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ABSTRACT
Background  Adolescent pregnancy is associated 
with increased risk of maternal and child morbidity 
and mortality globally. Access to safe, appropriate and 
affordable antenatal, childbirth and postnatal care 
(PNC) is essential in mitigating this risk. PNC is an often 
undervalued, underused, and understudied component 
of the continuum of maternal health services; however, it 
provides an important opportunity for adolescent girls to 
have access to health information and resources as they 
navigate the transition to motherhood and/or recovery from 
childbirth. This qualitative evidence synthesis seeks to 
highlight the experiences and perspectives of adolescent 
girls and their partners in accessing and using routine PNC.
Methods  Papers were selected from a primary review on 
PNC where a global search of databases was conducted 
to identify studies with qualitative data focused on PNC 
utilisation. Within this primary review, a subset of studies 
focused on adolescents was tagged for subanalysis. A data 
extraction form drawing on an a priori framework was 
used to extract data from each study. Review findings were 
grouped across studies and mapped onto relevant themes, 
which were then adapted, as appropriate, to best reflect 
emergent themes from included studies.
Results  Of 662 papers identified for full text review, 15 
were included in this review on adolescents’ experiences. 
Fourteen review findings were mapped onto four themes 
including: resources and access, social norms, experiences 
of care, and tailored support needs.
Conclusion  Improving uptake of PNC by adolescent 
girls requires multipronged approaches in improving 
availability of and access to adolescent-sensitive maternal 
health services and reducing feelings of shame and 
stigma in the postpartum period. Much should be done to 
address structural barriers to access, but tangible steps 
to improving the quality and responsiveness of available 
services can be taken immediately.
PROSPERO registration number  CRD42019139183.

INTRODUCTION
The WHO defines adolescents as individuals 
aged 10–19 years.1 Adolescent pregnancy is 
associated with increased risk of maternal and 
child morbidity and mortality globally.2 3 The 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Improved access to high-quality, appropriate, and 
affordable maternal and neonatal health services is 
critical in addressing the challenges associated with 
complications during and after pregnancy among 
adolescents and their infants.

	⇒ Structural barriers to access, such as financial con-
straints and lack of information, as well as sociocul-
tural barriers, such as perceived stigma associated 
with adolescent pregnancy, negatively impact up-
take of maternal health services, including postnatal 
care (PNC), which is in turn associated with poor 
maternal and neonatal health outcomes.

WHAT THIS STUDY ADDS
	⇒ This study emphasises the perspectives of adoles-
cent girls and highlights the unique challenges and 
barriers they face in seeking and benefitting from 
routine PNC.

	⇒ To enhance adolescents’ uptake of PNC, services 
should be tailored (including health promotion ser-
vices) to respond to adolescents’ and young peo-
ple’s needs in a judgment-free and stigma-free 
environment.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Addressing health workforce challenges, such as 
burnout and staffing shortages, is necessary in en-
abling health providers to deliver high-quality PNC.

	⇒ Health providers should have enhanced training and 
ongoing support in responding to the specific needs 
and preferences of adolescents during the postna-
tal period in order to reduce stigma, and to create a 
safer space for adolescents to voice concerns and 
questions.

	⇒ PNC should more actively and meaningfully engage 
adolescent girls’ partners and families, where ap-
propriate, and leverage peer-to-peer support net-
works to facilitate the transition to parenthood and/
or recovery from childbirth.

	⇒ More research and policy are required to support 
the implementation of effective adolescent-sensitive 
interventions.
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first 6 weeks (42 days) after birth, the postnatal period, 
are critical for both women and newborns as a majority 
of maternal and neonatal health (MNH) complications 
and deaths occur during this period.4 5 Equitable access 
to and quality of clinical care—in addition to addressing 
structural determinants such as reproductive rights, 
gender equity, education, economic power and racial 
justice—could mitigate these risks.6–9

Globally, adolescents have significantly lower coverage 
of PNC as compared with their older counterparts.10 While 
research has explored trends related to adolescent preg-
nancy,11 12 its drivers,9 12 complications,13–15 prevention,16 
use of antenatal care (ANC),17 and responses to compli-
cations in the postnatal period,18 evidence is limited 
on the factors related to accessibility and use of post-
natal care (PNC) services following pregnancies among 
adolescents. Additionally, while structural determinants 
are explored in designing policies and programmes to 
reduce the number of unintended pregnancies,17 less is 
known around addressing barriers in the access to and 
use of PNC by adolescent girls, particularly regarding the 
design and implementation of appropriate, acceptable 
and adolescent-centred care.19

In a review of the quantitative evidence on use of 
maternal health services by adolescents, access to and use 
of ANC services, and presence of skilled birth attendants 
(SBA) have been identified as predictors of use of PNC 
services.20 Furthermore, wealth quintiles, mother’s educa-
tion, partner’s education, employment status, media expo-
sure, urban residence, mass media exposure, and religion 
were identified across studies as contributing to access to 
maternal health services.20 21 Little qualitative evidence 
is available regarding the appropriateness and quality 
of existing PNC, the opinions of adolescents regarding 
PNC or the specific PNC needs of the adolescent age 
group given social and environmental factors including 
interrupted education, uncertain housing status, limited 
and unreliable incomes, weak family support, and lack of 
decision-making support. Where some evidence exists on 
quality of and satisfaction with PNC, mothers who are not 
adolescents tend to report higher quality scores.22 While 
adolescent girls may express similar desires identified 
among all women for the postnatal period—for example, 
enhancing self-esteem, competence and autonomy, and 
adapting to new familial and social roles—they may 
require different approaches during PNC to meet their 
unique needs and priorities.23 Therefore, it is important 
to synthesise existing evidence specifically on adolescent 
girls’ perceptions of and experiences with PNC, their 
wants and needs, and how these contribute to the use 
of and satisfaction with services. This qualitative evidence 
synthesis (QES) seeks to address this knowledge gap by 
highlighting key issues raised by adolescent girls and 
their partners in accessing and using PNC.

Using a subset of data from a larger QES on the views 
and perspectives of postnatal women and the factors that 
influence uptake of PNC services as the source QES,24 
this subanalysis synthesises the qualitative evidence 

specific to the subpopulation of adolescent girls. The 
aim is to summarise factors that influence the uptake of 
routine PNC from the perspective of adolescent girls. 
Better understanding of adolescent girls’ perspectives 
can improve the development of adolescent-sensitive 
MNH policies, including PNC, not least through mean-
ingful adolescent engagement. This can both enhance 
the quality of routine PNC made available to adolescents 
and inform targeted programming to address any specific 
challenges they may face in accessing and using PNC.

METHODS
We conducted a QES using a framework approach and 
thematic techniques to analyse and descriptively synthe-
sise relevant qualitative data.25 Descriptive themes were 
generated and organised into review findings that were 
assessed for confidence using the GRADE (‘Grading 
of Recommendations, Assessment, Development and 
Evaluations’)-CERQual (‘Confidence in the Evidence 
from Reviews of Qualitative research’) tool.26 This 
review uses the subset focused on adolescent girls’ and 
their partners’ views and experiences of PNC to identify 
themes that are prominent in this subpopulation.

The search strategy and study selection methods of 
the primary QES are summarised elsewhere.24 The QES 
included qualitative or mixed-methods studies that 
included a qualitative component in the study design (eg, 
ethnography), qualitative data collection (eg, interviews, 
focus groups) or method of analysis (eg, thematic anal-
ysis). Databases included MEDLINE (OVID), PubMed, 
CINAHL (EBSCO), EMBASE (OVID), EBM-Review 
(OVID) and a grey literature search via BASE (Bielefeld 
University Library), OpenGrey and the WHO website. 
We used a comprehensive search strategy to maximise 
data retrieval and, depending on database functionality, 
used a broad range of qualitative descriptors (ethnog-
raphy, phenomenology, grounded theory, focus group, 
interview, etc) to optimise the identification of qualita-
tive research studies. Our aim with the primary search 
was to cast the net as wide as possible to try and incorpo-
rate a range of views from different settings and contexts 
in accordance with the global nature of the review. The 
search strategy covered papers published from inception 
to December 2019. There were no language restrictions. 
Duplicates were removed through the EndNote X9 soft-
ware using a method developed by Bramer et al.27

Records were collated into Covidence software where 
duplicates were removed, and records were screened 
based on title and abstract. Members of the team (ES, MB, 
VB) independently screened titles and abstracts against 
the inclusion/exclusion criteria and flagged studies that 
both met the general inclusion criteria and were specific 
to and tagged as views of adolescent girls and their part-
ners. We did not define an age cut-off for adolescents, 
but followed the definitions used by the study authors; 
studies in which the population was defined as ‘adoles-
cent’, ‘teenage’ or ‘young’ were included. Inclusion and 
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exclusion criteria for the overall study and the specific 
analysis can be found in table 1. As the aim of the QES 
was to describe factors related to routine PNC for adoles-
cent girls, studies focusing only on specialised services for 
known conditions or high-risk groups were not included.

Data extraction and analysis
Data extraction, analysis and quality appraisal proceeded 
concurrently and broadly followed the ‘best fit’ frame-
work approach described by Carroll et al,28 incorporating 
thematic synthesis techniques25 to develop new themes 
where emerging data failed to fit our a priori frame-
work. Quality appraisal was conducted using an instru-
ment developed by Walsh and Downe,29 and modified by 
Downe et al,30 with studies rated against 11 predefined 
criteria and receiving a score of A–D representing credi-
bility, transferability, dependability, and confirmability of 
results. Studies scoring C or higher were included in the 
analysis.

Based on previous related reviews of ANC31 and intra-
partum care,23 we used a deductive approach to develop 
a thematic framework comprising four broad concepts 
(resources and access; behaviours and attitudes; external 
influences; what adolescent girls want and need) as well as 
a number of subthemes. Data extraction was done using 

a form developed for this review in Microsoft Excel to 
record study details, themes identified by authors, their 
alignment with the a priori framework, and supportive 
quotes (see online supplemental appendix 1 for the data 
extraction form). Differing perspectives from study team 
members on identified themes were settled through 
discussion and consensus building. Two studies in Portu-
guese were reviewed by one of the review authors fluent 
in the language and extracted data were translated to 
English.

On confirming themes and subthemes identified 
through the review, the study team applied the GRADE-
CERQual tool26 to assess the confidence of each finding 
based on methodological limitations, relevance, coher-
ence and having sufficient data to support findings. 
Each finding was graded as ‘high’, ‘moderate’, ‘low’ or 
‘very low’. The grading was agreed by consensus between 
two study team members (DJ, ES). Any discrepancies in 
grading were resolved by a third review author (VB). QES 
findings were then grouped into higher order analytical 
themes agreed on by all authors.

RESULTS
The general review yielded 12 678 papers, with 17 dupli-
cates deleted and 12 015 excluded.24 Title and abstract 

Table 1  Inclusion and exclusion criteria

Inclusion criteria for primary review Exclusion criteria for primary review

Additional inclusion/exclusion criteria 
for the current analysis on adolescent 
girls’ and adolescent partners’ views 
on routine postnatal care

	► Studies including women and/or 
their partners/families who were 
considered to be healthy in the 
postnatal period, and/or who had a 
healthy newborn

	► Studies where at least some of the 
extractable data were women’s, 
and/or their partners/families, 
own accounts of their views and 
experiences of the nature of, 
provision of and/or seeking of 
postnatal care after birth, irrespective 
of parity, mode of birth or place of 
birth

	► Studies involving postnatal care 
experiences with or without 
interaction with the health system but 
relating to health care (home-based, 
community-based care, etc.)

	► Studies from high-income, middle-
income and low-income countries

	► Studies reporting on views/
experiences of, or access to, 
maternity services generally with no 
specific data on postnatal care.

	► Women with known complications/
health conditions (eg, depression), or 
after severe morbidity (eg, near-miss)

	► Services for specific conditions (eg, 
HIV), or high-risk populations (eg, 
multiples, preterm, low birth weight, 
malformations).

	► Specific interventions for a singular 
condition (eg, breastfeeding support, 
family planning, mental health) 
or postnatal education only (eg, 
parenting education).

	► Studies related to care of postnatal 
complications or intensive care for 
women or newborns.

	► Mixed-methods studies reporting 
qualitative data without using a 
recognised qualitative approach to 
analysis.

	► Case studies, conference abstracts 
and unpublished PhD or Master’s 
theses.

	► Systematic reviews (although 
reference lists were reviewed).

Inclusion
	► Studies including adolescent girls’ (or 
partners’) accounts.

	► Studies focused on adolescent 
girls’ (or their partners’ views where 
available) and experiences of postnatal 
care.

	► Quality appraisal score of A–C
Exclusion

	► Studies focused on postnatal 
experiences of groups other than 
adolescent girls

https://dx.doi.org/10.1136/bmjgh-2022-011560
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screening identified 16 studies as being focused on the 
experiences of adolescent girls in accessing PNC, 15 
were included in full-text data extraction with one being 
excluded due to not meeting the eligibility criteria (see 
figure  1). Of these, four represented upper middle-
income countries, two represented lower middle-income 
countries and one represented a low-income country 
while eight represented high-income countries. Coun-
tries included Brazil (four studies),32–35 Canada,36 
Indonesia,37 Eswatini (formerly known as Swaziland),38 
Uganda,39 the UK (four studies),40–43 and the USA (three 
studies).44–46 Thirteen of the 15 studies included adoles-
cent girls (with 2 also including young women up to age 
24 years) as participants while 2 included both adoles-
cent girls and their partners. All studies were qualitative 
in nature with one incorporating mixed methods. Study 
characteristics are summarised in table 2.

The QES generated 14 review findings. These findings 
were mapped to the a priori framework and compared 
with the amended themes in the primary review.24 In the 
primary review, resources and access was split into access and 
availability and physical and human resources. Behaviours and 
attitudes was amended to social norms and what women want 
and need was changed to experiences of care.24 In this review 
focused on adolescent girls, some of the same amend-
ments were appropriate, including changing behaviours 
and attitudes and what adolescent girls want and need to social 
norms and experiences of care, respectively. Other changes 
diverged from the primary review in order to more 
specifically represent adolescents’ perspective. Resources 
and access was kept as one category and combined with 
external influences. An additional theme, tailored support 

needs, was added based on findings across the included 
papers. This was an area that appeared to be of signif-
icant concern for adolescents, particularly in terms of 
feeling unprepared for the transition to parenthood 
and requiring extra information and different types of 
support during PNC—from family, partners, and/or 
peers—without judgement. While this new theme has 
some overlap with social norms and experiences of care, we 
felt a dedicated theme was necessary to emphasise the 
specific needs of this subpopulation. Table 3 highlights 
review findings mapped across the four themes along 
with the contributing papers, selected supporting quotes, 
and the GRADE-CERQual score.

Themes identified from included studies
Resources and access
Structural barriers to accessing PNC included lack of 
health insurance, not having accessed ANC, poor avail-
ability and cost of transportation to health facilities, and 
direct costs (eg, consultation fees) associated with PNC 
services. Lack of health insurance, transportation barriers, 
and costs associated with private delivery and PNC services 
contributed to adolescents seeking services from alterna-
tive sources including emergency rooms, traditional birth 
attendants or family members.39 46 Furthermore, a lack of 
information and knowledge regarding available maternal 
and neonatal care services and not having accessed ANC 
impacted PNC uptake as well as adolescent girls’ comfort 
and uncertainty with these services.39 44 46 In some cases, 
this uncertainty around the appropriateness of available 
services—and their alignment with adolescents’ prefer-
ences—played an important role in the choice of where 
adolescent girls went for delivery and PNC.39 Suggestions 
made by adolescent girls to improve awareness of avail-
able services included social media, door-to-door flyers, 
local television, and internet advertisements.44 The inte-
grated Medical Home model—whereby multiple services 
can be found in one accessible setting, one-on-one care 
and home visits by midwives or doulas, and community 
events such as ‘Community Showers’—local events run 
by non-profits for social, informational and instrumental 
support to new mothers—were also indicated by adoles-
cent girls and their partners as being effective means of 
enhancing awareness, accessibility and therefore use of 
PNC.38 42 44 46

Another factor affecting health-seeking behaviours 
is the physical state of health facilities and available 
resources. In two studies, adolescent girls explicitly 
referenced the physical environment—including clean-
liness, infrastructure, and ambiance—when describing 
their perceptions and attitudes towards seeking PNC at 
health facilities and hospitals.39 43 Further high-quality 
evidence on adolescent girls’ experiences in accessing 
appropriate PNC resources and services—across 
different population groups and settings—is required 
to inform implementation and scale-up of effective PNC 
programmes.

Figure 1  Flow diagram of included studies for subanalysis 
on adolescent girls.
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Social norms
An important theme specific to uptake of PNC by 
adolescent girls is the stigma associated with adolescent 

pregnancy and the role of shame and judgement in 
whether and how adolescents seek and experience PNC. 
Young parents feel encumbered by the perceived 

Table 2  Study characteristics

Study
Country (income 
level) Context Study design Participants

Atuyambe et al39 Uganda (low) Rural, health facility Qualitative using 
grounded theory, using 
FGD and KII

Adolescent girls (aged 16–19 years) 
and midwives in charge of maternity 
units

Bergamaschi and 
Praça32

Brazil (upper 
middle)

Urban, health facility, 
home

Qualitative using CSS* Primiparous adolescent girls

Dumas et al46 USA (high) Urban, health facility Qualitative using FGDs Adolescent girls (aged 18–24 years) 
(first child in past 5 years)

Erfina et al37 Indonesia
(lower middle)

Urban, health facility Descriptive 
phenomenology† using 
interviews

Primiparous adolescent girls (aged 
16–19 years)

da Silva et al33 Brazil
(upper middle)

Urban, health facility Qualitative thematic 
analysis using semi-
structured interviews

Adolescent girls (aged 10–19 years) 
receiving care at study hospital

de Melo et al35 Brazil
(upper middle)

Urban, home, health 
facility

Qualitative thematic 
analysis using in-depth 
interviews

Adolescent girls 20 days post 
partum

Hunter et al43 UK
(high)

Urban/rural, 
community-based

Qualitive using 
constructivism‡ and 
FGDs, parent group 
sessions

Adolescent girls (aged 16–20 years) 
attending group sessions

Mngadi et al38 Eswatini 
(Swaziland)
(lower middle)

Urban, health facility Exploratory using in-
depth interviews

Adolescent girls aged 10–19 years

Muzik et al44 USA
(high)

Urban, community-
based

Community-based 
participatory research 
using FGDs and in-
depth interviews

Black or ethnic minority teenage 
girls (aged 13–20 years) or women 
who had been a teenage mother in 
the past 10 years

Peterson et al36 Canada
(high)

Urban, health facility Phenomenology using 
FGDs and interviews

Unmarried mothers up to 19 years 
of age

Recto and 
Champion45

USA
(high)

Urban, school/
community-based

Descriptive using 
interviews

Mexican-American adolescent girls 
aged 15–19 years

Robb et al42 UK
(high)

Urban, health facility Phenomenological 
approach

Young women who had children 
between the ages of 2 and 13 
months and were on the caseload of 
health visitors

Ross et al41 UK
(high)

Urban, community Qualitative using 
interviews

Young parents aged 16–19 years 
(girls), 15–25 years (boys and men)

Smith and 
Roberts40

UK
(high)

Urban, health facility Mixed methods using 
surveys and FGDs

Young parents aged 15–25 years

Vieira et al34 Brazil
(upper middle)

Urban, health facility Personal testimony 
(semi-structured 
interviews)

Primiparous women aged 10–19 
years, who resided in the city

*CSS (collective subject’s speech): consists of ‘reading the speeches of each interview and the consequent identification of key 
expressions—significant extracts for the study—which originate the main ideas present in each of the individual speeches. Afterwards, these 
were gathered by content affinity in a synthesis that originated the CSS, identified by themes.”32

†Phenomenology is the study of experiences and ‘has transitioned from descriptive phenomenology, which emphasises the “pure” 
description of people’s experiences, to the “interpretation” of such experiences, as in hermeneutic phenomenology’.65

‡Constructivism is a learning theory that ‘recognises that the findings of qualitative research can be influenced by the world view of the 
researcher, who is intimately bound up in the process of data generation’.43

CSS, collective subject’s speech; FGD, focus group discussions; KII, key informant interviews.
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judgement from others and the stereotypes of adolescent 
parents as being irresponsible, uneducated and lacking 
prospects.40 42–46 While some have been able to overcome 
these judgements, they continue to cite them as reasons 
why PNC may not feel welcoming to adolescent girls.40 
Some adolescent girls and their partners also voiced the 
fear of being perceived as unable to care for their babies 
and thus being reported to social services as reasons for 
low uptake of PNC.42

Furthermore, when adolescent girls did access care, 
fear of being judged and stigmatised at health facilities by 
both health providers and other mothers affected adoles-
cent girls’ experiences of care, including their willing-
ness to communicate their needs. The pattern observed 
across these studies is one of adolescents sensing shame 
and feelings of discomfort at being in medicalised spaces 
designed for older women; these sentiments were some-
times reinforced through comments made by providers 
or stigma sensed through being ignored or not suffi-
ciently heard. Conversely, where providers (including 
midwives, nurses and physicians) spent more time with 
adolescents and reassured them regarding the develop-
ment of their competencies and confidence in newborn 
care, adolescents were less likely to feel judged and more 
likely to make effective use of PNC.36 45

Experiences of care
In addition to the impact of stigma and perceived judge-
ment, adolescent girls’ experiences of care were also 
affected by the nature of communication with health 
providers, availability of practical advice, information 
and guidance, and appropriate psychosocial support. 
Across the included studies, adolescents voiced a feeling 
of being treated in a ‘checklist’ manner whereby health 
providers were quickly going through a list of postnatal 
tasks rather than offering individualised care by listening 
to their needs and concerns. The respondents expressed 
a reluctance to ask questions due to the rushed nature of 
service delivery. The most frequently mentioned reason 
for this was that nurses, midwives, and other health 
providers were focused on ensuring the health of the 
baby and often rushing through necessary tasks, leaving 
adolescent girls—who stated that they were less likely to 
speak up than older mothers—unsure as to how to find 
guidance on appropriate newborn care. Lack of acknowl-
edgement and perceived empathetic communication 
between overwhelmed adolescent girls and busy health 
providers negatively impacted adolescent girls’ experi-
ences of PNC. Where adolescent girls voiced satisfaction 
with the quality of care, it was primarily associated with a 
calm and patient approach by health providers, making 
them feel that their concerns were valid.36 41 43 45

Our findings also suggest that while some adolescent 
girls were able to establish good relationships with PNC 
providers and could seek the support they needed, many 
others either did not know that such support could exist 
or felt that they could not ask for fear of being ridiculed. 
Trust was eroded when adolescent girls felt unheard, 

neglected, disrespected or handled roughly during the 
continuum of delivery to PNC. This in turn affected trust 
in the health system and a breakdown in communication 
with health providers. In some instances, adolescents 
felt that providers did not care and were even annoyed; 
examples of verbal abuse were mentioned in at least two 
included studies and some adolescents described being 
handled in a rough manner while learning to care for 
their newborn.38 39

Experiences of care were also impacted by whether 
adolescent girls and their partners received the types of 
support they sought. In general, adolescent girls and their 
partners expressed a need for further informational—
defined as the provision of information needed to over-
come barriers47—and instrumental support—defined 
as ‘the provision of tangible goods and services’47—in 
taking care of the immediate needs of the newborn (eg, 
bathing, feeding, cord care). Many stated that health 
providers were not sufficiently teaching them the skills 
required for newborn care nor engaging them in prac-
ticing these skills. This gap in informational and instru-
mental support exacerbated fear and anxiety for some 
and undermined the perceived effectiveness of PNC.

Where adolescent girls expressed positive experiences 
of PNC, it was often due to proactive support, praise 
and open communication from health providers that 
created the space for questions and voicing of concerns. 
Importantly, adolescents across several studies expressed 
the importance of a health provider informing them/
acknowledging the signs of postpartum depression and 
reassuring them that the feelings of inadequacy and 
exhaustion they experienced were normal and could 
be addressed with mental health support. This form of 
psychosocial support—where articulated—was viewed 
as enhancing adolescent girls’ PNC experience and 
access to other types of supportive services. Throughout 
studies, adolescent girls expressed appreciation for the 
informational support they received during PNC that 
allowed them to access helpful services beyond the 
postnatal period. Adolescents also mentioned needing 
better information on sexual health and contraception 
during the postnatal period with some studies high-
lighting the dissatisfaction with available family planning 
resources.37 38 In some instances, adolescent girls found 
themselves pregnant again soon after giving birth and 
shared that access to improved and stable postpartum 
support as well as addressing structural barriers—such 
as cost, stigma, or knowledge—in accessing preferred 
contraceptive methods would make family planning 
more effective.37 38 46

Tailored support needs
Adolescents frequently spoke of feeling overwhelmed, 
exhausted, and ill-prepared to take on the transition 
to parenthood. They often wanted more support from 
health and social services to continue their education and 
professional trajectories while ensuring the well-being of 
their baby. Adolescent girls described the existing scope 
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of PNC as not wide enough to understand or meet their 
needs, making it less appealing as a service. For example, 
in one study, participants were disappointed with the 
focus on physical examinations and contraceptive coun-
selling.37 In general, adolescent girls and their partners 
noted that they needed more information and resources 
tailored to adolescent parents in the postnatal period to 
be able to care for their newborns and to continue their 
personal development. Further high-quality evidence on 
adolescent girls’ support needs, in particular evidence on 
the effectiveness of support interventions, is required to 
strengthen these findings.

Partners of adolescent girls specifically expressed 
needing more informational support and a desire for 
having go-to avenues to seek information that would 
allow them to better support their partners during the 
postnatal period.41 Where consulted, partners expressed 
a desire to be more involved and helpful but found that 
existing PNC services neither engaged nor leveraged 
their involvement in supporting adolescent mothers in 
the postnatal period.40 41 Adolescent girls also spoke of 
having partners’ support and their engagement in PNC 
as contributing to increased PNC uptake40 46; however, 
it should be noted that the experience of having part-
ners who wanted to be involved and supportive was not 
universal across participants in the included studies.39

The role of emotional support from social networks 
during the postnatal period for adolescent girls is signif-
icant. Peer perspectives and family support are heavily 
relied upon according to the adolescents interviewed 
across studies. Peer groups, comprised of fellow adoles-
cent girls and/or their partners, are seen as valuable in 
addressing some of the feelings of loneliness and anxiety. 
In some instances, a preference for peer group-based 
PNC over individual care was expressed. The solace 
sought in peer experiences is reflective of feeling out 
of place in traditional PNC due to age and stereotypes 
around adolescent pregnancy.

In addition to the emotional support and encourage-
ment afforded by peer groups, some adolescents seek 
informational and instrumental support from family 
members. Family members, especially mothers of adoles-
cents, are often one of the primary sources of consulta-
tion to support with postnatal tasks and care of the baby.

DISCUSSION
Uptake and perceptions of PNC among adolescent girls 
is affected by multiple factors including resources and 
access, social norms, experiences of care, and tailored 
support needs. Adolescent girls identified barriers to 
accessing PNC such as financial constraints to access, lack 
of information on available services, feeling unwelcome 
due to perceptions of stigma and shame around adoles-
cent pregnancy, not receiving the necessary instrumental 
or psychosocial support, not feeling acknowledged nor 
heard, and not having their specific needs and prefer-
ences met.

While some access barriers for adolescent girls were 
similar to those expressed by postpartum women of all 
ages in the primary review24—such as financial and trans-
portation challenges—others, in particular regarding 
experiences of care and social norms, presented unique 
challenges to adolescents.20 39 45 46 Adolescent girls 
expressed a desire for and appreciation of empathy and 
responsiveness of health providers to their unique needs, 
with many describing feeling shame in asking questions, 
feeling incapable, feeling that they are entering spaces 
not designed for them and feeling like an item on a staff 
member’s checklist. These point to a gap in adolescent-
sensitive maternal healthcare as part of high-quality inte-
grated PNC, as well as ANC and preconception care. The 
importance of addressing this gap is also noted in reviews 
of quantitative evidence focused on adolescent girls, 
where the positive impact of adolescent-focused services 
and continuity of care is noted to improve retention in 
maternal health services including ANC, delivery and 
PNC.48

Ensuring that adolescent-sensitive services exist 
starting from the antenatal stage and offering continuity 
of care by trusted providers through to the postnatal 
period can enhance uptake of maternal health services 
at every stage.49 Across the qualitative studies included in 
this review, participants often described access barriers 
to ANC as also impeding access to PNC, highlighting 
the significance of the continuum of care from ANC to 
delivery to PNC. Indeed, access to ANC and to delivery 
services often predicts access to PNC as identified by 
quantitative evidence around use and access to maternal 
healthcare among adolescent mothers in low-income 
and middle-income countries (LMICs).20 49–51

In supporting continuity of care, trust-building and 
good communication are essential. In this review, 
instances of rough handling of mothers and verbal abuse 
in the continuum of delivery to PNC were articulated by 
adolescent girls, indicating a link to disrespect and abuse 
previously identified in the literature on childbirth expe-
riences across mothers of all ages.52 53 Where adolescent 
girls noted positive examples of trust, effective commu-
nication and good experiences of care, they highlighted 
the calmness and attentiveness of providers as well as 
one-on-one time and home visits as being helpful.36 41 45 
These findings parallel findings in the primary review, 
demonstrating that relational support and continuity 
of care from health providers are viewed as essential to 
the uptake and acceptance of PNC interventions and 
are impeded when interactions with health providers 
are short and constrained by health workforce limita-
tions.24 37 43 This points to the importance of ensuring that 
the health workforce also has the support and sufficient 
resources to meet the needs of the populations they serve 
as opposed to feeling pressured due to staffing shortages, 
poor investment in health systems and high rates of turn-
over and burnout.54–57 Addressing these health system 
challenges can also enhance continuity of care, including 
through midwife-led models highlighted in the WHO’s 
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PNC guidelines, thereby contributing to improved trust 
and communication.5 55–58

In addition, similar to findings in other studies of 
maternal health service utilisation by adolescent girls, 
experiences of care were negatively impacted by instances 
of disrespect, abuse, perceived intolerance and impa-
tience, highlighting the need for more concerted efforts 
in embedding empathetic approaches in the training and 
practice of maternal and child healthcare for all demo-
graphic groups.53 59 60 A review of how the experiences of 
women and girls influence uptake of PNC in African coun-
tries similarly highlighted trust as being built through 
respectful care, defined as health providers being ‘kind, 
supportive and attentive to women’s needs’ and disre-
spectful care as including ‘verbal and/or physical abuse 
and power imbalances between women and healthcare 
providers’.61 Building trust and respectful communica-
tion with health providers is critically important in this 
subpopulation, particularly due to the oftentimes higher 
risk of disrespectful maternity care among adolescent 
girls.61 While findings in our primary review also note 
mothers’ feelings of disrespect and being overlooked, the 
subpopulation studied in this review strongly emphasise 
perceived judgement, disrespect and lack of belonging in 
PNC, citing stigma and negative stereotypes as potential 
reasons.24

The impact of social norms—particularly attitudes 
towards adolescent pregnancy and childbearing, 
stigma, the associated shame, fear, and perceived loss 
of other opportunities such as access to education—are 
pronounced among this subpopulation. These negatively 
impact PNC uptake by adolescent girls due to perceptions 
of being judged by health providers and other mothers. 
This perception also impedes the willingness of young 
parents to voice their questions and concerns, making 
care less effective. Adolescent mothers are in a unique 
situation whereby they are balancing motherhood with 
the existing challenges of adolescence and transition to 
adulthood. Services that ignore these realities or perpet-
uate the feelings of shame serve as barriers to the uptake 
of PNC and place adolescent girls at risk of feeling alien-
ated from available health services, with implications for 
physical and mental health outcomes.

This review also identified an emphasis on instru-
mental, informational, and psychosocial support needs 
among adolescent girls and their partners. The fear of 
not being capable of caring for their newborns and not 
having sufficient information on what to do was frequently 
cited across studies. Beyond support from providers, 
adolescent girls also rely on partners, family, and peers. 
In this review, adolescent girls noted that involvement 
of their partners would enhance ANC and PNC uptake. 
This finding is supported by quantitative evidence as well 
where adolescent girls accompanied by a partner during 
ANC have higher rates of PNC utilisation.49 In addition, 
adolescent girls’ partners expressed a desire to be more 
actively engaged and to have better access to information 
to effectively support their partners. Approaches that 

seek to increase partner engagement should account 
for potential unintended consequences, such as the risk 
of further stigmatising those without partners. Further 
discussion of the perceptions of partners and families 
and different levels of engagement in PNC is included in 
a companion review by Finlayson et al stemming from the 
same source QES.

The influence of peers and family members can also 
play a critical role in the uptake of different aspects of 
PNC as articulated in a review of factors influencing breast 
feeding among adolescents.62 This has important implica-
tions for how health and social services can involve family 
members in enhancing PNC uptake. Highlighting the 
instrumental, emotional, and psychosocial support needs 
of adolescents and their experiences in receiving these 
from healthcare providers, partners, family members, and 
peers is important in designing interventions that appro-
priately leverage support networks. Meeting the tailored 
informational and support needs of adolescents is crit-
ical in counteracting the disempowerment that adoles-
cent girls and their partners may feel. Counteracting this 
disempowerment may require adapting approaches used 
to support the transition of adolescents from paediatric 
services. These approaches include person-centred care, 
family partnered care, developmentally appropriate care, 
and coordination of specialist and community-based 
care services.63 Furthermore, a lack of information and 
fear around how to appropriately care and provide for 
a newborn exacerbates feelings of anxiety around the 
transition to motherhood since adolescents may not 
be aware that their postpartum challenges are shared 
by others and that there are resources to help support 
them. Expanding family partnered care to facilitate 
peer-supported empowerment and community building 
can address some of these challenges. As indicated by 
positive experiences shared by adolescents, interven-
tions to enhance trust and respectful care, adolescent-
sensitive services, and meaningful adolescent and youth 
engagement can be effective means of enhancing PNC 
uptake. Examples of helpful programmes identified by 
adolescents in this review include ‘Community Showers’ 
that contribute to enhancing informational and social 
support by bringing together support networks and 
integrated ‘Medical Home’ models of care that remove 
access barriers by merging together different sources of 
instrumental and psychosocial support.44 46 In the design, 
implementation and evaluation of programmes and inter-
ventions like these, particular attention should be paid 
to ensuring cultural safety64 and mitigating disparities by 
racialised group, urban residence, socioeconomic status, 
and other structural determinants of health inequites.9

Limitations and strengths
This analysis highlights the specific needs of an under-
studied subpopulation. By analysing a focused subset of 
studies from a larger, rigorous QES with no geographic 
or linguistic restrictions, we have highlighted the 
reported needs of adolescent girls, their newborns, and 



Javadi D, et al. BMJ Global Health 2023;8:e011560. doi:10.1136/bmjgh-2022-011560 13

BMJ Global Health

their partners in the postnatal period and identified 
unique challenges and concerns expressed by this group. 
Addressing these can serve to make high-quality inte-
grated PNC more inclusive and effective.

The review is limited to the topics, questions, 
geographic areas and demographic groups explored in 
the included papers and therefore reflects the biases 
inherent in what is present as well as what is absent in 
the current literature on the views of adolescent girls 
on routine PNC. For example, despite the global scope 
of the source review, there is a lack of geographic and 
subregional diversity in this review with lower representa-
tion from LMICs, limiting the generalisability of results. 
A recent review of women’s experiences and perceptions 
of PNC across sub-Saharan Africa highlights many similar 
themes, particularly poor experiences of care, physical 
access barriers, psychosocial challenges and stigma and 
shame among vulnerable women—with adolescents 
identified as a vulnerable group.61 However, as evidenced 
by the small number of studies included in this study, a 
focus on adolescent girls’ experiences with, perceptions 
of, and needs regarding PNC remains sparse. Further-
more, although the search was not limited to facility-
based studies, threats to representativeness of the sample 
include a skew towards facility-based recruitment which 
contributes to less diversity in terms of urban residence 
and community and family structure as well as a limited 
ability to draw comparisons between facility-based and 
home and community-based maternal and neonatal care. 
Additionally, adolescent-specific programmes and initia-
tives that do not explicitly use terminology around PNC 
may have not been included in the review resulting in 
fewer examples of adolescent-specific programming.

It is also important to note that while WHO defines 
adolescents as ages 10–19 years, the term ‘young people’ 
used in some of the included studies, covers the age 
ranges 10–24 years. The wider age range may have impli-
cations for which factors are viewed as important in 
PNC uptake and whether these are applicable across all 
included ages. Many of the review findings would benefit 
from further data (ie, more studies across different 
populations) to increase the level of confidence in the 
thematic finding. It is also worth noting that by virtue of 
targeting this subpopulation, the studies included in this 
review were likely to focus data collection and analysis 
on challenges viewed as specific to adolescents. This may 
present a bias in the themes that are highlighted by, for 
example, emphasising the feelings of stigma and shame 
and presenting less information with regard to adoles-
cent girls’ feelings and perceptions around challenges 
or enablers that would also apply to adult women since 
these were asked about less frequently. Furthermore, 
most studies focus on ANC or labour and childbirth, indi-
cating a paucity of evidence for PNC.

Finally, there is a lack of intersectional analyses of 
equitable access to high-quality PNC for adolescents 
across different demographics (eg, urban residence, 
socioeconomic status, sexual and gender minority 

group, and racialised group). A more dedicated focus in 
future research on the postnatal period and its impact 
on adolescent girls and their newborns across different 
geographic areas and subpopulation groups would help 
address these issues.

CONCLUSION
PNC is an effective means of reducing maternal and 
newborn morbidity and mortality. While some of the 
barriers to the uptake of routine PNC expressed by 
adolescent girls are similar to those identified by women 
of all ages, a focused QES on this subpopulation reveals 
unique challenges for adolescent girls and their part-
ners. Key themes highlight concerns around stigma and 
a desire for empathy, support, and guidance from health 
providers during the PNC period to facilitate the tran-
sition and negotiation between adolescence and parent-
hood. These themes point to the need for investment in 
adolescent-sensitive care through improvements in conti-
nuity of care, targeted in-service and preservice training 
for health providers as well as ongoing supportive 
supervision, support for family partnered care, diversi-
fied platforms of access to PNC—including community-
based programmes—and establishment of peer support 
networks. Furthermore, this review demonstrates the 
importance of investment in qualitative evidence to 
capture voices that are under-represented and to inform 
policies and programmes that are more responsive to the 
needs and lived realities of diverse populations.
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