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In South Africa (SA), ~125 000 girls aged 10 - 19 years experience 
a pregnancy every year.[1] Rates of adolescent pregnancy are much 
higher in populations affected by extreme adversities, which limit 
their educational attainment and specifically their graduation from 
high school.[2-5] Previous studies found that only 30 - 50% of girls 
return to school after birth or a pregnancy-related dropout.[6,7] 
Evidence shows that the longer a mother stays out of school after 
giving birth, the less likely she is to return.[7] 

While SA’s 2007 national policy (‘Measures for the prevention 
and management of learner pregnancy’) stipulates that learners are 
allowed to stay in school while pregnant, the policy also recommends 
that mothers should not return to school in the same year during 
which the pregnancy occurred. The policy specifies that young 
parents may take leave for up to 2 years to exercise full parenting 
responsibility, and requires the girls to provide a medical report 
that declares the learner fit for school upon their return.[8] In 2009, 
the Human Sciences Research Council published a report on behalf 
of the Department of Education (DoE), which criticised these 
stipulations and called for revisions. These included suggestions for 
flexible school policies that enable early re-entry of young mothers 
into the schooling system.[9] Despite these early suggestions, no 
official changes to the national policy have been made.

A small number of empirical studies provided valuable insights 
into the rates of postpartum schooling of adolescent mothers. 
Specifically, two longitudinal studies showed that between 35% 
and 50% of girls who had a child before completing high school 
were enrolled in school during the year after birth.[6,10] Examining 
how schooling further unfolds over the years after birth, one study 
indicated that there is an ongoing decrease in enrolment rates after 
the first year post partum, showing that an increasing number of 
girls drop out of school as time passes.[6] By contrast, other studies 
suggested that the percentage of girls that are enrolled in school is 

upward sloping after the first year post partum. This provides some 
evidence that a few adolescent mothers who had dropped out do 
return to school at some point after giving birth.[10,11] 

While the abovementioned longitudinal studies[6,10,11] report rates 
of return to school in the first year after birth, there is no research 
on the specific timing of school return. We have no data on how 
many mothers returned in the first month after birth v. how many 
returned when their baby was closer to 1 year old. These differences 
are meaningful to the health and wellbeing of the mother and child 
and warrant further attention. Assessing when adolescent mothers 
return to school after the birth of their child is also important for 
the development of school policies that effectively support mother 
and child needs by recommending realistic timings for school return. 

The purpose of our article is to present novel data from two 
independent projects on the timing of adolescent mothers’ school 
return across two SA provinces. The findings are presented with 
reference to the recommended timings outlined in SA’s current 
national policy, and their relevance for the development of future 
policies are discussed. 

Methods
Study 1 
Study 1 was the first wave of a prospective cohort study conducted 
in rural and semiurban areas of Eastern Cape Province, SA. Between 
2017 and 2019, 1 003 adolescent mothers (aged 12 - 19 years) were 
recruited by healthcare facilities (40%), community-based strategies 
(26%), schools (10%), peer referrals (6.5%), non-governmental 
organisations (NGOs) (4%) and from a cohort of adolescents, with 
whom the research team had previously worked (13%). 

Informed consent was sought from adolescents who were >18 years 
old, while caregivers provided consent for underage participants. 
Adolescent mothers completed two complementary self-report 
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interviews, which asked a range of questions regarding their health, 
family, relationships, violence experiences and schooling. Each 
interview was undertaken by interviewers trained in working with 
vulnerable youth and lasted ~60 minutes. 

There was no fixed time point post partum at which participants 
completed the interview (i.e. participants’ children were aged between 
3 months and 9 years). This meant that at the time of the interview, 
some mothers had had less time to return to school than others. 
All mothers were interviewed in private spaces in and around their 
own home, but they were given the option to conduct the interview 
in a local restaurant if the privacy in their home was compromised. 
Confidentiality was maintained throughout the study, except where 
participants requested help or were at risk of significant harm. In 
these cases, referrals were made to health or counselling services, 
with follow-up support. There were no monetary incentives, but all 
participants received a certificate, refreshments and a participant 
pack containing useful items, e.g. washcloth and soap. 

Ethical approval
All study activities were approved by the institutional ethics boards at 
the University of Oxford (ref. nos R48876/RE001 and R48876/RE002) 
and the University of Cape Town (ref. no. 226/2017). 

Study 2 
Study 2 was a pilot intervention study, i.e. mentoring adolescent mothers 
at school (MAMAS), conducted in a periurban area of KwaZulu-Natal 
Province, SA. MAMAS was a non-equivalent comparison group study 
designed to support adolescent mothers in their return to school after 
childbirth. A total of 111 adolescent mothers (aged 14 - 19 years) from 
Umlazi township, who were part of the comparison group (i.e. they 
did not receive the MAMAS intervention), were recruited at a public 
maternity ward and at public health clinics between July 2017 and 
April 2018. 

Participants completed a survey at ~6 months post partum, during 
which they answered questions on school experiences during pregnancy, 

returning to school after childbirth and timing of school return. 
Voluntary informed consent was obtained from adolescents and their 
caregivers in cases where adolescent mothers were underage. All 
interviews were completed on a tablet using audio-assisted computer 
interviewing. A trained research assistant was available to provide 
support to complete the surveys, as needed. 

Ethical approval
All study activities were approved by the institutional ethics boards 
at Drexel University (ref. no. IRB:1612005048) and the University of 
KwaZulu-Natal (ref. no. BFC023/17). 

Results 
Study 1
This study was completed by 1 003 participants. The mean age of study 
participants was 18.21 (standard deviation (SD) 1.80) years. Mothers 
in the sample were affected by several vulnerabilities (Table 1) ‒ 26.6% 
indicated not having enough food in the household in the past week 
and 92.7% came from families receiving at least one grant (mean 3.4; 
SD 2.1). The majority of mothers had only 1 child (n=916; 91.3%), 
whereas 87 mothers had ≥2 children (8.7%). The children were aged 
between 3 months and 9 years. 

The majority of the 1 003 mothers in the sample were enrolled in 
school when they fell pregnant with their oldest child (n=902). After 
the birth of their oldest child, 64.7% (n=649) of mothers had returned 
to school, while 35.3% (n=354) had not returned to school at the time 
of the interview (Table 2). The median postpartum time to return was 
1 (interquartile range (IQR) 0 - 2) month. Fig. 1(A) shows the return 
times of the 649 mothers who continued with school after childbirth. 
Most young mothers who had returned to school reported having 
returned <1 month after birth (n=301). 

Study 2
This study was completed by 111 participants. Their mean age was 
17 (1.33) years, and the population was highly vulnerable (Table 1). 

Table 1. Sample characteristics
Group Variable Study 1 (n=1 003), n (%)* Study 2 (n=111), n (%)*
Sociodemographic characteristics Age, mean (SD) (months) 18.21 (1.80) 17 (1.33) 

Rural residency 293 (29.2) - 
Food insecurity 267 (26.6) (past week) 59 (53.2) (past month)
Maternal orphan 197 (19.6) 33 (30.0) 
Paternal orphan 278 (27.7) 42 (40.4) 
Adults in the household, mean (SD) (n) 3.19 (1.48) 4.15 (2.98) 
Adolescent mother had >1 child  87 (8.7) 7 (6.48) 
Family receives a grant 930 (92.7) 88 (79.3) 

Educational characteristics Currently enrolled 542 (54.0) Unknown 
Highest completed grade, mean (SD) 9.66 (1.65) Unknown 
Repeated at least 1 grade 577 (60.9) 35 (31.6) 

SD = standard deviation.
*Unless otherwise indicated.

Table 2. Characteristics of school return
Variable Study 1, n=1 003 Study 2, n=111
Returned to school, n (%) 649 (64.7) 53 (47.8)
Returned to school, median (IQR) (months) 1 (0 - 2) 1.25 (0.72 - 4.11)
Returned to same school, n (%) Unknown 44 (83.0)
Received help to return to school, n (%) Unknown 45 (84.9) 

SD = standard deviation; IQR = interquartile range.



852       September 2020, Vol. 110, No. 9

IN PRACTICE

Specifically, over half experienced food 
insecurity in the past month (53.2%) and 
four-fifths were living in households that 
received at least one social grant (mean 1.45; 
SD 1.02). Furthermore, the majority were 
first-time mothers (n=104; 93.69%).

With regard to schooling, just fewer than 
half of all participants had returned to school 
at the time of the interview (n=53), which 
took place at ~6 months after childbirth 
(Table 2). Four-fifths of the girls returned 
to the same school and most reported that 
someone at home assisted them with the 
re-enrolment process. Fig. 1(B) shows 
the return times of the 53 mothers who 
continued school after childbirth. The 
median time to return was 1.25 (IQR 0.72 - 
4.11) months. Four girls reported returning 
to school within 10 days of giving birth. 

Discussion 
The studies showed that ~65% and ~50% 
of adolescent mothers from study 1 and 2, 
respectively, had returned to school after 
giving birth. Overall, the presented rates are 
similar to those of previous studies, which 
reported that up to 50% of learners returned 
to school in the first year after giving birth,[6] 
but higher than results from other studies, 
where only 30% returned.[7] It is likely that 
the variability in the proportion of returned 
mothers across the 2 studies is partially 
due to the interviews being completed at 
different times post partum. Specifically, 
participants in study 2 completed interviews 
at ~6 months after birth and therefore had 
less time to return to school than participants 
in study 1. Therefore, the higher number of 
returners in study 1 may be due to a number 
of girls who returned to school during the 
first few years after giving birth.[10,11] 

Our results also indicated a mismatch 
between recommended timing for readmis-
sions and actual return among SA adolescent 
mothers. A large proportion of mothers 
across both studies returned to school within 
the first 2 months after birth. Interestingly, 
this was the case across the 2 studies despite 
their differences in terms of study loca-
tion, follow-up timing and sample size. 
The observed patterns indicate that school 
returns may occur much earlier than advised 
in SA’s national policy on pregnant learners, 
which does not recommend returning to 
school in the same year that the pregnancy 
occurred. In line with previous studies,[7] 
study 1 also showed that only a very small 
percentage of mothers returned 1 year after 
childbirth. This finding supports previous 
research commissioned by the DoE, which 
highlighted that the proposed 2-year leave 

period may hinder mothers’ readmission to 
school.[9] 

Developing school policies that flexibly 
promote mothers’ rights to education 
while simultaneously addressing the child’s 
needs is difficult. SA’s national policy may 
attempt to balance both goals, but our results 
indicate that the policy does not lead to 
uniform patterns of school return that follow 
the outlined recommendations. The high 
proportion of early returners in the 2 studies 
discussed above raises questions about if and 
how different schools are interpreting and 
implementing the policy in practice. It is 
possible that the policy is unknown or partly 
disregarded by some schools that perceive 
the recommended timings as ambiguous, 
overly restrictive or hard to implement. It 
is also possible that some schools follow 
the DoE-commissioned research and, as 
such, enable early re-entry for adolescent 
mothers.[9] However, a government policy 
draft incorporating this research has not yet 
been made official.[12] 

Our findings point to the particular 
urgency for policies that are flexible to the 
needs of adolescents who decide to return to 
school very soon after childbirth. The high 
prevalence of early returners in the current 
sample reinforces previous calls for policy 
amendments that provide mothers with the 
flexibility to return to school earlier than 
recommended in the national policy.[9] Our 
results may indicate the level of demand 
for an updated policy that speaks to girls’ 
realities. A refined policy that considers the 
timings of return identified in this study may 
contribute towards increased effectiveness 
and acceptability among adolescent mothers.

Recent research emphasised the impor
tance of aligning educational policies for 

adolescent mothers with health policies 
that protect the needs and development of 
children.[13] SA’s Department of Health (DoH) 
follows the World Health Organization 
(WHO) and the United Nations Children’s 
Fund (UNICEF) recommendations[14] and 
advises exclusive breastfeeding during the 
first 6 months, with gradual weaning,[15] 
irrespective of HIV status. However, 
recent qualitative research involving 57 SA 
adolescent mothers indicated low rates of 
exclusive breastfeeding, despite awareness of 
its benefits. Even though mothers reported 
various reasons for introducing mixed 
feeding early after birth, they indicated 
that schooling largely precludes exclusive 
breastfeeding.[13]

To ensure that policies affecting adoles
cent mothers are compatible with one 
another, the DoH and DoE should work on 
the development in unison. For instance, 
it would be intuitive for school policies 
to recommend a timeframe for school 
return that is aligned with the 6 months 
of recommended exclusive breastfeeding 
specified in the health policies. Maximising 
the health and wellbeing of mother-child 
dyads and acknowledging the nurturing 
needs of their children, require policies that 
not only address questions on school return 
timings but also outline ways in which the 
school context can actively support mothers 
after their return. Given the health benefits 
of breastfeeding,[16] policy documents should 
make recommendations for the way in 
which schools can facilitate breastfeeding 
for schoolgoing adolescents who wish to 
breastfeed. The implementation of similar 
policies[17] that rely on collaborations between 
the DoH and DoE has proven somewhat 
challenging.[18-20] Therefore, the success of 
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an updated policy for adolescent mothers hinges on the political will 
and intersectional efforts to formulate clear, realistic and sustainable 
implementation processes. 

For the development of successful school policies, it is also 
necessary that future research crystallises additional concrete needs 
and outcomes of schoolgoing mothers and their children. Building 
on past research that sheds light on how adolescent mothers 
navigate schooling, parental responsibilities and nurturing their 
child,[13,21] further studies should aim to elucidate the motivations and 
challenges experienced by early returners in particular. To develop 
social interventions aiming at reintegrating mothers into schools 
and at increasing breastfeeding uptake among schoolgoing mothers, 
it is important to identify the factors that contribute to mothers’ 
decision-making in this context. Future research should aim to 
identify the different routes through which complementary policies 
from the DoH and DoE could address the factors associated with 
mixed feeding among adolescent mothers,[13] which may interfere 
with school efforts to support schoolgoing mothers with exclusive 
breastfeeding. Lastly, the current findings highlight the need to assess 
if and how school policies targeting adolescent parents are monitored. 
Identifying the best ways to monitor the implementation of re-entry 
policies that promote the right to education is important to achieve 
educational equity for pregnant teenagers and adolescent mothers. 

Study limitations
The 2 studies include several limitations. The cross-sectional nature 
of both studies precludes insights into the long-term, complex 
patterns of schooling behaviours. Neither study sought information 
on the schools’ level of implementation on the current learner policy. 
This means that it is unclear whether or not the decision to re-enter 
school was guided by the national policy or the recommendations that 
emerged from research by the Human Sciences Research Council. 
Lastly, the 2 presented studies did not assess which breastfeeding 
practices were in place among the early-returning mothers. It is 
possible that mothers who returned to school very early decided 
against breastfeeding, were unaware that breastfeeding would provide 
benefits, were unable to breastfeed, were HIV-positive and advised 
not to breastfeed, or managed to breastfeed their child by means 
of various arrangements. Knowledge regarding the circumstances 
surrounding breastfeeding and other nurturing practices is needed 
to develop policies and programmes to support the realities of young 
mothers. Finally, our research was restricted to 2 provinces in SA. 
Further research with larger samples and in other provinces may 
increase the generalisability of the findings. 

Conclusions
These are the first studies that report specific timings of return 
to school for SA adolescent mothers. Our findings highlight the 
complexity of developing school policies targeting adolescent 
mothers’ return to school. School completion confers long-term 
benefits,[22-24] but returning prematurely could potentially impair 
child development,[16] and prolonged breaks can result in permanent 
dropout. To maximise the health and wellbeing of adolescent 
mothers and their children, future policies need to consider these 
consequences carefully and ensure that recommended timing reflects 
the best evidence-based practices. 
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