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ABSTRACT 
BACKGROUND 

It is assumed that there is universal provision of the maternal postnatal 6-8 week check (6WC) in primary 
care following the introduction of additional funding provided through the General Medical Services contract 
in 2020/21. Prior to the pandemic, it is estimated that 20-40% of women in England did not have a 
postpartum maternal check recorded in primary care. Concerned that changes in local appointment access 
were contributing to an inequitable provision of postnatal care, we explored a model of access that 
improved the delivery of maternal postnatal care in general practice 

AIM 

To design a primary care model of access to improve the uptake of the maternal postnatal check that 
prioritised equitable access to care. 

DESIGN AND SETTING 

Cohort study and quality improvement project; women who had delivered a baby or stillborn delivery over 
24 weeks gestation 

METHOD 

A retrospective pre-intervention clinical audit between April 2022 and March 2023 evaluated the service 
delivery performance of maternal postnatal 6WC. Implementation of a model of access with protected 
postnatal appointments and proactive invitation via SMS was introduced in April 2024. Post-intervention 
audit evaluated the intervention’s performance after 12 months. 

RESULTS 

Pre-intervention audit showed 58% (70/121) of eligible women had a maternal 6WC and 60% (42/70) were 
performed within 6–8 weeks after delivery. Following the introduction of the intervention, 98% (112/114) of 
eligible women were offered a postnatal check appointment. After 12 months, the uptake of maternal 
postnatal checks improved from 58% to 89% (101/114) and appointments performed within 6-8 weeks 
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improving from 60% to 76% (77/101). The uptake of newborn checks improving from 86% to 91% (106/116) 
and appointments performed within 6-8 weeks improving from 46% to 75% (80/106). 

CONCLUSION 

We implemented protected postnatal appointments with proactive invitation via SMS and demonstrated a 
sustainable improvement in practice service delivery over 12 months of implementation. The protocol 
required no additional workforce resources, had a low administrative burden and used digital 
communication tools easily available to general practices nationwide. Our intervention provides a model of 
access for the provision of postnatal care in general practice to reduce inequality and inequity in healthcare. 

KEYWORDS 

General Practice, Maternal Health, Healthcare quality Improvement, Delivery of health care, Health 
Inequalities 

-- 

INTRODUCTION 
Prior to the pandemic, it is estimated that 20-40% of women in England did not have a maternal postnatal 
6-8 week check (6WC) recorded in primary care(1,2) and this reflects a global pattern(3,4). There are 
known disparities in the uptake of postnatal checks that negatively affects younger women and those in 
more deprived areas(2).  There is an assumption that there is universal provision of the 6WC in primary 
care following the introduction of additional funding provided through the General Medical Services contract 
in 2020/21(5). Nationwide worsening maternal mortality statistics since the pandemic alongside significant 
ethnic disparities in outcomes as evidenced by the MBRRACE-UK study(6) suggests a lack of attention and 
investment in maternal health. National policies seek to redress disparities in women’s healthcare(7,8) by 
exploring healthcare access models which support equitable targeted approaches to improve outcomes by 
supporting improvements in access of care(9). 

The COVID-19 pandemic disrupted the delivery of routine healthcare in general practice(10). A ‘supply-
focussed’ model of access(11,12) was prioritised in policy interventions without comprehensive equality 
impact assessments and there is evidence that changes to delivery of healthcare compounded pre-existing 
health inequalities(13). Regional surveys called attention to the risks that general practice was not meeting 
women’s postnatal physical and mental health needs(14–16). 

Concerned that changes in local appointment access were contributing to an inequitable provision of 
postnatal care, we proposed to evaluate our current model of access and rapidly innovate to implement an 
equity-inclusive model of access that improved the delivery of maternal postnatal care in our general 
practice. 

METHODOLOGY 
Healthcare in the United Kingdom is provided through the publicly funded, comprehensive and universal 
National Health Service (NHS). Primary care is delivered by an independent GP contractor model. The 
responsibility of community postpartum care is shared between midwives, health visitors and general 
practitioners. 

The project was undertaken in a general practice that serves the Stretford area in Trafford, a metropolitan 
borough of Greater Manchester, England. Trafford’s Index of Multiple Deprivation (IMD) Score in 2021 was 
16.1 compared to the national average of 21.7(17). The practice population is approximately 14,000 
patients. 
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The project aim was to meet the standard of care defined by the National Institute for Health and Care 
Excellence (NICE) Guidelines on Postnatal Care [NG194] that all eligible women undergo a postnatal 
check within 6-8 weeks after delivery(18).  

The objectives of this project were to: 

1. Measure the baseline uptake of the maternal six-week check (6WC) in one GP practice; 
2. To design and deliver a model of access to improve the uptake of the maternal 6WC without 

compromising newborn 6WC provision and uptake; 
3. And to measure the impact of the model on increasing uptake of the maternal 6WC. 

The Six Sigma improvement process was used. A summary of the project is demonstrated in Figure 1. 

 

FIGURE 1 

A retrospective clinical audit between April 2022 and April 2023 was undertaken to evaluate practice 
performance.  During the audit period, the practice operated a digital-first patient-initiated model of acces
for unplanned clinical activity. The practice did not have a formal process for the delivery of postnatal 
checks to eligible women. Results were benchmarked against NICE Guidance on Postnatal Care [NG19
which recommend that every eligible woman should have a postnatal check 6-8 weeks after delivery(18)

Initial practice population searches reliant on clinical codes ([postnatal examination], [full postnatal 
examination], [postnatal maternal examination], [postnatal visits], [postpartum care], [Complete postnata
care], [[RFC] post-natal]) within our electronic health record (EHR) software, EMIS(19), produced an 
incomplete data set when compared to the estimated number of babies born within the same time period
February 2022 to February 2023. 

To identify all eligible women, a patient search was run for “Babies born after 21/02/2022 and be
21/02/2023” on all registered patients in the practice. This identified 144 babies compared to the 29 wom
identified on searches dependent on clinical codes. Babies not registered to the practice at the time of t
birth and babies where the maternal clinical notes could not be accessed were excluded. The ba
mother was identified either via the “Household” information on EMIS or through Birth Certific
information. The mother’s patient record was reviewed for attendance at a postnatal appointm
Attendance at a postnatal appointment was recorded if a clinician used a postnatal check clinical code
on reviewing clinical notes with no code, a systematic postnatal review of the patient was undertak
Appointments that addressed a single issue (e.g. haemorrhoids, contraception prescriptions, mental he
reviews) were not considered to be a comprehensive postnatal review.  For individuals that did not hav
postnatal check, appointments data was reviewed to determine if an appointment was offered. Che
completed within 40 – 58 days were accepted as being completed within ‘6-8 weeks’ to allow for flexibilit
appointments arrangement. Ethnicity data, as self-reported by patients, were taken from patient reco
Ethnicity data was not aggregated as recommended by Arrington et al.(20) 

Data was collected by the author and input into and analysed using Microsoft Excel. A total of 121 patie
eligible for postnatal checks were identified once multiple births were accounted for. 
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FIGURE 2 

Between April 2022 and March 2023, 58% (70/121) of eligible women had a postnatal check and 60% 
(42/70) were performed within 6 – 8 weeks after delivery (see Tables 1 and 3). Ethnicity data was available 
for 53% (64/121) of the patient population (Table 2). Figure 3 displays the age distribution of audited 
patients. Evaluating babies registered to the practice at the time of birth, 86% (113/132) had a baby check 
and 46% (52/113) were performed within 6 – 8 weeks after birth. 

 

FIGURE 3 

The audit showed a suboptimal uptake of postnatal care and in those who did have a check, 60% were 
completed within the NICE recommendations of 6-8 weeks. Of the patients who did not have a postnatal 
check, 2/51 (4%) were pre-emptively offered an appointment indicating a need for an improved method of 
access to appointments.  

Monthly data was analysed to understand practice demand over 12 months. Monthly appointment 
requirements ranged between 5 to 16 appointments per month (see Figure 4). 
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FIGURE 4 

 

INTERVENTION 
The Greater Manchester Quality Improvement Framework identified six dimensions to be considered when 
approaching healthcare improvement(21). Following analysis of appointment data, we developed a patient-
centred model of access that prioritised equity to all eligible patients that could be promptly deployed. As 
rapid innovation, efficiency and sustainability was required, we explored adaptations to our established 
clinical processes, as outlined in Figure 5.  
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FIGURE 5 

We identified three core properties for a model of access that would fulfil our priorities: 

• proactive invitation of all eligible women; 
• protected face-to-face appointments i.e. appointments that could not be used for alternative clinical 

activity; 
• dedicated weekly clinics to deliver the appointments. 

A practice protocol was developed whereby following receipt of a maternity discharge letter or registration 
of a baby, patients were contacted via SMS using Accrux(22) software and offered a pre-booked 
appointment date and time. An open text response to the message offered the opportunity for confirmation 
or rearrangement of the appointment. 

A weekly 150 minutes clinical session was dedicated to maternal and baby postnatal checks divided into 
15-minute appointments. This allowed the booking of multiple births without compromising dedicated time 
for mother or babies. This produced a capacity for up to 16 appointments per month. Appointments could 
only be booked by a dedicated practice administrator and released for alternative clinical activity once 
appointments remained unused on the day of the clinic.  A single dedicated clinician was responsible for 
delivering the clinic with alternative cover provided by other practitioners when required. Attendance at the 
appointment was prioritised over timing. Patients who missed their appointments were offered up to two 
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additional appointments. If the date and time of the appointment was unsuitable, we endeavoured to book 
the appointments at an alternative time suitable for the patient. 

The protected appointments were introduced in April 2023. The clinic was continuously audited following its 
initiation to identify potential barriers to access and learning was shared to sustain improvement. 

The intervention successfully improved practice performance in the provision of mother and baby checks. A 
total of 112/114 (98%) of eligible women were offered a postnatal check appointment. After 12 months, we 
saw improved uptake of maternal postnatal checks from 58% (70/121) to 89% (101/114) and appointments 
performed within 6-8 weeks improving from 59% (42/70) to 76% (77/101). Seven women accepted offered 
appointments then cancelled their appointments. Four women did not respond to the maximum of three 
appointment invitations. Figure 6 shows the age distribution of the post intervention population. 

 

FIGURE 6 

The uptake of newborn checks improved from 86% (113/132) to 91% (106/116) and appointments 
performed within 6-8 weeks improved from 46% (52/113) to 75% (80/106) [see Figure 7]. 
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We identified three administrative difficulties that lead to delays in care for mothers and newborns:  

• late receipt of discharge paperwork from secondary care;  
• delayed registration of newborns to the practice;  
• and transfer of care of babies to our practice after they were born. 

 

FIGURE 7 

 

FIGURE 8 

DISCUSSION 
Summary 

We implemented protected postnatal appointments with proactive invitation via SMS and demonstrated 
sustainable improvement in service delivery over 12 months of implementation. The intervention was 
successful in achieving the aim of improving postnatal maternal 6WC provision without compromising 
newborn 6WC provision and uptake. Our aim to invite all eligible women to counter inequity resulted in 98% 
of eligible women being offered an appointment. The intervention required no additional workforce 
resources, had a low administrative burden and used digital communication tools easily available to general 
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practices nationwide. Our intervention provides a model of access for the equitable provision of maternal 
postnatal care in general practice. Additionally, our intervention matched NHS England guidance introduced 
in December 2023, recommending that consultations must be a separate appointment and that women 
should be sent an invitation to the consultation(23). 

Strengths and limitations 

When designing our protocol from a patient perspective, the use of SMS allowed those with reduced digital 
literacy to engage with their care without the use of additional software or device requirements beyond a 
mobile phone with SMS capabilities. As the SMS offer was the primary method for communicating 
appointment offers to patients, it is presumed that its use contributed to the improved uptake of 
appointments. It is unlikely that uptake was influenced by other factors as there were no other changes to 
our practice access methods. An additional strength of this protocol was that it required no new staff 
training as the organisation of care and use of practice resources sat within their existing skills and 
capabilities. A weakness of using SMS messages as a communication method is that they can produce a 
barrier to groups at risk of experiencing digital exclusion which can further contribute to existing heath 
inequalities(24). In the small number of patients this was identified for, this was mitigated by using 
alternative communication methods and liaising with allied health professionals.  

General practitioners have professional and statutory duties to safeguard children and patterns of non-
attendance may reflect additional support needs(25–27). Weekly clinics allowed recurrent lack of 
attendance and possible barriers to attendance to be recognised and acted upon. An additional strength of 
the model included it supporting the invitation of women who had experienced stillbirth or neonatal death 
and women whose baby remained in neonatal care by the time of the invitation. 

Whilst the method of audit was time-intensive, it accurately reflected the local needs of the practice. We 
reduced the risk of sampling bias by capturing all women registered to the practice however data was not 
captured for woman who were unregistered at the time of the search. The pre-intervention audit highlighted 
accurate underperformance of the delivery of care. Whilst the results reflect a snapshot of a single practice, 
it supports the findings identified by Li et al.(2) whose study covered care delivery from 2015-2018. Code 
based searches relying on routinely collected data as implemented by recent studies in this area of 
women’s health(2,28,29) risk underestimating the provision of postnatal care by unintentionally excluding 
minoritised groups if data is unavailable. Patient ethnicity data for our data sets was incomplete therefore 
comparative analysis could not be completed.  

Comparison with existing literature 

Health literacy is recognised as a contributor to disparities in postnatal care(2). The Candidacy Framework 
can be helpful in understanding access in general practice however individuals may struggle to identify 
services which fulfil the constellation of needs of a postnatal woman(11). Reduced uptake in appointments 
in the pre-intervention group could reflect patient disinterest in postnatal care however, comparing uptake 
between the two groups suggests women in our population may have been unaware of postnatal maternal 
checks. The improved uptake of appointments demonstrated in the post intervention population reflects 
how candidacy can be identified through invitations.  

Macdonald et al. identified the challenges for general practitioners delivering postnatal care including the 
inadequacy of a standard 10-minute appointment to deliver the tasks recommended within clinical 
guidance. Our intervention identified administrative activity that occurred outside the delivery of direct 
postnatal clinical care, such as additional time taken to communicate with allied health professionals, 
completion of correspondence and safeguarding related administrative tasks. Current funding formulas do 
not remediate the patient complexity and workload of practices in deprived areas(13,30). Accounting for 
‘hidden workloads’ in future service models and recognising the increased demands of working with 
disadvantaged populations may counter narratives in general practice burnout and retention 
difficulties(13,31–34). 

Implications for research and practice  
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The postnatal check provides an excellent opportunity for women’s health, child health and public health 
interventions(1,3,18,35) and its value is likely underestimated from the perspective of service 
commissioners. Macdonald et al. reported that 91% of UK GPs described a universal postnatal check as 
‘very important’ or ‘absolutely essential’(36). Our pre-intervention audit challenges the presumption of 
equitable care through the universal provision of the postnatal check following the changes to the GMS 
contract. Paraphrasing van der Scheer et al.(37), changes in service provision contracts to address inequity 
are not “self-implementing”.  

The 2010 Marmot Review(38) introduced the concept of ‘proportionate universalism’ as a strategy to 
address health inequalities. The clinical expertise, facilities, infrastructure and workforce resources required 
to deliver postnatal care equitably, efficiently and effectively already exists within NHS general practice 
resources and estates. The nature and needs of postnatal care requires dedicated and protected service 
delivery of high-quality individualised care by using the expert generalist skillsets of GPs. Current funding 
models place the obligation for provision of a comprehensive postnatal six-week check on general practice 
despite domains of the postnatal check sitting within maternity care, sexual and reproductive health 
services and public health. We advocate for the maternal postnatal check to be an essential health 
intervention whose delivery and funding should protected within the healthcare system even in the event of 
significant external factors such as a pandemic.  

Over the past two decades access systems in healthcare have focussed on efficiency however recent 
explorations support taking a patient-centred approach over supply-focussed models of access(39). We 
prioritised an equity-based approach to redress disparities whilst considering the needs of the population 
with the capacity and abilities of our own workforce. We demonstrate an access model that can be 
effectively undertaken under the sceptre of improving health inequalities. 
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Appendices 
 

Table 1 – Population Data 

 Pre-intervention population  Post-intervention population 
 Postnatal check  

performed 
Postnatal check  
not performed 

 Postnatal check  
performed 

Postnatal check  
not performed 

 n % n %  n % n % 
 70 58% 51 42%  101 89% 13 11 
Age (years)          

Mean 34 - 33 -  32  31  
Median 34 - 32 -  33  32  
Age 

(range) 
23,46 - 18,44 -  18, 44  20, 38  

Age (years)          
18-22 0  3   4  2  
23-27 7  8   19  1  
28-32 28  18   35  4  
33-37 27  11   32  5  
38-42 6  10   10  1  
43-47 2  1   1  -  

 

Table 2 – Population Ethnicity 

 Pre-intervention population Post-intervention population 
 Postnatal 

check  
performed (n) 

Postnatal check  
not performed (n) 

Postnatal check  
performed (n) 

Postnatal check  
not performed (n) 

Ethnicity (self-reported)     
African   2   
Asian or Asian British: other 2  1 1 
Pakistani or British Pakistani 3 3 9 3 
Bangladeshi or British Bangladeshi     2 
Black: African 2 1 1   
British or mixed British 9 6 10 1 
Caribbean  1     
Chinese 1  1   
Indian or British Indian 4  3   
Other   2   
Other black background   1   
Other mixed background 2      
Other: Iranian  1     
Polish  1     
White and Black African   1   
White and Black Caribbean   1   
White British 13 10 25 1 
White Irish  1     
White Other 3  2 1 
     
Ethnicity data not available 30 27 42 5 

 

Table 3 – Intervention Outcomes 

 Pre-intervention 
population 

Post-intervention 
population 

 n % n % 
Checks completed within 42-56 days (strict) 39 56% 60 59% 
Checks completed within 40-58 days (flexible) 42 60% 77 76% 
Range: days to check 32, 106  28, 94  
Average (mean) days to check 55  51  
Average (median) days to check 51  48  
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