package of goods/services in 
addition to other goods and services that they are 
currently providing- will have far greater traction 
than full franchising models (where franchisees 
work with the franchise package of goods/services 
only).

The question of fi nancing21

A key aspect of an ECD social franchise is fi nancing. 
While some social franchises may work towards 
self-fi nancing, almost all social franchises require 
donor/investor start-up funds. In South Africa, in 

21  Drawn from Arriagada, A-M (PhD), Scaling-up Quality Early Childhood Development 

(ECD) in South Africa, Unpublished, 2013.
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The DG Murray Trust encourages its implementing partners to 
share their experiences and learning in the form of a Hands-on 
learning brief. Download guidelines on writing a 
Hands-on brief from http://www.dgmt.co.za/what-we-learned/
For more information visit http://www.dgmt.co.za
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particular, it is unlikely, given the poverty levels 
of those who don’t access ECD programmes, that 
an ECD social franchise targeting the poorest 
40% will generate income. In quintiles one and 
two there is insuffi  cient additional income to 
pay for fees. Furthermore, the SA government 
has a responsibility to provide ECD services to its 
children. 

It is, therefore, crucial that government buys into 
this model early on in order to provide the necessary 
funding for roll-out and ongoing implementation. 
This would require the development of a non 
centre-based fi nancing mechanism which doesn’t 
currently exist. There are diff erent possibilities 
for how this funding could be structured - for 
example, through the social franchise system and 
hub in the form of competitive programmatic 
grants (including results-based grants), or directly 
to benefi ciaries through vouchers or cash transfers 
for ECD attendance, which then make their way 
to franchise owners. These two possibilities are 
captured in the diagram below.

As ECD gains greater traction and political will, 
there will be larger allocations of government 
funding for subsequent roll-out. However, in the 
early stages of design and development, other 
sources of fi nancing will be required.

What could be the way forward?

The current political opportunities in ECD in South 
Africa make it particularly timely for designing 
programmes and business models that can be 
replicated across a range of contexts throughout 
the country, reaching, at least, the 2.5 million 
children 0-4 years who are living in poverty. There 
is also increasing public interest in ECD that needs 
to be further galvanised and built upon. The DG 
Murray Trust has put up initial capital to fund 
the development of a social franchise, but more 
investors will be needed to take it to scale. 

One of the fi rst steps in this process is the design 
and development of the branding and a package 
of services for young children (2-4 years) who 
don’t have access to early learning programmes. 
Development of a strong brand that can unite a 
diverse range of roleplayers - under a common 
cause of better early learning opportunities for 
children -and, which off ers a vision of a child 
who has fully developed her/his potential, is an 
opportunity that addresses a particular gap in 
the South African ECD landscape.  This process 
must include collaboration and engagement 
with various stakeholders, including donors, 
implementing partners, parents and children – 
across the diff erent sectors of government, civil 
society and business.
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