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A B S T R A C T

Background: Incorporating evidence-based approaches in maternity care throughout the entire trajectory from 
pregnancy through to the postnatal phase is integral to good public health. Yet, despite developing theories, 
frameworks, and models to guide midwives’ implementation efforts, implementing new evidence-based practices 
in midwifery practice settings remains challenging.
Methods: An exploratory study design was used to conduct an initial assessment of the appeal and suitability of an 
implementation ‘how to’ Toolkit for Australian change-leader midwives. We aimed to determine the effective
ness of the intervention by evaluating midwives’ experience of using the Toolkit, and report on the usability of 
the Toolkit in maternity care. We also sought to establish the degree to which the intervention could reach a 
broad cross-section of midwives, confirming the usability of the Toolkit across a range of public and private 
maternity services.
Results: Twenty-four midwives participated in our study. Participants provided practical Toolkit evaluation data, 
contextual information related to Toolkit content, their understanding of what implementation in a healthcare 
context is, and factors that hindered midwives’ implementation efforts in clinical settings. The importance of co- 
design research and involving end-users in product development were also highlighted as crucial factors un
derpinning the effectiveness of resources like ours, particularly those designed to support specialist disciplines 
and the implementation challenges experienced by health practitioners in clinical environments.
Conclusions: It is crucial to progress health care practitioners understanding of how to accelerate the imple
mentation and sustainment of new evidence-based practices in clinical settings, including strategies to support 
organisational readiness, local barriers or challenges, and partnerships between researchers and end-users. 
Evaluation of our midwifery-specific implementation Toolkit indicates health professionals require tailored 
materials and information specific to their disciplines and clinical work environments; ideally, packaged in a 
centalised, open-access format. Future research is required to evaluate the mid-to-longterm impact of our Toolkit 
on implementation initiatives in midwifery contexts, and to establish the adaptability of our Toolkit in other 
settings, and with other disciplines.

Introduction

High-quality maternity care plays a pivotal role in fostering good 
public health (RANZCOG 2017). Incorporating evidence-based 

approaches in maternity care throughout the entire trajectory from 
pregnancy through to the postnatal phase serves as a cornerstone for 
improving the quality of care, patient satisfaction, and return on in
vestment for healthcare systems (Connor et al., 2023). Yet, timely and 
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effective implementation of new evidence-based practices (EBP) in 
healthcare settings is often difficult (Dadich et al., 2021); reportedly, it 
takes an average of 15 years to move research evidence from bench to 
bedside (Shayan et al., 2019). Although healthcare practitioners have 
favourable attitudes towards EBP, in itself, this is not sufficient to effect 
the adoption of new clinical innovations (McNett et al., 2023). It is now 
well-known that introducing a healthcare innovation is more likely to be 
effective if Implementation Science (IS) is used to guide the initiative 
(Bauer and Kirchner, 2020).

Implementation Science is a discipline dedicated to scientifically 
examining methods to facilitate the adoption of research findings and 
evidence-based practices into every day routines (Bauer and Kirchner, 
2020) to improve the quality and effectiveness of health service de
livery. The conduct of implementation research, either on its own or 
alongside effectiveness studies, is increasingly popular (Theobald et al., 
2018). There is now an extensive array of implementation theories, 
models, frameworks and tools to guide the introduction of the latest 
evidence-informed treatments, practices and processes in healthcare 
(Lynch et al., 2017; Nilsen, 2020). Not surprisingly, many organisations 
concerned with health care delivery and research have incorporated 
these into ‘toolkits’ for practitioners and scientists, some of which 
include step-by-step process guides and educational materials (Hempel 
et al., 2019). However, while these offerings provide generic guidance to 
facilitate health implementation efforts (Melbourne Academic Centre 
for Health 2024), to the best of our knowledge, no tailored tools or 
educational resources exist to support midwives in implementing EBP.

Coined in the 1980s, the term ‘Toolkit’ describes the bundling of a 
combination of resources (e.g., templates, instruction sheets, videos, 
posters) presented in a variety of formats (e.g., web-based, hard copy, 
manuals) to inform a diverse audience (e.g., health practitioners, orga
nisations, consumers) (Barac et al., 2014). When considering factors 
crucial to implementing EBP in maternity care, De Leo and colleagues 
(2021) suggest a midwifery-specific implementation resource may be 
useful to support midwives to expedite the implementation of effective, 
timely EBP in that specific healthcare context. Arguably, without clear 
direction for health practitioners and appropriate resources to support 
implementation activities that are tailored for specific healthcare prac
tice settings, the research-to-practice gap will continue to burden health 
systems, compromising the quality and safety of global maternity care.

The aim of the study reported in this paper was to conduct an initial 
assessment of the appeal and suitability of an implementation ‘how to’ 
Toolkit for Australian change-leader midwives. This study was con
ducted to answer the research question: ‘What is the appeal and suitability 
of an implementation Toolkit for Australian change-leader midwives?’. Our 
objectives were to determine the effectiveness of the intervention by 
evaluating midwives’ experience using the Toolkit and reporting on its 
usability in maternity settings. We also sought to establish the degree to 
which the intervention could reach a broad cross-section of midwives, 
confirming its usability across a range of public and private maternity 
services.

The Toolkit was developed through a collaborative process, incor
porating the professional expertise of eight midwifery leaders and 17 
practising midwives who had led or overseen a practice-change 
improvement in their workplace. The expertise of two academic 
learning advisors was also sought to assist with the design and interface 
of the Toolkit. The content of the Toolkit features a stepped approach to 
implementation, outlining four core concepts: ‘Planning and preparing 
for practice change’, ‘Implementing EBP’, ‘Sustaining and scaling up 
EBP’, and ‘Evaluating outcomes’. Within each module, relevant read
ings, interactive exercises, and downloadable resources are accessible to 
develop midwives’ knowledge of implementation science (IS) and how 
IS can be applied to address clinical gaps between evidence and practice.

Methods

Study design

The study was designed to be participatory in nature, employing the 
‘enablers’ described by Walsh et al. (Walsh et al., 2017) to enhance 
effective implementation of evidence-based care. This involved a 
commitment to a shared purpose, openness and sharing of ideas, and 
relationship building. Our approach was guided by mixed-methods, 
drawing on the four broad phases of Participatory Action Research 
(Lewin, 1946), to plan, act, observe, and reflect throughout the research 
process.

Setting and sample

The study was set in Australia. Our sample comprised midwives 
working in Australian maternity services who were tasked with leading 
a practice or process innovation in their workplace.

Participant recruitment

Participants were recruited between August 2022 and June 2023. 
The initial recruitment strategy involved requesting midwifery man
agers to share the participation invitation with midwives under their 
supervision whom they recognised as change leaders. Our second 
approach to recruitment was to enlist the Australian College of Mid
wives (ACM) to send an email invitation to participate to its members on 
our behalf and to run an advertisement for the study in one edition of the 
member magazine.

Evaluation strategy

Phase 1: planning

Engaging the australian college of midwives (ACM). Our initial focus was 
to obtain support for the study through the ACM. The Principal 
Midwifery Officer endorsed the Toolkit’s evaluation in 2021, offering to 
host the Toolkit on the ACMs eLearning website. The Toolkit was made 
freely available to all midwife members and included 4 continuing 
professional development points upon completion.

Phase 2: action

Accessing the Toolkit and completing the pre-start survey. Consenting 
midwives received instructions on how to access the online Toolkit, 
including a direct link to the intervention. Participants were invited to 
complete a pre-start survey once access was obtained. The survey con
sisted of 10 questions. The quantitative questions collected information 
on participants’ demographics, employment status, and self-rated con
fidence to lead a practice change initiative. The qualitative questions 
asked participants to describe the practice change they were undertak
ing, whether they anticipated any barriers to implementation, their 
understanding of the term ‘Implementation Science’, to identify the key 
attributes of midwives leading practice-change projects, and what they 
hoped to gain from using the Toolkit.

Phase 3: observation

Monitoring engagement. Ongoing monitoring of participants’ use of the 
Toolkit was conducted using simple program metrics to record the 
length of time participants accessed the Toolkit, and how often partic
ipants contacted support services to troubleshoot technical issues 
relating to the Toolkit.
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Phase 4: evaluation

Evaluation survey and collation of data. After working through the 
modules and activities embedded in the Toolkit, an evaluation of the 
Toolkit was undertaken through an evaluation survey that was hyper
linked to the last module of the Toolkit. Primarily, the evaluation survey 
was used to collect quantitative and qualitative information about the 
effectiveness and usability of the Toolkit to support midwives’ imple
mentation initiatives in maternity settings.

Data collection

Data was collected using a mixed methods approach. Participants 
completed a pre-start survey hosted in Qualtrics™, which consisted of 
qualitative and quantitative questions that were collated into data set 1. 
An evaluation survey was hosted in Qualtrics™ guided by the same 
questions used in the pre-start survey. The data collected from this 
survey was collated into data set 2. A third data set was generated from 
the software used to host the Toolkit (Articulate Rise 360), which 
collated information on the use of the Toolkit, participation rates, and 
the location of participants accessing the Toolkit (according to region 
only).

Data analysis

A combination of simple quantitative metrics and content analysis 
was employed during data analysis. Quantitative data was analysed 
using frequency counts and cross-tabulations where appropriate. Qual
itative data was analysed using content analysis. Two researchers 
reviewed participants’ responses and assigned codes, which were then 
aggregated to form descriptive categories. Any discrepancies between 
the reviewers were discussed to reach an agreement. Where possible, 
illustrations were used to contextualise the patterns and themes that 
emerged from the data.

Results

Twenty-four midwives (eight from recruitment strategy one, and 16 
from recruitment strategy 2) consented to participate in the study. 
Twenty of these participants completed the pre-start survey and 14 
provided evaluation data. Participants represented six states of Australia 
(New South Wales, Victoria, Queensland, Tasmania, Western Australia, 
and South Australia) and one territory (Australian Capital Territory). 
Our results are presented in sequential order, commencing with the 
results of the pre-start survey.

Pre-start survey results

Participant demographics
Twenty-four midwives commenced the pre-start survey, although 

only twenty midwives completed and submitted sufficient data for 
analysis (n = 20). The majority of participants were aged 45–54 years (n 
= 8, 40%) and were employed full time (n = 8, 40%). Just over half of all 
participants (n = 11, 55%) considered they were ‘somewhat confident’ 
to lead a practice-change project in their workplace prior to using the 
Toolkit, with one in five (n = 4, 20%) considering they were ‘really 
confident’. There was no discernible pattern or difference in the level of 
confidence of pre-start participants by age group (Table 1).

Identified areas for practice-change improvement in the clinical setting
Nineteen of the 20 participants identified one or more areas where 

practice change was indicated (i.e., care of women experiencing a 
breech birth, induction of labour, biomechanics of labour, EBP in the 
golden hours). The majority of participants nominated clinical practice 
change topics (n = 11, 55%) as opposed to process change topics (n = 4, 

20%). Intra-partum practices were most frequently reported, with only 
one topic identifying the need for the specific care of women in rural 
areas.

Previously experienced barriers and challenges to initiating practice change
Except for one participant, all midwives provided one or more ex

amples of challenges and barriers they had previously experienced when 
initiating practice change (See table 2). The most commonly cited bar
riers related to midwives not having enough ‘time to incorporate clinical 
changes into their practice’, staffing levels (n = 7), the experience of 
resistance due to ‘old school practices’ or opposition to change (n = 8), 
and the absence of ‘support or the promise of help that was never forth
coming’ (n = 5). Lack of funding was the least frequently cited barrier (n 
= 2 participants).

Participants understanding of the term ‘implementation’
Encouragingly, the majority of participants (n = 13, 65%) expressed 

a reasonably informed understanding of the term ‘implementation sci
ence (IS)’. However, while most participants clearly understood what 
‘implementation science (IS)’ means in relation to health care, others 
confused the term with ‘translation’. For example, one participant wrote 
‘It’s like transforming what you read in a journal to what you practice’. 
Additionally, seven (35%) participants did not provide a description or 
an interpretation of the term, but rather referenced how much knowl
edge they had of the term: one having good knowledge following the 
completion of a PhD and teaching research, and six (n = 6) having little 
or no knowledge’.

Anticipated challenges to implementing practice-change
All participants provided one or more examples of the anticipated 

challenges to implementing a practice change (Table 3). These chal
lenges related to ‘changing peoples’ attitudes’, ‘overcoming budget con
straints’ and ‘getting buy-in from overworked frontline midwives’ (n = 16). 
The impact of workplace culture and competing priorities also featured 
as other anticipated challenges (n = 4).

Managing anticipated challenges
When asked to identify ways to manage anticipated challenges to 

implementing a practice change, participant reponses were varied. 
While most participants described strategies relating to collaboration 
and communication:‘You need multi-disciplinary collaboration … stake
holder engagement … and good communication skills’ (n = 10), others 

Table 1 
Descriptive information for the pre-start survey participants (n = 20).

Characteristic Values N %

Age group 25–34 years old 4 20.0
35–44 years old 3 15.0
45–54 years old 8 40.0
55–64 years old 5 25.0

Employment status Full time 11 55.0
Part-time 8 40.0
Other 1 5.0

Confidence rating Not at all confident 5 25.0
Somewhat confident 11 55.0
Really confident 4 20.0

Table 2 
Barriers and challenges to initiating practice-change.

Concept Illustration

Staff, staffing, and 
workload

‘Staff burnout, they can’t face another change’
‘Midwives do not have the time to incorporate clinical 
changes into their practice’

Resistance to change and 
from staff

‘I’ve been involved in a couple of small changes and one 
of the main barriers was simply resistance to change’

Funding ‘Limited access to funding’
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highlighted the importance of education, skill development, and 
commitment (n = 7). Four participants also described strategies relating 
to planning, costing, and securing funding. For example, ‘having a good 
plan and obtaining funding’ was considered crucial by one participant 
who had previously led a practice-change initiative.

Anticipated learning or gains from using the Toolkit
Participants’ anticipated learning or gains from using the Toolkit are 

presented in Table 4. Nine (45%) participants expressed expectations 
related to the practical implementation of evidence-based initiatives to 
effect positive practice change. For example, participants wanted to 
learn ‘How to be a confident advocate for change’ and ‘how to implement 
change effectively’. In contrast, six (30%) participants expected the 
Toolkit would provide the theory, knowledge and skills required to 
implement a practice-change initiative. Three other participants antic
ipated the Toolkit would provide a more strategic approach to imple
menting practice change. For example, one participant wanted to ‘learn 
strategies to develop a workplace that truly supports best practice’, while two 
others expected the Toolkit would provide them with ‘tools’ to imple
ment and effect a sustainable practice-change.

Evaluation survey results

Fourteen midwives who trialled the Toolkit submitted an evaluation 
survey. Demographic details were not collected for these participants. 
Thus, participants’ responses cannot be linked with the pre-start survey 
demographics or responses due to the absence of a common pre-post 
Toolkit identifier.

Time taken to work through the Toolkit
The time spent working through the Toolkit learning activities was 

completed by 13 participants, with times varying from less than one 
hour to eight hours. Overall, three participants (23%) took less than 2 h, 
nine participants (69%) took 2–4 h, and one participant took eight hours 
(8%).

The most useful features of the toolkit
The most frequently described useful features of the Toolkit reported 

was the availability of centralised resources, followed by the format and 
structure of the learning materials. One participant also highlighted the 
ease of navigating through the modules and resources: ‘It was easy to 
navigate … step-by-step guides were great’.

The usefulness of the Toolkit
Three midwives who submitted an evaluation survey did not rate the 

toolkit’s usefulness. Overall, the remaining respondents were positive in 
their ratings, with n = 7 (63.6%) providing a rating of 9 or higher.

Recommended modifications or improvements to the Toolkit
Five (35%) participants did not provide suggestions for modifica

tions or improvements to the Toolkit, nor did they indicate a need for 
additional information on how to lead a practice-change initiative. The 
remaining participants’ feedback focused on two main areas: ‘Adding 
short videos explain key concepts’ and ‘reading midwives’ stories about 
practice change … what they found most challenging and how they overcome 
barriers to change’. The recommendations made by participants are 
presented in Table 5.

Confidence to lead a practice-change initiative
Of the 13 participants who completed this question, they indicated 

they were ‘somewhat’ (n = 9, 69.2%) to ‘really’ (n = 4, 30.8%) confident 
in leading a practice change initiative after having access to the Toolkit. 
However, we were unable to establish if these ratings represent a change 
associated with the completion of the Toolkit, as it was not possible to 
link participants’ pre-start ratings with the evaluation ratings.

Perceived key attributes needed to lead an evidence-based initiative
Having trialled the Toolkit, eleven (78.5%) participants reported one 

or more attributes required of midwives to lead a practice change 
initiative. The most frequently reported attributes described the need for 
midwife change-leaders to be ‘resolute’. This term reflected qualities 
such as ‘persistence, resilience, focus, having grit, courage, and deter
mination’, which was reported by n = 5 (35.7%) midwives. The second 
most frequently reported attribute was ‘passion’. Four (28.6%) mid
wives expressed passion for the profession and passion and enthusiasm 

Table 3 
Participants’ anticipated challenges to implementing practice-change.

Theme Illustration

Preparing others for 
change

‘People don’t like change’
‘Staff [people] already feel like they have too much on 
their plate’, introducing something new is just too hard’

Facilitating engagement 
and support

‘Achieving support at all levels’
‘I think the most challenging part is to engage the 
managers to support the project’

Challenging workplace 
culture

‘The negative culture around EBP and those with 
authority to approve new practices’
‘[EBP] can be at odds with the cultural practices of the 
workplace’
‘Competing priorities’

Table 4 
Participants’ anticipated learning or gains from using the Toolkit.

Concept Illustration

‘How to’ ‘How to be a confident advocate for change’
‘How to implement evidence-based practice in day-to- 
day…’

Strategies ‘Learn strategies to develop a workplace that truly 
supports best practices’

Tools ‘Tools to effect sustainable change’
‘Tools to implement change’

Theory, knowledge, and 
skills

‘Understanding of theory and practice of 
implementation’
‘Gain skills in implementing clinical change at work’

Table 5 
Recommended modifications or improvements to the Toolkit.

Category Illustration

Practical Toolkit resources ‘Adding short videos explaining the concepts 
would be beneficial’ 
‘Perhaps a flow chart with links to the tools’ 
‘Having a summary of the Toolkit to download 
would be more user friendly’

Learning resources: Case studies, 
stories, and exemplars

‘It would be interesting to read midwives’ 
practice-change stories…..what they found most 
useful, challenging, and success stories for 
motivation and inspiration’ 
‘Case studies of ‘how to’ to apply IS to midwifery 
problems’ 
‘Example of an evidence-based change to guide 
each step of the Toolkit’ 
‘Changes other than clinical practice’ 
‘Links to examples of successful and not-so- 
successful practice change’

Engaging key stakeholders and 
support personnel

‘Engaging with stakeholders and getting buy-in 
from the start’ 
‘[How to] identify the right members of 
executive teams’

Clarifying key concepts and 
applications

‘How to decipher what is ‘Gold Standard’ 
research’ 
‘How you can use resources from practice change 
implemented elsewhere’ 
‘More clarification on the process of defining the 
project scope’ 
‘Determining what changes are worth pursuing, 
i.e., is any change too big or too small…when are 
these principles relevant to apply?’
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for change as being a key attribute to leading a practice-change initia
tive. Being ‘communicative’ (e.g., having good communication skills) and 
being ‘collegial/collaborative’ (e.g., engaging support from others; 
working collaboratively with others) were each cited by three (21.4%) 
midwives.

Discussion

This study is limited by the fact that it was conducted with only 
Australian midwives, and therefore, our findings may not resonate with 
midwives internationally or with other health professions. We also 
acknowledge the low response rate in the evaluation survey compared 
with the pre-start survey. Nonetheless, our aim, which was to conduct an 
initial exploration of the value to midwives of a Toolkit designed to 
guide their implementation of evidence-based innovations, was ach
ieved. In addition to providing Toolkit evaluation data, participants also 
gave valuable contextual information related to Toolkit content, their 
understanding of what implementation in a healthcare context is, and 
the factors that hindered their historical (pre-Toolkit access) healthcare 
innovation efforts that helped affirm the value of including content on 
these topics in the Toolkit. The significance of co-design research and 
the engagement of end-users in product development was emphasised as 
essential elements supporting the efficacy of implementation resources, 
especially those tailored to address the specific needs of specialised 
fields and the implementation challenges encountered by health care 
practitioners in clinical settings.

The Toolkit we report on in this paper supports midwives to lead the 
implementation of EBP innovations, and the discussion that follows 
positions our study findings against relevant previous research. First, 
though, we wish to acknowledge that the use of our Toolkit is dependent 
on midwives being in a practice environment that permits and supports 
them to drive new initiatives in the first place and we recognise that this 
is not the case for all. Systemic barriers to midwives’ power and lead
ership exist in many maternity care contexts, particularly where ma
ternity care is medicalised, and this in itself is, arguably, the first 
hindrance to evidence implementation (Najmabadi et al., 2020; Prosen, 
2022; Ferguson et al., 2022).Our participants’ understanding of the term 
‘implementation science’ in relation to health care practice change 
before accessing our Toolkit was varied: some participants clearly un
derstood what ’evidence implementation’ means in relation to health 
care, however, others confused it with knowledge transference or 
knowledge translation. It is not surprising that not all participants had a 
clear understanding about what implementation is in this context: many 
different terms are used in relation to health care improvement, and they 
are used interchangeably in the literature (Thomas and Bussieres, 2021; 
Wensing and Grol, 2019). Having a clear understanding of the difference 
is, however, crucial for health care innovators and change leaders, 
because the processes associated with each are very different (Munn 
et al., 2020). Daraz and Morshed (Daraz and Morshed, 2023) have also 
recognised that lay stakeholders such as ‘patient representatives’ (p. 1) 
experience confusion about both concepts and have proposed that ex
planations of knowledge transfer and implementation are ‘streamlined’ 
for them; it is clear from our data that this approach, which we take in 
our Toolkit, would also be beneficial for health practitioners.

All except one participant who completed our pre-start survey re
ported experiences of having encountered a range of challenges or 
barriers when trying to implement innovations in their workplace. Like 
midwives in previous studies by members of our team and others (Bayes 
et al., 2019; McLellan et al., 2019; Sangy et al., 2023; Zettergren et al., 
2024), our participants cited staff, staffing levels and workloads, resis
tance to change from colleagues and management, the absence or lack of 
support and follow-through for a practice change initiative, and lack of 
funding to hinder their implementation efforts. These data confirm that 
the information and instructional content in our Toolkit about the need 
to assess what Harrison et al. (Harrison et al., 2022) calls ‘change 
readiness’ is strongly warranted, and about the use of specific context 

assessment tools for specific practice contexts, for example, Davis and 
team’s ‘Midwifery Tool for Change’ for midwifery practice settings 
(Davis et al., 2023), is warranted.

Prior to accessing our Toolkit, and although most had tried to make 
changes in their workplace previously, one quarter of our participants 
said that they were not at all confident to lead a practice or process 
change initiative in their workplace, just over half felt somewhat 
confident, and only one fifth were really confident. After accessing the 
Toolkit, however, no participant said they were ‘not at all confident’ 
(compared to four pre-start), and nine felt ‘somewhat confident’ 
(compared to 11 pre-start), indicating a positive shift in at least some of 
our participants. A degree of confidence is a crucial factor to consider 
with regard to change leadership, because as Bandura et al. (Bandura 
et al., 1999) identified that a person’s belief in their capability to do 
something directly informs their motivation to do it, with low confi
dence negatively impacting that motivation.

The significant time distance between the production of evidence for 
health care and its use in care was first identified almost two decades ago 
(Cooksey, 2006), and it continues to be the case that the implementation 
of evidence into health care practice is unreasonably protracted. In the 
interim, significant efforts have been invested in addressing this situa
tion, however despite this, Braithwaite and team recently reported that 
only 60% of care reflects best evidence, and that of the remaining 40%, 
three quarters (30%) is wasteful or inappropriate, and one quarter 
(10%) is harmful (Braithwaite et al., 2020). Intentional, proactive and 
stakeholder-engaged strategies are key to improving the efficient and 
sustained adoption of EBP into healthcare (Rangachari, 2018), and our 
evaluation data suggests that the inclusion of guidance related to 
strategising innovation in this way in our Toolkit was valuable to 
participants.

The value of co-design research, spanning from product development 
to its evaluation, was also highlighted in our findings. Three-quarters of 
participants (9/14) offered practical insights and recommendations to 
improve the scope and content of the Toolkit. This feedback not only 
informed adjustments to the Toolkit but possibly fostered a sense of 
ownership among our midwife participants. While this concept was not 
directly evaluated in our study, the potentiality of end-user engagement 
in product design, implementation and evaluation is well-known. The 
application of ‘ownership’ in research is explored by Singh, Sah (Singh 
et al., 2023), who indicate that in order to design and implement 
effective health innovations, ‘collaboration…joint-ownership and pow
er-sharing’ between researchers and end users are key principals in 
co-design research (p. 6). Similarly, our previous work and the work of 
others indicate strong partnerships and early involvement of health care 
practitioners in the development of health interventions are critical for 
achieving successful implementation (De Leo and Bloxsome, 2021; 
Ramage et al., 2022).

Finally, the Toolkit we sought to evaluate in this study was designed 
specifically for midwives seeking to implement EBP or process innova
tion in midwifery practice settings. Three-quarters of those who 
completed the evaluation survey (9/14) provided suggestions for 
improving the Toolkit, and these reflect the features of other models and 
approaches designed for health care practitioners in general, or for those 
in allied health, nursing, medicine, management, and cancer control 
that have engendered improved knowledge, skills, or confidence in 
those who have used them (King et al., 2024).

Conclusions

It is crucial to progress health care practitioners understanding of 
how to accelerate the implementation and sustainment of new evidence- 
based practices in clinical settings, including strategies to support 
organisational readiness, local barriers or challenges, and partnerships 
between researchers and end-users. Although a range of generic pro
grams and resources exist to support health care practitioners’ imple
mentation efforts, their suitability in specialist fields such as midwifery 
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remains unclear. Evaluation of our midwifery-specific implementation 
Toolkit indicates health professionals require tailored materials and 
information specific to their disciplines and clinical work environments, 
ideally packaged in a centalised, open-access format. Future research is 
required to evaluate the mid-to-longterm impact of our Toolkit on 
implementation initiatives in midwifery contexts and to establish the 
adaptability of our Toolkit in other settings and with other disciplines.
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