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Abstract
Introduction: Postnatal care (PNC) is a strategic intervention for reducing maternal and neonatal mortality, but its application in the Democratic Republic of the Congo (DRC) often remains inadequate. This study aimed to assess the knowledge and practices of midwives at the Mama Balako Referral Health Center (CSR) in Mbandaka regarding the application of PNC standards, and to identify factors associated with the quality of these services.
Methods: A descriptive and analytical cross-sectional study was conducted from January to September 2025 among 57 healthcare providers (39 midwives, 13 nurses, 5 physicians) at Mama Balako CSR. Data were collected using a structured self-administered questionnaire. Descriptive analysis focused on frequencies and percentages. Associations were tested using Pearson's chi-square test (p < 0.05) and logistic regression.
Results: The majority of participants were young (49.1% aged 20–29 years), female, had a university education (73.7%), but had limited professional experience (82.5% had less than 5 years of service). Only 7.0% of providers knew the specific PNC standards, and 98.2% had never received continuing education. No standardized assessment tools were used (100%), and no specific screening examinations were performed. Physical examination of the mother was performed by 47.4% of respondents, and examination of the newborn by 29.8%. Promotion of breastfeeding (84.2%) and family planning follow-up (63.2%) were the best-integrated practices. Chi-square testing showed a significant association between education level and knowledge of standards (χ² = 14.308; df = 2; p < 0.05). Logistic regression identified education level, continuing education, and professional category as the main determinants of knowledge of standards.
Discussion: The results reveal a paradox between a high level of education and an almost total lack of knowledge of PNC standards, explained by the near-absolute absence of continuing education and standardized tools. These observations confirm earlier work conducted in the DRC and sub-Saharan Africa, which highlights that initial training alone is insufficient to guarantee quality clinical practice without regular refresher courses and formalized support materials.
Conclusion: The level of knowledge and practices of midwives at Mama Balako CSR regarding PNC standards is severely inadequate. Urgent capacity building through continuing education, provision of standardized tools, and the establishment of formative supervision is needed to improve the quality of postnatal care and contribute to reducing maternal and neonatal mortality in Mbandaka.
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1. Introduction
Maternal and neonatal health remains a global public health priority, reaffirmed by the Sustainable Development Goals (SDGs), which aim to reduce the maternal mortality ratio to less than 70 per 100,000 live births by 2030 (United Nations, 2015). Postnatal care (PNC), defined as the set of services provided to the mother and newborn during the first six weeks following delivery, is globally recognized as a key intervention for preventing late complications, promoting essential practices such as exclusive breastfeeding, and ensuring continuity of care (World Health Organization [WHO], 2016).
The WHO recommends a minimum of three postnatal contacts: within the first 24 hours, at 48–72 hours, and at 6–8 weeks (WHO, 2013). Each visit should include a systematic examination of the mother (vital signs, uterine involution, lochia, breast condition, screening for postpartum depression) and the newborn (weight, temperature, umbilical cord, reflexes, screening for infections), as well as counseling on breastfeeding, family planning, and danger signs (WHO, 2016; UNFPA, 2019).
In the Democratic Republic of the Congo (DRC), despite the free maternal care initiative and the efforts of the National Reproductive Health Program (PNSR), the maternal mortality rate remains alarmingly high, estimated at 473 deaths per 100,000 live births (Ministry of Planning DRC, 2018). This paradox highlights gaps in the quality of postnatal services. Several studies conducted in the DRC and sub-Saharan Africa have shown that PNC is often limited, fragmented, and non-standardized, mainly due to a lack of continuing education for providers and the absence of standardized assessment tools (Ngoma & Mupenda, 2021; Adegoke & van den Broek, 2021).
The Mama Balako Referral Health Center (CSR), located in the Wangata commune of Mbandaka (Équateur Province), is a primary-level health facility that receives a large number of postpartum women. Preliminary observations made during clinical internships revealed apparently incomplete postnatal practices that did not conform to national protocols, suggesting a possible deficit in staff knowledge and training.
The general objective of this study was to assess the level of knowledge and professional practices of midwives at Mama Balako CSR regarding the application of postnatal care standards. The specific objectives were: (1) to describe the socioprofessional profile of providers; (2) to determine their level of knowledge of PNC standards; (3) to describe their self-reported professional practices; and (4) to identify socioprofessional factors associated with knowledge of standards.
2. Methods
2.1. Study Design and Period
This was a quantitative, descriptive, and analytical cross-sectional study, conducted from January 1 to September 30, 2025, at the Mama Balako Referral Health Center, located in Wangata commune, Mbandaka city, Équateur Province, Democratic Republic of the Congo.
2.2. Study Setting
Mama Balako CSR is a referral health facility located in Mbandaka, in the Mama Balako neighborhood, between Libenge and Yasanyama avenues. The center has a capacity of 53 beds and employs 78 healthcare workers. It offers internal medicine, surgery, pediatrics, gynecology-obstetrics services, and has an active maternity unit.
2.3. Target Population and Sampling
The target population consisted of all healthcare workers (midwives, nurses, and physicians) working at Mama Balako CSR and involved in maternal and newborn care. Exhaustive sampling (census) was used: all members of the target population meeting the inclusion criteria were included, resulting in a final sample of 57 participants (39 midwives, 13 nurses, 5 physicians).
Inclusion criteria were: (1) being a healthcare worker (midwife, nurse, or physician) officially assigned to Mama Balako CSR; (2) being involved in maternal and/or neonatal care activities; (3) giving free and informed consent. Exclusion criteria were: (1) being on sick leave or on mission during the data collection period; (2) refusing to participate in the study.
2.4. Data Collection Instrument
A structured self-administered questionnaire was developed based on the literature and WHO/PNSR standards. The instrument included three sections:
· Section A: Socioprofessional variables (age, sex, education level, professional category, years of experience, continuing education received on PNC).
· Section B: Knowledge of PNC standards (recommended timing, main objectives, medical follow-up elements, knowledge of specific standards).
· Section C: Self-reported professional practices (follow-up elements performed, use of standardized tools, screening examinations, promotion of breastfeeding and family planning).
The questionnaire was pretested with 10 providers outside the study to verify clarity and relevance.
2.5. Data Collection Procedure
After obtaining administrative authorizations (from the Director of Mama Balako CSR), questionnaires were distributed in person by the research team after explaining the purpose of the study and obtaining verbal consent. Confidentiality and anonymity were guaranteed. Data collection took place over a period of three months.
2.6. Ethical Considerations
Institutional authorization was obtained from local health authorities. Free and informed consent was obtained verbally. Participant anonymity was guaranteed, and participation was strictly voluntary. The study presented no physical or psychological risk to participants.
2.7. Statistical Analysis
Data were entered into Excel and analyzed using SPSS version 26.0. Descriptive analysis consisted of calculating frequencies and percentages for all variables. For bivariate analysis, Pearson's chi-square test was used to examine associations between independent variables (education level, professional experience, professional category) and dependent variables (knowledge of standards, objectives of PNC). Binary logistic regression was performed to identify determinants of knowledge of specific PNC standards. The significance level was set at p < 0.05.
3. Results
3.1. Sociodemographic and Professional Profile of Participants (Tables 1–4)
The sample included 57 participants. The most represented age group was 20–29 years (49.1%), followed by 30–39 years (43.9%). The female sex predominated (not quantified in the provided tables but mentioned in the text). Education level was high: 73.7% of participants held a university degree, 24.6% held a state diploma (equivalent to high school diploma), and 1.8% had other levels. Professional category was distributed as follows: midwives (68.4%), nurses (22.8%), physicians (8.8%). Professional experience was limited: 82.5% of participants had less than 5 years of service, 10.5% had 5–10 years, and only 7.0% had more than 10 years of experience.
Table 1. Distribution of participants by age
	Age group
	Number (n)
	Percentage (%)

	20–29 years
	28
	49.1

	30–39 years
	25
	43.9

	40–49 years
	3
	5.3

	50 years and over
	1
	1.8

	Total
	57
	100


Table 2. Education level of participants
	Education level
	Number (n)
	Percentage (%)

	State diploma (equivalent)
	14
	24.6

	University degree
	42
	73.7

	Other
	1
	1.8

	Total
	57
	100


Table 3. Professional experience of participants
	Years of experience
	Number (n)
	Percentage (%)

	< 5 years
	47
	82.5

	5–10 years
	6
	10.5

	11–20 years
	1
	1.8

	21–30 years
	2
	3.5

	> 30 years
	1
	1.8

	Total
	57
	100


Table 4. Professional category of participants
	Professional category
	Number (n)
	Percentage (%)

	Midwife
	39
	68.4

	Nurse
	13
	22.8

	Physician
	5
	8.8

	Total
	57
	100


3.2. Continuing Education (Table 5)
Table 5. Continuing education received on postnatal care
	Continuing education received
	Number (n)
	Percentage (%)

	Yes
	1
	1.8

	No
	56
	98.2

	Total
	57
	100


Only 1.8% of participants had received continuing education on PNC since starting their position.
3.3. Knowledge of PNC Standards (Tables 6–8)
Table 6. Knowledge of the recommended timing for PNC
	Recommended timing
	Number (n)
	Percentage (%)

	2–4 weeks after delivery
	3
	5.3

	6–8 weeks after delivery
	35
	61.4

	10–12 weeks after delivery
	1
	1.8

	Other
	18
	31.6

	Total
	57
	100


Table 7. Main objectives of PNC as perceived by participants
	Main objectives
	Number (n)
	Percentage (%)

	Assess the newborn's health status
	18
	31.6

	Assess the mother's health status
	16
	28.1

	Provide breastfeeding counseling
	9
	15.8

	Ensure family planning follow-up
	8
	14.0

	Screen for mental health problems
	4
	7.0

	Other
	2
	3.5

	Total
	57
	100




Table 8. Knowledge of specific PNC standards
	Knowledge of specific standards
	Number (n)
	Percentage (%)

	Yes
	4
	7.0

	No
	53
	93.0

	Total
	57
	100


An overwhelming majority (93.0%) of participants stated that they did not know the specific PNC standards.
3.4. Self-Reported Professional Practices (Tables 9–12)
Table 9. Medical follow-up elements performed during PNC
	Follow-up elements performed
	Number (n)
	Percentage (%)

	Physical examination of the mother
	27
	47.4

	Complete physical examination of the newborn
	17
	29.8

	Screening for sexually transmitted infections
	5
	8.8

	Psychological assessment
	3
	5.3

	Teaching about newborn care
	3
	5.3

	Other
	2
	3.5

	Total
	57
	100





Table 10. Use of standardized assessment tools
	Tools used
	Number (n)
	Percentage (%)

	None
	57
	100

	Registration form
	0
	0.0

	Postpartum depression scale
	0
	0.0

	Total
	57
	100


Table 11. Practice of family planning follow-up
	Family planning follow-up
	Number (n)
	Percentage (%)

	Yes
	36
	63.2

	No
	21
	36.8

	Total
	57
	100


Table 12. Practice of breastfeeding promotion
	Breastfeeding promotion
	Number (n)
	Percentage (%)

	Yes
	48
	84.2

	No
	9
	15.8

	Total
	57
	100


3.5. Bivariate Analyses (Tables 13–14)
Table 13. Association between education level and knowledge of specific PNC standards
	Education level
	Yes (n)
	No (n)
	Total

	State diploma
	0 (0.0%)
	14 (100%)
	14

	University degree
	3 (7.1%)
	39 (92.9%)
	42

	Other
	1 (100%)
	0 (0.0%)
	1

	Total
	4
	53
	57


Calculated χ² = 14.308; df = 2; Tabulated χ² (0.05; 2) = 5.99; p < 0.05
The chi-square test indicates a statistically significant association between education level and knowledge of specific PNC standards.
Table 14. Association between professional experience and knowledge of specific PNC standards
	Years of experience
	Yes (n)
	No (n)
	Total

	< 5 years
	2
	45
	47

	5–10 years
	1
	5
	6

	11–20 years
	0
	1
	1

	21–30 years
	1
	1
	2

	> 30 years
	0
	1
	1

	Total
	4
	53
	57


Calculated χ² = 7.219; df = 4; Tabulated χ² (0.05; 4) = 9.49; p > 0.05
The test shows no statistically significant association between professional experience and knowledge of standards.
3.6. Logistic Regression (Table 15)
Table 15. Logistic regression summary – Determinants of knowledge of PNC standards
	Variable
	Sig.
	Exp(B)
	Interpretation

	Continuing education (Q6)
	≈ 0.000
	2.875 × 10⁶
	Extremely significant: major determinant

	Professional category (Q8)
	≈ 0.000
	1.883 × 10⁷
	Extremely significant

	Recommended timing (Q10)
	≈ 0.000
	3.365 × 10⁶
	Extremely significant

	Education level (Q2)
	≈ 0.000
	≈ 1.6 × 10⁸⁴
	Most discriminating factor

	Other variables (Q7, Q13, Q15)
	Non-significant
	≈ 1.000
	No significant predictive effect


Logistic regression (Nagelkerke R² = 0.783) confirms that knowledge of specific PNC standards is almost entirely determined by education level (university degree), professional category (physician/midwife), and, above all, access to specific continuing education.
4. Discussion
4.1. Summary of Key Findings
This study revealed alarming results: only 7.0% of providers at Mama Balako CSR knew the specific standards of postnatal care, and 98.2% had never received continuing education on the topic. The complete absence of standardized assessment tools (100%) and specific screening constitutes a major violation of care protocols. While promotion of breastfeeding (84.2%) and family planning follow-up (63.2%) were relatively well integrated, physical examination of the mother (47.4%) and newborn (29.8%) remained insufficient, and psychosocial dimensions (postpartum depression screening: 7.0%) were severely neglected.
4.2. The Paradox of Education Level versus Lack of Knowledge of Standards
A particularly striking result is the gap between the high education level of participants (73.7% university graduates) and their almost total lack of knowledge of PNC standards (93.0%). This paradox confirms the findings of Ndela et al. (2024) in the DRC, who showed that academic qualification, although statistically associated with better knowledge, does not guarantee mastery of national and international technical standards if these are not taught specifically and updated. As Ngoma and Mupenda (2021) point out, initial university training provides general theoretical foundations, but PNC standards evolve; without regular refresher training, knowledge quickly becomes obsolete.
4.3. Continuing Education: The Missing Link in Performance
The near-absolute absence of continuing education (98.2%) is the major explanatory factor for stagnant knowledge. This result is consistent with the work of UNFPA (2019), which identified lack of continuing education as the primary barrier to updating midwives' knowledge in sub-Saharan Africa. Our logistic regression model confirms that continuing education is one of the most powerful determinants of knowledge of standards (Exp(B) = 2.875 × 10⁶; p ≈ 0.000). This finding also aligns with the observations of Okeke and Ngunyulu (2025) in South Africa, who demonstrated that insufficient training in critical skills is the main barrier to implementing maternal care guidelines.
The lack of a significant association between professional experience and knowledge of standards (χ² = 7.219; p > 0.05) is a particularly instructive result. Contrary to common intuition, seniority does not compensate for lack of refresher training. As Kikaya et al. (2024) in Kinshasa point out, practical competence depends more on on-the-job training opportunities than on the mere accumulation of years of practice. A midwife may have twenty years of experience, but if she has never been retrained, she may replicate erroneous practices for two decades.
4.4. The Absence of Standardized Tools: A Major Systemic Failure
The finding that 100% of providers use no standardized assessment tool (PNC form, postpartum depression screening grid, checklist) is the most alarming result of this study. This absence of formal tools prevents care traceability, makes early detection of late complications impossible, and subjects the quality of the consultation to individual memory rather than a formalized process. Without procedural "guardrails," the midwife does what she remembers, not what the standards require. This finding is similar to that of Pindani et al. (2022) in Malawi, where less than 75% of midwives inspected perineal wounds or checked newborn vital signs due to lack of standardized tools.
4.5. A Biomedical Vision at the Expense of a Holistic Approach
The results show that PNC at Mama Balako CSR is essentially focused on the baby (31.6%) and the mother's physical condition (28.1%). Psychosocial dimensions are severely neglected: mental health (postpartum depression screening) was mentioned by only 7.0% of providers, and comprehensive health education remained marginal. This "baby-focused care" is a strong trend in sub-Saharan Africa, identified by Iyoha et al. (2023). Midwives often consider that if the uterus is involuted and the baby is nursing, the consultation is successful. Yet WHO recommendations (2013) emphasize that the postnatal period is the most critical time for mental health (prevalence of postpartum depression estimated between 10 and 20%) and for family planning, to space births and reduce high-risk pregnancies. Omitting these aspects exposes mothers to risks of undiagnosed psychological distress and closely spaced pregnancies, major factors in maternal mortality.
4.6. Limitations of the Study
This study has several limitations. Its cross-sectional nature does not allow definitive causal relationships to be established. The use of self-reported data is subject to social desirability bias, although anonymity was guaranteed. The lack of direct observation of practices prevents objective confirmation of self-reported practices. As the study was single-center (Mama Balako CSR), the results are not necessarily generalizable to all health facilities in Mbandaka or Équateur Province.
4.7. Implications for Practice and Research
Despite these limitations, our results have clear and urgent implications. The near-absence of continuing education must be immediately corrected by establishing a mandatory and regular refresher program on updated PNC standards (WHO/PNSR). The provision of standardized tools (PNC forms, checklists, postpartum depression screening scales) is an absolute priority to ensure systematization and traceability of care. The establishment of quarterly formative supervision, non-punitive but corrective, would allow theoretical knowledge to be transformed into real clinical skills. Finally, the systematic integration of mental health screening and comprehensive health education into PNC is necessary to adopt a truly holistic approach.
Future research, including direct observation of practices and evaluation of the impact of training interventions on care quality and maternal and neonatal outcomes, is needed.
5. Conclusion
In conclusion, this study demonstrates that the level of knowledge of postnatal care standards among midwives at Mama Balako CSR in Mbandaka is severely inadequate (7.0%), and that their professional practices are incomplete, non-standardized, and lack assessment tools. This critical deficit is primarily attributable to the near-absolute absence of continuing education (98.2%), the lack of standardized tools (100%), and an approach that remains too biomedical, neglecting mental health. Education level, although statistically associated with knowledge, is not sufficient to guarantee quality practice without regular refresher training and formalized support materials.
The urgency of systemic action is clear: mandatory continuing education, provision of standardized tools, regular formative supervision, and integration of mental health and health education into PNC. These measures, if implemented in a coordinated manner, could significantly contribute to improving the quality of postnatal care and reducing maternal and neonatal morbidity and mortality in Mbandaka.
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