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Introduction

South Africa’s legal and policy frameworks for pregnant and
breastfeeding people reflect a commitment to safeguarding
maternal health and rights. These frameworks, anchored in
constitutional imperatives, are supplemented by a range of statutory
provisions, which collectively aim to ensure access to healthcare,
education, and workplace protections. However, significant barriers
remain, particularly for vulnerable groups such as adolescent
mothers and women in informal employment or rural areas.
Systemic challenges, including resource shortages, societal stigma,
and weak enforcement of existing policies, continue to undermine
these rights.

Adolescent mothers face heightened risks, with teenage pregnancy
contributing to school dropouts and perpetuating cycles of poverty.
Women in informal employment (such as street vendors, sex
workers, waste pickers or home-based workers) frequently lack
access to maternity leave and workplace accommodations, further
exacerbating their vulnerability. These challenges point to the need
for a more holistic approach that bridges legal protections with
practical, targeted interventions.

Research conducted by Covington & Burlington PTY (Ltd) as part

of the Thomson Reuters Foundation TrustLaw project, evaluates
South Africa’s existing frameworks, highlights implementation gaps,
and draws on comparative examples from the region and beyond.
By analyzing good practices from Botswana, Zimbabwe, Zambia,
the United Kingdom, Brazil, and India, we can identify potential
interventions for South Africa’s context. The research also outlines
South Africa’s obligations under international treaties, which
reinforce the state’s duty to address disparities in maternal health
access and outcomes.
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SUMMARY

* Despite South Africa’s progressive legal

foundation, practical challenges persist.
Implementation gaps, resource limitations
and systemic inequities disproportionately
affect vulnerable populations, including
adolescent mothers and women in

rural areas, limiting access to essential
services and protections.

Promising initiatives from Botswana,
Zimbabwe and Zambia provide insights
into community-driven healthcare and
education, while interventions from the
United Kingdom, Brazil and India offer
models for integrating maternal health
into broader healthcare systems, using
incentives and leveraging community
workers to address access barriers.

Key recommendations include
strengthening awareness and accessibility
of legal and policy frameworks protecting
the rights of pregnant and breastfeeding
women — particularly those in vulnerable
groups — and measures to safeguard
education rights and reintegration for
young mothers.

Strengthening of community health
systems is also recommended to address
gaps for women in the informal sector.

These strategies aim to create an
equitable healthcare system that
prioritises the needs of pregnant and
breastfeeding women, bridging the gap
between policy and practice.

This research and policy brief provides an overview of South

Africa’s legal and policy frameworks for the rights of pregnant and
breastfeeding women, focusing on the key areas of healthcare,
education, employment, and social services. It is based on research
conducted for NACOSA by Covington & Burlington PTY (Ltd) pro bono
as part of the Thomson Reuters Foundation TrustLaw project.

The research memorandum provided by Covington was prepared
based on an extensive review of publicly available information,
including government publications, international legal instruments,
research reports, and relevant policy documents. Where such sources
have been relied upon, appropriate references have been included.
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South African Legal and Policy
Framework

South Africa’s legal and policy framework addressing
the rights of pregnant and breastfeeding women is
underpinned by the country’s Constitution, which
guarantees fundamental human rights, including
access to healthcare, education, and protection

from discrimination. These constitutional rights are
reinforced by a robust set of statutory and policy
instruments, encompassing the Basic Conditions of
Employment Act, 1997, Labour Relations Act, 1995,
Employment Equity Act, 1998, National Health Act,
2003, Children’s Act, 2005, and Choice on Termination
of Pregnancy Act, 1996, among others.

These frameworks collectively aim to safeguard the
rights and dignity of pregnant women, mothers, and
their children. However, despite the comprehensive
legal foundation, systemic gaps in implementation

and enforcement continue to undermine the practical
realisation of these rights, especially for vulnerable
populations such as adolescent mothers and women in
rural areas.

HEALTHCARE

Healthcare rights are enshrined in Section 27 of the
Constitution, which guarantees access to healthcare
services, including reproductive healthcare, as a
fundamental right. This provision is operationalised
through legislation such as the National Health Act,
which outlines the state’s responsibilities in providing
maternal and child healthcare, and the Children’s

Act, which ensures access to healthcare services for
children, including those born to adolescent mothers.
Key legislative provisions include:

* Section 4(3) of the National Health Act obliges public
health establishments to provide free healthcare
services to pregnant women and children under
the age of six, irrespective of their socio-economic
status.

* Section 11 of the Children’s Act mandates special
measures for children with chronic illnesses,
disabilities, or those affected by poverty, such as
children born to HIV-positive mothers.

* The Termination of Pregnancy Act provides
a framework for women'’s access to safe and
legal abortion services, ensuring reproductive
autonomy and reducing unsafe terminations that
disproportionately affect low-income and adolescent
women.

The most notable gaps in implementation identified
include:

Resources. Public healthcare facilities in rural areas
frequently experience shortages of critical medicines,
including antiretroviral therapy (ART) for the prevention
of mother-to-child transmission (PMTCT) of HIV. This
undermines the efficacy of South Africa’s National
Strategic Plan for HIV, TB, and STls (2023-2028),’
which prioritizes PMTCT.
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Example: Limpopo reported? significant challenges in
the accessibility of ART across the province. Frequent
stockouts of ARV drugs were reported in numerous
healthcare facilities, disrupting the continuity of
treatment for people living with HIV. These disruptions
disproportionately affect vulnerable populations,
including pregnant and breastfeeding mothers, who
rely on uninterrupted ART to prevent the vertical
transmission of HIV from mother to child. Patients
often face the burden of repeated trips to clinics due to
insufficient drug supplies, exacerbating transportation
costs and increasing the likelihood of treatment
interruptions. These systemic issues underscore the
critical need for improved supply chain management to
safeguard maternal and infant health in Limpopo.

Limited Access to Termination Services. Despite
the legal guarantees provided by the Termination

of Pregnancy Act, many public facilities lack the
capacity or willingness to provide termination
services. Healthcare workers often refuse to perform
terminations due to personal beliefs, despite the
statutory requirement for non-discriminatory service
provision.

Judicial Interpretation and Precedents: The
Constitutional Court, in Doctors for Life International
v Speaker of the National Assembly,? underscored
the importance of women'’s access to reproductive
healthcare as part of their constitutional rights to
dignity, bodily autonomy, and equality. This ruling
affirmed that the state must take proactive steps to
ensure the availability of termination services and
maternal healthcare for all women.

VERTICAL TRANSMISSION OF HIV

While rates of HIV in children have declined
significantly since the early 2000s in South Africa,
an estimated 270,000 children aged 0 —14 are
living with HIV, 10,000 become newly infected and
2,100 die from AIDS each year.”® The majority of
children acquire HIV before and during birth but a
number of children acquire HIV within the first 18
months of life, via breastfeeding. Despite many
advances in testing, treatment and care, South
Africa has not eliminated vertical transmission.

EDUCATION

The right to education is constitutionally guaranteed
under Section 29 of the Constitution, which affirms
every individual’s right to basic education. Recognising
the unique vulnerabilities of pregnant learners

and adolescent mothers, the Department of Basic
Education’s 2021 Policy on the Prevention and
Management of Learner Pregnancy in Schools* provides
a framework for ensuring that these learners are not
excluded from the education system and are supported
through reintegration measures. Key provisions include:

Reintegration Plans. Schools are required to develop
tailored Individual Support Plans (ISPs) for pregnant
learners, detailing their educational reintegration

timelines and the resources needed to support them.



Non-Discrimination Mandate. The policy explicitly
prohibits schools from expelling or discriminating
against learners due to pregnancy or motherhood,
aligning with broader constitutional guarantees of
equality.

Access to Counselling. Schools must provide access
to counselling services and refer pregnant learners to
healthcare facilities for maternal care.

The most notable gaps in implementation include:

Widespread Non-Compliance. Many schools fail to
develop or implement ISPs, citing resource constraints
or resistance from school leadership.

Example: The Department of Basic Education’s
response® to the Commission for Gender Equality’s
2023 report, titled “Learner Pregnancy-Policy Interplay:
School Dropout of Adolescent Girls During Pregnancy
and in the Postpartum Period in Selected South
African Provinces,” highlights significant gaps in
compliance with the Policy on Learner Pregnancy.

The Department acknowledged that many schools fail
to develop or implement ISPs for pregnant learners.
This non-compliance undermines the policy’s goal of
reintegrating adolescent mothers into the education
system, contributing to high dropout rates. The report
reinforces the need for targeted interventions to ensure
schools adhere to policy mandates.

Lack of Infrastructure. Schools often lack the
necessary facilities, such as daycare centres or private
spaces for breastfeeding, making it difficult for young
mothers to balance caregiving responsibilities with their
education.”

I faced discrimination both at school and at
home. Friends were gossiping about me at
school, and my father chased me out of the
house when he found out I was pregnant.”

PRISCILLA, YOUNG MOTHER, CAPE TOWN

Stigma and Discrimination. Pregnant learners
frequently face social stigma from peers, teachers and
community members, deterring them from returning to
school after childbirth.®

Judicial Oversight. In Head of Department, Department
of Education, Free State Province v Welkom High School
and Another; Head of Department, Department of
Education, Free State Province v Harmony High School
and Another,° the Constitutional Court addressed the
legality of school policies that mandated the exclusion
of pregnant learners. The Court found that such
policies prima facie violated the constitutional rights

of pregnant learners, including their rights to human
dignity, freedom from unfair discrimination, and basic
education. The judgment emphasised the state’s duty
to ensure that educational policies are implemented
equitably and without discrimination.
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EMPLOYMENT

Employment protections for pregnant and breastfeeding
people are codified in the Basic Conditions of
Employment, Labour Relations and Employment

Equity Acts. These statutes collectively safeguard
women's workplace rights, ensuring equal treatment
and accommodations during and after pregnancy. Key
provisions include:

Maternity Leave. Section 25 of the Basic Conditions of
Employment Act guarantees four consecutive months
of unpaid maternity leave for all employees, regardless
of their length of service.

Protection Against Unfair Dismissal. Section 187(1)(e)
of the Labour Relations Act prohibits dismissals based
on pregnancy or any reason related to pregnancy.

Workplace Accommodations. Regulation 2 of the Code
of Good Practice on the Protection of Employees during
Pregnancy and After Birth of a Child obliges employers
to provide safe and accommodating work environments
for pregnant and breastfeeding employees, including
breastfeeding spaces and adequate breaks.

The most notable gaps in implementation include:

Exclusion of Informal Workers. Women employed

in South Africa’s informal sector, who make up

a significant portion of the workforce, are often
excluded from statutory maternity leave protections.
Maternity protections in South Africa are fragmented
across various policy documents and inadequately
implemented, leaving informal workers without
access to benefits like Unemployment Insurance Fund
payments during maternity leave.™

Non-Compliance. In South Africa, as well as globally,
small and medium enterprises fail to implement
workplace accommodations, citing financial or
logistical constraints."

Example: A landmark judgement affirming employment
protections for pregnant women was Woolworths (Pty)
Ltd v Whitehead,"? where the court ruled that refusing to
hire a woman due to her pregnancy constituted unfair
discrimination under the EEA.



SOCIAL SERVICES

The Social Assistance Act, 2004 establishes critical
financial support to young mothers through child
support grants. Notable provisions include:

* Means Testing and Documentation Requirements.
Section 5(2) of the Act empowers the Minister to
prescribe additional requirements or conditions,
which include income thresholds and means
testing. This ensures that only individuals who
meet specific financial criteria are eligible for the
grant. Additionally, applicants must provide proof of
identity and the child’s birth certificate as part of the
application process.

* Monthly Payments to Caregivers of Children Under
the Age of 18 Years. Section 6 of the Act specifies
that a person is eligible for a child support grant if
they are the primary caregiver of a child. A “child”
is defined in Section 1 of the Act to mean a person
under the age of 18 years. Therefore, the grant is
available to caregivers of children under 18, with
payments provided monthly.

The most notable gaps in implementation include:

Documentation Barriers. Many young mothers lack
formal identity documents or have unregistered births,
hindering their ability to access grants. The absence
of necessary documentation is a significant barrier to
grant uptake among eligible children.™

Limited Awareness.There is a lack of awareness among
potential beneficiaries regarding the grant application
process and eligibility criteria. Misinformation and
limited knowledge about the child support grant also
appear to contribute to lower take-up rates.®

Regional comparisions

A comparative analysis of Botswana, Zimbabwe, and
Zambia provides lessons for South Africa in addressing
the challenges faced by pregnant and breastfeeding
women. These countries provide practical models

for integrating healthcare, education and community
outreach to improve maternal outcomes and reduce
disparities.

BOTSWANA

Botswana is globally recognised for almost eliminating
mother-to-child HIV transmission, a feat achieved
through its robust public healthcare system and
targeted community-based interventions. Central to this
success has been the integration of maternal health
services into primary healthcare facilities, combined
with comprehensive prevention of mother-to-child
transmission programs. Key strategies include:

Universal Access to Antiretroviral Therapy (ART).
Botswana has ensured that all pregnant women

living with HIV receive free ART as part of its national
healthcare system. This initiative is integrated into
routine antenatal care, facilitating seamless access to
treatment for expectant mothers.®
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Community Health Clinics. Botswana has developed
a network of accessible community health clinics
that provide comprehensive maternal health services,
including prenatal and postnatal care, as well as ART
distribution. These clinics are staffed with trained
healthcare providers who receive ongoing supervision
and training to maintain high service delivery
standards."

Data-Driven Interventions. Botswana employs robust
data collection and monitoring systems to identify
at-risk populations and enhance service delivery.

This approach enables targeted interventions and
continuous improvement in healthcare outcomes.™

Botswana reduced its mother-to-child HIV transmission
rate to under 5% in 2021, achieving the “silver tier”
status on the path to eliminating mother-to-child
transmission.'® Despite these successes, Botswana
has faced challenges in sustaining ART adherence
among rural populations, with logistical barriers such as
transportation costs and clinic accessibility impacting
consistent treatment.?® Botswana's experience
highlights the importance of integrating maternal health
services into community-level healthcare infrastructure,
supported by comprehensive data collection and
targeted outreach programs to reduce disparities.

ZIMBABWE

Zimbabwe has significantly reduced teenage pregnancy
rates through the implementation of culturally sensitive
sexual and reproductive health (SRH) education
programs. The government'’s efforts to integrate SRH
education into schools and communities have created
a supportive environment for adolescent girls, fostering
greater awareness and access to maternal health
services. Key features of Zimbabwe’s approach include:

Comprehensive Sexual Health Education. The Ministry
of Health and Child Care, in collaboration with partners,
has introduced nationwide SRH education programs
targeting both in-school and out-of-school youth. These
programs emphasize safe sexual practices, access

to contraception, and the importance of delaying
childbearing. A 2011 study highlighted the need for
such education, noting that as of 2011, 38% of young
Zimbabwean women had engaged in sexual activity by
age 18, underscoring the importance of comprehensive
sexuality education.!

Youth-Friendly Health Services. Dedicated clinics
for adolescents provide confidential SRH services,
including counselling, contraception and maternal
care. These facilities are designed to reduce stigma
and increase service uptake among young people.
The Sista2Sista program, for instance, offers safe
spaces where vulnerable adolescent girls can
receive mentorship and learn about their sexual and
reproductive health rights.?

Community Outreach. Community health workers
collaborate with traditional and religious leaders to
address cultural resistance to SRH education and
promote its benefits. The Sista2Sista initiative has
been instrumental in this regard, aiming to reduce girls’



vulnerability to HIV by educating them about sexual
and reproductive health and rights, financial literacy,
and how to navigate difficult social situations, including
coercive relationships.?

The Sista2Sista program has reached over 100,000 girls
in rural Zimbabwe through mentorship, providing safe
spaces for vulnerable adolescent girls to discuss their
challenges and learn about sexual and reproductive
health.?* Additionally, a study analysing data from
91,612 adolescent girls and young women who
participated in the Sista2Sista program from 2013 to
2019 found that graduates were more likely to take an
HIV test and less likely to drop out of school, indicating
positive health and social outcomes.?®

Despite progress, structural barriers such as poverty
and gender-based violence continue to affect
adolescent girls’ ability to access services. The National
Assessment on Adolescent Pregnancy in Zimbabwe
highlights that adolescent pregnancy remains a
significant issue, with various socio-economic factors
contributing to its prevalence.?® Rural areas still face
shortages of contraceptive supplies, limiting the full
impact of SRH education programs. Efforts to improve
supply chains and ensure consistent availability of
contraceptives are essential to address this challenge.

Zimbabwe's approach underscores the importance

of embedding culturally sensitive SRH education into
school curricula and healthcare services to combat
stigma, improve service uptake, and empower
adolescent girls. Programs like Sista2Sista demonstrate
the effectiveness of community-based interventions

in improving health outcomes among vulnerable
populations.?”

ZAMBIA

Zambia’s innovative grassroots initiatives, particularly
the Safe Motherhood Action Groups (SMAGS),

have proven effective in improving maternal health
outcomes in rural and underserved communities.
These initiatives demonstrate the power of community-
driven interventions in addressing cultural barriers and
misconceptions.
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IMPACT OF FUNDING CUTS

Drastic foreign aid funding cuts experienced early
in 2025 are already threatening maternal, child
and adolescent health systems. Zimbabwe and
Zambia have reported stock-outs of maternal
health commodities and disruptions to adolescent
HIV prevention and pregnancy-related services,
increasing risks to both mothers and infants.
Botswana too has seen the suspension of civil
society HIV and AIDS service providers, including
drop-in centres that served adolescents, while
essential sexual and reproductive health supplies
are in short supply, forcing the government to
declare a public health emergency over medicine
shortages in August.®®

Key features of Zambia's approach include the
following:

Safe Motherhood Action Groups. SMAGs consist of
trained community volunteers who educate pregnant
women on maternal health, safe delivery practices, and
the importance of antenatal care. Acting as liaisons
between communities and healthcare facilities, SMAGs
facilitate timely referrals and support, which is critical
for preventing maternal and neonatal complications.?®

Economic Incentives for Facility-Based Deliveries. To
encourage pregnant women to seek professional care,
Zambia introduced financial incentives for facility-based
deliveries, which have significantly reduced home births
and associated complications.?*

Mobile Health Units. Mobile clinics extend maternal and
child health services to remote areas, ensuring access
for women in underserved regions. This approach
addresses the geographical and infrastructural barriers
that often prevent rural populations from accessing
essential healthcare.3°

The implementation of SMAGs has led to a significant
increase in healthcare facility-based deliveries and a
decline in neonatal mortality rates due to improved
access to skilled birth attendants. For example,
SMAGs in rural Zambia have been associated with
reductions in delays in seeking care and improved
use of antenatal and delivery services.®' That said,
Zambia faces challenges in that SMAGs rely heavily
on volunteer participation, which can be challenging
to sustain without adequate funding and incentives.
Many volunteers face financial constraints that limit
their ability to consistently participate.®? Poor road
infrastructure in remote areas hinders the delivery

of healthcare services, limiting the reach of mobile
health units and the effectiveness of community health
interventions.3?

Zambia's experience demonstrates the effectiveness
of community-driven models, such as SMAGs, in
bridging the gap between healthcare services and
rural populations. These initiatives underscore the
importance of empowering local communities to take
ownership of maternal health outcomes. By recruiting



and training community health volunteers, South Africa
could replicate this model to improve maternal health
education and service delivery in underserved areas.
Adapting such approaches could also integrate HIV
services, expanding access to critical healthcare for
pregnant and breastfeeding mothers.3

COMPARATIVE LESSONS FOR SOUTH AFRICA

Understanding the experiences of peer countries like
Botswana, Zimbabwe, and Zambia can help South
Africa enhance its own maternal health and rights
strategies, including:

Integrated Healthcare Systems. Botswana has
effectively integrated maternal health services into its
primary healthcare framework, ensuring consistent
access to care and minimizing logistical challenges,
especially for women in rural regions. The country’s
National Guideline for Implementation of Integrated
Community-Based Health Services promotes a
standardised package of community-based health
interventions, facilitating comprehensive and accessible
maternal healthcare.® By strengthening community
health services and further embedding prevention

of mother-to-child transmission (PMTCT) programs
into routine antenatal care, as well as improving the
continuity of care between antenatal clinics and
postnatal HIV care, South Africa can improve service
delivery and accessibility for expectant mothers.

Culturally Sensitive Sexuality Education. Zimbabwe
emphasizes culturally appropriate sexual and
reproductive health education to combat stigma and
increase service uptake among adolescents and young
mothers. The 2018 Comprehensive Sexuality Education
Facilitator's Manual developed by UNFPA Zimbabwe
focuses on out-of-school youths, teaching them about
sexuality, reproductive health, gender, rights, and related
life skills, all tailored to the local cultural context. One of
the barriers to age-appropriate comprehensive sexuality
education in school in South Africa is opposition from
parents and traditional leaders groupings. More focus
on culturally sensitive CSE could help to overcome
some of the resistance.

Community Ownership. Zambia's SMAGs consist of
trained community volunteers who educate pregnant
women on maternal health, safe delivery practices, and
the importance of antenatal care. These groups serve
as vital links between communities and healthcare
facilities, promoting community-driven health initiatives,
and demonstrating the value of grassroots participation
in improving maternal health outcomes.%¢ Establishing
a similar network of community health volunteers

in South Africa could enhance outreach efforts and
empower communities to take ownership of maternal
health initiatives.

Always choose yourself and remember, it’s not
over until you give up. Love yourself and your
baby, and stay busy with education or work to
create a better future.”

PRISCILLA, YOUNG MOTHER
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Global Good Practices

South Africa can draw lessons from successful
initiatives in the United Kingdom, Brazil and India,
which have implemented innovative programs to
address maternal and child health challenges. These
international examples highlight how policy innovation,
healthcare accessibility, and community engagement
can create significant improvements in outcomes for
pregnant and breastfeeding women.

UNITED KINGDOM

The UK’s Teenage Pregnancy Strategy (1999-2010)

is a notable example of an evidence-based initiative
aimed at reducing teenage pregnancies. The strategy
combined education, healthcare access, and
community support, achieving a 51% reduction in
under-18 conception rates by 2014.3” Key components
of the strategy include:

Comprehensive Sexual Health Education. Schools were
mandated to provide age-appropriate, evidence-based
sexual health education tailored to local community
needs. This included discussions about contraception,
healthy relationships, and the risks of early pregnancies.
Teacher training programs also ensured that educators
were equipped to handle sensitive topics effectively.

Accessible Contraception. Local clinics and
pharmacies offered free contraceptives to teenagers,
ensuring they could access resources without financial
or social barriers. Additionally, outreach programs
targeted vulnerable groups, including young women in
low-income and high-risk areas.

Integrated Support Services. Cross-sector collaboration
between schools, healthcare providers, and local
governments ensured that teenage mothers received
tailored support, including access to childcare and
flexible education pathways.

The UK also enacted workplace policies to support
pregnant and breastfeeding employees. Under the UK
Equality Act 2010, employers must provide reasonable
accommodations for breastfeeding mothers, such as
private nursing areas and flexible working hours.3®

Scotland’s Baby Box initiative, launched in August 2017,
supplied all expectant parents with a welcome box
containing essentials for the first months of a baby’s
life, with the box itself doubling as a safe sleeping

crib. The idea was inspired by a Finnish scheme aimed
at ensuring that all parents, regardless of income or
background, have access to essential items, promoting
safe sleeping practices, encouraging positive parenting
behaviours and helping to boost engagement with
health services during pregnancy and after birth. While
there is limited evidence that it has resulted in better
health outcomes, evidence suggests the scheme has
had some positive impact, particularly reductions

in smoke exposure and increases in exclusive
breastfeeding among younger mothers. Evaluations
have also found a high degree of positivity about the
principle of the scheme, and for the practical value of
the contents.®



South Africa can learn from the UK’s comprehensive
approach to improving maternal and child health
outcomes, particularly through policy-driven
interventions in education, healthcare and workplace
protections. Expanding access to contraceptives and
targeted outreach programs should be implemented
to reach vulnerable populations, including adolescents
and women in low-income
and rural areas, to eliminate
barriers to accessing care.
Workplace protections for
breastfeeding mothers
should be strengthened. A
baby box scheme could be
considered to improve post-
natal health outcomes for
mothers and their babies and
help retain mothers in care,
potentially funded through a
social impact bond.
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BRAZIL

Brazil’s universal healthcare system, the Sistema
Unico de Salde prioritizes maternal and child health
by providing free prenatal and postnatal care.*® A
cornerstone of this approach is the Family Health
Strategy, which integrates community-based primary
care into the national health framework.*' Key features
of Brazil's approach include:

Community Health Workers. Trained health agents
(Agentes Comunitarios de Saude) deliver in-home care
to pregnant women, offering education on prenatal
health, nutrition, and breastfeeding.*? Recruited from
local communities, these workers build trust and ensure
culturally sensitive care.*®

Family Health Strategy (FHS). The FHS integrates
maternal health into broader family healthcare services,
providing comprehensive and continuous care for
mothers and children.*

Maternal Health Incentives. While specific financial
incentives for prenatal check-ups and institutional
deliveries are not detailed in the provided sources,
the FHS emphasizes accessible and continuous care,
which encourages utilization of prenatal services and
professional childbirth assistance.*®

Notably, Brazil has achieved a significant reduction in
maternal mortality, decreasing by approximately 49%

Over the last 20... there have been significant
reductions in infant mortality, improvements
in breast-feeding uptake, antenatal care,
mental health problems and immunization
coverage which can be plausibly attributed

to the programme, and it has led to pro-poor
improvements in health equity, closing the gap
between the rich and poor.”

BMC, LEARNING FROM THE BRAZILIAN
COMMUNITY HEALTH WORKER MODE
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from 1990 to 2019. This progress appears largely to be
attributed to expanded access to care and proactive
community outreach initiatives.

Lessons can be learned from Brazil's successful
maternal healthcare initiatives, particularly the
implementation of community health workers and
the integration of maternal health into broader
family-focused services. Establishing a nationwide
network of community health workers would provide
localised maternal health education and support to
underserved populations. These workers, recruited
from the communities they serve, could deliver
culturally sensitive care, offer in-home guidance on
prenatal health, breastfeeding, and nutrition and act as
vital links between families and healthcare facilities.
This approach fosters trust and ensures that care is
accessible, even in remote areas.

Furthermore, South Africa could benefit from integrating
maternal health into comprehensive family healthcare
services, following Brazil's FHS. This would ensure

that maternal health is not siloed within the health
system but forms part of a holistic approach to family
wellbeing.

INDIA

India’s Janani Suraksha Yojana (“JSY”) program,
launched in 2005, incentivises institutional deliveries
with financial rewards for low-income mothers. The
program aims to address both the economic and
logistical barriers that prevent women from accessing
safe delivery services.*® Key components of the JSY
program include:

Financial Incentives. Pregnant women receive cash
assistance for delivering at registered healthcare
facilities. The scheme integrates cash assistance with
delivery and post-delivery care, particularly focusing on
Low Performing States LPS.#

Community Support. The program identifies Accredited
Social Health Activists (ASHAs) as effective links
between the government and pregnant women. ASHAs
are deployed to counsel pregnant women, arrange
transportation to healthcare facilities, and provide
postnatal support.*®

Focus on Rural Areas. JSY places special emphasis on
rural populations, particularly in Low Performing States,
where home births and maternal mortality rates have
been historically higher.** The program ensures that
healthcare resources reach underserved regions.

The implementation of JSY has led to a substantial
increase in institutional deliveries. The scheme

has been successful in bringing about a surge in
institutional deliveries since its launch, especially in

the Empowered Action Group states.* While specific
statistics on the reduction of maternal mortality rates
due to JSY are not directly provided in some reports,
the program’s emphasis on promoting institutional
deliveries among poor pregnant women has contributed
to reducing maternal and neonatal mortality.>'



South Africa can draw inspiration from India’s Janani
Suraksha Yojana (JSY) program to improve maternal
health outcomes, particularly in rural and underserved
areas. One key takeaway is the implementation of
financial incentives to encourage institutional deliveries.
By providing cash assistance to low-income mothers
for delivering in healthcare facilities, South Africa could
address the economic barriers that prevent women
from accessing safe delivery services. This approach
would be particularly impactful in rural areas where
home births and maternal mortality rates remain high.

Furthermore, leveraging community health workers,
similar to India's ASHAs, could bridge the gap between
healthcare systems and pregnant and post-partum
women. These workers could provide vital services
such as counseling, adherence support, transportation
arrangements, and postnatal support, fostering trust
within communities and ensuring women receive
consistent care. Lastly, expanding transportation
subsidies would help to mitigate logistical challenges,
ensuring that women in remote regions can access
healthcare facilities.

International and Regional
Human Rights Instruments

South Africa is a signatory to several international

and regional treaties that mandate the protection of
maternal health rights. These frameworks establish
the country’s legal and moral obligations to ensure
equitable access to healthcare, education and social
welfare services for pregnant and breastfeeding
women. While the South African government has made
strides in creating policies that address maternal
health, the implementation and enforcement of these
commitments often fall short.

Strengthening compliance with these treaties can
provide the foundation for more equitable and effective
healthcare systems. Key instruments include:

* Convention on the Elimination of All Forms of
Discrimination Against Women. Article 12 obliges
states to eliminate discrimination in healthcare and
ensure access to reproductive health services. This
includes maternal care during pregnancy, childbirth,
and postnatal periods.*? South Africa’s healthcare
policies align with these obligations but require
stronger enforcement mechanisms to address
systemic gaps.

* Maputo Protocol. The Protocol to the African
Charter on Human and Peoples’ Rights on the Rights
of Women in Africa guarantees reproductive rights,
including access to safe motherhood services
and protection against harmful practices. South
Africa is obliged to harmonize domestic laws with
the Protocol, addressing issues such as maternal
mortality and access to abortion.
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* International Covenant on Economic, Social, and
Cultural Rights (ICESCR). Article 12 emphasizes the
right to the highest attainable standard of physical
and mental health, including the reduction of
maternal and child mortality. The ICESCR also calls
for comprehensive healthcare systems that address
the interdependence of health, education and social
welfare.>

To fully meet its obligations under these international
and regional instruments, South Africa must adopt
more targeted and comprehensive strategies. Key
lessons include:

Strengthening Enforcement of Domestic Laws.
National laws addressing maternal health rights

must be more rigorously enforced and mechanisms
developed to ensure enforcement for those employed in
the informal sector.

Developing Robust Monitoring Mechanisms. Establish
independent monitoring and evaluation systems to
assess South Africa’s compliance with CEDAW, the
Maputo Protocol, and ICESCR. Particular focus should
be placed on rural areas where systemic barriers
prevent equitable access to healthcare.

Increasing Investment in Maternal Health
Infrastructure. Increase resources allocated to
community and primary health facilities, particularly
those in rural and underserved areas. This includes
increasing the availability of skilled healthcare and
community health workers, ensuring the uninterrupted
supply of essential sexual and reproductive health
supplies, and improving transportation systems to allow
women in remote regions to access care.

Public Education and Awareness. Develop public
education initiatives to raise awareness about maternal
health rights and services available under international
and domestic frameworks. Such campaigns should
target adolescents and young people, women and
community leaders to address cultural stigma and
promote the use of healthcare services.

By effectively leveraging these international and
regional frameworks, South Africa can bridge the gap
between policy and implementation, ensuring that
maternal health rights are not only recognized but
actively upheld.

“ I did not know, when I saw my stomach

started growing, my period stopped, I went
to the clinic, I was nervous, then I was
tested, I was already five months so they
said there’s nothing I can do.”

YOUNG MOTHER, KLIPFONTEIN



Recommendations

Understanding the provisions within South Africa’s
legal and policy framework, as well as learning from
other countries with similar health challenges, points
to a few reforms and initiatives that could improve the
realisation of sexual and reproductive health rights for
women and girls.

1. LEGAL & POLICY FRAMEWORKS

* Increase awareness of South Africa’s legal and
policy frameworks on the rights of pregnant and
breastfeeding women, particularly for vulnerable
groups like women who use drugs and sex workers,
with emphasis on access to antenatal care, delivery
and discharge, and post-natal care.

* Ensure policies and guidelines are clear, concise,
written in plain language, and available in local
languages.

* Develop digital and printed ‘know-your-rights’
materials aimed at young people and women in the
informal sector to increase knowledge and agency.

2. EDUCATION RIGHTS & INTEGRATION

* Develop an awareness and communication strategy
to inform parents, school-going girls and young
women of the Department of Basic Education’s
mandate to protect learners from expulsion or
discrimination due to pregnancy or motherhood, and
ensure access to reintegration plans.

* Ensure schools provide counselling services, refer
pregnant learners to healthcare, and create linkages
to a whistle-blowing mechanism when mandates are
not met.

* Departments of Health and Education should work
together to guarantee return to education after
childbirth and encourage exclusive breastfeeding
among young mothers. Policies should include
excused absences for child illness, arrangements
for exams and flexible learning (catch-up or remote
options).

* Establish support groups within schools to reduce
isolation, share experiences, and promote mental
health and wellbeing for young mothers.
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3. COMMUNITY & HEALTH SYSTEM
SUPPORT

* Improve community-based antenatal and post-
natal support by learning from India’s Accredited
Social Health Activists (ASHAs), with home visits,
counselling, transport facilitation, and postnatal
support. Explore innovative financing such as social
impact bonds to fund home visits.

* Ensure access to free ultrasound scanning at
primary/community health facilities or via new
National Health Insurance centres, with private
hospitals providing free services to under-18
pregnant mothers (including terminations).

* Provide nutritional support for vulnerable pregnant
and breastfeeding women, such as multi-nutritional
porridge or a ‘baby box’ scheme, particularly for
those on chronic medication to support adherence
and prevent vertical transmission of HIV.

* Consider skills development programmes for
parenting, financial literacy, and self-care for young
pregnant women and mothers.

4. ECONOMIC RIGHTS & INFORMAL
SECTOR PROTECTION

Recognise that many women in the informal sector
(street traders, sex workers, home-based workers) are
excluded from maternity protections under the Basic
Conditions of Employment Act and UIF. As a practical
measure, clinics could issue formal letters at hospital
discharge confirming when mothers are fit to return to
work and their right to breastfeed or express milk during
working hours, shifting responsibility from the worker to
health-based recommendations.

Government could explore a grants-based maternity
support model for informal workers, tied to the
clinic letter, similar to the child support grant. This
would provide small, regulated subsidies during the
early postpartum period, acknowledging economic
vulnerability while supporting breastfeeding and
recovery.

Realising the rights of pregnant and breastfeeding
people in South Africa cannot be achieved by
government and policy alone; it requires partnerships
that cut across sectors and involve families,
communities, schools, workplaces and the health
system working together. While funding remains
severely constrained, smart investment in community
systems and alternative funding mechanisms could
help South Africa create an enabling environment where
young and vulnerable women are able to access care,
education, and economic support and realise their
constitutional rights.
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