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ABSTRACT 

Introduction 

One of the most important aspects of international efforts to accomplish the Sustainable 

Development Goals (SDGs) is the availability of antenatal care (ANC) services for adolescents 

who are pregnant. Due to the increased risks of mother and fetal morbidity and mortality, 

adolescent pregnancy is one of the numerous public health issues that exist both in South Africa 

and globally. Therefore, this study examined the experiences of pregnant adolescents in 

accessing ANC services in an urban setting in South Africa. 

Aim 

The aim of this study was to explore the factors that enable or hinder pregnant adolescents from 

accessing ANC services in two PHC facilities in the City of Johannesburg district, Gauteng 

Province. 

Methods 

An exploratory qualitative research design was employed. Semi-structured interviews were 

conducted with 15 pregnant adolescents aged 16 to 19 years, attending ANC services at the 

selected PHC facilities. A thematic analysis was used to analyse the data.  

Results 

On one hand, pregnant adolescents face both personal and systemic barriers to accessing ANC, 

such as: stigma, lack of family support, and negative interactions with healthcare staff. 

Structural issues like rigid clinic hours, absence of youth-focused education, and perceived low-

quality services further hinder access. On the other hand, factors that encouraged ANC use 

included nearby clinics, free healthcare services, and individual motivation. The findings also 

noted that adolescent pregnancy often disrupts education, especially in cases of unsupportive 

families and restrictive school policies. 

Conclusion 

To improve ANC for adolescents, services must be more supportive and inclusive. This 

includes training healthcare workers, involving families and communities, and making health 

and education systems more adolescent-friendly. These steps are crucial for increasing ANC 

use and improving health outcomes for young mothers and their babies. 
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LIST OF DEFINITIONS 

Antenatal care (ANC) is the term for medical treatments provided to expectant mothers and 

teenage girls by qualified experts in order to promote the healthiest possible outcome for both 

the mother and the unborn child. Pregnancy-related or pre-existing health issues are managed, 

risks are identified, and health promotion as well as education, are provided. 

National Adolescent-Friendly Clinic Initiative (NAFCI) is a South African program that 

aims to improve the quality and accessibility of primary healthcare services for adolescents by 

building youth-friendly environments and increasing public health sector responsiveness to 

their needs. 

District Health Information System (DHIS) is a routine system that collects and manages 

critical health data for healthcare planning, monitoring, and reporting. 

First Trimester: is the first stage of pregnancy, ranging from conception to the end of the 12th 

week. 

National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) is a 

government-appointed group of healthcare professionals responsible for confidentially 

reviewing maternal deaths across South Africa. The committee identifies systemic issues and 

provides recommendations to improve maternal health outcomes. 

Maternal health refers to the overall health and well-being of women during pregnancy, 

childbirth, and the postnatal period. 

In the context of the current study, adolescents, are young people aged 16 to 19 years.   
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CHAPTER ONE: INTRODUCTION 

1.1 Background  

 

Adolescent pregnancy remains a global public health challenge, with approximately 21 million 

girls aged 15 to 19 years becoming pregnant each year. This includes an estimated 12 million 

of them giving birth (Stephano et al., 2025). Of these, nearly 90% occur in low- and middle-

income countries (LMICs), with disproportionately higher rates reported in sub-Saharan Africa 

(SSA), where adolescent pregnancy prevalence reaches approximately 4.4 per 1,000 women 

(Stephano et al., 2025). South Africa (SA) mirrors this challenge, where approximately 150,000 

teenage girls become pregnant annually  (Umubyeyi, 2024).  

Adolescent pregnancy substantially contributes to global maternal morbidity, with an estimated 

15% of the overall burden being due to health risks associated with pregnancy, biological 

immaturity, and social factors (Ndahimana et al., 2023).  On a similar vein, maternal mortality 

amongst adolescent girls in SA accounted for 8% of all maternal deaths from 2011 to 2013. 

This proportion increased to 8.9% from 2014 to 2016, indicating a marginal but concerning rise 

in adolescent contributions to overall maternal mortality (Sewpaul et al., 2021). These 

challenges indicate the dire need for accessible antenatal care (ANC) and Sexual and 

reproductive health (SRH)-friendly services (Mazur, Brindis, and Decker, 2018). 

Globally, multiple policy initiatives have been implemented to improve ANC access for 

pregnant adolescents (McIntyre and WHO, 2006). The World Health Organization (WHO) has 

emphasized the importance of universal health coverage (UHC) to eliminate health disparities 

and ensure that all individuals, including adolescents, have access to essential healthcare 

services without financial hardship (WHO, 2018). However, as Mason et al. (2020) highlight, 

UHC cannot be considered universal unless it effectively reaches women, children, and 

adolescents, particularly those in vulnerable situations (Mason et al., 2020).  

The inclusion of Adolescent Sexual and Reproductive Health (ASRH) services in UHC 

programs has been recognized as a crucial step in addressing the unique healthcare needs of 

adolescent girls, ensuring they receive necessary care without financial barriers (Ndlovu, Ross, 

and Nirangu, 2020). This approach aligns with global commitments such as the Sustainable 

Development Goals (SDGs), particularly Goal 3 (good health and well-being), which prioritizes 
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bringing down maternal mortality and improving adolescent health by 2030 (Eckert et al., 

2022). 

Recognizing the critical issue of adolescent pregnancy as a public health challenge, initiatives 

like the Global Accelerated Action for the Health of Adolescents (AA-HA!) was established to 

offer policy guidance that includes adolescent perspectives and supports implementation at the 

national level (WHO, 2023). Prioritizing adolescent health is regarded as an essential approach 

to achieving lasting advancements in maternal and child health while enhancing economic and 

social development (WHO, 2024). 

Much progress has been made in South Africa to increase accessibility to maternity healthcare 

services, especially for marginalized communities. However, historical inequities in healthcare 

access continue to impact adolescent maternal health outcomes (Majebi, Adelodun, and 

Anyanwu, 2024). In response, the National Department of Health (NDoH) introduced the White 

Paper on Healthcare Transformation in 1997, establishing a unified national healthcare system 

and prioritizing maternal and child health services (NDoH, 1997a). One key policy intervention 

to improve ANC access is providing free maternal healthcare services in public health facilities. 

While this initiative has alleviated financial burdens for many, indirect costs such as 

transportation remain a significant barrier for some pregnant adolescents, limiting their ability 

to attend ANC appointments (Nguyen et al., 2018).  

To further improve adolescent-friendly healthcare, South Africa introduced the National 

Adolescent-Friendly Clinic Initiative (NAFCI), which adopts a youth-centered approach to 

make clinical care more accessible and acceptable to adolescents (James et al., 2018). This 

initiative addresses the structural and social barriers that discourage adolescent services 

(Sewpaul et al., 2021). In addition to healthcare interventions, the Department of Basic 

Education has implemented the Comprehensive Sexuality Education (CSE) program, integrated 

into the school curriculum to equip learners with knowledge about sexual health, pregnancy 

prevention, and responsible decision-making (Srikwan et al., 2024). However, despite these 

efforts, challenges remain in the effective implementation of the programs. The social stigma 

surrounding adolescent pregnancy continues to discourage young mothers from seeking timely 

ANC services, further delaying essential care (Shefer and Morrell, 2013). Furthermore, research 

suggests that despite South Africa’s extensive range of interventions, adolescent ANC 

utilization remains low (Govender et al., 2018) . Strengthening adolescent-friendly healthcare 

services, addressing societal stigma, and enhancing Comprehensive Sexuality Education (CSE) 

programs are critical strategies for closing these gaps and improving maternal health outcomes 
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(Jochim et al., 2023). This study explores the facilitators and barriers to accessing ANC services 

experienced by pregnant adolescents in Primary Health Care (PHC) facilities in the Gauteng 

province. 

1.2 Literature review 

1.2.1 Overview of adolescent pregnancy and antenatal care services in low and middle-

income countries 

 

Adolescent pregnancy is a public health concern, particularly in low- and middle-income 

countries (LMICs). Roughly 44,000 births per day are reported globally. However, these rates 

are more pronounced in LMICs where each year about 16 million girls aged 15 to 19 years give 

birth, with approximately 1 million being younger than 15 years (Malunga et al., 2023). 

Moreover, the Sub-Saharan Africa region has been identified as having the highest adolescent 

birth rates. In 2021, approximately 6.1 million births were recorded among adolescents aged 15 

to 19 years, while about 332,000 births occurred among those aged 10 to 14 years (Johnson and 

Moore, 2016; Stephano et al., 2025). Additionally, Sub-Saharan Africa is linked with a high 

maternal and child morbidity and mortality, contributing to elevated maternal mortality rates 

(Kumar et al., 2018).  

 

Studies indicate that adolescent mothers face severe health complications due to their biological 

immaturity and restricted access to quality healthcare services (Kassa et al., 2018). Compared 

to older women, adolescent mothers are at a greater risk of pregnancy-related complications, 

including: anemia, preterm labor, unfavorable fetal outcomes, pre-eclampsia, prolonged labor, 

and sexually transmitted infections (STIs) (Nagandla et al., 2020). 

These findings underscore the urgent need for accessible, adolescent-specific ANC services to 

mitigate these risks. Several variables, including inadequate ANC utilization, nutritional 

deficiencies, limited awareness of maternal health services, alcohol consumption, smoking, and 

financial constraints, induce poor maternal as well as fetal health outcomes (Singh et al., 2012) 

. Beyond physical health concerns, adolescents often experience emotional distress and 

psychological challenges during pregnancy, which may deter them from seeking or adhering to 

ANC services (Machoka et al., 2024). 

Furthermore, structural and socio-economic barriers restrict adolescent ANC access, while low 

education levels, and the unavailability of nearby healthcare facilities are frequently reported 

as reasons for delayed or missed ANC visits (Singh et al., 2012). Moreover, Owolabi et al. 
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(2017) found that although many adolescents attend at least one ANC visit, few initiate ANC 

within the first trimester despite clinical guidelines recommending early engagement. The 

absence of timely and consistent ANC services deprives many adolescent mothers of skilled 

childbirth assistance and postpartum care, which are essential for reducing complications and 

improving maternal and neonatal health outcomes (Dairo and Owoyokun, 2010). 

A holistic approach is necessary to address these challenges, taking into account both 

adolescents' healthcare-seeking behaviors and the systemic barriers that restrict access to ANC 

(Singh et al., 2012). ANC plays a pivotal role in shaping maternal and neonatal health outcomes 

by ensuring that pregnant individuals receive vital health interventions aimed at minimizing 

complications and enhancing pregnancy outcomes (Gulliford et al., 2002). According to the 

WHO (2018), effective ANC should be provided in a timely, continuous, and high-quality 

manner, enabling early risk identification, complication prevention, and comprehensive 

monitoring of both maternal and fetal health (Singh et al., 2012).  Access to ANC is critical in 

determining maternal and neonatal health outcomes, ensuring that pregnant individuals receive 

essential health interventions that reduce complications and improve pregnancy outcomes 

(Gulliford et al., 2002). WHO (2018) emphasizes that effective ANC should be timely, 

continuous, and of high quality, facilitating early detection of risks, prevention of 

complications, and comprehensive maternal and fetal health monitoring. 

1.2.2 Barriers and facilitators to accessing antenatal care for pregnant adolescents 

 

While various facilitators enhance pregnant adolescents' access to ANC, multiple barriers limit 

their ability to seek and effectively utilize these services. Adolescents face unique challenges 

related to socio-economic status, cultural norms, stigma, healthcare system inefficiencies, and 

psychological barriers that lead to delayed initiation, inconsistent attendance, or complete 

avoidance of ANC (Dahab and Sakellariou, 2020). Adolescent girls who live in underprivileged 

areas, have a lesser degree of education, or live in rural areas, and are more probable to fall 

pregnant than their more affluent peers. There are also other obstacles that prevent them from 

getting information and health care (Dairo and Owoyokun, 2010). These barriers 

disproportionately affect adolescents in LMICs, where structural healthcare limitations and 

financial constraints further exacerbate disparities in maternal health outcomes (Nagandla, et 

al. 2020) 
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1.2.2.1 Socio-economic barriers 

 

Economic insecurity presents a significant barrier to ANC utilization among adolescents in 

LMICs (Lateef et al., 2024). While some countries have implemented free maternal healthcare 

services, adolescents often face hidden costs, including transportation expenses and lost wages, 

which make ANC visits financially burdensome (Mweteni et al., 2021). In rural areas, where 

healthcare facilities are distant, the financial strain of transportation alone is a major obstacle, 

often leading to delayed or missed ANC visits (Shee et al., 2021). 

Studies conducted in Bangladesh and Nigeria indicate that adolescents from low-income 

households are significantly less likely to attend ANC services compared to those from 

wealthier backgrounds, who can afford medical costs and transportation fees (Dairo and 

Owoyokun, 2010; Islam and Masud, 2018). Additionally, many adolescent mothers lack 

financial autonomy, relying on parents or partners to cover healthcare costs. In situations where 

parents refuse financial support or partners deny paternity, adolescent mothers face severe 

economic barriers that further restrict ANC access (Mweteni et al., 2021). Alem et al.’s (2022) 

findings indicate that adolescents with higher levels of education tend to be more autonomous 

in healthcare decision-making and more likely to attend ANC consultations (Alem et al., 2022). 

1.2.2.2 Health system barriers  

Availability of health care professionals and infrastructure 

Resource constraints within public healthcare systems continue to limit adolescents’ ANC 

access, particularly in settings with high patient loads and insufficient staffing (Gamberini, 

Angeli, and Ambrosino, 2022). Studies have shown that staff shortages, lack of medical 

equipment, and inconsistent service provision result in long waiting times, overcrowded clinics, 

and compromised quality of care (Young et al., 2024). Furthermore, Moucheraud et al. (2022) 

found that limited human resources and high demand for maternal care hinder provision of 

adolescent-responsive services as healthcare workers often prioritize older pregnant women, 

leading some adolescents to switch clinics in search of better treatment. This, in turn disrupts 

continuity of antenatal care and delayed timely interventions. This staffing imbalance 

contributes to fragmented care, where adolescents receive minimal attention during ANC visits 

and are left without adequate counseling or maternal health education (Mekwunyei and 

Odetola, 2020). Clinic backlogs further discourage early ANC engagement, leading to missed 

opportunities for risk screening and early pregnancy management (Hackett et al., 2019). 



6 
 

The COVID-19 pandemic further exacerbated existing ANC access barriers by redirecting 

healthcare resources away from routine maternal health services toward pandemic response 

efforts (Witter et al., 2019). In Zambia, reallocating medical staff and financial resources to 

COVID-19 management reduced ANC availability, led to shorter consultation times, and 

disrupted referral systems (Young et al., 2024). Mekwunyei and Odetola (2020) report that 

many maternal health clinics operated at reduced capacity during pandemic lockdowns, making 

it more difficult for adolescents to schedule ANC visits. Without adequate staffing and service 

availability, adolescents remain at risk of delayed pregnancy care, poor maternal health 

outcomes, and increased perinatal complications (Young et al., 2024). 

Geographical distance and transportation costs pose significant financial and logistical barriers 

to ANC utilization. Adolescents in remote areas report that long travel distances and high 

transportation costs make regular ANC attendance challenging (Dahab and Sakellariou, 2020). 

Studies in Ethiopia and Zimbabwe highlight that women facing financial distress, particularly 

those dependent on male partners for income, often lack the means to afford transportation to 

ANC clinics (Dahab and Sakellariou, 2020). In addition, the unreliability of ambulance services 

in some regions further limits emergency ANC access, increasing maternal and neonatal risks 

(Dahab and Sakellariou, 2020). 

Experiences of pregnant adolescents in healthcare facilities 

 

Studies have shown that adolescents often feel judged, ridiculed, or dismissed by healthcare 

workers, discouraging them from seeking ANC services  (Chikalipo et al., 2018).  Chikalipo et 

al.’s (2018) findings indicate that in Malawi, adolescents are subjected to condescending 

remarks, inadequate emotional support, and a general lack of adolescent-friendly care at ANC 

clinics. The study reveals that healthcare providers failed to offer comprehensive ANC 

information, leaving adolescent mothers vulnerable to misinformation about pregnancy care 

(Chikalipo et al., 2018). Similar concerns have been reported in Nigeria. Banke-Thomas et al. 

(2017) found that healthcare workers often lacked training in adolescent-friendly services, 

resulting in dismissive treatment and inconsistent ANC consultation. Achieng, et al, (2025) 

further note that pregnant adolescents avoid ANC services due to a lack of confidentiality and 

fear of public humiliation.  

In some healthcare facilities, adolescents must disclose personal health information in open 

spaces, heightening their fear of being judged or recognized by community members ( Cumber 

et al., 2022). Health system constraints further exacerbate these challenges. Research reports 
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that adolescent mothers receive fewer ANC visits and lower-quality care than older pregnant 

women (Owolabi et al., 2024).  Additionally, Young et al. (2024) found that shortages of 

healthcare professionals, prolonged waiting times, and inadequate medical supplies are major 

deterrents to ANC utilization.  

Furthermore, some caregivers are reported to avoid encouraging ANC visits due to the fear of 

being criticized by healthcare providers for not preventing their daughter’s pregnancies, leading 

to further delays in accessing maternal healthcare (Young et al., 2024). Studies in Malawi and 

Nigeria show that judgmental treatment by healthcare providers discourages adolescent mothers 

from seeking ANC services (Banke-Thomas et al., 2017; Chikalipo et al., 2018). Research 

findings from Nigeria also illustrate that breaches of confidentiality and a lack of adolescent-

friendly services further hinder ANC utilization (Onukwugha et al., 2022). Without specialized 

adolescent-friendly training for healthcare providers and structural changes to ensure privacy, 

many adolescent mothers will continue to delay or avoid seeking ANC altogether. 

Inflexible clinic scheduling and service accessibility 

 

One key structural barrier to ANC access for adolescent mothers is the rigidity of clinic 

appointment schedules, which often fail to accommodate their educational, work, and 

household responsibilities (Shee et al., 2021). In many healthcare facilities, ANC services are 

only available on selected days and at fixed times, making it difficult for adolescents to attend 

visits without disrupting school or work obligations (Highet, 2022).  

For adolescents who fear stigma at home, in school, or in healthcare settings, the lack of flexible 

or discreet appointment options creates an additional barrier  (Shee et al., 2021). This forces 

some adolescents to delay or skip ANC visits altogether, increasing the risk of missed 

screenings, undiagnosed complications, and poorer pregnancy outcomes (Highet, 2022). The 

fragmented nature of ANC services further exacerbates this issue. Some facilities schedule 

different ANC assessments on separate days, requiring multiple visits instead of consolidated 

appointments (Shee et al., 2021).  

Adolescents who lack autonomy over their schedules or depend on family members for 

transportation may find it difficult to return for follow-up appointments, leading to missed 

opportunities for early intervention in pregnancy-related risks  (Mweteni et al., 2021). This 

challenge is particularly severe in rural areas, with sparse healthcare facilities and limited 

transportation options (Shee et al., 2021). Many adolescent mothers rely on friends, relatives, 
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or unreliable public transport to reach ANC clinics, which introduces additional logistical 

delays (Shee et al., 2021). The absence of mobile ANC services further marginalizes these 

adolescents, resulting in delayed ANC initiation, inconsistent attendance, and increased 

pregnancy-related health risks (Highet, 2022). 

 

1.2.2.3  Health knowledge and beliefs 

 

In several LMICs, the absence of targeted adolescent reproductive health education has been 

identified as a significant barrier to ANC access (Young et al., 2024). Limited reproductive 

health education further contributes to misconceptions about pregnancy care, with some 

adolescents believing that ANC is only necessary when complications arise (Kotoh et al., 2022). 

Despite global recognition that CSE is one of the most effective strategies for promoting 

adolescent sexual health and preventing STIs, stigma within school environments remains a 

major obstacle for pregnant learners (Chavula et al, 2023). Many pregnant adolescents feel 

compelled to keep their pregnancy a secret due to the fear of disrupting their education, 

experiencing discrimination, or being ridiculed by peers and teachers (Chavula et al, 2023, 

2013).  This secrecy often delays ANC attendance, exposing both the mother and unborn child 

to serious health risks associated with late or no maternal care (Haddrill et al., 2014). 

Some schools also discourage the presence of pregnant learners, fearing that their continued 

enrollment may tarnish the school’s public image or normalize adolescent pregnancy  (Chavula 

et al 2023. In extreme cases, pregnant adolescents face direct or indirect exclusion from 

education, further limiting their access to school-based health information and ANC services  

(Machoka et al., 2024). Among those who leave school, some attempt to continue their 

education by pursuing alternative career goals, while others hesitate to return due to shame, 

stigma, and fear of judgment (Machoka et al., 2024). 

Cultural beliefs and societal expectations influence ANC utilization among pregnant 

adolescents, often shaping their decisions to delay or avoid seeking healthcare. In some West 

African contexts, pregnancy among unmarried adolescents is viewed as shameful, leading to 

delayed disclosure and avoidance of ANC services due to fear of social judgment (Ziblim et al., 

2018). In Ghana, early ANC initiation is discouraged by traditional norms, which prohibits 

public disclosure of pregnancy before certain cultural rituals are performed (Ziblim et al., 2018). 

This practice delays access to maternal healthcare, as adolescent mothers may wait until these 

rituals are completed before attending their first ANC visit. In Tanzania, legal requirements 
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dictate that pregnant women must attend ANC with their husbands, excluding unmarried 

adolescents or those whose partners deny paternity, further limiting their access to essential 

maternal healthcare (Mweteni et al., 2021). For unmarried adolescents or those with 

unsupportive partners, this legal requirement acts as a barrier to accessing maternal healthcare 

services, leading to missed opportunities for early interventions (Mweteni et al., 2021).  

In Uganda, pregnant adolescents utilize the traditional health sector for seeking safety and 

empathy more than the modern health sector because it is geographically accessible and less 

costly, which further limits their success in ANC services (Atuyambe et al., 2009).The 

interaction between traditional restrictions, legal barriers, and societal judgment creates multi-

layered challenges that limit adolescent mothers’ ability to engage with maternal healthcare 

services (Mweteni et al., 2021). The lack of clear reintegration mechanisms for adolescent 

mothers reflects ongoing gaps in implementing CSE programs.  

1.2.2.4 Family Reactions and Community Stigma 

 

Family reactions and community stigma play a significant role in pregnant adolescents’ 

decisions to delay or avoid ANC services. Fear of judgment from family members, community 

elders, and peers discourages early ANC initiation, particularly in social contexts where 

adolescent pregnancy is viewed as dishonorable (Hackett et al., 2019).  Studies indicate that 

fear of parental reprimands, verbal abuse, and physical punishment prevents many young 

mothers from disclosing their pregnancies early enough to seek ANC (Young et al., 2024).  

According to Machoka et al. (2024), some pregnant adolescents face extreme reactions from 

their parents, including social isolation, financial withdrawal, and being expelled from their 

homes (Machoka, Kabiru, and Ajayi, 2024). Others report psychological distress, grief, and 

thoughts of suicide or abortion due to the severe stigma and emotional alienation they 

experience (Machoka, Kabiru, and Ajayi, 2024).Financial dependence on parents further 

complicates ANC access. Some parents refuse to cover medical costs, transport expenses, or 

school fees, making it economically impossible for adolescents to seek ANC services 

(Machoka, Kabiru, and Ajayi, 2024). 

Without family support or financial independence, adolescent mothers are left with few options 

for seeking maternal healthcare, delaying critical interventions that could prevent pregnancy 

complications (Apolot et al., 2020). Community norms around sexual purity and adolescent 

pregnancy also influence healthcare-seeking behaviours. Kotoh et al. (2022) found that 
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adolescent girls often face criticism, social exclusion, and judgment from their peers as well as 

local communities, and are labeled as irresponsible or immoral if they become pregnant (Kotoh 

et al., 2022). Additionally, legal requirements for male accompaniment in Tanzania create 

institutional barriers that discourage early ANC initiation (Mweteni et al., 2021). The literature 

reviewed demonstrates that traditional norms, legal restrictions, family rejection, and 

community stigma significantly impact adolescents' access to ANC services. Without mental 

health support, confidential counseling, and stigma-free healthcare environments, pregnant 

adolescents remain at risk of avoiding maternal care entirely, increasing the likelihood of 

complications. 

1.3 Facilitators To Accessing Antenatal Care Services 

 

Access to comprehensive ANC provides critical health education, risk screening, and maternal 

support that enhances pregnancy outcomes (Shee et al., 2021).  Understanding factors 

facilitating ANC utilization is essential to improving early ANC initiation and adherence. 

1.3.1 Supportive Family, Community, and Peer Networks 

 

The presence of supportive family members, teachers, and peers plays a significant role in 

encouraging ANC attendance and reducing emotional distress among pregnant adolescents 

(Mathebula et al., 2022). In a study conducted by Akella and Jordan (2014), adolescents who 

received social and emotional support from friends reported higher levels of ANC engagement. 

The involvement of civil society in health systems with clearly defined and communicated roles 

and responsibilities within the legal framework was found to help ensure not only citizens’ 

rights to participation but also their rights to remedy where appropriate and ensure that services 

are responsive to community needs (Jolivet et al., 2018).  

Kotoh et al. (2022) found that community-based interventions help to reduce stigma and 

encourage earlier care-seeking behaviors through engaging families, schools, and local 

communities, enhancing maternal health outcomes. Furthermore, ANC awareness initiatives 

can improve maternal health outcomes (Kotoh et al., 2022). Beyond external support, individual 

health awareness and personal motivations influence ANC attendance. Young et al. (2024) 

found that pregnant adolescents living with HIV were more likely to seek early ANC, driven 

by their concern for their health and the well-being of their unborn child. Awareness of 

pregnancy risks and the benefits of early ANC monitoring contributed to increased self-

motivation to seek care (Young et al., 2024). 
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1.3.2 Flexible Clinic Appointment Systems 

 

Clinic flexibility is a key determinant of ANC accessibility for adolescents. Abuosi and Anaba, 

(2018) found that providing adolescent-friendly hours, such as evening or weekend clinics 

within healthcare facilities, where adolescents could receive confidential and nonjudgmental 

care from specially trained providers, made it easier for school-going adolescents to attend ANC 

appointments.  

Bwalya et al. (2018) also report that adolescents preferred clinics with flexible hours and 

appointment scheduling, as rigid healthcare systems often clashed with school or work 

obligations (Bwalya et al., 2018). Brazil’s National Digital Health Strategy provides pregnant 

adolescents with flexible scheduling options, improving ANC coverage (Haddad and Lima, 

2024). Burundi's digitalized appointment system has also been linked to better ANC attendance 

rates (Misago et al., 2023). 

1.3.3 Availability of health care with a patient-entered approach 

 

A supportive and respectful clinical environment can significantly improve adolescent ANC 

attendance. In Zambia, Bwalya et al. (2018) found that pregnant adolescents who experienced 

respectful and compassionate care from healthcare workers (HCWs) reported higher 

satisfaction. Similarly, Sewpaul et al. (2021) found that adolescents who were treated with 

kindness and felt comfortable asking questions, were more likely to return for ANC services. 

These HCWs made them feel welcome, at ease, and supported. In the same study (Sewpaul et 

al., 2021), adolescents expressed gratitude for the opportunity to gain information and ask 

questions. 

1.3.4 Proximity To well-maintained healthcare facilities and free health Services 

 

Geographical access plays a crucial role in ANC utilization among adolescents. Young et al. 

(2024) found that pregnant adolescents living near healthcare facilities were more likely to 

initiate ANC early. The introduction of mobile ANC clinics has further enhanced access to 

maternal healthcare (Young et al., 2024). Harrison et al. (2014) found that mobile outreach 

programs provided comprehensive maternal care, mental health support, and peer-led group 

sessions (Harrison et al., 2014). These services allowed adolescents to attend ANC with friends 

in a stigma-free environment, encouraging higher attendance (Warri and George, 2020).  

Enhancing health literacy is essential for increasing understanding of the benefits of ANC, the 

significance of its early initiation, and the value of comprehensive reproductive health 
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education (Tabiri et al, (2024). Healthcare services need to consider how their spaces can be 

designed to improve navigation and meet adolescent needs with teen-friendly clinic 

environment design within the framework of availability, accessibility, acceptability, and 

quality of services (AAAQ) (Namusana et al., 2022). Khan et al. (2022) found that adequate 

facilities, medical equipment, and well-maintained healthcare centers promoted higher ANC 

utilization rates. 

1.3.5 Availability of Health Care Providers 

 

The government must provide an adequate multi-skilled work health workforce, appropriate 

training, and regular in-service training, including adolescent-friendly training, for the 

provision of non-judgmental care (Kotoh et al., 2022). Sufficient numbers of health providers 

must be deployed to meet population needs to reduce long waiting times and improve the 

quality of care, and improve health provider morale (Mazur, Brindis, and Decker, 2018). 

Additionally, Kenyetao et al. (2023) found that employment, recognition of community 

healthcare workers, and their integration into the Mali National Health system have increased 

antenatal attendance through home visits by building trust, counseling, and promoting 

appointment attendance, as well as helping patients conquer any challenges to facility-level 

care (Kayentao et al., 2023). 

1.4 The South African Context 

 

1.4.1 Adolescent pregnancies in South Africa 

 

Adolescent pregnancy remains a significant public health concern in South Africa, with 

approximately 30% of girls aged 10 to 19 years becoming pregnant, 65% of which are 

unintended (Mbongwa, Mpanza, and Mlambo, 2024). Early adolescent pregnancies are 

particularly troubling; in 2020, 660 of roughly 34,000 teenage pregnancies involved girls under 

the age of 13 years (Mbongwa, Mpanza, and Mlambo, 2024). The majority of cases were 

concentrated in KwaZulu-Natal (26,296), Limpopo (15,365), and the Eastern Cape (15,348), 

with Limpopo also reporting the highest number of terminations (Umubyeyi, 2024).  

Between April 2020 and March 2021, over 23,000 births occurred among girls under 18, 

including 934 to those younger than 14, reflecting an increase from 14,577 births among 

adolescents under 19 in the preceding year (Umubyeyi, 2024). Gauteng’s adolescent delivery 

rate rose sharply from 29,7 to 36,2 per 1,000 between 2019/20 and 2020/21, driving national 

trends, while most other provinces showed stable or gradually increasing rates, except for 
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Northern Cape’s consistently high rate and Western Cape’s spike in 2021/22 (Barron et al., 

2022). 

1.4.2 Antenatal care services in South Africa  

 

Given that the ANC services are free in the South African public sector, pregnant adolescents 

must consult at least eight times during their gestational period (WHO 2018). Despite these 

policies, adolescent mothers continue to experience delayed ANC initiation due to social 

stigma, financial barriers, and limited healthcare access  (Baxter and Moodley, 2015).  A study 

by Govender et al. (2018) in KwaZulu-Natal found that younger adolescents, aged 13 to 15, 

were more likely to delay ANC initiation compared to older adolescents, aged 16 to 19 

(Govender et al., 2018).The primary factors influencing late ANC booking included limited 

knowledge of pregnancy symptoms, lower decision-making autonomy, and financial 

dependency (Govender et al., 2018). Data from a study by Govender et al. (2018) in KwaZulu-

Natal revealed that 86% of 13-year-olds, 74% of 14-year-olds, and 57% of 15-year-olds all 

booked late, while only 48% of 16-year-olds booked late. These findings suggest that older 

adolescent mothers initiate ANC earlier, potentially due to greater awareness of pregnancy 

symptoms, improved autonomy, and better financial resources (Govender, Reddy, and Ghuman, 

2018). 

A study in SA illustrates that family and social support networks, as well as the availability of 

youth-friendly clinics and positive patient providers improve ANC adherence (Mathebula et al., 

2022). CHWs have played a key role in improving early antenatal booking (before 20 weeks) 

by reaching out to women who had not initiated ANC, following up on missed appointments, 

making referrals to clinics, and providing home-based education to promote positive health-

seeking behavior and better maternal outcomes (Katzen et al., 2020). Moreover, evidence from 

South Africa highlights how digital health strategies and flexible scheduling enhance ANC 

accessibility (Sewpaul et al., 2021). For instance, the Teen Mom Connect messaging platform 

in South Africa has been identified as a promising intervention for improving ANC attendance 

(Sewpaul et al., 2021). It is reported to support pregnant adolescents, enrolled at their first ANC 

visits by providing stage-specific health messages, counselling, and referrals via WhatsApp, 

thus enhancing both antenatal and postnatal care while learners remain in school (Sewpaul et 

al., 2025) 

The National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) 2017-

2019 Report NDoH documented a progressive decline in maternal mortality rates from 320 per 

100,000 live births in 2010 to 120 per 100,000 live births in 2019 (NDoH, 2017b). The findings 
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underscore the importance of integrating ANC services with broader maternal health programs, 

including HIV prevention and treatment initiatives (NDoH, 2017b). Rejuvenating South 

Africa’s PHC system has improved ANC service delivery (Dookie and Singh, 2012). Despite 

these advancements, the Saving Mothers Report NDoH (2017b) highlights, persistent gaps in 

early ANC initiation, and calls for further restructuring of ANC services within PHC settings, 

to ensure timely access after pregnancy diagnosis.  

1.5 Problem Statement and Study Justification  

 

Adolescent pregnancy continues to be a public health concern in South Africa, with high rates 

of teenage pregnancies contributing to increased maternal and neonatal health risks (Ogunwale 

and Rangiah, 2021). Despite policies promoting free ANC services, many pregnant adolescents 

delay or fail to attend ANC visits, which significantly increases the likelihood of pregnancy-

related complications such as preterm labour, and pre-eclampsia (Govender et al., 2018). This 

is further compromised by the socio-economic development of any country (Moallemi et al., 

2019). 

In South Africa, the birth rate of adolescents is high, with at least 20 000 high school girls 

reported to be pregnant (Govender et al., 2018). Early and consistent antenatal care is critical 

for monitoring fetal growth, detecting high-risk pregnancies, and safeguarding maternal health. 

However, research indicates that adolescents face multiple barriers to accessing ANC services, 

including financial constraints, stigma, lack of adolescent-friendly healthcare services, and 

restrictive cultural norms (Machoka et al., 2024). While there is extensive literature on ANC 

utilization among adult pregnant women, studies focusing on adolescents remain limited, 

particularly in urban South African settings. 

However, despite the availability of ANC services in SA, only 53% of ANC attendance 

occurred before 20 weeks, with almost 23% of adolescents failing to attend the minimum 

requirement of four ANC visits (Sewpaul et al., 2021). According to a 2022 District Health 

Information System (DHIS) report, the City of Johannesburg District, a district in the Gauteng 

province, only had 65% of pregnant women who had their first visit before or at 12 weeks of 

pregnancy as recommended by WHO, while the rate of adolescents in these bookings is not 

known2.  It is for this reason that this remains a major public health imperative in South Africa 

(Sewpaul et al., 2021).  

 
2 https://gp.dhis.dhmis.org/dhis-web-pivot. 
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Existing research has largely been conducted in rural areas, leaving gaps in understanding how 

urban adolescents navigate maternal healthcare (Bwalya et al., 2018). The current study 

addresses this gap by exploring the facilitators and barriers to ANC access among pregnant 

adolescents in Sub-District G in the City of Johannesburg. Identifying these factors provides 

insights into the systemic, social, and psychological challenges that influence ANC utilization 

among adolescents in urban South Africa (Shefer and Morrell, 2013). Moreover, given the 

increasing urbanization of South Africa, understanding ANC utilization in urban settings is 

critical for shaping policies that address the specific challenges faced by adolescent mothers in 

these environments. 

1.6 Study Aim  

 

The aim of this study is to explore the facilitators and barriers to accessing antenatal care 

services amongst pregnant adolescents in two primary health care facilities in sub-district G in 

the City of Johannesburg, in Gauteng Province.  

 

1.7 Study objectives  

 

i. To describe the experiences of pregnant adolescents regarding antenatal care services in sub-

district G in the City of Johannesburg.  

ii. To examine pregnant adolescents’ perceptions of the barriers to accessing antenatal care 

services in Sub-district G in the City of Johannesburg.  

iii. To describe pregnant adolescents’ perceptions of the facilitators to accessing antenatal care 

services in Sub-district G in the City of Johannesburg.  
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CHAPTER TWO: METHODOLOGY 

2.1. Introduction 

This chapter outlines the methodology adopted to explore the research questions of the study. 

It starts by detailing the research design and study setting. It further describes the research 

population and sampling strategy used for selecting the participants. It proceeds to discuss the 

data collection process, including the management and analysis. The chapter discusses the 

processes followed to ensure rigor in the research by addressing the trustworthiness of the data, 

followed by describing the researcher’s reflexivity in undertaking this study. The chapter ends 

on discussing the ethical considerations that were acknowledged during the study. 

2.2. Study design  
 

This study employed an exploratory qualitative research design. Qualitative research focuses 

on gaining insight into social phenomena and exploring the reasons behind specific 

occurrences. It is particularly useful when understanding individuals’ motivations, beliefs, 

desires, and thoughts regarding a subject (Austin and Sutton, 2014). A qualitative methodology 

was chosen for the study to allow for an in-depth exploration of the problem by employing a 

purposive sampling approach. An explorative study aims to investigate new areas of interest, 

akin to explore venturing into the unknown to uncover novel insights. As Casula et al. (2021) 

note, this type of research particularly emphasizes understanding and describing individuals' 

experiences with various phenomena (Casula, Rangarajan and Shields, 2021).   

In South Africa, numerous policy interventions have been implemented to enhance access to 

ANC, especially for adolescents. Since this study aimed to explore pregnant adolescents’ lived 

experiences in accessing antenatal care services in primary healthcare facilities and their 

perspectives as well as beliefs. An exploratory study design using a qualitative approach was 

deemed suitable, enabling participants to share their experiences with a relatively unexamined 

practice. 

2.3.  Study setting  
 

This study was conducted in Sub-District G within two PHC facilities in the City of 

Johannesburg, Gauteng Province. The city is divided into seven sub-districts (fig 1). The City 

of Johannesburg is one of the six districts in the Gauteng Province. The sub-district was 
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purposively selected based on a high number of teenage pregnancies, with a total of 168 

deliveries recorded for adolescents aged 15 to 19 years from April 2021 to March 20223 . This 

sub-district was also characterized by low ANC attendance, particularly in the first trimester, 

where only 60% of pregnant individuals attended ANC before 20 weeks, falling short of the 

national annual target of 74%4. Additionally, Sub-District G was selected due to logistical 

feasibility, as the researcher was based in the district as a district health manager, allowing for 

ease of access and coordination.  

The sub-district in the deep south of Johannesburg faced significant healthcare access barriers 

and contained a high concentration of informal settlements with an unemployment rate of 28% 

(Abrahams and Everatt, 2019). The sub-district catered to both urban and peri-urban 

communities, many of whom faced socio-economic challenges that impacted maternal 

healthcare access (Abrahams and Everatt, 2019). Two PHC facilities were purposively selected 

based on their geographical characteristics, infrastructure, and the population served. This 

population was highly mobile, with high unemployment rates, posing challenges to consistent 

healthcare access. The first clinic (Clinic A) operated from a porta cabin in a peri-urban area, 

primarily serving residents from nearby informal areas. The second PHC facility (Clinic B) was 

in a township and mainly served residents from its local catchment area.  

The researcher selected these clinics based on familiarity with their maternal health services 

and the extent of their utilization by pregnant adolescents. In addition, the PHC facilities were 

purposively selected on the basis of that they provided Basic Antenatal Care (BANC) services 

and had active community health workers (CHW) as well as health promoter teams, who play 

a crucial role in identifying pregnant adolescents within the local areas.  

 
3 https://gp.dhis.dhmis.org/dhis-web-pivot.  
4 https://gp.dhis.dhmis.org/dhis-web-pivot.  
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Figure 1 Map of the City of Johannesburg's seven regions (Abraham and Everatt, 2019) 

2.4. Study Population  
 

The study population consisted of pregnant adolescents. These participants were recruited from 

the two selected PHC facilities and the surrounding community within the facilities' catchment 

areas. 

2.5.  Study Sample  
 

The study participants were purposively selected from the two PHC facilities. The decision to 

use purposive selection criteria was guided by the study’s objectives and the specific areas of 

investigation being explored (Ritchie and Lewis, 2014). The sampling approach was to ensure 

that participants who had insights about the research objectives were selected. Purposive 

sampling operates on the principle that selecting information-rich participants provides a deeper 

understanding of the phenomenon under study (Gentles et al., 2015). A total of 15 participants 

were selected. This was informed by the achievement of data saturation, where interviews 

continued until no information was emerging (Vasileiou et al., 2018).  
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2.5.1. The inclusion criteria  

 

The inclusion criteria for pregnant adolescents were firstly, that attend a follow-up visit after 

their ANC; secondly, they had previously attended ANC services but had discontinued. Thirdly, 

had never attended ANC but were traced and linked to a PHC facility by CHWs. Participants 

who met the inclusion criteria were selected through purposive sampling. 

2.5.2. The exclusion criteria 

 

Conversely, the exclusion criteria specified that pregnant females younger than 16 or older than 

19 years and pregnant women from other regions were not eligible to participate in the study. 

Those that are between the ages of 10-15 were excluded on the basis that sexual activity in 

South Africa is legal from the age of 16 as individuals can give consent to engage in sex from 

this age5 (DoJ & CD, 2007). Including this age group would have introduced legal implications 

as sexual activity within this cohort is regarded as illegal. Moreover, it was anticipated that 

discussing these legal implications and the sexual experiences with participants younger than 

16 years of age would likely result in undue emotional distress from participating.   

 

Table 1. Inclusion and exclusion criteria 

Inclusion criteria Exclusion criteria 

Pregnant females between 16 and 19 years 

who were residing in the catchment area of 

the selected site.  

Pregnant females younger than 16 or over 

19 years old. 

 

Participants who had not attended their first 

ANC visit  

Pregnant women from other sub-

districts/regions were not eligible to 

participate in the study 

Pregnant females attended follow-up visits 

after their first antenatal visit. 

 

Participants who attended BANC services 

and stopped but were traced and linked to a 

PHC facility by CHWs 

 

 

  

 
5 Sexual Offences Act 32 of 2007 
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2.6. Participant Recruitment and Data collection  
 

Data collection was conducted from September to December 2024. In the initial process, the 

researcher engaged with facility managers in both health facilities to explain the purpose of the 

study. Pregnant adolescents who were successfully identified were referred to a PHC facility 

for antenatal initiation and invited to participate in the study upon their arrival at the PHC 

facility on the day of data collection. The researcher then explained the purpose of the research 

to the pregnant adolescents attending BANC. CHWs and health promoters played a vital role 

by directing interested participants to the researcher.  

Before conducting interviews, participants were provided with an information sheet (Appendix 

G) detailing the purpose of the study. Informed consent was then obtained to conduct the 

interviews (Appendix D) and to audio record them (Appendix E) from participants above 18 

years old, with additional consent from a parent or guardian for those under 18 (Appendix F). 

After receiving consent, the researcher conducted face-to-face, in-depth interviews, using a 

semi-structured interview guide (Appendix C).  The interviews explored questions about the 

participants' perceived facilitators to accessing ANC, including the barriers. The interviews 

further explored their experiences with the healthcare services in Sub-District G. The researcher 

ensured that participants felt secure in sharing their experiences, particularly regarding sensitive 

topics like the attitudes of healthcare workers. Interviews were scheduled at convenient times 

and places, typically lasting 45 minutes to an hour. While most interviews were conducted in 

English, provisions were made for those more comfortable in other languages, as the researcher 

was familiar with the local languages. 

Field notes are often used in qualitative research to capture important contextual details 

(Phillippi and Lauderdale, 2018). Therefore, the researcher also took field notes to document 

contextual factors, such as non-verbal communication, which enhanced the interpretation of the 

data. The emphasis on confidentiality helped foster trust, allowing participants to discuss their 

experiences. 

2.7.  Piloting  
 

The pilot study was conducted at a PHC clinic not included in the main study but with similar 

characteristics to the selected participating clinics. Three pregnant adolescents aged 16 to 19 

years were interviewed in various languages to assess their feasibility as well as clarity and to 

ensure linguistic inclusivity. None of the participants were included in the sample of the study. 
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The researcher addressed any aspects that were identified during and informed by lessons from 

the pilot study. 

2.8.  Data management and quality assurance 
 

All audio recordings of the interviews were transcribed verbatim with no omissions. All audio 

recordings, transcripts, and field notes were labeled using a unique code to ensure anonymity. 

The transcripts were stored on a password-encrypted computer, accessible only to the researcher 

and her supervisor. Hard copies of transcripts, fieldnotes, and signed consent forms were stored 

in the researcher’s locked cupboard.  For quality assurance, the researcher read each transcript 

line by line while simultaneously listening to the audio recordings to ensure accuracy. Minor 

editing was conducted to enhance readability and coherence without altering the original 

meaning of the content. The audio recordings will be kept and destroyed five years after the 

study is completed 

2.9.  Data Analysis  
 

Audio-recorded interviews were meticulously transcribed using Microsoft Word. Deductive 

and inductive codes were identified as the researcher read the transcripts line by line. A thematic 

analysis was then conducted, creating codes that were organized into main themes. The goal of 

a thematic analysis is to identify themes and patterns in the data that were important or 

interesting and use them to address the research question and objectives (Maguire and Delahunt, 

2017). 

For the coding process' reliability, the researcher and supervisor independently coded a sample 

of transcripts, so as to ensure inter-coder agreement. A final codebook was developed, outlining 

definitions for each code, which facilitated the identification of themes and sub-themes. The 

researcher cross-checked these themes against the original transcripts to confirm their accuracy, 

with the supervisor conducting a comprehensive review to provide guidance and validation 

throughout the process. 

2.10.  Rigour in research  
 

Rigour in qualitative research was emphasized to maintain the integrity and quality of the 

findings, which is critical for establishing the study's trustworthiness (Gaglio et al., 2020).  This 

involves a systematic inquiry, using an appropriate design and posing challenging questions, 
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ensuring that the findings are credible and reliable. According to Gill and Gill (2020) for the 

research to be rigorous, it must be systematic in its inquiry, employ an appropriate design, ask 

challenging questions, and the findings should be credible as well as trustworthy. 

2.10.1. Trustworthiness 

 

The concept of trustworthiness was a primary concern, with the research designed to uncover 

participants' insights and accurately reflect their lived experiences. Actions to achieve this 

included developing codes and themes through a collaborative coding process between the 

researcher and supervisor and rigorous checks to ensure the themes authentically represented 

the data. In qualitative research, the concept of truth is often considered subjective, reflecting 

individual perceptions and experiences (Busetto, Wick, and Gumbinger, 2020). 

2.10.2. Consistency 

 

Consistency was deemed essential for the credibility and dependability of the findings. This 

was accomplished by employing a comprehensive research methodology, ensuring the coding 

process was rigorously cross-checked, and incorporating feedback from the supervisor to refine 

the coding framework. Collectively, these efforts underscored the study's commitment to 

maintaining high standards of trustworthiness and rigour in qualitative research. Consistency in 

qualitative research is crucial to ensuring credibility, reliability, and trustworthiness in the 

findings. Polit and Back (2012) explain that consistency or dependability of data is the third 

criterion of trustworthiness, further citing that dependability is data consistency over similar 

contexts (Polit and Beck, 2010). The following steps were taken to ensure overall 

trustworthiness for this study: 

Credibility, which is understood as the extent to which findings are congruent with participants’ 

realities (Anderson, Herr, and Nihlen, 2014), was ensured through detailed data gathering, 

purposive selection of participants, and supervisor debriefing. Moreover, to allow honest 

accounts of their experiences, participants were allowed to decline participation, providing 

opportunities to those who were most likely to be freely transparent.  

Dependability, which refers to the reliability of the study while confirmability relates to 

objectivity (Korstjens and Moser, 2018; Shenton, 2004). I ensured these aspects by maintaining 

a detailed record of the process followed throughout the study, this including: sampling 

methods, the generation of the findings and procedures followed for data management. This 
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included a constant review of the data, coding details, while the interpretation of the data was 

checked through regular discussions with my supervisor.  Furthermore, to ensure transferability 

– the extent to which findings of a study can be applied in other settings or circumstances 

(Shenton, 2004), I provided an extensive description of the research process, including details 

of the participants.  

2.11.  Researcher’s reflexivity  
 

Reflexivity is crucial for health care workers engaged in research, particularly in the public 

sector, where personal experiences and cultural backgrounds can shape data interpretation. 

Acknowledging these influences helps researchers maintain neutrality and rigor throughout the 

research process. Due to my position as a manager in the district, I have extensive knowledge 

regarding the health system dynamics and its constraints. This puts me in a favorable position 

to understand pregnant adolescent experiences with regards to accessing health care services. 

This means I could have brought preconceived notions and knowledge of the study 

environment. However, this was mitigated by holding regular discussions with my supervisor.  

As noted by Berger (2015), reflexivity in qualitative research involves being aware of one's 

biases and positionality (Berger, 2015). For instance, as a researcher who is influenced by social 

constructs, I made an effort to recognize how my cultural and religious perspectives could affect 

participant interactions.  

Furthermore, I informed the participants that permission to conduct the study had been obtained 

from the University of Witwatersrand and the Gauteng Department of Health. This transparency 

ensured that participants felt secure, as they were informed their discussions would be 

anonymous and confidential. 

 

Moreover, I took steps to address power dynamics, especially since the study involved 

interviewing adolescents. By recognizing personal biases and maintaining a reflexive approach, 

I enhanced credibility and the overall quality of the study. (Bradshaw, Atkinson, and Doody, 

2017). Ultimately, reflexivity proved invaluable in creating an environment where participants 

felt comfortable to freely express themselves. The credibility of the study was further supported 

by ongoing engagement with a supervisor to navigate these complexities throughout the 

research process.  
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2.12.   Ethical considerations  

Ethical approval was obtained from the University of the Witwatersrand Human Ethics 

Committee (Medical) (Clearance Certificate no.M230139 M231117-A-0001), (see Appendix 

A). Furthermore, a National Health Research Database (NHRD), approval was secured and 

granted by the JHB Metro Health District Research Committee (see Appendix H). The 

researcher arranged a debriefing meeting with pregnant adolescents to explain the study's 

purpose. Participants were provided with an information sheet (Appendix G) containing 

additional details about the study, available in the languages that are spoken in the sub-district. 

The researcher emphasized that participation was voluntary and that participants could 

withdraw at any time without fear of discrimination or consequences.  Informed consent with 

details about the study was obtained from participants above 18 years old for the interview 

(Appendix D) and audio recordings (Appendix E). The researcher obtained guardian or parental 

consent for participants below the age of 18 years (Appendix F).  

To ensure confidentiality, pseudonyms were assigned to both the healthcare facilities and 

participants. The facilities were referred to as ‘Clinic A’ and ‘Clinic B’, while participants were 

labeled ‘Participant 1’, ‘Participant 2’, and so forth. All data files and transcripts were stored 

on a password-protected computer, accessible only to the researcher and supervisor. Signed 

consent forms were kept in a locked and secure location. By data protection guidelines, all 

anonymized data will be destroyed after five years if the study findings are not published and 

after two years if they are published. 
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CHAPTER THREE: FINDINGS 

3.1. Introduction  
 

This chapter discusses the study's findings on the experiences of pregnant adolescents and their 

perceptions of accessing antenatal care services at PHC facilities. It firstly describes the 

characteristics of the participants. This is followed by a discussion of the themes that make up 

the findings, with some sub-themes related to each theme. These include personal experiences 

of pregnant adolescents, experiences of pregnant adolescents in accessing healthcare facilities, 

contrasting experiences of pregnant adolescents in accessing healthcare facilities, and the 

implications of pregnancy on education and future aspirations. A summary of the themes is 

described in table 2 below: 

     Table 2 Summary of Study Themes  

MAIN THEMES SUB-THEMES 

Personal experiences of pregnant 

adolescents 

▪ Initial emotions upon discovering 

pregnancy 

▪ Reactions to pregnancy; rejection and 

support 

Constraining factors to accessing 

antenatal care services by pregnant 

adolescents 

▪ Attitudes of nurses 

▪ Language barrier to accessing antenatal 

care 

▪ Lack of education and inadequate quality 

of care 

▪ Clinic operating hours and scheduling 

system 

▪ Limited interfacility emergency 

transportation 

Facilitators to accessing antenatal 

services by pregnant adolescents 

▪ Geographical proximity to antenatal 

services 

▪ Free antenatal care services 

▪ Supportive and information-sharing of 

healthcare providers 

The implications of pregnancy on 

education and future aspirations 
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3.2. Participant characteristics  
 

Fifteen participants were interviewed from September to December 2024.  

3.2.1. Socio-demographic profile of the participants  

 

The following table shows the age distribution, marital status, educational level, employment 

status, living arrangement, and planned or unplanned pregnancy of the participants:  

Table 1: Age distribution of participants  

Age Number of Participants 

19yrs 6   

18 years  5  

17 yrs 1  

16yrs 3  

Relationship status 

Married 2 

Unmarried (In relationship with boyfriend) 11 

Unmarried (No longer in a relationship with 

boyfriend) 

2 

Educational level 

Did not complete matric 8 

Discontinued schooling without matric 

before pregnancy 

5 

Discontinued school upon discovery of 

pregnancy 

3 

Completed matric 4 

Still in school 4 

Employment status 

Completed matric and employed 1 

Did not complete matric and unemployed 8 

Living arrangement 

Residing with parents and siblings 5 

Residing with father 1 

Living with an aunt 1 

Living with her boyfriend and mother of 1 



27 
 

boyfriend 

Cohabiting with boyfriend 5 

Living with husband 2 

Residing in an informal settlement  15 

Planned pregnancy or unplanned pregnancy 

Planned pregnancy 3 

Unplanned pregnancy 12 

 

In terms of educational attainment, the majority of participants, eight (n=8), had discontinued 

schooling before completing matric (high school). Among the participants who had not 

completed matric, five indicated that they discontinued schooling before becoming pregnant. 

Three reported leaving school upon discovering their pregnancy. Four participants had 

successfully obtained matric. Three were still in school during the period of data collection.  

Among the four participants who had completed matric, only one was employed at the time of 

the study. In contrast, all eight participants who discontinued schooling prior to completing 

matric reported being currently unemployed. Participants reported diverse household 

arrangements. Five resided with parents and siblings. One lived with her father and another one 

stayed with her aunt. In addition, one participant was living with her boyfriend and his mother, 

while five others were cohabiting with their boyfriends. Only two participants reported living 

with their husbands. Three participants reported planned pregnancies which were influenced by 

their boyfriends’ desire for children. The remaining twelve described their pregnancies as 

unplanned. Each of the fifteen participants reported residing within an informal settlement. 

3.3. Personal experiences of pregnant adolescents  

3.3.1. Initial emotions upon discovering pregnancy  

 

For most participants, discovering their pregnancy was an overwhelming and distressing 

experience of shock, fear, and anxiety. The immediate concern for many was how their families 

and communities would react. Adolescents feared rejection, disappointment, or punishment, 

particularly from strict or unsupportive family members. One participant described her initial 

reaction by saying: 

“I was still shocked and didn't know how to tell my mother. I thought if I told her, she 

would tell my uncles, and I was scared because my uncle always shouted at me and beat 
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me. I thought if she told my uncle, he would come and beat me as always” (Participant 

11, 16 years old). 

Beyond the immediate fear of disclosure, many adolescents struggled with the weight of 

familial expectations. They reportedly felt that they had let their parents down. One participant 

explained: 

  “I felt so disappointed that I had disappointed my parents” (Participant 8, 16 years old). 

Some of the participants reflected on their future aspirations, feeling that pregnancy had 

disrupted their educational and career goals. One participant reflected on this as follows:  

“I thought I had disappointed my parents because they expected me to find work and 

continue my studies. They were hoping I would complete my O-levels before I had a 

child” (Participant 1, 19 years old). 

The emotional toll of an unplanned pregnancy was evident in many participants' reflections, 

with some admitting regret and considering abortion due to the pressure they faced. One 

participant candidly stated that: 

“I was not ready to have a baby at an early age. I thought of having an abortion, but I 

was not ready. I regretted what I did” (Participant 11, 16 years old). 

For many participants, the fear of family rejection led to them delaying to disclose their 

pregnancy. Many participants waited until several months into their pregnancy before 

informing their parents, fearing anger, punishment, or further disappointment. One participant 

described her struggle with disclosing her pregnancy, explaining as follows: 

“I just recently told my mother that I was seven months pregnant. I was scared of telling 

her. I thought she was going to shout at me because I was having a second baby, so it 

was not easy to disclose my pregnancy” (Participant 10, 19 years old). 

Similarly, another participant avoided her home altogether, hoping to conceal the pregnancy 

for as long as possible. She noted that:  

“When I discovered that my tummy was growing, I stopped sleeping at my place. I would 

sleep at my friend's place because I was afraid that my father and mother would see 

me” (Participant 15, 18 years old). 
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On the contrary, one participant described how she immediately informed her boyfriend, who 

responded with excitement: 

“My boyfriend was so happy. He told me that he had wanted a baby for a long time, 

and he would take me to his family to introduce me” (Participant 13, 16 years old). 

3.3.2. Reactions to pregnancy: rejection and support 

3.3.2.1. Contrasting parental reactions 

 

The discovery of pregnancy among adolescent participants was often met with mixed reactions 

from their families, ranging from complete rejection to reluctant support and, in some cases, 

unwavering encouragement. The responses of mothers and fathers followed distinct patterns, 

with fathers often reacting with silence or withdrawal, while mothers expressed disappointment 

but were more likely to remain involved. However, these reactions were not universal, as some 

participants experienced rejection and eventual support from different family members. This 

section explores these contrasting parental responses, examining cases of total family rejection 

and those where adolescents found support from other relatives or peers. 

Fathers, when present, were often the most emotionally distant figures in the adolescents' 

experiences.  

Many participants reported that their fathers refused to speak to them for extended periods after 

learning about the pregnancy, one adolescent described how her father completely cut off 

communication with her: 

“My father spent three months without talking to me. Even when I asked him something, 

he wouldn't respond” (Participant 8, 16 years old). 

For a few participants, fathers sometimes withdrew financial support, using economic means to 

express their disapproval and enforce consequences. One participant recalled how her father 

abruptly stopped funding her schooling, implying that she was distracted by boys at school:  

“My dad said he won't pay for school transport again because I'm not going to school, 

but I'm going to see the boys” (Participant 15, 18 years old). 

For these participants, the withdrawal of both emotional and financial support intensified the 

already overwhelming experience of pregnancy. Fathers' reactions were often absolute and 

punitive, reinforcing the notion that pregnancy equated to failure and irresponsibility. However, 

the severity of rejection varied. While some fathers remained distant throughout, others 
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eventually re-engaged with their daughters and, in some cases, became sources of support. For 

instance, a few fathers responded with immediate acceptance, breaking the common pattern of 

rejection. One adolescent shared that her father was the first to know about her pregnancy and 

was actively involved in supporting her: 

“My dad said he would be there for me and support me during the pregnancy”. 

(Participant 9, 19 years old). 

Another participant experienced a father who took a proactive role, even involving extended 

family. She expressed the following:  

“My dad bought a pregnancy test for me. I immediately showed him the results, and he 

showed my aunt. My aunt assured me that she would be there for me.” (Participant 9, 

19 years old). 

Unlike fathers, mothers rarely severed ties completely, but their initial responses were often 

marked by disappointment, frustration, and concern. Many participants recounted how their 

mothers expressed sadness or anger upon learning of the pregnancy. However, rather than 

withdrawing completely, most mothers continued to engage with their daughters, even if their 

support was reluctant or conditional. Unlike fathers, whose rejection often manifested through 

silence or financial cutoffs, mothers voiced their emotions openly, expressing their fears about 

their daughter's futures. However, this disappointment was often accompanied by continued 

caregiving, showing a complex emotional duality of a struggle between societal expectations 

and maternal instinct to provide support. One adolescent captured this tension in her mother's 

response: 

“My mom said she was disappointed because I was pregnant, but she said she would 

continue doing things and support me” (Participant 8, 16 years old). 

Another participant shared a similar contradiction of emotions from a mother: 

“My mother was shocked and shouted at me, she said I must not come back home where 

I was born, I must stay with the man that pregnant me, because my mother loves me, 

she always gives me a call and checks if I am okay with the baby, I don't know if she 

will change when I go home to Mozambique” (Participant 2, 18 years old). 

While some mothers gradually shifted from disappointment to acceptance, others initially 

refused to engage with their daughters' pregnancies, either discouraging antenatal visits or 
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refusing to take an active role in their care. One participant shared how her mother's refusal to 

support her through antenatal visits heightened her anxiety: 

“My mother said she was not going to be part of my pregnancy; she was 

not going to come with me to the clinic” (Participant 10, 19 years old). 

These reactions suggest that while mothers were often the first to express disappointment, they 

also remained the most likely parental figures to provide eventual support, even if that support 

was strained or conditional. 

For a few participants, pregnancy resulted in total rejection from both parents and extended 

family, leaving them without emotional or material support. This complete alienation often led 

to homelessness, financial instability, and deep emotional distress. One adolescent, unable to 

face her parents' disappointment, ultimately left home: 

“I'm no longer staying with my parents. I'm staying alone. It was very difficult to face 

my parents' disappointment and let them down” (Participant 10, 19 years old). 

Another participant described how her father's rejection led to a deep sense of emotional 

neglect, intensifying the isolation that she felt: 

“I was dealing with the emotions of being rejected by my parents. You know how it feels 

to be rejected by your parents.  I felt neglected” (Participant 7, 18 years old). 

While some adolescents faced rejection from their immediate families, others found support in 

extended family members or peers, who became their primary sources of emotional reassurance 

and material assistance. One adolescent, whose father initially rejected her, found comfort in 

her aunts and uncles, who embraced her pregnancy with excitement. She reported as follows: 

“I have my uncles and aunts and my mother around here in South Africa, and they are 

excited. They always ask me when I am due for delivery—they are waiting to see him” 

(Participant 12, 19 years old). 

Others turned to friends for emotional support, particularly when their parents refused to engage 

with them. One participant described how a friend played a crucial role in repairing her 

relationship with her family: 

“I feel a new friend helped me a lot because if she didn't talk to my parents, I was going 

to give birth without my parents talking to me” (Participant 15, 18 years old). 
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Overall, when adolescents faced both financial and emotional rejection, their options for coping 

with pregnancy became severely limited, often leading to delayed antenatal care, unstable living 

conditions, and increased stress. The divergent reactions of fathers, mothers, and extended 

family members highlight the complex emotional and social landscape of adolescent 

pregnancy. Fathers were likelier to react with silence or financial punishment, while mothers 

expressed disappointment but often remained engaged. In some cases, adolescents faced 

complete rejection, while others found support in extended family or peers.  

These experiences reveal that while immediate family rejection was common, support was 

sometimes found elsewhere, allowing adolescents to navigate pregnancy despite initial 

adversity. 

3.3.2.2. Community and peer reactions to adolescent pregnancy: judgment, stigma 

 

While family reactions played a central role in shaping adolescents' experiences of pregnancy, 

the broader social environment, including community members and peers, also had a profound 

impact. For many participants, community responses were harsh, judgmental, and isolating, 

reinforcing the stigma attached to early motherhood. Some adolescents found partial 

acceptance, while others were met with outright hostility. Meanwhile, peer relationships 

emerged as a double-edged sword, while some friendships deteriorated under the weight of 

judgment, others became crucial sources of social support. This section explores the stigma, 

gossip, and scrutiny imposed by communities, followed by an examination of the complex role 

of peers in the adolescent pregnancy experience. 

For many participants, pregnancy brought an immediate shift in how they were perceived within 

their communities. Instead of being treated with compassion, adolescents were often subjected 

to judgmental remarks, gossip, and a sense of social alienation. Pregnancy, particularly among 

unmarried adolescents, was viewed as a violation of moral and social expectations, and many 

pregnant adolescents were shamed for being irresponsible, immature, or reckless. One 

participant recalled how members of her community doubted her ability to care for her child 

and reflected on the expectation that they prioritize education and personal development over 

motherhood, hence reinforcing the belief that early motherhood equated to a loss of future 

potential. She noted that: 

“Other community members were saying they would see how I was going to maintain my 

baby. Some said I was too young to have two babies, that I rushed to have children, and 
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that I should have gone to school, been educated, and become someone big first” 

(Participant 12, 19 years old).  

These sentiments were private thoughts and actively expressed through gossip and social 

exclusion. Expecting adolescents to follow the traditional route of having children, led to 

resentment and disappointment among some community members. One participant described 

how gossip followed her throughout her pregnancy, reinforcing her sense of shame: 

“The community is always gossiping, saying how can I have a second child when the 

first one is still young, and I'm not even married” (Participant 10, 19 years old). 

For most participants, pregnancy marked a symbolic loss of innocence, triggering 

disillusionment from those who once saw them as 'good girls'. One participant recalled how her 

return to the community was met with disappointment rather than acceptance: 

“Some people in the community didn't care; others didn't believe that I would have a 

baby. Some were saying I left with the virgin girls and came back with a child, and they 

were disappointed in me” (Participant 11, 16 years old). 

This form of public scrutiny and stigma created psychological distress, leaving many 

adolescents feeling isolated and unwelcome in spaces they once belonged to. Some adolescents 

avoided public spaces, community gatherings, and healthcare facilities due to the fear of being 

recognized, judged, or humiliated. One adolescent described how she actively avoided 

interacting with others due to fear of public shame: 

“I was scared of people who would look at me in a funny way” (Participant 15, 18 years 

old). 

The reactions of friends and peers were particularly complex. Some adolescents lost friendships 

due to judgment and social distance, while others found unexpected solidarity. In many cases, 

peers echoed the same societal stigma as the broader community, reinforcing the narrative of 

irresponsibility. One participant recalled how her closest friendship was irreversibly changed 

by her pregnancy, resulting in an unspoken distance between them: 

“She was no longer there like before… there was a distance of some sort” (Participant 

15, 18 years old).  

Friendship loss was particularly painful because, for many adolescents, peers had been a 

primary support system before pregnancy. The sudden withdrawal of friends signified social 
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rejection and the loss of a trusted emotional outlet. This form of peer-based exclusion was 

especially damaging for those who had already faced family rejection, leaving them with no 

safe space for emotional expression. 

3.3.3.3. Emotional well-being and coping strategies 

 

For many pregnant adolescents, the emotional burden of pregnancy extends far beyond the 

initial shock and fear of disclosure. Feelings of stress, guilt, and emotional distress were 

commonly reported, with some participants describing persistent anxiety about their future, 

their families' disappointment, and the judgment they faced from their communities. These 

emotions were often exacerbated by uncertainty about how they would manage motherhood, 

continue their education, or financially support themselves. One adolescent described her 

overwhelming stress, noting how the realization of her situation weighed heavily on her: 

“I was so stressed. To have a baby while I'm still young, and my first child is still young” 

(Participant 10, 19 years old). 

For some, guilt and shame became consuming emotions, particularly when they felt that they 

had let down their parents or defied societal expectations. This distress sometimes led 

adolescents to consider desperate measures to undo their pregnancy, as one participant 

recounted: 

“I was always crying. I even asked my boyfriend to help me get an 

abortion because I wanted my parents to feel okay” (Participant 15, 18 

years old).  

However, over time, many adolescents found ways to cope with their emotional distress. Some 

turned to trusted individuals for support, including friends, romantic partners, or extended 

family members who provided reassurance. One participant noted: 

“My sister told me to stop blaming myself” (Participant 1, 19 years old). 

Others relied on personal resilience, attempting to adjust to their new reality despite ongoing 

challenges, as exemplified below: 

“I ignored the community's comments because I didn't want to stress myself” (Patient 

8, 16 years old). 

“I just kept quiet and calm myself down” (Participant, 18 years old). 
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Others expressed determination to attend antenatal care for the health of their babies, with one 

expressing the following:  

“What encourages me is that when I come to the clinic, they will check my stomach to see 

if my baby is moving and check my baby’s heartbeat”(Participant 10, 19 years old). 

Another shared a similar sentiment: 

“I want my baby to be healthy, that’s why I come regularly here”(Participant 12, 19 

years old).  

Many adolescents demonstrated personal motivation to prioritize their baby’s health by 

keeping their appointment to collect HIV treatment to prevent mother-to-child transmission. 

Another added: 

“Because of my HIV condition, I have to come to collect pills to prevent my baby from getting 

an infection” (Participant 6, 18 years old). 

The presence or absence of a support system played a crucial role in determining how well 

adolescents managed the emotional impact of pregnancy. Those with understanding partners, 

supportive relatives, or close friends reported feeling more capable of handling their situation. 

In contrast, those who faced family rejection and social isolation experienced prolonged 

emotional distress and uncertainty. 

3.4. Constraining factors to accessing ante-natal care services by 

pregnant adolescents 

3.4.1. Attitudes of nurses  

 

Most participants reportedly encountered significant challenges when seeking antenatal care, 

shaped by fear of judgment, misinformation, systemic inefficiencies, and inadequate support 

from healthcare providers. While antenatal care is a critical component of ensuring maternal 

and infant health, participants' experiences revealed multiple barriers that discouraged them 

from seeking timely and consistent medical attention. 

A dominant theme in most participants' accounts was fear of judgment from healthcare workers, 

particularly nurses. Many of them perceived healthcare facilities as spaces of moral scrutiny 

rather than support, which made them hesitant to attend antenatal check-ups. Several 

participants expressed anxiety about how they would be treated, with one stating: 
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“I didn't want to go to the clinic because I feared the nurses would judge me” 

(Participant 6, 18 years old). 

Another participant shared similar concerns, explaining how she avoided clinic visits due to 

anticipated verbal reprimands from healthcare workers. She noted: 

“I thought the nurses would ask me, 'As young as you are, you fell 

pregnant.' I was avoiding such talks” (Participant 15, 18 years old).  

These fears were not unfounded, as several participants experienced direct judgment from 

nurses, often in harsh remarks, scolding, or dismissive attitudes. One adolescent recounted an 

interaction that heightened her fears about her baby's health. She expressed as follows: 

“The nurse shouted at me for attending the clinic late in my pregnancy and made me 

worry about the baby being crippled (disabled) because I started attending late and 

didn't take the pills at the beginning. The nurse said, 'What if your baby doesn't grow 

or becomes a cripple” (Participant 8, 16 years old). 

3.4.2. Language barriers to accessing antenatal care 

 

Adolescents who cannot communicate in dominant local languages, such as Zulu or English, 

reported feelings of ridicule, exclusion, and diminished dignity, as well as confidentiality during 

clinic consultations. Such experiences act as a systemic barrier that promotes evidence of 

language mismatch between a patient and the health-care provider, limiting access to timely, 

patient-centered maternal care.  

A different participant commented: 

“I remember one woman who couldn’t communicate in either Zulu or English but only 

spoke in Portuguese, the nurses laughed and made jokes about what she was saying 

instead of helping her. They even joked about the numbers she gave when explaining 

her pregnancies. She didn’t realize they were laughing, but I could hear it, and it didn’t 

sit well with me.  In the end, I offered to interpret for the nurses. Still, I felt it was unfair 

because eventually I knew her personal issues” (Participant 13, 16 years old). 
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3.4.3. Lack of health education and inadequate quality of care 

 

Further factors influenced the extent of some participants’ health-seeking behavior. Some 

participants delayed attending antenatal clinics due to false information from family members 

or the community. One adolescent recalled receiving misleading advice from her cousin: 

“My cousin suggested that I stop going to the clinic and only go when my belly is visibly 

big. She said they would do an operation on me” (Participant 2, 18 years old). 

Similarly, a few participants were told that they needed specific documents, such as passports, 

to access healthcare, discouraging them from visiting clinics early in their pregnancy. One 

participant reported the following: 

“My friend advised me to get a passport so I could access healthcare” (Participant 14, 

18 years old). 

This apparent gap in health education further alienated adolescents. Many participants noted 

that they were simply handed pamphlets without explanation instead of active, personalized 

guidance. One participant expressed frustration at this lack of engagement: 

“They only give us papers instead of teaching and explaining. They have never included 

any information about pregnancy in those papers” (Participant 8, 16 years old). 

Other participants reported receiving no health education at all, which made them feel 

uninformed and unprepared for pregnancy, while others feared attending clinics due to this 

limited knowledge about medical procedures. One participant noted as follows: 

“They never gave me any information” (Participant 10, 19 years old). 

While another illustrated this lack of information and revealing how misconceptions about 

childbirth exacerbated her fear of seeking antenatal care. They noted: 

“I was scared that when I went to the hospital, the doctors would cut my tummy and do 

an operation so that I could give birth. Then I thought I might die, and I was scared of 

that”. (Participant 11, 16 years old). 

The absence of comprehensive antenatal education left adolescents feeling uncertain about how 

to navigate their pregnancy, reinforcing their dependence on unreliable sources of information 

from family or the community. 
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3.4.4. Clinic operating hours and scheduling system 
 

Systemic barriers within healthcare facilities further exacerbated the challenges of accessing 

care. Many participants described long waiting times, inadequate scheduling systems, and 

inconsistent availability of nurses, all of which contributed to frustration and discouraged them 

for the return visits. One participant described being turned away after arriving late, which made 

her hesitant to return: 

“The nurses turned me back because I came late, which made me feel so sad. I didn't 

want to come back again” (Participant 12, 19 years old). 

Other participants highlighted nurses' inattentiveness, explaining how some prioritized personal 

activities over patient care, leaving pregnant adolescents feeling neglected and unimportant. 

Some participants expressed this as follows: 

“The nurse started attending to me from 9 am till 11 am. She would go up and down, 

busy with her phone. At that time, there were still other people waiting after me” 

(Participant 9, 19 years old). 

Another added:  

“I saw one nurse who was busy with their WhatsApp while patients were waiting 

outside. She wasn't attending to them, just sitting there with her phone”. (Participant 

11, 16 years old). 

The lack of streamlined appointment systems was another commonly cited frustration. Several 

participants who missed their scheduled appointments, often due to family emergencies, school, 

or work obligations, were met with resistance when attempting to reschedule. One adolescent 

described how rigid scheduling forced her to miss work, highlighting the lack of flexibility for 

pregnant adolescents juggling multiple responsibilities: 

“When you are working and can't come on the scheduled day, they tell you to tell your 

boss you're going to the clinic”. I came here on Monday after informing my boss on 

Friday, but they turned me back, saying I was supposed to come on Tuesday (Participant 

12, 19 years old). 

Another participant added: 

“Like for instance when we come to the clinic for check-ups the nurses give the date 

for our next visit, if that date you are writing exams and you ask them to give you 
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another date, they don't agree and tell you that they will give you a form to take it to 

school indicating that you started at the clinic, immediately after here you need to go 

to school and they tell you that they will not allow you to do as you wish by choosing 

your own appointment date ” (Participant 13, 16 years old). 

3.4.5. Limited interfacility emergency transportation 
 

Financial and logistical barriers further complicated access to healthcare services. Some 

adolescents struggled to afford clinic transportation, particularly when referrals required them 

to travel to larger hospitals without formal transport arrangements. One participant expressed 

frustration about the lack of interfacility transport, which placed a financial burden on already 

vulnerable pregnant adolescents. She expressed that: 

    “The nurses said I must provide for my transport when I was transferred to 

Bara5, and there was no money, so we had to hustle for transport money” 

(Participant 8, 16 years old). 

Other participants shared similar concerns, emphasizing how the absence of ambulance services 

or clinic- organized transport forced adolescents to make difficult decisions about seeking care: 

“The issue of not calling an ambulance discouraged me a bit. I even thought of going 

to another clinic, but I said maybe things would be better” (Participant 1, 19 years old). 

The overwhelming challenges faced by pregnant adolescents in healthcare facilities reveal a 

system that is often unwelcoming and difficult to navigate. Fear of judgment and mistreatment 

by healthcare providers, misinformation from social networks, long waiting times, rigid 

scheduling policies, limited emergency transport services, and inadequate health education 

collectively discouraged pregnant adolescents from seeking timely antenatal care. 

3.5. Facilitators to accessing antenatal services by pregnant adolescents 
 

3.5.1. Geographical proximity to antenatal services 

While many adolescents faced barriers to accessing antenatal care, some participants reported 

factors that made healthcare facilities more accessible and less burdensome, particularly 

regarding clinic proximity. These facilitators reduced the impact of transportation costs and 

financial constraints, which were major obstacles for many pregnant adolescents. 
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For most participants, the geographic location of healthcare facilities played a crucial role in 

determining whether they could regularly attend antenatal appointments. Participants who lived 

within walking distance of clinics found it easier to seek care, as they did not have to worry 

about transportation expenses or needing someone to accompany them. Several participants 

highlighted this convenience, explaining that proximity allowed them to attend check-ups 

without financial stress. They noted the following: 

“I walk to the clinic; I don't need bus fare” (Participant 10, 19 years old). 

“I don't stay far from the clinic; I just walk” (Participant 14, 18 years 

old). 

“I don't need money to come to the clinic. I walk to the clinic because I'm not staying 

far from the clinic” (Participant 2, 18 years old). 

3.5.2. Free antenatal care services 

Beyond clinic proximity, free antenatal care services alleviated financial stress for many of the 

participants, enabling them to seek care without worrying about out-of-pocket costs. 

Participants widely appreciated that healthcare services were provided at no charge, removing 

a potential financial barrier that could have discouraged clinic attendance. One participant noted 

that the services were free.  

“The services are given for free here” (Participant 2, 18 years old). 

Another participant reinforced this point, explaining that she would have struggled to access 

medical attention if she had been required to pay: 

“The services they give me are free, I don't pay. I wouldn't have money to pay. I would 

request that they rather refer me to a hospital that doesn't need me to pay” (Participant 

12, 19 years old). 

Free antenatal care helped mitigate financial burdens. It ensured that pregnant adolescents could 

receive essential maternal health services. 
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3.5.3. Supportive and information sharing health care providers 

Some participants described supportive, respectful, and reassuring nurses, encouraging them to 

engage with antenatal care. One participant shared how her first clinic visit set a positive tone, 

helping her feel comfortable despite arriving late. She said: 

“The attitude of the nurses was good on the first day, even though they said I should be 

back tomorrow because I was late. The nurses are friendly, respond to me with respect 

when I ask questions, and make conversation, asking how I feel and if I'm ready to be a 

mother. That made me feel free and comfortable” (Participant 1, 19 years old). 

One participant shared that nurses treated them well and did not discriminate based on 

nationality, fostering a sense of comfort and trust. She mentioned that: 

“The nurses are treating me very well, ever since I came here, they have been good to 

me, they did not discriminate against me because of my nationality, they were just 

friendly” (Participant 14, 18 years old). 

Several participants indicated the value of communication with the nurses and how the 

information provided allayed their fears. One adolescent shared how counselling helped her 

accept her HIV status and take control of her healthcare decisions: 

“I was sad about my HIV status, but nurses gave me counselling sessions, and now I 

have accepted and am taking the HIV pills” (Participant 6, 18 years old). 

Others highlighted the practical knowledge nurses provided, including dietary guidance, fetal 

monitoring, and preparation for labor. One participant described how learning about fetal 

movement helped her feel reassured about her baby's well-being: 

“Well, I learned a lot of things. The nurses taught me to check if the baby was kicking 

every day to show that the baby was alive” (Participant 13, 16 years old). 

Another adolescent recalled how nurses encouraged proper nutrition and early preparation for 

childbirth, offering practical advice that helped her feel more in control of her pregnancy. She 

noted that: 

“They said we must eat fruits and vegetables, like spinach, and not eat soil or ice. They 

also told us that when we are seven months, we must start packing the baby's stuff 

because we can give birth from that month, and we must always be ready and prepared” 

(Participant 15, 18 years old). 
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These positive interactions sharply contrast with the experiences of adolescents who felt 

belittled or unwelcome, showing that the quality of antenatal care largely depended on the 

attitudes of individual nurses rather than a consistent institutional standard. 

3.6. The implications of pregnancy on education and future aspirations 

One of the most significant long-term consequences of adolescent pregnancy was its disruptive 

effect on education. Many participants reported being forced to drop out of school, either due 

to financial constraints, lack of family support, or restrictive school policies that did not 

accommodate pregnant learners. For these adolescents, pregnancy not only brought immediate 

social and emotional challenges but also altered their prospects, limiting their ability to 

complete their education and pursue career aspirations. 

For some, the financial burden of pregnancy meant that continuing school was no longer an 

option. In cases where parents already struggled with school-related costs, the discovery of 

pregnancy often led to the withdrawal of financial support, particularly for transport to school. 

One participant explained how her father's reaction to her pregnancy resulted in her inability to 

attend school: 

“I dropped out of school because my father refused to pay for school transport after he 

found out I was pregnant” (Participant 15, 18 years old). 

A few faced institutional barriers, where school regulations required parental presence or 

additional care arrangements, making it difficult for pregnant adolescents to continue their 

education. One participant described how her school expelled her simply because her mother 

was unable to be present for her. She said the following: 

“The teachers chased me away. They said I must stay at home because my mother was 

not available to look after me at school” (Participant 8, 16 years old). 

3.7. Conclusion 

The findings from this study highlight the complex and multifaceted challenges that pregnant 

adolescents face in accessing antenatal care and maintaining their education. These challenges 

are shaped by family reactions, community stigma, healthcare experiences, and financial 

constraints, all of which influence their ability to successfully navigate pregnancy. However, 

the findings also indicate facilitators that encouraged and enhanced the experience of ANC 

services by adolescents. This included factors such as support from family, proximity, 

supportive healthcare professionals, and free healthcare services. The findings further illustrate 
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that pregnant adolescents' experiences in healthcare facilities are highly variable, with some 

receiving excellent care while others feel neglected, judged, or uninformed. The key differences 

between positive and negative experiences stemmed from respectful and engaging nurses who 

fostered trust, while judgmental ones discouraged clinic attendance. Adolescents who received 

clear information on pregnancy, fetal health, and nutrition felt more empowered, whereas those 

who received little guidance remained uncertain and misinformed. Finally, transportation costs, 

a lack of ambulance services, and rigid scheduling made it difficult for some adolescents to 

consistently access antenatal care.  
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CHAPTER FOUR: DISCUSSION  

4.1. Introduction 
 

This study explored the experiences and perceptions of pregnant adolescents regarding their 

access to antenatal care (ANC) services in primary healthcare facilities in the City of 

Johannesburg, Gauteng Province. The findings illustrate a range of complex barriers that 

participants encountered while accessing care. Some of these include adverse familial and 

community responses to their pregnancy, the fear of judgment and rejection, negative 

encounters within healthcare settings, financial and logistical hurdles, educational disruptions, 

cultural restrictions, and various socio-demographic factors. Despite these obstacles, the study 

also identified several facilitators that enhanced the experiences of pregnant adolescents with 

ANC services. These included supportive family and peer networks, and health interventions 

tailored specifically for adolescents.  

This chapter discusses the main findings in relation to existing literature on pregnant 

adolescents' experiences of accessing ANC services in similar contexts and settings. It 

consolidates the key themes and sub-themes that encompass personal experiences, the 

challenges faced in accessing healthcare, the contrasting experiences within healthcare 

facilities, and the implications of pregnancy on education and future aspirations. 

4.2. Personal experiences of pregnant adolescents 

4.2.1. Pregnant adolescent's initial emotions upon discovering pregnancy 

 

This study found that most participants experienced emotional distress upon discovering their 

pregnancy, characterized by shock, fear, and anxiety. These findings align with Olajubu et al. 

(2021), who report that pregnant adolescents commonly experience psychological stress and 

anxiety due to stigma, rejection, and feelings of failure. The fear of ostracism often compels 

young women to keep their pregnancies a secret, delaying their access to ANC and increasing 

the risk of complications.  

A key theme that emerged from this current study was the reluctance of participants to disclose 

their pregnancy, mainly due to fear of family rejection and anticipated negative experiences in 

healthcare settings. A similar finding from a study by Smith et al. (2024) also illustrate similar 

emotional reactions experienced by pregnant adolescents. The study reported that participants 

described their initial reactions as shock, denial, and deep apprehension about how they would 
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be treated by both their families and healthcare providers  (Smith, Leach, and Rossouw, 2024). 

Similarly, Govender et al. (2020) found that adolescent mothers in South Africa face significant 

psychological distress driven by stigma, isolation, and fear of rejection from their families and 

communities. 

Beyond fear and anxiety, many participants in this current study reported guilt, despair, and 

feelings of unpreparedness for parenthood. Some considered abortion as a possible way to 

escape the responsibilities of early motherhood. This aligns with a study by  Bah  (2016), which 

noted that adolescent mothers frequently experienced emotional turmoil worsened by limited 

social support and uncertainty about their futures. They encounter several physical, 

psychological, mental, and social challenges (Bah, 2016). 

In the current study, another critical concern among participants was disappointing their 

families, particularly their parents, who often held high expectations for their daughters' 

education and career aspirations. This fear of letting down their families contributed to guilt 

and shame, making it difficult for them to seek support or disclose their pregnancies. In a study 

by Mathebula et al. (2022), many adolescents reported that their families reacted with shock 

and disappointment, as they had expected them to prioritize education and future career goals. 

4.2.2. Reactions to pregnancy: rejection, and support 

4.2.2.1. Contrasting parental reactions 

 

The reactions to adolescent pregnancy among families can vary significantly, highlighting a 

complex emotional landscape for the young individuals involved. Many participants in this 

study reported fears about disclosing their pregnancies due to anticipated negative responses 

from their parents, such as shame and rejection, which often stem from cultural and societal 

expectations. While some faced outright rejection and disappointment from their families, 

others received reluctant or even full support. Generally, parents, other family members, as well 

as neighbors blamed adolescents for becoming pregnant and were initially hesitant to offer 

assistance to them (Kotoh et al., 2022). 

It was common for family members to attribute blame to the adolescents, with cultural 

perceptions framing teenage pregnancy as a violation of family honor. A similar sentiment was 

described in a study by Tyumre et al. (2020), which highlighted that those cultural expectations 

also played a role, with some parents not accepting or perceiving teenage pregnancy as a 

violation of family honor. 
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The findings in the current study indicate that initial reactions from parents involved anger and 

denial, sometimes transitioning into reluctant support as time passed. In this study, the findings 

show that in more extreme situations, some participants encountered severe familial conflict, 

including violence and financial withdrawal from their families, particularly affecting 

relationships with their fathers. Ilika et al. (2004) report that 97% of unmarried pregnant 

adolescents in Nigeria experienced violence, verbal abuse, or economic withdrawal from a 

family member.  

Interestingly, the findings in this current study revealed that despite a prevalent trend of 

emotional and financial distancing, few participants reported instances where fathers provided 

immediate support, challenging the traditional view of paternal disengagement in such 

situations. According to Mabetha et al. (2022), this support was linked to better antenatal care 

attendance among pregnant adolescents, as social support from immediate networks, especially 

fathers, plays a significant role in fostering positive engagement with pregnancy-related 

changes. Ultimately, the findings in this study underscore the contrasting responses from 

families and the critical influence of parental attitudes in shaping the experiences of adolescents 

facing pregnancy. Research by Erasmus et al. (2020) also indicates that community stigma and 

parental rejection could intensify the emotional toll on pregnant adolescents, potentially leading 

to lower attendance at antenatal care due to the distress caused by parental disapproval. 

4.2.2.2. Community and peer reactions to adolescent Pregnancy 

 

The findings in this study reveal a significant influence of community stigma on adolescents 

experiencing pregnancy. Most participants frequently reported facing verbal abuse, such as 

gossip and exclusion from social circles. This aligns with the findings from a study by Erasmus 

et al. (2020), which highlights how stigmatization leads to feelings of isolation and 

psychological distress among young mothers. 

Additionally, in the current study, the fear of judgment emerged as a primary factor contributing 

to delayed disclosure of pregnancy and attendance at antenatal care. Alemayehu et al. (2010) 

found similar sentiments among young mothers who believed that society held a negative view 

towards premarital pregnancy. The fear of judgment often prevented pregnant adolescents from 

openly discussing their situations or seeking necessary medical care (Alemayehu, Haidar, and 

Habte, 2010). Overall, these findings illustrate the emotional challenges faced by adolescents 

considering societal perceptions surrounding pregnancy. 
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4.2.2.3.  Emotional Well-being and coping strategies 

 

The findings in this study indicate that the participants experienced significant psychological 

stress due to their unpreparedness for pregnancy at a young age. This stress was compounded 

by the stigma associated with being visibly pregnant, which led some adolescents to withdraw 

from their social circles to avoid negative attention. The current study’s findings show that 

community rejection was often internalized, prompting self-isolation as a protective 

mechanism, causing some participants to withdraw from their usual environments to escape 

negative attention. This suggests that community rejection was not always explicit but often 

internalized, causing adolescents to self-isolate as a defense mechanism. Research by 

Ntshayintshayi et al. (2022) supports this, noting that many participants in their study preferred 

to stay indoors during their pregnancies to escape judgment and mockery.   

Participants in the current study commonly reported emotions such as guilt, self-blame, and 

disappointment, worsened by uncertainties surrounding motherhood and the fear of adding 

burdens to their families. These feelings created a heavy psychological strain, adversely 

affecting the mental and physical health of pregnant teenagers who struggled to cope with 

unexpected life changes. Despite these challenges, some participants demonstrated resilience 

by ignoring judgmental comments or seeking support from partners, family members, and 

friends. A study by Mabetha et al. (2022) emphasizes that supportive relationships significantly 

enhance feelings of comfort, joy, and positive self-awareness during pregnancy. Such support 

helped participants bond with their unborn babies and fostered increased acceptance of their 

pregnancies, ultimately promoting emotional well-being (Mabetha et al., 2022). 

4.3. Experiences of pregnant adolescents accessing healthcare facilities 

4.3.1. Constraining factors to accessing ante-natal care services by pregnant 

adolescents 

4.3.1.1. Attitudes of nurses, lack of education, and inadequate quality of care 

 

The findings in the current study identified multiple barriers that hinder pregnant adolescents 

from accessing ANC services, with negative interactions with HCWs emerging as a significant 

challenge. Most participants reported experiencing judgmental attitudes, dismissive behavior, 

and inadequate quality of care, discouraging them from seeking timely medical attention. These 

findings are supported by Erasmus et al. (2020), who report that healthcare workers’ stigma and 

judgmental attitudes prevent adolescents from attending ANC. They reported that many 
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participants delayed their ANC bookings or avoided follow-up visits due to prior negative 

encounters with HCWs, who made them feel unwelcome, embarrassed, or morally judged. 

These findings highlight the critical influence of healthcare workers in shaping adolescents' 

perceptions of ANC services. When HCWs provide emotional support, engage in open 

dialogue, and offer non-judgmental care, adolescents feel empowered and more comfortable 

accessing services (Govender, Taylor, and Naidoo, 2020). Conversely, stigma and 

discrimination within healthcare settings create an environment of exclusion, making young 

mothers hesitant to seek the necessary care (Erasmus et al., 2020). 

The presence of unsupportive or judgmental HCWs is particularly detrimental, as it reinforces 

feelings of shame and isolation, ultimately contributing to poor maternal health outcomes  

(Erasmus, Knight, and Dutton, 2020). Beyond interpersonal challenges, structural barriers also 

limit ANC access to pregnant adolescents. Most participants in this current study reported 

concerns about the lack of privacy in healthcare facilities and the absence of adolescent-friendly 

services, both of which deterred them from seeking care. These concerns are consistent with 

findings from a study in Uganda by Rukundo et al. (2015), who highlight that the lack of youth-

focused clinics and insufficiently trained HCWs contribute to substandard service care and 

heightened stigma. Additionally, Tolossa et al. (2024) state that, due to a lack of privacy and 

confidentiality, many adolescents fear that their pregnancy status would be disclosed to their 

communities, discouraging them from attending ANC. 

Overall, the findings in this study emphasize the urgent need for healthcare reforms that 

promote adolescent-friendly ANC services, including confidentiality, respectful quality care 

treatment, and HCW training on adolescent-sensitive care. Addressing these barriers would 

improve trust in healthcare systems and encourage more pregnant adolescents to seek essential 

maternal care. 

4.3.2. Facilitators to accessing antenatal services by pregnant adolescents 

4.3.2.1. Clinic proximity and free antenatal care services  

 

Despite existing barriers, the current study’s findings highlight several key facilitators that 

enable pregnant adolescents to access ANC services. Notably, proximity to healthcare clinics 

and free antenatal care availability appeared to encourage appointment attendance. Most 

participants living closer to health facilities were more likely to utilize ANC services. Worku 

et al. (2016) highlight that the use of ANC was significantly influenced by factors such as: the 
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mother’s age, the longer distance to the health facility, and the poor quality of ANC services 

provided at health facilities. 

Most of the participants in the current study stated that free health services encouraged them to 

visit ANC services and that if they were compelled to pay, they would be unable to afford 

payment for obtaining ANC care.  Conversely, high out-of-pocket expenses for prenatal care, 

including consultation fees, medications, and transportation, often deter women from seeking 

necessary maternal healthcare (Hackett et al.., 2019). Similarly, Abdiwali et.al. (2024) cited 

that affordable ANC services and the provision of nutritional supplements at MCH facilities 

were identified as key factors encouraging ANC use. Participants noted that reducing financial 

barriers could improve service uptake. However, findings in this study also identify 

encouraging factors that promote ANC attendance among adolescents.  

Family support, flexible appointment schedules, the availability of emergency transportation, 

and positive attitudes from healthcare workers were highlighted as crucial facilitators. This 

aligns with research findings from Shee et al. (2021), which indicate that respectful and 

welcoming interactions with staff can lead to increased engagement in ANC among adolescents. 

Shee et al. (2021) also support that appointment flexibility and emergency transport assistance 

played a crucial role in ANC attendance.  

In the current study flexible appointment options, positive staff attitude, and emergency 

transport assistance were emphasized as vital for improving attendance rates. In summary, 

while challenges in accessing antenatal services persist, supportive environments and logistical 

considerations play significant roles in enhancing the healthcare experiences of pregnant 

adolescents. 

4.4. Contrasting experiences of pregnant adolescents in healthcare 

facilities 

4.4.1. The role of healthcare workers in providing information and emotional support 

 

The experiences of most participants in this study vary based on their interactions with HCWs. 

Some participants reported positive experiences, noting that supportive HCWs provided quick 

ANC services, emotional support, and essential health education. These positive interactions 

often increased ANC visit continuity and reduced the sense of isolation during pregnancy. In 

contrast, negative experiences were characterized by long wait times, delayed clinic opening 

hours, and feelings of being ignored or shamed, which discouraged some adolescents from 
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attending ANC. A study in South Africa by Smith et al. (2024) reinforces these observations, 

highlighting that factors like fear of verbal aggression, poor communication from staff, and 

extended waiting periods could hinder access to ANC services. Similarly, a study in Ethiopia 

by Alemayehu et al. (2010) indicates that adolescent mothers who received support from 

healthcare providers had higher rates of ANC attendance than those who encountered stigma. 

In the current study, some participants reported nurses’ practical expertise in ANC including 

nutritional and HIV counseling, fetal monitoring, and labor preparation played a critical role in 

promoting health literacy and alleviating anxiety among pregnant adolescents. Some 

participants emphasized that gaining awareness of fetal movement provided reassurance 

regarding their baby’s well-being, while psychosocial counseling was instrumental in 

facilitating acceptance of their HIV status. Dewidar et al. (2023) reported that a balanced diet 

during pregnancy is crucial for the health of the mother, successful pregnancy outcomes, and 

healthy fetal development. The most effective interventions to reduce transmission from mother 

to child depend upon a woman knowing her HIV status, and that, in turn, depends upon the 

availability of information, counseling, and voluntary testing services (UNAIDS, 2001). 

Overall, the experiences of pregnant adolescents in healthcare settings are deeply influenced by 

the level of support and communication they receive from HCWs.  

4.5. The implications of pregnancy on education and future aspirations 
 

Pregnancy significantly impacts education and future aspirations for many young women. The 

findings in this study reveal that many participants experienced disruptions in their educational 

and career goals due to pregnancy, leading to heightened stress and uncertainty. Many 

participants faced the difficult decision of dropping out of school, often influenced by 

unsupportive family environments, restrictive school policies, and stigma from peers and 

educators. This reflects the conclusions of East and Barber (2014), who note that pregnant 

adolescents with high educational aspirations typically encounter considerable distress and 

parenting challenges arising from the conflict between their academic ambitions and the 

responsibilities of motherhood. 

Most participants experienced the stigma surrounding teenage pregnancy as pervasive, 

emanating not only from peers but also from the educational system and society at large 

resulting in school dropouts.  East and Barber (2014) highlighted that this stigma not only comes 

from peers but also from educators and society in general. Similarly, Willan (2013) notes that 

school policies are understood and carried out by principals, governing bodies, and teachers, 
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with community and family influences playing a role creating room for individuals to bring 

their morals and values into how the policies are applied. The policy environment generally 

supports allowing pregnant teenage girls to stay in school and return after giving birth, but poor 

implementation and subjective interpretations create significant barriers, making it difficult for 

them to do so in practice (Shefer and Morrell, 2013). The findings in this study illustrate the 

need for a more supportive and understanding approach within educational institutions to help 

pregnant adolescents navigate their challenges. 

4.6. Limitations of the study  
 

While this study provides valuable insights into the experiences of pregnant adolescents 

accessing ANC, several limitations should be acknowledged. Ethical and logistical challenges 

affected participant recruitment. Since many pregnant adolescents are minors, obtaining 

parental or guardian consent was difficult, leading to potential selection bias. Adolescents who 

lacked family support or who had particularly negative experiences may have been less likely 

to participate, potentially skewing the findings. Another limitation is the reliance on self-

reported experiences, which introduces the possibility of recall and social desirability biases. 

Participants may have altered or downplayed their responses due to fear of judgment or 

difficulty of accurately recalling past experiences. To mitigate this limitation, the researcher 

reassured the participants that all that they expressed was confidential and that no harm was 

going to be posed to them.  

In addition, the study primarily focuses on pregnant adolescents’ perspectives without including 

the viewpoints of healthcare providers, policymakers, or educators. Understanding the 

challenges HCWs face in providing adolescent-friendly care could provide a more holistic view 

of the barriers within the healthcare system. Lastly, the study was conducted within a single 

sub-district, limiting its ability to capture regional variations in healthcare access and socio-

cultural attitudes toward adolescent pregnancy. Despite this limitation, the findings provide 

empirical evidence of the layered experiences of pregnant adolescents which can be applied to 

similar settings. 
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CHAPTER FIVE: CONCLUSION AND RECOMMENDATIONS 
 

5.1. Introduction 

 

This chapter provides the conclusion as synthesized from the findings of this study. It 

further provides recommendations on ways to improve ANC services targeting pregnant 

adolescents in PHC facilities. The recommendations reflect aspects that have been drawn 

from the findings, including aspects that build on those factors. The chapter then discusses 

the implications for future research.  

5.2. Conclusion 
 

One of the key findings in this study reveals that despite the availability of free maternal 

healthcare services for ensuring positive maternal and neonatal health outcomes, pregnant 

adolescents face numerous challenges that hinder their access to timely and quality antenatal 

care. The study's findings are closely related to SDG Goal 3, which promotes healthy lives and 

fosters well-being for all people, regardless of age. Target 3.1 is primarily designed to reduce 

global maternal death rates and ensure that all women, including adolescents, have access to 

quality maternal healthcare services (Eckert et al., 2022). The findings in this study underscore 

the need for a more adolescent-responsive health system. In alignment with the WHO’s (2018) 

ANC model, which recommends a minimum of eight ANC contacts during pregnancy, 

delivered in a respectful, person-centered manner, there is a clear gap in meeting international 

standards (WHO, 2018). 

 

Secondly, this study illustrates health system-related barriers such as staff shortages, negative 

attitudes from healthcare workers, and prolonged waiting times significantly hinder adolescent 

ANC access. It was highlighted how overburdened healthcare workers often provide rushed 

consultations with minimal counseling, which discourages pregnant adolescents from regularly 

attending ANC services. This study further highlights that pregnant adolescents face structural 

barriers such as inflexible clinic hours and a clinic appointment system. Pregnant adolescents 

struggle to balance ANC visits with school or work commitments, as clinics often operate strict 

weekday schedules that do not accommodate adolescent needs. This correlates with Williams 

and Garrido (2016), who states that participants reported not being able to leave school to attend 

appointments, with inflexible attendance requirements and inflexible clinic hours serving as a 
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barrier to seeking care for school-age participants (Williams and Garrido, 2020). The 

interruption of schooling ultimately perpetuates socio-cultural and economic implications, 

where young mothers face future unemployment, contributing to barriers in accessing adequate 

maternal healthcare services (Banke-Thomas et al., 2020 ). In the context of the NHI, the goal 

of universal health coverage is undermined if marginalized groups such as pregnant adolescents 

continue to face structural and interpersonal barriers. The study’s findings suggest that unless 

health system reforms incorporate youth-specific needs, the NHI’s promise of equity and 

inclusivity will not be realized.  

Thirdly, stigma and social barriers were indicated in this study by the adolescents who 

experienced family rejection and community stigma, which led to delayed pregnancy disclosure 

and low ANC attendance. This corresponds with the study conducted by Dahab and Sakellariou 

(2020), which found that adolescents face unique challenges related to socio-economic status, 

cultural norms, stigma, healthcare system inefficiencies, and psychological barriers that lead to 

delayed initiation, inconsistent attendance, or complete avoidance of ANC (Dahab and 

Sakellariou, 2020). 

The findings in this study suggest that the immediate reaction of pregnant adolescents includes 

emotional distress such as shock, fear, denial, uncertainty, and social isolation. The reactions of 

pregnant adolescents correlate with those explained by Govender et al. (2020), who found that 

adolescent mothers in South Africa face significant psychological distress driven by stigma, 

isolation, and fear of rejection from their families and communities (Govender et al., 

2020).These findings further align with those reported by Moganedi et al. (2024), who 

highlighted that adolescent mothers encounter psychological challenges, including social 

withdrawal and community rejection. The transition into motherhood is associated with various 

emotional and psychological distress factors, such as heightened anxiety and concern, feelings 

of regret and frustration, experiences of guilt and shame, and increased social isolation 

(Moganedi and Mudau, 2024). This is a stark indication of the need for mental health care 

services geared at pregnant adolescents in PHC settings.  

South Africa’s maternal health framework emphasizes adolescent-friendly services, integration 

of mental health support, and accessibility, which remain inadequately implemented at the PHC 

level (Mokgaola et al. 2022). Although tangible integration of mental health care at the 

community level remains incoherent in LMICs (Eboreime et al., 2021), efforts to strengthen the 

integration of services that cater to adolescents’ unique needs have the potential to address the 
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mental health and well-being of pregnant adolescents. This has the potential to encourage their 

accessing of ANC services timeously.  

However, the findings in this study also identified facilitators of ANC accessibility for pregnant 

adolescents. This includes factors such as supportive family networks, proximity to healthcare 

clinics, free antenatal care availability, and flexible clinic appointment systems, which 

significantly encourage appointment attendance for healthcare services. These findings are 

supported by Gitobu et al. (2018), who report that cost and lack of support structures are 

deterrents to health facility delivery service utilization in Kenya, transport being the main cost 

driver, and thus free delivery services are a key approach to encouraging the use of healthcare 

services. 

5.3. Recommendations 
 

This study’s findings suggest a critical need for interventions that promote family acceptance 

to address family rejection, particularly among fathers and community figures who shape the 

adolescents’ experience. Strengthening family communication, providing emotional counseling 

for parents, and fostering supportive networks for pregnant adolescents could mitigate the 

harmful effects of rejection and improve antenatal care engagement and mental well-being. 

This study further highlights the urgent need for targeted interventions that address health 

system inefficiencies, socio-economic constraints, and societal stigma. In this regard, several 

recommendations could be considered to inform decision-makers on improving the experiences 

of pregnant adolescents in accessing ANC services.   

5.3.1. Strengthening health system-related barriers  

 

Findings from this study indicate that staff shortages and prolonged waiting times are significant 

barriers of ANC access in PHC facilities. The inadequate number of healthcare workers not 

only overburdens existing staff but also contributes to inefficient service delivery, ultimately 

discouraging pregnant adolescents from seeking timely ANC services. To address these 

challenges, it is recommended that the number of healthcare workers in PHC facilities be 

increased to reduce patient load and improve consultation times. By expanding the health 

workforce, facilities can enhance the quality of ANC services, allowing adolescents to receive 

adequate attention, counseling, and maternal health education during their visits. 
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This study further highlights the importance of training healthcare providers in adolescent-

friendly service delivery. Many adolescents in this study reported experiencing judgmental 

attitudes and inadequate support from healthcare workers, which negatively impacted their 

willingness to seek ANC. Implementing specialized training programs focusing on respectful, 

non-judgmental confidentiality, psychosocial support, and youth-centered approaches can 

foster a more inclusive and welcoming healthcare environment for pregnant adolescents. As 

South Africa rolls out NHI, adolescent health must be a priority. This study calls for dedicated 

NHI funding for adolescent-friendly services, monitoring systems, and improved coordination 

between PHC and community structures to uphold the principle of universal access. The 

recommendations of this study directly support SDG 3.1, which aims to reduce maternal 

mortality and ensure universal access to reproductive and maternal healthcare. Ensuring that 

adolescent mothers receive respectful, accessible, and quality ANC services is fundamental to 

achieving these global commitments. 

These interventions have the potential to improve ANC utilization rates and contribute to better 

maternal and neonatal health outcomes by ensuring that adolescent mothers receive the 

necessary care, guidance, and support throughout their pregnancy. 

5.3.2. Flexible clinic hours and digital health solutions 

 

The findings in this study demonstrated that many pregnant adolescents face difficulties 

balancing ANC attendance with demands of schoolwork, combined with the rigid operating 

hours of most PHC facilities, often leading to missed or delayed ANC visits. This challenge is 

particularly pronounced amongst pregnant adolescents who lack flexible schooling 

arrangements or who fear stigma from peers and educators when requesting time off for 

healthcare appointments. Considering these findings, flexible antenatal care appointment 

scheduling should be implemented to accommodate the needs of adolescents balancing 

pregnancy with the demands of schoolwork and the need to attend ANC visits.  Additionally, it 

is recommended that PHC facilities implement extended clinic hours, including after-school 

and weekend services, to better accommodate the schedules of pregnant adolescents. By 

offering ANC services outside regular school hours, adolescents can access necessary ANC 

services without disrupting their education. 

Moreover, leveraging digital health tools that resonate with younger people could be 

considered. Using SMS-based appointment reminders and mobile health applications can 

enhance adherence to ANC schedules, minimize waiting times, and improve service delivery. 
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5.3.3. Innovation to improve ANC access for pregnant adolescents 

 

The existing innovative Teen Mom connect application could be better implemented so that it 

is accessible, particularly in scarcely resourced communities such as rural areas, to enhance 

health-seeking behavior and empower adolescents with vital maternal and child health 

information. 

5.3.4.  Educational reintegration programmes 

 

The current study’s findings demonstrate that adolescents face stigma and discrimination within 

school settings, leading to absenteeism or dropout. Therefore, it is crucial to provide training 

for teachers and school staff to foster non-judgmental and supportive learning environments for 

pregnant learners by allowing them to continue their studies without fear of exclusion. 

Additionally, literature reveal that by strengthening Comprehensive Sexuality Education (CSE) 

programs in schools (CSE) into the school curriculum, adolescents can make informed choices 

about their reproductive health, thereby reducing unintended pregnancies and improving ANC 

engagement (Srikwan et al., 2024). 

5.3.5. Family, community rejection, and stigma 

 

The findings in this study reveal that family rejection and societal stigma significantly 

contribute to delayed pregnancy disclosure among adolescents, which, in turn, leads to reduced 

ANC uptake. Many pregnant adolescents in the current study reported fear of judgment, 

discrimination, or punishment from their families and communities, resulting in prolonged 

secrecy about their pregnancy. To mitigate these challenges, community-based health education 

should address common misinformation about pregnancy and antenatal care, improving early 

healthcare-seeking behavior. These programs should emphasize the health benefits of early 

ANC engagement, dispel harmful misconceptions about adolescent pregnancy, and encourage 

families to provide emotional and financial support to pregnant adolescents. 

By addressing these issues through targeted healthcare, educational, and community-based 

interventions, pregnant adolescents can receive the support they need to ensure better health 

outcomes for both them and their children. Community health workers can play a central role 

in linking pregnant adolescents to ANC services, while alleviating experiences of stigma in the 

community (Malapela, Mboweni and Risenga, 2024). Additionally, a lack of understanding 

about the risks associated with pregnancy and insufficient awareness of ANC services’ 
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significance limit adolescents' knowledge and engagement with these health services. 

Therefore, there is a pressing need for improved awareness programs to educate young mothers 

about the importance of regular ANC. 

5.4. Implications for future research 
 

The findings in this current study highlight critical gaps in the accessibility, utilization, and 

quality of ANC services for pregnant adolescents. While existing research has explored the 

barriers and facilitators of ANC in LMICs, this study underscores the need for targeted 

interventions that address systemic, social, and economic constraints affecting adolescent 

mothers, hence contributing to evidence-informed policies and interventions that improve 

maternal and neonatal health outcomes for adolescent mothers.  

Future research could mitigate reliance on self-reported experiences by participants, which 

introduces the possibility of recall and social desirability biases by triangulating data from 

multiple sources, such as healthcare workers, family members, or official clinic records. 

Expanding research to include multiple provinces, rural communities, sub-districts, and diverse 

healthcare settings would enhance the breadth and applicability of findings.  

Furthermore, innovative qualitative methodologies that allow young participants to express 

their experiences in ways that resonate with them should be explored. This includes the use of 

diaries to document the pathways of accessing ANC services by pregnant adolescents can 

provide the nuances in their experience of the health care system from the perspective of 

younger people. Ethnographic methods, such as participant and non-participant observations, 

can provide context-based factors, lived experiences of pregnant adolescents as they attempt to 

access ANC services.  

By acknowledging these constraints, future research can build on these findings, adopt more 

inclusive methodologies, and contribute to evidence-based interventions that improve 

healthcare access for adolescent mothers. 
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APPENDIX C: Interview Guide  

 

Facilitators and Barriers to accessing antenatal care experienced by pregnant adolescents 

in at Primary Health Care facilities at a district in the Gauteng Province  

 

  

Introduction   

Hello. My name is Hlubikazi Ntamehlo. I am a Master of Public Health student at the University 

of Witwatersrand.  Thank you for agreeing to be interviewed. The interview should take about 

45 to 60 minutes. Are you happy to start?  

I am turning on the audio recorder to capture the interview.  

Is that ok with you?  

1. Yes  

2. No  

  

A. PARTICIPANT CHARACTERISTICS  

First, I just want to ask you some questions about yourself.  

How old are you?    

Who do you currently live with?    

Do you attend school/work or other?    

If you attend school, what grade?    

If you do not attend school, what grade did you finish?    

If no to school, why did you leave school?    

  

B: EXPERIENCES OF PREGNANT ADOLESCENTS  

1. What were feelings or thoughts when you discovered that you were pregnant?  
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Probe:  

• Can you tell me if there was anyone available when you found out?  

• Can you explain the extent to which they were helpful in that experience?  

  

2. What was your experience after disclosing your pregnancy to your parents/guardian/the 

person you told?  

  

Probe:  

• How long did it take you to inform someone?  

• Why did it take you that amount of time?  

• Who did you inform first and why?  

• How did the way they responded make you feel?  

  

3. Tell me about your perceived reaction of the rest of your family and community?  

  

Probe:  

• How did the reaction from family make you feel?  

• To what extent was it easy to disclose to the rest of the family?  

  

4. Can you explain the extent to which you receive support from family members?  

  

Probe:  

• Who do you think supports you the most?  

• Can you describe how they support you?  

• To what extent were you helped to decide about going to a clinic? Please explain how 

they helped.  

  

C: PERCEPTIONS OF BARRIERS TO ACCESSING ANC SERVICES  

5. Can you tell me whether you decided to attend antenatal care?  

  

Probe:  

• If you decided to come, who helped you with that decision?   
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6. What was your experience of attending antenatal care visits.  

  

Probe:  

• What was the attitude of the nurses during your clinic visits?   

Tell me about the type of health information you received when visiting the clinic? (Adolescent 

specific guidance)  

• Tell me about how you felt when you first visited the clinic? Why did you feel that way?  

• To what extent did you feel judged by the health care professionals at the clinic?  

  

7. What are some of the things that make it difficult for you to get to antenatal care clinic?  

  

Probes:   

• What are some of the challenges that you experience in visiting antenatal care clinic, if 

any?  

• What would you consider as an unmet need for your age groups at antenatal services?   

• What are your experiences of waiting before you are attended by nurses?  

  

8. Tell me about any instances where you perceived the nurse’s questions or comments as 

upsetting or made you nervous.  

  

Probe:  

• Can you give me an example of these questions or comments?  

  

9. To what extent do you think the services rendered at antenatal clinic are beneficial to 

you? Give me an example.  

  

10. Can you think of any incidences in the clinic, whether by nurses or other staff members 

that affected your clinic visit?   

  

Probes:  

•  If you were ever demotivated or stopped attending, can you tell me the reasons? •  To 

what extent did it have to do with the nurses’ attitude/comments or treatment? Please tell me a 

bit more about what happened  
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11. Can you tell me about the extent to which you can afford to come to the antenatal care 

services?  

  

Probes:  

• To what extent do you sometimes have to pay for services rendered?  

• To what extent have you sometimes been referred to private doctors? If it has happened, 

why were you referred?  

• Who supports you financially currently?  

What are your thoughts/feelings regarding money involving travelling to the clinic  

  

D: PERCEPTIONS OF FACILITATORS TO ACCESSING ANC SERVICES  

  

12. Can you explain what enables you to attend antenatal services regularly?  

  

Probes:  

• To what extent was the attitude of the nurse during your attendance at the clinic a 

motivation?  

• To what extent are the nurses approachable when you need assistance at the clinic?  

• To what extent do you feel that you were given enough information to understand your 

pregnancy?  

• To what extent was the information that was given to you  helpful to gain knowledge 

about your pregnancy?   

• To what extent are the nurses reasonable in what you should do to promote health during 

your pregnancy? If not reasonable, please explain. What would make it reasonable?  

• To what extent are you given an opportunity to give input into your concerns?  

  

13. What would you suggest to the clinic to improve antenatal care services in this clinic?   

  

Thank you for giving me your views and experiences.  
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APPENDIX D – Consent form (for in-depth interview)  

 

Title of study: Facilitators and Barriers to accessing antenatal care experienced by adolescents 

in  

Primary Health Care facilities at the City of Johannesburg (COJ) district in the Gauteng 

Province.  

 

I have read the participant information sheet and the researcher has explained the study to me 

prior to the interview. The study is about exploring adolescent’s experiences of accessing 

antenatal care (ANC) services in Primary Health Care facilities in the COJ district in Gauteng 

Province.  

I understand that the researcher will be asking me questions related to the topic mentioned. I 

am aware that my responses will be written in a report which will be read in the future by those 

that are involved in the work of ANC care for adolescents, such as PHC nurses, those in the 

Department of Health, adolescents  who seek ANC care services and other agencies. My 

responses may be used as part of a publication or report that documents the experiences of 

antenatal care services. The information gathered will not be used for commercial purposes.  

I understand that the researcher/s involved in this study will make every effort to ensure 

confidentiality and that my name will not be used in the study reports, and that comments that 

I make will not be reported back to anybody else. I understand that the participation in the study 

is voluntary and I can withdraw at any stage. There will be no negative consequences if I decide 

not to participate or withdraw. I also understand that I do not have to answer any questions that 

I am not comfortable with and I can stop the interview at any time.  

  Yes (please tick) I agree to be interviewed   

  No (please tick) I do not agree to be interviewed  

Signature:    Date:   

 

Participant Name:  

  

Time:    

 (please print name)    

I certify that S/he apparently understood the nature and the purpose of the study and consents 

to the participation in the study. S/he has been given opportunity to ask questions which have 

been answered satisfactorily.  
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Signature:    Date:   

  

Designee/investigator’s 

name  

   

Time:    

 (please print name)    
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APPENDIX E - Consent Form (to be audio-recorded)  

 

Title of study: Facilitators and Barriers to accessing antenatal care experienced by adolescents 

in  

Primary Health Care facilities at the City of Johannesburg (COJ) district in the Gauteng 

Province  

I have read the participant information sheet and the researcher has explained the study to me 

prior to the interview. The study is about exploring adolescents’ experiences of accessing 

antenatal care services in Primary Health Care facilities in the COJ district in Gauteng Province. 

I am consenting to be audio recorded in the in-depth interviews.  

I understand that the interview will be audio-recorded, and the audio will be destroyed two 

years after the interview. The audio recording will only be accessed by the researcher and her 

supervisor. I am aware that the information gathered will be written in a report which will be 

read in the future by those that are involved in the work of adolescents’ antenatal care services.  

I understand that the researcher/s involved in this study will make every effort to ensure 

confidentiality and that my name will not be used in the study reports. I understand that the 

audio recording will be heard by the researcher and her supervisors. I understand that the 

participation in the study is voluntary and I can withdraw at any stage. There will be no negative 

consequences if I decide not to participate or withdraw. I also understand that I do not have to 

answer any questions that I am not comfortable with and I can stop the audio recording at any 

time. I understand that I can change my mind at any stage, and it will not affect me in any way.  

□ Yes please tick I agree to be audio recorded during the interview  

□ No please tick I do not agree to be tape recorded during the interview  

Signature: ___________________________      Date: _____________________  

Time: _________________________  

I certify that s/he apparently understood the nature and the purpose of the study and consents 

to the participation in the study. S/he has been given opportunity to ask questions which have 

been answered satisfactorily.  

Signature: ____________________________ Date: ______________________________  
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Designee/investigator’s name: __________________________ Time: 

_________________  
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APPENDIX F - Consent Sheet -Parent/Guardian of a Minor 

Title of the Research Project: Facilitators and Barriers to accessing Antenatal Care 

Experienced by adolescents in Primary Health Care Facilities at the City of 

Johannesburg district in the Gauteng Province. 

1. I have given a Participant Information Sheet which explains the nature and processes 

involved in this study, which is attached hereto; 

2. I was given to read it, or had it read to me in a language I best understand; 

3. I was given time to ask any questions I wanted to and found any answers given to me 

to be reasonable and satisfactory; 

4. I believe I fully understand why the study is being conducted and what the intended 

outcomes will be; 

5. I understand that there will be no immediate benefit to me or my child, should I agree 

to participate, nor will I receive any payment; conversely, participation will not cost me 

anything but my time. 

6. I understand that, even if I initially consent to take part in the study, I may 

subsequently withdraw my child’s participation at any time and would not be required to give 

any reasons; if that happened, any data collected about my child for the purposes of the study 

would immediately be destroyed, unless I give consent for it to be retained. 

7. I have been given a range of contact details, listed below. If I require further 

information or become concerned about any aspect of this study, I am free to speak to any of 

these contacts. 

Contact details: 

NAME: Hlubikazi Ntamehlo ,Principal Investigator, telephone no:011 407 6868 CELL NO: 

083 286 0388 or by e-mail at 2352292@students.wits.ac.za 

NAME:  Dr. Nonhlanhla Nxumalo ,Supervisor, on telephone no: 717-3432 CELL NO: 

082 337-8573 or by e-mail at Nonhlanhla.nxumalo@wits.ac.za 

Professor P Ruff, Chairperson of the Human Research Ethics Committee (Medical) at the 

University of Witwatersrand, who may be contacted via any one member of the secretariat. 

The telephone numbers for the Committee secretariat are 011 717 2700/1234/2656/1252 and 

the e-mail addresses are Zanele.Ndlovu@wits.ac.za, Rhulani.Mukansi@wits.ac.za, 

Mapula.Ramaila@wits.ac.za and lain.Burns@wits.ac.za 

1 A minor in South African law is a person under 18 years of age. 

mailto:2352292@students.wits.ac.za
mailto:Nonhlanhla.nxumalo@wits.ac.za
mailto:Mapula.Ramaila@wits.ac.za
mailto:lain.Burns@wits.ac.za
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Name of child:  

Name of parent or guardian: 

Date: 

Place: 

Signature or mark of parent: 

 

 

 

  

 

  Witnessed by: 

Name of 

Witness: 

 

Signature: 

Date: 
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APPENDIX G - Participant information sheet for In -depth interview: 

Title of the study: Facilitators and Barriers to accessing antenatal care experienced by 

adolescents in  

Primary Health Care facilities at the City of Johannesburg (COJ) district in the Gauteng 

Province  

Good day. Thank you for giving me some of your time to listen to me. My name is Hlubikazi 

Ntamehlo.  I am a Master of Public Health student at the University of the Witwatersrand. I 

invite you to participate in this study.  

What is this research about?  

I am conducting a study to examine adolescents’ experiences of accessing antenatal care (ANC) 

services.   

Considering your experiences of ANC services at some point in your pregnancy, I have 

approached you because I feel that you have the relevant information regarding these 

experiences.   

If you agree, the interview discussion will be audio-recorded to ensure that the information that 

I write later accurately represents your views. No-one will be identified by name on the audio 

recording.  

Consent  

Permission to carry out this project has been obtained from the Provincial Department of Health 

(Gauteng). Ethical approval for this study has been obtained from the University of the 

Witwatersrand Ethics Committee for Research on Human Subjects (Medical).  

Will there be any harm from participating?  

The level of risk to you as a participant is minimal as the likelihood and magnitude of possible 

harm are no greater than those imposed by daily routine. No harm will come to you from 

participating in the study. All information will be kept confidential and no one in the clinic or 

the Department of Health will know what you have said. Similarly, there will be no negative 

consequences if you do not want to be interviewed.  

During the interview you have the right to decline to answer any of the questions or stop the 

interview at any time. The fact that you have done this will not be reported to anybody, will not 

be recorded in the research report and will not have any negative consequences for you.  



85 
 

The Interview  

The interview will take about 45 to 60 minutes. It will be carried out in English unless you 

would prefer it to be in your own language. The interview will be carried out at a time and place 

that is convenient for you.  

Voluntary Participation  

As part of this study, I would like to invite you to take part in an interview and I will be using 

a questionnaire as a guide. Your participation is completely voluntary, and you may withdraw 

at any time or refrain from answering any question without any consequences.   

Confidentiality  

The information from the interviews will be used for research purposes. Anonymity will be 

protected by assigning codes to participants and data presentation will avoid specific individuals 

being identified. The knowledge gained from this research will be disseminated in summary 

form, without revealing the identities of the participants. I will therefore not disclose 

participants’ identities or use names in any reports of this research. Audio recordings will be 

kept on a secure computer server or external drive, and participant codes will be kept in a locked 

filing cabinet under the care of the researcher for the duration of the data collection and analysis 

and will be destroyed once analysis is complete. The data collected from this research project 

will be stored in computer file under a secure encrypted password to ensure confidentiality. No 

one other than myself and the study supervisor will be allowed to see the records of the 

interviews.  

Anonymized data will be digitized and stored in the researcher’s data archive for at least two 

years after publication of the findings and for six years if there is no publication.  

Permission for audio recording of the interviews  

To make the interview easier for us, I will also ask if I can audio record the interview. If you 

do not want the interview to be audio recorded, I will write your responses manually. If you 

give me permission to audio record the interview I will listen to the recording and write down 

everything. Your name will not be recorded to ensure confidentiality. I will keep the audio 

recordings under lock and key for two years, after which they will be destroyed.  

Approval for and benefits of this work  

There will be no personal costs to you if you participate in this project. You will not receive 

any direct benefits from participation however, there are indirect benefits in that the study will 
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contribute to new ideas and insights regarding the experiences of adolescents in using antenatal 

care services at PHC. There are no disadvantages or penalties if you do not choose to participate 

or if you withdraw from the study. The study has been approved by the ethics committee of 

University of the Witwatersrand, and the Provincial Department of Health (Gauteng).  

What if I have any questions?  

If you have any questions during or afterwards about this research, feel free to contact the 

researchers by using the details below:  

 Hlubikazi Ntamehlo (Researcher): email address 2352292@students.wits.ac.za , Mobile 

number:083 286 0388  

Dr Nonhlanhla Nxumalo (Supervisor): Nonhlanhla.Nxumalo@wits.ac.za , 011 717 3432  

Contact details of Human Research Ethics Committee (Medical) (HREC) Administrator 

and Chair:   

Please also find the contact details of the Human Research Ethics Committee (Medical) which 

oversees the ethical aspects of this study so that you may direct any queries and/ or complaints 

regarding research participation:   

1. HREC Chair contact details:   

Professor Clement Penny  

Telephone: +11-717-2301  

Email: clement.penny@wits.ac.za  

2. Administrative Officers’ contact details:  

Ms. Zanele Ndlovu/Mr. Rhulani Mkasi/Ms. Lebo Moeng  

Telephone: +11-717-2700/2656/1234/1252  
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APPENDIX H - City of Johannesburg District Approval 
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APPENDIX I - Turn-it-in report 

 

 


