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Abstract

Background Postnatal care (PNC) is an important set of services offered to the mother and her newborn baby imme-
diately after birth for the first six weeks to prevent maternal and neonatal complications and death. This qualitative
study explored user and provider perspectives on quality of PNC services in the selected health facilities within the
context of the Maternity Homes Access in Zambia project in the Saving Mothers Giving Life districts in rural Zambia.

Methods Between October 2018 and February 2019, forty focus group discussions (FGDs) (n = 160 participants) and
twelve in-depth interviews (IDIs) were conducted in four districts in Southern and Eastern provinces. FGDs comprised
women who delivered within the last year, fathers, community elders, and volunteers. IDIs comprised health workers

at facility, district, and provincial levels. Data were analysed using content analysis guided by the international quality
of care domains derived from the World Health Organization quality of care framework. Findings were triangulated to
understand perceptions.

Results Overall, study participants perceived PNC services to be beneficial. Nevertheless, respondents had mixed
feelings on the quality of PNC services and expressed a stark difference in their perception of factors affecting service
quality. Service users described challenges arising from ineffective communication about the new PNC guidelines,
and non-adherence of service providers to quality standards regarding respect, preservation of dignity and emotional
support. Other factors were long waiting hours, small examination rooms providing inadequate privacy, and low
levels of confidentiality. In contrast, service providers attributed poor service quality to various health system-related
factors including low staffing levels, dysfunctional referral services, low supply of essential medicines, supplies, vac-
cines and equipment for optimal routine emergency obstetric and newborn care and management of complications.

Conclusion These findings highlight important intervention opportunities to improve quality of PNC services in
Zambia through better communication and raising awareness on PNC guidelines, respect, preservation of dignity and
emotional support to mothers. Interventions should also focus on addressing contextual health system challenges
including staffing levels, supply chain for essential medicines and commaodities, shortening waiting time, and ensur-
ing functional referral system.
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Background

Despite the continued drop in global maternal mortal-
ity since 1990 [1], low- and middle-income countries
(LMICs) still experience high maternal mortality ratios
(MMR), accounting for 94% of maternal deaths world-
wide [2]. These deaths are particularly concentrated in
sub-Saharan Africa and South Asia, which account for
86% of the global burden of maternal deaths [1]. Zam-
bia is an African country with high MMR (252 deaths
per 100 000 live births) and neonatal mortality (23.5
deaths per 1000 live births) [3]. Globally, maternal deaths
account for 10% of all deaths among women of reproduc-
tive age (15—49 years) [1, 2]. Most maternal deaths occur
during childbirth (11-17%) and the first 48 h postpartum
(50-71%) and are due to complications of pregnancy,
delivery and unsafe abortions — including haemorrhage,
hypertensive disorders, sepsis, and obstructive labour [1,
2]. Nevertheless, most maternal deaths are preventable
when women have access to quality and timely postnatal
care (PNC) [4-6].

The World Health Organisation (WHO) defines PNC
as the care provided to the mother and her new-born
child immediately after birth of the placenta and for the
first six weeks (42 days) postpartum [5]. Prompt and
quality PNC is a critical phase in the lives of mothers
and newborns [6] for both the prevention and treatment
of complications arising from pregnancy and delivery.
PNC has the potential to avert a substantial propor-
tion of maternal and perinatal mortality and morbidity.
It also provides the mother with important information
on family planning, well-baby care, umbilical cord care,
HIV and malaria prevention, and infant nutrition [5]. To
improve maternal and newborn health outcomes, essen-
tial and life-saving PNC interventions should be acces-
sible to all individuals and of high quality, meeting the
key domains of the WHO quality of care framework [7],
which include evidence-based practices, actionable infor-
mation systems, effective communication, functional
referral systems, respect and preservation of dignity,
emotional support, competent and motivated human
resources, and availability of essential physical resources
[5-7]. In addition, the services must be safe, effective,
timely, efficient, equitable, and people-centred [5-7].
Access to quality PNC has remained low in most LMICs
including Zambia, particularly in rural areas [8—11]. The
latest Zambia demographic Zambia (ZDHS) [3] shows
that one-fifth (21%) of rural women deliver at home and
only 64% of these receive PNC within the first hour after
delivery; more than 40% do not receive any PNC within
the first 48 h postpartum. Moreover, for the women that
do receive early PNC, available evidence suggests that the
services provided in health facilities are low quality [12—
15]. Studies conducted in LMICs show that, although
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women do receive PNC services from skilled providers
in health facilities, these services are untimely, incon-
sistent, often inadequate and of low quality [12-15] and
most women who go for PNC do not receive many the
required services [16—18]. Some of the reported reasons
for the poor PNC service quality include staff shortages,
unskilled health workers, a lack of in-service training,
and supervision and mentorship [19].

We conducted a qualitative study to explore user, pro-
vider, and community perspectives on the quality of PNC
services provided in rural districts of Southern and East-
ern Provinces, Zambia. The information on service qual-
ity provided here will help fill the knowledge gap on the
quality of PNC services in rural Zambia and help guide
Ministry of Health (MoH) policy on and provision of
PNC services in the country.

Theoretical framework

To study user, provider, and community perspectives on
the quality of PNC services, we used the WHO frame-
work for improving the quality of care for mother and
newborn around the time of childbirth. The framework
contains eight standards or domains of quality of care
that should be assessed, improved, and monitored within
the health system. Each standard of care has two main
components: the quality statement and the quality meas-
ure. A quality statement sets out the requirements to
achieve compliance with the standard; quality measures
provide objective evidence for determining whether or
not the requirements have been met. The eight domains
of quality of care and their definitions are shown in the
Table 1 below:

Methods

Study design

This was a cross-sectional, qualitative study employ-
ing focus group discussions (FGDs) with PNC service
users and community-level stakeholders, and in-depth
interviews (IDIs) with PNC service providers. FGDs
were conducted in April and May, 2018; IDIs were con-
ducted in February, 2019. FGDs have been used in pub-
lic health research for over three decades [20]. They aim
to explore participants’ experiences, beliefs and attitudes
towards a target behaviour, by using group processes to
stimulate responses and gain insights through partici-
pants’ exchanging views, questioning and challenging
one another [21]. IDIs enable the researcher to under-
stand participants’ lived experiences through their own
words and perspectives [22, 23]. Use of both FGDs and
IDIs allows for in-depth exploration and understanding
of various aspects regarding the subject under investi-
gation. The approach also allows for triangulation and
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Table 1 WHO framework for improving the quality of care for mother and new-born around the time of childbirth

WHO quality of care standard Definition

Evidence-based practices for routine care
and management of complications

Actionable information systems
every woman and newborn

Functioning referral systems

Effective communication
Respect and preservation of dignity
Emotional support

Competent, motivated personnel
care and manage complications

Availability of essential physical resources

Every woman and newborn receives routine, evidence-based care and management of complications dur-
ing labour, childbirth and the early postnatal period, according to WHO guidelines

The health information system enables use of data to ensure early, appropriate action to improve the care of

Every woman and newborn with condition(s) that cannot be dealt with effectively with the available
resources is appropriately referred

Communication with women and their families is effective and responds to their needs and preferences
Women and newborns receive care with respect and can maintain their dignity

Every woman and her family are provided with emotional support that is sensitive to their needs and
strengthens the woman's capabilit

For every woman and newborn, competent, motivated staff are consistently available to provide routine

The health facility has an appropriate physical environment, with adequate water, sanitation and energy

supplies, medicines, supplies and equipment for routine maternal and newborn care and management of

complications

corroboration of the FGD and IDI findings, which, in
turn, increases the internal validity of the study [24-26].

Study setting

The study was conducted in four rural districts of South-
ern (Choma, Kalomo, and Pemba) and Eastern (Nyimba)
Provinces at ten primary health centres within the
Maternity Homes Access in Zambia (MAHMAZ) pro-
ject. The MAHMAZ project was a quasi-experimental
controlled before-and-after intervention design trial [27],
implemented by Boston University and Right to Care
Zambia (2015 to 2018) to evaluate the impact of newly
constructed maternity waiting homes (MWHs) on reduc-
ing the distance barrier and increasing access to quality
maternal health care services for rural women in Zambia
[28, 29]. The MAHMAZ project did not directly address
PNC services offered in the health facility but did con-
struct new MWHs or upgrade existing ones; they also
offered beds for postnatal women if they wanted to
remain close to the health facility for PNC. MAHMAZ
operated in the Saving Mothers Giving Life (SMGL)
project districts [30] —a five-year public—private part-
nership implemented in the selected districts of Zambia
and Uganda between (2012 to 2016) as part of a con-
certed response by the U.S. government through Presi-
dent Barack Obama’s Global Health Initiative. SMGL's
goal was to reduce maternal deaths by up to 50% in tar-
geted districts in Uganda and Zambia—particularly dur-
ing the critical window during labour, delivery, and the
first 24—48 h postpartum when an estimated 2 of every
3 maternal deaths and 45% of neonatal deaths occur
[30]. To achieve this goal, SMGL employed a systems
approach focused on the health district level to ensure

that every pregnant woman had access to clean and safe
normal delivery services and, in the event of an obstet-
ric complication, lifesaving emergency care within 2 h.
The model served to strengthen the existing public and
private health networks within each district and inte-
grated maternal and newborn health services with HIV
services. It provided intensive supply and demand side
interventions focusing on improved staffing levels,
medical stock availability and demand generating activi-
ties implemented by Safe Motherhood Action Groups
(SMAGs) [31]. SMAGSs are community-based volunteer
groups (traditional birth attendants, community health
workers, and local traditional and religious leaders)
that aimed to reduce critical delays that occur at house-
hold level with regard to decision-making about seeking
life-saving maternal healthcare at health facilities [31].
They were selected and trained by SMGL to encourage
women to seek care during pregnancy and the critical
first few days of life postpartum. SMAGs taught pregnant
women and their spouses about the importance of hav-
ing a birth plan, delivering in a health facility, and prac-
ticing healthy behaviours during pregnancy and early
childhood. They also offered guidance and instructions
to pregnant women regarding use of MWHs, decision-
making process regarding childbirth preparedness and
place of delivery and the importance of attending PNC
visits. SMGL phase 1 (2012-2013) project results showed
a 31% increase in access to and coverage of emergency
obstetric and newborn care (EmONC), a 44% increase
in the number of women delivering in health facilities, a
41% reductions in mothers dying across target districts,
a 38% decline in health facility maternal mortality, and a
36% decrease in total stillbirths in the facility along with a
decrease in perinatal mortality [32].
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According to the most recent census conducted in
2010, the populations of the study districts were approxi-
mately 250,000 each for Kalomo and Choma districts
(which administratively included Pemba district at the
time) and approximately 77,000 for Nyimba district [33,
34]. The districts are all primarily rural, ranging from 76%
(Choma/Pemba) to 93% (Kalomo) of the population liv-
ing in rural areas [33, 34]. The health system of the dis-
tricts comprises hospitals, health centres and several
health posts. The primary stakeholders in the maternal
health programmes are the Ministry of Health, Churches
Health Association pf Zambia (CHAZ), non-governmen-
tal organisations, community leaders, and various com-
munity-based volunteers in health, including traditional
birth attendants and SMAGs [35].

Zambia implemented new PNC guidelines in 2014 (see
Table 2) [36], which sought to address the timing, num-
ber, and place of postnatal contacts, and content of PNC
for all mothers and babies during the six weeks postpar-
tum [37-39]. After an uncomplicated vaginal delivery
in a health facility by a skilled birth attendant, which is
strongly recommended by the WHO, women and their
new-borns are advised to remain within the health facil-
ity for a minimum of 24 h for observation of danger signs,
and prevention and treatment of postpartum complica-
tions, such as excessive bleeding, raised blood pressure or
eclampsia. Women who give birth at home are encour-
aged to visit the health facility within 24 h postpartum.
Subsequent visits are at day 2-3, day 7-14, and day 42
postpartum [37-39]. This changed previous guidelines
which required women to remain in the hospital for a
shorter period of 6 h postpartum and return to the health
facility after 6 days and 6 weeks.

Sampling strategy

Ten of the MAHMAZ sites were purposively selected
for inclusion in the FGD and IDIs. Selection of the sites
for inclusion was based on the health facility’s capacity
to provide basic emergency obstetric and newborn care
(BEmONC) including PNC services. FGD respondents
from villages of varying distances to the health facility
were purposively selected with assistance from SMAG
members. Villages were stratified into two groups:
those which were located within 10 km and those
which were more than 10 km from the health facility.
Stratification on distance was done in order to select
a balanced number of participants regarding access
to PNC services provided in health facilities. This was
in line with the MAHMAZ project which focused on
provision of MWHs to increase access to maternal
health care services provided in health facilities. To
be included in the FGDs, participants needed to be: a)
pregnant at any gestation or recently delivered women
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(within 1 year; b) men with child under one year; c)
SMAG members or TBAs; or d) elders (>54 years) or
mothers-in-law. IDI participants were purposively
selected from the two provincial health offices, the four
district health offices, and the ten health facilities. To
be included, IDI participants needed to be: a) a mater-
nal and child health (MCH) coordinator at the provin-
cial and/or district level, or b) PNC providers from the
selected health facilities. Selection of IDI participants
was based on the individual’s position at the health
facility, district, or provincial health office, experience
in MCH policies and activities in the relevant sites, and
availability during the times of data collection.

Study population

FGD participants were included based on the following
criteria: age 18 years or older; women who were preg-
nant (any gestation age) or had recently delivered (gave
birth in the 12 months prior to the FGD); men with a
child aged less than 12 months; SMAG member; com-
munity elder (aged 54 years or more). To participate in
the IDIs, respondents needed to be health staft providing
PNC services in a health facility or health staff in charge
of maternal and child health (MCH) services at the dis-
trict or provincial health office levels. Individuals aged
less than 15 years and those who resided less than three
months in the area were not eligible for participation in
the FGDs or IDIs. Individuals who were unable or unwill-
ing to provide informed consent were excluded from the
study, as well as minors (15-17 years of age) without a
guardian able or willing to provide assent.

Instrument design

FGD and IDI data were collected using two separate
paper-based interview guides which were prepared by
the research team and included the following domains:
awareness, utilization, and quality of MWHs, barri-
ers and facilitators to facility delivery, preparedness and
costs for delivery, quality of ANC services, and qual-
ity of PNC services. Only the PNC quality domain was
analysed for this study. Questions for this domain were
structured using the WHO quality of care framework
(Table 1). Each question included probes to increase
the depth of participant responses. To make it easy for
the respondents, the domains were combined into four
themes (Table 1). One domain, an actionable informa-
tion system, was not assessed. Each instrument included
a demographics section. Both the FGD and IDI interview
guides were piloted during training of the research assis-
tants and revised accordingly before starting the actual
data collection exercise.
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Table 2 2013 WHO Recommendations on Postnatal care

1. Discharge and timing of postnatal contacts

1.1. Timing of discharge from a health facility after birth
- After an uncomplicated vaginal birth in a health facility, healthy mothers and
newborns should receive care in the facility for at least 24 h after birth

1.2. Number and timing of postnatal contacts
« If birth is in a health facility, mothers and newborns should receive postnatal care in the facility for at least 24 h after birth
- If birth is at home, the first postnatal contact should be as early as possible within 24 h of birth
+ At least three additional postnatal contacts are recommended for all mothers and newborns on day
-Day 3 (48-72 h)
+ Between days 7-14 after birth
- 6 weeks after birth

1.3. Home visits for postnatal care
« First week after birth for care of the mother and newborn

. PNC for the new-born

2.1. Assessment for the baby
- Feeding
« History of convulsions
- Breathing, severe chest in-drawing
- Spontaneous movement
- Fever (temperature > 37.5 °C), low body temperature (temperature < 35.5 °C)
- Jaundice in first 24 h of life, or yellow palms and soles at any age

N

2.2. Exclusive breast feeding
+ All babies should be exclusively breastfed from birth until 6 months of age
+ Mothers should be counselled and provided support for exclusive breastfeeding at each postnatal contact

2.3. Cord care: High neonatal mortality settings (30 or more neonatal deaths per 1000 live births)
+ 4% chlorhexidine at delivery
« Daily chlorhexidine (7.1% chlorhexidine digluconate aqueous solution or gel) application to the umbilical cord stump during the first week of life
recommended for newborns who are born at home in settings

2.4. Cord care: newborns in health facilities and at home in low neonatal mortality settings
- Clean, dry cord care for
+ Use of chlorhexidine in these situations may be considered only to replace application of a harmful traditional substance, such as cow dung, to the cord stump

2.5. Other PNC services care for the newborn
+ Bathing should be delayed until 24 h after birth. If this is not possible due to cultural reasons, bathing should be delayed for at least six hours
- Appropriate clothing of the baby for ambient temperature is recommended
+ This means one to two layers of clothes more than adults, and use of hats/caps
+ The mother and baby should not be separated and should stay in the same room 24 h a day
« Communication and play with the newborn should be encouraged
« Immunization should be promoted as per existing WHO guidelines
« Preterm and low-birth-weight babies should be identified immediately after birth and should be provided special care as per existing WHO guidelines

Assessment of the mother

3.1. First 24 h after birth

« All postpartum women should have routine and regular assessment of the following during the first 24 h starting from the first hour after birth:
«Vaginal bleeding
- Uterine contraction
- Fundal height
- Temperature
« Heart rate (pulse)

+ Blood pressure should be measured shortly after birth. If normal, the second blood pressure measurement should be taken within six hours

« Urine void should be documented within six hours

w

3.2. Beyond 24 h after birth
+ Enquiries about general well-being and assessments regarding:

« Micturition and urinary incontinence
« Bowel function
+ Healing of any perineal wound
+Headache
- Fatigue
« Back pain
« Perineal pain and perineal hygiene
- Breast pain
« Uterine tenderness
- Lochia
- Breastfeeding progress
« Emotional well-being
« Family and social support they have and their usual coping strategies for dealing with day-to-day matters
« All women and their families/partners should be encouraged to tell their health care professional about any changes in mood, emotional state and
behaviour that are outside of the woman's normal pattern




Sialubanje et al. BMC Pregnancy and Childbirth (2023) 23:39

Table 2 (continued)
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4. Counselling
4.1. All women should be counselled on:
« Nutrition
« Hygiene, especially handwashing

« Birth spacing and family planning. Contraceptive options should be discussed, and contraceptive methods should be provided if requested

- Safer sex including use of condoms

4.2.In malaria endemic areas, mothers and babies should sleep under insecticide-impregnated bed nets

4.3. All women should be encouraged to mobilize as soon as appropriate following the birth. They should be encouraged to take gentle exercise and make

time to rest during the postnatal period
5. Iron and folic acid supplementation

- Iron and folic acid supplementation should be provided for at least three months

6. Prophylactic antibiotics

«The use of antibiotics among women with a vaginal delivery and a third or fourth degree perineal tear is recommended for prevention of wound complications
- There is insufficient evidence to recommend the routine use of antibiotics in all low-risk women with a vaginal delivery for prevention of endometritis

7. Psychosocial support

« Psychosocial support by a trained person is recommended for the prevention of postpartum depression among women at high risk of developing this condition

Data collection procedures

A total of 20 FGDs were conducted with each of the four
respondent groups: 10 with pregnant or recently delivered
women; 5 with men with a child aged less than 12 months;
2 with SMAG members; 3 with community elders) at each
of the ten study sites. FGDs were conducted by a pair of
research assistants trained in interview techniques, the
interview guide, and in ethical conduct of research involv-
ing human subjects. FGDs were conducted in the local
languages of Tonga and Nyanja and were audio recorded.
Each FGD was conducted at the health facility, included
6 to 8 participants, and lasted between 2.5 and 3 h. The
PNC component lasted between 45 and 60 min. In addi-
tion, a total of twelve IDIs were conducted with six mid-
wives from BEmONC health facilities, four district health
office managers, and two provincial health office managers
(Table 3). IDIs with midwives were conducted by research
assistants; those with district and provincial managers
were conducted by one of the research team members. All
IDIs were conducted in English and audio recorded.

Data management and analysis

Audio recordings of the FGDs and IDIs were transcribed
and translated into English. A codebook was developed
using a deductive approach [40] in which sub-themes

Table 3 Focus Group Discussions (n=300) and IDIs

were derived from the instrument questions and WHO
quality of care framework. Similar statements were
coded to the same nodes and nodes were grouped into
themes. To allow for comparison of responses among
FGD respondent type and between service users and
providers, sets were created which allowed for compari-
son of the data by respondent attributes. Coding and
analysis were conducted in Nvivo 11 MAC by a research
team member (CS), who conducted four IDIs with MCH
coordinators but was not part of the MAHMAZ pro-
ject implementation team (CS) and was not involved in
the FGD data collection, transcription, or translation
processes. CS was attached to the MAHMAZ project
for his research as a postdoctoral Fogarty fellow under
a consortium of Harvard University, Boston University,
Northwestern University, and University of New Mexico.
Due to logistical and administrative challenges it was
not possible to have multiple coders from other research
team members. However, the codebook was shared with
other research team members to ensure credibility of
the coding process and validity of findings. Descriptive
statistics and frequencies were used to summarise the
respondent demographic data using SPSS Statistics 21.
The most frequently discussed qualitative themes are
presented by respondent type, supported by illustrative
quotations.

FGDs Number IDIs Number
Pregnant or Recently Delivered Women 10 District MCH coordinators 4

Men with child under one year 5 Provincial MCH coordinators 2
SMAGs and TBAs 3 Facility PNC providers 6

Elders and Mothers-in-law 2

Total 20 12
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Results

Respondent demographics

A total of 172 respondents participated including 160
(93.0%) in the FGDs and 12 (7.0%) in the IDIs. More than
3 in five (64.5%) of the respondents were female, and
the majority (82.6%) were married. On average, preg-
nant women were younger (mean age: 25.7 years, SD
5.7) than men (mean age: 30.8, SD 8.2), SMAG members
(mean age: 48.1, SD 9.8) and community elders (mean
age 63.3. SD 8.5). The mean age of PNC providers and
health systems staft was 38.1 (SD 9.2) years. The mean
age of PNC providers and health systems staff was 38.1
(SD 9.2) years. More than half (58.8%) of the women
FGD respondents were pregnant and 41.3% were recently
delivered. Of the SMAG members, 6 (37.5%) were com-
munity health workers and 10 (62.5%) were SMAGs vol-
unteers (Table 4).

Effective communication on PNC services

Community members and health systems staff (provin-
cial and district managers and health facility staff) were
unanimous on the benefits of PNC visits. During PNC
visits, women and their newborn babies receive impor-
tant information about child nutrition, breastfeeding
and care, childhood vaccines and immunization sched-
ule, growth monitoring and promotion, under five clinic
and family planning. They also receive information about
disease prevention such as HIV, tetanus, malaria, and
others. Nevertheless, most mothers, men, and commu-
nity elders were dissatisfied with the way health workers
communicated the new guidance for PNC visit timings.

Table 4 Demographic characteristics
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They expressed ignorance on the timing of visits speci-
fied in the new guidelines. Further, participants argued
that, during health promotion classes, most nurses/
midwives referred to the old PNC schedule. Similarly,
some IDI participants from health facilities reported
not receiving any training on the new PNC schedule
and that district health staff did not disseminate the new
guidelines; others mentioned that their colleagues did
not share the information when they returned from dis-
trict orientation meetings. In contrast, some health sys-
tems staff and some mothers were aware of the change
in the PNC timing of visits in the new guidelines. They
argued that they had shared the guidelines to the health
facilities and that trainings on the new guidelines were
conducted.

“Most of us were not trained in the new PNC guide-
lines. Our colleague who went for training did not
orient us and [that person] has now retired. This
makes it difficult for us to teach the mothers [on the
new guidelines] when they come for PNC"—Midwife,
IDI participant, intervention site, Kalomo district

Consequently, the lack of awareness on the new guide-
lines made most mothers not follow the PNC schedule.
For example, despite being unanimous on the need for
a mother and her baby to remain in the PNC ward for
observation after delivery, participants did not agree on
the duration. Those who were aware of the new guide-
lines explained that mothers needed to remain in the
postnatal ward for a minimum of 24 h. By contrast, most
mothers and community elders who were unaware of the

Characteristic Community Members

Health System Staff

Women Men SMAGs Elders Total N=12
N=80 N=40 N=16 N=24 N=160
Female, n (%) 80 (100) 0(0.0) 9(56.2) 13 (54.2) 102 (63.8) 9 (75.0)
Age, mean (SD) 25.7(5.7) 30.8(8.2) 48.1(9.8) 63.3(8.5) 349 (154) 38.1(9.2)
Marital status, n (%)
Married/cohabiting 65 (81.3) 37(92.5) 13(81.3) 17 (70.8) 132 (82.5) 10 (83.4)
Divorced/separated/widowed 4(5.0) 3(1838) 7(29.2) 14 (8.8) 1(83)
Never married 11(13.8) 0(0.0) 0(0.0) 14 (8.8) 1(8.3)
Delivery location (self or spouse), n (%)
Health facility/hospital 78 (97.5) 35(87.5) - 113 (94.2) -
Home/other 2(2.5) 5(12.5) - 7 (5.8) -
Gravid status
Currently pregnant 47 (58.8) - -
Recently delivered 33(41.3) -
SMAG members
SMAG - - 10 (62.5) - 10 (62.5)
CHW - - 6(37.5) - 6(37.5)
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new guidelines argued that the woman should only stay
for 6 h postpartum and that only women with complica-
tions should stay longer or be referred to the hospital for
specialized care.

“After delivery, we wait for 6 hours before we are
allowed to go home” - Mother, FGD participant,
intervention site, Choma district

Similarly, most community members did not know
when women were supposed to return for their second
and third PNC visits; they were only aware of the old
PNC schedule about the 6-6-6 rule —remaining in the
postnatal ward for 6 h, and returning after 6 days and
6 weeks postpartum. Only a few mothers and commu-
nity elders knew the new guidelines that women were
expected to return within 48—72 h and after 7-14 days.
Moreover, very few reported returning for the second
and third visits according to the PNC schedule.

“Most mothers don’t follow the new guidelines; they still
follow the old ones and return at 6 days and 6 weeks”
- Midwife, IDI participant, control site, Pemba district

In contrast, health managers from the two provincial
health offices confirmed receiving the new guidelines
from the MOH and that they had distributed them to
the district health offices (DHO). DHOs were, in turn,
expected to conduct orientation meetings with the
health facility staff and distribute the documents to the
health facilities. Health facility staff were expected to
disseminate the information to the women during ANC
health promotion classes. Both provincial and district
managers explained that they used to conduct regular
joint supervisory visits in the health facilities to ensure
the documents on the new PNC schedule were dissemi-
nated to the health facilities and that health facility staff
were oriented. Joint supervisory visits also served to
confirm whether mothers were educated about the new
guidelines during the health promotion classes which
women attended when they came for ANC visits.

“We received the new PNC guidelines from MoH and
distributed them to the districts. We also trained the
MCH coordinators from all the districts” — Eastern
Provincial MCH manager, IDI participant

“We conduct monthly supervisory visits in the dis-
tricts and health facilities to ensure that staff are
oriented on the new guidelines” — Southern Provin-
cial MCH manager, IDI participant

Evidence-based practices for routine PNC

and management of complications

Although most participants perceived PNC services to be
beneficial, they expressed limited knowledge about the
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actual services women and their babies were expected
to receive at each visit. In addition, a stark difference in
knowledge about PNC services was noted between dif-
ferent types of FGD participants. Women and SMAG
members were generally more aware of the package of
PNC services —including examination for postpartum
complications such as bleeding and infections for the
mother and her new-born; HIV and STI testing for the
mother, and transmission prevention medication, if rel-
evant, for the mother and neonate; breastfeeding and
general hygiene; baby vaccinations, counselling on fam-
ily planning and PNC-related health promotion mes-
sages. They also mentioned physical examination for the
mother including blood pressure and pulse rate check-up;
examination for fever, bleeding and foul vaginal discharge
breast and nipple examination, anaemia and nutritional
status. Other services for the baby were examination for
signs of infection including fever, high pulse rate, state of
the umbilical stamp, sucking patterns, excessive crying as
well as general physical examination.

However, most men and elders were not clear on the
actual package of PNC services that mothers and infants
were expected to receive at each visit. For example, most
fathers and community elders could only say that women
and their infants need to go for examination and check-
up, and that mothers were expected to receive health
messages.

“The woman is monitored for danger signs such as
blood pressure, pulse rate, state of the uterus and
cervix, cervical tears and bleeding. The baby is
examined for skin colour, breathing, crying, sucking
and other things. If both the mother and baby are
ok, they are discharged and asked to return after 6
days” - Mother, FGD participant, Intervention site,
Kalomo district

“Both the mother and baby are examined for com-
Plications. The mother is examined for fever, bleed-
ing and foul vaginal discharge. The examination of
the mother also includes blood pressure and pulse
rate measurement, breast and nipple examination,
anaemia and nutritional status. The baby is exam-
ined for signs of infection including fever, high pulse
rate, state of the umbilical stamp, sucking patterns,
excessive crying as well as general physical examina-
tion” - District MCH manager, Nyimba District

While most community members and facility staff were
equivocal on the quality of PNC services, provincial and
district health staff, including a few mothers, generally
expressed positive views on the quality of PNC services.
Reasons for positive views were the short waiting time
(i.e. less than 1 h) before they are attended to by health-
care staff, the availability and dissemination of the new
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PNC guidelines, trained health facility staff, availability
of delivery rooms, and regular supply of commodities.
Another reason was the availability of a PNC examina-
tion room which assured privacy as only one woman was
allowed to enter at a time. Most mothers also described
the health promotion classes to be beneficial as they pro-
vided women with information on HIV prevention for
both the mother and baby, family planning, feeding and
vaccination for their babies and general hygiene.

In contrast, most community members perceived the
PNC services to be of low quality. Specifically, women
and men were concerned about the absence or small size
of PNC rooms and limited privacy and confidentiality in
some health facilities. After delivery, women described
being made to rest together in one small room, which
in some instances only had one bed; other women had
to rest in general wards or maternity waiting homes,
which they felt put them and their infants at increased
risk of infection. Although women were required to stay
at the health facility after delivery before they could be
discharged, women complained that, sometimes nurses
were not available to help women if they developed
complications like high blood pressure and/or bleed-
ing after delivery. They also complained of long waiting
time when they returned for PNC. Although vaccines
were usually available, most mothers complained that
they did not receive certain services like blood pressure
check-ups, blood tests for anaemia and urine tests. They
also explained that in some instances, mothers were not
examined for postpartum complications such as bleed-
ing, raised blood pressure and infection. Some mothers
also explained that their neonates did not have their tem-
perature or umbilical stumps checked.

“Sometimes women can be alone in that room with-
out anyone to help them if they develop complica-
tions like bleeding or fitting” — Father, FGD partici-
pant, control site, Nyimba district

“There is no room where we can rest with our babies;
they make us rest in a small room which only has
one bed. Sometimes there is more than one woman.
So they take us to the other ward or mothers’ shel-
ter” - Mother, FGD respondent, intervention site,
Nyimba district

Respect, preservation of dignity and emotional support

Community members and health systems staff had
mixed views on how mothers were treated during PNC
visits. Most health managers, SMAG members, health
staff and mothers expressed positive views on pro-
vider attitudes during PNC services. They explained
that during health education classes, information was
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provided on the health of the mother and infant and
that mothers were treated with respect during the PNC
visits. In contrast, some mothers, fathers, and commu-
nity members complained of poor treatment of women
when they went for PNC visits with major reported
forms of mistreatment including verbal abuse, disre-
spect, negative or condescending attitudes, failure to
meet professional standards of care, and poor rapport
between women and providers. Moreover, respond-
ents explained that women who delivered at home
found it difficult to go for PNC services because of the
condescending attitude of health staft for having not
delivered at the health facility. They explained that, in
some circumstances, health staff disrespected them,
sent them back home, or demanded payment before
they attended to the mother and infant, or issued an
under five clinic card or birth certificate. Some mothers
and community members complained of long waiting
times and the poor state or lack of PNC facilities which
affected privacy and dignity of the women and provi-
sion of optimal PNC services.

“Some nurses insult us when we come for PNC visits.
They don’t respect us” - Mother, FGD participant,
Intervention site, Kalomo District

“Some women go back before nurses see them
because they have to find transport to go back” -
SMAG member, FGD participant, Choma District

Functional referral system, motivated human and essential
physical resources

Service providers and users were unanimous on the vari-
ous health system challenges which affected provision
and quality of PNC services. They explained that stock-
outs of essential medicines, supplies and equipment,
staffing constraints and non-availability of functional
referral services for women with postpartum complica-
tions like bleeding, infection and pre-eclampsia affected
the provision and quality of PNC services.

SMAG members and service providers explained that
most health facilities had no functional ambulances and
that in case of an emergency, health facility staff either
called for an ambulance from the district hospital (often
an hour or two drive away) or asked family members to
find a vehicle in the community. Moreover, participants
explained that the long distances to the district hospitals
and poor state of roads put women and infants at risk.
Respondents recommended the improvement of refer-
ral services for the management of these postpartum
emergencies.

Nevertheless, respondents had mixed views regarding
the use of maternity waiting homes during PNC visits.
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Mothers interviewed from the sites with MWHs which
had been either upgraded or newly constructed had a
positive attitude towards this service. They explained that
MWHs were beneficial, especially for those who lived
far from health facilities and those who needed to spend
more time for observation at the health facility following
postpartum complications. On the contrary, most moth-
ers from health facilities with old no MWHSs complained
that MWHs were generally in deplorable states within
the communities and put the infants at risk of infection.
They recommended the need for construction of special
PNC wards to make it easy for mothers and infants to
use the PNC services. They also emphasized the need to
improve the staffing levels for midwives, supply of medi-
cines, vaccines, and other consumables.

“Some women and their babies just go back [home]
without receiving anything because there are no
medicines for emergency care” - SMAG member,
FGD participant, Choma District

“There is ambulance here. We call the district for
help if we have an emergency” - SMAG member,
FGD participant, Kalomo.

“They should build more rooms [at the health facil-
ity] for mothers to stay after delivery. Mothers with
small babies should not stay in that dirty maternity
waiting home. They can get an infection - Elder, FGD
respondent, Pemba district

“We don’t usually go to stay in the maternity waiting
home because the baby can get an infection. There
are many people who stay there — Mother, FGD par-
ticipant, Kalomo district

Discussion

Service providers and users in rural Zambia perceive
PNC services to be beneficial for the mother and the
newborn baby. However, lack of awareness of the new
PNC guidelines and schedules, dysfunctional referral
services, and several health system-related factors affect
respondents’ perception of the quality of PNC services.
Below we address the major components of the WHO
quality of care framework related to PNC services that
users and/providers find lacking.

Timely and accurate communication of health infor-
mation to service users is a key component of PNC qual-
ity. Through effective communication of health message
people become aware of available services and learn
about the potential and actual gains from using the ser-
vices. Our findings suggest that community members
and health systems staff appreciate the benefits of PNC
services. During these visits, women and their newborn
baby receive important information about child nutrition,
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breastfeeding and care, childhood vaccines and immu-
nization schedule, growth monitoring and promotion,
under five clinic and family planning. They also receive
information about disease prevention such as HIV, teta-
nus, malaria, and others. Nevertheless, our findings show
that some rural Zambian women were often dissatisfied
with the way health workers communicated health mes-
sages to them regarding the timing of PNC visits accord-
ing to the new schedule. Lack of awareness about the
new PNC guidelines made most mothers not follow the
PNC schedule; very few reportedly returned for the sec-
ond and third visits according to the schedule. Rather,
they reported continuing to follow the old guidelines and
return after 6 days and 6 weeks postpartum. Thus, when
information is not available, mothers are ignorant about
the potential benefits, they fail to use the services at all
or in the optimal ways. Lack of awareness and discontent
among some SMAG members and health facility staff
who had not seen the new guidelines or schedule fur-
ther highlights the importance of effective communica-
tion. By contrast, district and provincial health managers
who had either seen the guidelines or participated in the
training expressed knowledge and satisfaction with the
communication process. Previous studies and systematic
reviews [41, 42] have highlighted the importance of effec-
tive communication on service users’ perceptions of care.
Shakibazadeh and colleagues [43] found that effective
communication is a key component of maternal health
care quality, emphasizing the need for women to receive
information about maternal health services to make
informed decisions, avoid information asymmetry, and
maximise perception of health benefits and utilisation of
health services. In this context, health education classes
during the antenatal period remain an important time
for health workers to interact with pregnant women, pro-
vide information on the benefits of PNC services, address
mothers’ concerns, and communicate important infor-
mation, including PNC guidelines and schedules [44].
This finding highlights the importance of communication
of health information to service users and suggests that
interventions focusing on improving PNC quality should
address communication barriers and provide correct and
timely information to service users.

Negative or disrespectful attitudes of healthcare pro-
viders are a widespread phenomenon in LMICs, affecting
users’ perceptions of quality and utilization of services,
along the continuum of maternal and intrapartum health
services. Bohren et al. [45] concluded that experiences
of mistreatment during PNC visits have far-reaching
consequences for women and communities outside of
the direct woman—provider interaction and that experi-
ences and perceptions of mistreatment, low expectations
of the care provided at facilities, and poor reputations of
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facilities in the community erode many women’s trust
in the health system and impact their decision to return
there for subsequent PNC visits or future pregnancies
[46]. Unsurprisingly, and in accordance with longstand-
ing literature [46], our findings suggest that women pre-
fer PNC services where mothers are treated with respect.
In addition, respondents described women preferring
healthcare services where the healthcare providers
communicated in a respectful, confidential, and caring
manner. In contrast, poor rapport between women and
providers during PNC visits — especially for those who
delivered at home — was widely reported. Description of
disrespectful care included verbal and/or physical abuse
and power imbalances between women and healthcare
providers.

Our findings suggest that PNC services provided in
rural Zambian health facilities fall below optimal stand-
ards for evidence-based practices. For example, our find-
ings show that in some instances women were not happy
about the way nurses who were not available to help them
if they developed postpartum complications like high
blood pressure and/or bleeding. Major reasons for the
low perception of PNC service quality were long waiting
time, not receiving services like blood pressure check-
ups, blood tests for anaemia, infections and urine tests,
mothers not being examined for postpartum complica-
tions such as bleeding, raised blood pressure and infec-
tion. Neonates not having their temperature or umbilical
stumps checked was a source of discontent among some
mothers. Respondents reported that in some instances,
women and their infants — especially those who delivered
at home —did not receive the required services when
they returned for PNC visits. These factors were per-
ceived to endanger the life of the mother and her baby
and made them perceive the services to be low quality.
These findings are similar to those found in other LMICs
[47, 48] and highlight the general gaps in health systems
in LMICs, including low staff levels, long waiting time,
small sized PNC rooms providing inadequate privacy,
and stock-out of essential medicines, supplies and vac-
cines, which contribute to non-adherence to evidence-
based practice. Long waiting times, in particular, affect
user perception of service quality and user satisfaction of
services [49].

A major concern is the reported lack of timely referral
services for emergencies. In the study districts, ambu-
lances were generally parked at the district hospital,
requiring health facilities to call for one to come or have
patients’ family members find a vehicle in the community
to serve as a taxi for the referral. If a woman experienced
an emergency at home, she would first need to travel
the long distances to the health facility, be assessed, and
then potentially wait for the arrival of an ambulance (or
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community vehicle) to bring her to a higher-level facil-
ity that can manage a postpartum complication, result-
ing in a multiple hour or even day(s)-long process for
emergency treatment. Long waits for ambulances, long
distances to the district hospitals, and the poor state of
roads put mothers and infants at an increased risk of
death if they developed complications. Our qualitative
findings on the perceived low quality of PNC services are
consistent with previous studies in the region [50, 51]. In
their study on quality of basic maternal health care func-
tions in health facilities of five African countries (Kenya,
Namibia, Rwanda, Tanzania, and Uganda), Kruk and col-
leagues [51] found that PNC services provided in primary
healthcare facilities were of low quality. These authors
reported crucial deficiencies in staffing, essential infra-
structure including electricity supply, basic emergency
procedures, referral systems, routine and emergency
care practices. Similar findings were reported by Nesbitt
and colleagues [52] in Ghana. These authors found that
most health facilities scored low on most signal functions
including performance of routine care signal functions,
skilled health professionals, and functioning at emer-
gency obstetric and new-born care (EmONC) level. They
concluded that low quality PNC services contribute sub-
stantially to maternal and neonatal deaths. These findings
are important and suggest that interventions focusing
on improving maternal and newborn health outcomes
should ensure functional referral systems, adequate staft-
ing for skilled healthcare staff, availability of essential
medicines for routine and emergency care of the mother
and neonate [53].

Although MWHs do not directly improve the quality
of PNC services, our findings suggest that MWHs are
a potential strategy for encouraging women to stay for
the 48 h postpartum for postnatal checkup. These find-
ings corroborate previous studies [54—56]. For exam-
ple, in their study on the effects of MWHs on the health
workforce and maternal health service delivery in rural
Zambia, Kaiser et al. [56] reported that women waiting
at MWHs allow staff to monitor a woman’s final stage of
pregnancy and labour onset, detect complications earlier,
and either more confidently manage those complications
at the health centre or refer to higher level care.

Limitations

This study has several limitations. First, the findings
focus solely on the experience of the FGD and IDI partic-
ipants from ten selected health facilities, two provincial
health offices and four districts which operated within
the context of SMGL. Project-related interventions or
factors may have influenced the study participants’ per-
ceptions. Second, like all qualitative studies, our findings
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are based on a purposively selected sample, and cannot
be generalised to other settings with different geographic
and demographic contexts. Further research is needed to
measure the quality of PNC services, assess what services
are routinely missed, and identify factors which affect
user experience. Moreover, this study could not establish
a causal link between PNC service quality and maternal
and newborn health outcomes. In addition, the long-
term effects of MWHs on PNC service quality are not
known. Further research with a longitudinal quantitative
design is required to establish the causal pathway.

Nevertheless, we believe that, based on the qualitative
methods we used employing both FGDs and IDIs com-
prising respondents with widely varied characteristics
and backgrounds sampled from various facilities in dif-
ferent regions of Zambia, our use of the international
quality of care framework to guide exploration of the
subject under investigation, and the rigorous data analy-
sis approach, these findings accurately reflect the service
users’ and providers’ perspectives on the quality of PNC
services in the selected health facilities.

Conclusion

These findings highlight users’ and providers’ perspec-
tives on PNC service quality and provide evidence for
investing in interventions to improve service quality in
rural Zambia. They show the importance of effective and
improved communication about the PNC services and
their benefits as well as raising awareness on PNC tim-
ing of visits in improving quality of PNC services. The
findings also highlight the importance of respectful care,
preservation of dignity and emotional support provided
to mothers during PNC visits. Interventions should
focus on addressing contextual health system challenges
including staffing levels, supply chain for essential medi-
cines and commodities, adequate PNC rooms for privacy
and confidentiality, shortening waiting time, and ensur-
ing functional referral system. It would be beneficial for
future studies to focus on: a) measuring PNC service
quality and its determinants using quantitative methods,
and b) confirming the causal link between PNC service
quality and maternal and newborn health outcomes
using longitudinal quantitative methods.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512884-023-05350-w.

Additional file 1. Informed consent form/ template for intending
researchers.

Acknowledgements
The authors wish to thank MSD for Mothers, Fogarty International Center
and National Institute of Mental Health of the National Institutes of Health for

Page 12 of 14

financially supporting this work. Our gratitude also goes to all the Ministry
of Health and health center managers in the research sites for their support
during the data collection process. Finally, our gratitude goes to the research
assistants for their support in the data collection process, and the study par-
ticipants for their valuable time and views.

Authors’ contributions

All authors designed the study. NS received the grant for the overarching
maternity waiting home evaluation. CS developed the instruments. CS, JK, TN,
and RF supervised data collection. CS conducted the data analysis and wrote
the first draft of the manuscript. NS and DH reviewed the manuscript. All
authors read, edited, and approved the final manuscript.

Funding

This work was supported by the MSD for Mothers, MSD's 10-year, $500 million initia-
tive to help create a world where no woman dies giving life. MSD for Mothers is an
initiative of Merck & Co, Kenilworth, NJ, USA (MRK 1846-06500.COL). The research
reported in this publication was supported by the Fogarty International Center and
National Institute of Mental Health of the National Institutes of Health under Award
Number D43 TW010543. The content is solely the responsibility of the authors and
does not necessarily represent the official views of the National Institutes of Health.

Availability of data and materials

The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request and with permission from
the ERES ethics committee.

Declarations

Ethical approval and consent to participate

Ethical approval was granted by the Excellence in Research and Scientific Integ-
rity (ERES) and Boston University Medical Campus Institutional Review Boards.
Authority to conduct the study was obtained from the Zambia National Health
Research Authority (NHRA). Informed consent was obtained from all participants
in writing. All methods were performed in accordance with the Declaration of
Helsinki. To ensure informed consent, before data collection, participants were
given and asked to read the consent form (Additional file 1) translated into

the local language. Research assistants read the consent form for those who
could not read. The consent form provided information on the background and
purpose of the study and the data collection process. It also contained a detailed
description of the participants'autonomy with regard to participants'rights
during the data collection process and the right to refuse or withdraw from the
study. Potential benefits, risks and discomforts associated the study were also
explained. To make it easy for the participants to understand the consent form,
research assistants explained every aspect in the language of the participants'
choosing. To make it easy for the participants to understand the consent form,
research assistants explained every aspect; they also requested the participants
to ask questions or seek clarification, if they had any, before commencing data
collection. Next, participants willing to participate in the interview were asked to
provide written informed consent; those who could not read or write were asked
to mark with an ‘X! After consenting to participate in the interview, each respond-
ent was asked to complete a short demographic questionnaire before the actual
interview. The questionnaire was translated into the local language. Research
assistants read the questionnaire and filled it in for those who could not read.

Consent for publication
Not applicable.

Competing interests
We declare that as authors we have no conflicting interest in this work.

Author details

'School of Public Health, Levy Mwanawasa Medical University, Lusaka, Zambia.
Department of Global Health, Boston University School of Public Health, Bos-
ton, MA, USA. >Department of Research, Right to Care Zambia, Lusaka, Zambia.
“Section of Infectious Diseases, Department of Medicine, Boston University
School of Medicine, Boston, MA 02118, USA.

Received: 18 January 2022 Accepted: 5 January 2023
Published online: 18 January 2023


https://doi.org/10.1186/s12884-023-05350-w
https://doi.org/10.1186/s12884-023-05350-w

Sialubanje et al. BMC Pregnancy and Childbirth

(2023) 23:39

References

1.

2.

20.

21

WHO. Maternal mortality. 2019. Available at: https://www.who.int/news-
room/fact-sheets/detail/maternal-mortality. Accessed on 20 May 2020
WHO. Maternal mortality: Levels and trends 2000 to 2017. 2019. Available
at: https://www.who.int/reproductivehealth/publications/maternal-
mortality-2000-2017/en/. Accessed on 20 May 2020.

Central Statistical Office (Zambia), ICF International, Ministry of Health
(Zambia), University Teaching Hospital (Zambia), University of Zambia.
Zambia Demographic and Health Survey 2018-2019. Fairfax, United
States of America: ICF International; 2020. p. 13-138.

Gianett B, Musakanya KE, Ngomah Moraes A, Chizuni C, Groeneveld

C, Kapina M, et al. Maternal mortality trends and correlates in Zambia.
Health Press Zambia Bulletin. 2019;3(4&5):12-6.

WHO. WHO technical consultation on postpartum and postnatal care.
2010. Available at: https://www.who.int/maternal_child_adolescent/
documents/WHO_MPS_10_03/en/. Accessed on 20 May 2020.

WHO. Focusing on postnatal care in low- and middle-income countries.
2017. Available at: https://www.who.int/activities/focusing-on-postnatal-
care-in-low-and-middle-income-countries. Accessed on 19 May 2020.
WHO. Standards for improving quality of maternal and newborn care in
health facilities. 2016. Available at: http://www.who.int/maternal_child_
adolescent/documents/improving-maternal-newborn-care-quality/
en/. Accessed on 21 May 2020.

Wudineh KG, Nigusie AA, Gesese SS, Tesu AA, Beyene FY. Postnatal care
service utilization and associated factors among women who gave birth
in Debretabour town, North West Ethiopia: a community- based cross-
sectional study. BMC Pregnancy Childbirth. 2018;18:508.

Benova L, Owolabi O, Radovich E, Wong KLM, Macleod D, Langlois EV,
Campbell OMR. Provision of postpartum care to women giving birth

in health facilities in sub-Saharan Africa: a cross-sectional study using
Demographic and Health Survey data from 33 countries. PLoS Med.
2019;16(10):21002943.

Requejo JH, Barros AJD, Berman P, Bhutta Z, Boerma T, et al. Countdown
t0 2015: a decade of tracking progress for maternal, newborn, and child
survival. Lancet. 2016;387:2049-59.

. Kruk ME, Gage AD, Arsenault C, Jordan K, Leslie HH, Roder-DeWan S.

High-quality health systems in the sustainable development goals era:
time for a revolution. Lancet Glob Health. 2018;6(11):1196-252.

Brizuela V, Leslie HH, Sharma J, Langer A, Tuncalp O. Measuring quality of care
for all women and newborns: how do we know if we are doing it right? A
review of facility assessment tools. Lancet Glob Health. 2019;7(5):24-32.
Nickerson JW, Adams O, Attaran A, Hatcher-Roberts and Tugwell P. Moni-
toring the ability to deliver care in low- and middle-income countries: a
systematic review of health facility assessment tools. Health Policy Plan.
2015;30:675-86. https://doi.org/10.1093/heapol/czu043.

Otorin E, Gomez P, Currie S, Thapa K, Dao B. Essential basic and emer-
gency obstetric and newborn care: from education and training to ser-
vice delivery and quality of care. Int J Gynecol Obstet. 2015;130:546-53.
Owens L, Semrau K, Mazimba A, Mbewe R, Musokotwane K, Grogan C,

et al. The state of routine and emergency obstetric and neonatal care in
Southern Province, Zambia. Int J Obstet Gynecol. 2015;128:53-7.
Arsenault C, English M, Gathara D, Malata A, Mandala W, Margaret,. Variation in
competent and respectful delivery care in Kenya and Malawi: a retrospective
analysis of national facility surveys. Trop Med Int Health. 2020,25(4):442-53.
Sialubanje C, Massar K, Hamer DH, Ruiter RAC. Reasons for home delivery

and use of traditional birth attendants in rural Zambia: a qualitative study.

BMC Pregnancy Childbirth. 2015;15:216.

Sialubanje C, Massar K, Hamer DH, Ruiter RAC. Understanding the
psychosocial and environmental factors and barriers affecting utilization
of maternal healthcare services in Kalomo, Zambia: a qualitative study.
Health Educ Res. 2014;29(3):521-32.

Chen L, Qiong W, van Velthoven MH, Yan Feng Z, Shuyi Z, Yi L, et al.
Coverage, quality of and barriers to postnatal care in rural Hebei, China: a
mixed methods study. Pregnancy and Childbirth. 2014;14:31.

Willis K, Green J, Daly J, et al. Perils and possibilities: achieving best
evidence from focus groups in public health research. Aust N Z J Public
Health. 2009;33:131-6.

Scheelbeek PFD, Hamza YA, Schellenberg J, et al. Improving the use of
focus group discussions in low income settings. BMC Med Res Methodol.
2020;20:287.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Page 13 of 14

King N, Horrocks C. Interviews in qualitative research. 2nd ed. Sage Publi-
cations Ltd; 2019. p. 349.

Mitchell G. Use of interviews in nursing research. Nurs Stand.
2015;29:44-8.

Sialubanje C, Mukumbuta N, Ng'andu M, et al. Perspectives on the
COVID-19 vaccine uptake: a qualitative study of community members
and health workers in Zambia. BMJ Open. 2022;12:¢058028. https://doi.
org/10.1136/bmjopen-2021-058028.

Ary D, Jacobs L, Sorensen C. Introduction to research in education. 9th
ed. Wadsworth: Cengage Learning; 2013.

Miles BM, Huberman AM, Saldana J. Qualitative data analysis. 3rd ed.
SAGE Publishers Ltd, 214. p. 38.

Scott NA, Kaiser JL, Ngoma T, McGlasson KL, Henry EG, Munro-Kramer ML,
et al. If we build it, will they come? Results of a quasi-experimental study
assessing the impact of maternity waiting homes on facility-based child-
birth and maternity care in Zambia. BMJ Glob Health. 2021;6(12):e006385.
https://doi.org/10.1136/bmjgh-2021-006385. PMID: 34876457.

Henry EG, Ngoma T, Kaiser JL, Fong RM, Vian T, Hamer DH, et al. Evaluat-
ing implementation effectiveness and sustainability of a maternity
waiting homes intervention to improve access to safe delivery in rural
Zambia: a mixed methods protocol. BMC Health Serv Res. 2020;20:191.
Scott NA, Kaiser JL, Vian T, Bonawitz R, Fong RM, Ngoma T, et al. Impact
of maternity waiting homes on facility delivery among remote house-
holds in Zambia: protocol for a quasi experimental, mixed methods
study. BMJ Open. 2018;8:2022224. https://doi.org/10.1136/bmjop
en-2018-022224.

Saving Mothers, Giving Life. 5 Years, 3 Countries, 1 Mission: 2018 Final
Report: results of a 5-year partnership to reduce maternal and newborn
mortality. Available at: http://www.savingmothersgivinglife.org/docs/
smgl-final-report.pdf. Accessed on 14 Sept 2021.

Sialubanje C, Massar K, Horstkotte L, Hamer DH, Ruiter RAC. Increasing
utilisation of skilled facility-based maternal healthcare services in rural
Zambia: the role of safe motherhood action groups. Reprod Health.
2017;14:81. https://doi.org/10.1186/512978-017-0342-1.

Quam L, Achrekar A, Clay R. Saving mothers, giving life: a systems
approach to reducing maternal and perinatal deaths in Uganda and
Zambia. Glob Health Sci Pract. 2019;7(Supplement 1):51-5. https://doi.
0rg/10.9745/GHSP-D-19-0003.

Central Statistical Office Zambia. 2010 census of population and housing
- Southern Province analytical report. Lusaka: Central Statistical Office
Nationalist; 2014. Available at: http://web0.psa.gov.ph/statistics/census/
population-and-housing.

Central Statistical Office Zambia. 2010 Census of population and hous-
ing -Eastern Province analytical report. Lusaka: Central Statistical Office
Nationalist; 2014. Available at: https://www.zamstats.gov.zm/phocadownl
0ad/2010_Census/2010_Census_Analytical_Reports/EasternProvince
analyticalreport-2010census.Pdf.

Sialubanje C, Massar K, Kirch EM, van der Pijl MS, Hamer DH, Ruiter RAC.
Husbands'experiences and perceptions regarding the use of maternity
waiting homes in rural Zambia. Int J Gynaecol Obstet. 2016;133(1):108-
11. https://doi.org/10.1016/j.ijg0.2015.08.023.

Ministry of Community Development, Mother and Child Health. Essential
newborn care guidelines. 2014. Available at: https://www.afro.who.int/
publications/essential-newborn-care-guidelines-2014. Accessed on 17
Nov 2021.

World Health Organisation, Genevea: WHO recommendations on postna-
tal care of the mothers and newborn. Executive summary; 2013. Available
at: https://www.ncbi.nlm.nih.gov/books/NBK190090/

WHO Recommendations on Postnatal Care of the Mother and Newborn.
Geneva: World Health Organization; 2013. Executive summary. Available
at: https.//www.ncbi.nlm.nih.gov/books/NBK190090/. Accessed on 14
Sept 2021.

Warren C, Daly P, Toure L, Mongi P. Postnatal care: World Health Organisa-
tion. Available at: https://www.who.int/pmnch/media/publications/
aonsectionlll_4.pdf. Accessed on 14 Sept 2021.

Saldana J. The Coding Manual for Qualitative Researchers. 4th ed. SAGE
Publications Ltd. p 440.

Filippi V, Ronsmans C, Campbell OM, Graham WJ, Mills A, et al. Maternal
health in poor countries: the broader context and a call for action. Lancet.
2006;368(9546):1535-41.


https://www.who.int/news-room/fact-sheets/detail/maternal-mortality
https://www.who.int/news-room/fact-sheets/detail/maternal-mortality
https://www.who.int/reproductivehealth/publications/maternal-mortality-2000-2017/en/
https://www.who.int/reproductivehealth/publications/maternal-mortality-2000-2017/en/
https://www.who.int/maternal_child_adolescent/documents/WHO_MPS_10_03/en/
https://www.who.int/maternal_child_adolescent/documents/WHO_MPS_10_03/en/
https://www.who.int/activities/focusing-on-postnatal-care-in-low-and-middle-income-countries
https://www.who.int/activities/focusing-on-postnatal-care-in-low-and-middle-income-countries
http://www.who.int/maternal_child_adolescent/documents/improving-maternal-newborn-care-quality/en/
http://www.who.int/maternal_child_adolescent/documents/improving-maternal-newborn-care-quality/en/
http://www.who.int/maternal_child_adolescent/documents/improving-maternal-newborn-care-quality/en/
https://doi.org/10.1093/heapol/czu043
https://doi.org/10.1136/bmjopen-2021-058028
https://doi.org/10.1136/bmjopen-2021-058028
https://doi.org/10.1136/bmjgh-2021-006385
https://doi.org/10.1136/bmjopen-2018-022224
https://doi.org/10.1136/bmjopen-2018-022224
http://www.savingmothersgivinglife.org/docs/smgl-final-report.pdf
http://www.savingmothersgivinglife.org/docs/smgl-final-report.pdf
https://doi.org/10.1186/s12978-017-0342-1
https://doi.org/10.9745/GHSP-D-19-0003
https://doi.org/10.9745/GHSP-D-19-0003
http://web0.psa.gov.ph/statistics/census/population-and-housing
http://web0.psa.gov.ph/statistics/census/population-and-housing
https://www.zamstats.gov.zm/phocadownload/2010_Census/2010_Census_Analytical_Reports/EasternProvinceanalyticalreport-2010census.Pdf
https://www.zamstats.gov.zm/phocadownload/2010_Census/2010_Census_Analytical_Reports/EasternProvinceanalyticalreport-2010census.Pdf
https://www.zamstats.gov.zm/phocadownload/2010_Census/2010_Census_Analytical_Reports/EasternProvinceanalyticalreport-2010census.Pdf
https://doi.org/10.1016/j.ijgo.2015.08.023
https://www.afro.who.int/publications/essential-newborn-care-guidelines-2014
https://www.afro.who.int/publications/essential-newborn-care-guidelines-2014
https://www.ncbi.nlm.nih.gov/books/NBK190090/
https://www.ncbi.nlm.nih.gov/books/NBK190090/
https://www.who.int/pmnch/media/publications/aonsectionIII_4.pdf
https://www.who.int/pmnch/media/publications/aonsectionIII_4.pdf

Sialubanje et al. BMC Pregnancy and Childbirth

42.

43.

44,

45.

46.

47.

48.

49.

50.

(2023) 23:39

van den Broek NR, Graham WJ. Quality of care for maternal and newborn
health: the neglected agenda. Int J Obstet Gynecol. 2009;116(1):18-21.
Shakibazadeh E, Namadian M, Bohren MA, Vogel JP, Rashidian A, Nogueira
V, et al. Respectful care during childbirth in health facilities globally: a
qualitative evidence synthesis. 2017.

Chaka EE, Abdurahman AA, Nedjat S, Majdzadeh R. Utilization and deter-
minants of postnatal care services in Ethiopia: a systematic review and
meta-analysis. Ethiop J Health Sci. 2018;29(1):929.

Bohren MA, Vogel JP, Hunter EC, Lutsiv O, Makh SK, Souza JP, et al. The
mistreatment of women during childbirth in health facilities globally: a
mixed-methods systematic review. PLoS Med. 2015;12:e1001847.
Lythgoe C, Lowe K, McCauley M, McCauley H. How women’s experi-
ences and perceptions of care influence uptake of postnatal care across
sub-Saharan Africa: a qualitative systematic review. BMC Pregnancy Child-
birth. 2021;21:506. https://doi.org/10.1186/512884-021-03910-6.

Warren EC, Abuya T, Kanya L, Obare F, Njuki R, Temmerman M, et al. A
cross sectional comparison of post natal care quality in facilities partici-
pating in a maternal health voucher programme versus non-voucher
facilities in Kenya. BMC Pregnancy Childbirth. 2015;15:153.

Peters IA, Posthumus AG, Steegers EAP, Denktas S. Satisfaction with
obstetric care in a population of low-educated native Dutch and
nonwestern minority women. Focus group research. PLoS One.
2019;14(1):e0210506.

Sun J, Lin Q Zhao P, Zhang Q, Xu K, Chen H, et al. Reducing waiting time
and raising outpatient satisfaction in a Chinese public tertiary general
hospital-an interrupted time series study. BMC Public Health. 2017;17:668.
Tuncalp O, Were WM, MacLennan C, Oladapo OT, Gulmezoglu AM, Bahl

R, et al. Quality of care for pregnant women and newborns—the WHO
vision. Int J Obstet Gynecol. 2015;122:1045-9.

51. Kruk ME, Leslie HH, Verguet S, Mbaruku GM, Adanu RMK, Langer A. Qual-
ity of basic maternal care functions in health facilities of five African coun-
tries: an analysis of national health system surveys. Lancet Glob Health.
2016;4(11):45-55.

52. Nesbitt RC, Lohela TJ, Manu A, Vesel L, Okyere E, et al. Quality along the
continuum: A health facility assessment of intrapartum and postnatal
care in Ghana. PLoS One. 2013;8(11):e81089. https://doi.org/10.1371/
journal.pone.0081089.

53. LoriJ, Munro-Kramer ML, Liu H, McGlasson KL, Zhang X, Lee H, et al.
Increasing access to reproductive health services through maternity wait-
ing homes for women living farthest from a health facility in rural Zambia:
a quasi-experimental study. Int J Obstet Gynecol. 2021. https://doi.org/
10.22541/au.160249344.42235507/v1.

54. World Health Organisation. The World Health Report 2005: make every
mother and child count. 2005. Available at: http://whglibdoc.who.int/../
9789241500265_eng.pdf. Accessed on, 27 Feb 2020.

55. Miller S, Abalos E, Chamillard M, Ciapponi A, Colaci D, Comandé D.
et al. Beyond too little, too late and too much, too soon: a pathway
towards evidence-based, respectful maternity care worldwide. Lancet.
2016;388(10056):2176-92. https://doi.org/10.1016/50140-6736(16)
31472-6.

56. Kaiser JL, Fong RM, Ngoma T, MaGlasson KL, Biemba G, Hamer DH,
et al. The effects of maternity waiting homes on the health workforce
and maternal health service delivery in rural Zambia: a qualitative
analysis. Hum Resour Health. 2019;17:93. https://doi.org/10.1186/
$12960-019-0436-7.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 14 of 14

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://doi.org/10.1186/s12884-021-03910-6
https://doi.org/10.1371/journal.pone.0081089
https://doi.org/10.1371/journal.pone.0081089
https://doi.org/10.22541/au.160249344.42235507/v1
https://doi.org/10.22541/au.160249344.42235507/v1
http://whqlibdoc.who.int/.../9789241500265_eng.pdf
http://whqlibdoc.who.int/.../9789241500265_eng.pdf
https://doi.org/10.1016/S0140-6736(16)31472-6
https://doi.org/10.1016/S0140-6736(16)31472-6
https://doi.org/10.1186/s12960-019-0436-7
https://doi.org/10.1186/s12960-019-0436-7

	Postnatal care services in rural Zambia: a qualitative exploration of user, provider, and community perspectives on quality of care
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Theoretical framework

	Methods
	Study design
	Study setting
	Sampling strategy
	Study population
	Instrument design
	Data collection procedures
	Data management and analysis

	Results
	Respondent demographics
	Effective communication on PNC services
	Evidence-based practices for routine PNC and management of complications
	Respect, preservation of dignity and emotional support
	Functional referral system, motivated human and essential physical resources

	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References


