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Sammanfattning

Denna rapport sammanfattar en avhandling som visar att nir barnmorskor har
ett tydligt mandat, stoédjande strukturer samt ritt kompetens och tid att leda
forbittringsarbete sa 6kar kvaliteten i varden under forlossning och bade
kvinnor och nyfédda fir battre hilsa. Ett problem i manga linder, inklusive
Uganda som star i fokus for detta arbete, dr att flera rekommenderade,
evidensbaserade arbetssitt f6r barnmorskor inte anvinds i den omfattning som
behévs. Barnmorskor beskrev  bristande moijligheter till ledarskap och
mentorskap, svagt organisatoriskt stod och hierarkier som begrinsar deras
inflytande. For att préva hur detta kunde férdndras samskapades och inférdes
en barnmorskeledd intervention for att forbittra kvaliteten pa varden pa ett
offentligt sjukhus 1 Kampala. Interventionen fokuserade pa tre evidensbaserade
arbetssitt dar det fanns en tydlig skillnad mellan rekommenderad och faktisk
praktik: dynamiska forlossningsstillningar, stod under fédseln och metoder for
att forebygga bristningar. Anvindningen av alla tre arbetssitt 6kade tydligt och
lag kvar pa en hog niva vid uppfoljning. Samtidigt férbattrades utfallet for
kvinnor och nyfédda, med férre bristningar som kravde suturering och firre

barn med lag Apgar-poing.

Resultaten visar att barnmorskeledda kvalitetsforbittringar kan stiarka anvind-
ningen av evidensbaserade arbetssitt. For att behalla och sprida forbattringarna
behovs policys som stirker barnmorskors ledarskap, ger battre tillgang till prak-
tisk fardighetstrining under och efter utbildning och frimjar nira samarbete
mellan beslutsfattare, utbildningar, sjukhusledning och klinisk personal.
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Abstract

This report summarises a doctoral thesis showing that when midwives have a
clear mandate, supportive structures, and the necessary skills and time to lead
improvement efforts, the quality of intrapartum care increases and health
outcomes for women and newborns improve. A key challenge in many
countries, including Uganda which is the focus of this work, is that several
recommended midwifery practices are not used to the required extent. The
thesis therefore examined why these practices remain underused, how
midwives can be better supported to lead improvement work, and the impact
this can have on the health of women and newborns. Midwives described
limited opportunities for leadership and mentorship, weak organisational
support, and hierarchical structures that restrict their influence. To explore how
these barriers could be addressed, a co-created midwife-led quality
improvement intervention was introduced at a public hospital in Kampala,
Uganda. The intervention focused on three evidence-based midwifery practices
with clear discrepancies between recommended and current practice: dynamic
birth positions, intrapartum support, and perineal protection. Use of all three
practices increased markedly and remained high at follow-up. At the same time,
clinical outcomes improved, with fewer women experiencing perineal tears
requiring suturing and fewer newborns born with low Apgarl scores. The
findings show that midwife-led quality improvement can strengthen the use of
evidence-based practices in clinical care. Sustaining and scaling these
improvements calls for policies that reinforce midwifery leadership and
mentorship, expand access to practical skills training during and after
education, and promote closer collaboration between policymakers, midwifery
education institutions, hospital management, midwives, and other staff.

1 Apgar is a scale between 0-10 used to measure the health of newborn babies. 7-10 is considered normal. Lower scores
prompt observation or immediate interventions.



Background

Maternal and newborn health and quality of care

Despite global efforts, women and newborns continue to face preventable
complications and adverse outcomes during childbirth. Poor-quality care is a
major contributor to these outcomes, accounting for more maternal and
neonatal deaths than lack of access to healthcare (World Health Organization,
2022). Vulnerable populations, including those living in poverty, adolescents,
and individuals with limited education, are particularly affected (Kruk et al.,
2018, Renfrew et al., 2014). Beyond immediate health risks, inadequate care can
erode trust in the health system and discourage women from seeking
professional care (Kruk et al., 2018). Quality deficits are especially pronounced
in low- and middle-income countries such as Uganda, where inadequate care
before, during, and after birth contributes to high maternal and neonatal
mortality, unnecessary suffering, preventable complications, and long-term
health consequences (United Nations Children's Fund, 2017, Namagembe et
al., 2022). The causes of poor-quality care are complex and shaped by local
healthcare systems and clinical contexts (Kruk et al., 2018, Filby et al., 20106).
Common challenges include limited access to comprehensive training for
healthcare providers, underutilisation of midwives' skills, insufficient
supportive policies and guidelines, and suboptimal resource allocation (Filby et
al., 2016; Michel-Schuldt et al., 2020; Telfer et al., 2021).

Midwives' role in high-quality maternal and newborn care

While women prioritise surviving childbirth and having a healthy baby, they
also seck a positive birth experience with safe, high quality and respectful care
(Renfrew et al.,, 2014, Downe et al., 2018) They value dignity, freedom from
discrimination, a supportive environment, chosen companions, and involve-
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ment in decision making, and they expect care from competent, unhurried and
compassionate healthcare workers (White Ribbon Alliance, 2022, Downe et al.,
2018).

Midwives educated to international standards are well placed to provide high-
quality, compassionate and individualised care throughout pregnancy, labour
and postpartum (Nove et al., 2021b; International Confederation of Midwives,
2019). Evidence shows that when midwives receive such comprehensive
education, including family planning training, more than 80 percent of maternal
and neonatal deaths can be prevented while also improving overall care quality
(Nove et al., 2021a).

Despite their central role, midwives' competencies are often underused, and
they are frequently excluded from leading improvements within their
profession (Filby et al., 2016, Michel-Schuldt et al., 2020). Political, economic,
social, gender related and cultural barriers contribute to this underuse and limit
their integration into health systems. (Brunson, 2010, Filby et al., 2016,
Koblinsky et al., 2006). Midwives therefore need strong support from policy,
academia, civil society, and professional associations, including adequate
resources, training, authority, and interprofessional collaboration. Such support
is essential for implementing best practices and ensuring high-quality care
(Renfrew et al., 2014, World Health Organization, 2024, Lindgren and
Erlandsson, 2022).

Efforts to strengthen midwifery have evolved over time. WHO has, since 1948,
worked to improve the role of midwives in healthcare systems, including
through establishing collaborative centres focused on scientific standards and
actions to advance midwifery leadership and service delivery (World Health
Organization, 2017). International organisations also highlight the need to
build midwives' leadership capacity and increase their involvement in health
policy and planning (United Nations Population Fund et al., 2021). Yet the
continued exclusion of midwives from leading transformative change,



alongside persistent care quality challenges during labour and birth, shows that
further action remains necessary (Filby et al., 2016, Michel-Schuldt et al., 2020).

Evidence-based midwifery practices

My dissertation focuses on three key midwifery practices with strong evidence
for improving care quality that are underused in many clinical settings: dynamic
birth positions, intrapartum support, and perineal protection (World Health
Organization, 2018a, Renfrew et al., 2014).

Dynamic birth positions

Dynamic birth positions allow women to adopt upright, flexible, and varied
postures during labour, such as sitting, kneeling, lying on the side, or using a
birth chair, rather than remaining flat on their backs or in other fixed positions
(Lindgren et al., 2024) These positions relieve pressure on the sacrum, improve
pelvic outlet expansion, and enhance uterine blood flow, supporting better
physiological outcomes for both mother and newborn. They are linked to
shorter labour, reduced need for instrumental vaginal birth, lower incidence of
fetal heart rate abnormalities, and decreased rates of interventions such as
episiotomy and caesarean section. Women using dynamic positions generally
report higher satisfaction, a greater sense of control, and less pain compared
with horizontal positions (Zang et al., 2020, Badi et al., 2022, Berta et al., 2019,
Kibuka and Thornton, 2017, Lindgren et al., 2024).

Despite their benefits, the supine position remains the standard in many
settings, including Uganda, often due to clinical tradition, monitoring
challenges, and limited provider skills (Lindgren et al., 2024, Thies-Lagergren
etal.,, 2013, Lawrence et al., 2013, Ministry of Health Uganda, 2021c). This may
affect care-seeking behaviours. Uganda's Roadmap for Accelerating the
Reduction of Maternal and Neonatal Mortality and Morbidity notes that
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culturally incongruent positions, such as supine, can discourage women from
giving birth in healthcare facilities (Ministry of Health Uganda, 2021c). The
report calls for greater availability of alternative positions but highlights that
midwives and doctors often lack the skills to provide effective support.
Enabling women to use positions that suit their preferences is essential for
autonomy, comfort, and improved maternal and newborn outcomes.
Strengthening midwives' capacity to offer dynamic birth positions is therefore
a key strategy for enhancing the quality of intrapartum care (Lindgren et al.,
2024).

Intrapartum support

Intrapartum support encompasses emotional, physical, informational, and
advocacy components. Emotional support involves presence, care,
reassurance, humour, and distraction, while physical support includes comfort
measures, facilitation of movement, massage, hydrotherapy, and assistance
with personal needs (The Royal Colleges of Midwives, 2012). Informational
support includes teaching breathing and relaxation techniques, explaining
procedures, and aiding understanding of labour progress. Advocacy ensures
the woman's voice is heard in decision-making and helps resolve conflicts (The
Royal Colleges of Midwives, 2012). Evidence shows that effective intrapartum
support reduces the likelihood of instrumental births, improves Apgar scores,
shortens labour, and enhances overall birth satisfaction (Bohren et al., 2017,
Kobayashi et al., 2017, World Health Organization, 2018b, Hodnett, 2002,
World Health Organization, 2016, Bohren et al., 2015). Oxytocin, a key
hormone in labour, is influenced by perceived safety and support; stress can
reduce oxytocin and impede labour, whereas supportive care promotes
relaxation and physiological progress (Moberg, 2019, Tindle and Tadi, 2023).



Perineal protection

Perineal injuries are a common complication of vaginal birth and an important
indicator of quality care (World Health Organization, 2016). They can be
caused by spontaneous tears or episiotomies, with severe tears causing short-
and long-term consequences such as incontinence, pelvic floor dysfunction,
pain, haemorrhage, and sepsis (Leeman et al, 2016, Aguiar et al, 2019,
Seijmonsbergen-Schermers et al., 2014). Perineal injuries are particulatly
prevalent in low- and middle-income countries, with estimates around 70
percent, especially among primiparous women (Aguiar et al., 2019). Prevalence
varies widely across countries, for example 80 percent in the United Kingdom,
84.3 percent in Iran (where episiotomy rates are high at 70 percent), and 47.4
percent in Ethiopia (with episiotomy rates of 11 percent) (Smith et al., 2013,
Abedzadeh-Kalahroudi et al., 2019, Addis et al., 2024). A major contributing
factor is the widespread use of episiotomy, performed in 46 percent of all
vaginal births in LMICs (Aguiar et al., 2019). Despite this, the prevalence of
spontaneous second, third-, and fourth-degree tears in LMICs is similar to that

in high-income countries (Aguiar et al., 2019).

Risk factors for perineal injuries extend beyond episiotomy use and include
operative vaginal births, primiparity, maternal age, Asian ethnicity, epidural
anaesthesia, induction or augmentation of labour, prolonged second stage,
persistent occiput posterior presentation, and increased fetal birthweight
(Wilson and Homer, 2020, Pergialiotis et al., 2020, Okeahialam et al., 2024).

Strategies to prevent perineal injuries include maintaining visualisation of the
perineum, hands-on protection, guided or spontaneous pushing, and clear
communication and cooperation with the woman (World Health Organization,
2018a, Samuelsson et al., 2002, Aasheim et al., 2017, Califano et al., 2022).
Hands-on perineal protection involves supporting the perineum with one or

both hands and guiding the birth of the fetal head (World Health Organization,
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2018a) . While evidence on the comparative effectiveness of hands-on versus
hands-off approaches is mixed (Aasheim et al., 2017, Huang et al., 2020,
Califano et al., 2022, Bulchandani et al., 2015, Aikins Murphy and Feinland,
1998), hands-on techniques are recommended by the WHO as they may reduce
first-degree tears and are generally acceptable to women (World Health
Organization, 2018a). Other strategies include the "two-step birth," in which
the fetal head and body are born in separate contractions, and promoting
spontaneous pushing, allowing women to follow their natural urges rather than
being instructed to push (Lemos et al., 2017, World Health Organization,
2018a, Edqvist et al, 2017). These approaches aim to facilitate gradual
stretching of the perineum, potentially reducing trauma.

The WHO recommends reducing routine or liberal use of episiotomy during
spontaneous vaginal births, emphasising that informed consent should always
be obtained (World Health Organization, 2018a). Nevertheless, both con-
sented and unconsented episiotomies remain common in many countries,
including Uganda, where rates among primiparas have been reported as high
as 73 percent (World Health Organization, 2018a, Pebolo et al., 2019). This
highlights the need for continued efforts to strengthen evidence-based
practices, improve provider skills, and ensure respectful care during birth.

Quality improvement approaches

Structured quality improvement (QI) methods provide a systematic approach
to implementing evidence-based practices in clinical settings (Academy of
Medical Royal Colleges, 2019). The Model for Improvement is commonly used
to guide QI efforts by asking what is to be accomplished, how change will be
measured, and which changes can lead to improvement (Langley et al., 2009).
Plan-Do-Study-Act cycles enable practitioners to test and refine changes on a
small scale, ensuring practical, measurable improvements in care delivery. QI
methods are particularly effective for engaging frontline healthcare workers in



identifying problems and solutions, supporting sustainable change (Langley et
al., 2009). Lessons from QI initiatives in Uganda and other East African
countries show that involving staff as champions, providing long-term
mentoring, training, and stakeholder engagement, and aligning interventions
with local resources are essential for success (Walker et al., 2020, Hagaman et
al.,, 2020, Waiswa et al., 2021, Tancred et al., 2014).

Uganda — maternal care landscape

The intervention in this thesis is set in Kampala, Uganda, where socio-
economic and healthcare system factors shape maternal and newborn health
outcomes. Kampala has a large population living in informal settlements with
high poverty, low literacy, and limited access to safe housing and basic
amenities (Atusiimire et al., 2019). These populations face increased risks of
stillbirth, eatly neonatal death, and perinatal mortality (Atusiimire et al., 2019,
Ziraba et al., 2009). The healthcare system includes both public and private
providers, with private facilities dominating, yet many lack midwives trained to
international standards (World Health Organization, 2024, Telfer et al., 2021).
Skilled birth attendance has increased over the past decade, with 72 percent of
births attended by midwives or nurses and 14 percent by doctors, yet many
midwives function more like maternity nurses due to gaps in education and
mentorship (Bureau of Statistics Uganda, 2022).

In recent years, key national indicators show improvements in maternal and
newborn health in Uganda. The neonatal mortality rate declined from 24 per
1,000 live births in 2011 to 19 in 2021, while the maternal mortality ratio fell
from 438 to 284 deaths per 100,000 live births between 2011 and 2020 (United
Nations Children's Fund, 2017, United Nations Children's Fund, 2020, World
Health Organization, 2023) Fertility remains high, with women having an
average of 5.2 children. Teenage pregnancies are common, with 24 percent of
girls aged 15-19 having begun childbearing (Bureau of Statistics Uganda, 2022).
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Caesarean-section rates have risen from 5.7 percent in 2011 to 14 percent in
2022, and 68 percent of women attend four or more antenatal care visits.
Female genital mutilation/circumcision is rare, affecting approximately 0.2
percent of women nationwide (Bureau of Statistics Uganda, 2022). National
initiatives, including the Uganda National Standards for Maternal and
Newborn Care, focus on evidence-based practices, effective communication,
and respectful care. The Uganda Ministry of Health has also developed a quality
improvement framework linking the Ministry with healthcare facility managers
(Ministry of Health Uganda, 2021b). Despite this, 84 percent of maternal
deaths remain preventable, with obstetric haemorrhage, hypertensive disorders,
and infections as the leading causes (Namagembe et al., 2022). Targeted quality
improvement initiatives for midwifery practices remain rare, and essential
evidence-based care, including informed decision-making, perineal protection,
intrapartum support, and respectful care, needs further strengthening (Nabirye
et al., 2014; Babughirana et al., 2020).

Rationale for the study

Maternal and newborn mortality and morbidity remain high in Uganda, despite
improvements in key national indicators such as neonatal and maternal
mortality. Evidence-based practices for safe and respectful intrapartum care are
often underused. Midwives are well-positioned to improve both the quality and
the experience of care, yet organisational, cultural, and professional barriers
constrain their leadership in clinical practice. Supporting midwives in leading
quality improvement interventions is therefore critical to strengthening health
system performance, promoting respectful and evidence-based care, and

reducing preventable adverse outcomes for mothers and newborns.

This thesis addresses the urgent need to understand how midwives can be
empowered to implement evidence-based practices effectively, and how

10



structured, midwife-led interventions can contribute to sustainable improve-
ments in maternal and newborn health.

By focusing on midwife-led interventions, the study promotes local ownership,
capacity building, and equitable improvements in maternal and newborn health,
aligning with international frameworks such as Sustainable Development Goal
3 (to ensure healthy lives and promote well-being for all) and the Every
Newborn Action Plan (United Nations, 2015, United Nation, 2019).

Research aim and questions

The aim of this thesis was to explore the bartiers that limit midwives' ability to
lead evidence-based care during labour and birth in Uganda, and to examine
how these barriers can be addressed through co-created midwife-led quality
improvement interventions to improve the uptake of evidence-based practices
and maternal and newborn outcomes. The aim was explored through
answering four research questions:

1. What barriers prevent midwives from providing midwife-led care, and how
can these barriers be addressed?

2. How can a midwife-led quality improvement intervention be created to
maximise its potential for substantial impact and sustainability?

3. What is the uptake of evidence-based midwifery practices under a midwife-
led quality improvement intervention, and what optimised this uptake?

4. What are the health outcomes for women and newborns resulting from a
midwife-led quality improvement intervention?

11
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Methods

The thesis comprises four papers, each addressing different aspects of midwife-
led care and the quality improvement intervention. Paper I examined bartriers
to midwife-led care qualitatively (n=25) (Blomgren et al., 2023a), Paper 1I
focused on co-creation and contextual determinants (n=51) (Blomgten et al.,
2023b), Paper I1I assessed uptake of the intervention quantitatively (n=703),
(Blomgren et al., 2024), and Paper IV evaluated health outcomes (n=630)
(Blomgren et al., 2025). Each study informed the next, creating a sequential
progression of findings.

The intervention — Midwize

The Midwize intervention was co-created with hospital midwives, doctors,
hospital management, women, birth companions, the Ministry of Health, the
midwifery association, and midwifery educators to identify priorities and design
a feasible, contextually appropriate quality improvement programme. Three
clinical improvement areas were selected: dynamic birth positions, intrapartum
support, and perineal protection. Dynamic birth positions included birth chair,
all-fours, lateral, and kneeling positions. The birth stool was locally crafted in
Uganda modelled on a Swedish version of a birth stool, see Figure 1. Guidance
for midwives on birth positions included ensuring a supportive birth
companion, limiting time spent on the stool, and fostering calm midwife—
woman communication. Intrapartum support included methods to increase
women's sense of calm and relaxation, such as promoting calm breathing,
providing massage and gentle strokes, offering emotional support, and shared
decision-making. Perineal protection included hands-on perineal support,
spontaneous pushing, and a two-step birth technique.

12



Figure 1. Birth stool used in the intervention

Source: Photo by Christina Lundberg

The intervention ran from May to December 2022 and was led by seven
Midwize Ambassadors, selected to cover all hospital shifts and departments.
They received comprehensive training in quality improvement and practical
midwifery skills, beginning with a three-day introductory session on quality
improvement based on Langley's Model for Improvement. Training also
included practical reinforcement of dynamic birth positions, intrapartum
support, and perineal protection, supported by a manual, online resources, and

bi-monthly in-person meetings.

During the active phase, weekly 60-minute online QI meetings guided the
Ambassadors in reviewing data, monitoring uptake, evaluating progress, and
addressing challenges using Plan-Do-Study-Act (PDSA) cycles. This structured
support gradually decreased over the seven months, enabling the Ambassadors
to lead the meetings independently by October 2022. A train-the-trainers

13
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approach was used, equipping Ambassadors with the skills and resources to
educate their colleagues and foster a collaborative learning environment. The
intervention also engaged women and birth companions through antenatal
classes, one-on-one sessions, brochures, and videos to support understanding
and adoption of the clinical improvements.

Setting

The midwife-led quality improvement intervention was conducted at a public
national referral hospital in Kampala, Uganda. The maternity department has
32 midwives, including 11 on the labour ward, alongside four doctors and
varying numbers of interns and students. The department handles around
9,000 births per year, with a caesarean section rate of approximately 44 percent.

The labour room is small, with three beds separated by low walls and curtains,
allowing one midwife to supervise multiple women. Cold water is generally
available, but there is no hot water. Overcrowding and limited space mean
some women give birth in the admission room or corridors while waiting to
enter the labour room. Most women remain in the corridor outside the
admission and labour rooms, entering only for check-ups or when close to
giving birth.

The hospital has a quality improvement team of doctors, nurses, and midwives
that follows Ministry of Health guidelines. Prior to this study, the team had not
implemented QI interventions targeting midwifery practices. Hospital
management expressed a strong commitment to QI initiatives to strengthen
midwifery skills and improve maternal and newborn outcomes.

14



Results

The main findings relate to the barriers midwives face in delivering evidence-
based care, the strategies suggested to address these challenges, the uptake of
clinical improvements during the intervention, and the resulting maternal and
newborn outcomes.

Barriers to midwife-led care and strategies to address them

Twenty five leaders at clinical, policy or academic level within maternal health
care, 18 women and 7 men, participated in semi structured interviews or focus
group discussions. The findings show that barriers to midwives leading care
and to drive improvements within their area of expertise included hierarchical
organisational structures and gender disparities arising from the perception of
midwifery as a women’s profession. Their autonomy was further limited by low
representation in leadership. Professional tensions and unclear boundaries
between roles also limited midwives' ability to lead care. One senior leader
reflected on underutilisation of midwives' skills:

"...Midwives were just taking vital signs, weighing the
clients, and handing over the information to the
obstetrician, who performed all the exams. A long queue of
patients was waiting for the obstetrician to do procedures
or exams that all the midwives at the clinic had been trained

to do. They were wasting their resources..." (Participant ).

Gender norms reinforced these barriers, often marginalising midwives' voices
in decision-making. As one participant observed:

15
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"...Midwives are seen as women and therefore don't mind
a lot of hardship. They don't complain, and even if they
complain today, tomorrow everything will be okay and as
before..." (Participant H).

Low representation of midwives in leadership further limited their influence
over decisions and resource allocation. A male participant described the
challenges female midwives faced in boardroom discussions:

"There was a joke we used to make when the female nurse-
midwives participated in the boardroom meetings. They are
the ones who will be sent out serving tea while everyone
else is discussing things... assertiveness can aid in
negotiations about how resources should flow, you find that
this trait is often lacking in the nursing and midwifery
profession..." (Participant H).

Participants suggested strategies to overcome these barriers, emphasising
collaboration, role models, and leadership development. Joint educational
activities for midwives and doctors were recommended to clarify professional
roles and improve teamwork. Multisectoral engagement with policymakers,
professional associations, and clinical leaders was highlighted to ensure
midwives' perspectives were included in decision-making:

"We need to interact with each other. So, if the policy level
proposes or sets a policy, they need the cooperation of the
clinical or education and vice versa...because policy cannot
develop without the cooperation and implementation of the
other both fields..." (Participant F).

Creating role models and expanding midwives' skills were seen as essential to
strengthening midwife-led care. Reserved leadership positions for midwives,

16



ongoing training in clinical and QI skills, and mentorship opportunities were
proposed to support empowerment, professional growth, and the sustainable
uptake of evidence-based practices.

Co-creation of the midwife-led Ql intervention

Based on the barriers and strategies, the intervention was developed through a
structured co-creation process involving midwives, doctors, managers,
teachers, policymakers, mothers, and birth companions. The process followed
four stages: defining core elements, assessing needs and context, conducting
co-creation workshops, and finalising intervention strategies. This approach
ensured that the intervention addressed barriers identified in eatlier research,
strengthened midwives' leadership, built skills in QI and clinical practices, and
fostered multisectoral support. Strategies such as the train-the-trainer model,
ongoing supervision, and active engagement of birth companions were
incorporated to enhance adoption, relevance, and long-term sustainability of
the intervention.

Uptake of evidence-based practices and health outcomes

The QI intervention enhanced the implementation of evidence-based practices
through a combination of mechanisms that engaged and empowered midwives
and other staff. Key mechanisms tested and implemented through Plan-Do-
Study-Act (PDSA) cycles included co-creation of the intervention with
stakeholders, a train-the-trainer approach to build skills and confidence, peer
mentoring to support adoption of new practices, structured feedback using
weekly data reviews, and active involvement of birth companions to reinforce
care practices. These mechanisms created an environment that encouraged
shared understanding, collaboration, and continuous learning among
midwives, doctors, and hospital leadership.

17
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Between April and November 2022, midwives progressively increased their use
of dynamic birth positions (from 0 to 89 percent), intrapartum support (from
0 to 62 percent), and perineal protection (from 62 to 92 percent), with improve-
ments sustained six months after the intervention (May 2023). Women were
more likely to be actively involved in decision-making about their birth
positions (from 0 to 75 percent), receive emotional and physical support during
labour, and benefit from techniques that protected the perineum. See Figure 2
for an overview of the uptake of the clinical improvement areas. Practical tools
such as brochures, posters, instructional videos, and ongoing supervision by
Midwize Ambassadors strengthened staff competence and confidence.

Figure 2. PDSA cycles and uptake of the clinical improvement areas
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Source: Blomgren et al. (2024)
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These improvements translated into measurable health outcomes. The
likelihood of women having a perineal injury (meaning no tears or
episiotomies) decreased from 74 to 35 percent, Apgar scores below seven at
five minutes decreased from 17 to 1 percent, and fewer newborns required
transfer to the neonatal intensive care unit (4.1 vs. 12.4 percent), see Figure 3.
All three improvement areas (dynamic birth position, intrapartum support and
perienal protection) were significantly associated with higher rates of women
having an intact perineum. Women using dynamic birth positions had a greater
likelihood of intact perineum (62.3 vs. 48.5 percent) compared to those in
supine positions [AOR: 0.6, 95% CI: 0.4-0.90]. Women with intact perineum
received more intrapartum support (mean score 6.6 vs. 5.8) than those with
injuries [AOR: 0.9, 95% CI: 0.9-1.0]. Those women who received complete
perineal protection (all three measures) had a higher rate of intact perineum
(63.4 vs. 35.1 percent) compared to those with fewer measures [AOR: 0.3, 95%
CI: 0.2-0.5].
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Figure 3. Intact perineum and Apgar scores < 7 at 5 min during the
midwife-led Ql intervention and follow-up measurements
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Intrapartum support and perineal protection were significantly associated with
Apgar scores. Before adjusting for confounding factors, women using a
dynamic birth position were less likely to have a newborn with an Apgar score
below seven at five minutes (2.0 vs. 5.3 percent) compared to those in the
supine position [Crude OR; 0.1 (CI 95% 0.1-0.90)], but this was not significant
after adjustments. Newborns with Apgar scores below seven at five minutes
received less intrapartum support (mean score 3.9 vs. 6.3) compared to those
with scores at seven or above at five minutes [AOR; 0.8 (CI 95% 0.7-1.0)].
Newborns were less likely to have scores below seven at five minutes when
their mothers received complete perineal protection (2.0 vs. 6.2 percent) [AOR;
0.3 (CI 95% 0.1-0.8)].
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Sustainability

Sustainability was integrated into the QI work from the earliest stages of co-
creation and continued throughout the intervention. Midwize Ambassadors,
the senior clinical supervisor, and the research team worked together to ensure
that improvements could continue beyond the active research period. One key
strategy was to refine internal data systems so the hospital could maintain
independent data-driven QI cycles. New columns were added to the birth
registration book to document birth positions, perineal outcomes, and
episiotomies. Midwives were also instructed to assess care at discharge,
including what information women and companions received, how well they
understood it, the support measures offered, and the positions used during
birth.

From September 2022 onwards, the Midwize Ambassadors took full
responsibility for leading weekly QI meetings, compiling and presenting their
own data and graphs, and driving their PDSA cycles forward. In the final
month, they developed a sustainability plan defining meeting routines, roles,
and responsibilities. Multisectoral engagement further strengthened long-term
sustainability. Regular updates were shared with the Ministry of Health and
Kampala Capital City Authority to support alignment with national priorities.
The Uganda Midwives Association contributed through advocacy, webinars,
and policy discussions. Interest from training institutions was high, although
deeper collaboration was limited by resource constraints.

Despite these challenges, sustainability assessments at three and six months
after the active intervention showed continued improvement across all three
focus areas, indicating strong potential for long-term integration of the

practices.
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Key mechanisms for optimising uptake

Several mechanisms were central to strengthening the uptake of the
improvement areas. Through weekly QI meetings and PDSA cycles, Midwize
Ambassadors and the research team identified what enabled change by drawing
on observations, staff discussions, feedback from women and birth compan-
ions, and continuous monitoring of clinical uptake. Co-creation of the
intervention ensured broad engagement, while the train-the-trainer approach
combined practical midwifery skills with QI methods. The Ambassadors acted
as champions, supported by peer mentoring that helped colleagues build skills
and confidence.

Women and birth companions were informed and involved through brochures,
posters, videos, and direct counselling, and companions played an active role
in intrapartum support. Regular dialogue with clinical staff and hospital
management helped maintain motivation and address challenges, while
continuous updates to policy representatives kept the work aligned with
broader health system priorities. These mechanisms, supported by a structured
QI approach, enabled ongoing learning, stepwise improvement, and the ability
to adapt to new obstacles as they arose.

Discussion

The findings of my thesis show that midwife-led quality improvement inter-
ventions can strengthen evidence-based intrapartum care and improve out-
comes for women and newborns in low-resource settings. Before the
intervention, recommended midwifery practices such as dynamic birth
positions, continuous intrapartum support, and structured perineal protection
were used inconsistently, which reflects a broader pattern documented in
studies from sub-Saharan Africa (Ministry of Health Uganda, 2018, Ministry of
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Health Uganda, 2021b, Wright et al., 2022). Variability in practice adherence is
often attributed to staff shortages, high workloads, limited skills training
opportunities, and hierarchical structures that restrict midwives' decision-
making power (Filby et al., 2016, Boakye, 2022, Hastings-Tolsma et al., 2021).
These factors were also present in the study setting and helped explain the
initial gaps between evidence and practice.

The intervention showed that when midwives are given a mandate, peer
support, and structured methods for leading improvements, they can increase
the clinical uptake of evidence-based practices. This aligns with the broader QI
literature, which finds that local ownership and frontline leadership are
associated with stronger adoption of new practices and sustained change
(Langley et al., 2009). In this study, the increased use of dynamic birth
positions, strengthened emotional and physical support during labour, and the
more consistent application of perineal protection coincided with reductions
in perineal injuries requiring suturing and fewer newborns with low Apgar
scores. Global estimates suggest that around 70 percent of women in LMICs
experience perineal injuries (Leeman et al., 2016) compared with substantially
lower proportions during the intervention period (around 40 percent). These
improvements mirror findings from earlier research showing that upright
positions can improve maternal and newborn well-being (Zang et al., 2020,
Badi et al., 2022, Berta et al., 2019, World Health Organization, 2018b), while
perineal protection techniques included in this intervention can reduce injuries
when performed with skill and sensitivity (Bulchandani et al., 2015, World
Health Organization, 2018a, Edqvist et al., 2016).

The findings also highlight the importance of communication, shared decision-
making, and the involvement of birth companions. Although improvements
varied, many women reported better information and more active support
during labour. This supports evidence that emotional and continuous support
can shorten labour, reduce unnecessary interventions, and enhance women's
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sense of control (de Jonge et al., 2008; Lopez-Toribio et al., 2021; Shermer and
Raines, 1997; Green and Baston, 2003). In Uganda, qualitative studies also
show that birth companions play a crucial role in providing comfort, support
with movement, and encouragement (Wanyenze et al, 2022). The
intervention's structured approach to informing and involving women and
companions, therefore, appears to be a central mechanism for improving both
experience and outcomes.

Beyond clinical practices, the results illustrate how material, social, and human
resource constraints restrict midwives' ability to lead care, a pattern consistent
with Kabeer's empowerment theory (Kabeer, 1999). Limited equipment,
gendered hierarchies, and restricted leadership opportunities undermine
midwives' agency and influence (Joshi et al., 2024, Rumsey et al., 2022, Hewitt
et al.,, 2021, World Health Organization, 2019, Mattison et al., 2020). The
intervention addressed some of these constraints by strengthening midwives'
mandate, building leadership and QI skills, improving collaboration with
doctors and managers, and creating space for midwives to lead clinical problem
solving. Even small material investments, such as improved birth stools,
combined with strengthened authority and structured support, contributed to
wider changes in teamwork and culture. These findings are in line with research
showing that preventive, midwife-led care can reduce unnecessary
interventions, improve health outcomes, and ease pressure on overburdened
health systems (Gerein et al., 2006, Ministry of Health Uganda, 2021a, Kiragu
et al., 2023).

Taken together, the results suggest that targeted support for midwives, through
skills training, structured QI methods, and stronger organisational backing, can
bridge the evidence-to-practice gap and contribute to safer, more respectful
care during labour and birth.
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Conclusion and policy relevance for Swedish
development assistance

Supporting midwives to lead clinical care improvements, through targeted

training in evidence-based practices, quality improvement methods, leadership,

and project management, can bridge the gap between knowledge and practice

and improve maternal and newborn outcomes. Swedish development

assistance should prioritise:

Mandate and empower midwives to lead clinical decision-making and
QI initiatives, ensuring their voices are included in hospital and policy-level
governance.

Strengthen midwife leadership by creating role models, reserving
leadership positions for midwives, and fostering mentorship and peer
learning networks.

Integrate structured quality improvement training and practical
skills into midwifery education and continuous professional development,
including techniques such as dynamic birth positions, intrapartum support,
and perineal protection.

Promote multisectoral collaboration by involving policymakers,
professional midwife associations, academic midwifery institutions, and
hospital management in the co-creation of interventions to ensure
sustainability and alignment with national health priorities.

Focus on gender equality and professional recognition by addressing
social and cultural norms that undervalue midwifery, and by ensuring
midwives are treated as skilled, autonomous professionals central to the
functioning of the health system.
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By prioritising these strategies, Swedish development aid can strengthen health
systems in a sustainable way, improve maternal and newborn outcomes, and
advance global commitments to respectful, equitable, and high-quality mater-
nity care.
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Evidence-based midwifery practices like dynamic birth

positions and perineal protection can significantly improve
the quality of care and health outcomes for mothers and
newborns. This report summarizes the promising findings
from a co-created, midwife-led quality improvement
intervention in a public hospital in Kampala, Uganda.

Evidensbaserad barnmorskepraktik, sdsom dynamiska
forlossningspositioner och perinealskydd, kan avsevart
forbattra vardkvaliteten och halsoutfallen for modrar och
nyfodda. Den har rapporten sammanfattar lovande resultat
fran en barnmorskeledd intervention for battre vardkvalitet
pa ett offentligt sjukhus i Kampala, Uganda.
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