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Amnesty International South Africa thanks the Portfolio Committee on Justice and Correctional Services for 

the opportunity to make this submission in relation to the State Liability Amendment Bill [B16 – 2018].  

Amnesty International South Africa’s representatives are available to make a verbal presentation to the 

Portfolio Committee, or provide further information if requested.  

 

AMNESTY INTERNATIONAL  
 

Amnesty International South Africa is registered as a Public Benefit Organization (PBO) in South Africa. 

Amnesty International South Africa is a national Section, and our members are part of Amnesty 

International’s global movement of more than seven million people who campaign for a world where human 

rights are enjoyed by all. We are independent of any government, political ideology, economic interest or 

religion. As a global human rights organization, Amnesty International investigates human rights violations 

and barriers to the fulfilment of human rights. Our reports and recommendations are based on our 

independent research and aligned with international human rights laws and standards.   

INTRODUCTION 
 

This submission is based on Amnesty International’s work on the right to health, in particular sexual and 

reproductive health and rights, in South Africa, and raises concerns regarding the potential impact of the 

State Liability Amendment Bill 2018, (the Bill). Firstly, on the right to remedy for violations of the right to 

health; Secondly, the impact the Bill risks having on marginalized groups; and thirdly, South Africa’s 

obligations to ensure that all persons have access to quality health care.   

 

1. THE BILL RISKS RESTRICTING ACCOUNTABILITY AND ACCESS TO REMEDY FOR 
VIOLATIONS OF THE RIGHT TO HEALTH  
 

The Bill proposes changes to the current system of medico-legal claims against the state. Under the 

proposed system, all claims for compensation for medical negligence in public health facilities that are 

successfully awarded an amount of over ZAR 1 Million1 will be paid through “structured settlements” – 

smaller, periodic payments - instead of being paid a lump-sum amount after the claim is decided.2 These 

include claims for cases of wrongful medical treatment relating to “past expenses and damages; necessary 

immediate expenses; the cost of assistive technology or other aids and appliances; general damages for pain 

and suffering and loss of amenities of life; and periodic payments for future costs”.3 Furthermore, the Bill 

proposes to cap claims for medical expenses at the level of equivalent costs of treatment in the public 

sector.4  

Amnesty International is concerned that this will present two additional challenges for people who are filing 

for compensation. First, as the South African Law Reform Commission (SALRC) have highlighted, accessing 

the legal system for compensation is difficult in South Africa: it requires an enormous investment of time and 

financial resources for legal assistance and costs.5 As a result, communities who are economically 

disadvantaged and marginalized find it harder to approach courts and are often only able to do so because 

of the contingency fee system, i.e., a system by which lawyers are able to claim their fees from the 

compensation amount, in the event that the claim is successful. A change to structured settlements would 

mean that only a part of the full compensation about would be available, meaning claimants’ ability to pay for 

                                                                                                                                                       

1 At exchange rate on 19 October 2018 1 Million ZAR equates to US$69,935. 

2 State Liability Amendment Bill 2018, section 2 (A) notes periodic payments “may not be less often than once a year”; 

3 State Liability Amendment Bill 2018, section 2 (A). 

4 State Liability Amendment Bill 2018, section 2 (A), (d), “In circumstances where future medical treatment has to be delivered 

in a private health establishment, the liability of the State shall be limited to the potential costs that would be incurred if such care was provided in a public 
health establishment.” 

5 South African Law Commission, Issue Paper 33, Project 141, Medico-legal claims, 20 May 2017, section D, Case Law, para 2.30-32, page 19.  
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legal help through the settlement would be very reduced. Warning of the impact of altering this system by 

introducing structured payments, public interest attorneys have argued, “the burden [is] shifted back to the 

patient to claim continuously from a system that has failed him.”6 Second, a change to structured 

settlements would mean that claimants have to return to court repeatedly to claim for additional costs 

incurred.7 This added bureaucracy increases the burden on them and requires them to spend more of their 

own resources, again risking impacting communities who are economically disadvantaged and marginalized.  

These additional barriers risk impacting people’s ability to access accountability and remedy for violations of 

their right to health, particularly in the context of sexual and reproductive health and rights. In presenting the 

Bill to the members of this Portfolio Committee in August, the Deputy Minister for Justice and Constitutional 

Development, is reported to have highlighted that a significant proportion of medico-legal claims against the 

state relate to cerebral palsy, “caused by problems at birth with the way the delivery was made”.8 Insufficient 

data is currently available, however, on who files claims for medical negligence, what sort of cases they are 

filed for, who they are awarded to, who is rejected, and what range of amounts are usually given.  9 Given the 

lack of official information on this issue, Amnesty International is concerned that claims of medical 

negligence may be linked to inadequate protection of the right to health. 

For example, claims filed for medical negligence leading to maternal mortality would technically be affected 

by the changes proposed by the Bill. The government has recognized high rates of maternal mortality as one 

of the “major pandemics” facing South Africa.10  An expert review, published in 2018, calculated 29,905 

women and girls have died during pregnancy, child birth or shortly after giving birth in South Africa in the 

years between 1999 and 2014.11 Data from South Africa’s National Committee on the Confidential Enquiries 

into Maternal Deaths 2014-2016 indicates that while the rate of maternal deaths is decreasing, (by 17.2% 

since 2011),12 a further 1143 women and girls died from pregnancy related causes in the year 2016.13 The 

expert committee continue to find that the majority of the maternal deaths were potentially preventable, 

“indicating mostly poor quality of care during the antenatal, intrapartum and postnatal periods.”14 The World 

Health Organisation estimate that for every maternal death, a further 30 women or girls suffer serious 

morbidities.15  

Preventable maternal deaths represent an individual tragedy, but are also a human rights issue. Amnesty 

International has found that barriers to maternal health services in South Africa, which are linked to high 

rates of maternal mortality, reflect broader social and economic inequalities in access to health services 

                                                                                                                                                       

6 Sasha Stevenson, Op-Ed: Medico-legal negligence claims case reaches ConCourt, Daily Maverick 15 August 2017, www.dailymaverick.co.za/article/2017-
08-15-op-ed-medico-legal-negligence-claims-case-reaches-concourt/  

7 State Liability Amendment Bill 2018, section 2 (A) (4), “The State or creditor referred to in subsection (1) may apply to the court for a variation of the 
frequency, or amount, of periodic payments, or for a variation of both the frequency and amount of periodic payments, should a substantial change in the 
condition or the circumstances of the injured party necessitate such a variation.” 

8 Parliamentary Monitoring Group, Criminal Procedure Amendment Bill; State Liability Amendment Bill; Legal Practice Regulations; Magistrates' suspension; 
with Deputy Minister Justice and Correctional Services, 15 August 2018. 

9 South African Law Commission, Issue Paper 33, Project 141, Medico-legal claims, 20 May 2017, para 2.7-8, citing LC Coetzee & PA Carstens ―Medical 
Malpractice and Compensation in South Africa‖ Chicago-Kent Law Review 2011 Volume 86:3 1263 and WT Oosthuizen & PA Carstens ―Medical malpractice: 
The extent, consequences and causes of the problem‖ THRHR 2015 (78) 269. 

10 The four pandemics include high rates of HIV infection and TB, maternal and child mortality, non-communicable diseases and injuries caused by violence, 
as set out in the RSA Negotiated Service Delivery Agreement (NSDA) For Outcome Two: “A Long and Healthy Life for All South Africans” 2010 (NSDA 2010); 
Government of South Africa, Minister for Health, Dr Aaron Motsoaledi MP, Budget Speech, July 2014. 

11 D. Bradshaw, R.Laubscher, S.Fawcus, R.Pattinson, A FOCUS ON NON-FACILITY DEATHS DURING PREGNANCY, CHILDBIRTH AND PUERPERIUM IN SOUTH 
AFRICA USING VITAL REGISTRATION DATA FROM 1999-2014, published in The National Department of Health, 2018, National Committee on the Confidential 
Enquiries into Maternal Deaths Saving Mothers 2014-2016: Seventh triennial report on confidential enquiries into maternal deaths in South Africa: Short 
report, page 32. 

12 The National Department of Health, 2018, National Committee on the Confidential Enquiries into Maternal Deaths Saving Mothers 2014-2016: Seventh 
triennial report on confidential enquiries into maternal deaths in South Africa: Short report, page 83. 

13 National Department of Health, 2018, National Committee on the Confidential Enquiries into Maternal Deaths Saving Mothers 2014-2016: Seventh 
triennial report on confidential enquiries into maternal deaths in South Africa: Short report, Appendix 1, page 78.  

14 National Department of Health, 2018, National Committee on the Confidential Enquiries into Maternal Deaths Saving Mothers 2014-2016: Seventh 
triennial report on confidential enquiries into maternal deaths in South Africa: Short report, page 74. 

15 Tabassum Firoz et. Al. Measuring maternal health: focus on maternal morbidity, Bulletin of the World Health Organization 2013;91:794-796. doi: 
http://dx.doi.org/10.2471/BLT.13.117564  citing Ashford L. Hidden suffering: disabilities from pregnancy and childbirth in less developed countries. 
Population Reference Bureau; 2002. http://www.prb.org/pdf/hiddensufferingeng.pdf [accessed 24 June 2013] and Reichenheim ME, Zylbersztajn F, Moraes 
CL, Lobato G. Severe acute obstetric morbidity (near-miss): a review of the relative use of its diagnostic indicators. Arch Gynecol Obstet 2009; 280: 337-43 
http://dx.doi.org/10.1007/s00404-008-0891-1 pmid: 19112576. 

http://www.dailymaverick.co.za/article/2017-08-15-op-ed-medico-legal-negligence-claims-case-reaches-concourt/
http://www.dailymaverick.co.za/article/2017-08-15-op-ed-medico-legal-negligence-claims-case-reaches-concourt/
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within the country.16 Preventable maternal deaths and injuries are often linked to violations of the rights to 

life, health, equality, and non-discrimination.17  

This is also true of broader right to health concerns in the South African health system. Reporting to 

Parliament in 2017, the Health Minster highlighted the failure of provincial health management functions as 

resulting in “a shortage of medical staff, medicines, equipment and other medical necessities.”18 The 

SALRC’s initial review highlights evidence based studies into the medico-legal context in South Africa raise 

concerns that a “number of serious problems in the public health care sector” are exacerbating the increase 

in medico-legal claims.19 The SALRC highlight reports that “the high number of negligence cases in the 

private and state sectors [due] to a lack of accountability and poor management”20 

Any person or group victim of a violation of the right to health should have access to effective judicial or other 

appropriate remedies, including compensation.21 Under the right to health, States parties should respect, 

protect, facilitate and promote the work of human rights advocates and other members of civil society with a 

view to assisting vulnerable or marginalized groups in the realization of their right to health. The UN expert 

Independent Accountability Panel for Every Woman Every Child has similarly emphasised the effectiveness 

of litigation as a tool to access remedies.22 Their 2017 report underlines the critical role of independent 

review, noting without such process, “there is no way to hold to account executive branches of government 

or other duty-bearers, or to mobilize civil society in the process of securing action and remedies.”23  

In guidance to State parties towards reducing maternal mortality and morbidity in accordance with human 

rights standards, the UN Human Rights Council has similarly stressed that “National legal accountability 

includes the duty of the State to guarantee effective enjoyment of human rights, including the duty to provide 

effective legal remedies to victims.”24 The guidance affirms the key role of Judicial remedies, noting such 

“remedies should be accessible, affordable, timely and effective, which will require adequate funding, 

capacity and mandates.”25 Amnesty International is concerned that the new system proposed by the Bill 

risks undermining this right to remedy, and makes it harder for people – particularly people from 

marginalized communities – to seek accountability for violations of their right to health.  

2. THE BILL RISKS PARTICULARLY IMPACTING MARGINALIZED GROUPS 
 

Over 85% of South Africa’s population relies on the public health sector. Given Amnesty International’s 

extensive research on barriers to maternal health care in South Africa, the organisation is concerned that 

marginalized and impoverished women and girls and their children will be adversely affected. It is this group 

who often experience the worst maternal health outcomes, and are hence most likely to need to or consider 

                                                                                                                                                       

16 South Africa: Amnesty International, Struggling for Maternal Choice: Barriers to antenatal care in South Africa (AFR 53/006/2014) 
www.amnesty.org/en/documents/afr53/006/2014/en/; Amnesty International, South Africa: Barriers to Safe Abortion AFR53/5423/2017. 

17 Human Rights Council, Report of the Office of the United Nations High Commissioner for Human Rights on preventable maternal mortality and morbidity 
and human rights, 16 April 2010, A/HRC/14/39. 

18 Report of the Parliamentary Monitoring Group, Minister on Public Health Facilities Ministerial Task Team report; Health Department Quarter 1 performance, 
14 September 2017. 

19 South African Law Commission, Issue Paper 33, Project 141, Medico-legal claims, 20 May 2017, para 2.9.  

20 South African Law Commission, Issue Paper 33, Project 141, Medico-legal claims, 20 May 2017, para 2.7, citing LC Coetzee & PA Carstens ―Medical 
Malpractice and Compensation in South Africa‖ Chicago-Kent Law Review 2011 Volume 86:3 1263, at page 1300. 

21 CESCR General Comment No. 14: The Right to the Highest Attainable Standard of Health (Art. 12) E/C.12/2000/4, para 59.  

22 Independent Accountability Panel for Every Woman, Every Child, Every Adolescent. Report 2017: Transformative accountability for adolescents: 
accountability for the health and human rights of women, children and adolescents in the 2030 agenda. Geneva: World Health Organization; 2017. Licence: 
CC BY-NC-SA 3.0 IGO, noting that “transparent and effective oversight mechanisms that allow for independent review, as well as remedies that enable 
course corrections and public learning” are a key aspect of improving accountability and transformative action.  
http://iapreport.org/2017/files/IAP%20Annual%20Report%202017-web%20_%20without%20endnotes.pdf page 4. 

23 Independent Accountability Panel for Every Woman, Every Child, Every Adolescent. Report 2017: Transformative accountability for adolescents: 
accountability for the health and human rights of women, children and adolescents in the 2030 agenda. Geneva: World Health Organization; 2017. Licence: 
CC BY-NC-SA 3.0 IGO, page 

24 Human Rights Council, Report of the Office of the United Nations High Commissioner for Human Rights, Technical guidance on the application of a human 
rightsbased approach to the implementation of policies and programmes to reduce preventable maternal morbidity and mortality, 2 July 2012, A/HRC/21/22, 
Para 74 (d), citing Committee on Economic, Social and Cultural Rights, general comment No. 3, para. 5. 

25 Human Rights Council, Report of the Office of the United Nations High Commissioner for Human Rights, Technical guidance on the application of a human 
rightsbased approach to the implementation of policies and programmes to reduce preventable maternal morbidity and mortality, 2 July 2012, A/HRC/21/22, 
para 76. 

http://www.amnesty.org/en/documents/afr53/006/2014/en/
http://iapreport.org/2017/files/IAP%20Annual%20Report%202017-web%20_%20without%20endnotes.pdf
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filing claims.26 These poor health outcomes are linked to inequalities in accessing necessary health care. 

Over the past decade, Amnesty International has consistently highlighted concern regarding the inequalities 

in access to public health services for women and girls in rural areas.27 Areas of the country facing the 

largest challenges of deprivation and disease continue to struggle for adequate resources.28 Currently those 

living in rural areas (43.6% of the population) often experience the greatest adversities accessing quality 

health care. For example, they are served by only 12% of the country’s doctors and 19% of nurses.29  

Women and girls in KwaZulu-Natal have described to Amnesty International the health dangers they face 

because of impassable roads, the lack of ambulances, and their inability to afford to pay for transport to the 

nearest hospital during labour or for medical emergencies relating to pregnancy or childbirth.30 A study, of 

the “inpatient early neonatal death rate by district, 2016/17” highlighted familiar disparities between and 

within provinces in relation to poor birth outcomes.31 The report emphasises that “It appears, as expected, 

that the poorer communities (SEQ 1 and 2) have higher inpatient early neonatal death rates.”32 These 

statistics indicate that there is a high likelihood that women and children who are economically 

disadvantaged and living in rural areas are more likely to suffer poor health outcomes. This group would also 

find it hardest to access remedy because of the costs and resources that litigation requires. A Bill that 

undermines the right to remedy risks particularly disadvantaging them.   

It is also of concern that women and children who are economically disadvantaged and living in rural areas 

have not been a part of the process by which this Bill has been developed. The right to health includes the 

participation of the population in all health-related decision-making at the community, national and 

international levels. 

 

3. THE GOVERNMENT HAS AN OBLIGATION TO ENSURE ACCESSIBLE AND QUALITY HEALTH 
CARE  
 

The government has suggested that the rationale for the Bill is to reduce financial pressures on the public 

health system. The Bill aims to reduce the strain on the “budgets of provincial hospitals”, from which 

medico-legal claims are settled.33 It further notes that it will “require that provincial hospitals have the 

necessary capacity for the administration of periodic payments.”34 However, this approach fails to respond to 

the recommendations of the SALRC.35 Having considered the indication of strain of medico-legal payments 

on the budgets of provincial hospitals, the SALRC strongly caution against the current and proposed system 

                                                                                                                                                       

26 Amnesty International, South Africa: ‘I am at the lowest end of all’. Rural women living with HIV face human rights abuses in South Africa (AFR 
53/001/2008) www.amnesty.org/en/documents/afr53/001/2008/en/; South Africa: Amnesty International, Struggling for Maternal Choice: Barriers to 
antenatal care in South Africa (AFR 53/006/2014) www.amnesty.org/en/documents/afr53/006/2014/en/; Amnesty International, South Africa: Barriers to Safe 
Abortion AFR53/5423/2017 

27 Ibid.  

28 Davén et al. Finance, Chapter 1 of Health Systems Trust District Health Barometer (DHB) 2016/2017, noting “considerable remaining inequities, with 
districts with high social-deprivation scores often receiving lower PHC budgets…Particularly concerning is the low expenditure in several districts in the 
most deprived quintile, such as Alfred Nzo (EC), Sekhukhune (LP), OR Tambo(EC) and Joe Gqabi (EC)” page 20, 
www.hst.org.za/publications/District%20Health%20Barometers/1%20(Section%20A)%20Finance.pdf 

29 Department of Health, Human Resources for Health South Africa, (2011) 2012/13 - 2016/17, page 30; AFR 53/006/2014 Amnesty International October 
2014 at page 17. 

30 A Broken Lifeline. Noting also that The South African Human Rights Commission (SHARC) made similar findings in a 2015 Hearing Report into Access to 
Emergency Medical Services in the Eastern Cape, in which  “Community health workers spoke in anguish of women dying in childbirth after experiencing 
complications that they had not been trained to treat”  The SAHRC emphasized to Amnesty International, in a letter dated 5 September 2016, that challenges 
identified are similarly experienced in provinces throughout the country, with recommendations to improve access to services, therefore, made to be 
nationally applicable: http://section27.org.za/wp-content/uploads/2015/10/SAHRC-Report-on-Access-to-Emergency-Medical-Services-in-the-Eastern-Cape-
2015-1.pdf   

31 Robert Pattinson, Chapter 4 Delivery, in Health Systems Trust District Health Barometer (DHB) 2016/2017, noting “At district level, the inpatient early 
neonatal death rate ranged widely, from 17.9 per 1 000 live births in Capricorn (LP) to 5.2 per 1 000 live births in Xhariep (FS)” page 65, 
www.hst.org.za/publications/District%20Health%20Barometers/4%20(Section%20A)%20%20%20Delivery.pdf  

32 Robert Pattinson, Chapter 4 Delivery, in Health Systems Trust District Health Barometer (DHB) 2016/2017, Page 67. 

33 State Liability Amendment Bill 2018, Purpose of the Bill, section 1.1 and section 5, “The surge in medico-legal claims places an increasing strain on the 
budgets of provincial hospitals.” 

34 State Liability Amendment Bill 2018, sections 4 and 6.5.  

35 South African Law Commission, Issue Paper 33, Project 141, Medico-legal claims, 20 May 2017.   

http://www.amnesty.org/en/documents/afr53/001/2008/en/
http://www.amnesty.org/en/documents/afr53/006/2014/en/
http://www.hst.org.za/publications/District%20Health%20Barometers/1%20(Section%20A)%20Finance.pdf
https://www.youtube.com/watch?v=pyjlUg08Ts0
http://section27.org.za/wp-content/uploads/2015/10/SAHRC-Report-on-Access-to-Emergency-Medical-Services-in-the-Eastern-Cape-2015-1.pdf
http://section27.org.za/wp-content/uploads/2015/10/SAHRC-Report-on-Access-to-Emergency-Medical-Services-in-the-Eastern-Cape-2015-1.pdf
http://www.hst.org.za/publications/District%20Health%20Barometers/4%20(Section%20A)%20%20%20Delivery.pdf
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of payments from “the operational budgets of health establishments”,36 warning, “In the end this will lead to 

more litigation due to the resulting deterioration in the standard of service delivery.”37 

In real terms “public-health expenditure has levelled off since 2012/13”38 in relation to per-capita spending. 

Furthermore, the public health system continues to be underfunded. The on-going under-investment in the 

health system which is a factor in barriers to health services and poor-quality care. In focussing on reducing 

costs, and failing to address the need to invest in and improve the functioning of the public health system, 

the Bill also runs counter to the recommendations of the United Nations Committee for Economic, Social 

and Cultural rights (ESCR Committee). In October 2018, the ESCR Committee highlighted concern that 

austerity measures in South Africa have resulted in “significant budget cuts in…health”, while also noting 

the enormous financial resources that have been lost to South Africa due to irregular and wasteful 

expenditure.39 The ESCR Committee recommended that South Africa “Increase the level of funding in social 

security, health and education”.40 The Committee further called on South Africa to secure “sufficient number 

of medical professionals, improving medical equipment, and expanding the range of, and improving quality 

of public healthcare services, particularly the primary health care and community health care sectors and in 

the rural areas”41 These conclusions link with the earlier view of medical experts that costs of improving the 

quality of maternal and neo-natal care “are affordable and the key gap is leadership and effective 

implementation at every level of the health system, including national and local accountability for service 

provision.”42 

The right to health includes the right to access a range of quality health goods, facilities, and services. In 

order to make use of maximum available resources, States must take all necessary steps to raise adequate 

revenue and mobilize resources for health. States must ensure the equitable allocation of health funds and 

resources, with special attention to the needs of vulnerable or marginalized populations, and must also 

ensure that health funds and resources are equitably allocated among rural, remote and urban areas.43 In 

this context, the Special Rapporteur on health has urged States to take steps to ensure that adequate funds 

are available for health, which included (i) implementing a progressively structured system of general 

taxation to fund health or improve upon the progressivity of such systems where they already exist; (ii) 

Ensure that consumption taxes, such as excise taxes and VAT, are not regressive; (iii) Consider earmarking 

portions of revenue from specific taxes, such as sin taxes and VAT, for spending on health; and (iv) Ensure 

tax liberalization policies resulting from international tax competition, including tax abatements for foreign 

investors and low or non-existent trade and capital gains taxes, do not result in reduced public funding for 

health.  

 
CONCLUSIONS  
 

Amnesty International is concerned that the Bill will potentially impact the right to remedy for violations of the 

right to health and risks particularly impacting marginalized groups. Furthermore, instead of focussing on 

reducing costs, the government should address the need to invest in and improve the functioning of the 

public health system, to ensure that all persons have access to quality health care. Amnesty International’s 

                                                                                                                                                       

36 South African Law Commission, Issue Paper 33, Project 141, Medico-legal claims, 20 May 2017, para 6.6, page 54. 

37 South African Law Commission, Issue Paper 33, Project 141, Medico-legal claims, 20 May 2017, para 6.6, page 54. 

38 Blecher et al. Health spending at a time of low economic growth and fiscal constraint, Chapter 3, Health Systems Trust District Health Barometer (DHB) 
2016/2017, page 27. 

39 United Nations Committee on Economic, Social and Cultural Rights, Concluding observations on the initial report of South Africa, 12 October 2018, ref: 
E/C.12/ZAF/CO/1 at para 18. 

40 United Nations Committee on Economic, Social and Cultural Rights, Concluding observations on the initial report of South Africa, 12 October 2018, ref: 
E/C.12/ZAF/CO/1 at para 19 (a).  

41 United Nations Committee on Economic, Social and Cultural Rights, Concluding observations on the initial report of South Africa, 12 October 2018, ref: 
E/C.12/ZAF/CO/1 at para 64 (b).  

42 Mickey Chopra, Emmanuelle Daviaud, Robert Pattinson, Sharon Fonn, Joy E Lawn, Saving the lives of South Africa’s mothers, babies, 

and children: can the health system deliver? Lancet 2009; 374: 835–46. 

43 Interim report of the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, on 
health financing in the context of the right to health,  A/67/302https://documents-dds-
ny.un.org/doc/UNDOC/GEN/N12/461/01/PDF/N1246101.pdf?OpenElement 



8 

 

Index:  AFR 53/9277/2018 

Date 19 October 2018 

amnesty.org 

research on maternal health and sexual and reproductive rights points to serious gaps and concerns on this 

front.  

Based on the arguments above, Amnesty International recommends that the Portfolio Committee on Justice 

and Correctional Services should recommend the Bill is withdrawn. Failing that, Amnesty International 

recommend the following steps before moving forward with this Bill:  

o Conduct an assessment of how the Bill will impact access to remedy for violations of the right to 

health, which includes analysis and data from prior medical negligence claims; 

o Ensure this assessment is conducted with the participation of people who will be affected by it, 

including women and children;  

o Put in place measures to limit any potential negative impacts of the Bill on access to remedy, 

keeping in mind the experience of marginalized groups, in particular women and children living in 

poverty and living in rural areas 

Furthermore, Amnesty International reminds the government of its obligation to ensure access to quality 

health care to all persons, which includes all necessary steps to raise adequate revenue and mobilize 

resources for health, including accountability for violations of the right to health.  

 

For further information, please contact: 

Shenilla Mohamed 

Executive Director,  

Amnesty International, South Africa 

Email: shenilla.mohamed@amnesty.org.za   

Telephone: +27 725946922 

 

 


