
PNC 24 
hours 

PNC 6 
days 

PNC 6 
weeks 

PNC 6 
months 

Eligible
Women enrolled on 
QuickRes with visit date 
prior to April 2024.

5,501 
women

5,337
women

4,687 
women

3,017
women

Arrived in-
person

5,501 
women 
(100%)

2,211
women 
(41%)

3,446
women 
(74%)

2,115
women 
(70%)

Virtual follow-
up
In lieu of in-person visit

N/A 1,801 
women 
(34%)

26 women 
(0.5%)

0 women 
(0%)

Missed appts
Did not arrive in-person or 
receive virtual follow-up

N/A 1,325 
women 
(25%)

1,215 
women 
(26%)

902 women 
(30%)

Total supported
Either by in-person visit or 
virtual follow-up

5,501 
women 
(100%)

4,012 
women 
(75%)

3,472 
women 
(74%)

2,115
women 
(70%)
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BACKGROUND
Postnatal care (PNC) coverage in Uganda 
remains sub-optimal: only 50 % of women 
receive any PNC within 48 hours, and 
retention falls sharply thereafter1. To 
address this gap, the QuickRes web-based 
reservation and case-management 
platform—already deployed for HIV and 
SRH services in 40 countries—was adapted 
in 2023 for maternal health and piloted at 
two high-volume facilities in Kampala 
(Kawaala HC IV and Kiganda HC II). The 
pilot integrated the following components:

METHOD
A mixed-methods evaluation compared 
routine DHIS2 service-delivery data for 
12 months pre-intervention (May 2022–
Apr 2023) with 12 months post-launch 
(May 2023–Apr 2024) and tracked a cohort 
of women enrolled through QuickRes. 
Client (n = 14) and provider (n = 9) 
interviews explored usability and workload. 
Infrastructure and recurrent costs were 
documented to inform scale-up.

RESULTS
8,542 deliveries were reported at both pilot  
sites during the 12-month implementation 
period. While 89% of these mothers enrolled 
on QuickRes when offered, offers lapsed 
between Sep-Dec 2023 due to programmatic 
delays, resulting in 64% total enrollment 
(N=5501). Women who opted-out cited 
lacking phone access or planned to seek 
PNC elsewhere.
Within the QuickRes cohort (n = 5,501), 75 % 
of mothers received support at six days 
(41% in-person + 34% virtual*), 74% attended 
in-person at six weeks (a 2x increase from 
facility-wide pre-intervention baseline), and 
70% attended their in-person visit at six 
months.
Facility-wide PNC attendance rose from 34% 
to 41% for the six-day visit and from 37% to 
42% for the six-week visit; while six-month 
attendance fell slightly in the post-
intervention period, compared to the pre-
intervention period.
Users valued SMS reminders and real-time 
dashboards; providers reported improved 
workflow despite modest increases in 
registration workload. Annual incremental 
costs were modest (e.g., US$600 per facility 
for internet; US$925 per facility for SMS).
*In-person visits are required for PNC in Uganda, but virtual follow-up for missed 
appointments offered mothers and providers convenience and ability to verbally screen 
for issues requiring in-person care.

CONCLUSIONS
QuickRes implementation was associated 
with increased PNC visit attendance, 
particularly among enrolled women with 
harmonized mother-baby check-ups at six 
weeks. It demonstrated high acceptability 
among mothers and providers. Scaling 
QuickRes across similar settings could 
accelerate progress toward targets for 
maternal and newborn survival. 

RECOMMENDATIONS
• Scale telehealth for PNC & early childhood 

immunization: Pre-book all future PNC 
visits at discharge, default to bundled 6-
week mother–infant appointments and 
enable SMS reminders with easy re-
scheduling and dashboard tracking.

• Mobilize support for automated reminder 
costs: Pursue MoH agreements with mobile 
network operators for zero-rated or 
discounted SMS, in-kind SMS credits as CSR, 
shared short codes, and aggregator rate 
negotiations earmarked for public health 
reminders.

• Advance evidence on 48-hour virtual PNC: 
Conduct implementation research on 
structured 48-hour tele-PNC (standard triage 
scripts, escalation triggers, safety 
outcomes), comparing completion, timely 
complication detection, and equity vs. in-
person care.

TABLE 1. Q uic kR e s  C ohort R e s u lts : P N C  s upport 
prov ide d  to  e lig ib le  women  enro lle d  on  Q uic kR e s  
May  20 23  to  A pril 202 4

FIGURE 1. F a c ility -wide  re s ults : C om pa ring  fa c ility -
w ide  P N C  v is it a tte nda nc e  pre -  a nd  pos t-
Q u ic kR e s  im p lem enta tion

• One-click scheduling of all future PNC 
and childhood immunization visits

• Automated SMS reminders (48h and 24h)
• Provider “call-back” functionality offering 

virtual support for missed PNC visits
• Harmonised six-week PNC and infant 

immunization appointments
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Note: DHIS2 collects cross-sectional data. PNC attendance rates are based on the quantity of all PNC 
visits, disaggregated by 24hrs, 6-days, 6-weeks, and 6-months. Chart combines results for both pilot 
facilities (Kawaala HC IV and Kiganda HC II).

LET’S TALK! Contact us to learn more about our pilot 
results in Uganda and to explore QuickRes, a global 
telehealth reservation and case management app. 
GoingOnline@fhi360.org 

LEARN MORE. S c a n  th is  Q R  
c ode  to  a c c e s s  a ll our 
te le he a lth  re s ou rc e s ,  
g u id a nc e ,  a nd  c a s e  s tud ie s .  
https://linktr.ee/telehealthfhi360
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Note: QuickRes uses individual cohort tracking. PNC attendance rates for each visit is calculated based 
on the women enrolled and eligible for their visit by the end of the implementation period (April 2024). 
Chart combines results for both pilot facilities (Kawaala HC IV and Kiganda HC II).
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