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Background Postnatal care (PNC) has the potential to prevent a substantial burden 
of maternal and newborn morbidity and mortality. This scoping review aimed to 
identify and synthesise themes related to facilitators and barriers of implementation 
of guidelines on routine PNC for women (postpartum care) in all settings.

Methods This is a scoping review guided by the standard principles of Arksey & 
O’Malley’s framework. We used the critical interpretive synthesis method to syn-
thesise the whole body of evidence. We searched four databases (Medline, Embase, 
Global Health, CINAHL Plus) using a combination of search terms comprising four 
key concepts: postnatal care, routine care, guidelines and implementation. No re-
strictions on country or language of publication were applied. We excluded studies 
not presenting findings about PNC for women. We thematically charted the themes 
of studies included based on title and abstract screening. All studies included after 
full text screening were described and their results synthesised using the socio-eco-
logical model framework. We did not conduct a risk of bias analysis or quality as-
sessment of included studies.

Results We identified a total of 8692 unique records and included 43 studies which 
identified facilitators and barriers to implementing routine guidelines in provision 
of PNC to women. Three quarters of studies pertained to PNC provision in high-in-
come countries. Specific facilitators and barriers were identified and thematically 
presented based on whether they affect the provision of PNC or the intersection be-
tween provision of PNC and its use by women and families. We applied a critical 
global health lens to synthesise three constructs in the literature: finding a balance 
between standardisation and individualisation of PNC, the fragmented PNC provi-
sion landscape complicating the experiences of women with intersecting vulnera-
bilities, and the heavy reliance on the short postpartum period as an opportunity to 
educate and retain women and newborns in the health system.

Conclusions This interpretive synthesis of evidence shows that the fragmented and 
narrow nature of PNC provision presents specific challenges to developing, adapting 
and implementing routine PNC guidelines. This results in a lack of linkages to so-
cial support and services, fails to address intersecting vulnerabilities and inequities 
among women, and negatively influences care seeking. There is a lack of evidence 
on how processes of individualising PNC provision can be applied in practice to sup-
port health workers in providing woman-centered PNC in various global settings.
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Although substantial progress has been made to meet the Sustainable Development Goals (SDGs), mater-
nal and perinatal mortality remain unacceptably high in most low- and middle-income countries (LMICs). 
Globally, progress in reducing maternal mortality has stalled or declined in 2020 [1]. The latest estimates 
indicate that 287 000 maternal deaths occurred in 2020, 2.5 million newborns died in 2018 and 1.9 mil-
lion stillbirths occurred in 2019 [1,2]. Tackling this burden has been prioritised in national, regional and 
global actions, with ambitious targets set for maternal and newborn survival and well-being [3,4]. Mater-
nal health related targets of the SDGs include reducing the global maternal mortality ratio to less than 70 
per 100 000 live births and reducing neonatal mortality to less than 12 per 1000 live births by 2030 [5]. 
Preventive, curative and health promotion interventions that improve maternal and newborn survival in-
clude improving of health care coverage and contacts with the care system. However, despite rising pro-
portions of women seeking skilled care during pregnancy, childbirth and the postnatal period, maternal 
and neonatal mortality rates are 10-40-fold higher in the most affected region (Sub-Saharan Africa) com-
pared to high-income settings such as Europe and North America [1,6,7]. This is largely due to difficul-
ties in the implementation of comprehensive, continuous, evidence-based care along the continuum [8].

The largest burden of maternal and perinatal deaths occurs during labor, childbirth and the immediate 
postnatal period, followed by the extended postnatal period [9,10]. The most important causes of post-
partum maternal deaths are hemorrhage, sepsis, hypertensive diseases of pregnancy and indirect causes 
such as human immunodeficiency virus (HIV) and malaria. Between 20 and 44% of maternal deaths in 
Sub-Saharan Africa – region with the highest maternal morality ratio – are estimated to occur in the post-
natal period [11,12]. The vast majority of these deaths are preventable with timely access to good quality 
care; improving postnatal care (PNC) has the potential to prevent about 60% of maternal deaths (i.e., sav-
ing >150 000 lives per year) [13]. The extended postnatal period, beyond the 42-day time frame covered 
in traditional PNC models [14] is also a determinant for the longer-term health and well-being of women 
and children and can be leveraged to promote family planning use, continued exclusive breastfeeding and 
bonding between woman and infant, among others. Postnatal care is therefore an essential component 
of the continuum of care for maternal and newborn health [15,16]. In this study we focus on postpartum 
care for women, but because this is inextricably linked to care for the newborn, we use the broader term 
for the period (postnatal).

Despite increasing proportions of women seeking antenatal and childbirth care globally, PNC coverage 
remains low [17] and this is the case even among women who give birth in health facilities. A study using 
data from 33 Sub-Saharan African countries found that almost one third of women left the facility where 
they gave birth without receiving a postnatal check there [18]. Globally, racial and ethnic disparities af-
fect access to postnatal services [19,20]. In LMICs, the use of PNC is inequitable and varies according to 
socio-economic status and between urban and rural settings [21]. Critical gaps exist on the supply side in 
terms of the availability of several elements of PNC, including lack of screening and counselling or sup-
port for mental health and domestic abuse [22] and social protection [23]. From the demand side, women 
report concerns around access to and quality of PNC, and low perceived value of PNC in terms of health 
benefits for healthy women and newborns, with specific needs highlighted for adolescent mothers, such 
as tailored health and social services to support them as they continue their education and professional 
trajectories [24,25]. Family members, especially fathers/partners, express the need for more information, 
care and psychological support, which are not being met in the traditional model of PNC, and hinder the 
accessibility and acceptability of PNC [26]. Additionally, the quality of antenatal and intrapartum care in-
fluences women’s and families’ care seeking patterns postnatally [27,28].

The World Health Organization (WHO) defines a positive postnatal experience “as one in which women, 
newborns, partners, parents, caregivers and families receive information, reassurance and support in a 
consistent manner from motivated health workers; where a resourced and flexible health system recognis-
es the needs of women and babies, and respects their cultural context” [29,30]. In 2022, the WHO updat-
ed the guidelines to improve facility-based and community-based PNC, confirming the recommendation 
of a minimum of four postnatal care contacts up to six weeks after birth [29]. The content of care for the 
woman includes physiological assessments and interventions, screening and prevention for postpartum 
depression and anxiety and nutritional and physical activity recommendations, and counselling on con-
traceptive measures. Considering the large variability in platforms designated to meet the needs of post-
partum women, ranging from health facilities, outpatient visits, to home visits, the WHO emphasises the 
need to adapt the recommendations to local settings [29]. Globally, PNC guidelines are formulated and 
implemented with large variability, and different factors influence their implementation at the individual, 
family, societal, health system, and policy level.
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This scoping review aims to identify and synthesise themes related to facilitators and barriers of implemen-
tation of guidelines on routine postnatal care for women in all global settings as captured in published and 
gray literature.

METHODS
This scoping review was guided by the standard principles of Arksey & O’Malley’s framework and the PRIS-
MA-ScR checklist (S1 in Online Supplementary Document) [31,32]. Arksey & O’Malley’s approach can 
be described as an iterative process involving post-hoc inclusion and exclusion criteria. According to this 
framework there are five stages: 1) identifying the research question, 2) identifying relevant studies, 3) study 
selection, 4) charting the data, and lastly 5) collating, summarising and reporting the results. In addition, we 
use a method called “critical interpretive synthesis” [33], which enables us to apply a qualitative interpretive 
approach to the whole body of evidence. This is an inductive approach which begins with a wide question 
and narrows the scope during the process of screening (mapping of themes and study types), before arriv-
ing at full text review and examination of broad questions such as how the available literature constructs 
its problematics and the nature of the assumptions [33]. It has been successfully applied in studies of ma-
ternal health, for example for continuum of care [34]. The protocol for this scoping review was published 
on protocols.io on 23 March 2021 [35].

Definitions

Postnatal care refers to the provision of care after birth to the woman, newborn(s), or both. A common defi-
nition of the postnatal period is the first 42 days after childbirth or six weeks since the birth. However, lon-
ger periods of time might be specified in postnatal care guidelines, in which case we were guided by these. 
This review’s focus on PNC specifically for women aims to cover various perspectives from which this topic 
is captured in the literature, including the broader health system, specific health facilities, individual health 
workers, and community-based provision of postnatal care. However, studies focusing exclusively on recip-
ients’ (women’s and families’) experiences of postnatal care were not the focus of this review, as a separate 
literature assessing this dimension was published recently [24]. In addition, a review on health workers’ 
perspectives is being conducted [36].

Routine postnatal care refers to elements of care performed by a health worker within the formal health 
system to deliver screening, preventive interventions, counselling/health education or support and routine 
referral pathways which are to be provided or in place for every woman. Multiple elements of care which 
are supposed to be provided together or in combination are referred to as a “package of care”. The specific 
focus of this review is to understand how the routine postnatal care elements and the modality of their pro-
vision (number of contacts, their timing, type of health worker, platform for care provision) as described 
in the formal guidelines issued by a national or sub-national health authority are implemented by actors 
within the formal health system (health providers and health facilities), regardless of the location of birth 
(in domestic environment or in health facilities).

The term “guidelines” (or “clinical practice guidelines”) in this review refers to formal documents and prac-
tices prescribing the content, type, number and timing of various elements of care which are to be provided 
by health systems, facilities and health workers to women. This includes documents used at health facility 
level such as standard operating procedures, nursing instructions, checklists, as well as national care guide-
lines which could be in the form of documents issued by Ministries of Health, health insurance companies 
or professional associations.

Searches

We searched four databases of peer-reviewed literature (Medline, Embase, Global Health, CINAHL Plus) 
using a combination of search terms comprising four key concepts: postnatal care, routine care, guidelines, 
and implementation (complete search terms are in S2 in the Online Supplementary Document). Searches 
were conducted on 23 March 2021 and restricted to studies published since the year 2000 to focus on con-
temporary evidence. No restrictions on country or language of publication were applied.

Study selection

We conducted study selection in three steps, allowing us to chart the themes appearing in the literature as 
we narrowed into the research objective of this paper. In the first step, we imported the database search re-
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sults into EndNote and deduplicated the records [37]. This deduplicated list of references was imported into 
Rayyan, where two people (LB and AS) conducted a screening based on title and abstract independently. 
In this step, we included manuscripts published in peer-reviewed journals or reports, if they reported find-
ings from quantitative and qualitative studies, systematic reviews of the evidence, original analysis of sec-
ondary evidence, modeling analysis or cost-effectiveness studies. All studies which mentioned facilitators or 
barriers to routine postnatal care guideline implementation using any method (qualitative, quantitative, or 
mixed) were included, which meant those studies having an observational or intervention design, as well 
as reviews summarising evidence from the literature. We excluded conference abstracts and thesis docu-
ments. We excluded studies not reporting on women, meaning those reporting on newborns only. Given 
the timing of the search, coronavirus disease 2019 (COVID-19) specific papers would have been consid-
ered eligible; however, no such studies were identified. The second step involved thematically charting the 
themes of the remaining studies based on title and abstract and applying inclusion and exclusion criteria in 
full text screening. All records were double-coded by LB and AS based on detailed criteria shown in S3 in 
Online Supplementary Document. This process allowed us to further describe the themes appearing in 
the broader literature on postnatal care at the same time as identifying studies to include in this review. In 
step three, all retained studies were reviewed in full text by LB, AS and DD.

Charting the data

We constructed a data extraction table for studies included in full text review containing the following items: 
(a) study design and year of publication; (b) country, country income group, and context (geographic area; 
health care facility type); (c) study method (e.g., qualitative, quantitative, mixed); (d) sample characteristics 
(sample size, population (women, health workers, etc.)); (e) guideline characteristics (national/facility level, 
location/platform of PNC provision, type of provider, content (single element or package of care), and rec-
ommendations); (f) other elements of the assessment of implementation; and (g) facilitators/barriers iden-
tified by the study. Data extraction was conducted by LB, AS and DD in Microsoft Excel. We did not con-
duct a risk of bias analysis or quality assessment of included studies as this is not usually a part of scoping 
reviews or reviews using critical interpretive synthesis.

Role of reflexivity in collating, summarising and reporting the results

Critical interpretive synthesis [33] builds on the diversity of relevant studies to develop categories under 
which data can be summarised. This approach uses a reflective stance which recognises the value of ex-
pertise brought by authors to critique constructs emerging from studies. It therefore considers the authors’ 
influence on reporting findings and generating theoretical insights not as bias but as a strength for critical 
reinterpretation, as long as transparency and reflexivity are documented along this iterative process from 
data extraction, to data reporting, and critical analysis.

Upon completion of data extraction from included studies, we conducted three iterations of data synthe-
sis. LB, AS and DD each synthesised information from a subset of included studies, classifying information 
according to the characteristics of the studies included, the themes emerging from the data and facilitators 
and barriers to the implementation of PNC guidelines listed in the different studies. To allow for iterative 
analysis, the three team members met between the three iterations of synthesis to discuss the classifica-
tion process. Disciplinary expertise in public health and medical anthropology informed the categorisation 
process and synthesis discussed. Following the critical interpretive synthesis approach, we also used these 
discussions as an opportunity to question categories and assumptions found in the studies. Preliminary 
findings were then discussed with MB and AP to assess relevance embracing expertise from global health 
practice in the field of PNC guidelines.

Integrative synthesis

We used the Socio-Ecological Model (SEM) to identify various levels of interrelated factors influencing the 
implementation of PNC guidelines inductively [38]. It also supports the synthesis and interpretation of data 
at the different levels, ranging from behavioral considerations to interpersonal and environmental factors. 
SEM was used to elicit a comprehensive synthesis and situate behavioral patterns in broader structures and 
interpersonal processes. This was done explicitly to recognise that health worker and health system factors 
are two of the many factors influencing the facilitators and barriers of routine postnatal care guideline im-
plementation; the most important of which is the postpartum woman and her immediate social environ-
ment. Finally, in the interpretation, we drew on critical approaches to health system to inform a conceptual 
reframing of PNC on new constructs having emerged from this body of literature [39,40]. Combining these 
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approaches enabled to identify facilitators and barriers to implementation of routine postnatal care guide-
lines, to recognise women’s preferences, needs and vulnerabilities, to situate these facilitators and barriers 
within complex and sometimes fragmented systems of provision, and to reflect on how to better integrate 
the diversity and sociality of PNC platforms in operational guidelines.

RESULTS

Searches and flowchart

Figure 1 shows the steps of the searching and study inclusion process. We identified a total of 13 875 re-
cords by searching the four databases. We excluded 76 records published before 2000 and 5107 duplicate 
records. The remaining 8692 records were screened based on title and abstract and 8418 records were ex-
cluded. From the 274 records included for step two thematic assessment, 10 additional references were iden-
tified from reference lists; none were included in the review. The themes of the 274 remaining records were 
mapped on the basis of abstracts in the process of applying the inclusion and exclusion criteria. The full 
text screening of the remaining 128 records resulted in 43 studies being included in this review. We also 
mapped broad thematic areas appearing in records excluded at each step to construct a basic “eco-system” 
of the body of literature on postnatal care (S4 in Online Supplementary Document).

Figure 1. Study inclusion flow diagram.
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Description of included studies

We extracted data from the forty-three included studies. A summary of characteristics of these studies is 
shown in Table 1 and the full extraction sheet with details of each study in S5 in Online Supplementa-
ry Document. Most included studies were published since 2010 (86%) and pertained to PNC provision in 
high-income countries (74%). Three study designs were represented in the 43 studies: observational, in-
tervention and reviews. In terms of the setting of PNC provision covered in the studies, two fifths (18/43) 
were from hospitals and 15 captured multiple locations where PNC is provided. In terms of the content of 
PNC, 22/43 studies tackled one element of routine PNC; 11 of which specifically discussed perinatal men-
tal health and 21 studies were about a package of multiple PNC elements. Three studies captured routine 
PNC for a sub-population of women.

Table 1. Characteristics of included studies (n = 43)

Characteristics Number of studies
Period of publication

2003-2009 6

2010-2021 37

Country income group (World Bank 2021)

High income
32 (Australia: 10, United Kingdom: 8, USA: 6, Canada, 

Finland, France, Italy, Norway, Switzerland: 1 each, 
multi-country: 1)

Upper-middle income 1 (South Africa)

Lower-middle income 5 (Tanzania: 2, Ghana, Nigeria, Zimbabwe: 1 each)

Low-income 1 (Afghanistan)

Multiple countries 4

Study design and methods

Intervention study (n = 15)

Qualitative 2

Quantitative 8

Mixed 5

Observational study (n = 22)

Qualitative 7

Quantitative 8

Mixed 7

Other (n = 6)

Literature review 4

Guideline review/evidence synthesis 2

Location of postnatal care provision

Single level/setting (n = 29)

Community, home visits 3

Primary care facility 7

Hospital 18

Multiple settings (n = 15)

Community and primary care facility 4

Hospital and community 2

Other multiple settings 9

Postnatal care content

One element of routine postnatal care (n = 22)

Perinatal mental health 11

Breastfeeding/baby-friendly approaches/ parent-infant bonding 4

Care related to diabetes 3

Postnatal debriefing/other 4

Package of routine postnatal care (n = 21)

For a sub-population of women/families 3

Secondary review of guidelines 2

Assessment of adherence to guidelines in:

Primary care facility/community setting 7

Hospital setting/pre-discharge 7

Multiple care levels/settings 2
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Summary of facilitators and barriers in included studies

The synthesis using SEM framework led us to identify five levels of socio-ecological influences, starting 
with the woman, newborn and the family, the individual health worker involved in PNC provision (e.g., 
midwife, obstetrician, general practitioner), the team of health workers, organisational level on a health fa-
cility or other levels, and finally the broader health system, policies and models within which PNC guide-
lines are defined, embedded and provided. By charting the specific facilitators and barriers extracted from 
the included studies, we developed two key themes: 1) provision of PNC, and 2) the intersection between 
provision of PNC and its use by women and families.

The first theme was related to the manner in which the provision (supply) of PNC is incorporated into 
the larger health system (Figure 2). The facilitators within this theme were related to actions and pro-
grammes aiming to increase the empowerment of health workers and to ensure sufficient staffing and 
training of health workers and teams. We note that while the barriers tended to be on all five levels of the 
SEM framework, the facilitators tended to cluster on the lower-levels and address issues related to health 
workers, teams and health facilities, rather than health systems and policies. The most important barriers 
were those capturing health workers’ perceptions that current PNC guidelines fall short in terms of con-
text-adaptation and providing evidence for single care elements, which co-exists with low priority to PNC 
within the provision of health care services in general. This lack of priority is exemplified by insufficient 

Figure 2. Facilitators and barriers of implementing routine postnatal care (PNC) guidelines for women related to the provision of PNC.
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time (e.g., within a consultation), attention, knowledge, awareness, staffing, space, supplies and tools af-
forded for PNC provision.

The second theme (Figure 3) captured the intersection between provision of PNC and its use by women and 
families. Facilitators and barriers were identified on all levels of the SEM framework. Barriers commonly re-
lated to the lack of alignment between the needs of women and families and PNC guidelines or modalities 
of care provision. For example, lack of utilisation of (particularly) outpatient PNC by women has critical 
implications for the ability to deliver some routine PNC elements. Misalignment between women’s needs 
and the provision of PNC can also arise when an element of PNC is offered by someone other than women’s 
provider of choice, or at a timing not preferred by women and families, or when the system of PNC is com-
plicated for women to navigate. We identified a large sub-theme capturing challenges with achieving conti-
nuity of postnatal care and leading to fragmentation of care. This included discontinuities between care for 
the woman and newborn(s), handovers between various cadres of health workers, facilities and platforms 
for care provision (e.g., referral process, discharge from facility to community-based care), across time (preg-
nancy to postpartum period) and within data systems (e.g., patient records). Facilitators of routine PNC 
provision according to guidelines included increasing navigability of PNC provision, for example through 
enhanced communication in the form of reminders, use of a postnatal navigator or central coordination of 
care linkages. Improvements in ability of health workers to tailor the provision and timing of PNC elements 
to meet individual women’s needs were also identified as key facilitators.

Figure 3. Facilitators and barriers of implementing routine postnatal care (PNC) guidelines for women related to the intersection be-
tween the provision and use of PNC.
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Summary of cross-cutting themes influencing PNC guideline implementation

We extracted and analysed information that goes beyond facilitators and barriers to identify three cross-cut-
ting themes influencing PNC guideline implementation across the different SEM framework levels. We de-
scribe them here and illustrate with examples from included studies. These three themes are closely inter-re-
lated and we explore how they build on each other.

Theme 1. PNC between standardisation and individualisation of care

Our review highlighted tensions between “consistency” and “flexibility” in PNC. On one hand, standardised, 
routine approaches (i.e., provision to every woman) and tools such as checklists allow to establish and offer 
common standards for PNC. Such approach might be more relevant in the immediate postpartum period 
where life-threatening complications might arise and detection and treatment of these issues must be as-
sured consistently for every woman, keeping in mind that provision of guideline-congruent care can be hin-
dered by a wide range of factors, such as health workers’ comfort and skills in addressing specific elements 
of care [41]. On the other hand, approaches to PNC increasingly promote individualised principles centered 
around women’s and families’ needs and preferences, particularly beyond the first hours and days after the 
birth. Even within the time spent in health facilities immediately after birth, routine elements specified in 
PNC guidelines can diverge dramatically from women’s needs and preferences (Box 1).

Box 1. Can PNC guidelines be flexible enough to meet women’s and families’ needs?

Although health workers often find themselves adapting PNC guidelines to the needs of women in their care, these 
processes are rarely documented. For example, when implementing the Baby Friendly Hospital Initiative in Nor-
way, 24-hour rooming-in was considered a standard practice to support skin-to-skin contact and breastfeeding. Af-
ter listening to women, it was decided the benefits of rooming-in should be explained but not made mandatory, and 
women who wanted to rest without their babies were offered the option of having their baby looked after by staff 
members for a few hours in the nursery [42]. Studies identified in this review show that women-centered approaches, 
promoting individualised and tailored PNC for women are possible [43]. However, such approaches need to grapple 
with challenges posed by the busy nature of postnatal wards. Hospital routines, even when promoting parent-infant 
closeness, can cause separation in the birthing unit even when PNC guidelines are being implemented as intended, 
for example during routine newborn checks [44]. This adaptiveness can be maintained after discharge, for example 
a project in France offered “home visit support to families presenting demographic characteristics associated with 
a higher incidence of subsequent maternal postpartum depression and infant mental health problems” [45] An as-
sessment of this intervention showed that while home visitors were frustrated by not always being able to meet their 
own visit goals, the flexibility to adapt to families’ circumstances was appreciated, for example by having time to 
discuss administrative difficulties encountered by families before discussing the health issues targeted by the inter-
vention. The authors therefore recommended that home visitors “adapt their curriculum to the reality and the so-
cial, psychological and health needs of the targeted population to ensure that the intervention has an impact on the 
individual and the community”. These adaptive approaches raise questions about the role of standard guidelines to 
promote consistency of high-quality care for all, and to what extent they can or should support the process of con-
text- and woman-specific adaptation.

Theme 2. Navigating PNC across provision platforms

A dimension disrupting PNC provision in general and the implementation of PNC guidelines in particular 
is the absence of a single provision platform to offer, access and document provision of services, due to the 
nature of PNC being spread across health and social service providers, within a global trend toward short-
er lengths of stay in health facilities after birth [46]. This “increases demands on community postnatal ser-
vices, the quantity and quality of which appears to vary globally” [47]. The two main settings within which 
PNC is offered are health facilities (on an in-patient or out-patient basis) or in the community, meaning that 
continuity of care is a key challenge for PNC [48]. Fragmentation means that there are missed opportunities 
for women and newborns to receive comprehensive care as a unit, even when they seek care for one of the 
individuals in the dyad [49]. Navigating the complexity of PNC services requires understanding the system 
and having resources to access and negotiate services. Some interventions identified in this review address 
these broader structural inequalities and power asymmetries in relation to PNC use. For example, studies 
presented interventions to improve care in indigenous primary health centers in Australia [50], programmes 
and providers’ networks to help poorer and more marginalised women navigate, organise and use postnatal 
services [51,52], and an intervention to support perinatal mental health for women of refugee background 
having increased vulnerability due to pre- and post-settlement stressors and encountering barriers to access 
services such as knowledge of the health system and language barriers (Box 2) [53].
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Box 2. Identifying and overcoming intersectional inequities in fragmented service environment

Box 3. The “teachable moment” in the postpartum context

In some settings, PNC after discharge from the birth facility needs to be arranged by families themselves, putting 
some families who may not have the required knowledge and resources to navigate such services at a disadvantage. 
Grylka-Baeschlin and colleagues [52] have assessed if a network of midwives in Switzerland called “Familystart Zu-
rich” allowing women to be connected to providers was reaching women who would otherwise encounter barriers 
to access postpartum care. This study showed that the network was successful in facilitating access to care for wom-
en struggling to organise postpartum care by themselves. In Chicago (USA), a postpartum programme called “Nav-
igating New Motherhood”, which was developed to improve use of postnatal services among low-income women, 
hired a ‘patient navigator’ to address barriers to postpartum care [51]. The “navigator” was responsible for support-
ive and logistic responsibilities for enrolled patients between giving birth and postpartum visit completion. The pro-
gramme was associated with improved retention in postpartum care. Both examples highlight the complexities of 
self-organising PNC for women after hospital discharge, especially for certain groups of women, and offer insights 
into providing social support for them.

The information content shared with women in the postnatal period exceeds information directly related to their and 
their newborn’s care and needs in the short term. A first-time mother in Switzerland related, “I felt extremely exhaust-
ed... And then, on the first day, one gets thousands of pieces of information - how one must look after the child now 
and this and that, and the midwife really told me a lot, she did a lot and explained a lot to me, but I was so exhaust-
ed, absolutely empty. I could not take it at all in properly and I couldn’t perceive the child properly either” [54]. In the 
UK, General Practitioners (GPs) have mixed perceptions on whether behavior change should be part of the six-week 
postnatal check. One GP observed that “They’re (mothers) often totally worn out, they’re often not happy with the 
way they look ‘cause they’re often overweight, they’ve got stitching. Yeah I think it’s probably not the best moment to 
suggest major lifestyle changes” [55]. In Tanzania, nurses reported that physical pain prevented postpartum women in 
hospitals from concentrating on the information content, while the low ratio of nurses to midwives meant that health 
workers may have to prioritise clinical tasks over patient education [56]. The perinatal period is also recognised as 
an opportunity to screen for women suffering from depression, and in Zimbabwe for example, “the postnatal period 
can also be used to screen for those women who may have missed screening or screened negative at the ANC stage”. 
This screening opportunity could be impeded by challenges related to low routine PNC uptake [57]. Studies from 
Zimbabwe suggest exploring connections with traditional medical practitioners to raise awareness on depression 
and potentially refer women who they identify as at risk of postnatal depression to the adequate level of care [57].

Theme 3. PNC as a connecting and “teachable” moment within the life-course

The third theme is around the postnatal period as an important moment to focus attention to avoid mortal-
ity and morbidity and improve long-term outcomes for women and newborns (Box 3). It is presented as a 
teachable moment to provide information to women on a wide range of issues, ranging from breastfeeding, 
family planning, lifestyle factors, and postpartum depression, to continuity of care for complications (e.g., di-
abetes diagnosed in pregnancy). PNC also offers a window of opportunity to connect women to other health 
services. This results in efforts to deliver interventions within the relatively short window of time during 
which contact with the woman, newborn and family is in place postnatally. It also increases the number 
of care elements to be provided within outpatient consultations or postnatal visits. This puts pressure on 
health workers, who might not have the knowledge, skills or confidence to provide such additional care el-
ements; and on the women, who might rather prefer to discuss other individual needs during this interac-
tion. Some studies in this review recommend distributing some of the diagnostic and educational compo-
nents from postnatal to antenatal care, where it might be more easily integrated, delivered, and digested [55].

DISCUSSION
This scoping review and critical interpretive synthesis of 43 studies identified several facilitators and barriers 
to implementing routine guidelines in provision of PNC to women. From the health care provision perspec-
tive, the barriers start at the higher level with the lack of prioritisation of PNC at the health system/policy/
financing level and lack of PNC guideline adaptation. These high-level barriers materialise at the levels of a 
health care facility, team and health worker as barriers related to staff shortages, heavy workloads, infrastruc-
tural barriers to PNC provision, and lack of time to cover all PNC elements in one visit. The misalignment 
of standardised guidelines and practices to women’s individual postpartum needs, and the fragmentation of 
care between various health workers, facilities, platforms and services, were the overarching challenges to 
how women perceive, interact with, and seek PNC. The review documents several examples of facilitators 



Scoping review of postnatal care guideline for implementation

PA
PE

R
S

www.jogh.org • doi: 10.7189/jogh.13.04176	 11	 2023  •  Vol. 13  •  04176

that contribute to successfully overcoming many of these implementation challenges. Nonetheless, facilita-
tors at the health system and policy level were not explicitly studied or mentioned in the existing literature.

We applied a critical global health lens to synthesise new constructs in the literature including: finding a 
balance between standardisation and individualisation of PNC, the fragmented PNC provision landscape 
complicating the experiences of women with intersecting vulnerabilities, and the heavy reliance on the short 
postpartum period as an opportunity to educate and retain women and newborns in the health system. 
Relying on the interpretive synthesis method is one of the strengths of this review, allowing us to identify 
specific topics as well as overarching themes in the literature following a rigorous screening and data ex-
traction process. Additionally, our team involved researchers and practitioners from multiple disciplinary 
backgrounds, bringing varied perspectives to the interpretation of the results. We consider this multi-dis-
ciplinarity as an asset, as it challenged some of our pre-existing assumptions iteratively and allowed us to 
build a multifaced critique on facilitators and barriers to PNC (for example in building categories to label 
models of care, or how we are approaching certain definitions in a flexible manner; or to challenge norma-
tive assumptions on what PNC should look like in terms of postnatal visits, content of care etc).

We identified gaps in the literature on PNC guideline implementation from LMIC settings, as well as lack of 
studies on guidelines of PNC for adolescents and women who gave birth by cesarean section, studies looking 
at varied approaches to PNC provision including group postnatal care [58], peer support groups [59] and 
self-care [60], studies looking at PNC provision by sectors (public, private-for-profit, private not-for-profit), 
studies from humanitarian settings and marginalised populations including those in very remote areas, con-
flict settings and very poor populations. The largest proportion of included studies assessed routine perina-
tal mental health care as the main element of PNC, with few studies looking at the provision of preventive 
elements of PNC such as assessment of and counselling on identification of danger-signs.

The Dixon-Woods approach [33] to critical interpretive synthesis involved both induction and interpretation, 
leading us to question the framing of widely-adopted concepts and terms employed in PNC guidelines and 
models, such as routine care. We question the meaning of “routine postnatal care” from two perspectives. 
First, describing care as routine refers to a habit, a repetitive event, a customary or integral part of life. While 
this description applies to those who provide the care (which is a daily habit to health workers), it might not 
be perceived in the same way by women who are the intended recipients and expected users of the services. 
Depicting PNC elements as routine fails to take into consideration variabilities in care-seeking behaviors 
among postpartum women from various cultures, health care systems, socio-economic classes [61], migra-
tion status, and other structural determinants of health. Other studies have explored how labeling care as 
routine may normalise some elements of care while neglecting obstacles encountered by some to seek such 
health services [62,63]. For example, a recent study in Nigeria showed that one of the main reasons why 
women do not seek postnatal care for themselves is because they report that they are healthy [64]. This im-
plies a health-seeking behavior where women perceive a lack of need for routine care because of the absence 
of illness. Interactions with the health care system are not perceived as routine parts of women’s daily lives 
and in many situations present interruptions to women’s daily routines, considering the amount of time, 
effort, and sometime cost that goes into understanding when, where and who provides PNC, organising the 
appointments, and seeking care, which is not always a straightforward system to maneuver [65]. Adopting a 
woman-centered PNC approach, which is to understand physical and/or psychological co-morbidities that 
are not specific to maternity but require care after/between pregnancies, requires a deeper understanding of 
women’s varied health care seeking behaviors [66]. Acknowledging the complexity involved in PNC seek-
ing and use is a first step to understanding women’s trajectories in the care system, and a pre-requisite to 
designing systems that serve women, instead of systems that add-on to their responsibilities and therefore 
create a barrier to implementation by design.

Second, standardisation of routine PNC provision to all women, particularly through a process of translation 
of guidelines into the form of checklists, are challenging to implement precisely because they fail to meet 
the needs and preferences of all women [25]. While this standardisation is important from a clinical stand-
point, it fails to consider the social determinants of health which predispose them to financial difficulties, 
stigma, and discrimination when receiving PNC. Routinisation or standardisation of care additionally re-
duces women’s involvement in decision-making about the care they receive [67]. Adapting the guideline to 
the need and timing of the woman involves checking women’s preferences about the elements of care they 
need and focusing on a more holistic well-being approach to care rather than a checklist approach [68,69]. 
It may involve initiating conversations during pregnancy and antenatal care visits about what to expect for 
PNC [67], involving partners and families in pre-discharge discussions and counselling [70], integrating or 
combining clinical and traditional care models that prioritise rest and sleep for the woman, and/or allowing 
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for flexibility in the schedule of PNC visits to be able to see women at times/intervals that suit them and ca-
ter for their needs [24]. Individualised person-centered care fosters a more equitable approach to care pro-
vision, and can effectively and efficiently target those most likely to benefit from the care, while reducing 
the risk of leaving anyone behind [24,71].

Our study shows that one of the main challenges of routine PNC guideline implementation is lack of adapt-
ability to the context in terms of infrastructural limitations and human resource availability [72]. In many 
contexts, basic resources and infrastructure are suboptimal for the provision of even basic PNC elements 
[73]. A recent study conducted in five low- and middle-income countries revealed that none of the health 
care facilities could provide all essential components of postnatal care [74]. A more favorable policy envi-
ronment for maternal health, measured in terms of national supportive structures and standards, service 
access policies, clinical guidelines, and reporting and review systems, is associated with higher coverage of 
maternal health services including for postnatal care in LMICs [75]. The mechanisms through which the 
policy environment can influence care use are complex, and not well studied, yet political commitment 
could be addressing issues related to resource limitations, by increasing financing and support to the sector. 
Nonetheless, such complex changes require long-term investments to address gaps in physical infrastruc-
ture and human resources. A short-term solution to this challenge in managing low-resource availability is 
being suggested as tailoring guidelines to match the resources rather than aiming to fulfil too much in re-
source-limited settings, which can be extremely de-motivating for health workers [72]. It would be expected 
for guidelines to evolve as appropriate resources are made available. PNC guideline co-design with end-us-
ers including health workers and postpartum women can contribute to ensuring feasibility, adaptability, 
and acceptability in various settings.

The modalities of PNC provision documented in the literature involve multiple transitions between differ-
ent health workers, facilities, settings (care facilities vs community/home), communication methods (e.g., 
digital platform for information sharing), sectors (health care and social services) [66], all within a very 
short time period when women are already going through a life-changing transition. The fragmentation of 
care and support means that without inter-services communication and coordination, women face chal-
lenges to access information and services, delay or forgo health care, and receive conflicting information 
from a diverse range of professionals [65,66], or that the source of information is inadequate or not favored 
by women [76]. The gap in coordination and leadership over the postnatal period makes it more difficult 
for stakeholders (including health workers, women and families) to navigate this fragmentation [66]. The 
multitude of platforms for support availability in PNC also complicates the pathways that PNC providers 
should navigate, with little or unclear guidance on how the systems are interlinked, which blocks the con-
tinuity of care for women. For example, screening for certain conditions is not coupled with adequate re-
ferral to specialist care if a problem is detected, such as the case for perinatal mental health screening [77]. 
In other situations, guidelines are designed in a way to foster linkage between PNC for the woman and the 
newborn [29], however, infrastructural limitations could hinder this linkage. The way that services for the 
woman and newborn (such as for newborn vaccination) are organised ensures that the timing of the visits 
for both is synchronised in order to reduce the number of visits and the burden of travel to the health facil-
ity [29]. While this model is beneficial for women, the physical structure of health facilities does not always 
enable this linkage by having outpatient PNC clinics for women located far from the vaccination unit. In 
some high-income countries, grassroots community groups are being established by mothers - for mothers, 
with a focus on perinatal mental health and social support, mostly offered online for ease and convenience 
to new mothers [78-80]. While these programme have potential to reduce the risk of postpartum depres-
sion [81], they have not been formally evaluated in terms of impact and equity in reach.

From the provision perspective, it is important to consider the working environment of health workers who 
face particular systematic challenges of working in understaffed and crowded facilities as barriers to guide-
line implementation [73]. In such circumstances, it can be difficult to explore individual needs of women 
and tailor the content of care considering the lack of additional structural support and training [68,69], es-
pecially that health workers perceive that they lack access to clear and detailed guidance for the postnatal 
discharge process [61]. Nonetheless, our review points to existing practices implemented by health work-
ers to adapt guidelines to contexts and to respond to women’s concerns, and valuable lessons can be drawn 
from these experiences. Some practices are simple yet essential for building rapport with women and mak-
ing them more comfortable during the PNC consultation. As do some GPs in the UK by starting the check 
with congratulating them on their baby and listening to their concerns, thus creating a relation with women 
and providing a consultation (or part of it) led by women [55]. Health workers’ agency in decision-making, 
as well as their access to evidence and knowledge, prove important for them initiating some adaptions to 
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guidelines, as was the case in Norway regarding recommendations on timing of pacifier avoidance [42]. For 
informing higher-level (e.g., health district or national level) adaptations, having a platform that is recep-
tive to health workers’ suggestions is essential to support them in transforming their ideas into implement-
ed adaptations. In Tanzania, health workers suggested initiatives for overcoming existing inconsistencies 
in record keeping, thus contributing to improving the health information system for postnatal care [82].

Limitations

Despite its strengths, this work also has some limitations. Our scope and strategy did not capture initiatives 
that were not directly related to guideline implementation, meaning that studies focusing only on women’s 
perspectives and peer network initiatives were excluded. This limits our understanding of experiences of 
care and navigating postnatal services from users’ perspectives. Additionally, some papers were excluded 
from core thematic analyses because they did not inform specifically on facilitators and barriers of PNC but 
deemed relevant for background information and conceptualisation. The search was conducted in 2021, 
meaning that this review summarises the evidence prior to the COVID-19 pandemic, which has brought to 
the light numerous new challenges to PNC provision and guideline implementation [83]. We also acknowl-
edge that the focus of this study on PNC for women, which was necessary in order to manage its scope and 
breadth, might omit some evidence relevant specifically to implementation of routine PNC guidelines for 
newborns. However, many of the findings and themes incorporated in our findings relate specifically to 
the woman-baby dyad.

CONCLUSIONS
This interpretive synthesis of evidence documented how the fragmented nature of PNC provision, a large 
part of which requires social support and services, presents specific challenges to developing, adapting, 
and implementing routine PNC guidelines. Additionally, a gap exists in the evidence on simplifying the 
complex PNC provision landscape to make it more accessible and equitable for women with various inter-
secting inequalities and vulnerabilities. Finally, this review found a gap in the literature regarding how pro-
cesses of individualising routine PNC guidelines and care provision can be applied in practice and under-
stand how the health care system can support health workers in providing woman-centered PNC across a 
range of global settings.
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