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Background: A midwife led care project targeting to decide what to do to achieve the SDG 2030 in maternal and
child health, made a project team develop a tool to analyse what health care systems need, to adopt the MIDWIZE
Conceptual Framework. The MIDWIZE Conceptual Framework wish to introduce the comprehensive midwifery-
managed care provided women in Sweden to other countries, regions, and units where the framework is not fully
applied. Methods: In order to determine what resource needs would have to be met to improve midwife led care,
a tool was developed using Delphi study technique. Results: Using Delphi study technique together with on-site
visits to two Sub-Saharan African countries, members of a project team went to Ethiopia and Uganda, where they
visited governments, clinical or educational institutions and together with African leaders developed availability
and efficiency of a tool to determine resource needs. Conclusion: If at some future time, a single country, region
or unit, might want to use the tool for quality improvement purpose of midwife led care, then the tool might aid
in taking the first step to determine what resources might be required and what changes might be recommended
as concerns policy at the clinical or educational institution level that are part of already existing health care
structures.

Background A new approach to maternal health care began to be developed in

Sweden in the second half of the 19th century. During this period, the

Despite dramatic improvements in providing better maternal and
child care there is an international need for continued more widespread
improvement, a need made even greater by the Covid 19 pandemic [1].
Countries have been evaluated by the WHO-UNICEF Lancet Commis-
sioners (2020) but not a single country has performed well in all three
measures used by this commission: 1) flourishing, 2) sustainability, and
3) equity. This evaluation is concerned with much more than maternal
and infant-child health care which is the focus of this present study. The
research group might take the position that maternal and infant-child
health care improvements are needed in almost every country.

midwife began to become an important element of the health-care sys-
tem as shown by the fact that the proportion of midwife-assisted de-
liveries increased and the maternal and infant mortality decreased. The
Swedish health care structure of maternal and infant health care
continued to evolve into the early 20th century with the growing
importance and professionalisation of the Midwife and even as early as
1829 it was required that some midwives could be licensed. In The
Netherlands, Norway, and Sweden, low maternal mortality rates were
reported by the early 20th century. This was believed to be a result of an
extensive collaboration between physicians and highly competent,
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locally available midwives [2,3]. In the 20th century the Swedish hub
and spoke system from second to tertiary level health care developed
further by placing the midwife as the central hub providing compre-
hensive care within the scope of midwifery practice.

The Swedish Institute has since 2020 promoted capacity building
programmes for public health officials in maternal and child health care
in African countries (Uganda, Ethiopia, Tanzania, Malawi, Kenya, So-
malia, Somaliland, Burkina Faso, Ghana and The Gambia). In the pro-
grammes, interdisciplinary midwifery-led teams received training in
some elements of the maternal health care system in Sweden; multi-
sectoral collaboration, continuous quality improvements, midwife led
care, interdisciplinary teamwork and evidence-based practices at a
clinical level as part of an already existing health care structure. With
this background the research group wished to introduce a midwife-led
care framework reflecting the comprehensive midwifery-managed care
provided women in Sweden. Providing a description of a framework,
instead of referring to the Swedish health care structure, might, we
thought, after contextualization encourage other countries to follow. In
2021, the Swedish Networks for Global Health (SIGHT) and The Swedish
Association of Midwives presented a more formal description of the
Swedish health care structure in the Swedish Midwifery report 2021 [4].
Simultaneousy a tool was develped to analyse what resources were
needed to implement a midwife-led care framework reflecting the
Swedish health care strucutre. From here and onwards the midwife-led
care framework reflecting the Swedish health care structure is named
the MIDWIZE Conceptual Framework. The framework will be tested in a
research project in Uganda for strength and weaknesses in a low
resource setting unlike the Swedish one. The results will be presented in
2026.

MIDWIZE is not an acronym but simply a name of a framework based
on multi-sectoral collaboration to enhance evidence-based practices
through Midwife Led Care and interdisciplinary teamwork to aid in
identifying the system in which the midwife is given perhaps more
importance and more responsibility than in most other health care

The MIDWIZE Conceptual Framework

MIDWIZE is a Conceptual Framework based
on Multi-sectoral collaboration to enhance
evidence-based practices through Midwife
Led Care and Interdisciplinary Teamwork.
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systems.

In the MIDWIZE Conceptual Framework the midwives have primary
responsibility for adolescent health, pre-conception care, pre-, peri-, and
post- natal care, child health care and nutrition. The elements of the
framework include multi-sectoral collaboration building partnership and
collaboration between policy level (regulations), clinical and education
institutions, association bodies, and civil society [4]. Waters et al [5]
and Nicholson et al [6] have presented new approaches to health-care
policy in which we believe the MIDWIZE Conceptual Framework
could become a part. The MIDWIZE Conceptual Framework includes
building partnerships between policy level, clinical and education in-
stitutions, in this study referred to as a unit, as a means for creating the
best health and research outcomes. Creating a sustainable system with
continuous quality improvements within and between each sector is an
essential element of the MIDWIZE Conceptual Framework. Another
element of the framework is Midwife Led Care- Facilitating responsive,
relational, cost-effective, and patient-centered care with midwives as the
hub and primary care provider at all levels of the maternal and repro-
ductive health care system. The research group might also take the po-
sition that the MIDWIZE Conceptual Framework, when implemented,
will avoid extra expenses for women and children seeking care [7,8].
Before implementation of the MIDWIZE Conceptual Framework a cost
effectiveness analysis [9,10] might be required. A health economist
could estimate the costs and health gains of the potential implementa-
tion of the MIDWIZE Conceptual Framework in any existing health care
structure and might find it to be cost-effective (Fig. 1).

Interdisciplinary teamwork - utilizing different clinical professional
competencies, clearly defining each team member’s responsibilities, and
working towards shared goals is another element of the MIDWIZE
Conceptual Framework and a prerequisite for provision of evidence-
based practices - following international guidelines for intrapartum care,
focusing on a healthy mother, a healthy child, a positive birth experi-
ence, and respectful care. All evidence-based practices are included in
the International childbirth initiative [11]. The evidence-based practices

The elements of the Conceptual Framework:

Multisectoral collaboration — Building partner-
ship and collaboration between education,
regulation, association bodies, and civil society.

M Continues Quality Improvements — Creating
a sustainable system with continuous quality
improvements within each sector.

Midwife Led Care - Facilitating responsive,
relational, cost-effective, and patient-centered

Q care with midwives as the hub and primary care
o0 G0 provider at all levels of the maternal and repro-
|Tﬂ ﬂT| ductive health care system
Regulation Interdisciplinary teamwork — utilizing different
clinical professional competencies, clearly defining
‘, each team member's responsibilities, and working

towards shared goals.

Evidence-based practices - following evidence-
based practices and international guidelines for
intrapartum care, focusing on a healthy mother,
a healthy child, a positive birth experience, and
respectful care. Enhancing "Zero separation”
between mother and child is one element of

the model's evidence-based practices.

Fig. 1. The MIDWIZE Conceptual Framework.
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can not be fully implemented without community trust in the midwife
working in collaboration with the primary health care nurses’ services
for provision of zero separation between mother and the new-born child
with breastfeeding consultation, weaning advice, nutrition counselling,
vaccinations, child growth and development controls [12]. Enhancing
“Zero separation” between mother and child is essential in the frame-
work. It is represented by the Z in the MIDWIZE acronym (Table 1).

The KI research group responsible for this study see great potential
for MIDWIZE becoming a framework or guide to be followed when ef-
forts are to be made to refine and add effectiveness to existing health
care systems in line with the current discourse within SRHR and
midwifery globally [1,12]. To reach the Sustainable Development Goals
(SDG)s’ by 2030 government officials in a country that has set that goal
must lay out a management plan and consider a cost-effective adapta-
tion [9,10,13,14]. For Sub-Saharan African countries with the highest
maternal mortality burdens, the target is that no country should have an
MMR>140 by 2030 [15]. With this as background the aim of this study
was to develop a tool to analyse what health care systems need, to adopt
the MIDWIZE Conceptual Framework not only in a low- middle- and
high-income countries elsewhere in the world but even in Sweden where
the MIDWIZE Conceptual Framework is not fully implemented.

Table 1
The comprehensive midwifery-managed care in the Swedish health system.

Period Interventions Rationale

Prevention and treatment
of communicable and non-
communicable diseases
Contraception and child
spacing Abortion care
Education in SRHR
Promotion of wellness,
treatment of illness

Eight antenatal visits:

Pre-conception
adolescence
adulthood

Advocate women rights
and access to care

Enhance wellness and
prevent illness with

Pregnancy

Intrapartum and
postpartum

Neonatal

Early childhood

Nutrition and screening
Refer to adequate level of
care for childbirth
Education in childbirth,
parenting, human rights
Prevention of maternal and
child mortality and
morbidity

Nutrition when in labour
Choice of labour and birth
positions

Birth companion

Diagnosis and treatment of
malaria

Prevention of mother—child
transmission of HIV
Prevent maternal mortality
and stillbirth with basic and
emergency care in a clean
environment

Provide transport when
complications occur
Enhancing health and
preventing morbidity and
mortality

Immediate skin-to-skin care
Early initiation of
breastfeeding

Examination of the
newborn

Access to the mother
Nutrition and growth
Immunization

Education in Child Health
Nutrition, Cleanliness and
Growth

knowledge of
differentiating between
wellness and illness

Support normal labour
and birth

Provide respect, dignity
and informed choices
Offer continuous support
Be aware that normal
labour and birth can turn
into a complicated labour
and birth

Immediate thermal care

Promote exclusive
breastfeeding
Enhance bonding

Protecting the mother-
baby-dyad
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Methods
Design

The research group developed the tool to be used to determine what
resources are needed in a country to adopt the MIDWIZE Conceptual
Framework by using the Delphi technique. In the Delphi technique an
expert team constructs a “panel” to aid in development of the tool,
guideline or questionnaire [16]. The goal in the Delphi technique is to
obtain the most reliable consensus from such a panel by following a
process consisting of a series of feedback steps. Content validity of each
parameter as statements in the tool under development were to be
assessed by a panel.

Tool development

Eight countries (Uganda, Ethiopia, Tanzania, Malawi, Kenya, Bur-
kina Faso, Ghana and The Gambia) invited the Karolinska Instiutet team
to carry out studies to find out what might be required to implement the
MIDWIZE Conceptual Framework in an already existing health care
structure. The research group wanted to develop a tool that could be
used to identify existing gaps and evaluate available resources as first
steps in determining if the framework might serve as a guide, similar to
other guides on quality care [11,17,18]. In the tool development pro-
cess, the Karolinska team first got invited to and visited Uganda and
Ethiopia. In 2017, the MMR in Uganda was 375 [19] and in Ethiopia it
was 401, and the NMR 20 and 28 respectively [20]. Government au-
thorities in both countries expressed interest in the MIDWIZE Concep-
tual Framework. An initial meeting was held at the Ministry of Health in
each country. Selection of a unit was made by the appropriate govern-
ment authorities and visits were organised. In Uganda the panel trav-
elled to one tertiary level hospital and university (considered as one
unit), and to one district hospital with community outreach and a
nursing midwifery institute (considered as one unit) 200 km from the
capital. In Ethiopia we took a flight to reach the tertiary level hospital
and university (considered as one unit). Assessing both the clinical and
educational institutions constituting the unit was deemed important as
midwifery students get 50 % of the education in clinical placement sites
[21]. After the tool was developed and tested in Uganda and Ethiopia,
the on-site visits were scaled up and conducted at clinical tertiary-,
regional-, district hospitals (hubs) and health centers/facilities (spokes),
and educational institutions (universities/colleges/institutes) in the
remaining six countries. Tanzania, Kenya, Malawi and The Gambia were
feasibility assessed on-site. On-line feasibility assessments were con-
ducted for Ghana and Burkina Faso due to the outbreak of the COVID-19
pandemic. A total of 23 units were assessed using the MIDWIZE Con-
ceptual Framework tool (Table 2).

Selected model for tool development

A globally-recognized quality management model namely the “Eu-
ropean Foundation for Quality Management Excellence Model” (EFQM)
has been used for accrediting organisations [13]. The research group
used the EFQM performance tool to organise the elements in the EFQM
tool in order to determine what is needed to implement the MIDWIZE
Conceptual framework in an existing health care structure. The health
care structures in any country are continuously in need of monitoring
and evaluation for quality improvement in a) approach, b) development
c) assessment and refinement of directions, executions, and results. The
EFQM performance tool [13] helps organisations to measure achieve-
ments on the path towards success (Table 2).

The EFQM [13] states that an excellent organization is one that has
a) leaders who enable the organization to anticipate and react on time to
ensure the on-going success of the organization (Leadership), b) strate-
gies for the implementation of vision and mission and reachable goals by
staying focused on the delivery of the strategy of the organization and
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Table 2
The MIDWIZE Conceptual Framework tool Parameters and dimensions (availability and efficiency) included under the heading Workforce within health and ed-
ucation in the tool. Parameters and dimensions (availability and efficiency) included under the heading Processes and Services [11] in the tool.

Framework heading Dimension
Leadership and strategy Availability  Efficiency
max 2 max 4

Parameters  A. The government has a document presenting a vision and a strategic plan for bridging health education to the health sector
outcomes in terms of providing prenatal, maternal, newborn, child health and nutrition advice for the mother—child dyad in the first 1
000 days of the child’s life.
Is there a national willingness/commitment to give women and children a pathway to health and prevention of ill-health from pre-
conception to the child’s first 1 000 days of life in a continuum of care?
Is there an understanding of the Swedish model of care? Are there any notably baby-friendly-hospitals?
max 2 max 4
B. The teaching hospital/institute has a document presenting the vision, goals and strategic plan needed to achieve better outcomes
in prenatal, maternal, newborn, child health and nutrition for the mother—child dyad in the first 1000 days of the child’s life?
Is there a willingness to provide women and children with a pathway of health and prevention of ill-health from pre-conception to the
child’s first 1 000 days of life?
Is the hospital a baby-friendly hospital?
max 2 max 3
C. International, national and local guidelines are followed in education and at clinics in the area of prenatal, maternal, newborn,
child health and nutrition for the mother-infant dyad in the child’s first 1 000 days of life.
Are the professional organisations involved in development of guidelines, curricula’s etc?
How complete is the adherence to guidelines?
Who is following up if guidelines are followed or not?
max 1 max 2
D. Organograms for education and clinics are provided from the government.
How is adherence assured? By whom?
max 10 max 5
E. The leaders at national and institutional level support teamwork and collaboration between different cadres of the health
workforce.
In what way?
Can you give examples?

F. The leaders at national and institutional level support task sharing between different cadres max5 max5
In what way?
Can you give examples?
max2 max2
G. The government has partnerships with government and non-government organisations to create a sustainable future for the society in the country/region
where the CoE will be established. This will take into account infrastructure, electricity, wi-fi, water and sanitation, security, corruption, inequity, poverty,
hunger and climate change.
Please provide examples of how each item listed above will be taken into consideration.
How do you ensure sustainability of CoEs?
How is the willingness to provide sustainability of CoEs shown at the government level?
How is the willingness to provide for sustainability of CoEs shown at the institutional level?
max 3 max 4
H. There is a referral system between facilities that addresses provision of transportation and documentation of the (reporting system).
Please explain this will work?
max 3 max 3
1. Have a supportive human resource policy in place for retention off all staff, and to ensure that staff are safe, secure, and encouraged to be able to provide
quality care in a respectful and positive work environment. Giving attention to protect retention and continuity of dedicated, experienced and skilled maternal
healthcare providers (especially midwives and nurses) in all units and facilities where births take place is essential.

Sum
Max total
%

Result Leadership and strategy

Framework heading Dimensions
Workforce within health and education Availability  Efficiency
max 1 max 0
Parameters  A. All employees are licensed and/or re-licensed Is relicensing available? How often?
max 10 max 10
B. Take part in continuous in-service training to maintain core competences and clinical skills prenatal-, antenatal-, intrapartum-,
postpartum until 1 000 days of the child’s life:
In what subjects? Prenatal anticonception, antenatal care, danger signs in pregnancy and births, birth compa- nionship, normal and
caesarean section births by SBA.
Immediately after birth: skin-to-skin care and warmth of the newborn, post partum care for mothers, early initiation of breastfeeding,
postpartum anticonception, timely treatment of newborn illness, vaccinations, child health and child development Nutrition:
exclusive breastfeeding support, formula and bottle-feeding, complementary feeding, teamwork, Emoc, Bmoc
How often is in-service training provided? Who is the leader for in-service trainings?
What area in particular needs to be strengthened (pre-na- tal, ante, intra, post-partum, contraceptive counselling, ne- onatal care,
follow up during the child’s 1 000 days of life?
max 5 max 5

C. Evaluate care practice or education through data from patients/students on experiences regarding ethical issues, respect, attitudes

(continued on next page)
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Table 2 (continued)

Framework heading Dimensions

Workforce within health and education Availability  Efficiency

and confidentiality
Who is doing that? What are the results?
Is there a department taking care of patient complains?
max 5 max 5
D. Take part in feed-back on medical treatment, care and management of severe cases after clinical audits
What professionals take part in audit feedback sessions?
max 10 max 6
E. Clinical supervisors and faculty at education sites mentor new colleagues and students to bridge the “knowledge-do” gap and
facilitate the transfer of good practices to a global standard.
Is there a mentorship programme?

F. The health workforce contributes to teamwork max 10 max 5
Do the different cadres of health workforce share latest evidence with colleges and students?
G. The health workforce contributes to task sharing How is this done? max 10 max 10
When does it happen?
H. Report the patients’ status to colleagues How is this done? max 4 max 2
When does it happen?

max 2 max 6
I. Get appointed as supervisors of students based on competence and pedagogic skills
Who is appointing the supervisor? Is it possible to tell yes/no?
How does it function?

max 1 max 8
J. Lecturing students in education and in clinical sites accor- ding to curriculum and course plans
How is this followed up? By whom?

max 1 max 8
K. Clinical supervisors and faculty communicate student’s performances between the clinical and education site
How does that function? How often is it done?

max 1 max 10
L. The health workforce, faculty and students behave in an ethical and respectful manner
How does it function in reality?

M. Maintain evidence-based practices and hygiene routines from antenatal care to the child’s first 1 000 days of life.

How is this followed up and evaluated?

How is the quality of the hygienic procedures with equipment during deliveries monitored?

How is the quality of hygienic procedures applied to equipment at vaccinations monitored?

Who cleans the wards, employees or people from external companies?

Are gloves available?

Does staff wash their hands? Is the environment clean?

Water? Bathrooms? Plumbing? Electricity?

Are there sterilisation possibilities?

How are the procedures with intravenous fluids monitored? max max

10 10

N. There are requirements for employment, terms of ref- erences available and consequences for lack of adherence to the terms and conditions from the employer

Do the professional organisations get involved when problems occur?

What is being done to solve any problems? max 2 max 2

0. Collaboration across disciplinary, educational, cultural and institutional boundaries to provide MotherBaby with the best possible care within a functioning ~ max max 6
team, recogni- zing each other’s specific competencies and respecting each other’s knowledge and experience and foster continuity of care during labour and 10
birth for the MotherBaby from a small number of caregivers.

P. Faculty and clinical mentors have formal pedagogical education in theoretical/skills lab and mentoring skills. max max 8
10
Sum
Max total
%
Result Workforce within health and education (People)
Framework heading Dimensions
Processes and Services Availability  Efficiency
max I max 5

Parameters  A. Guidelines, logbooks, patient records and checklists are followed and regularly evaluated, updated and properly stored
How is this being done?
Are the professional organisations involved in the updates?
B. 24 h services are provided at the teaching hospital max I max 2
Please tell me who works at night? How many of each cadre of health workforce?

max 5 max 5
C. Back-referral to basic level is used when the patient shows up at an inappropriate level of health care services
How do you deal with overcrowded wards due to non- adequate care seeking behaviour?
Do SBAs teach women and the partner/family at antena- tal care visits about preparedness for transportation
at onset of labour, availability of a donor for blood transfusion and dangerous signs and where to seek care and when and for what
condition?
max 10 max 8
D. Administrative staffs and key workforce create synergies which yield a high level of care; available with potential to benefit the
community
How do they support each other?
max 5 max 5

(continued on next page)



K. Erlandsson et al.

Table 2 (continued)
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Framework heading

Dimensions

Processes and Services

Availability  Efficiency

E. The required experiences, for instance of 30 vaginal and 10 caesarean sections for midwives, are made clear at the clinical

placement site so that the midwife student can

fulfil the requirements according to curricula and internatio- nal standards
How is the communication between the leaders at the education and clinical site with for instance students scheduled at clinical

placements?

max 5 max 6

F. Faculty at the education site carry out clinical visits to ob- serve and communicate with clinical supervisors on student

performance and other issues
How often?

Do they inform the right people about learning outcomes for the ongoing course and provide supervisors with written information

about the course?

G. Students use logbooks and checklists in clinical setting How does this work?
Who will check the students’ checklists and logbooks? Are they signed off?
How do they know the student is up to the mark regarding clinical skills?

max 8 max 4

Do the clinical skills in the clinical placement mirror the simulation- based training the students have practiced in the

educational institution?

What research does it initiate? Does an ethical board exist?
I. New goals with timeline are set up after achieving and sharing previous goals
How is this being done?

H. A research department exists
max 5 max 5

max 10 max 8

J. Ten steps to successful breastfeeding as per the baby friendly hospital initiative is followed and considered:

Every facility providing maternity services and care for newborn infants should:

. Train all health care staff in skills necessary to implement this policy.
. Inform all pregnant women about the benefits and management of breastfeeding.
. Help mothers initiate breastfeeding within a half-hour of birth.

. Practise rooming in - allow mothers and infants to remain together — 24 h a day.
. Encourage breastfeeding on demand.

O 0O N WN =

. Have a written breastfeeding policy that is routinely communicated to all health care staff.

. Show mothers how to breastfeed, and how to maintain lactation even if they should be separated from their infants.
. Give newborn infants no food or drink other than breastmilk unless medically indicated.

. Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding infants.
Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or clinic

max 10 max 8

K. Using an evidence-based approach to maternal health services based on the MotherBaby-Family model of care max max 6

Family-and Person centerd care, philosophy and model

of midwifery care, scope of midwifery practice and QMNH Framework
L. Provide evidence-based practice

Refraining from interventions based on fixed time limits of birth
Provide supportive care

max max 6

Work in liaison with birth companions Food and fluids provided by facility Space to mobilize and rest

Support positions of woman'’s choice Privacy
Skin-to-skin contact Breastfeeding initiation MotherBaby unit stay together
Full access to ill or premature infant, kangaroo mother care

Supporting mother to provide her own milk to her baby when breastfeeding is not possible

M. Emergency care and transports

Staff training in emergency care and referral, written poli- cies and guidelines for transport and information transfer from referrals are in place, referrals from 10
home are treated with respect, proof of ongoing education and practice for all emergency procedures

Sum

Max total

%

Result Processes and Services

Overall result

has policies, plans, and objectives developed to deliver the strategy
(Strategy) c) Partnerships and resources used for supporting the strategy
to be implemented (Partnerships and Resources) d) leaders who value
their employees capabilities, fairness, equality and commitment to use
skills and knowledge for the benefit of the services (Workforce within
health and education) e) a procedure for designing, managing and
improving processes by evaluations to generate increasing value to the
services (Processes and Services).

The panel

Under the guidance of a technical specialist, a program manager and

six team members were designated based on their individual working
experience in interdisciplinary teams. In interdisciplinary teamwork
sharing and shifting tasks is part of standard Swedish policy in academia
and in clinical practice. The panel members carried out the development
and testing of the tool in Uganda and Ethiopia.

The rounds of e-mail exchanges within the panel

The draft tool was distributed to the panel by e-mail with instructions
of how to assess and comment on the parameters in the tool. The panel’s
assessments were based on a process consisting of a series of feedback
determining relevance, clarity, simplicity, and ambiguity of the
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parameters in the tool [11,22]. The panel members commented
repeatedly on the parameters and the program manager edited the pa-
rameters taking into account all comments made by each member of the
panel. Then the panel members were even asked to provide additional
scrutiny of the parameters. New comments were welcomed, new ver-
sions were made, and new emails were sent to the panel in three suc-
cessive rounds. In the fourth round the panel was then asked to rank the
parameters in the tool as being of a) highest, b) great importance c)
moderate importance or d) of no essential importance at all. The pa-
rameters of no essential importance were deleted and that was param-
eters originally part of the EFQM [13] considered not related to the
Swedish health care structure, and not relating to the Childbirth Ini-
tiative’s 12 Steps to Safe and Respectful MotherBaby-Family Maternity
Care, a facilitating and learning network that unites all persons, parties
and organizations with a common goal to improve maternity care
defining the entire scope of care provided by health care providers to
woman and babies during pregnancy, birth and the postnatal period
[11]. In the fifth round, a scoring system was developed with di-
mensions: a) availability and b) efficiency to be used in measuring a
particular parameter. This was included in the testing of the tool in
Uganda and Ethiopia and led the panel in the sixth round to evaluate if
a) major, b) moderate, or ¢) minor input and/or resources were needed
in order to apply the MIDWIZE Conceptual Framework in an existing
health care structure. In the seventh round, the tool was further
simplified regarding selected key parameters. Missing parameters were
added, some parameters were clarified, and yet others deleted. The
scoring system for the dimensions a) availability and b) effectiveness
were adjusted by giving higher scores to particular key parameters in the
tool [16].

The role of the voluntary panel members in Uganda and Ethiopia

Government officials, midwives, nurses, physicians, and lecturers in
Uganda and Ethiopia were asked during the panel’s onsite visits to
voluntarily take on the role of experts in the panel expressing how they
perceived the tool after using the tool for testing purposes. All data
validation was a joint process carried out as part of building a partici-
patory consensus among the panel members from Sweden, Uganda and
Ethiopia. Twenty stakeholders and professionals perceived the tool as
comprehensive and stated that it should be possible to use it to identify
the resources that would be required to implement the MIDWIZE Con-
ceptual Framework. This allowed the government officials and leaders
in the units in these two countries to begin discussion of the possibilities
for implementation of the framework and, if implemented, what might
be required to apply it to conditions in either country. The government
officials and leaders were the once suggesting us to develop a framework
and to give it a name. At daily evaluation meetings during the 10 days
on-site visit to Uganda and Ethiopia, the discussions and the process of
getting a series of feedback statements continued.

Analysis

The parameters in the tool were analysed by using a scoring system
suggested by a qualitative consensus approach according to the Delphi
technique [16]. Each parameter was assigned scores in two dimensions;
availability and efficiency. Each score was assigned a maximum value
based on the nature of the parameter, reflecting its relative significance.
The parameters were clustered under the headings using the framing
words: ‘Leadership and Strategies’, ‘Partnerships and Resources’,
‘Workforce within health and education’ and ‘Processes and Services’
[13]. The scores of the dimensions of availability and efficiency of the
parameters under each heading in the framework were summarized and
were calculated as percentages of the maximum score. The combined
score of the dimensions availability and efficiency in the parameters
under the framework headings were calculated as the product multi-
plied and expressed as percentage (%). The mean of this product for each
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heading was expressed as the overall result for each teaching hospital
and educational institution (considered as one unit) in each country.
Cut-off points were set for Minor < 35 %, Moderate > 35 % and < 75 %
or Major > 75 % input and/or resources required to successfully facili-
tate further development of the MIDWIZE Conceptual Framework in an
already existing health care structure.

Results
The tool

The tool was a useful resource in identifying units that fell under
“major inputs and resources required” with a cut-off point < 35 %,
“moderate inputs and resources required” with a cut-off point between
> 35 % and < 75 % and “minor inputs and resources required” with a
cut-off point > 75 % in order to implement the MIDWIZE Conceptual
Framework. The final tool identifying gaps and resources of the frame-
work included 58 parameters under the headings: leadership and
strategy (9), partnerships and resources (21), workforce within health
and education (19) and processes and services (16). The dimensions
added in-depth understanding of the efficiency of available resources.
The tool is presented with parameters and dimensions (availability and
efficiency) under the above headings (Table 2).

Table 2. The MIDWIZE Conceptual framework tool with Parameters
and dimensions (availability and efficiency) included under the head-
ings in the tool.

The scaled-up assessment

A ranking list of 11 units comprising clinical institutions using the
hub and spoke model and affiliated education institutions used as clin-
ical placement sites for students was found to be feasible for use in
implementing the MIDWIZE Conceptual Framework. With this in mind
(n = 18) units fell under the score of < 35 %. The most important pa-
rameters were the existence of national and local priorities in maternal
and child health care and the readiness of local managers to implement
the framework. The scaled-up assessment confirmed the usefulness of
the tool.

Discussion

The aim was to develop a tool to analyse what health care systems
need to adopt the MIDWIZE Conceptual Framework. The Delphi tech-
nique was used to develop the tool. The content validity of each
parameter was assessed by a panel and the tool as developed and tested
represented a first step towards providing a basis for evaluating the
possibility of implementing the framework. It could be adapted for a
trial and for evaluating what would be needed to implement the
framework. After the gaps and the resources have been identified an
analysis of the level of input needed to make it possible to take specific
actions can be considered in the implementation process. Quality im-
provements of an existing health care structure always require part-
nership and coordination. The WHO-UNICEF Lancet Commission
reminds the reader that each country needs particularly to set a goal and
to develop plans to restore the national situation to at least the level it
had reached before the COVID-19 pandemic. The pandemic had such
profound effects on national health care and on the population [14].
Ensuring adolescent health, pre-conception care, pre-, peri-, and post-
natal care, child health care and nutrition constitute goals to be met if
women and children are to face a future better in one or more ways than
their situation during the pandemic [1,14]. Countries might provide
these entitlements in different ways [11,18], and the MIDWIZE Con-
ceptual Framework should be seen as just one of a number of recom-
mended ways to improve the situation for women and children.

The tool was modified and adjusted in a participatory way [23].
Similarly, on-site stakeholders’ involvement was essential in reaching
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the goal. The most important parameter was readiness to apply the
framework. From the policy level, it became clear that a human resource
policy will be needed that ensure retention and continuity of dedicated,
experienced and skilled midwives in all units where the framework is
being implemented [11]. The MIDWIZE Conceptual Framework when
fully implemented will reduce the incidence of adverse outcomes in
pregnancy, birth and the first years of the child’s life. Full imple-
mentation will not be achieved until the framework is fully embedded in
sustainable societies providing the health workforce and the community
with a sustainable environment as outlined in Agenda 2030 [14]. Lack of
understanding, readiness and commitment are possible barriers for
successful implementation of the framework [24]. In an effort to reduce
these barriers, the Karolinska Institutet has provided on-line courses for
leaders at the policy, clinical and educational level [25]. Leaders at
policy and institution levels in Uganda, Ethiopia, Tanzania, Malawi,
Kenya, Burkina Faso, Ghana, Somalia, Somaliland and The Gambia
continued the process as ambassadors advocating for the MIDWIZE
Conceptual Framework. The Karolinska Institutet will provide an on-line
platform explaining and informing how to implement the framework in
existing health care structures. The parameters in the tool were informed
by the International childbirth initiative [11].

It has long been a tradition in the field of health care for women and
children to do health professionals responsible for their wellbeing [14].
That tradition must be modified focusing educational and health care
structures, not only by bridging "knowledge-do’ gaps in the health care
professionals but also to facilitate the women’s and children’s transfer to
the right level of care practices [24]. Ideas and misconceptions about
health care professionals and health care services in the communities
must be modified. The community level is therefore important for the
implementation of the MIDWIZE Conceptual Framework. Building trust
in the services of nurses, midwives and physicians working in interdis-
ciplinary teams is essential in the framework. The framework includes
sharing of tasks, and this requires trust among team members as a very
important or even most important component [7]. Finally, all women
need a midwife, but midwives need an enabling environment as evi-
denced by the paper published in the Lancet [26]. It is not just midwives
that reduce maternal and infant mortality, but the environment. In the
1960 s Dugald Baird [27], undertook an economic comparison of the
reproductive capabilities of Swedish and Scottish women from the 19th
to the 20th century. He showed that Scottish women were adversely
affected by the depression in the 1930 s that Sweden did not have. He
also showed that a woman’s reproductive capability was affected by the
socio-economic circumstances of her own perinatal period, supporting
the content of the recent Lancet publication on health-care systems need
rehabilitation [26].

Strengths and limitations

Credibility in the tool development was ensured by using a panel
consisting of members from a country that has been using the MIDWIZE
Conceptual Framework, and with many health care providers with long
personal experience. Moreover, utilizing the participatory approach by
adding voluntary panel members from Uganda and Ethiopia could be
seen as a strength. The tool may not be fully satisfactory for identifica-
tion of gaps and resources in all countries. This must be taken into
consideration when translating a framework from one health care
structure and context into another. Contextualization can be the first
step before using it in already existing health care structures. Those who
are to use the tool might require taking at least a one-day training in
order to learn how to use a consensus approach for scoring of each item
with sufficient detail.

This paper presents a report on tool development using the Delphi
method [16]. It is implicit that the ethical principles have been followed
and considered in this process [28], and consideration of ethical prin-
ciples in the procedure of assessing units can be part of the one-day
training. With these limitation in mind, the tool can be used in any
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country, region, or unit ready to identify gaps and resources of what
input is required to implement the MIDWIZE Conceptual Framework.
The Delphi study approach [16], a popular method aimed to create
validity of the tool developed enhanced local ownership in Uganda and
Ethiopia during the development of the tool.

Conclusion and clinical implication

If at some future time, a single country, might want to consider
implementation of the MIDWIZE Conceptual Framework for quality
improvement purpose, then our tool might aid in taking the first step to
determine what resources might be required and what changes might be
recommended as concerns policy at the clinical or educational institu-
tion level that are part of already existing health care structures. Having
national command over the process is imperative for considering cul-
tural adoption of the tool, learn what it will take to implement the
framework. It is expected that descriptions in this study can inspire
reflection on the importance of working in interdisciplinary teams for
tool development.
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