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Abstract
Background: Postpartum haemorrhage (PPH) remains a leading cause of maternal mortality globally and in Ghana. Active Management of the Third Stage of Labour (AMTSL) is a proven intervention for preventing PPH, yet its consistent implementation in clinical practice remains a challenge, particularly in resource-limited settings. The study aimed to explore midwives’ experiences and practices of AMTSL at Northern Regional Hospital, Tamale.
Methods: An exploratory descriptive qualitative design was adopted. Fourteen registered midwives working in the labour ward, maternity ward, and antenatal clinic were purposively selected. Data were collected through in-depth interviews, transcribed verbatim, and thematically analyzed using Braun and Clarke’s framework. Reflexivity and Lincoln and Guba’s trustworthiness criteria ensured methodological rigour.
Results: Midwives demonstrated strong knowledge of AMTSL and consistently administered oxytocin within one minute after birth, reflecting adherence to the most critical step. However, uterine massage and controlled cord traction were applied inconsistently, mainly due to staff shortages, heavy workload, concerns about oxytocin potency during power outages, and limited refresher training. Despite these challenges, midwives expressed a strong commitment to maternal safety and proposed practical solutions, including regular refresher training, improved staffing, reliable logistics, and supportive supervision.
Conclusion: Midwives expressed strong commitment to maternal safety and proposed practical solutions including regular refresher training, improved staffing, reliable logistics, supportive supervision, and targeted educational programs addressing knowledge gaps.
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Introduction 
Postpartum haemorrhage (PPH) remains the leading direct cause of maternal mortality worldwide, affecting an estimated 14 million women annually and causing about 70,000 deaths each year(1). Despite significant global progress in reducing maternal mortality, disparities persist, with Sub-Saharan Africa accounting for nearly 70 percent of maternal deaths and recording a maternal mortality ratio (MMR) of 531 per 100,000 live births(1). In West Africa, haemorrhage continues to be a major cause of maternal mortality, contributing substantially to the region’s high MMR (2).
In Ghana, maternal mortality has declined from 760 per 100,000 live births in 1990 to 319 per 100,000 in 2015 and further to 234 per 100,000 in 2023 (3–5). However, this progress is insufficient to meet the Sustainable Development Goal target of fewer than 70 maternal deaths per 100,000 live births by 2030. Haemorrhage alone accounts for approximately 21 to 27 percent of maternal deaths in the country, underscoring its persistent contribution to maternal mortality (6–9).
Active Management of the Third Stage of Labour (AMTSL) is a well-established evidence-based intervention for preventing PPH. It involves the administration of a uterotonic within one minute after birth, controlled cord traction, and monitoring of uterine tone after placental delivery(10). Among these, the administration of a uterotonic, particularly oxytocin 10 IU intramuscularly or intravenously, is considered the most effective component (11). Despite widespread availability of uterotonics in Ghana, adherence to the complete AMTSL protocol remains low. A national assessment reported that while nearly all facility-based deliveries involved a uterotonic, fewer than 5 percent of cases met the International Confederation of Midwives/FIGO standard definition of AMTSL, highlighting a significant gap between policy and practice (12).
Qualitative studies have highlighted some of the challenges midwives face in implementing AMTSL. For example, research conducted in Accra found that although midwives expressed positive attitudes toward AMTSL, consistent implementation was undermined by heavy workloads, partial omission of steps such as uterine massage, and difficulties maintaining the cold chain for oxytocin(13). In northern Ghana, where health services are generally more constrained, these challenges may be more severe. The region records lower levels of institutional delivery and skilled birth attendance compared to national averages, reflecting systemic inequalities in access to quality maternal health services (14,15).
Although AMTSL is mandated by Ghana’s national Safe Motherhood protocols and aligned with international recommendations, there is limited evidence on how midwives in northern Ghana interpret and apply these guidelines in daily practice. Most existing research has been concentrated in urban or tertiary hospital settings, leaving a gap in understanding of how AMTSL is enacted in resource-limited regional facilities. This gap is particularly concerning in the Northern Region, where maternal outcomes continue to lag behind national trends.
The problem this study addresses is that while AMTSL is widely recognized as an essential intervention to prevent PPH, its implementation remains inconsistent, and the contextual barriers in northern Ghana are not well documented. Exploring the experiences and practices of midwives at Northern Regional Hospital in Tamale will provide valuable insights into the enablers and constraints affecting AMTSL adherence. Findings from this study are expected to contribute to improved maternal health strategies and help reduce preventable maternal mortality associated with PPH in Ghana.




Methods
Study setting
This study was conducted at Northern Regional Hospital (NRH) in Tamale, the capital of Ghana’s Northern Region. NRH is a secondary-level referral hospital under the Ghana Health Service, serving as a referral centre for surrounding district hospitals and health centres. The hospital provides comprehensive maternal health services, including antenatal care (ANC), intrapartum care, postnatal care, and emergency obstetric services. The Northern Region has historically recorded lower institutional delivery rates and higher maternal health risks compared to the southern parts of Ghana, reflecting systemic inequalities in healthcare access and outcomes (14,15). Given its strategic position as the region’s main referral hospital and its high volume of deliveries, NRH provides an ideal context for exploring midwives’ experiences and practices regarding Active Management of the Third Stage of Labour (AMTSL).
Study design 
An exploratory descriptive qualitative design was employed. This design was appropriate because the study sought to generate an in-depth understanding of how midwives perceive, interpret, and implement AMTSL in their daily practice. Quantitative approaches would not have captured the complexity of lived experiences or contextual factors that influence practice. A qualitative approach is particularly justified in maternal health research in Ghana, where provider attitudes and systemic constraints strongly affect the implementation of clinical guidelines(13,16).
Study population
The study population comprised registered midwives working in the labour ward, maternity ward, and antenatal clinic of NRH. 
Inclusion and exclusion criteria
These three units were selected because midwives working across them are directly involved in maternal care and are responsible for implementing AMTSL. 
Inclusion criteria
· Registered midwife stationed in the labour ward, maternity ward, or antenatal clinic at NRH
· At least six months of professional practice at NRH
· Willingness to participate and provide informed consent
Exclusion criteria
· Student midwives or interns on clinical placement
· Midwives on annual or maternity leave during the study period
· Midwives with less than six months’ experience at NRH
Sample size
The study engaged 14 midwives, a sample size determined a priori to balance feasibility and depth. Previous literature suggests that between 12 and 20 participants are sufficient to generate thematic saturation in qualitative studies(17). Fourteen participants were judged adequate to capture diverse perspectives across the labour ward, maternity ward, and ANC unit, while still allowing for detailed and manageable analysis.

Sampling techniques
Participants were selected using purposive sampling, a strategy that deliberately recruits individuals with direct experience relevant to the research questions (18). Within the hospital, midwives with varying years of experience, ranks, and unit postings were included to ensure diversity of perspectives. Recruitment was facilitated in consultation with the heads of the maternity, labour, and ANC units, who helped identify eligible participants, but participation was voluntary and based on informed consent.
Data collection tools
The data collection tool was an in-depth interview (IDI) guide. The decision to use IDIs was based on the exploratory aim of the study and the need to elicit detailed, context-rich accounts of midwives’ experiences. The interview guide was developed after reviewing relevant literature on AMTSL practices and challenges in Ghana and other low- and middle-income countries(13). It included open-ended questions designed to explore knowledge, practices, challenges, and perceptions about AMTSL, with follow-up probes to elicit further detail. The tool was pre-tested with two midwives at a different facility in Tamale to ensure clarity and contextual relevance, after which minor revisions were made.
Data collection procedures
The data collection process began with obtaining ethical clearance and hospital approval. Participants were approached individually during their shifts, provided with study information, and asked for written informed consent. Interviews were conducted in English, the professional language of practice, in a private office within the hospital to maintain confidentiality. Each session lasted between 30 and 45 minutes. With participants’ permission, interviews were audio-recorded and complemented with field notes documenting non-verbal cues and contextual observations. Interviews were conducted until the final sample of 14 was completed. Data collection was iterative, allowing the researcher to refine probes in response to emerging insights.
Reflexivity
Reflexivity was maintained throughout the study. As a researcher with professional training in nursing and maternal health, I recognized that my background could both enrich and bias the inquiry. My insider status as a health professional enabled rapport with participants but also risked influencing interpretation. To minimize bias, I maintained a reflexive journal in which I documented preconceptions, emotional responses, and methodological decisions. By making these reflections explicit, I remained conscious of how my position shaped interactions with participants and interpretation of the data.
Data analysis 
The data analysis followed the six-phase thematic analysis framework by Braun and Clarke (19). First, I immersed myself in the data by transcribing all interviews verbatim, repeatedly reading transcripts, and reviewing field notes. This was followed by initial coding, where segments of text were systematically labeled to capture key ideas. Coding was inductive, allowing categories to emerge from the data rather than imposing a priori. NVivo software facilitated the organization of codes and retrieval of text segments. Next, I engaged in searching for themes by clustering similar codes into preliminary themes that captured broader patterns. These themes were then reviewed and refined by cross-checking them against the coded extracts and entire dataset to ensure coherence and distinctiveness. During this process, some codes were merged, others split into sub-themes, and a few discarded for lack of sufficient evidence. Once the final themes were determined, they were defined and named, with clear descriptions that reflected both explicit content and underlying meanings. Finally, the results were written up into a coherent narrative, supported by illustrative quotations to give voice to the participants.

Methodological rigour
To ensure methodological rigour, the study applied Lincoln and Guba’s(20) four trustworthiness criteria. Credibility was enhanced through prolonged engagement with participants, triangulation across midwives from different units, peer debriefing with a qualitative research colleague, and member checking, where participants confirmed the accuracy of selected transcripts and interpretations. Transferability was ensured by providing thick descriptions of the study context, participants, and procedures, enabling readers to judge applicability to other settings. Dependability was addressed through maintaining an audit trail, documenting methodological choices, coding processes, and analytic decisions. A second researcher independently reviewed a subset of transcripts and coding to confirm consistency. Confirmability was strengthened through reflexive journaling, acknowledgment of potential biases, and grounding interpretations in direct quotations from participants, thereby ensuring that findings reflected participants’ voices rather than researcher assumptions.
Ethical considerations 
Approval was granted by the management of Northern Regional Hospital. Participation was voluntary, and all participants provided written informed consent after receiving clear explanations of the study’s purpose, procedures, risks, and benefits. Confidentiality was safeguarded by assigning pseudonyms to participants, anonymizing transcripts, and storing data securely on password-protected devices accessible only to the researcher. Participants were informed of their right to decline participation or withdraw at any point without penalty. Care was taken to create a supportive environment during interviews, recognizing that discussing challenges in practice could elicit discomfort, and participants were assured that their responses would not affect their employment or professional standing.
Results
Participant Characteristics
Of the 14 participants, six were stationed in the labour ward, five in the maternity ward, and three in the antenatal clinic. Years of experience ranged from one to 15 years, with most participants having between three and seven years of practice. Twelve were female and two were male midwives, reflecting the gender distribution within the profession. All participants were actively engaged in intrapartum or postpartum care. The diversity of units and experience levels ensured a broad representation of perspectives.
Themes and sub-themes
Table 1 presents the four overarching themes and corresponding subthemes that emerged from the analysis of midwives’ experiences and practices of Active Management of the Third Stage of Labour at Northern Regional Hospital.
Table 1: Themes and Subthemes from the Study
	Theme
	Subthemes

	1. Knowledge and Understanding of AMTSL
	1.1 Clear awareness of AMTSL protocols 

	
	1.2 Variation in emphasis on components

	2. Practices of AMTSL in the Clinical Setting
	2.1 Adherence to uterotonic use 

	
	2.2 Contextual modification of practices

	3. Barriers and Challenges to Practicing AMTSL
	3.1 Staff shortages and workloads 

	
	3.2 Supply chain and storage challenge

	
	3.3 Gaps in refresher training and supervision

	4. Recommendations for Improving AMTSL Practice
	4.1 Continuous training and updates

	
	 4.2 Strengthening logistics and staffing

	
	 4.3 Supportive supervision


Knowledge and Understanding of AMTSL
Midwives demonstrated strong knowledge of AMTSL as a three-step process, with a particular emphasis on the administration of oxytocin. Oxytocin was consistently described as the most critical intervention to prevent postpartum haemorrhage, and participants regarded it as non-negotiable. However, there was variation in how other components, such as controlled cord traction and uterine massage, were perceived and practiced.
Clear awareness of AMTSL protocols
Midwives frequently emphasized oxytocin as the central step in AMTSL. One participant explained:
“We are taught that within one minute after the baby is delivered, you must give oxytocin. That is the standard we follow, and we do not compromise on it because it is what prevents the woman from bleeding too much.” (Midwife 3, Labour Ward, 7 years of experience)
This sense of urgency was echoed by another midwife, who described oxytocin as a safeguard against the risks of the third stage of labour:
“For us as midwives, the third stage is the most dangerous stage. If you delay oxytocin, you can lose the woman in minutes. So AMTSL is like our shield. Even if you forget other things, you cannot forget this one.” (Midwife 7, ANC, 5 years of experience)
Variation in emphasis on components
Beyond oxytocin, participants described differences in how they prioritized other components. One midwife indicated that controlled cord traction and uterine massage were often situational:
“We are supposed to do cord traction, but to be honest, sometimes it depends. If the placenta is separating well, you don’t always force. And the uterine massage, yes, we do it, but how many times can you continue when you have two other women in second stage?” (Midwife 11, Maternity Ward, 9 years of experience)
Another midwife reflected that because oxytocin was so effective, the other steps were sometimes seen as less critical:
“I know all three steps are important, but from my practice what I see is that if you give oxytocin well, most of the time the woman does not bleed much. So some of us concentrate more on that.” (Midwife 5, Labour Ward, 3 years of experience)
Practices of AMTSL in the Clinical Setting
In practice, midwives described oxytocin administration as routine and immediate, embedded into their daily work. While this part of the protocol was consistently followed, other aspects such as cord traction and uterine massage were sometimes adjusted due to workload or competing demands.
Adherence to uterotonic use
Oxytocin was universally described as a standard part of care. One participant emphasized:
“No woman delivers here without oxytocin. Even if you are tired, you cannot miss that part. The first thing after the baby is out is to take the oxytocin and inject, because that is our safeguard.” (Midwife 1, Labour Ward, 4 years of experience)
Another participant confirmed this institutional consistency, noting that it was an ingrained routine across all shifts:
“I can say confidently that oxytocin is never skipped in this hospital. Whether day or night, even if there is no doctor around, we the midwives make sure it is given. It is the first thing drilled into us.” (Midwife 6, ANC, 8 years of experience)
Contextual modification of practices
Although oxytocin was never missed, midwives explained that other steps were often shortened or modified depending on the situation. One midwife explained:
“Ideally we do controlled cord traction and continuous uterine massage, but sometimes when there are many clients you just focus on what is most urgent. Oxytocin is non-negotiable, but massage can be shortened when you are called to another room.” (Midwife 10, Maternity Ward, 6 years of experience)
A less experienced midwife shared a similar account, highlighting how workload shaped practice decisions:
“In the books, you should follow every step, but on the ground it is different. For example, if you are attending two women alone and both are about to deliver, you do the basics fast. You give oxytocin and monitor bleeding. That is how we cope.” (Midwife 14, Labour Ward, 2 years of experience)
Barriers and Challenges to Practicing AMTSL
Although midwives valued AMTSL, they encountered systemic and contextual barriers that limited full adherence. Staff shortages, heavy workload, concerns about oxytocin potency, and gaps in training and supervision were consistently reported.
Staff shortages and workload
Participants described how high patient loads often made it difficult to follow all steps of AMTSL. One midwife reflected:
“At night you can be only two midwives on duty with over 20 mothers on the ward. It’s practically impossible to do every single thing for every woman. You give the injection but following them up with massage every 15 minutes? It’s not realistic.” (Midwife 8, Maternity Ward, 11 years of experience)
This was echoed by another participant who explained the practical compromises made under such pressure:
“Sometimes you feel guilty because you know what is expected, but the workload doesn’t allow. You just tell yourself: let me do what will save her life immediately. That is why we always give oxytocin first.” (Midwife 2, ANC, 3 years of experience)
Supply chain and storage challenges
Midwives also raised concerns about the potency of oxytocin, given storage requirements and power interruptions. One participant shared:
“When light goes off for hours and the generator is not on, we worry. We know oxytocin must be kept cold. Sometimes you use it and you don’t see strong contraction, and you wonder if it has lost strength.” (Midwife 9, Labour Ward, 12 years of experience)
Another midwife described the reliance on refrigeration, noting that power outages continued to cause anxiety:
“We have a fridge now but there are still times power cuts affect us. It makes us anxious because we depend so much on oxytocin. If it fails, the woman can bleed to death.” (Midwife 12, Maternity Ward, 5 years of experience)
Gaps in refresher training and supervision
Some midwives pointed to limited opportunities for updating their skills, noting that much of their practice was based on pre-service training. One midwife explained:
“I learned AMTSL in school, but since I started working here, I have not had any refresher workshop. So sometimes you just practice as you were taught years ago.” (Midwife 4, ANC, 7 years of experience)
Another highlighted that supervision was often absent unless complications occurred:
“There is not much supervision unless there is a complication. We would do better if someone occasionally observed and reminded us of the proper steps.” (Midwife 13, Labour Ward, 10 years of experience)
Recommendations for Improving AMTSL Practice
Despite the challenges identified, midwives proposed practical solutions for strengthening AMTSL practice. Their recommendations focused on training, staffing, reliable supplies, and supportive supervision.
Continuous training and updates
Several participants stressed the need for refresher workshops. One midwife explained:
“Refresher training would help us a lot. Especially the younger ones need confidence in cord traction and massage. Workshops make a big difference.” (Midwife 7, Labour Ward, 5 years of experience)
Another added that updates were necessary to keep up with changing guidelines:
“We need updates because guidelines change. If we only rely on what we learned in school, we will not improve.” (Midwife 11, Maternity Ward, 9 years of experience)
Strengthening logistics and staffing
Participants also emphasized systemic improvements, especially staffing and reliable power for oxytocin storage. One midwife suggested:
“With more staff on duty, you can follow the steps better and monitor every woman properly. Right now, the workload forces us to cut corners.” (Midwife 5, Labour Ward, 3 years of experience)
Another reinforced this, stressing the importance of reliable infrastructure:
“We need reliable power supply so oxytocin is always strong. Without that, we can never be sure of its effectiveness.” (Midwife 10, Maternity Ward, 6 years of experience)
Supportive supervision
Finally, participants underscored the role of ongoing supervision as encouragement rather than fault-finding. One midwife explained:
“When supervisors come around just to guide us, it makes us more conscious. It should not only be when there is a problem or a complication.” (Midwife 9, ANC, 2 years of experience)
This was supported by another participant who described the influence of leadership:
“If leaders showed interest in AMTSL and monitored regularly, we would all take it more seriously and follow the steps consistently.” (Midwife 8, Maternity Ward, 11 years of experience)


Discussion
The aim of this study was to explore midwives’ experiences and practices of Active Management of the Third Stage of Labour (AMTSL) at Northern Regional Hospital, Tamale. Our study revealed four key insights. First, midwives demonstrated strong knowledge of AMTSL, especially the administration of uterotonics, but varied in how they emphasized other components such as controlled cord traction and uterine massage. Second, oxytocin administration within one minute of delivery was consistently practiced, reflecting strong institutional culture, but other elements were sometimes modified due to workload and contextual pressures. Third, systemic barriers such as staff shortages, heavy workload, concerns about oxytocin potency due to cold-chain interruptions, and limited refresher training constrained full adherence. Finally, midwives suggested practical strategies to improve AMTSL implementation, including refresher training, better staffing, reliable logistics, and supportive supervision.
These findings are largely consistent with previous studies in Ghana and beyond. Midwives’ strong knowledge of oxytocin use aligns with findings by Schack et al.(13), who reported that midwives in Accra prioritized uterotonics as the most important element of AMTSL. Similarly, Begley et al.(11) demonstrated through a Cochrane review that uterotonics, particularly oxytocin, are the most effective intervention for preventing postpartum haemorrhage, which reinforces why midwives consistently valued it. The relative deprioritization of controlled cord traction and uterine massage mirrors findings from Ethiopia and Uganda, where uterotonics were consistently given but other AMTSL steps were variably practiced (12,21). These consistencies suggest that in many low-resource contexts, uterotonics are seen as the “non-negotiable” step, while other elements are more vulnerable to being skipped under workload pressure. The implication is that refresher training and supervision should emphasize the importance of a complete package, not just the drug component.
The universal use of oxytocin at NRH contrasts with reports from other low-resource settings where availability or drug quality is less reliable. A study from rural Tanzania found that oxytocin administration was sometimes delayed or ineffective due to stock-outs and poor cold-chain maintenance (22). In this study, midwives expressed concern about oxytocin potency during power outages but confirmed that the drug was routinely available and administered. This difference may be explained by Ghana’s relatively stronger supply chain systems, although the reliance on electricity for refrigeration still leaves gaps. The implication here is that investing in stable energy supply and adopting heat-stable alternatives such as carbetocin, as recommended by WHO, would further safeguard drug quality(23,24).
The finding that staff shortages and workload constrained complete practice is consistent with a wide body of evidence from sub-Saharan Africa, which shows that high patient-to-provider ratios often lead to partial implementation of protocols (25,26). In this study, midwives described focusing on oxytocin administration when workload was overwhelming, often at the expense of continuous uterine massage or timely cord traction. This reflects rational prioritization but also highlights systemic weaknesses in human resources for health. Interestingly, contrary findings have been reported in contexts such as South Africa, where despite similar staffing challenges, higher adherence to AMTSL was observed, attributed to strong institutional enforcement and routine audits (27). This suggests that staffing is not the sole determinant, and that supportive supervision and accountability mechanisms play an important role in sustaining adherence. The implication is that workforce expansion in Ghana should be accompanied by institutional systems that reinforce consistent practice.
In line with the reviewer’s observation, our findings underscore the importance of structured educational programs targeted at areas where knowledge or practice deficiencies exist, such as continuous uterine massage or cord traction. Such training would strengthen midwives’ confidence and skills, helping to reduce preventable cases of postpartum haemorrhage(13). Similar results have been observed in West Africa, where continuous professional development opportunities are often inadequate (28–30). However, some research in India and South Africa has shown that even in the absence of formal refresher training, peer mentorship and strong unit-level leadership can maintain adherence to AMTSL (27). This contrast suggests that while training gaps exist in Ghana, peer-to-peer learning and supportive supervision could help mitigate their impact. The implication is that maternal health programs should invest not only in formal refresher courses but also in mentorship structures within facilities. In addition to training and supervision, every midwife working in obstetric hospitals must be proficient in three essential preventive measures for postpartum haemorrhage: administering oxytocin within one minute of birth, maintaining uterine tone through massage, and applying controlled cord traction safely. Emphasizing these steps in educational programs would ensure comprehensive AMTSL practice. 
Finally, the recommendations suggested by participants, including more training, improved staffing, reliable cold-chain systems, and supportive supervision, closely reflect WHO’s call for integrated health system strengthening to reduce postpartum haemorrhage(31). The consistency between midwives’ perspectives and international policy frameworks underscores their ability to identify feasible solutions. The implication is that frontline midwives should be engaged as key stakeholders in maternal health policy and program design, ensuring that interventions are grounded in the realities of clinical practice.
Taken together, the findings of this study provide valuable insights into AMTSL implementation in northern Ghana. They demonstrate that while oxytocin administration is well embedded in practice, systemic barriers undermine full adherence to all steps. The results suggest that Ghana has succeeded in institutionalizing oxytocin use but must now strengthen systems to support comprehensive AMTSL practice.
A strength of this study is its focus on a regional hospital in northern Ghana, an area with relatively limited qualitative research. The inclusion of midwives from labour, maternity, and antenatal units allowed for diverse perspectives, and rigorous thematic analysis with reflexivity enhanced the credibility of findings. However, the study has limitations. Being confined to a single hospital limits transferability, and reliance on self-reported practices may be influenced by social desirability bias. The absence of observational data also restricts validation of reported practices. Despite these limitations, the study makes an important contribution by illuminating the lived realities of midwives implementing AMTSL in a high-volume but resource-constrained setting.
Conclusion 
This study has shown that midwives at Northern Regional Hospital possess strong knowledge of Active Management of the Third Stage of Labour and consistently administer oxytocin within one minute after birth, reflecting good adherence to the most critical component of the protocol. However, the practice of other elements such as uterine massage and controlled cord traction, was inconsistent, largely due to staff shortages, workload pressures, gaps in refresher training, and concerns about oxytocin potency during cold-chain interruptions. These findings highlight both the strengths of Ghana’s maternal health system, particularly in embedding oxytocin use, and the persistent systemic constraints that undermine full adherence. It is recommended that maternal health policy and practice in Ghana prioritize regular refresher training for midwives, strengthen supportive supervision, expand staffing in maternity units, and invest in reliable cold-chain infrastructure or adopt heat-stable alternatives. In particular, educational programs designed to address specific gaps in AMTSL knowledge and practice would provide targeted support to midwives and further strengthen maternal health outcomes. . Engaging midwives in policy dialogue and implementation planning will be essential to ensure feasible, context-specific solutions. Particular attention should be given to reinforcing the core preventive measures that every midwife must master in obstetric practice: rapid oxytocin administration, consistent uterine massage, and proper controlled cord traction. Strengthening these competencies will sustain comprehensive AMTSL practice and further reduce preventable maternal mortality. 
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