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Key lessons can be drawn from innovative approaches that have

been implemented to ensure access to better antenatal care

(ANC) and postnatal care (PNC). This paper examines the

successes and challenges of ANC and PNC delivery models in

several settings around the world; discusses the lessons to be

learned from them; and makes recommendations for future

programmes. Based on this review, we conclude that close

monitoring of ANC and PNC quality and delivery models,

health workforce support, appropriate use of electronic

technologies, integrated care, a woman-friendly perspective, and

adequate infrastructure are key elements of successful

programmes that benefit the health and wellbeing of women,

their newborns and families. However, a full evaluation of care

delivery models is needed to establish their acceptability,

accessibility, availability and quality.

Keywords Antenatal care, health systems, postnatal care, quality
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Introduction

The new millennium has seen increased emphasis from

ministries of health, programme implementers and donors

on ensuring skilled care during pregnancy, childbirth and

the postnatal period for women and newborns.1 Support

for such efforts has been bolstered by Millennium Develop-

ment Goals (MDG) 4 and 5, which prioritise improving

child and maternal health, respectively, as well as reducing

mortality.2 Increased access to skilled care has been recog-

nised as a crucial contribution to improved maternal and

perinatal health outcomes.3 As a result of these and other

factors, in 2013, global maternal deaths were estimated at

289 000, down from 523 000 in 1990.4 During the same

period, the global neonatal mortality rate fell from 33

deaths per 1000 live births in 1990 to 20 in 2013.5 Projec-

tions show that by the end of 2015 when the MDGs expire,

maternal and child deaths will be half what they were in

1990.6 But much work remains. To address the unfinished

agenda, the maternal and newborn health communities

have strived to ensure that their common goals are

included in the Sustainable Development Goals (SDGs)

that will shape the future global policy agenda.7

During the last 15 years, access to skilled care during

delivery and antenatal care (ANC) coverage, measured as

the proportion of women who receive one to four or more

ANC visits during their pregnancy, have been used by

countries and international initiatives to track progress

towards achieving MDG5.2,8,9 Coverage of ANC has signifi-

cantly increased: between 1990 and 2014, the proportion of

women who received any ANC in developing countries

rose from 64 to 83%.10 Postnatal care (PNC) for mothers

and newborns, although not part of the core set of indica-

tors, is garnering increased attention, especially through
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global initiatives such as the Every Newborn Action Plan11

and Ending Preventable Maternal Mortality.12 Access to

and uptake of PNC have improved, but remain limited: in

low-income and middle-income countries, respectively, just

37 and 51% of women receive a postnatal visit within

2 days of giving birth.13

In 2001, the World Health Organization (WHO) devel-

oped and rigorously evaluated a new ANC model14 geared

towards low- and middle-income countries that included

only evidence-based, high-quality interventions delivered

through fewer ANC visits than the traditional model. Now

known as Focused Antenatal Care (FANC), the protocol

included information on standard medical care to be pro-

vided to all pregnant women, as well as guidelines on addi-

tional care and treatment for those women requiring it.

This simplified model endorsed by WHO facilitated

increased access to antenatal care, but little is known about

the quality of the care provided,15 as few indicators have

been developed and validated, and those that do exist are

inconsistently measured.16 Unfortunately, ANC is often

evaluated only through the number of visits; its content, if

evaluated at all, is assessed with a simple checklist of inter-

ventions, potentially limiting the extent to which antenatal

care can address a pregnant woman’s general health and

wellbeing.

Similarly, the content of PNC had not been clearly defined

and standardised until recently,17 and there is little informa-

tion about its implementation. Data on the number of

healthcare visits a woman and newborn receive are impor-

tant, but fail to describe whether such care effectively

addresses maternal and perinatal needs. Without delivering

quality content, the number of contacts a woman has with the

health system both during pregnancy and the postnatal per-

iod has limited relevance for maternal and newborn health.

The potential benefits of quality ANC and PNC go well

beyond pregnancy and childbirth. With ANC often being

the first point of contact women have with the health sys-

tem,18 increasing access to high-quality, well-coordinated

care in this time period can encourage future health-seek-

ing behaviours. Furthermore, putting ANC and PNC in the

context of broader reproductive health services is likely to

ease access to other services, including contraception,

detection of sexually transmitted infections, or identifica-

tion of intimate partner violence.

Given the urgency of improving the quality of maternal

and newborn health care and the limited documentation in

this area so far, this study focused on identifying and ana-

lysing innovative approaches aimed at improving ANC and

PNC and drawing potentially generalisable lessons from

them. Learning from practical experiences and exploring

the potential for scale-up and adaptation of organisational

and technological innovations is essential. The selected

innovative models had all been well documented, but not

subjected to a rigorous evaluation, a limitation they share

with a wide range of programmatic experiences.19 Aware of

these limitations, we explored the innovative models using

a variety of data sources and approaches, which allowed us

to identify successes and challenges of several ANC and

PNC delivery models in different settings around the

world, explore the lessons learned from these models, and

make recommendations for future programmes.

Methods

Between October 2013 and December 2014, we reviewed a

wide range of ANC and PNC delivery models. Source

material included peer-reviewed articles, which were sys-

tematically obtained via searches in PubMed, MEDLINE,

POPLINE and GoogleScholar. Search terms included ‘ante-

natal care’, ‘prenatal care’, ‘postnatal care’, ‘postpartum

care’ and ‘perinatal care’. Articles published before 2004

were discarded. Results were excluded if they were in a lan-

guage other than English, Spanish or French. After the

results had been collated, titles were read to determine

applicability to the current study (i.e. papers on topics

other than antenatal, perinatal or postnatal care were

excluded). The abstracts of the remaining results were read

and papers that did not refer to maternal care or did not

discuss different models for delivering care were excluded.

The researchers of this study also reviewed bibliographies

of relevant papers. Demographic and Health Survey analy-

ses and programme evaluations from 2004 and later, avail-

able from Demographic and Health Survey and

programme-specific websites respectively, supplemented the

peer-reviewed material. We conducted key informant inter-

views with experts involved with delivering maternal and

perinatal care in low- and middle-income countries. Four

researchers, three directors at international organisations,

two leaders of global consortia, and one programme imple-

menter were interviewed to explore barriers to and enablers

of successful interventions relevant to their areas of exper-

tise. Gathered information was reviewed, synthesised, and

used for the selection and development of several case studies.

We considered several inclusion criteria for the selection

of the programmes in our study. First, we identified

countries and regions where innovative ANC, PNC, or

integrated care programmes, either small-scale or country-

wide, were being implemented in a way that differed from

a clinic-based patient–provider interaction and were shown

to have had some form of positive effect. Second, we

explored models of care that used a variety of methods to

improve their quality, including organisational, workforce,

and supply or demand-creation components. Our third cri-

terion was the availability of sufficient documentation

obtained through monitoring processes or evaluations.

Finally, we considered practical aspects, such as existing
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connections with the organisations that could facilitate

obtaining the information needed for the analysis. Using

these criteria, we selected eight innovative care delivery

models: four implemented at a national scale and four

delivering care on a smaller scale.

To explore the factors that contribute to or hinder the

success of ANC and PNC programmes, we critically exam-

ined the eight case studies and analysed similarities and dif-

ferences in the models. We used an analytical framework

developed by WHO in the late 1970s20 that gives equal

weight to the availability, accessibility, acceptability and

quality of care (AAAQ). The AAAQ framework uses these

elements to identify characteristics of the health system that

need to align to ensure effective coverage of any health sys-

tem component—in our case, improvements in ANC and

PNC delivery.

Results

The eight case studies cover a variety of approaches for

delivering ANC and PNC in urban and rural settings and

at the hospital, clinic and community levels, mostly in sub-

Saharan Africa and South Asia (Table 1); the case studies

are available online as Supplementary material. These mod-

els variably address how, where, or by whom ANC or PNC

is delivered, as well as the potential for scale-up. Applying

the AAAQ framework, we were able to identify the com-

monalities across the case studies and the factors that

appeared to either support or hinder successful ANC and

PNC programmes.

Overview of case studies
The Health Extension Worker (HEW) Programme in

Ethiopia was founded in 2003 to bring health knowledge

and basic care directly to households.21 The programme

uses a large countrywide network of health workers at the

community level. Our case study (see Appendix S1) exam-

ined its effect on uptake of ANC and PNC and found that

the proportion of pregnant women receiving ANC has

increased substantially since the programme began. How-

ever, HEW influence on skilled birth attendance is limited,

and data on PNC coverage remain incomplete.22

A second case (see Appendix S2) analysed several pro-

grammes in Nepal aimed at increasing access to and uptake

of maternity care, especially PNC.23 Historically, use of

PNC has been low in Nepal; most women do not receive

care until the infant’s first immunisation visit 6 weeks after

birth.24 The programmes included in this case study

explored the effects of community-based postpartum and

neonatal care delivery, increased provider training, and

improved referral networks. With the support of these pro-

grammes, uptake of PNC and postpartum contraception

has increased.

Third, we looked at Pakistan’s Lady Health Workers

(LHWs), who provide basic care and health education

within their communities (see Appendix S3).25 The pro-

gramme was implemented in 1994 as part of the national

strategy to reduce poverty and improve health, and directly

contributes to the nation’s effort to meet the MDGs.26

LHWs provide basic preventive care and serve as liaisons

between community members and higher-level health facil-

ities.27 They focus on common childhood illnesses, repro-

ductive health and family planning, and promotion of

healthy behaviours. LHWs have also been successful in

encouraging pregnant women to receive ANC at local

health clinics.

A fourth case profiles Tanzania (see Appendix S4), which

has adopted WHO’s FANC model.28 FANC was well

received by providers in Tanzania. However, health systems

challenges such shortages within the healthcare workforce

and make implementation difficult, and many facilities do

not have the supplies they need to deliver FANC appropri-

ately.29 A vast majority (87.8%) of women receive at least

one ANC visit, but less than half of women (42.8%) receive

the four visits that FANC intends.30

Next we explored the Manoshi Project in urban Bangla-

desh, which uses community health workers to provide

health education and basic health care to roughly eight mil-

lion women and children, including ANC and PNC (see

Appendix S5).31 The project has built several birth centres

in low-income peri-urban areas and has effectively reduced

the ‘three delays’32 by developing a ‘facilitated referral net-

work’, allowing women who need emergency care to access

services immediately. Results are promising: the proportion

of women receiving at least four ANC visits has substan-

tially increased and the majority of women are delivering

with a community midwife and receiving PNC.33

Jacaranda Health is a network of private clinics that has

provided comprehensive ANC, PNC, and labour and deliv-

ery care in low-resource peri-urban Nairobi, Kenya since

2011.34 Jacaranda has tested several innovations for encour-

aging uptake and improving quality of care, including elec-

tronic medical records, client incentive schemes, and both

clinic- and home-based delivery of PNC. The organisation

uses a continual client feedback loop to ensure the quality

and acceptability of its services.35 Whereas data on quality

and utilisation of maternity care services in comparison to

more traditional models are not yet available, patient satis-

faction at Jacaranda is high and their number of monthly

patient visits is increasing (see Appendix S6).36

Since 2000, the Developing Families Center in Washing-

ton, D.C. has provided a midwife-led model of care to

low-income families with limited access to comprehensive,

co-located care outside the hospital setting.37 The midwives

and staff provide personalised care from pregnancy through

early childhood; ANC is provided by midwives in group
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Table 1. Key elements of the case studies*

Models delivered at national scale

Case Study Topic (year programme

started, if applicable)

Programme Highlights

Health Extension Worker (HEW)

Programme, Ethiopia (2003)

Nationwide community health-worker cadre; all HEWs completed primary school and provide free health

education, screening and prevention17

By 2010, 33 819 HEWs had been deployed, reaching 89% of communities18

ANC uptake increased from 26.8% in 2000 to 42.5% in 201118

Postnatal care, Nepal Several recent nationwide maternal health programmes specifically emphasised free postnatal care19

Both demand- and supply-side interventions are included

Uptake of early PNC increased under the Community-based Neonatal Care Package from 65 to 94%20

The Nepal Family Health Programme II was associated with increased PNC uptake from 41 to 55%21

Receipt of early PNC increased under the Birth Preparedness Package from 11 to 25%22

Lady Health Worker (LHW)

Programme, Pakistan (1994)

Nationwide community health-worker cadre; LHWs are all women who completed primary school and

received a community endorsement; they provide free integrated preventive and curative health services

and liaise with the formal health system23

By early 2013, more than 105 000 LHWs had been trained24

Women reached by LHWs are 11% more likely to use modern contraception and their children are 15%

more likely to receive a neonatal check-up than those of other women25

LHWs strongly influence women’s decision to seek ANC26

Focused Antenatal Care,

Tanzania (2002)

WHO model for four antenatal visits is adapted to local context; visits are free of charge and aim to shift

focus from quantity to quality by providing individual counselling, assessments, and evidence-based

interventions27

Uptake of ANC is 87.8%,28 but delivery of comprehensive care has been difficult—only 22.5% of women

receive complete birth preparedness counselling and 39.5% are not informed of any danger signs29

Models delivered at small scale

Case Study Topic Programme Highlights

The Manoshi Project,

Bangladesh (2007)

BRAC-run project that developed community health worker cadres and local birthing facilities in six urban

areas, serving eight million people30

Focused on building a direct referral system to connect pregnant and lactating women, newborns, and

children under five with quality health facilities; user fees are dependent on ability to pay

From 2007 to 2011, receipt of at least four ANC visits increased from 27 to 52%, birthing alone decreased

from 65 to 24%, and the proportion of women receiving early PNC increased from 15 to 62%31

Jacaranda Health, Kenya (2011) Jacaranda’s clinics provide comprehensive, low-cost maternity care in low-income peri-urban areas32

Services include family planning, antenatal, delivery and postnatal care, with the latter serving mothers and

children up to 1 year

Surveys conducted with Jacaranda’s patients have shown that 95% are happy with the completeness and

quality of care they have received33

In response to SMS-based family planning messages, Jacaranda saw a 35% increase in postpartum family

planning visits during the programme’s pilot period.34

The Developing Families Center,

United States (2000)

‘One-stop shop’ for family-focused primary care, including a midwife-led birthing centre with direct

referral access35

Services are covered by insurance and include family planning, maternity care, men’s health care and early

childhood health and development

Women receiving care here are less likely to have a caesarean section (odds ratio 0.59, P < 0.01) and have

lower rates of low birthweight babies (7%; 95% CI 3.3–9.5%,]compared with 11.6%) than the local

average36,37

Group care models, United States,

Australia, the Netherlands, Malawi,

Tanzania

Models foster women’s empowerment, deliver health information, and provide space for pregnant women

and new parents to receive specialised care38

Structure is adaptable to the groups’ specific needs; fee structure varies by country

Group care was associated with a 32% reduction in neonatal mortality in India,39 and 33% lower

likelihood of preterm birth in the USA40

*The case studies are available as online supporting information.
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settings, unless women opt out. If complications occur, an

existing and well-nurtured relationship with a local hospital

allows for uninterrupted referral. This model has led to

improved maternal and neonatal outcomes, high patient

satisfaction, and strong community support (see

Appendix S7).38

The final case study examined group care, which is a

model of care delivery that involves one or two providers

engaged with several patients at the same time and is found

in many settings around the world (see Appendix S8).39

Present in a variety of forms, group care models foster

women’s empowerment, encourage collective learning and

provide social support. Groups can be exclusive to preg-

nant or postpartum women, or open to an entire commu-

nity. Many groups are formed to provide ANC to several

women simultaneously, but others simply bring women

together to discuss community issues and develop local

solutions. Groups have seen better maternal and neonatal

outcomes compared with traditional models, and both pro-

viders and group members have expressed high satisfaction

with the format.

Factors enabling high-quality care

Increased demand for maternal health care
Women’s empowerment has been shown to positively

impact maternal and child health through several mecha-

nisms, including increased use of health services.40 As our

case study on group care shows, accessibility and accept-

ability of ANC and PNC can be improved by using

women’s groups. These groups can build consensus,41 act

as support networks for their members,42 and be more

effective in delivering ANC and PNC information and

health- and pregnancy-related knowledge than individu-

alised care.43 These groups have demonstrably improved

health outcomes across settings, including in India41 and

the USA.43

Building support for care-seeking behaviours among

women and communities can improve uptake and satisfac-

tion, as described in two additional case studies. Jacaranda

has high patient satisfaction, probably a result of its

patient-centred approach.34 At a larger scale, in response to

evidence that involving men could allow more women to

access such care,44 Tanzania’s Ministry of Health and Social

Welfare has stressed partner involvement in its most recent

national policy to improve maternal, newborn and child

health, with calls for male involvement in ANC.45

Supported health workforce
With a robust, comprehensive network of healthcare provi-

ders, ANC and PNC can be provided at multiple levels:

directly in the community, at rural health posts, or within

specialised referral facilities. Some of the models of care

described in our case studies are strongly focused on

strengthening the healthcare workforce.

The LHW and HEW cadres in Pakistan and Ethiopia,

respectively, have been instrumental in strengthening the

national health systems, particularly in rural settings, given

that skilled providers are largely concentrated in urban

areas. The education and cultural background of these

cadres46,47 ensure that they are respected, supported and

motivated members of the communities they serve and can

be important liaisons with the primary healthcare system.

When incentives, whether monetary or otherwise, reflect

responsibilities and workers receive adequate support and

feel valued, they may be more motivated to provide

higher-quality care.48 One of the models included in our

case study on Nepal, the Aama Programme, issues cash

incentives to both patients and providers when the latter

attend a birth, whether at home or in a facility.49 Support-

ive supervision and professional development opportunities

to staff are also important tools, as the case of Jacaranda

shows. The organisation trains its existing staff members to

run future clinics that can reach a broader array of women

and children, expanding its network while also building

clinical and leadership skills and staff loyalty.50

To assist providers in delivering high-quality care in

fewer visits, Tanzania clearly specified the client education

and counselling activities that were expected at each visit.

Rather than simply advising clients on pregnancy danger

signs, for example, Tanzania’s FANC model also empha-

sises physiological and emotional changes in pregnancy,

postpartum care planning, and the importance of rest and

exercise in pregnancy.51 Instead of relying on a checklist,

Tanzania’s providers have clear guidance on how to deliver

the specific components of ANC.

Referral networks
Access to care can be considerably improved by strengthen-

ing the connection between community-based care and

higher-level care so that, when complications arise, such

specialised care is easily accessible. Three of the pro-

grammes featured in our case studies established systems

that include direct access to a referral facility as a core

component.

In Nairobi, during the early planning stages, Jacaranda’s

management team assessed the capacity of nearby, higher-

level facilities that could admit their complicated labour

and delivery cases and perform caesarean sections when

needed.52 When women face complications, Jacaranda

helps plan for delivery at the previously vetted facility,

thereby reducing the impact of the ‘three delays’.32 Simi-

larly, the Developing Families Center in Washington, DC

developed a unique relationship with a nearby referral hos-

pital that understands the value of midwife-led care. Hence,

even in hospital, the Developing Families Center midwives
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are the primary birth attendants during labour and deliv-

ery, and physicians only intervene to provide emergency

care or consultation.37

The Manoshi Project in Bangladesh created an expansive

network of urban community health workers53 that provide

basic primary care, including ANC and PNC and atten-

dance of uncomplicated deliveries. Access to emergency

care is secured through partnerships with referral facilities.

By bringing services to women’s neighbourhoods, develop-

ing trust through antenatal care, and facilitating access to

referral hospitals when needed, Manoshi has substantially

reduced maternal and newborn deaths and improved the

health and wellbeing of women, children and families in

the early years of life.

Technological innovations
Advances in and new uses of technology have the potential

to increase collaboration between providers, improve

patient flow and increase user satisfaction. The use of elec-

tronic medical records allows patient medical histories to

be readily available as they move through the continuum

of care, enables care providers to quickly transmit relevant

information to national- or regional-level databases, and

fosters monitoring and evaluation.54

In addition to electronic medical records, Jacaranda has

used several technological innovations to support improved

care. A 24-hour hotline for health and logistical concerns

has proven to be an important and dynamic communica-

tion channel connecting clients and providers. Mobile

phones are used to administer patient surveys, collect pay-

ments, remind patients of upcoming appointments and

remotely connect patients with providers.34

Integration of health care
Increased collaboration between maternal health and other

health programs has been associated with improved access

to integrated, quality care along the continuum from pre-

pregnancy to the early years of life, including ANC and

PNC. Manoshi’s birthing centres and referral facilities, for

example, are staffed by community health workers and

midwives who offer antenatal, delivery, postnatal, neonatal

and child health care.53 In addition to increasing uptake

of ANC, Manoshi has successfully extended care provision

to the early weeks and years of life including breastfeed-

ing support, nutrition and hygiene, kangaroo mother

care, weight monitoring, immunisation and family plan-

ning.

Providing care for multiple family members in one clinic

also appears effective in improving access to care. At the

Developing Families Center, primary care is provided for

the entire family, from pregnant women to children under-

five to men; early childhood development programmes are

also available.37 The LHWs and HEWs in Pakistan and

Ethiopia provide community-based services for the whole

family so that one visit can meet multiple health needs,

alleviating acceptability concerns and increasing access to

care.55 Jacaranda provides services for pregnant women,

new mothers and children up to 1 year of age so that these

interconnected, underserved populations can mutually ben-

efit from increased access.34

Barriers to implementing best practices

Weak monitoring and evaluation
In most countries, information is available on indicators

such as the average number of ANC or PNC visits, the

approximate timing of first ANC visit, and whether a birth

was attended by a skilled provider. Although these indica-

tors are considered weak,12,15 the models studied here show

that ANC and PNC content-related indicators are even

weaker, as they continue to be poorly defined, and there is

no consensus on the definition of quality and its measure-

ment.16 Improved measurement tools, validated indicators

and further implementation research are vital to better

assess quality of ANC and PNC and identify and address

priorities.

Financing
Demand-side financing mechanisms have been effective in

increasing access to and use of ANC and PNC as well as

other maternal health services.56 Nepal introduced condi-

tional cash incentives for women to access ANC and

PNC57 or deliver in certain health facilities,58 and also pro-

vides free services in government-run birthing centres.49

Although these incentives have showed some positive

effects on use of services, the distribution of funds to hus-

bands or other relatives in certain regions has limited the

effectiveness of the schemes.19 Increased recognition of

these cultural norms and the importance of delivering

incentive funds directly to women may further improve

health outcomes.59

Weak infrastructure
Poor programme operationalisation, shortage of skilled

providers, inadequate supply chain management, lack of

transportation and weak human resource support con-

tribute to poor quality of ANC and PNC and are persistent

factors in multiple settings.29,55,60 In Pakistan, for example,

LHWs are trained to refer all pregnant women to the gov-

ernment health facility in their catchment area for labour

and delivery.61 However, many remote areas are so far

from quality health facilities that even if LHWs can notify

a facility, distance may prevent a patient from receiving

timely care.62
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Discussion

The case studies discussed in this paper were selected based

on explicit criteria and their characteristics were analysed

using a strong conceptual framework. The individual analy-

sis of the cases and their comparison helped us to identify

the enablers of and challenges with delivering ANC and

PNC in a wide variety of settings.

As these case studies show, delivering high-quality ANC

and PNC that is acceptable, available and accessible is feasi-

ble in a variety of settings. With existing tools and

resources, delivery of ANC and PNC can be improved to

better meet the needs of women, children and families.

High-quality ANC and PNC require a supported health

workforce with knowledge-building opportunities that

smoothly transition from pre-service training to in-service

continuing education. A fully enabled, adequately resourced

clinical environment with relevant technologies, including

electronic medical records and mobile tools, is an impor-

tant step towards tailoring services and improving dialogue

with and between providers. Proper remuneration, both

monetary and otherwise, that accurately reflects the skills

and workload of care providers will help to ensure that

workers feel appreciated and valued. Increased coordination

between ANC and PNC providers and other services, either

through strengthened referral networks or co-located ser-

vices, can lead to higher satisfaction with and uptake of

services, including specialised services for when complica-

tions arise.

Family- and women-centred approaches with supported

care providers can encourage continuity of care across the

health sector, such that women and newborns receive care

that recognises their interconnected needs. Women and girls

need to be supported and empowered in their decision-mak-

ing and care-seeking behaviours, whether through group

care models, involvement of supportive partners, or adapting

programmes to respond to the views and needs of women.

Those seeking services should be deeply involved in how,

where, when and by whom services are provided. When

healthcare leaders and policymakers proactively support the

provision of high-quality, culturally acceptable, women-

centred ANC and PNC from prepregnancy through the early

years of life, all women and families should benefit.

New tools and methodologies can help to address the

aforementioned recommendations and facilitate data collec-

tion. ANC and PNC models and specific interventions

should be assessed by thorough evaluation using indicators

that have been validated globally and locally. This would

allow for better measurement of the quality of care, rather

than simply the delivery of care, and could be linked to

health outcomes. Policymakers and programme imple-

menters would then be able to use data on quality of care

rather than relying on uptake of ANC and PNC as a proxy.

Ensuring better and more complete data on the specific

interventions included in ANC and PNC is essential to

assess quality of care and its changes over time.

These exploratory case studies have revealed many

insights into efficient provision of antenatal and postnatal

care in low-resource settings that are relevant in both lower

and higher resource contexts. The interventions identified

in the FANC studies in the late 1990s can be delivered

using some of these innovative methods while implementa-

tion researchers explore best practices in operationalising

guidelines and protocols, further improving patient and

provider engagement, and measuring quality of care and

patient satisfaction. By training community health workers

and other providers to collect and track these data and

providing them with smart tools to record and share such

information, a detailed image of the contact, content, qual-

ity of and satisfaction with antenatal and postnatal care will

become available so that services can be further tailored

and more fully meet the needs of women, families and

communities.

This study has some important limitations. The sample

of cases we used was not comprehensive and the models

we included in the study had not been rigorously evalu-

ated, making a systematic review of these experiences

impossible. These limitations were even more pronounced

in the case of smaller programmes compared with the

national-scale ones, given the larger scope and duration of

the latter group. Better monitoring and evaluation would

be needed to identify the most successful approaches and

barriers for delivering ANC and PNC.

Future analyses should also include models that did not

succeed in increasing access to or quality of ANC or PNC,

to learn from their failures. Although this project discussed

both the challenges and successes of the selected pro-

grammes, these programmes were picked because there was

some evidence of their positive impact. Learning from pro-

grammes that have been less effective would further our

understanding of the factors that can potentially improve

the AAAQ of ANC and PNC. More extensive research is

needed to fully assess these complex factors, including field

visits and interactions with ANC and PNC users and provi-

ders for deeper understanding of these complex processes.
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