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Keywords:
 Objective: To propose a rationale to improve maternal postpartum care in reproductive, maternal, newborn, and
child health (RMNCH) services.Methods:We conducted a cross-sectional mixed study in the Kaya health district
in Burkina Faso based on two data collection exercises conducted between December 2012 and May 2013. A
household survey of 757 mothers in their first year after delivery was processed. It was complemented with a
qualitative analysis using in-depth interviews with key informants, focus group discussions with mothers, and
participant observation. Results: Postpartum services showed serious weaknesses. Overall, 52% (n=384) of
mothers did not receive any maternal postpartum care; however among them, 47% (n= 349) received infant
postpartum care. Conclusion: We suggest the integration of maternal postpartum care in RMNCH services as a
key step to improving postpartum care. The intervention would require the overcoming of challenges related
to the quality and cost of services, and to reaching the poor populations with low education and a high parity.
© 2016 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

At the Millennium Summit in 2000, representatives of most
countries agreed to reach eight Millennium Development Goals
(MDGs) by 2015, among which were goals 4 and 5 on reducing child
mortality by two-thirds and maternal mortality by three-quarters.
These goals have not been met in low-resource regions, especially in
Sub-Saharan Africa where the maternal mortality ratio declined by
45% between 1990 and 2015 [1]. The maternal mortality ratio and the
neonatal mortality rate in Burkina Faso in 2015 were 371 per 100 000
live births [1] and 27 per 1000 live births [2], respectively.

Many maternal deaths occur during the postpartum period [3];
however, postpartum care for mothers has not received due attention
and remains a missed opportunity in reproductive, maternal, newborn,
and child health (RMNCH) [4]. WHO [5] has defined a postpartum care
package for first level facilities that was adapted in Burkina Faso. It
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includes the following main components: (1) promotive and preventive
care following delivery; (2) early detection and management of
complications; and (3) care and counseling for mothers focusing on
six fundamentals (identification of complications for women and
for newborns, nutrition, sexual intercourse, family planning, and
breastfeeding).

Quality postpartum services aiming to reduce maternal and child
mortality face the challenges of deeply rooted beliefs and cultural
practices of populations, for instance about the perceived need for
health services or fears, misconceptions, and side-effects of modern
contraception [6–9]. Moreover, the risk of short intervals between
pregnancies increases with poorly implemented family planning during
the postpartum period [10–12]. It has been observed that mothers tend
to take their newborn infants to health facilities more often than they
themselves attend postpartum maternal visits for regular checks or
family planning. Studies reported differences between postpartum
care and vaccination coverage [13]. Data from 75 countries with high
maternal and child mortality ratios showed an average postpartum
care utilization rate by mothers of 45% against an 85% immunization
rate for infants, including diphtheria, tetanus, pertussis in combination
with inactivated polio vaccines (DTP3) [14]. The better immunization
reland Ltd. All rights reserved.
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coverage compared with postpartum care use is also the result of large
immunization campaigns.

To integrate essential reproductive, maternal, newborn, and child
health interventions at key platforms, primary health services should
be considered in terms of time, facility management, and costs/cost-
effectiveness [4,15]. Since mothers take less time to care for them-
selves than they do for their children, organizing services in such a
way that mothers could be reached through their children would
prove efficient in terms of time management and maternal outcomes.
Guidelines recommend health care for both mother and infant at the
sixth hour, sixth day, and sixth week following delivery [16–18]. The
success of the integration of services requires several key elements
at different levels; it mainly depends on establishing solid evidence
in terms of opportunities and costs (particularly for households and
health facilities), on appraising improvements necessary to upgrade
service delivery, and on the activities needed at community and
household levels to enhance their involvement. It is recommended
to integrate tuberculosis and HIV/AIDS services [19], as well as sexual
and reproductive health, HIV/AIDS, and maternal health services [20].
Our argument for the integration of postpartum care for mothers
within child immunization clinics is reinforced by existing successful
experience in different settings, such as the provision of vitamin A,
prenatal services, and mosquito nets together with immunization
services [21]. As the term integration can be defined in many
ways [22–26], in this analysis we use the WHO definition: “The
management and delivery of health services so that clients receive a
continuum of preventive and curative services, according to their
needs over time and across different levels of the health system” [27].

The research project “Missed Opportunities in Maternal and Infant
Health” (MOMI) was launched in 2011 to meet this challenge through
combined facility- and community-based interventions. MOMI has
been implemented in the districts of four countries in Sub-Saharan
Africa (Burkina Faso, Kenya, Malawi, and Mozambique). The study in
the present paper is part of MOMI’s overall project and focuses on the
Kaya health district in Burkina Faso. It is worth noting that Burkina
Faso, like many other low-resource countries, has been striving to
improve integration in maternal and child health (MCH) services since
the 1980s [28].

The aim of the study is to provide the evidence for the necessity of
improving maternal postpartum care in RMNCH services. The
specific objectives are: (1) assessing the level of, and the opportunity
for, integration of maternal postpartum care in RMNCH services; and
(2) inquiring about the perception and satisfaction of women and other
stakeholders towards postpartum services for the possible integration of
postpartum services.

2. Materials and methods

2.1. Context

The study locationwas theKayaDemographic andHealth Surveillance
System (Kaya HDSS), located in the region Centre-Nord of Burkina Faso.
Kaya HDSS contains 7 urban and 18 rural zones within a radius of
20 km comprising 7 primary health facilities [29]. The analysis is based
on two data collection exercises conducted between December 2012
and May 2013. Objective 1 was achieved by using the Kaya HDSS 2012
routine household data collection encompassing 10 629 households and
16 801 women of childbearing age, 326 pregnant women, and 800 new-
borns. Furthermore, a series of qualitative surveys was carried out within
some selected groups to fulfill objective 2.

2.2. Quantitative study

The sample of 840mothers in their first-year postpartumperiodwas
selected out of the 2012 household data and 757 mothers were
interviewed (90%).
The questionnaire included demographic characteristics, pregnancy
outcomes, the frequency of visits to postpartum services for maternal
and infant immunization, their direct (medical and nonmedical) as
well as indirect costs, for instance due to loss of time and productivity.
The data collection was conducted by eight research assistants and
one supervisor using personal digital assistants. It was preceded by
staff training, pre-testing, and a pilot survey.

Additionally, some information was collected on durable asset
ownership, access to utilities and infrastructure (e.g. sanitation facilities
and source of water), and housing characteristics (e.g. number of bed-
rooms and building material), which we included in the principal
component analysis to generate an index of socioeconomic status and cat-
egorize the households into quintiles. Frequencies and cross-tabulations
were used at the bivariate level to identify the distribution of the depen-
dent variables by selected background characteristics. We created linked
variables of mother and infant postpartum visit including: (1) bacillus
Calmette-Guérin (BCG) and zero dose polio vaccines and mother
postpartum visit in the first 48 hours after delivery; (2) BCG and mother
postpartumvisit at days 6–10; and (3)DTPvaccine, hemophilus influenza
type B, rotavirus and pneumococcal conjugate vaccine/dose 1 (Penta +
Hep 1) and mother postpartum visit at weeks 6–8.

We performed descriptive and optimal scaling methods for
multivariate categorical data analysis using SPSS version 22 (IBM,
Armonk, NY, USA).

2.3. Qualitative studies

The qualitative study sampling was based on data saturation in four
primary health facility areas (two rural and two urban).We face-to-face
interviewed the users and providers of postpartum services. Four focus
group discussions (FGDs) were accomplished with 42 mothers
(in groups of 8–12 women) in the postpartum period (n=22) and
women with childbirth experience (n=20). In addition, in-depth
interviews (n=20) were performed with community health workers/
traditional birth attendants (CHW/TBA, n=4), facility health workers
(FHWs) in primary health facilities and managers of delivery facilities,
n=8), and key informants (n=8) such as community leaders and
other resource persons.

Data were collected and recorded using an interview guide; they
were later translated and transcribed by a research assistant trained in
qualitative research. The coding and content analysis was performed
using the NVivo 7 software (QSR International, Melbourne, Australia).

In addition, participant observationwas performed in four households
selected in Kaya HDSS primary health facilities among puerperal women.
Themanagers of the primary health facilities andmaternal and infant ser-
vices were briefed on the study and provided the link between the re-
searcher and the four mothers before going home after delivery. The
researcher trained in qualitative methods resided for a full week with
the families, and collected thedata using anobservation/case study guide.

2.4. Ethical issues

Ethical clearance was obtained from the National Ethics Committee
for Health in Burkina Faso and the Ethics Committee of Ghent University.
In addition, the study team obtained permission to conduct the study
from the Kaya District authorities. Informed consent was obtained from
all participants.

3. Results

3.1. Quantitative study

Fifty-one percent of the 757 mothers interviewed in the household
survey were aged 20–29 years and 25% were 30–34 years old. Most
women had not attended school (77%). The distance to the health
facility was less than 5 km for 79% of women.Most mothers and fathers
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were farmers (56% and 70%, respectively), and one in fourwomenwere
working at home (23%). Forty percent of the women had on average
3–4 children and 37% had 1–2 children. Sixty percent ofmothers accom-
plished at least three prenatal care visits during their last pregnancy;
75% of mothers gave birth in a primary health facility. The sample
resembles that of the respective population of Burkina Faso as surveyed
in the 2010 Demographic and Health Survey [30].

3.2. Qualitative studies

The interviewed participants in the in-depth qualitative study
(n=20) were mostly women (n=11), with secondary-level of
education (n=13), aged 31–50 years (n=15). Mothers participating
in the focus group (n=42) worked mostly either in the informal
sector (n=23) or at home (n=11). They had 1 child (n=21) or
2–3 children (n=17).

The four women included in the participant observation were be-
tween 18 and 30 years of age and three of them had never attended
school. Half of the women were farmers and half of them housewives.
One father was a farmer, one a gold prospector, and two were traders.
Three women were married, two of them living in polygamous unions,
and one was separated. Two women were primiparous and two
multiparous. All four women had made four prenatal care visits during
their last pregnancy.

3.3. Utilization of postpartum services

Table 1 showing the distribution of postpartum visits depending on
whether the child received a postpartum visit and/or was immunized,
clearly reveals the missed opportunities for mothers in the postpartum
period: 51% of the women who brought their newborn to the health
facility were not examined at all during the postpartum period.
Overall, 52% (n=384) of mothers did not receive any postpartum
checkup and only 45% (n=330) of mothers and infants both had at
least one postpartum visit. It is particularly striking that 90% of the
newborns do receive the BCG vaccine (normally at birth or soon
thereafter) while 84% of the mothers were not examined at discharge.
The same pattern applies to the other visits to the health facility for
child immunization purposes.

Table 2 describes the bivariate analysis of each of the four dependent
variables (mother and infant postpartum; BCG and postpartummother
first visit 48 hours; BCG and mother postpartum 6–10-day visit; and
Penta + Hep 1 and postpartum mother visit weeks 6–8) with
sociodemographic variables.

Socioeconomic variables are determinants for the attendance of post-
partum visits as shown by the bivariate and multiple correspondence
analyses. Women with secondary education or more and living in
relatively wealthier households are more likely to have received
postpartum care for their newborn as well as themselves. Also, the age
of the mother and the number of children were significantly associated
with postpartum care: the relationship is positive for young mothers
(within the age group 17–29 years) and low parity (1–2 children).
Table 1
Link between mothers’ postpartum care visit and infant immunization.

Mother postpartum visit Mother postpartum

Yes (%) No (%) Total (%) Yes (%) No (%)

Infant postpartum visit Yes (%) 330 (45) 349 (47) 679 (92) 108 (14) 571 (75
No (%) 22 (3) 35 (5) 57 (8) 11 (1) 67 (9)

BCG Yes (%) 330 (45) 349 (47) 679 (92) 108 (14) 571 (75
No (%) 22 (3) 35 (5) 57 (8) 11 (1) 67 (9)

Penta-Hep 1 Yes (%) 296 (40) 306 (42) 602 (82) 96 (13) 506 (67
No (%) 56 (8) 78 (11) 134 (18) 23 (3) 132 (17
Conversely, postpartum care attendance was significantly low
among less advantaged households with low income, particularly for
women with no education, and whose occupation was farming.
Furthermore, the attendance rate declined with the number of children
and was remarkably low for women with 5–6 children and older than
30 years. The analysis also revealed that women who did not receive
postpartum care typically did not stay long in the health facility after
delivery (less than 23 hours), although the national protocol recom-
mends a minimum stay of 24 hours after delivery, which indicates a
deficit already at the onset of postpartum care. Possible reasons are
the shortage of beds prompting the staff to send women home earlier
than planned.Mothersmay also be deterred by the state of the facilities,
which have often been reported to lack hygiene and comfort.

3.4. Perceptions of postpartum services or barriers

The qualitative survey about the delivery of postpartum services for
mother and infant showed the deficiencies of the present system,which
were generally of four types.

First, organization of care: all interviewed stated that preventive
services including postpartum care were usually delivered in the
morning but postpartum services tomothers and infants were scheduled
differently during the week. The health facility service organization for
infants depended on the primary health facility location and the number
of health workers. Urban facilities were well staffed and preventive ser-
vices for infants were available on a daily basis, whereas in rural zones
services were scheduled once a week owing to staff shortage.

Therewas no specific room for postpartum care available tomothers
as such but the service was part of other services, and it was not linked
to infant health care, except in the first hours after delivery where the
focus is on the woman and the baby.

"Apart from the immediate postpartum care, the woman herself
doesn’t do a postpartum visit except when she or her infant does not
feel well." CHW.

Second, quality of care: evenwhen the postpartum checkup ofmother
and infant was planned at several levels, it was not systematically
practiced. Most leaders, key informants, and women in FGDs reported
that integrated care was occurring only in the first hours after birth,
probably before discharge from the maternity/postpartum ward, while
a majority of FHWs reported that postpartum care services were also
integrated from the sixth day to the sixth week postpartum visits. The
discrepancy between the two statements stems from the fact that
FHWs reported about the theoretical case and not about the reality of
care. Lack of time and personnel, and attitudes of the staff are the two
main reasons why integration is not implemented.

"For me she didn’t look at me, when I finished giving birth it was
finished, the visits were not regular". FGD

"Health workers do not treat the mother and child simultaneously;
mothers have to inform providers that they need care and advice before
they do it". Key informant
visit, first 48 h Mother postpartum visit, days 6–10 Mother postpartum, visit, week 6

Total (%) Yes (%) No (%) Total (%) Yes (%) No (%) Total (%)

) 679 (90) 139 (19) 540 (73) 679 (92) 51 (7) 628 (85) 679 (92)
78 (10) 6 (1) 51 (7) 57 (8) 1 (0) 56 (8) 57 (8)

) 679 (90) 139 (19) 540 (73) 679 (92) 51 (7) 628 (85) 679 (92)
78 (10) 6 (1) 51 (7) 57 (8) 1 (0) 56 (8) 57 (8)

) 602 (80) 130 (18) 472 (64) 602 (82) 45 (6) 557 (76) 602 (82)
) 134 (20) 15 (2) 119 (16) 134 (18) 7 (1) 127 (17) 134 (18)



Table 2
Descriptive statistics of linked variables of mother and infant postpartum services.a

Postpartum visit of mother
and postpartum visit of infant

BCG and mother postpartum
visit, first 48 h

BCG and mother postpartum
visit, days 6–10

Penta-Hep 1 and mother
postpartum visit, week 6

Total (%) Yes (%) No (%) P value Yes (%) No (%) P value Yes (%) No (%) P value Yes (%) No (%) P value

Mother’s age, y
17–19 41 (5) 21 (51) 20 (49) 2 (5) 39 (95) 14 (34) 27 (66) 2 (5) 39 (95)
20–29 383 (51) 176 (46) 207 (54) 53 (14) 330 (86) 74 (19) 309 (81) 22 (6) 361 (94)
30–34 191 (25) 76 (40) 115 (60) 32 (17) 159 (83) 29 (15) 162 (85) 12 (6) 179 (94)
≥35 142 (19) 57 (40) 85 (60) 21 (15) 121 (85) 22 (15) 120 (85) 9 (6) 133 (94)

Mother’s level of education b0.001 b0.001
None 586 (77) 237 (40) 349 (60) 69 (12) 517 (88) 101 (17) 485 (83) 36 (6) 550 (94)
Primary school 119 (16) 58 (49) 61 (51) 27 (23) 92 (77) 27 (23) 92 (77) 5 (4) 114 (96)
Secondary plus 52 (7) 35 (67) 17 (33) 12 (23) 40 (77) 11 (21) 41 (79) 4 (8) 48 (92)

Father’s level of education b0.001
None 528 (70) 209 (40) 319 (60) 68 (13) 460 (87) 91 (17) 437 (83) 31 (6) 497 (94)
Primary school 171 (23) 83 (49) 88 (51) 27 (16) 144 (84) 34 (20) 137 (80) 11 (6) 160 (94)
Secondary plus 58 (8) 38 (66) 20 (34) 13 (22) 45 (78) 14 (24) 44 (76) 3 (5) 55 (95)

Mother’s profession b0.001 b0.001 b0.001
Farmer 426 (56) 147 (35) 279 (65) 41 (10) 385 (90) 64 (15) 362 (85) 26 (6) 400 (94)
House wife 171 (23) 99 (58) 72 (42) 41 (24) 130 (76) 29 (17) 142 (83) 11 (6) 160 (94)
Other 160 (21) 84 (53) 76 (48) 26 (16) 134 (84) 46 (29) 114 (71) 8 (5) 152 (95)

Father’s profession b0.001 b0.01
Farmer 472 (62) 174 (37) 298 (63) 50 (11) 422 (89) 72 (15) 400 (85) 31 (7) 441 (93)
Other 285 (38) 156 (55) 129 (45) 58 (20) 227 (80) 67 (24) 218 (76) 14 (5) 271 (95)

Socioeconomic status
Poorest (Q1) 152 (20) 61 (8) 91 (12) 15 (2) 137 (18) 28 (4) 124 (16) 7 (1) 145 (19)
Very poor (Q2) 152 (20) 62 (41) 90 (59) 20 (41) 132 (59) 29 (41) 123 (59) 5 (3) 147 (97)
Poor (Q3) 151 (20) 69 (46) 82 (54) 25 (17) 126 (83) 26 (17) 125 (83) 12 (8) 139 (92)
Richer (Q4) 151 (20) 69 (46) 82 (54) 16 (11) 135 (89) 32 (21) 119 (79) 12 (8) 139 (92)
Richest (Q5) 151 (20) 69 (46) 82 (54) 32 (21) 119 (79) 24 (16) 127 (84) 9 (6) 142 (94)

Distance to the nearest health facility, km b0.001 b0.001
b1 280 (37) 150 (54) 130 (46) 57 (20) 223 (80) 55 (20) 225 (80) 20 (7) 260 (93)
1–4 319 (42) 139 (44) 180 (56) 38 (12) 281 (88) 62 (19) 257 (81) 20 (6) 299 (94)
≥5 158 (21) 41 (26) 117 (74) 13 (8) 145 (92) 22 (14) 136 (86) 5 (3) 153 (97)

Number of children
1–2 280 (37) 132 (47) 148 (53) 42 (15) 238 (85) 55 (20) 225 (80) 15 (5) 265 (95)
3–4 301 (40) 121 (40) 180 (60) 43 (14) 258 (86) 52 (17) 249 (83) 16 (5) 285 (95)
5–6 145 (19) 61 (42) 84 (58) 18 (12) 127 (88) 25 (17) 120 (83) 13 (9) 132 (91)
≥7 31 (4) 16 (52) 15 (48) 5 (16) 26 (84) 7 (23) 24 (77) 1 (3) 30 (97)

Number of prenatal visits b0.05
1 55 (7) 25 (45) 30 (55) 8 (15) 47 (85) 15 (27) 40 (73) 4 (7) 51 (93)
2 182 (24) 76 (42) 106 (58) 26 (14) 156 (86) 34 (19) 148 (81) 13 (7) 169 (93)
3 271 (36) 119 (44) 152 (56) 35 (13) 236 (87) 45 (17) 226 (83) 14 (5) 257 (95)
≥4 183 (24) 101 (55) 82 (45) 36 (20) 147 (80) 42 (23) 141 (77) 14 (8) 169 (92)
Missing 66 (9)

Place of birth b0.001 b0.001
Primary health facility 567 (75) 272 (48) 295 (52) 82 (14) 485 (86) 127 (22) 440 (78) 37 (7) 530 (93)
CMA and CHR 93 (12) 46 (49) 47 (51) 21 (23) 72 (77) 7 (8) 86 (92) 6 (6) 87 (94)
Home 77 (10) 10 (13) 67 (87) 4 (5) 73 (95) 5 (6) 72 (94) 2 (3) 75 (97)
Other 8 (1) 1 (0) 7 (1) 1 (0) 7 (1) 0 8 (1) 0 8 (1)
Missing 12 (2)

Type of delivery b0.001
Normal 678 (90) 285 (42) 393 (58) 98 (14) 580 (86) 122 (18) 556 (82) 40 (6) 638 (94)
Normal with episiotomy 45 (6) 31 (69) 14 (31) 6 (13) 39 (87) 15 (33) 30 (67) 3 (7) 42 (93)
Cesarean 16 (2) 13 (81) 3 (19) 4 (25) 12 (75) 2 (13) 14 (88) 2 (13) 14 (88)
Missing 18 (2)

Inpatient duration for childbirth, h b0.001 b0.01 b0.01
b23 106 (15) 21 (20) 85 (80) 7 (7) 99 (93) 10 (9) 96 (91) 3 (3) 103 (97)
24–48 502 (69) 230 (46) 272 (54) 75 (15) 427 (85) 97 (19) 405 (81) 32 (6) 470 (94)
≥49 123 (17) 73 (59) 50 (41) 26 (21) 97 (79) 32 (26) 91 (74) 10 (8) 113 (92)
Missing 26 (3)

Abbreviation: CMA, medical center with surgical unit (district hospital); CHR, regional hospital.
a Correlation not presented here includes father’s age, mother’s ethnic group, father’s ethnic group, mother’s religion, father’s religion, mother’s marital status, father’s marital status,

number of pregnancies, number of deliveries.
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“There are times when you come to weigh the child the midwife tells you
towait for your visit and at the same time she takes yourweight, often by
lack of time she tells you to come the next day;… if conditions are good to
receive the same time, it saves the woman to go several times". FGD.

Third, demand: the decision to visit postpartum services did not only
depend on the mothers. Married mothers, particularly primiparas, as
observed during the participant observation followed either the
decision of their husbands, or of senior women. Additionally, for
FHWs and key informants the involvement of men in postpartum visits
proved crucial in terms of transport and finances.

"The lack of transport means for women who are living far away; hus-
bands do not help them except the day of delivery… she manages the
remaining." Key informant

Fourth, cost: infant immunization and weighing are free of charge in
Burkina Fasowhilematernal postpartum care is not. Postpartum service
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integration could take advantage of infant clinics’ free policy to reach
the mothers for postpartum services.

"Infant postpartum care asweighing and immunization is free but post-
partum care for mother is paying. The postpartum appointment for the
family planning, if you go you have to pay either gloves or drugs". FGD

3.5. Perceived usefulness of integration of maternal and child postpartum
care

For the majority of those interviewed an intervention aiming to
integrate postpartum services would have a positive effect on the
quality, accessibility, and use of postpartum services for mother and
infant. They mostly think that it would help in increasing women’s
knowledge about postpartum care and in the detection of postpartum
complications. Some think that it would also be beneficial to have
complete registers about mothers and children.

"Therewill be affluence of women to postpartum care;womenwill have
comprehensive information on postpartum care” CHW

“It will help address the postpartum issues. If they come we will be able
to detect health problems on time, treat to avoid complications. This will
be beneficial for the mother, the infant and the whole family.” FHW

"Therewill be an effect on postpartum services reports both for numbers
and well-filled registers." FHW

“Usually women are busy at home, if services are integrated it will be
great, it will avoid several travels and give time for occupations.” FGD

“For those living far from CSPSwho cannot travel several times; integra-
tion will help a lot.” FGD

A few questioned the feasibility of service integration due to staff
shortages in health facilities;many pointed out the issue of competencies
and training that would have to be addressed for the successful integra-
tion of services. Participants also had some suggestions on sensitization,
facilities organization, and equipment and drug supplies.

“Mother and infant postpartum services integration will be difficult
given the number of our health workers because it will give them a
big workload. The two services should be separate to alleviate
providers. The mother can come back another time for herself“. FGD

“We should revise the training tools on mother and newborn
postpartum services in order to organize the levels of care …if at
the facility, staff know what to do and when, it can still add value.”
Key informant

4. Discussion

The present study highlights parts of the rationale to improve
maternal postpartum care in RMNCH services and the challenges
faced by the implementation. It underlines the low attendance of
mothers at postpartum services and the factors concerning perception
and satisfaction.

Our study found that integrated postpartum services for mother and
infant are provided only at delivery inmost cases. However, evenmothers
delivering in health facilities who are discharged after 48 hours often do
not benefit from any postpartum visit during those first 48 hours. This is
line with the work of others on the immediate postpartum care gap
[13,31] despite the high mortality in this postpartum period. Indeed,
Kassebaum et al. [3] found that one-quarter of maternal deaths occurred
intrapartum and early postpartum in 2013.
After 48 hours, mostmothers will take their children for vaccination
but without visiting maternal postpartum care. The integration of post-
partum services for mother and infant at days 6–10 and weeks 6–8
could make up for this missed opportunity to reach mothers during
the postpartum period. Since studies found routine vaccination to be
among the most cost-effective and equitable health services, this
platform could well be used for the integration of health services [21,32].

The success of this intervention would largely depend on targeting
specific groups [33]. Mothers who need special attention for integrated
postpartum care features in our study have the lowest income, the
lowest education, and the highest number of children. This last group
of mothers should be targeted for supply of family planning services.
Although our quantitative analysis has limits in family planning data,
the fertility rate in Burkina Faso in 2010 was at 6.0 with a disparity
between rural (6.7) and urban (3.9) areas [30]. Several authors have
stressed the importance of providing family planning services after
6 months postpartum to prevent short pregnancy intervals [13,34].
The postpartum period was extended to one year after birth [35] in
this study (as well in the MOMI project [13]) by adding a late visit in
months 9–12 including family planning issues.

Reasons for missed opportunities are varied. Currently, the schedules
of RMNCH postpartum services differ particularly in rural areas, and
those units are not staffed adequately to provide preventive health care
to all mothers, causing long waiting times. We also found that often
men or older women in the household take the decision about postpar-
tum care and—linked with transportation means and distances to
the health facility—this can impede access to maternal postpartum care
[31,36].

These challenges show that the integration of services alone
might not be sufficient and that improvements to the provision and
content of postpartum services for mother and infant will have to be
implemented. Similar findings were also noted on separate mother
and infant postpartum visits in Malawi [8]. Postpartum services should
be upgraded, concerning the number and timing of postpartum
contacts, assessment of exclusive breastfeeding and counseling as
recommended by WHO [16]. The insufficient awareness about the
importance of maternal postpartum care shown in our study should
be addressed first at individual level during prenatal care and at
delivery, at which time mothers should already have been given an
appointment, together with the rationale for increasing the use of post-
partum checkups [37]. Second, the role of community mobilization is
important for child and maternal survival as shown by the literature
[38–40]. Indeed, community involvement, and using the community
to increase awareness, is part of the MOMI project in Burkina [13].
Communities should be mobilized for postpartum service utilization
[10] through messages [41] targeted to population (women, men,
leaders), places (health facilities, communities, households), and actors
(FHWs, CHWs, TBAs, peers).

Service reorganization toward integration in principle would be
feasible in both rural and urban areas. The restructuring of health
services should not ignore the challenge of human resources. Other
studies inMOMI project sites showed certain human resources barriers,
for instance understaffing, high staff turnover, poormotivation, and lack
of knowledge and skills by staff in postpartum care [13]. In Burkina Faso,
rural facilities in particular are suffering frommanyobstacles in terms of
recruiting and retaining FHWs [29,42,43]. The success of the integration
relies on the overall support of the health system [44].

This research has shown the advantages of improving maternal post-
partum care in RMNCH services. The intervention should target specific
periods of integrated care related to child immunization, i.e. at postpartum
visit days 6–8 with BCG vaccine; at weeks 6–8 with Penta + Hep dose 1;
and at months 9–12 with yellow fever and measles vaccines. At each of
these visits, context-specific packages of maternal postpartum inter-
ventions should be implemented. [13].

Moreover, apart from increasing postpartum care use, cost-
effectiveness is another substantial argument in favor of integrated
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care, as highlighted bymany reviews [15,26,45]. Our analysis underlines
that the household cost of maternal postpartum care is also a barrier to
the use ofmaternal postpartum care particularly for low-income house-
holds. Further work will quantify the resources saved by mothers/
families through a combination of direct observation (data have already
been collected) and calculation based on standard costs.

The results presented in this study do not claim to be nationally
representative in Burkina Faso or in Kaya health district. However,
they give a broad idea of the characteristics of pregnant women and
women who gave birth at both national level (Burkina Faso) and Kaya
health district level.

5. Conclusion

Our paper shows the missed opportunities and the necessity of an
intervention aiming to integrate and improve maternal postpartum
care in RMNCH services in Burkina Faso, which has already been
demonstrated in other settings [8]. The feasibility and success of such
integration depends on the inclusion of accompanying measures to
restructure health services, to deliver sensitization messages to
providers and targeted users through specific communication channels,
and to monitor and supervise the intervention.
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