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Abstract
Background  By addressing physical and psychosocial needs, group care (GC) improves health-related behaviours, 
peer support, parent-provider interactions and may improve birth outcomes. Hence, global implementation of GC is 
encouraged. Context analyses prior to implementation are vital to elucidate which local factors may support or hinder 
implementation.

Methods  Contextual analyses conducted in the Netherlands and Suriname were compared to identify the factors 
relevant to the implementability of GC as perceived by healthcare professionals (HCPs). 32 semi-structured interviews 
were conducted with Dutch and Surinamese healthcare professionals. Audio recordings were transcribed verbatim 
and coded using the Framework approach. The Consolidated Framework for Implementation Research guided the 
development of the interview guide and of the coding tree.

Results  Outer setting: Concerns regarding funding surfaced in both countries. Due to limited health insurance 
coverage, additional fees would limit accessibility in Suriname. In the Netherlands, midwives dreaded lower revenue 
due to reimbursement policies that favour one-on-one care. Inner setting: Appropriate space for GC was absent in 
one Dutch and three Surinamese facilities. Role division regarding GC implementation was clearer in the Netherlands 
than in Suriname. Innovation: HCPs from both countries expected increased social support, health knowledge 
among women, and continuity of care(r). Individuals/innovation deliverers: Self-efficacy and motivation emerged 
as intertwined determinants to GC implementation in both countries. Individuals/innovation recipients: Competing 
demands can potentially lower acceptability of GC in both countries. While Dutch HCPs prioritised an open dialogue 
with mothers, Surinamese HCPs encouraged the inclusion of partners. Process: Campaigns to raise awareness of GC 
were proposed. Language barriers were a concern for Dutch but not for Surinamese HCPs.
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Background
The first thousand days of a child’s life, from conception 
until age two, lay the foundation for healthy development 
[1]. As the health of the mother and her unborn child are 
inherently intertwined, high-quality maternity care is a 
pillar of good public health [2]. The World Health Organ-
isation’s (WHO) guideline on routine antenatal care 
(ANC) provides evidence-informed recommendations to 
enhance the quality and uptake of maternity care services 
[3]. Amongst others, they recommend the implementa-
tion of group care (GC), a holistic approach to maternal 
care that addresses overall well-being and facilitates the 
empowerment of mothers. In GC, (expecting) mothers/
parents (and children in postnatal care (PNC)) join for 
approximately eight to ten two-hour sessions that com-
bine elements of health assessment, health education 
and social support [4]. Through interactive discussions 
GC considerably expands the educational and relational 
components of individual care by providing mothers /
parents with in-depth knowledge and support [5]. Using 
a facilitative approach to health education, mothers are 
empowered to engage in critical thinking and mutual 
learning among peers and to take ownership of their 
pregnancy and care [4, 6]. By addressing physical and 
psychosocial needs, GC improves health-related behav-
iours, fosters peer support and enhances parent-provider 
interactions [7]. Moreover, there is evidence that GC 
positively impacts birth weight and preterm birth rates 
[8–12]. Considering these positive findings, the global 
implementation and scale-up of GC are encouraged by 
the WHO [3].

The WHO also emphasises the importance of under-
standing the implementation context before introduc-
ing GC3, as transferring complex interventions - such 
as GC - to a new context increases the risk of imple-
mentation failure [13–16]. Context in implementation 
has been defined as the complex adaptive systems that 
form the dynamic environment(s) in which implemen-
tation processes are situated [17]. Implementability, the 
likelihood that the intervention will be implemented as 
intended, can be anticipated through context analyses, 
i.e. the investigation of implementation determinants 
before introducing an intervention in a new setting [18]. 

Contexts can be systematically assessed using determi-
nant frameworks, such as the Consolidated Framework 
for Implementation Research (CFIR) [19, 20]. The CFIR 
describes five interacting domains: innovation, outer 
setting, inner setting, individual, and implementation 
process as well as 48 constructs and 19 subconstructs 
across all five domains. Using the CFIR as a guide, con-
text analyses can illuminate those determinants that will 
likely impact the implementation and that should inform 
implementation strategy and adaptation development 
to enhance the chances of successful implementation 
[21–23].

The innovative implementation research project ‘GC 
during the first 1000 days (GC_1000)’ aims to identify 
and disseminate contextually appropriate, sustainable 
mechanisms for implementing GC [24]. For this pur-
pose, GC is implemented in seven countries with preced-
ing contextual analyses. This study compares contextual 
factors relevant to the implementability of GC in two of 
these countries, the Netherlands and Suriname. Suri-
name and the Netherland are not only linked through 
colonial history and Dutch language but both counties 
also have a comparable health care system with regards 
to ANC and PNC provision: ANC at primary care set-
tings is midwife-led and PNC is provided in form of 
“consultatiebureau” (well-child care clinic). On the other 
hand, Suriname and the Netherlands differ with regard to 
pivotal implementation determinants, including cultural 
and economic factors.

We aimed to understand similarities and differences in 
contextual factors, including organizational and socio-
cultural factors, and how they may be of influence on the 
implementation of GC.

Healthcare professionals (HCPs) and their attitudes 
play a crucial role in the implementation of innovations, 
such as GC [25, 26]. For instance, in Suriname, early 
involvement of HCPs in the development of national 
obstetric guidelines facilitated their implementation 
[27]. HCPs (or innovation deliverers) and their need, 
capability, opportunity and motivation to implement are 
an important bottleneck according to prominent imple-
mentation frameworks [20, 28, 29]. Therefore, our study 
sought to answer the following two research questions:

Conclusions  While the most striking differences between both countries were found in the outer setting, they trickle 
down and affect all layers of context. Ultimately, at a later stage, the process evaluation will show if those outer setting 
barriers we identified prior to implementation actually hindered GC implementation. Changes to the health care 
systems would ensure sustained implementation in both countries, and this conclusion feeds into a more general 
discussion: how to proceed when contextual analyses reveal barriers that cannot be addressed with the time and 
resources available.

Keywords  Group care, Maternity care, Antenatal care, Postnatal care, Context analysis, Implementation, 
Implementation science, Consolidated framework for implementation research, Global maternal health, Comparative 
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What factors influence the implementability of antena-
tal and postnatal group care in the Netherlands and Suri-
name according to health care professionals, and what 
are the differences and similarities between these two 
countries?

Methods
The present study is part of the European Union funded 
Horizon2020 project ‘GC during the first 1000 days 
(GC_1000)’ (grant agreement number 848147) [24]. For 
this sub-study, context analyses were conducted before 
the implementation of GC in Dutch and Surinamese 
maternity and child care services. Approval for this study 
was granted by the Medical-Ethics Review Committee 
Leiden Den Haag Delft and the Ethical Commission of 
Suriname’s Ministry of Health.

Study design and setting
The Netherlands is a high-income country in Europe 
with a population of about 17,5 million [30]. The coun-
try’s Maternal Mortality Rate (MMR) significantly 
decreased to 6.2 per 100,000 live births between 2006 
and 2018, reducing the maternal mortality risk by half 
from the preceding decade [31]. Nevertheless, disparities 
remain, amongst others for mothers with a background 
from Suriname and the Dutch Antilles [31]. One factor 
contributing to these discrepancies is the high prevalence 
of risk factors associated with adverse outcomes, such as 
obesity [31, 32]. The Netherlands has a unique maternity 
care system, characterised by midwifery-led care [33]. 
Community midwives play a crucial role in providing 
antenatal, perinatal and the first weeks postnatal care to 
mothers with low-risk pregnancies [34]. Most commu-
nity midwives operate in independent group practices, 
where individual provider-to-user care is standard prac-
tice [35, 36]. Typically, mothers will have twelve ANC 
appointments of fifteen minutes each, which are sched-
uled according to a ‘4-3-2-1’ scheme [36]. In the first 
weeks of pregnancy, appointments are every four weeks, 
which builds up to every three weeks, biweekly and even-
tually to weekly close to the due date. When complica-
tions arise during pregnancy, childbirth or postpartum, 
are mothers referred to a hospital for secondary care 
[34, 36]. Further interdisciplinary collaboration is seen, 
for example by involving municipalities to provide addi-
tional social support [37]. Postnatal care is provided by 
carers who visit the family home daily in the first eight 
days postpartum. In 2011, GC was first introduced in the 
Netherlands [36]. Despite considerable scale-up, one-on-
one care remains the standard model of ANC.

Suriname is an upper-middle-income country on the 
northeast coast of South America with a population of 
about 623,000 [38]. In Suriname, the MMR has plateaued 
around at 130 maternal deaths per 100,000 live births 

over the past decade, of which almost half is prevent-
able [39]. A gap in the continuum of care, challenges in 
accessing care, and poor quality of care contribute to the 
high MMR [39]. In Suriname, maternity care is based on 
obstetric-led or shared models of care [40]. In the shared 
model, low-risk mothers, receive individual provider-to-
user ANC in a primary care setting up until the thirtieth 
week of pregnancy, when they are referred to secondary 
care [40]. The Regional Health Service (RGD), a semi-
public institute responsible for primary care in the coastal 
area, is one of three primary healthcare providers offer-
ing ANC. The RGD clinics’ medical teams usually include 
several midwives, nurses and general practitioners (GPs) 
managing the clinic. On average, approximately half of 
mothers have at least eight ANC appointments, which 
are scheduled according to a ‘4-3-2-1’ scheme [41]. Post-
natal care is provided by RGD midwives only for moth-
ers who deliver at RGD clinics, and they account for a 
small fraction of deliveries. In 2014, GC was introduced 
in three hospitals in Paramaribo under the name Samen-
Zwanger. The implementation was successful and con-
tinued at one of the hospitals [42]. Attempting to reach 
vulnerable parents, midwives employed at more deprived 
RGD clinics followed the GC training in 2019. However, 
due to the Covid-pandemic no groups were conducted in 
2020-2022 [43].

Participants and sampling
In the Netherlands, four midwifery practices and one 
hospital in Rotterdam were selected in collaboration with 
the municipality of Rotterdam. These sites were suitable 
for inclusion in GC_1000 as they had no GC experience, 
a sufficient number of clients with diverse socio-cultural 
backgrounds, and they were supported by an implemen-
tation team from the municipality of Rotterdam and the 
national programme ‘promising start’ (Kansrijke Start). 
Moreover, at least two midwives at each implementation 
site had to agree to follow the GC training.

In Suriname, three RGD clinics in the outer skirts of 
Paramaribo and one clinic located in district Wanica 
were identified as implementation sites for antenatal 
and postnatal GC by an implementation team from the 
RGD and the Foundation for Perinatal Interventions 
and Research in Suriname (Perisur). Selection criteria 
included an appropriate space for the GC sessions, at 
least two midwives working at the sites for group ANC 
and at least two nurses and at least two doctors for the 
sites for postnatal GC, and a sufficient number of clients 
receiving ANC/PNC to create groups. All Surinamese 
implementation sites had previously aimed to introduced 
GC but due to the Covid-19 pandemic implementation 
had to be paused.
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Data collection
In the Netherlands, data was collected by a researcher 
from the Netherlands with German origins (NM), 
a researcher from Belgium (AVD) and one Dutch 
researcher (MC). All attended a training on Rapid Quali-
tative Inquiry (RQI) [44] provided by a professor who 
specialises in medical anthropology (RR). RQI is an effi-
cient, team-based approach to gain insight into complex 
situations [44]. In Suriname, data was collected by four 
local researchers (AHM, MH and two colleagues) and 
four external researchers (NM, AVD and two research 
assistants). Surinamese researchers also followed an 
online training on RQI prior to data collection provided 
by NM and AVD. Preliminary findings were discussed 
during regular debriefing where local and external 
researchers provided insights from the ‘inside’ and an 
‘outside’ perspective.

In both countries, HCPs were invited to participate in 
the interviews. Participants were informed about the pur-
pose of the study and if consent was obtained interviews 
were scheduled. In collaboration with local researchers, 
online and face-to-face semi-structured interviews were 
conducted and audio recorded. The CFIR guided the 
development of the interview guide, which consisted of 
two parts. The first part explored the current situation of 
maternity and new-born care and the characteristics and 
needs of the target population. Subsequently, a vignette, 
or a four-minute video introduced GC (for respondents 
who had no to little prior knowledge about GC), fol-
lowed by questions regarding the HCPs’ overall perspec-
tives on GC and its suitability for their client population 
(e.g., What do you like/dislike about GC?), as well as 
their anticipations concerning the introduction of GC in 
their organization (e.g., What will be challenging for you 
as a GC facilitator? What do you need to resolve those 
challenges?).

Data analysis
The Framework Method (FM) was selected to structure 
coding and analysis of the data as it allowed for sys-
tematic comparison of findings from the Netherlands 
and Suriname [45, 46]. First, audio recordings of inter-
views were transcribed verbatim and coded according 
to the predefined coding tree, which was based on the 
updated CFIR [18] and complemented with inductively 
derived codes [47]. Next, coded data were reduced by 
systematically summarising data in matrices where 
rows correspond to cases, columns to codes and where 
cells summarise data [45]. Matrix outputs of the Neth-
erlands and Suriname were analysed using a cross-case 
approach to explore and identify patterns and key con-
cepts of implementability in each country. Subsequently, 
a cross-country comparison was made and overarching 
themes were identified, allowing for a comprehensive 

understanding of the similarities and differences between 
implementation determinants across the Netherlands 
and Suriname. Throughout the coding and analysis, 
reflective notes were taken and co-authors engaged in 
active discussions. To ensure cultural validity and con-
textual relevance findings underwent member checking 
by local researchers who are well-acquainted with the 
‘insider perspective’ (AHM, MH). Moreover, researchers 
(NM and TH) contemplated different viewpoints, com-
pared interview transcripts, linked findings to theoretical 
concepts and in this way clarified ambiguous points and 
revised themes. For example, one data point that under-
went thorough discussion was the issue of workload/
staff shortage. Eventually, consensus was reached to place 
this critical factor under the inner setting domain. This 
iterative approach not only refined our understanding 
of specific data points but also illuminated the complex 
interplay of factors across CFIR domains.

Results
Characteristics of the study participants
Thirty two interviews were performed: sixteen interviews 
with Dutch midwives who intended to implement GC, 
and sixteen interviews with Surinamese HCPs (seven 
midwives, five nurses, four GPs). With the exception of 
one midwife who led the implementation of the antenatal 
GC model SamenZwanger in a hospital, all interviewees 
were employed at one of the implementation sites, in pri-
mary care settings. The semi-structured interviews were 
conducted online or face-to-face and lasted 30 to 60 min. 
With the exception of one interview in English language, 
all interviews were conducted in Dutch language.

Implementation determinants
Factors that influence the implementability of GC in 
the Dutch and Surinamese settings were identified and 
matched to the CFIR domains [19, 20]. Whereas some of 
these factors identified corresponded seamlessly to CFIR 
constructs (e.g., competency and motivation), others did 
not correspond to any CFIR construct and were mapped 
onto the CFIR domain deemed most appropriate (e.g., 
characteristics of maternity care) fig 1.

Inner setting: characteristics of maternity care
Role division
At the Dutch implementation sites, all trained midwives 
and practice assistants were designated GC facilitators. 
In Suriname, role division was less clear. While mid-
wives were seen as suitable candidates for GC facilitation 
by all HCPs, nurses also showed willingness to co-facil-
itate, while GPs anticipated less direct involvement and 
assumed an advisory role.
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Work infrastructure/flow
Concerns regarding the substantial time investment 
required to set up and facilitate GC were raised by 
respondents from both countries. The logistical burden 
was experienced as particularly heavy in one Dutch set-
ting as one midwife explained:

“Well, I think that it is because, at this moment in 
particular, we don’t yet have a concrete plan. The 
ambition is there, the enthusiasm is there. I also 
sincerely believe that we can recruit people. But the 
logistics… There is still a bit of setback because we 
just don’t have a clear picture of the optimal way to 
organise everything.” Clinical midwife, the Nether-
lands.

Organisational challenges also surfaced in interviews 
with Surinamese HCPs, particularly with regard to time 
and staff capacity. In Suriname, at least one HCP at each 
implementation site experienced heavy workload and 
staff shortage. While most Surinamese midwives would 

prefer scheduling GC during their regular working hours, 
a GP suggested to schedule GC outside of the midwives’ 
regular working hours without additional compensa-
tion as this would save resources. However, not all inter-
viewees anticipated an additional time investment. In 
fact, several HCPs from both countries expected that 
GC would be more time efficient than individual care. 
This discussion on staff capacity and resources was more 
pronounced in Suriname where GC was considered 
additional care on top of standard care, whereas Dutch 
midwives planned to offer GC instead of one-one-one 
care.

Physical infrastructure
One of the four implementation sites in the Netherlands 
did not have an appropriate space available and would 
have to rent a sufficiently spacious room elsewhere to 
host GC sessions. Surinamese HCPs shared this concern 
and linked it with the recipients’ likely concern for confi-
dentiality (as described under 5. Recipient: acceptabil-
ity, competing demands and paternal involvement) in 

Fig. 1  Implementation determinants in Suriname and the Netherlands
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mind, two Surinamese midwives emphasised the need for 
a sufficiently private room which was not available at the 
RGD clinics.

Innovation: relative advantage
Continuity of care(r)
As GC sessions are supposed to be consistently facilitated 
by the same HCPs, Dutch midwives expected improved 
continuity of carer, i.e. mothers would be seen by the 
same midwife throughout their ANC trajectory. In Suri-
name where provision of PNC is lacking, improved con-
tinuity of care was amongst the expected benefits of GC, 
as at least one GC session is held postpartum. Moreover, 
HCPs from both countries anticipated a stronger connec-
tion with mothers and their families.

Health education
Most HCPs from both countries perceived GC’s extended 
duration and facilitative (rather than didactic) style as 
advantageous for their client’s learning. While a few 
Dutch midwives doubted the usefulness of the suggested 
tools to facilitate discussions, the majority of HCPs (both 
Dutch and Surinamese) thought that the GC methods 
would encourage parents to take on an active role in their 
own learning experiences. In this way, their health knowl-
edge and preparedness for parenthood would increase. 
HCPs from both countries thought that discussing topics 
related to lifestyle, pregnancy, and childbirth could effec-
tively prevent pregnancy complications (i.e., gestational 
diabetes, hypertension, overweight, intoxication). More-
over, while Dutch and Surinamese respondents agreed 
on the importance of addressing family planning, this 
was often mentioned by Surinamese HCPs in the light of 
the high prevalence of unintended and unwanted preg-
nancies in Suriname, especially amongst young women. 
In the Netherlands, interviewees did not mention unin-
tended pregnancies as characteristic of their client popu-
lation. Furthermore, Surinamese HCPs emphasized the 
need to include topics which would help parents prepare 
for the postpartum period (e.g., planning support, man-
aging postpartum pain and depression, and new-born 
care).

Social support
HCPs from both countries implied that GC could effec-
tively address the need for additional social support and 
thus improve mothers’ overall well-being. HCPs dis-
cussed social issues prevalent in both countries (e.g., 
financial concerns and substance use), and others which 
were context-specific (e.g., housing problems in the 
Netherlands or unemployment in Suriname). Dutch and 
Surinamese HCPs agreed that bringing parents together 
and sharing experiences in GC would create a social net-
work, which would be extremely valuable to help them 

cope with such issues. A Dutch midwife who participated 
in GC during her own pregnancy explained:

“The trajectory after that [when GC is finished], 
when you are no longer assigned a midwife and are 
with your new-born child and you wonder even as 
a midwife yourself: ‘Is this normal?‘. And then it is 
nice that you can text others in such a group [chat]: 
‘Hey this is what I see, this is what I experience, can 
anyone relate?‘. I believe that even as a midwife, let 
alone as a layperson, you can experience that you 
do not know where to go or what to do. So, it is very 
nice to still be able to rely on that [support network].” 
Community midwife, the Netherlands.

Outer setting: financing
In Suriname, HCPs noticed that most mothers are not 
(completely) insured for ANC/PNC costs. Mothers who 
apply for new health insurance cards often face bureau-
cratic hurdles and lengthy delays. Uninsured clients must 
pay out of pocket for medical treatments and preventa-
tive examinations, which many cannot afford. HCPs 
from Suriname feared that the implementation of GC 
may exacerbate this issue of limited accessibility of care, 
because GC would be offered in addition to individual 
care in Suriname, rendering it more costly. Thus, parents 
with low income would be unable to participate.

In the Netherlands, concerns regarding funding dis-
couraged Dutch HCPs to implement GC. Midwives in 
the Netherlands pointed out that the facilitator train-
ing for midwives (as described under 4. GC facilitators: 
HCP self-efficacy and motivation) was costly, and they 
doubted their willingness to follow the training if it would 
not have been subsidised. Moreover, concerns regarding 
the reimbursement scheme and the cost-effectiveness of 
GC were raised by Dutch midwives.

Innovation deliverers: HCP self-efficacy and motivation
From the interviews with HCPs from both countries, 
self-efficacy and motivation emerged as intertwined 
determinants to GC implementation.

Facilitation skills and experience
Although the majority of the respondents from both 
countries recognised that their work experience has pro-
vided them with a range of competencies to provide GC, 
they also mentioned the need for additional skills, such as 
guiding group discussions, managing dynamics, and fos-
tering a respectful environment. Dutch midwives raised 
concerns about their readiness to “shift gears mentally” 
from individual to group care. Two Dutch midwives spe-
cifically stressed that they were nervous about speaking 
in front of a group of people.
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“And will we manage to shift gears mentally? Some 
of us have been working like this for ten if not twenty 
years”. Community midwife, the Netherlands.

Furthermore, the majority of Dutch midwives doubted 
their ability to effectively manage the time allocated for 
the three-minute individual assessment in GC, while also 
addressing the emotional needs of mothers. Such con-
cerns regarding time-management were not raised in 
Suriname.

Overall HCPs with previous GC experience appeared 
to be more self-confident and have alleviated trust in 
GC methods and motivation to implementation. For 
example, a two-day facilitator training was provided for 
the Dutch HCPs to familiarise them with the GC model. 
Among the respondents who had already followed the 
training, it not only increased their enthusiasm but 
removed pre-existing scepticism. All Surinamese mid-
wives had previous GC facilitation experience which had 
been a positive experience for them and resulted in posi-
tive feedback from participants, increasing their motiva-
tion to implement.

Motivation
Dutch and Surinamese respondents agreed that improved 
quality of care was the primary driving force behind their 
motivation to implementation GC. Moreover, the two 
midwives employed at the Dutch hospital setting aspired 
to enhance primary and secondary care collaboration. 
Two Dutch community midwives explained that the high 
saturation of midwifery practices in their neighbourhood 
led to competition for clients. They saw the implemen-
tation of GC as a way to distinguish their practice and 
gain a competitive advantage. Surinamese respondents 
emphasised that they do not want to put their efforts 
into a short-term initiative but instead want to create an 
improved, long-lasting approach to care provision.

Innovation recipient: acceptability, competing demands 
and paternal involvement
Acceptability and competing demands
HCPs from both countries expected that the demanded 
time investment may render their client population 
apprehensive of participating in GC, as it may collide 
with work, or care obligations. Dutch HCPs emphasised 
the need to accommodate for mothers’ work schedules, 
for example by organising GC in the evening. In Suri-
name lack of transportation to RGD clinics may affect 
willingness to participate. Moreover, Surinamese HCPs 
expected their patients to raise concerns regarding com-
prised privacy in GC. One Surinamese GP suggested that 
GC might not suit the Surinamese context due to privacy 
reasons.

“I have to say that, in Suriname, we are quite wary 
of any information that we are asked to share with 
others.” Midwife, Suriname.

While such privacy-related concerns were not voiced 
by Dutch interviewees, suppressive family hierarchies 
that may interfere with GC attendance can be found in 
(sub-)cultures in both countries according to interviewed 
HCPs. Dutch and Surinamese respondents explained 
that in some of the respective (sub-)cultures the deci-
sion-making power is held by men, and they may forbid 
GC participation. Therefore, HCPs from both countries 
emphasised the need to not only engage and educate 
mothers but also their partners/families about the advan-
tages of GC.

Paternal involvement
Dutch and Surinamese HCPs agreed that when partners 
attend standard care appointments, their presence often 
influences the HCP-service user communication. For 
example, partners dominate the conversation, or mothers 
do not speak freely. This is particularly noticeable when 
partners act as interpreters when mothers do not speak 
Dutch, which is not rare in the Dutch settings. Therefore, 
Dutch HCPs suggested that partners only join for the 
individual check-ups and not during group discussions. 
Surinamese respondents, on the other hand, preferred 
to involve partners as much as possible, acknowledging 
their active role in the pregnancy and preparing them for 
the post-partum period.

“Do you know how very important it is that the 
father also understands that it is beneficial for him 
to be involved in the process, in the preparation of 
having a new human being or a baby and that it is 
also pleasant for the mother to get that support from 
her partner? That especially is important.” GP, Suri-
name.

Implementation process: tailored implementation strategies
Recruiting and engaging  A few Dutch and Surinamese 
midwives suggested incorporating a detailed introduction 
to GC in the first individual ANC appointment to raise 
awareness. Information should be communicated using 
accessible language (communication that considers lower 
reading levels or different language needs) and inclusive, 
attractive, and relatable visuals. Interviewees from both 
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countries proposed raising awareness of GC through 
campaigns using traditional and social media.

Recruitment of diverse groups
The majority of respondents from both the Netherlands 
and Suriname supported the recruitment of diverse 
groups with regard to culture and socioeconomic status. 
However, selecting content that matches variable educa-
tional needs could be challenging, acknowledged HCPs 
from both countries. Moreover, in the Netherlands, 
respondents shared wariness about language barriers, 
whereas implementability of mixed-language groups was 
not a concern among Surinamese HCPs, as HCPs and cli-
ents are predominantly multilingual.

Discussion
Our study on the perceptions of Dutch and Surinam-
ese HCPs revealed that contextual factors related to the 
intervention, individuals involved, inner setting and 
implementation process influence the implementabil-
ity of GC. However, we found that factors related to the 
outer setting were most influential. Not only were the 
most prominent discrepancies between the two countries 
found in the outer setting, but also their impact was dis-
cernible in all other layers of context.

Comparison of contextual factors
While two commonly reported benefits of GC, educa-
tion on health promotion and social support [7, 48–52], 
are the most prominent advantages of GC named in both 
countries, views on anticipated improvements in conti-
nuity of care(r) differed between Dutch and Surinamese 
respondents (intervention domain, relative advantage). 
These divergent expectations may be linked to structural 
disparities between the health care systems of both coun-
tries (outer setting). Surinamese HCPs expected that 
the implementation of GC can foster continuity of care, 
which is urgently needed.

especially for mothers delivering in secondary care 
facilities (86%) [39] and who do not receive postnatal 
care. In contrast, Dutch postnatal care is exceptionally 
well-positioned, yet continuity of carer is lacking in most 
Dutch midwifery practices where mothers encounter a 
number of different midwives during their ANC trajec-
tory. Therefore, Dutch midwives viewed ‘continuity of 
carer’ rather than ‘continuity of care’ as a potential ben-
efit of GC. Contrary to the opinion voiced by Suriname 
HCPs, we argue that it is not entirely clear how the post-
natal care gap in the Surinamese context can be bridged 
with GC. Although not explicitly stated in the interviews, 
we suspect that Surinamese HCPs hoped for GC-induced 
continuity of care in two ways: (1) mothers who par-
ticipate in GC would also deliver at the RGD clinics and 

hence receive postnatal care provided by RGD midwives; 
(2) antenatal GC would seamlessly transition into postna-
tal GC. While the idea to encourage mothers during GC 
sessions to deliver at RGD clinics seems plausible, ideas 
regarding a continuous GC model that extends into the 
postnatal period remained vague. Usually, the antenatal 
GC model includes one postnatal session that can hardly 
compensate for well-organized postpartum care, includ-
ing home visits, during the first days/weeks postpartum. 
The fact that Surinamese and Dutch midwives expected 
divergent benefits (continuity of care vs. continuity of 
carer) can be linked to different needs in both countries. 
We argue that inventorying HCP’s needs and expecta-
tions prior to the implementation of GC is advisable as it 
facilitates hands-on planning, which in turn fosters real-
istic expectations.

Relevant contextual factors related to the innovation 
deliverers were remarkably similar between countries 
(individuals domain). Heightened quality of care (innova-
tion domain, relative advantage) was the most frequently 
mentioned reason to implement GC in Suriname and in 
the Netherlands (individuals domain, motivation). Fur-
thermore, two Dutch midwives admitted that the idea that 
GC can attract clients, and in this way create a competitive 
advantage over other midwifery practices, played into their 
motivation. Such ideas did not surface in the interviews 
with Surinamese HCPs.

This motivational discrepancy makes sense in the light 
of structural differences between the two health care sys-
tems (outer setting). In the Netherlands, midwives run 
their own clinics. They are not only HCPs but also owners 
of small businesses and they receive funding for each client, 
which is why competition for clients is more important to 
them than for Surinamese HCPs, who are all employed by 
a public health care institution and do not have to compete 
for clients with each other. Midwives from both countries 
are primarily intrinsically motivated, yet, health care system 
factors also shape their motivation. Thorough understand-
ing of the health care system and payment flows will help 
implementers comprehend HCP’s motivation to implement 
GC. Moreover, in both countries, interconnection between 
motivation and prior GC experience as well as between 
motivation and self-efficacy were identified. Correspond-
ingly, a previous study found that Australian midwives grew 
confidence in their facilitation skills and appreciation for 
the GC model with experience [53]. Thus, it is not surpris-
ing that Surinamese midwives – who were all trained and 
had some GC facilitation experience – appeared on average 
more confident in their capability to successfully conduct 
GC. A high-quality training prior to implementation and 
regular intervision and/or supervision sessions may fos-
ter confidence and motivation. Moreover, it seems impor-
tant that trained midwives run groups regularly to gain 
experience.
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Despite the aforementioned parallels in the innovation 
domain (expected advantages) and the individuals domain 
(innovation deliverers, motivation and self-efficacy), dis-
tinct concerns regarding factors in the outer setting as well 
as the inner setting became evident. In Suriname, the addi-
tional financial burden of GC will ultimately be carried by 
innovation recipients who are insufficiently insured (outer 
setting domain), limiting accessibility. Dutch HCPs, on the 
other hand, anticipated a lower revenue for midwiferies 
(inner setting domain, resources), potentially hamper-
ing the sustainability of providing GC. A recent study from 
the Netherlands proves that these concerns are valid; costs 
are €45 higher per person in GC, compared to one-on-one 
care [54]. Limited resources and funding are indeed com-
mon obstacles when implementing GC [55–59]. Frequently, 
implementors rely on subsidies [55, 57], leaving GC in a vul-
nerable position where subsidies serve as a band aid to cover 
overt symptoms while the underlying condition - lack of 
sustained funding - remains untreated. Long-term changes 
at policy level (and the execution thereof) are needed in 
both countries to sustain GC beyond the timespan of this 
project (outer setting domain). In the Netherlands, a reim-
bursement plan that renders GC at least as profitable as 
one-on-one care for midwifery practices is warranted for 
sustained implementation. Given that the extra investment 
of €45 per person in GC is balanced out by €67 long-term 
cost saving per person - due to increased breastfeeding 
rates, reduced prevalence of pregnancy induced hyperten-
sion and decreased postpartum smoking – the development 
of a reimbursement plan that supports GC is also in line 
with the quadruple aim for optimizing health care systems 
[60]. Thus, corresponding amendments to reimbursement 
plans should be supported by health insurance companies 
and policy makers, and in fact the Dutch midwifery organ-
isation KNOV (Koninklijke Nederlandse Organisatie van 
Verloskundigen) announced that such a reimbursement 
plan for GC will come into action in 2024 [61].

In Suriname, we argue that recipients must be fully 
insured against any costs associated with ANC; in prac-
tice and not merely theoretically (outer setting domain). 
Like child care (starting at six weeks postpartum), ANC, 
including GC, could be funded by the Surinamese govern-
ment. However, due to economic hardship (outer setting 
domain), governmental funding for GC specifically will 
only be allocated once data on pregnancy outcomes and 
cost-effectiveness are available for GC in the Surinamese 
context [43]. In both countries, lobby work – with argu-
ments anchored in local data - can advance the needed 
reimbursement/founding plan for GC. Moreover, to address 
the financial burden directly and promptly, managers at the 
Surinamese settings could consider offering GC instead of 
rather than on top of individual care (inner setting domain).

GC warrants not only financial resources but also human 
resources. While staff shortage is a major implementation 

barrier in Suriname (inner setting domain), this was not 
identified as an obstacle in the Netherlands. Staff shortage 
in Suriname is inherently linked to governmental spending 
on health care; demonstrating how outer setting factors 
influence the inner setting.

Moreover, the monodisciplinary care provision in the 
Netherlands left no room for unclarities regarding role divi-
sion, whereas Surinamese HCPs were less certain about the 
part they and their colleagues would play in implementing 
GC, as midwives, GPs, and obstetricians share care respon-
sibilities during pregnancy in Suriname. This is yet another 
example of the impact outer setting factors (monodisci-
plinary vs. multidisciplinary care provision) have on the 
inner setting (role clarity).

Midwives from both countries feared that acceptability of 
GC could be low amongst their clients (recipients domain). 
Competing demands, such as care and work obligations, 
were named as potential barriers for participation in both 
countries, whereas privacy concerns were only named as a 
barrier for implementation in Suriname. Although privacy 
concerns are commonly found in the GC literature [59, 62–
67] and also in the Dutch context [68, 69], their aggregation 
in Suriname may be explained by their rooting in tightly knit 
social networks (outer setting domain) [43]. Potentially low 
acceptability of recipients was also linked to paternalistic 
family structures that can be found in the Netherlands and 
in Suriname (outer setting domain). Hence, when develop-
ing recruitment strategies, buy-in of fathers and other male 
family members needs to be considered (implementation 
process domain).

HCPs from the Netherlands and Suriname had divergent 
opinions regarding the target population (innovation recip-
ients). Dutch midwives prioritised openness of mothers 
and suggested to include partners merely during individual 
check-ups, whereas Surinamese HCPs stressed the need to 
include partners throughout. In light of the organisation of 
postnatal care in both contexts (outer setting), these diver-
gent stances regarding partner involvement make sense. In 
the Netherlands postpartum care “kraamzorg” is exception-
ally thorough: a postnatal carer visits the family home daily 
in the first week to support the new parents. In sharp con-
trast, most Surinamese mothers do not receive postnatal 
care and need to rely on their social environment for sup-
port. Hence, Surinamese midwives saw GC as a welcome 
opportunity to raise awareness amongst fathers of their 
postnatal duties.

As evident from our comparison of implementation fac-
tors in Suriname and the Netherlands, CFIR domains are 
inherently intertwined. While the most striking differences 
between both countries were found in the outer setting, 
they trickle down and affect all layers of context. As factors 
within and across domains influence each other and in com-
bination impact implementation, it is hard to disentangle 
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them and conclude causal mechanisms [70]. Therefore, a 
holistic view of context is encouraged [70].

Still, our findings and other evidence point to the mag-
nitude of outer setting (or macro-level) factors but they 
remain understudied, or underreported in context analy-
ses [22]. Lack of guidance, or research tools may account 
for this scarcity [22]. For instance, outer setting factors are 
under emphasized in most determinant frameworks [70]. 
An alternative explanation for the underreporting of outer 
setting barriers is that they appear inalterable.

Limitations
The overall perception of GC may have been disproportion-
ately positive due to selection bias as we interviewed HCPs 
at settings that agreed to implement GC. We also recognise 
that actual barriers and facilitators may differ from antici-
pated determinants [18]. However, as acknowledged in the 
CFIR addendum [18], pre-implementation context analyses 
are characterised by their tendency to focus on anticipated 
rather than actual implementation outcomes and evalua-
tion activities will continue throughout the implementation 
process. Moreover, dependency on local researchers with 
less experience in qualitative research methods (e.g., use of 
closed-ended questions) during the peak of the COVID-19 
pandemic led to a variable richness of data. Furthermore, 
several interviews were conducted online (due to travel 
restrictions/social distancing) and at times conversations 
were interrupted due to technical challenges. Moreover, as 
contextual factors are dynamic, external validity is limited.

Implications for research and practice
The findings of our contextual analyses raise a considerable 
dilemma as to how researchers and implementers should 
proceed when (for the scope of the project) insurmountable 
barriers (such as a need for amendments to reimbursement 
and health insurance systems) are encountered at an early 
stage? In this project, we formulated suggestions on how to 
adapt and implement GC and proceeded with implemen-
tation. We did not attempt to alter the health care system 
(policies) of the two countries although they appear to be 
the bottleneck for implementation success. Ultimately, at 
a later stage, the GC_1000 process evaluation will show if 
those outer setting barriers we identified actually hindered 
the implementation of GC. In the meantime, we are left to 
wonder if our way forward - proceeding to implement GC 
despite the identification of alarming barriers in the outer 
setting - was the best way forward.

Given that we had to meet our funder’s targets (e.g., at 
least five groups in each country), stopping, or postpon-
ing the implementation was not a viable option. Arguably, 
more flexibility with regard to project targets within imple-
mentation projects is needed, as to enable cost-effective, 
sensible choices based on results of context analyses. Ide-
ally, this flexibility is apparent in research proposals where 

the possibility of obstacles that cannot be overcome timely 
is acknowledged and various possible scenarios and corre-
sponding solutions are anticipated. In our case, a solution 
could have been to postpone the implementation and to 
focus on lobby work first to attain the needed health care 
system changes. In the Netherlands a mainly bottom-up 
approach was applied; from the introduction of GC in 2011 
enthusiastic midwives, researchers, the midwifery organiza-
tion and midwifery educators joined forces to implement, 
deliver evidence and influence policy makers through the 
use of (social) media and participation in relevant mater-
nity care networks and programs. But should researchers be 
involved in such lobby work at all?

As aforementioned, in Suriname, governmental fund-
ing for GC will only become available if locally generated 
evidence points to improved pregnancy outcomes and 
cost-effectiveness. Thus, researchers could design and con-
duct studies, such as effectiveness-implementation hybrid 
designs [71], that are tailored to policy makers’ decision-
making process, before considering to embark on lobby 
work.

A different approach to implementation science propos-
als could also be considered. Contextual analyses are usu-
ally embedded in implementation science projects but their 
findings are frequently neglected [22, 72], because – as 
mentioned above – the show must go on. Arguably context 
analyses should be considered as separate studies that lay 
the groundwork for the decision to grant an implementa-
tion project, or not. When findings of contextual analyses 
indicate that implementation failure is likely (e.g., due to 
understaffed health care systems, lack of funding, lack of 
health insurance coverage), implementation strategies to 
overcome decisive contextual barriers need be developed 
first, or resources might be better allocated elsewhere. 
While Mielke and colleagues argue that funding agencies 
need to develop specific opportunities to improve method-
ologies and reporting of context analyses [22], we take the 
next step forward and argue that these specific opportuni-
ties should take the shape of calls for implementation proj-
ects in a two-step-process, where context analyses are the 
first step and gateway to step two, implementation and eval-
uation. Such a two-step-process of grant allocation would 
ensure the “implementation of implementation science”, or 
the connection between implementation science and imple-
mentation practice [72], at least at the start of the project. 
Subsequently, context needs to be addressed throughout the 
entire implementation process and not merely again at end 
of the project when evaluation reports are due [72]. Hence, 
study designs that allow for timely responsiveness to contex-
tual factors, such as prospective rather than retrospective 
process evaluations, should be considered [72].

If this two-step-process of grant allocation sounds radi-
cal, another suggestion is to raise the standards of research 
proposals for implementation science projects. To an extent, 
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outer settings barriers can be anticipated even before col-
lecting data for context analyses. For instance, thorough lit-
erature search and sound knowledge of policies would have 
informed us about challenges regarding health insurance 
coverage and staff shortages in the Surinamese health care 
sector [73]. The Basel Approach for coNtextual ANAlysis 
(BANANA) proposes a standardised approach to contextual 
analyses consisting of six components, one of them (com-
ponent two) includes mapping what is already known about 
the specific implementation context [74]. We consider this 
component imperative and suggest that it should proceed 
the actual context analysis and that it should be included in 
the research proposal. Such a thorough research proposal 
would anticipate health care system barriers and propose 
strategic solutions (or if no solutions can be formulated the 
proposal would become redundant as the best way forward 
would be the cessation of the project). The Shaping Public 
hEalth poliCies To Reduce ineqUalities and harM (SPEC-
TRUM) consortium aims to specifically address outer set-
ting factors, including commercial determinants, to study 
and more importantly shape public health policies; the 
SPECTRUM consortium’s comprehensive theory of change 
can serve as a source of inspiration for proposals develop-
ment [75]. Moreover, funding is such a common obstacle 
[70, 76, 77] that a clear funding plan should be outlined in 
every implementation research proposal.

Naturally, such ideas will spark discord amongst imple-
mentation scientists, who are under a lot of pressure to 
secure funding and who do not have the time at hand to 
write the high-quality proposals we plead for. Work pressure 
and working conditions of academics are well-known prob-
lems of which a detailed discussion goes beyond the scope 
of this article. However, if we aim for high-quality research 
proposals that will create the room for addressing contex-
tual factors and ultimately for sensible choices in imple-
mentation research projects (which in turn will allocate 
resources more appropriately), then we need to pave the 
way for them.
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