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Abstract

Strengthening midwifery educator capacity in low and lower-middle income countries

Background

Midwifery educators play a critical role in strengthening the midwifery workforce in low and lower-
middle income countries (LMIC) to ensure that women receive quality midwifery care. The most
effective approach to building midwifery educator capacity is not always clear. Partnering
international and national midwifery educators in education institutions is one strategy to improve
the quality of midwifery teaching and learning.

Aim

The aim of this study was to explore how midwifery educator capacity in learning and teaching in
LMIC can be strengthened and improved. This research was conducted in two phases. Phase 1 aimed
to determine whether one approach —the Papua New Guinea Maternal and Child Health Initiative —
contributed to capacity building that was designed to improve midwifery teaching and learning. Phase
2 explored how capacity building using international partnerships is conducted in other LMICs.

Methods

This study used a sequential exploratory mixed method design. During Phase 1, an exploratory
gualitative case study design was used. Data were collected from 26 semi-structured interviews
conducted with both national and international midwifery educators. A thematic analysis was
undertaken. In Phase 2, a descriptive quantitative design was used with data collected from a survey
of 18 international and nine national midwifery educators working in 13 different LMICs. Descriptive
statistics and content analysis were undertaken.

Findings

In Phase 1, seven themes were identified. The first three provided insights into enabling factors:
knowing your own capabilities, being able to build relationships and being motivated to improve the
health status of women. The next four themes explored constraining factors: having a mutual
understanding of the capacity building project, preparing stakeholders for working together, knowing
how to adapt to a different culture, and needing an environment which supports improved midwifery
education. Phase 2 confirmed that midwifery educators working in other LMICs experience similar
enabling and constraining factors. An individual’s knowledge, skills and attitude influenced the quality
of the international partnership. Social norms, institutional support and context also shaped the
capacity of midwifery educators to improve teaching and learning.

Discussion and Implications

Individual, partnership and environmental factors influenced midwifery educators to improve
teaching and learning in LMIC. Monitoring and evaluation of individual performance, using national
and international guidelines may help to provide feedback and build educator confidence. Specific
individual preparation for the capacity building partnership would help to ensure that all stakeholders
have a mutual understanding, are culturally competent and maintain relevance to the context.
Strengthening institutional leadership and infrastructure to provide a supportive working



environment would also enable educators to access contemporary teaching resources and research
evidence. Supporting the government and community to identify and value the role of the midwife
and the development of a well-functioning midwifery regulatory body in LMIC are other enabling
factors that need to be addressed.

Further research is needed to assess if addressing the individual, partnership and environmental
factors identified in this study results in improved midwifery teaching in LMIC.



CHAPTER 1 - INTRODUCTION

Introduction

Over the past 20 years, the international health community has increased the investment in maternal,
newborn and child health in order to save lives, contribute to improved community development and
reduce the financial burden on fragile health systems (Homer et al 2014). The momentum towards
focusing on maternal, newborn and child health started in force with the Safe Motherhood Initiative
in 1987 (Maher 1987). Improvements in vital registration systems in Africa, Asia and the Americas
highlighted that maternal mortality in developing countries was up to 200 times higher than
industrialised countries (Mahler 1987). The awareness of this unacceptable and preventable disparity
spurred many international organisations and national partners to find solutions to decrease
maternal mortality in developing countries. The United Nations Millennium Declaration was signed in
2000 by global leaders of 189 member states which unified the global community to combat poverty,
hunger, disease, illiteracy, environmental degradation, and discrimination against women (WHO
2017). The eight time-bound goals and quantified targets to be achieved by 2015 were known as the
Millennium Development Goals (MDG). Three of these focused on empowering women (MDG 3),
reducing child mortality (MDG 4) and improving maternal health (MDGS5). Despite some
improvements, the target of MDG 5 to reduce by three-quarters, between 1990 and 2015, the
maternal mortality ratio was not achieved in many countries (Hogan et al 2010). It was clear from the
lack of uniform progress to achieve this target that further evidence on how to address maternal
mortality was required. United Nations agencies and partners supported extensive research and
collaboration to produce The State of the World’s Midwifery Report (UNFPA et al 2011) which
identified that strengthening the midwifery workforce was a key strategy to address the persistent
global disparities in maternal health. The United Nations Sustainable Development Goals have
included three goals relevant to reducing maternal mortality in the post-2015 agenda by identifying
health, equality and education to still be development priorities (United Nations 2014). The Lancet
Series on Midwifery (2014) and the second State of the World’s Midwifery Report (UNFPA 2014)
further reinforced this previous evidence and several strategies and interventions were proven to be
effective and necessary to be strengthened in order to increase women'’s access to quality midwifery

care (Day-Stirk and Fauveau 2012).

High level evidence has now shown the benefits of midwifery (Homer et al. 2014; Renfrew et al. 2014;
ten Hoope-Bender et al. 2014; UNFPA 2014). This research has demonstrated that if the quality and

guantity of the midwifery workforce is sufficient, then individual maternal and newborn lives will be



saved and the health status of whole communities will improve. Strengthening the midwifery
workforce can also reduce poverty and increase human development indicators (Frenk et al. 2010;
Fullerton et al. 2011). In order to build an effective midwifery workforce, the International
Confederation of Midwives (ICM), together with partners World Health Organization (WHO), United
Nations Population Fund (UNFPA), International Federation of Gynecology and Obstetrics (FIGO) and
experts in the field of maternal and child health have identified that the three pillars of midwifery
professional association, regulation and education must be strengthened (International
Confederation of Midwives 2013; UNFPA 2014; World Health Organization 2014). Education, as one

of these pillars, is the focus of this thesis.

An education environment that promotes strong midwifery leadership, effective governance and
adequate resourcing of teaching, clinical simulation and practice can produce quality midwifery
graduates (Dawson, Nikowane & Whelan 2015; Frenk et al. 2010). However, in many low and middle
income countries (LMIC), midwifery education institutions fall short in all areas (Frenk et al. 2010).
There are often barriers preventing midwifery educators to maintain competency in teaching and
clinical practice in low and lower-middle income countries (LMIC) (Frenk et al. 2010). Educators in low
resource environments face difficulties participating in professional development activities due to a
lack of funding and staff to replace them in their absence. In addition there are a limited number of
suitable professional development programs for midwives in rural areas (Dawson, Nikowane &
Whelan 2015; Frenk et al. 2010; Lemay et al. 2012). Concerns about quality have also been raised
where midwifery education programs are taught by medical doctors, veterinarians or nurses without
the requisite midwifery knowledge, skills or attitudes (Fullerton et al. 2011). In many LMIC where
English is not the first language, national midwifery educators may face barriers accessing
contemporary midwifery reference materials translated in the local language (Evans, Razia & Cook
2013; Herberg 2005). Access to information is further limited by inadequate internet and poor
computer literacy which results in midwifery educators using outdated or incomplete reference

materials for teaching (Brodie 2013).

Other concerns revolve around the workforce responsible for education. Where there are insufficient
numbers of midwives in the health workforce it is often difficult to recruit appropriate candidates into
the educator role (Bogren, Wiseman & Berg 2012; Frenk et al. 2010; Fullerton et al. 2011). New
graduates with current theoretical knowledge need to consolidate their midwifery skills in the clinical
area before working in an education role (Moores et al. 2015; Msiska, Smith & Fawcett 2014). There

are minimal financial incentives for experienced clinical midwives to work in an education institution



as they often receive a higher salary working in the clinical area (Laurencelle, Scanlan & Brett 2016;
McAllister & Flynn 2016). It has also been reported that midwives working in hospital administration
or other non-clinical roles are often coerced to work in education institutions as this is where the
need is greatest but they are without the requisite experience or desire to work in that area. This lack
of option and choice affects the quality of teaching (Bogren, Wiseman & Berg 2012; Tajebi et al.
2013).

Although countries have different needs, many LMIC face similar challenges in strengthening the
capacity of midwifery educators (World Health Organization 2009, 2016b, 2016c). These include the
lack of recognition of the role and scope of midwives, unequal rights for women to access education
and employment and a lack of human resources and infrastructure to access contemporary midwifery
research evidence (UNFPA 2014). Lack of internet infrastructure or translated printed resources may
also impact on the individual or organisation’s capacity to access up-to-date research evidence to

keep practice current and maintain competence (Renfrew et al. 2014).

Improving midwifery educator’s capacity in learning and teaching is one supportive strategy that
strengthens midwifery education and supports the development of a quality midwifery workforce to
achieve Universal Health Coverage (UHC) (World Health Organization 2015c, 2016c). UHC aims to
provide quality maternal and child health services to whole populations, reduce urban/rural and
health disparities and reach vulnerable populations where mortality and morbidity ratios for women
and newborns are highest. Many key interventions to help achieve UHC are delivered by midwives
and it has been found that approaches using partnerships between countries at individual and
institution level can create sustainable change and contribute to improve UHC and ensure equitable
access to healthcare for vulnerable populations (Dawson, Nikowane & Whelan 2015; World Health

Organization 2015c, 2016e)

International partnerships to strengthen midwifery have been facilitated by education institutions,
volunteers, faith based organisations, non-government and other international agencies who often
work collaboratively with local partners to implement local government health plans. International
expatriate midwives who work in these roles can either replace lacking workforce numbers or work in
partnership with the available professionals to build the capacity of local partners. There is little
known about what key features of international partnerships enable individuals and organisations to

most effectively strengthen midwifery teaching in education institutions in LMIC.



The aim of this study was to explore how midwifery educator capacity in teaching and learning in low
and lower middle income countries (LMIC) could be strengthened and improved. Specifically,
strengthening and improving midwifery teaching and learning refers to using contemporary
pedagogical methods of instruction and incorporating evidence based midwifery knowledge into
theoretical and clinical teaching. The understanding of ‘capacity building’ is aligned with the United

Nations Development Program (2009, p.5) definition:

“..the process through which individuals, organizations and societies obtain, strengthen and

maintain the capabilities to set and achieve their own development objectives over time.’

Research question, aims and objectives and outcome

The overarching research question guiding this study was:
e How can midwifery educator capacity in learning and teaching in LMIC be strengthened?
The research was conducted in two phases. The aim of Phase 1 was to:

e Determine whether one approach — the Papua New Guinea Maternal and Child Health
Initiative — contributed to capacity building that was designed to improve midwifery teaching

and learning.
The specific objectives of Phase 1 were to:

e Examine the factors that enabled or constrained the ability of both national and international
midwifery educators to implement improved midwifery teaching and learning;

e Explore how national midwifery educator’s attitudes, subjective social norms and perceived
behaviour control are linked to intention and improved teaching behaviour;

e Consider the issues related to working in a cross-cultural environment for both national and
international midwifery educators; and,

e Develop an online survey based on the findings and informed by the Theory of Planned
Behaviour (TPB) to study the issues relating to capacity building programs in midwifery

education in other LMIC.

The aim of Phase 2 was to:



e Explore how capacity building in midwifery education using international partnerships is

conducted in other LMIC.
The objectives of Phase 2 were to:

e Describe the experiences of national and international midwifery educators when working
together in a capacity building program in a LMIC; and,
e Determine whether the conceptual understandings developed in Phase 1 have resonance in a

broader sample.

The outcome of the study was to develop a conceptual model that could be used to inform
orientation programs and ongoing support for improving the quality of capacity building initiatives in

LMIC. This is described in Chapter 6 of the thesis.

My motivation for choosing this research topic

Living and working in LMIC as an international expatriate engaged in various development and
capacity building initiatives for the past 10 years has enabled me to reflect on the differences and
similarities between the midwifery profession in LMIC and in my home country, Australia. | have
worked with midwives in Timor-Leste, Sudan, Papua New Guinea, India, Cambodia and Laos and have
had the opportunity to experience how clinical midwives practice and how midwifery educators teach
and facilitate learning. | have reflected that | have been exceptionally fortunate in my midwifery
career to gain knowledge, skills and experience through having access to engaging learning

experiences, positive role models and contemporary resources for practice and education.

In the LMIC context, midwives face many challenges and although there is assistance available from
individuals and organisations from higher income countries, | have often wondered if the
international assistance provided is useful and sustainable. | have received feedback from midwifery
students and graduates | have worked with in LMIC that their undergraduate nursing education has
not prepared them for midwifery study, the methods of instruction during their midwifery training
has not prepared them for practice and they do not feel supported in their workplace after
graduation. When | have worked in LMIC in an education role, my national midwifery educator
colleagues have confided that they did not feel prepared for their teaching role, their institution did
not have adequate resources and they were frustrated that they were too few in numbers to provide

the necessary learning support to their students.



My experiences are my motivation to undertake this study to explore approaches to building
midwifery educator capacity in LMIC. | hope that the results of this study will inform the capacity
building process of individuals and organisations involved in midwifery education in LMIC and
contribute to improving the quality of midwifery practice and education and address improving

maternal and newborn health outcomes.

Capacity building in midwifery globally
It is important to understand what is meant by the term ‘capacity building’ and an explanation will be
provided in this section which provides a context for capacity building in midwifery for the remainder

of the thesis.
The World Health Organization (1998) has defined capacity building as:

“...the development of knowledge, skills, commitment, structures, systems and leadership to
enable effective health promotion. It involves actions to improve health at three levels: the
advancement of knowledge and skills among practitioners; the expansion of support and
infrastructure for health promotion in organizations, and; the development of cohesiveness

and partnerships for health in communities”

There have been a number of international partnership approaches used to build midwifery
professional capacity (Boshoff 2010; Brodie 2013; Christofides et al. 2013; Crisp, Swerissen & Duckett
2000; Dawson et al. 2014). These have included twinning relationships between midwifery
professional associations in higher and lower income countries to strengthen the visibility of
midwifery (Brodie 2013; International Confederation of Midwives 2014; Ireland, Van Teijlingen &
Kemp 2015). United Nations agencies, faith based organisations, non-government organisations and
universities have also implemented programs to strengthen midwifery regulatory bodies, education
institutions and clinical facilities by providing physical and human resources (Dawson et al. 2014;
Dawson, Nikowane & Whelan 2015; Lavender et al. 2009). International educators from middle or
higher income countries have worked with educators in low and lower-middle income countries
(North-South collaboration) or individuals from LMIC have worked with midwives in resource poor
contexts similar to their own often within their own region (South-South collaboration) (Boshoff
2010; Christofides et al. 2013; Lavender et al. 2009). These collaborative partnerships require
individuals with pre-requisite capacity building knowledge and skills to work in culturally diverse and
complex low-resource environments. In addition, partners require problem solving skills to mitigate

the challenges and limitations they may experience (Maclean 2013).



Longer-term international partnerships which enable relationship building and a deeper
understanding of the context have proven to be more effective than short term international
consultancies (Maclean 2011). These partnerships are shown to enable a sustained improvement in
midwifery leadership, practice and teaching which subsequently improves the quality of the
midwifery workforce and maternal, child and newborn health outcomes (Lasker 2016; UNFPA WHO

ICM 2014; West 2015; World Health Organization 2015c).

It has been identified that the key requirements for capacity building to improve the quality of
midwifery are related to both individual and environmental factors (Bates et al. 2006; Crisp,
Swerissen & Duckett 2000; Liberato et al. 2011; Merino & Carmenado 2012). A health systems
strengthening approach which includes interventions to address pre-service education, the regulation
of the quality of the midwifery workforce and strengthening professional associations may therefore
be an appropriate way forward to plan, implement and evaluate midwifery workforce capacity
building (World Health Organization 2016b). This approach would allow the consideration of factors
on a number of levels including the socio-cultural context into which capacity building is taking place.
However, such a way forward requires considerable human and financial investment, as well as the
support of governments (UNFPA 2014; World Health Organization 2016d). These issues are addressed

in more detail later in the thesis.

Specifically related to capacity building for midwifery education, various methods and approaches
have been described by our research team in relation to the Maternal and Child Health Initiative in
PNG (Dawson & Homer 2013; UNFPA WHO ICM 2014; West 2015). Some of the specific methods in
other studies designed to improve capacity building include studying short courses or degree
programs abroad, participating in online externally-moderated learning modules or attending short
training courses in their own country in response to recommendations from curriculum review and/or
update (Akiode et al. 2010; Amaral et al. 2012; Forss & Maclean 2007; Girot & Enders 2003; Johnson
et al. 2007; Lacey-Haun & Whitehead 2009). These methods have had varied success in creating
sustainable change for midwifery education, with individual level benefits not always transferred to
the education institution or wider maternal health system. Reasons to explain this lack of skills
transfer include limited relevance to the country context, poor cultural knowledge of facilitators, and
a lack of support from clinicians and services to apply new practice (Gower et al. 2016; Maclean
2013). In addition, educators in LMIC who studied abroad have identified that they required the
support of their education institution to implement newly learned skills upon return to their home

country (Evans, Razia & Cook 2013; Johnson et al. 2007; Lacey-Haun & Whitehead 2009; Requejo et



al. 2010). Capacity building programs which can identify opportunities for improving performance and
be responsive to challenges in the real-life working context of midwifery educators in LMIC are more
likely to be successful and create sustainable change (Gross, McCarthy & Kelley 2011; Maclean 2013).
However, little is known about how midwifery educators working in international partnerships can

best be supported.

Being culturally aware and sensitive to others have been identified as important factors which have
contributed to enabling individuals to work collaboratively in an international partnership (Australian
Government 2005; Beach et al. 2005; Callister 2001; Cushman et al. 2015; Maclean 2013; Noble,
Noble & Hand 2009). An awareness of how aspects of culture can influence behaviour can help
individuals adapt better to working in a cultural context other than their own. The concept of cultural

competence will be discussed in the following section and explored in more detail later in the thesis.

Cultural competence in international partnerships

Terms such as ‘cultural competence’, ‘cultural safety’ and ‘cultural sensitivity’ have been used
interchangeably to describe the skills necessary for health care professionals to work effectively with
diverse populations (Beach et al. 2005; Callister 2001; Coast et al. 2014; International Confederation
of Midwives 2013; Maclean 2013; Nursing and Midwifery Board of Australia 2006). However, it has
been found that a definition of cultural competence is difficult to quantify as there are no
internationally agreed measurable indicators that would determine individual competence. In
capacity building and international partnership literature, these terms are used to describe a way to
practice that enhances the dignity and integrity of others (Australian Government 2005; Beach et al.
2005; Callister 2001; Coast et al. 2014; DeSouza 2008). Cultural competence is the term used in this

thesis to represent these concepts.

Cultural competence has been defined as “the ability to think, feel, and act in ways that acknowledge,

respect, and build upon ethnic, cultural, and linguistic diversity” (Lynch & Hansen 1998).

The need to address culture in healthcare has become more important in recent years as
international travel and opportunities for mobility between countries have increased which amplifies
the diversity of both the workforce and consumers of healthcare (Callister 2001; Coast et al. 2014;
DeSouza 2008). A study exploring cultural competence among non-Latino physicians treating Mexican
Americans with diabetes showed that cultural expectations, in addition to linguistic and economic
differences between patient and physician, created barriers to healthcare provision (Reimann et al.

2004). A lack of ethnic minority physicians and an increasingly diverse patient population has



necessitated healthcare professionals to become culturally competent in order to address disparities

in the quality of health care provided to ethnic minority and other racial groups (Sales et al. 2013).

In midwifery, being culturally competent has been included as a core competency for clinicians and
educators in many global guidelines or statements (International Confederation of Midwives 2015;
World Health Organization 2009, 2013). Organisations have included pre-departure training
addressing knowledge, skills and attitudes to help international expatriates working in a capacity
building role to provide culturally appropriate and contextually relevant support when they are in the
host country (Lasker 2016; Maclean 2013; Rhodes 2014). Training in cultural competence has
included knowledge and skills in language, exploration of provider bias and preconceptions (Reimann
et al. 2004; Sales et al. 2013), clinical practice and educational experiences in other cultures,
(Reimann et al. 2004; Sales et al. 2013) role play, simulation and discussion on surface and deep level
diversity (Van Vianen et al. 2004). Cultural competence is also included in undergraduate global
health, nursing, midwifery and allied health curricula (Cushman et al. 2015). It is therefore important
to understand what factors contribute to an effective cross-cultural international partnership
between midwifery educators and how individuals and organisations can be best prepared and

supported to develop and nurture such relationships.

One way of describing cultural differences is by defining countries according to their national cultural
dimensions (Hofstede 2001). According to Hofstede (2001) cultural dimensions consist of six
variables, and each describes a range between two extremes where aspects of national culture can be
ranked. These include: high versus low power distance, individualism versus collectivism, masculinity
versus femininity, low versus high uncertainty avoidance, long term versus short term orientation,
and indulgence versus restraint. It has been found that having an awareness of these dimensions of
culture can help individuals be more sensitive towards the similarities and differences of others
(Lasker 2016; Rhodes 2014). As an example, ‘power distance’ refers to how a culture adheres to strict
hierarchical structures (Hofstede 2001). A culture with a high power distance indicates that hierarchy
is prevalent and respected across all levels of society. The presence of high power distance in a
culture can determine how much autonomy is afforded to individuals (Hofstede 2001). When
engaged in an international partnership to build capacity, the self-efficacy of an individual to change
or modify behaviour based on their natural cultural tendencies must be considered. Understanding
cultural dimensions is important in order to appreciate the perspective of others, build a collaborative

international partnership and contribute to the capacity building process.



The majority of literature used to guide effective cross cultural partnerships has focused on the
elements used in international development between government or non-government organisations
and local partners to build community capacity (Australian Government 2005; Bates et al. 2006;
Butterfoss 2006; Crisp, Swerissen & Duckett 2000; Liberato et al. 2011; Merino & Carmenado 2012).
There is a gap in the literature related to how international partnerships to strengthen midwifery
teaching and facilitation of learning in education institutions can be implemented, strengthened or

monitored in LMIC.

The next section provides an overview of the organisation of the thesis.

Thesis Outline

The thesis comprises two main studies and is presented in six chapters.

1. Chapter One - Introduction
Chapter One has outlined my research aim, questions and relevant background. My motivations for
conducting this study were also discussed. Capacity building in midwifery globally and the influence of

culture on international partnerships has also been introduced.

2. Chapter Two - Literature Review

Chapter Two reviews the literature relevant to building capacity in midwifery educators in LMIC.
Discursive and research papers were included in the review which examines various approaches used
to strengthen midwifery educator capacity. The literature review highlights the approaches that have
been used effectively, which have included longer term partnerships of in-country support to LMIC
educators in their education facility. The literature review has been published in the journal
Midwifery and permission has been obtained to reproduce it in this thesis. Chapter Two contains the
word version of the published manuscript. As previously mentioned, a copy of the published version

is included in Appendix 1.

3. Chapter Three - Methodology
Chapter Three provides an overview of the sequential exploratory mixed method design used in this
study. The setting, sample, participant selection and data collection processes are explained. The
methods of data analysis are described in detail to enable the reader to link the primary qualitative
phase with the secondary quantitative phase and ethical considerations are also discussed. The
Theory of Planned Behaviour (TPB) will be introduced as the theoretical framework underpinning this
study.
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4. Chapter Four — Phase 1 Methods and Findings

Chapter Four presents the findings from the explorative qualitative Phase 1 of this study. Interview
data from 26 individual interviews with midwifery educators from the PNG MCHI were analysed and
seven themes are described in this chapter. Factors enabling and/or constraining the midwifery
educator’s ability to implement improved midwifery teaching are explored through the lens of the

TPB.

5. Chapter Five — Phase 2 Methods and Findings

Chapter Five presents the findings from the descriptive survey conducted in LMIC during Phase 2 of
this study. It is explained how the findings from Phase 1 are found to be transferable to other LMIC.
This chapter also discusses the applicability of how a behaviour change theory like the TPB can be
used to prepare individuals working in a capacity building process. Necessary facilitators for

strengthening international partnerships to improve midwifery teaching are also identified.

6. Chapter Six - Discussion

Chapter Six discusses how the literature supports the findings of the study and highlights the key
enabling and constraining factors. The individual, partnership and environment level factors
influencing midwifery educators in LMIC are addressed and suggestions made for how to best address

them. The limitations of the study and a conclusion end this chapter.

Summary

This chapter has provided a background and context of midwifery capacity building and midwifery
education globally in order to situate the study within a broader frame. An outline of the thesis has
also been provided. The following chapter reviews literature relevant to the topic and identifies key

factors influencing midwifery education partnerships in LMIC.

CHAPTER 2 - LITERATURE REVIEW

Introduction

This chapter reviews the literature in relation to the approaches used to build midwifery educator
capacity in education institutions in LMIC. There was a lack of evidence specific to midwifery and

therefore some evidence from the nursing profession and grey literature were included in the review.
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The aim of the review was to identify the key aspects of approaches that have been effective in

strengthening midwifery educator capacity.

Publication details

This work was published in Midwifery as follows:

e WestF, Dawson A, & Homer CSE. 2016. Building midwifery educator capacity in teaching and
practice in low and lower-middle income countries. A review of the literature. Midwifery

33:12-23.

This chapter presents an article in its original form. The published version is provided with permission
from the journal editor and is included in Appendix 1. The publisher’s license agreement to reuse is
included in Appendix 3. The references for this chapter are included in the reference list at the end of
the thesis. This article was also used in a policy brief for the UTS WHO CC and is included in Appendix
4.

Abstract

Aim and Objective:

Midwifery educators play a critical role in strengthening the midwifery workforce in low and lower-
middle income countries (LMIC) to ensure that women receive quality midwifery care. However, the
most effective approach to building midwifery educator capacity is not always clear. This paper will
explore approaches used to build midwifery educator capacity in LMIC and identify evidence to

inform improved outcomes for midwifery education.

Design

A structured search of bibliographic electronic databases (CINAHL, OVID, MEDLINE and PubMed) and
the search engine Google Scholar was performed. It was decided to also review peer reviewed
research, grey literature and descriptive papers. Papers were included in the review if they were
written in English, published between 2000 and 2014 and addressed building knowledge and/or skills
in teaching and/or clinical practice in midwifery educators who work in training institutions in LMIC.
The Preferred Reporting Items for Systematic Reviews and Meta Analyses (PRISMA) was used to guide
the reporting process. The quality of papers was appraised in discussion with all authors. The findings
sections of the research papers were analysed to identify successful elements of capacity building

approaches.
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Findings

Eighteen (6 research and 12 discursive) papers were identified as related to the topic, meeting the
inclusion criteria and of sufficient quality. The findings were themed according to the key approaches
used to build capacity for midwifery education. These approaches are: skill and knowledge updates
associated with curriculum review, involvement in leadership, management and research training

and, participation in a community of practice within regions to share resources.

Key conclusions

The study provides evidence to support the benefits of building capacity for midwifery educators.
Multi-level approaches that engaged individuals and institutions in building capacity alongside an
enabling environment for midwifery educators are needed but more research specific to midwifery is

required.

Implications for practice
These findings provide insight into strategies that can be used by individuals, faculties and institutions

providing development assistance to build midwifery educator capacity in LMIC.

Keywords: Midwifery; education; developing country; capacity building.
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Introduction and background

There is international consensus that midwifery care is the most cost effective solution to decreasing
maternal and newborn mortality in low and lower-middle income countries (LMIC) (Renfrew et al.
2014b). The ability of a midwife to demonstrate competence according to international standards
(Fullerton et al. 2011; International Confederation of Midwives 2013) and contribute to improving
outcomes for women and newborns depends on various factors. These include the quality of pre-
service training, access to continuing professional development once graduated, the regulated scope

of practice, and the presence of an enabling work environment (Renfrew et al. 2014b).

Midwifery education has been identified as a critical component contributing to quality midwifery
care (Fullerton et al. 2011; Renfrew et al. 2014b; World Health Organization 2013). In this review, the
term ‘midwifery education’ refers to the formal process of training midwives (International
Confederation of Midwives 2013) which has a minimum entry level requirement of a completed
secondary school education and is either a three year direct-entry or eighteen month post-nursing
program. The term ‘midwifery educators’ refer to the midwives who provide the education to
students enrolled in a midwifery program. Unfortunately in LMICs, the number and quality of
midwifery educators is often well below what is needed which contributes to the production of
midwifery graduates with inadequate technical skills and little ability to think critically (Thompson,
Fullerton & Sawyer 2011). The first State of the World’s Midwifery Report (UNFPA WHO ICM 2011)
found that, despite some promising developments in midwifery education, competency based
midwifery curricula and professional development opportunities for midwifery educators in LMIC
were lacking. Recommendations to build capacity for midwifery education remain on the
international agenda and include a call for an increase in resources for midwifery education and
supervised clinical practice for students (UNFPA WHO ICM 2014). However, as few as 6.6% of
midwifery educators in LMIC have any formal preparation in education (World Health Organization

2013).

In general terms, capacity building has been defined by the United Nations Development Program as
“the process through which individuals, organisations and societies obtain, strengthen and maintain
the capabilities to set and achieve their own development objectives over time” (United Nations
Development Program 2009). In order to strengthen midwifery education, various approaches have
been taken to build the capacity of midwifery educators (International Confederation of Midwives
2013; UNFPA WHO ICM 2011; World Health Organization 2009). The World Health Organization
(2013) has defined a set of core competencies for midwifery educators which enable effective
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midwifery practice, teaching and clinical supervision, research and leadership. Global standards have
been published (International Confederation of Midwives 2011) to assist midwifery educators
develop a quality midwifery education program and such documents are most useful when educators
are supported by governments, health systems, regulatory bodies and midwifery associations to
implement them (Fullerton et al. 2011). Toolkits and teaching aids (The Knowledge for Health
(K4Health) Project 2013, 2014; World Health Organization 2008) have also been produced in order to
improve the quality of midwifery education but how they have been used in LMIC has not been well
documented. The individual context and culture play a significant and important role in how capacity
building interventions are developed and implemented and should not be overlooked (Maclean
2013). Despite investment from international donors, capacity building consultants, national partners
and local experts, little is known about the best way to build capacity and support midwifery
educators working in institutions in LMIC. This review, therefore, aims to explore the different
approaches used to build midwifery educator capacity in LMIC and identify which aspects have been

successful in creating improved outcomes for midwifery education.

Method

A descriptive narrative synthesis was chosen for this integrative literature review. This method allows
the findings of literature derived from qualitative and quantitative methods to be synthesized and
identify gaps by extracting data and then grouping it to present common ideas or arguments (Popay

et al. 2005).

Search protocol

A search of electronic bibliographic databases (CINAHL, MEDLINE, OVID, and PubMed) and websites
(Google Scholar, University of Technology Sydney library site, World Health Organization, JHPEIGO,
and UNFPA) were performed. Search terms included ‘midwifery education’, ‘midwifery educators’,
‘midwifery training’, ‘midwife’, ‘capacity building’. Searches were limited by year 2000-2014 and to
publications in English language. Searches were limited to LMIC regions by using terms ‘low resource
country’, ‘low and middle income country’, ‘LMIC’, ‘developing country’, ‘third world country’. The
World Bank country classification scale was used to define LMIC (World Bank 2014). Reference lists

were hand searched to identify additional relevant publications.

Papers included in this review explored capacity building from the perspective of both the national
educators in LMIC (the capacity ‘buildees’) and the international educators (the capacity ‘builders’).

Due to the lack of research papers, a decision was made to examine discursive papers to provide

15



insight into midwifery educator capacity building experiences. We therefore undertook a mapping
exercise to provide insight into the context of capacity building alongside a narrative synthesis of
research literature. Discursive papers were included that described and/or evaluated an approach to
building skills, knowledge and a supportive environment for educators working in training institutions
in LMIC. There were low numbers of midwifery-specific papers and the cadre of midwife is not
recognized in all countries therefore relevant papers including nurse-midwives or nurse educators

who teach maternal, child or reproductive health were also included.

Papers were excluded if approaches to building midwifery educator capacity only focused on clinical
teaching sites as midwifery educators who work in institutions face different challenges than those
working in the clinical setting alone. Papers involving only medical officers or untrained community
midwives were also excluded. Details of inclusion and exclusion criteria for synthesis are included in

Table A.

Table A: Details of inclusion and exclusion criteria

2000-2014 LMIC as English Midwives, nurses Midwife or nurse
defined by working in an training institution
World Bank education role in and clinical
reproductive health  placement site
or midwifery
1999 or later Other than Other than Medical doctors, Hospital, clinic or
LMIC English community health community health

Study selection and quality appraisal

workers, traditional
birthing attendants

center only

Initial searching using key words retrieved 250 papers and the titles were read. Of these, 174 papers

were removed as they were not relevant to the review question or study focus. The remaining 76

retrieved titles and abstracts were screened and examined in more detail for possible inclusion.

Thirty-five research papers were screened and 41 discursive papers screened and appraised for

possible inclusion. Twenty-nine research papers and 29 discursive papers were further discarded as

they did not meet the selection criteria leaving six research and 12 discursive papers remaining.
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The quality of the six research papers was evaluated using either the Critical Appraisal Skills Program
(CASP) tool for qualitative research (National Health Service 2006) or the Critical Review Form for
guantitative studies (Law et al. 1998). The 12 discursive papers were assessed using the Authority,
Accuracy, Coverage, Objectivity, Date, Significance (AACODS) checklist which is designed to enable
evaluation and critical appraisal of grey literature (Tyndall 2010). The 18 papers (six research and 12
discursive) were all determined to be of high quality and were included in the mapping exercise and
analysis. An overview of the literature review process is displayed in Figure A using the Preferred

Reporting Items for Systematic Reviews and Meta Analyses (PRISMA) flow diagram.

Figure A: Overview of the literature review process
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Data abstraction and synthesis

In total, 18 papers were selected, six research papers and 12 discursive papers and these groups were
analysed separately (Figure A). A narrative synthesis approach was used to critique the study
characteristics, context and quality (Lucas et al. 2007) of the research papers and draw conclusions
based on the similarities and differences found across papers. The characteristics of the research
papers are outlined in Table B identifying relationships and themes across and within the papers. The
discursive papers were examined and described under each of these themes to provide context for

the research.
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Table B: Characteristics of the research papers

Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
PAC content
Curriculum review to | included into
To examine include PAC content curriculum,
the impact of | and training to clinical skill
a national improve teaching development and
intervention capacity and clinical adult education
that took skills in PAC. strategies.
Faculty from 6 place between | International NGO Significant
midwifery 2003 and 2006 | collaborated with improvements in
training schools. to improve the | national partners. In- | midwifery
Midwifery post-abortion | country regional educator’s
Mixed instructors from care (PAC) training of trainers’ knowledge of and
qualitative all 70 schools in content of model and exposure to PAC
interviews and Nigeria. 149 midwifery supervisory visits to and using manual
Akiode et guantitative midwifery education in ensure quality of vacuum aspiration
al (2010) Nigeria surveys graduates. v Nigeria mentorship. (MVA).
Increased number
of candidates,
broadening reach
of the program,
2 year part time changes In
involvement in HPE knowledge and
98 faculty who faculty training skills, indications
Mixed participated in program; focusing on | of field leadership
qualitative the Health leadership and in HPE, scholarly
interviews and Professional management skills products included:
guantitative Educator (HPE) and teaching presentations,
surveys to self- degree program methodologies. education
rate knowledge | from faculties of To study the Delivered by conferences
and importance | medicine, national residential schools national, regional
of curriculum pharmacy, leadership and distance learning | and local level
topics, nursing and faculty modules and meetings.
knowledge, dentistry from development implementation of Progress towards
Amaral et skills and 2007-2010 program of an educational a critical mass of
al (2012) Brazil competence classes v" | HPE in Brazil innovation project HPE
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
Partnership
between School
of Nursing
Midwifery and
Physiotherapy
University of
Nottingham UK
(SNMP) and
Government
College of Conference in
Nursing in SNMP work with Hyderabad,
Hyderabad GCNH to provide planning and
(GCNH) faculty development | leadership
collaborated to courses using a workshops for
initiate a training of trainers faculty provided
Nursing and (ToT) model. A by SNMP staff.
Faculty Strengthen participatory Delivery of 4
Development the capability | approach to education
Program (NFDP) and capacity curriculum modules by SNMP
for 6 schools in of nursing development faculty in
Andhra faculty within resulting in a Hyderabad. 6
Pradesh, India. the state of formative evaluation | faculty visit SNMP.
Evans et al 4 publicand 2 Andhra and a collaborative Formative
(2013) India Discursive autonomous v Pradesh planning process evaluation
To stimulate Issues related to
Informants at discussion pathways to
donor, about issues midwifery,
government that must be student
and policy- carefully recruitment and
making levels, considered in admission,
representatives the context of curricula,
of collaborating midwifery academic teaching
and supporting educational and clinical
agencies, programing mentorship
midwives and and the Review of pre-service | capacity, program
Fullerton Ghana, students in expansion of midwifery education | accreditation,
et al Ethiopia, education the midwifery | curriculumin Ghana, | regulation and
(2011) Malawi Discursive programs and v workforce. Ethiopia and Malawi | assessment of
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Research Sample/ Aims/

Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
midwives in continued
clinical practice. competence are

discussed

The purpose and

importance of the

project was

communicated to the

fund-holders. Clear
To strengthen | commitment from
education and | both parties
training for identified. Link
obstetric coordinators
nurses. maintained the focus
Introduce in- and continuity of the
house post- project and respect
graduate for the needs of their
specialisation own community. Key qualities
program for Exchange visits identified are
obstetric between countries. effective
nurses to be Regular engagement | communication,
nurse- with the medical deep commitment
midwives staff and service and the need for

Link between using the users to ensure both partners to

Girot Bristol and principles of acceptability of the understand each

&Enders Natal health Safe new role of nurse- other's context of

(2004) Brazil Discursive faculties v Motherhood midwife. care

To prepare
Collaboration post graduate
between Stony nursing
Brook students for All students
University and an advanced successfully
University of practice and completed the
Asmara Eritrea. faculty role Review of faculty and | program and are
10 post with Master student experience now contributing

Johnson graduate level completing the as educators at

et al nursing qualifications distance education University of

(2007) Eritrea Discursive students v in specialties model Asmara
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
including
midwifery
From the To evaluate
University of the
the Western modification
Cape, South of an
Africa Nursing American
Faculty, 12 model of
department academic
chairsin the leadership Leadership
first 12month of training for program was
the program utilization in successfully
and 11 an African modified, faculty
department university and | Collaboration to participated in
Lacey- chairs in the to pilot test revise and pilot test training activities
Haun and second 12 the efficacy of | an academic and implemented
Whitehea months of the the resulting leadership program the program in
d (2009) South Africa | Discursive program v | model. for faculty other universities
Africa Midwives
Research
Network Provision of
(AMRN) biennial
chairperson and conferences
secretariat. Evaluate strengths which have
Focus groups and limitations of disseminated
and individual AMRN by Swedish information and
interviews with International research to some
AMRN focal To evaluate Development participants.
people and the strengths Cooperation Curriculum
A qualitative members, and limitations | Agency (SIDA) which | changes,
study using stakeholders of the AMRN had financed a introduction of
interviews, non- | and participants and provide technical research
participant from education feedback and collaboration methodology into
observation,an | programsin direction to between the the education of
Maclean Zambia, internet survey Zambia, the network Karolinska Institute teaching staff,
and Forss | Tanzania, and review of Tanzania and and the (K1), Stockholm and changes in policy
(2010) Uganda records. Uganda. v O | funding body. | AMRN. and practice.
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
Outlines the
rationale and
context of the
Collaboration
in Higher
Education for
Nursing and
Midwifery in
Africa
(CHENMA) Curriculum
South Africa, project. review. Includes
Botswana, Focusing on CHENMA is a project | developing
Tanzania, the conditions | of collaboration modules,
East Africa, Individuals from in Africa that between South teaching, research
Kenya, eight host hamper the African and other supervision and
Mogobe Rwanda, universities and development African nations to evaluation of
et al Niger and consortium of nursing and | create Master degree | teaching-learning
(2009) DRC. Discursive universities. v midwifery. program. processes.
Introduction of new
curriculum, four
The aim of the | expatriate nurses
nursing funded to support
development the program. Local
project was to | capacity building.
provide an Workshops, Senior Raised standards
infrastructure | nursing consultant of nurse practice
of training and | from WHO CC, A and education.
education that | regional nursing National
would support | centre was recognition of the
the established, key role of nurses,
AKHS, the development Leadership Successful
WHOCC GCU, of professional | workshops, voluntary
Parfitt et the WHO and nursing in mentorship training collaboration
al (2008) Tajikistan Discursive the MoH v Tajikistan programs between partners.
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
To assess the
impact of the
preservice
program since
its closeout in
1998. To
determine the | Faculty needs
current assessments and A review 3 years
capacity of the | refurbishment of FP later revealed
16 of the 27 participating clinics affiliated with | faculty still
program- nursing and the schools, FP and working in
affiliated midwifery RH clinical skills schools,
schools: 8 schools to update courses for strengthened
nursing and 8 implement the | providers, FP/RH FP/RH curriculum,
midwifery strengthened clinical training skills | improved clinical
schools. family (CTS) courses for instruction to
Respondents planning (FP) faculty and students and
included 29 and providers, clinical services to
faculty reproductive production of clients, national
members, 210 health (RH) curriculum and accreditation of
students, 16 preservice support materials, the FP/RH and CTS
school program, and procurement of course,
principals/deans to assess the teaching aids and Implementation
and 16 school institutionaliza | equipment, faculty of competency
Pons et al clinic tion of the training in infection based teaching
(2002) Philippines Discursive administrators v interventions. | prevention and FP methods
Two programs: 1. COGNE: 15 COGNE: 1
1. The Chinese nurses graduate
committee on obtained Master of developed
Graduate Science in Nursing translated
Nursing Description of | degree from USA resources for
Education outcomes of 2 | university but only 4 | nursing education,
(COGNE) 1988- projects to returned to China. 2. | 1 obtained PhD
1992 and 2. develop POHNED 84 Chinese | andall 4
Program on graduate nurses obtained returnees
Sherwood Higher Nursing nursing Master degree from contributed to the
& Liu Education education in in-country Chinese development of
(2005) China Discursive Development v | China universities POHNED. POHNED
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
(POHNED) supported by graduates have
1993-2001 regional partners increased capacity
from Thailand for research,
teaching,
administration
and leadership.
Pre-service
attention to FP
Interviews with varies across
192 The team asked institutions. Too
stakeholders informants about the | little time spent
between Nov FP tasks of recent on clinical skill
2011 and Mar graduates, preservice | acquisition, little
2012. Included preparation for those | incentive, few
representatives To gather in- tasks, the balance of | instructors, poor
of regulatory depth theoretical and ratio, competency
bodies, training information practical training, based skill
institutions, the about the and the application requirement does
MOPHS, MOMS, state of of the latest RH not allow for
collaborating preservice curriculum. individual
partners, LA/PM Availability of capability, limited
students and training in contraceptives, simulation
graduates Kenya and to medical equipment, supplies,
(nurses, nurse- make instruments, and disconnect
The midwives, recommendati | expendable supplies | between what is
RESPOND clinical officers ons for needed to provide expected and
Project and medical improving that | LA/PM's at clinical capability of
(2012) Kenya Discursive officers) v training. sites were assessed. graduates
138 graduated Examined program
midwives and To improve strengths and
20 key the pre- weaknesses. Evaluation of pre-
Mixed methods | informants service Measured service midwifery
approach - comprising of midwifery perceptions of the education
qualitative and stakeholders education program, community | program
quantitative and 24 focus program impact and barriers identified
Turkmani with use of groups with through to provision of care. strengths and
et al interviews and female identification Gathered identified areas
(2013) Afghanistan | focus groups residents of v of its strengths | perceptions of for strengthening.
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
midwives and recently graduated
catchment weaknesses midwives field
areas in eight experience. Made
provinces in recommendations
Afghanistan for program
improvement.
Varied existence
and use of
competencies for
nursing and
midwifery
education and
practice, scopes of
nursing and
midwifery
practice,
legislative and
regulatory
processes, and
Assess the standards of
implementation into | nursing and
theoretical and nursing education.
clinical curriculum of | WPSEAR
To improve outcome competencies
the quality of competencies in difficult to
nursing Pacific Island understand and
Cook Islands, services in countries using implement,
Fiji, Kiribati, Pacific Island WPSEAR common lacking in primary
Marshall countries competencies as health care focus
Islands, through benchmark. Assess and some
Palau, Papua enhancing the | nursing schools in countries in the
New Guinea, quality of their implementation | region require
Samoa, nursing and of relevant academic | their own national
Solomon midwifery standards for nursing | competencies and
Islands, Nurse leaders, educational and midwifery do notfitinto a
Usher et Tonga and tutors and programs and | education relevantto | regional
al (2012) Vanuatu Discursive students. v services. the Pacific framework
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
To explore Evidence of a
whether an community of
international practice,
partnership, voluntary
developed involvement is
around a highlighted as an
community of important aspect
practice of the project.
partnership The south-south
model can character of the
contribute to project was seen
the as a central focus.
Descriptive understanding | Examines the Staff exchange,
qualitative of CHENMA as a case building skills and
study, single internationaliz | study and asks five knowledge in
case study ation asa open ended faculty, creating
design including symmetrical questions of the an ethos that
South Africa, | group Nurse process of nurse academics enables
Kenya, interviews, academics from engagement from six consortium international and
Tanzania, individual the consortium in universities which inter-cultural
Uys and DRC, interviews, of six learning/teach | formed the competence was
Middleton | Mozambique | email universities in ing in nursing community of reported as
(2011) , Rwanda questionnaires Southern Africa v education. practice important.
Despite Ghana
To assess the having a National
capacity and Reproductive
willingness of Health Policy
midwifery The study assessed including PAC and
tutors to teach | knowledge of the law | CAC, only 18.9%
comprehensiv | on abortion and of tutors were
e abortion content of tutors' aware of legal
care (CAC) pre-service training, indications for
which motivational and safe abortion.
Mixed method 74 midwifery includes: inhibiting factors to 74.3% of tutors
study using tutors from all contraception, | teach CAC and stated that their
Voetagbe structured self- 14 midwifery post abortion personal beliefs pre-service
et al administered schools in care (PAC) and | versus professional training did not
(2010) Ghana questionnaires. | Ghana v legal responsibility. include Ghanaian
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Research Sample/ Aims/
Reference | Country methodology participants M* | N/M* | N* | Objectives Interventions Findings
termination in abortion law and
Ghana GHS policy.
Religious bias and
lack of clinical
competency were
also barriers to
teaching CAC
3 month residential
included courses on
International aspects
of health,
Educational
Development,
Leadership and
Professional
development.
Follow-on program Increased
included a web- professional
based distance capacity in the
learning course in following areas:
research, a course in | Empowerment;
project management | Nursing Practice;
and a course in Professional
improving population | organizational
health through development;
Participation community New program
46 nurse in 3 month partnership. development;
Albania, scholars who residential Teamwork to Education;
Macedonia participated in training at produce a strategic Legislation; and
and the CIED plan for Ministries of
Romania. International Georgetown strengthening Health. Individual
Central Capacity University and | nursing and changesin
America and Building follow-on midwifery in their roles/opportunitie
Wrightet | the Program for support over a | home s and Faculty
al (2005) Caribbean Discursive Nurses (ICBN) v 4 year period. | country/region. growth.

*Participant Sample: M=Midwifery only; N/M= Nurse/Midwife; N=Nursing only
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Findings

The majority of papers included in this review come from Africa (n=9) with others included from

South America (n=2), South East Asia (n=2), Central Asia (n=2), Balkans (n=1), South Pacific (n=1) and

South Asia (n=1) with notable knowledge gaps in Central America and coverage across all regions.

Three papers focused on nursing only, five papers midwifery only and 10 papers a combination of

nurse-midwifery that may reflect education programs prioritizing the attainment of nursing

qualifications followed by midwifery training. The papers described approaches to building educator

capacity to improve teaching and practice across three key themes. These are: using curricula review

to strengthen knowledge and skills in practice and teaching, building capacity in leadership,

management and research skills, and finally, participation in communities of practice to increase

access to information and resources (Figure B).

Figure B: Key findings of the review and citations. Research papers shown in italics.
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Using curricula review/update to improve educator skills and knowledge

Seven papers focused on developing midwifery educator’s skills and knowledge as part of the
curricula review process. Four of the papers were discursive (Fullerton et al. 2011; Pons, Rawlins &
Griffey Brechin 2002; The RESPOND Project 2012; Usher et al. 2012) and three based on primary
research (Akiode et al. 2010; Turkmani et al. 2013; Voetagbe et al. 2010).

The methods of engagement between international consultants who are the capacity ‘builders’ and
national participants who are the capacity ‘buildees’ are described in all the discursive papers that
may indicate a focus on donor activity in this area. International capacity buildees used role plays,
group discussion, simulation and clinical demonstrations to teach updated curriculum content to the
national educators (Fullerton et al. 2011; Pons, Rawlins & Griffey Brechin 2002). If issues arose from
working in a cross-cultural partnership, they were not described in any of the papers included in this

section.

Master-trainer or train-the-trainer approaches involving key national educators featured in papers
describing large projects where a national curriculum update required the involvement of multiple
institutions (Akiode et al. 2010; Pons, Rawlins & Griffey Brechin 2002; Usher et al. 2012). An example
was provided from Nigeria by Akiode et al. (2010) where a master-trainer model using a combination
of theory and clinical practice was used to develop the knowledge, skills and attitudes of 169
midwifery educators from all 70 training institutions in Nigeria. Improvements noted from this
approach included the implementation of contemporary adult education methods, which involved
the use of simulation materials and sessions delivered by clinicians from teaching hospitals. The pre
and post-test evaluation of this program demonstrated successful outcomes including an increased
level of midwifery educator’s knowledge and skills relating to both content (post-abortion care) and
teaching (Akiode et al. 2010). After the intervention, the results of surveyed midwifery graduates
indicated that there was an increase in exposure to theoretical teaching and clinical practice in the
area of post-abortion care, greater availability of equipment in the clinical area and more learning

support from clinicians (Akiode et al. 2010).

International educators reported that national educators were sometimes reluctant to change their
teaching methods and clinical practice (Akiode et al. 2010; Fullerton et al. 2011; Pons, Rawlins &
Griffey Brechin 2002; The RESPOND Project 2012; Turkmani et al. 2013; Usher et al. 2012; Voetagbe
et al. 2010). For example, Usher et al. (2012) reported that, despite multiple collaborations with

educators and administrators from the Pacific Island region to update curriculum with regional
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competency standards, some educators failed to implement the recommended changes when they
returned to their home country. Reasons for this were noted in the RESPOND project report
indicating that national midwifery educators were not always skilled or motivated to use
contemporary adult education methods to improve the quality of teaching (The RESPOND Project
2012). In another study, national midwifery educators were found to be adversely influenced by their
peers who were reluctant to employ ‘modern’ teaching methods and use problem-based learning in
their institution (Fullerton et al. 2011). In another study Voetagbe et al. (2010) assessed the capacity
and willingness of 70 Ghanaian midwifery educators to teach and support clinical learning associated
with comprehensive abortion care. Despite the fact that post-abortion care is considered to be an
additional competency (International Confederation of Midwives 2010) and may not be present in all
midwifery education curricula, the findings indicated that midwives found teaching the material to be
challenging due to a lack of wider knowledge, skills and personal beliefs. Midwifery educators
displayed an inadequate knowledge of the law on abortion, a religious belief bias against teaching
abortion and a lack of clinical competence in using manual vacuum aspirators. Although Voetagbe et
al. (2010) identified the barriers and motivators for midwifery educators to teach comprehensive
abortion care, the authors did not report any efforts that were undertaken to update the curriculum
or capacity of the midwifery educators (Voetagbe et al. 2010). Such insight may have provided useful

strategies to ensure a comprehensive curriculum to facilitate effective midwifery education.

Other challenges related to the lack of a standardized curriculum and inconsistent approaches to
supporting student’s learning within the country (The RESPOND Project 2012; Turkmani et al. 2013),
or within a region (Usher et al. 2012) were described in the papers in the review. These challenges
were found to create large variations in graduate competency which was complicated by the fact that
the curriculum was not always aligned with national health plans. Although a standardized curriculum
with evidence-based content was identified as a strength of a capacity building program in
Afghanistan (Turkmani et al. 2013), there were some criticisms that midwifery educators displayed a
lack of professionalism by behaving disrespectfully to the students and lacked skills in the use of

audiovisual aids.

A common theme across the papers was the inadequate quality and number of educators available to
provide clinical supervision to students and a lack of competency-based assessment methods to
assess student learning (Fullerton et al. 2011; Pons, Rawlins & Griffey Brechin 2002; The RESPOND
Project 2012). Turkmani et al. (2013) analysed how a lack of midwifery educators in Afghanistan were

found to impact on student learning with high ratios of students to educators making it difficult to
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effectively supervise clinical skill acquisition. In addition, the role of the midwife was not supported by
the medical profession and the skills of midwifery clinicians in the clinical placement sites were not
consistent with the clinical practice of the midwifery graduates. Both these issues were reported to
cause tension in the clinical area. The lack of equipment and skilled staff in the clinical area affected
the provision of clinical learning support with results indicating that midwifery students were often

expected to mentor medical students and clinicians (Turkmani et al. 2013).

In summary, papers included under this theme found that approaches used to build midwifery
educator’s capacity when reviewing or updating curricula were more successful when incorporated
into system wide improvements. Being able to apply theoretical knowledge in a supportive clinical
environment was reported to improve student outcomes and led to sustainable improvements in

midwifery education.

Improving educator’s skills in leadership, management and research

Improving skills in leadership, management and research to build educator capacity was a theme
identified in five discursive (Evans, Razia & Cook 2013; Johnson et al. 2007; Lacey-Haun & Whitehead
2009; Parfitt, Mughal & Thomas 2008; Sherwood & Liu 2005) and one research paper (Amaral et al.
2012). The papers reported on findings from nurse-midwifery studies as there were no midwifery-
specific papers. All discursive papers emphasize the importance of addressing cultural differences
between the international capacity builders and the national buildees to ensure that approaches to
building capacity are effective and culturally relevant (Evans, Razia & Cook 2013; Johnson et al. 2007
Lacey-Haun & Whitehead 2009; Parfitt, Mughal & Thomas 2008; Sherwood & Liu 2005). However, no

specific strategies are provided with regards to best practice in this area.

All five discursive papers argued that the development of personal, professional and disciplinary
leadership skills were important for educators to represent the profession nationally or
internationally and increase the profile of the discipline (Evans, Razia & Cook 2013; Johnson et al.
2007; Lacey-Haun & Whitehead 2009; Parfitt, Mughal & Thomas 2008; Sherwood & Liu 2005).
Conducting research was also identified as an important role for educators to assist them to remain
current in teaching and clinical practice and contribute to the body of professional knowledge (Lacey-

Haun & Whitehead 2009).

Having knowledge and skills in management was reported to assist educators in institutions gain
advanced qualifications and provided more options for career progression. Educators who

participated in leadership training reportedly increased their levels of self-confidence, critical thinking
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and problem solving skills (Parfitt, Mughal & Thomas 2008; Sherwood & Liu 2005). In addition
improved leadership skills were found to be associated with improved student outcomes,

contributing to a quality workforce (Amaral et al. 2012; Lacey-Haun & Whitehead 2009).

Two papers from China and Eritrea described the use of a study abroad model to formally upgrade
midwifery educator’s teaching qualifications specifically in leadership and management (Johnson et
al. 2007; Sherwood & Liu 2005). However, studying abroad was not seen as a successful strategy, as
educators did not always return to their home country after the training. A similar finding was found
in Africa (Mogobe, Bruce & Meyer 2009) where the cost of sending educators to study abroad made
this approach prohibitive. The study abroad models in China and Eritrea were successfully revised to
include in-country and regional mentoring and distance education modules which resulted in all

educators returning to their previous posts with improved skills in leadership and management.

Distance education modules were found to be beneficial to building educator’s skills when used in
combination with short residential training (Lacey-Haun & Whitehead 2009). International facilitators
used training methods which included the identification of individual personality profiles, the
promotion of self-assessment and reflection and the application of self-regulation skills. This was
found to result in sustainable outcomes for educators who completed leadership training as they
were able to go onto become facilitators for similar training in other African countries (Lacey-Haun &

Whitehead 2009).

Email correspondence between the capacity buildees and builders used as a means to facilitate
completion of distance education modules were described in two papers as problematic due to
differing cultural perceptions of communication, time and work priorities (Johnson et al. 2007; Lacey-
Haun & Whitehead 2009). Ongoing mentoring from international counterparts and national peer
support were highlighted as important approaches to ensure that leadership program objectives were
met and learning outcomes achieved (Evans, Razia & Cook 2013; Johnson et al. 2007; Sherwood & Liu
2005). Sherwood & Liu (2005) noted that leadership and management training was conducted in
English to enable increased access to evidence based resources, however the English proficiency of
educators was not outlined therefore it is unclear if language difficulties were encountered. The
authors also described the translation of resources into Chinese to enable greater dissemination of

teaching and learning and improving communication within the faculty (Sherwood & Liu 2005).

Two papers, from Eritrea and Tajikistan reported the benefits of including computer and internet
literacy into the residential training of a leadership training program. Both studies found
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improvements in participant’s confidence to use electronic methods to complete course
requirements (Johnson et al. 2007; Parfitt, Mughal & Thomas 2008). Effective communication and
interpersonal skills were reported to be essential for educators to enable multi-cultural and
international collaboration between both parties involved in capacity building (Fullerton et al. 2011;
Lacey-Haun & Whitehead 2009). Such skills enabled educators to build capacity in academic
management, student affairs and research paper writing. Communication and negotiation skills were
also found to be enhanced through multidisciplinary leadership training that also provided
opportunities for networking and building relationships between cadres of health care professionals
(Lacey-Haun & Whitehead 2009; Parfitt, Mughal & Thomas 2008). Fullerton et al. (2011) also
identified that incorporating leadership training in faculty development programs facilitated effective

role modelling and increased professionalism.

The FAIMER project, a two year part-time training program for nursing, dentistry, pharmacy and
medicine educators in Brazil provides another example of leadership and management capacity
building (Amaral et al. 2012). The moderated course structure which consisted of both residential
schools and distance learning was evaluated positively by the participants. Despite methodological
weaknesses, self-reported pre and post program surveys found that participant’s knowledge and skills
had improved across program areas. The majority of participants succeeded in fulfilling the course
requirements that included contributing to research and curricula improvements and increasing the
professionalism of their cadres by speaking at conferences and contributing to faculty development
at their institutions (Amaral et al. 2012). These findings are consistent with discursive reports in this
review which highlight the importance of midwifery educator participation in research to remain

current in their clinical practice and teaching (Lacey-Haun & Whitehead 2009).

In summary, building midwifery educator’s skills in leadership, management and research can
increase individual’s confidence and skills. Personal confidence improves educator’s self-efficacy and
ability to advocate for resources, share knowledge and strengthen education systems. Participating in
research and disseminating research findings was reported to strengthen the status of the midwifery
profession and ensure the use of contemporary curricula and teaching methods. All discursive papers
included in this section indicate that international capacity builders who are culturally sensitive and
have knowledge about the country, context and language are more likely to achieve improved

outcomes.
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Creating a community of practice

Three discursive (Girot & Enders 2003; Mogobe, Bruce & Meyer 2009; Wright et al. 2005) and two
research papers (Maclean & Forss 2010; Uys & Middleton 2011) reported on the development of
midwifery educator capacity through the establishment of communities of practice involving national,
regional or international collaboration. Alternate terms are used within the papers to describe
collaboration or the process of working together to improve the quality of midwifery education

including internationalization and participation.

Communicating using a common language and having access to evidence based resources were
important considerations when working in an international or regional partnership (Girot & Enders
2003; Mogobe, Bruce & Meyer 2009; Wright et al. 2005). Strategies were described to facilitate
communication prior to the commencement of one collaborative education project including the
requirement that all partners were proficient in the English language (or another common language)
and the provision of a three month intensive language training for national educators who were not
fluent (Wright et al. 2005). In addition, establishing context specific goals when collaborating between
countries was considered important when setting up an international partnership (Wright et al.
2005). Culture was acknowledged as having an impact on capacity building and it was emphasized
that both parties benefit from knowledge of the others culture and context in order for
communication to be effective (Girot & Enders 2003; Uys & Middleton 2011; Wright et al. 2005). An
example of a successful collaboration between educators from different countries is described by Uys
& Middleton (2011). The South African capacity builders involved in the Collaboration in Higher
Education for Nursing and Midwifery (CHENMA) were described as enabling their East African
counterparts to feel respected and empowered during the project. The South-South nature of the
project was identified as a major strength and the voluntary involvement of the capacity builders
from South Africa was an important characteristic to reduce power imbalance between the countries
(Uys & Middleton 2011). In addition to building capacity at an individual level, the project assisted in
building institutional capacity by strengthening universities’ ability to interact with major
stakeholders and prepare them for international involvement. Some additional benefits for the
institutions were the establishment of ongoing international relationships between midwifery
educators, improved university status and increased staff motivation to use contemporary adult
education methods and evidence based practice. Challenges were found where collaboration
included supervisory relationships across institutions. Supervising the work of others via the internet
was problematic due to lack of infrastructure, poor computer literacy or decreased student

motivation to communicate electronically (Uys & Middleton 2011). Strategies that include not only a
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common language but equivalent levels of information literacy and computer infrastructure may also

be useful requisites to collaborative endeavors.

Engaging with multiple stakeholders (recipients of care, clinical service providers, professional
organisations, members of the health department) was noted as essential to ensure that support is
available for the capacity building interventions to be implemented and sustained (Girot & Enders
2003; Wright et al. 2005). For example, Pons, Rawlins & Griffey Brechin (2002) described how
collaboration between individuals, organisations and the health system in the Philippines enabled a
sustained change in contemporary clinical practice up to two years after the initial curriculum review
and update. Engaging in regional or international partnerships in order to meet the health needs of
an increasingly globalized population was identified as being beneficial for national educators in two
papers (Mogobe, Bruce & Meyer 2009; Wright et al. 2005). These papers identified that regional
collaboration improved midwifery educators capacity to work across cultures and had a lasting
positive impact on the development of curriculum, practice and professional association (Mogobe,

Bruce & Meyer 2009; Wright et al. 2005).

Sharing knowledge and resources in a supportive environment was reported to improve teamwork,
inter-disciplinary collaboration and professional development (Girot & Enders 2003; Mogobe, Bruce &
Meyer 2009; Wright et al. 2005). For example, team building exercises, lectures, and site visits were
used to facilitate teaching and learning in an International Capacity Building Program for Nurses
(ICBN) where national educators were supported in small groups to develop strategic plans for how to
improve capacity in their home country. Group work was evaluated as beneficial for building
confidence in working with others and it was found that capacity buildees had increased confidence
to present their strategic plans to Ministries of Health, the World Health Organization, and at national

and international meetings (Wright et al. 2005)(Wright et al. 2005).

A lack of networking and alliance between countries was found to contribute to the delayed
development of midwifery education (Mogobe, Bruce & Meyer 2009). However, increasing numbers
of qualified educators within a region was reported to contribute to the advancement of the
midwifery profession as educators who had access to professional development opportunities were
more likely to engage with stakeholders and contribute to all levels of decision making and policy
development. (Wright et al. 2005). Regional collaboration was also identified as a cost effective way
to develop midwifery educator capacity in smaller LMIC where it may not be financially feasible to

have in-country professional development programs to upgrade midwifery educator’s qualifications
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to Masters or PhD level. An example of networks within a region has been described by Maclean &
Forss (2010). The African Midwives Research Network (AMRN) created a network of professionals
who could support each other, share resources and contribute to midwifery faculty development
(Maclean & Forss 2010). However, a lack of availability and access to electronic forms of
communication meant that the majority of members who resided in less developed countries in
Africa had limited interaction with others and could not access electronic research findings. Some
members of the network displayed evidence of improved knowledge, practice skills and attitudes
towards care of women during pregnancy and labour which enabled revisions of midwifery curricula
in their institutions to include more research in theoretical and clinical teaching (Maclean & Forss

2010).

In summary, approaches using collaboration to build capacity of midwifery educators has been
reported to increase access to resources, strengthen alliances and may be a cost effective strategy to
upgrade teaching qualifications. During an international partnership to build capacity, it was
acknowledged that learning occurs both ways and the capacity builders often experienced cultural

learning which was essential to the successful implementation of the project.

Discussion

This review focuses on approaches used to build midwifery educator’s capacity in teaching. The
review focused on educators working in midwifery training institutions, regardless of the length of the
curriculum or whether the institution provided a direct-entry or post-graduate qualification. This
review identified a variety of approaches to develop the quality of midwifery educator’s knowledge
and skills in teaching and clinical practice, with some overlap of approaches described within the
papers. As primary evidence from research papers was limited, discursive literature was included to
provide contextual information to enrich an understanding of the environment and challenges
affecting the capacity building of midwifery educators in LMIC. Overall, the papers showed that a lack
of trained and motivated midwifery educators and outdated curricula affected the quality of
midwifery education. It was also reported that support to clinical teaching sites through the provision
of material resources and continuing professional development for clinicians would be useful to
minimize the theory-practice gap experienced by midwifery educators and student midwives during
clinical placement. Not all papers that conducted assessments of curricula and midwifery educator
capacity have implemented or evaluated their recommendations which limits the ability of this
review to critique suggested strategies. A lack of research studies specific to midwifery was noted
together with an absence of a framework for planning, implementing and evaluating midwifery
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educator development in LMIC. The findings of this review provide insights for developing midwifery
educator capacity at individual, institutional and system levels that requires active leadership and
support from midwifery faculty members with appropriate professional skills and attributes. This
review identified a number of approaches to building midwifery educator capacity that were included
as part of curriculum review or update, focused on strengthening leadership, management and
research skills and collaborating in a community of practice. These approaches are described in the

following section.

Leadership as an enabling factor

If educators have completed a leadership and management program and hold positions of influence,
there is evidence that they take a more active role in sharing research and education-related
information at conferences, meetings and workshops, assisting to build a critical mass of educators
within their schools, regions and country (Amaral et al. 2012; Lacey-Haun & Whitehead 2009). In most
resource poor country settings there is a breadth of knowledge and experience but midwifery
educators are often not empowered to act as change agents (Voetagbe et al. 2010). There is evidence
to suggest that the poor status of women and midwifery in some LMIC pose barriers for midwifery
educators to influence policy at institutional and health system level (Bacon et al. 2014; Turkmani et
al. 2013). This review found that leadership and management training enabled midwifery educators
to communicate more effectively with heads of department, university administration and ministry of
health officials to advocate for resources for midwifery education (Amaral et al. 2012)(Amaral et al.
2012). In countries where there is a motivated midwifery professional association or academic
community, there is increased midwifery representation in national level discussions and policy
development (Amaral et al. 2012; Turkmani et al. 2013). Leadership and management training
combined with building knowledge and skills in teaching methodologies and clinical midwifery
practice is an effective strategy to build midwifery educators confidence and competence (Johnson et

al. 2007; Lacey-Haun & Whitehead 2009; Parfitt, Mughal & Thomas 2008).

Individual, institutional and system-wide approaches to building midwifery educator capacity
Concurrent strengthening of organisations and systems to complement individual capacity building
was highlighted to improve the quality of midwifery educator teaching and clinical facilitation (Akiode
et al. 2010; Maclean & Forss 2010; Turkmani et al. 2013; Voetagbe et al. 2010). There is little
evidence, however, about how such comprehensive approaches can be achieved. There is high level
acknowledgement that a collaborative approach involving relevant stakeholders in education
facilities, regulation authorities and clinical placement sites is useful and has a more sustainable
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impact on midwifery educator satisfaction and retention than a single-level approach (UNFPA WHO
ICM 2014)(The State of the World's Midwifery 2014). Developing policy, infrastructure and resources
and investing in in-service education are supportive strategies that can assist the professional
development of midwifery educators and therefore better prepare students for midwifery practice

(International Confederation of Midwives 2013; World Health Organization 2009, 2013).

Considerations for individuals providing faculty development in low-resource countries

The paper by Maclean & Forss (2010) highlighted the importance of considering cultural competence
and collaboration when planning a program to develop midwifery education. Establishing trust and
mutual respect are key to developing an effective partnership and prevent cultural
misunderstandings that can affect the achievement of capacity building outcomes (Maclean 2013).
International collaborative efforts have been accepted more readily in countries where there has
been an established relationship in health development or education prior to the implementation of
an initiative to build the capacity of midwifery educators (Maclean 2013). Having knowledge of the
context and the different working and living conditions helps to prepare international consultants
who provide development assistance (Maclean 2013). The review findings show that where possible,
in-country programs were preferred over sending educators outside their country for training and
development highlighting the importance of context specific capacity building. It was identified across
both discursive and research papers that there was variable internet connectivity, poor computer
literacy and a preference for face-to-face learning. This meant that externally-moderated
internet-based learning modules were not well accepted in LMIC and would be more successful with

an in-country facilitator to support learning.

Limitations

The inclusion of only English language publications is a limitation of this review. Although research
from seven regions have been included, not all member countries or regions of the ICM or WHO (ICM
2014; WHO 2015) have published quality research in English language which limits the representation

from the other regions.

Conclusion

The approaches identified in this review to build midwifery educator capacity were related to
curriculum review and skill development, leadership, management and research training and
collaborating in a community of practice. It is acknowledged that focusing on education alone is not

sufficient to build an effective midwifery workforce. Support to build education institution
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infrastructure, resources, systems and regulation is also needed to produce a practice-ready
midwifery workforce who can meet the needs of women and children (UNFPA WHO ICM 2014).
Participation in leadership and management training enables midwifery educators to engage at both
national and international levels to advocate for professional development opportunities for
midwives. In a resource-poor environment, collaboration between countries (internationalization)
can be beneficial given there is an increasingly global midwifery education workforce. Educating
midwifery educators abroad were not found to be effective in this review and a lack of infrastructure
and poor computer literacy in LMIC limited the use of internet-based distance learning modules.
There was a lack of literature relating to the use of a framework to guide capacity building
approaches and how the outcomes of existing interventions are being monitored and evaluated.
Implementing competency based assessment methods into teaching and learning has also not been
thoroughly reported nor how midwifery educators could engage with their institution or system to
ensure sustainability. More research in these areas and the development of a framework to guide

approaches to build midwifery educator capacity in LMIC is needed.

The next chapter will describe the methods used to explore the approach to capacity building in an
initiative in Papua New Guinea influenced the ability of the midwifery educators to improve their

midwifery teaching.
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CHAPTER 3 - METHODOLOGICAL APPROACH AND
THEORETICAL PERSPECTIVE

Introduction

This chapter presents the methodological approach and the justification for the research design. The
theoretical perspective employed in this study was the Theory of Planned Behaviour, a social
cognition theory used to explain and predict behaviour. How the theoretical framework is used to
inform the study will be described in more detail later in this chapter. This chapter also provides a
brief summary of mixed method research and includes a reflection on the benefits and challenges of
using this method, as well as my position and role in the study. Information is also provided on the

ethical considerations, setting, participants, data collection and analysis.

This study was conducted in two phases and has been described as a sequential exploratory design
where analysis of the findings from the primary qualitative phase were used to develop a data

collection tool used in the secondary phase of the study (Wisdom & Creswell 2013).

During Phase 1, a qualitative exploratory design was used to explore the views of midwifery
educators working in a capacity building initiative, the PNG MCHI. Phase 2 involved a quantitative
descriptive survey of international and national midwifery educators working in capacity building
initiatives in other LMIC to determine if the conclusions drawn in Phase 1 were comparable and
transferable to other contexts. The specific research methods for Phase 1 are explained in Chapter

Four and for Phase 2, in Chapter Five.

Table 1 provides an overview of the location of the specific methods sections within the thesis

chapters.

Table 1: Location of methods sections within the thesis chapters

Mixed methods Sequential exploratory
Reflexivity
Ethics
Consent
Confidentiality
Potential Risks
Qualitative exploratory case Semi-structured individual
study interviews
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Chapter Type of research design Methodological description
described
Participant selection
Sampling
Recruitment
Sample
Setting
Data Collection
Data Analysis
Chapter 5: Phase 2 Methods Descriptive quantitative Survey
and Findings Participant selection
Sampling
Recruitment
Sample
Setting
Data Collection
Data Analysis

Mixed methods research

There are different research methodologies and methods which could be chosen to answer a
researcher’s question (Harder 2010; Yin 2012). The choice of design is driven by the nature of the
guestion and it is therefore important to outline the process used and viewpoint of the researcher

(Yin 2012).

A sequential exploratory mixed methods design was chosen for this study as it enabled consideration
of the complex LMIC context in which midwives were working to improve capacity in midwifery
education. The choice to follow either a qualitative or quantitative research paradigm depends on the
research question (Nagy Hesse-Biber & Leavy 2010; Yin 2012). A quantitative design is more likely to
answer questions related to objective measurement whereas a qualitative design is used to answer
guestions starting with ‘how’ and ‘why’ which enables participant’s views, perceptions and the lived

experience to be explored (Baxter & Jack 2008; Creswell 2013; Harder 2010).

A key characteristic of mixed methods research is that qualitative and quantitative data are combined
in a single study in order to answer the research question (Cameron 2009; Creswell 2013; Wisdom &
Creswell 2013). When done correctly, combining methods can allow for a more complete collection
and analysis of the data, enhances the rigor of the findings and can help communicate the research to
a wider audience (Cameron 2009; Wisdom & Creswell 2013). Mixed methods research has been used
extensively in social and human sciences to broaden understanding and enable a triangulation of data

to strengthen findings. It has been suggested by Creswell (2013) that the four aspects of timing,
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weighting, mixing and theorizing need to be considered when planning to use a mixed method

approach.

For this study, a two-phase sequential method was chosen over a concurrent method of data
collection. This timing was chosen to enable an in-depth exploration of the research question in the
first phase of the study at a single site with a smaller participant sample. A case study of the PNG
MCHI was chosen for this phase. The case study is described more fully in Chapter Four. Using a
sequential method allowed for the researcher to analyse the data and use the findings to inform the

development of the data collection tool for the second phase using a more diverse sample.

The priority or weight given to the qualitative and quantitative component was also a consideration in
the planning of this mixed method study. One purpose of collecting the data sequentially was to
connect or relate the findings between the two participant samples. In this study, even though the
findings from each Phase are of equal value, more time and effort was spent on Phase 1 as the
primary qualitative phase, because an inductive approach was taken to generate themes and the

volume of data was greater.

The mixing of the data in this study occurred at two stages. The first was when the findings from the
first phase were used to inform the development of the data collection tool used in the second phase.
This form of mixing is a common process in a sequential mixed method design (Creswell 2013) where
the research is connected between a data analysis phase and a subsequent data collection phase. The
second mixing was during the final analysis which combined the findings from both phases of the

study to develop a conceptual model representing the study findings as a whole.

It is common in mixed method research to use an overarching perspective to develop all phases of
the research process (Creswell 2013). The Theory of Planned Behaviour (TPB) as the theoretical
framework employed in this study, was used to guide the mixed method design by shaping the types
of questions that were asked during the interviews and survey. A more detailed explanation of the

theory and justification of its use will be discussed in the next section in this chapter.

This study explored both national and international educator’s perceptions about working together to
build midwifery educator’s capacity within different country contexts. This diversity and complexity
could not be explored by a single qualitative or quantitative method. Using a sequential exploratory
mixed method design provided methodological flexibility and enabled aspects of the international

partnership to be explained and generalize findings to the second phase of the study (Creswell 2009;
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Wisdom & Creswell 2013). Another benefit of using this method was to enable the development of a

data collection tool because existing instruments were not available.

In deciding on the methodology, | explored which other studies used this approach. For example,
sequential mixed method research design has been used in a United Kingdom (UK) study to explore
the role of education in developing compassionate health care practitioners. In this explanatory
research design, a secondary qualitative phase was used to provide depth and understanding to the
primary quantitative phase although both phases were reported to hold equal weight. The findings
showed that it was essential for health care practitioners to be knowledgeable, clinically competent

and research-informed in order to deliver safe and effective care (Bray et al. 2013).

Another example was from India. A two-phase embedded mixed method study aimed to explore
teacher’s attitudes and the barriers they faced teaching communicative English language in secondary
schools in India and identified that the availability of teaching resources and English language
proficiency were constraining factors. In this study, the second qualitative phase was considered to

contribute the most weight to the conclusions drawn in the research (Christ & Makarani 2014).

Many sequential mixed methods research in either an education or health-related field similar to this
thesis topic have used sequential explanatory designs with the quantitative phase preceding the
gualitative phase. However in a study from Iran, the authors used a sequential exploratory design
where the primary qualitative phase was followed by a quantitative phase. The study investigated the
foreign language learning needs of nursing and midwifery students (Mazdayasna & Tahririan 2008).
The first phase interviews explored, among other things, the instructor’s attitudes toward language
teaching and their perceptions of the needs of the students. The findings were used to develop a
guestionnaire survey for the second phase to expand on the findings and sought information on the
types of skills which nursing and midwifery students needed to develop, what content and
methodologies are appropriate and what factors should be considered in designing curricula for
nursing and midwifery students. The research found that students beginning levels of English were
low, instructors did not have requisite medical vocabulary or pedagogical skills, and the course design

needed review (Mazdayasna & Tahririan 2008).

In the research described above, the mixed methods approach was described as suitable because the
design allowed triangulation of different sources of data collected in multiple phases over a period of
time. The use of both qualitative and quantitative methods allowed a deeper understanding of the
topic under question and was also suitable for smaller sample sizes. Two-phase mixed methods
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approaches have been used in social science, education and health research to explore relationships,
teaching and behaviour (Christ & Makarani 2014; Hanson et al. 2005; Harwell 2011; Mazdayasna &

Tahririan 2008) and for these reasons it was deemed appropriate to use this design for my study.

The sequential exploratory mixed method case study design was therefore the most appropriate
variant of mixed methods methodology to be used. This method enabled the exploration of the
diverse perspectives of participants who came from different countries and cultural backgrounds but
who had similar professional roles and responsibilities. The design flexibility was necessary when
exploring individual experience and process within different contexts as it accepts the relevance of

the subjective human experience in relation to the research question (Yin 2009).

Ensuring that the scope of the study is not too broad and the objectives are achievable is another
component of trustworthiness (Baxter & Jack 2008). In this study, the focal points under analysis
were the international and national midwives who worked in midwifery education institutions in a
capacity building initiative. Midwifery clinicians who provided clinical teaching to midwifery students
in a practicum site were not included in the participant sample, as their role in facilitating student
learning was governed separately to those educators working in an education institution. Educators
who teach midwifery but who were not midwives were also not included as there are professional
knowledge and skill differences between midwives and other cadres of health professionals
(community health workers, nurses, doctors) and their practice may be informed by a different

paradigm or model of care.

Theoretical perspective

A theoretical perspective which informs the research is described (Yin 2012) as being necessary but
not always explicit in case study research as it can be in other social science research. In this study,
the theoretical perspective of the research was not described in terms of being from a positivism,
interpretivist or feminism standpoint (Crotty 1998) but rather in terms of a proposition which guided
the design and informs the reader of the researcher’s philosophical stance (Crotty 1998; Yin 2012).
The theoretical framework used in this study was the Theory of Planned Behaviour (TPB). This theory

and how it is used to inform the study is explained in the next section.

The Theory of Planned Behaviour
In addition to strengthening infrastructure and resources, capacity building is primarily concerned
with enabling behaviour change to improve outcomes (Labonte & Laverack 2001; Lavender et al.

2009; Liberato et al. 2011). In the context of this study, behaviour change is related to the
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international expatriate’s adaptive behaviour to the environment and culture and the national host’s
reciprocal acceptance and utilization of the methods of teaching and facilitation of learning. The
Theory of Planned Behaviour (TPB) is therefore the theoretical framework chosen to guide this study
as it is concerned with the factors which influence an individual’s intention to perform (or not) a
desired behaviour (Ajzen 1991). Intentions and motivations are terms used interchangeably in
behaviour change literature and thought to be key cognitive aspects determining whether an

individual actually adopts a behaviour or not (Godin et al. 2008).

The TPB is a social cognition theory developed by psychologist Icek Ajzen in 1971. According to the
theory, human behaviour is guided by three variables: beliefs about the likely outcomes of the
behaviour and the evaluations of these outcomes (behavioural beliefs), beliefs about the normative
expectations of others and motivation to comply with these expectations (normative beliefs), and
beliefs about the presence of factors that may facilitate or impede performance of the behaviour and

the perceived power of these factors (control beliefs) (Ajzen 1991).

It is thought that an individual’s behavioural beliefs produce a favorable or unfavorable attitude
toward the behaviour; normative beliefs result in perceived social pressure or subjective norm; and
control beliefs give rise to perceived behavioural control. The combination of an individual’s attitude,
social norm and perception of behavioural control then influence the intention and actual

performance of the behaviour in question.

There are several benefits drawn from the field of applied psychology which support using the TPB to
inform the analysis and further development of interventions for behaviour change (French et al.
2012; Gardner et al. 2010; Michie et al. 2008). The use of theory in designing behaviour change
interventions has been reinforced as a vital preliminary step to ensure that the theoretical
mechanisms of changing causal determinants of behaviour are understood. In addition, using a theory
allows clearer testing and evaluation, thus improving quality and transferability of interventions.
Finally, it has been stated that using the TPB can support improving interventions across different

contexts, populations and behaviours (Michie et al. 2008).

The TPB, unlike other social cognition theories, examines the actual performance of behaviour and
considers external influences specific to the cultural context whereas alternative theories (social
cognitive theory, theory of interpersonal behaviour) look only at the interaction between individuals
(Godin et al 2008). Considering environmental factors in addition to individual level factors is relevant
for this study because many factors in the LMIC environment impact on the individual’s ability to
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improve midwifery teaching (Homer et al. 2014; UNFPA WHO ICM 2014; World Health Organization
2010, 2016e).

A theory of behaviour change was chosen because the aims of the research were to explore how
midwifery educators work together to improve midwifery teaching and learning. Working successfully
in international partnerships involves challenges related to differences in culture, values and
standards which impacts on an individual’s ability to introduce change (Maclean 2011).
Understanding human behaviour and being able to facilitate positive behaviour change are key
factors which determine an effective collaborative partnership (French et al. 2012; Gardner et al.
2010; Hardeman et al. 2002). By using the TPB as a lens through which to view the research findings,
it was possible to understand which factors were associated with improved midwifery teaching and
would benefit from being strengthened. In addition, factors which constrained capacity building could

also be identified and enable strategies to be put in place to decrease their influence on behaviour.

Reflexivity and my position in the study

I am an Australian trained midwife with 10 years’ experience working in capacity building projects in
LMIC. | have contributed to different capacity building approaches to improve maternal and child
health in Sudan, Timor-Leste, Papua New Guinea, Laos and Cambodia. | have also been a midwifery
educator working in the PNG MCHI which is the setting for the first phase of my study. It has been
found that prior knowledge and experience about the research topic may influence the researcher
(Bradbury-Jones 2007; Burns et al. 2012; Simmons 2007) and to address the risk of emic bias and
subjectivity, | have reflected on my position in this research and how it influences the research

processes and this will be described in the next section.

| experienced some benefits having been a previous insider and known to some of the Phase 1
participants. | had already built rapport with the participants and | was familiar with cultural norms
and language in PNG. It has been reported that prolonged field exposure and feeling connected to the
subject can be useful to enable open communication and build trust with the participants (Hanson
2013). Conversely, as a previous insider, there was a risk of role confusion, over-identifying with
participants and subjective bias from my pre-existing experiences in the Phase 1 research setting and
other capacity building initiatives (Burns et al. 2012). | did not feel as a previous insider that | had any

negative experiences during data collection in PNG or subsequent analysis of the data.

During Phase 2 of the study, some of the participants responded from countries that | had worked in

previously which enabled me to appreciate their perspectives. From the completed surveys, it was
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clear that English was not a first language for some participants. Because | had experience working
internationally, | was aware of cultural and grammatical nuances in written English which was helpful

for me to understand the written responses.

In order to maintain reflexivity, | maintained an audit trail by keeping a fieldwork and research journal
which enabled me to track the research decisions made throughout the research process (Bradbury-
Jones 2007). When | was in PNG conducting data collection for Phase 1, | did not engage in teaching
or facilitating clinical practice, even when | was invited to do so, so as not to blur the boundaries
between my role as a researcher and a former educator. It was made explicit in the participant
information sheet and repeated again verbally to the Phase 1 participants that | was in a new role as a
researcher and not acting in my previous role as midwifery clinical facilitator. During interviews |
remained silent or held a neutral position in discussions regarding the efficacy of the capacity building
approach being studied. When reading the survey responses during Phase 2 of the study, |
maintained the same objectivity, regardless of the country, funding agency and nature of the capacity

building approach.

Throughout the study, | was mindful of my position of privilege as an Australian PhD student, and
acknowledged the possibility of perceived power imbalance during the data collection, especially
when interviewing the PNG national educators face-to-face during Phase 1. During transcription of
the data and subsequent analyses | was aware that my views about my own or others performance as
a midwifery educator may influence my inclusion or interpretation of data. This potential for filtering’
information has been described as a necessary consideration to be taken by insider researchers to
ensure the data is reliable (Hanson 2013). To assist in this process | read and re-read the transcripts,
critically evaluated my inclusion of data, conducted three rounds of coding and consulted frequently

with my supervisory team.

Ethical considerations

Approval for this research was granted through the University of Technology Sydney’s Human
Research Ethic Committee (UTS HREC REF NO. 2014000689). Specifically for Phase 1 of the research,
ethics approval was also obtained from the Papua New Guinea Medical Research Advisory Committee

(PNG MRAC REF NO. 14.18). Ethical approval documents are included in Appendix 5.

This research was guided by the principles of ethical conduct for research in human subjects (National
Health and Medical Research Council 2007b). As a portion of this research was conducted overseas,

there were special ethical considerations to be considered when working in a cross-cultural
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environment. The National Health and Medical Research Council (NHMRC) (National Health and
Medical Research Council 2007b) states that it is important to recognize the impact of the beliefs,
customs and cultural heritage of participants when conducting research in another country. The
guidelines from the NHMRC relating to conducting research in another country have been applied to
this research project and continuing consultation with a PNG national midwife, Dr. Nina Joseph,
Registrar of the PNG Nursing Council, helped to ensure the Phase 1 research tools and processes were

culturally relevant.

Confidentiality, data management and storage

Confidentiality was ensured by not naming the participants on the interview transcriptions, survey
data or any report produced from the research. A code generated by the voice recorder was allocated
to each Phase 1 participant’s interview transcript and Phase 2 survey data and the files containing the
names of participants were kept separate from these numbers. In addition, all identifying data such
as place of employment or previous experience were removed from the data in order to protect the
identity of the participants. According to University of Technology Sydney’s policy for data storage,
printed data relating to this study were stored in a locked filing cabinet, separately from participant
information (University of Technology Sydney 2012). Digital data were kept in a personal password

protected computer and backed up on a personal external drive, accessible only by the researcher.

Consent and information sheets

Each participant was emailed an information sheet and a consent form prior to data collection. The
information sheet outlined the purpose of the research, the data collection procedures and
participants’ rights during the research process. Participants were informed that their participation in
the research was voluntary and they were able to withdraw from the research at any time without
consequence. Opportunities were given to allow participants to ask questions about the research and
contact details were provided for the supervisory team and the relevant ethics committee research
officers. Signed consent forms were returned to me by email or given to me face-to-face before the
Phase 1 interviews indicating that informed consent was obtained. A consent page was included in
the Phase 2 survey which needed to be read and accepted before the participant could proceed
through the survey. Samples of the consent and participant information sheets are included in

Appendix 6.
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Potential risks

There is always a level of risk involving human subjects in research and this risk can be classified on a
scale from low to high (National Health and Medical Research Council 2007a). The risk to participants
in this study was determined by the likelihood and severity of harm, discomfort or inconvenience

experienced during their involvement (National Health and Medical Research Council 2007a, 2007b).

In Phase 1 of this study, individual face-to-face, telephone and Skype interviews were the methods of
data collection used. In Phase 2, a web-based survey was used. The risk to participants using these
methods was foreseen as being low. Some possible risks included possible fatigue and mild
discomfort as a result of being interviewed however there was ongoing monitoring and evaluation
during the PNG MCHI and participants were familiar with participating in research. Participants in
Phase 2 volunteered to complete the survey and it was therefore assumed that the time taken to

complete the survey was acceptable to them.

Feelings of fatigue may have been present whilst participants from Phase 1 were participating in the
face-to-face interviews as they were conducted during a midwifery education workshop. For this
reason the interview time was negotiated with the participant and kept to a maximum of 40 minutes.
Refreshments were also provided. Participants may have felt self-conscious about being interviewed
and audio recorded. The interviews were conducted in an informal, friendly manner and efforts were
made to put the participant at ease and reduce feelings of self-consciousness. Participants were
reassured that they were free to withdraw from the research at any time without reason or
consequence. They were also informed that the interview could be paused at any time. There was a
low risk that feelings of mild distress or anxiety were provoked when participants were talking about
their role as a midwifery educator. The interview questions were purposely not confrontational and
did not require the participant to recall or retell specific experiences. If participants experienced
distress, they were given the opportunity for counselling or debrief by my primary research
supervisor. No participant complained of feelings of distress or anxiety during or after the interview

and no interviews were stopped prematurely.

There was a small community of midwifery educators participating in the PNG MCHI and Phase 1

participants were reassured prior to interview that what they discussed was strictly confidential. The
participants were informed that a copy of individual interview transcripts could be made available to
them to reassure them that they were not misrepresented. There was considered to be a low risk of

cultural insensitivity as the study team were familiar with the context and culture in PNG and were
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guided by UTS WHO Collaborating Centre (UTS WHO CC) which has a long standing relationship with
several departments in the PNG National Department of Health, based on its work in the health

sector in PNG and the Pacific region since 2008.

| did not find myself in any situation where | felt at risk during the Phase 1 fieldwork. As mentioned
previously, | maintained a fieldwork journal to ensure reflexivity and keep a distinction between my
role as a researcher and my previous role as a clinical midwifery facilitator in the PNG MCHI. | also had
the opportunity to consult with the research team and members of the WHO CC UTS if issues arose
that required support or debriefing. On occasion | experienced feelings of sympathy for the
participants when they expressed frustration about the slow pace of development in PNG. | did not
want to express excessive or inappropriate empathy with them and risk biasing the data so |
discussed this with my academic supervisor who was also in-country and she suggested engaging in
active listening skills to ensure that | did not appear to ‘take sides’ during the interview. Using well
placed non-lexical conversation sounds such as ‘uh ha’ and ‘hmm mmm’ would encourage the
participants to continue talking without conveying my thoughts on the topic. | was aware of the
personal security requirements in PNG and took all necessary precautions when moving between my

accommodation and the interview sites.

Summary

This chapter has justified the use of a sequential exploratory mixed method design to explore the
approaches used to build midwifery educator capacity in LMIC. The selection of this design allowed
for flexibility to explore the experiences of midwifery educators from different countries working in
diverse settings to strengthen midwifery teaching and learning. The enabling and constraining
contextual factors were also explored which contributed to the depth of understanding of the
research topic. This chapter also included an introduction to the theoretical framework underpinning
this study, the researcher’s position in the study and ethical considerations. The next two chapters

present the methods and findings specific to each phase of the study.
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CHAPTER 4: PHASE 1 METHOD AND FINDINGS

Introduction

This chapter explains the methods and findings from Phase 1 of the sequential exploratory mixed
method study. This phase uses exploratory qualitative interviews to determine how the Papua New
Guinea Maternal and Child Health Initiative enabled the international and national midwifery
educators to work collaboratively in a cross-cultural partnership to strengthen midwifery teaching
and learning in PNG. An explanation of why the PNG MCHI was used as a case study will also be

provided to set the context for this chapter.

Aims and objectives

As already mentioned in Chapter 1: Introduction, the aim of Phase 1 was to:

e Determine whether one approach — the Papua New Guinea Maternal and Child Health
Initiative — contributed to capacity building that was designed to improve midwifery teaching

and learning.

The objectives of Phase 1 were to specifically explore the approach used in the case study - the Papua

New Guinea Maternal and Child Health Initiative by:

e Examining the factors that enabled or constrained the ability of both national and
international midwifery educators to implement improved midwifery teaching and learning;

e Exploring how national midwifery educator’s attitudes, subjective social norms and perceived
behaviour control are linked to intention and improved teaching behaviour;

e Considering the issues related to working in a cross-cultural environment for both national
and international midwifery educators; and,

e Developing an online survey based on the findings and informed by the Theory of Planned
Behaviour (TPB) to study the issues relating to capacity building programs in midwifery

education in other LMIC.

The case study: The Papua New Guinea Maternal and Child Health Initiative

Papua New Guinea is an island in the South Pacific, is considered a low-income country (World Bank
2014) and has approximately 250, 000 births a year (World Health Organization 2015b). The majority
of the population reside in difficult to reach rural areas which contributes to the low rate of skilled

attendance at birth of 44% and high maternal mortality ratio (MMR) estimated to be around 773
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maternal deaths per 100, 000 live births (Papua New Guinea National Government 2009; World Bank
2011; World Health Organization 2015b). The PNG government directed efforts towards increasing
the number and quality of midwives in the country to address these statistics and the estimated
midwifery workforce shortage (UNFPA WHO ICM 2014). A key component in the strategy to increase

the number and quality of midwives was to support midwifery education.

The Australian Government provided funding to the World Health Organization (WHO) in Papua New
Guinea in 2012 to be used for improving maternal health care. The University of Technology Sydney’s
World Health Organization Collaborating Centre (WHO CC UTS) was sub-contracted by WHO from

2012 to 2013 to supply technical assistance and a multi-stakeholder capacity building program called

the PNG Maternal and Child Health Initiative was created and was undertaken until the end of 2015.

The WHO CC UTS supported the Maternal and Child Health Initiative (MCHI) over the four yearsin a
number of ways. These included: the recruitment of international midwives and obstetricians,
facilitating national education workshops which were conducted three times a year, supporting the
midwifery regulatory body to improve systems and processes, conducting the monitoring and
evaluation of the initiative, and providing ongoing support to the international and national educators
involved in the Initiative through regular teleconferences and face-to-face mentoring and clinical
supervision. International educators (known as Clinical Midwifery Facilitators or Clinical Midwifery
Educators) and the two obstetricians were provided with a comprehensive orientation program
before arriving in PNG. The program involved cultural awareness training, a background on the state
of maternal and child health in PNG and an opportunity to build relationships with other international

educators and the coordinating team at UTS.

At the time this study was conducted (early 2015), the specific objectives of the MCHI were to

improve:

e The standard of midwifery clinical teaching and practice in the four teaching sites (to become
five in mid-2015); and
e The quality of obstetrical care in two regions through the provision of clinical mentoring,

supervision and teaching

Setting
During Phase | of the MCHI (2012-2013), eight internationally educated midwifery clinical facilitators

were placed into the four midwifery education institutions to work alongside national counterparts.
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This number increased to 10 international educators in five education institutions in Phase Il of the
Initiative (2014-2015). The MCHI used a range of strategies to build capacity which included
mentoring of midwives, midwifery education workshops held three times a year and provision of
teaching materials (UTS World Health Organisation Collaborating Centre for Nursing Midwifery &
Health Development 2014). The international midwifery clinical facilitators (CMF) worked as
midwifery educators in partnership with PNG midwifery educators and clinicians in the education
institutions and clinical practicum sites. The international midwifery educators provided pedagogical
and clinical updates, mentoring and support to the national educators. The national educators
provided valuable local experience, skills, cultural insights and context specific knowledge to the
international educators. The midwifery education workshops enabled international and national
educators from all four education institutions and clinicians from the main clinical practicum sites to
participate in simulated teaching and learning in a collaborative and collegial group environment.
Teaching resources were also provided and included textbooks, WHO midwifery education modules,
audiovisual resources and clinical simulation equipment and mannequins. International educators
were supported by a midwifery mentor who was experienced in working in PNG. This support
involved a facilitated weekly to fortnightly teleconference connecting all education institutions. This
provided the international educators with the opportunity to debrief and discuss relevant technical

aspects of the Initiative and support each other nationally.

The MCHI aimed to establish long term relationships between international midwifery educators, the
midwifery faculty at UTS and the Ministry of Health and midwifery educators and education
institutions in PNG. This approach provided Papua New Guinean midwifery educators with
professional development opportunities, positive role-models and opportunities to build confidence
to use contemporary methods of teaching and facilitating learning (Dawson et al. 2016). An
evaluation of the MCHI has reported improved clinical education experience for students, improved
quality of the midwifery curricula, increased learning opportunities for midwifery educators as well as
progress towards improving registration of midwives (Dawson et al. 2016; Moores et al. 2015;
Moores et al. 2016). While these results are encouraging, the evaluation did not shed light on the
specific individual, partnership or environmental factors that enabled the PNG midwifery educators to

improve their teaching and learning.

The PNG MCHI was chosen as the case study as it has capacity building as its primary aim which
included partnering international and national midwifery educators in education institutions. There

were also established links between UTS and the PNG National Department of Health which enabled
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me to have prior knowledge of the context, a previous relationship with the education institutions

and ministry of health in PNG and subsequent access to the participant sample.

Method

As described in the previous chapter, this phase of the study used an exploratory qualitative design
and individual semi-structured interviews to report the perspective of both the national and
international midwifery educators. Case study research has been described as a research method that
allows an in-depth understanding of phenomena in a real-life context when the boundaries between
phenomenon and context are not always clear (Yin 2012). The flexibility in a case-study design is that
gualitative or quantitative evidence can be used and various methods of data collection are

acceptable (Yin 2009).

A case study focusing on one country program was chosen for two reasons. Firstly, in order to answer
the research questions, focusing on one country enabled specific details relevant to the context to be
explored in-depth without the need to account for how differences in context and process may affect

the participant’s responses (Baxter & Jack 2008; Creswell 2013; Harder 2010).

Secondly, determining whether the national midwifery educator capacity has been strengthened can
be subjective and is determined by individual perspectives. Qualitative enquiry within a case study
enabled exploration of the perspectives of more than one group of participants in order to get a
balanced view from both sides of the partnership (Yin 2009). It was planned that the findings of this
phase would then be used to help develop the survey questionnaire in the subsequent second phase

of the study.

Case study research has been described as both a methodology and a method (Crotty 1998; Harder
2010; Yin 2012) and the confusion for a novice researcher lies in using appropriate language to
describe the research project accurately. The description of the initiative and the outline of the
methods used will help the reader to determine if the research process can be considered of good
quality. Clear explanations of these components can enhance the trustworthiness of the research

(Harder 2010; Yin 2009).

Case study methodology allows in-depth analysis of a phenomenon from different perspectives and is
not limited to individuals or groups but is also suitable to explore processes or events (Baxter & Jack
2008; Harder 2010). Case studies have been used extensively in social sciences, education and health

(Yin 2009) and this method has contributed to knowledge of individual, social and organisational
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phenomena. For example, Australian flight nurse competence in midwifery practice (Brideson, Glover
& Button 2012) has been investigated using a qualitative single-embedded-unit case study approach,
where ‘units’ comprised of flight nurses who were employed at different centers throughout
Australia. Other research (Fraser, Avis & Mallik 2013) used a case study design conducted in phases
with midwifery educators in the UK representing the embedded units. Multiple data collection
methods were used to evaluate the outcomes of pre-registration midwifery education in various
institutions. The findings indicated that there was better outcomes if midwifery students learnt
together in smaller interactive groups and it was deemed important that midwifery educators have
current clinical knowledge and skills and are able to facilitate clinical simulation and practice of their

students (Fraser et al).

Participant selection
The sample for phase 1 was chosen purposively using ‘criterion sampling’ (Palinkas et al. 2015; Palys
2008). This method of sampling was appropriate as only participants who fit the criteria of being a

midwifery educator working in the PNG MCHI were of interest (Palinkas et al. 2015).

The participants were identified from a UTS database which contained the names of all educators
who had ever worked in the PNG MCHI. There had been a total of 18 PNG national and 15
international educators working in the PNG MCHI from the beginning of the initiative in August 2012,
up until the data collection period in March 2015. Participants were invited via email to contribute to
the research. Thirteen national and thirteen international educators consented to participate and
were included in the study. One previously employed international educator and two previously
employed national educators were not contactable. As a previous international educator working in
the MCHI, | excluded myself from the sample. It was anticipated that the international and national
educators would have their own unique perspectives on their involvement in the PNG MCHI and it
was therefore important to have close to equal numbers of both groups of participants to gain a

balanced view.

As qualitative research is primarily concerned with finding the meaning participants attribute to the
phenomena of investigation there is usually a smaller sample size when compared to quantitative
research (Mason 2010). The concept of data saturation is often used to guide sample size however
there is little consensus regarding the ideal sample size in qualitative research (Marshall et al. 2013;

Mason 2010; National Centre for Research Methods 2012; Palinkas et al. 2015). The final two
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interviews from each group revealed no new information but the interviews were still conducted and

included in the analysis to confirm data saturation was achieved.

Participant recruitment

Participants were first contacted by email by my primary supervisor and asked if they were interested
in participating in the research. If they responded in the affirmative, my supervisor copied me on that
email, thanking the participant and informing them that | would be in contact with them. | then
individually emailed each participant and provided them with an information sheet and a consent
form. The date and time of data collection was negotiated with the participant and depended on their

place of residence.

Non participation

Two Australian midwifery educators who initially stated they were willing to participate were not
available during the data collection period so consequently were not interviewed. One PNG midwifery
educator was evasive during the workshop, stating initially that she was willing to participate and
then making excuses on two subsequent scheduled times for interview as to why she could not
participate. This was perceived as a passive decline to participate and this individual was not included

in the sample.

Data collection

Data collection occurred in March 2015. The majority of participants were interviewed face-to-face
during a two and a half day midwifery education workshop at a conference venue not far from the
capital city of Port Moresby in Papua New Guinea. | arrived five days prior to the workshop and
stayed an additional two days after to enable data collection from Port Moresby-based participants
and | concentrated on those participants who lived outside of the capital city during the workshop.
This occasion was chosen as midwifery educators from the five training institutions around PNG were
gathered in the one location. It is expensive to travel within PNG and often security concerns do not
permit freedom of movement therefore having all participants in the same location enabled a larger

sample to be accessed.

Twenty-six individual semi-structured interviews were conducted in March, 2015. In total, 13
interviews with the PNG national midwifery educators were conducted and 13 with the international

expatriate midwifery educators.
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The midwifery educators who consented to participate and were geographically located outside Port
Moresby at the time of the workshop were contacted by telephone when | was in PNG. The
Australian-based midwifery educators were contacted using Skype from my home in Thailand at a
time and setting that was convenient for them. During the midwifery education workshop |
conducted all the face-to-face interviews alone in a private room, separate to the main workshop
conference room. | conducted additional face-to-face, Skype or telephone interviews in a private
space in either a hotel room or the participant’s workplace. The methods of Phase 1 data collection

are displayed in Table 2.

Table 2: Methods of Phase 1 data collection

9 1 3 13
10 2 1 13
19 3 4 26

Questions for the individual in-depth semi-structured participant interviews were developed in
consultation with my supervisors. It was important to ensure that the questions would answer the
research question, address the objectives of the research, and not duplicate existing monitoring and

evaluation so as not to cause participant fatigue.

Before conducting interviews | asked my supervisor and a research colleague from UTS, who both had
extensive experience working in Papua New Guinea, to read the questions and provide feedback to
ensure that the wording was culturally appropriate. Some changes were made at that point to
simplify the language and to start the interview with less direct questions to put the participant at
ease. Questions were also re-numbered to ensure that they followed a logical sequence. The data
collection tools (interview questions and interview guide) were then reviewed by a Papua New
Guinean midwife with experience in conducting research in PNG and no recommendations were

given to change the tools before data collection.

A sample of the interview questions were provided to the participants in the participant information

sheet, prior to data collection. An interview guide with no more than 10 broad questions was used
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and the questions were worded slightly differently for the international and national midwifery

educators. The Phase 1 interview guide is included in Appendix 7.

In addition to collecting demographic details, the interview guide for the international midwifery

educators contained the following questions:

Tell me about when and how you came to be a midwife.
Tell me about when and how you came to be a midwifery educator.

What qualities/skills are important to you in your work as a midwifery educator and why?

L A

What further study, training or experience would help you in your role as midwifery

educator? What opportunities are available to you?

5. How do you perceive teaching and learning in PNG to be different or similar to your home
country?

6. Working in a cross-cultural environment is one approach to capacity development. What
have you taught your PNG counterpart, what have you learnt from them?

7. What motivates you to come and work in PNG?

8. What advice would you give a new Clinical Midwifery Facilitator (CMF) to prepare them for

working with a PNG midwifery educator?

The interview guide for the PNG national midwifery educators contained the following questions:

S N

Tell me about when and how you came to be a midwife.

Tell me about when and how you came to be a midwifery educator.

What qualities/skills are important to you in your work as a midwifery educator and why?

What further study, training or experience would help you in your role as midwifery educator?
What opportunities are available to you?

Working in a cross-cultural environment with international consultants is one way for both
parties to learn new things. What have you taught the international consultant working with you?
What have you learnt from them?

What are the pros and cons of working with an international midwifery educator?

What advice would you give a new midwifery educator to prepare them for working with an

international consultant?

During the first two interviews with PNG midwifery educators it was apparent that some wording was

not understood. The participants either did not address the question that was asked or stated ‘l don’t
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get it, can you say again?’ or asked me to ‘rephrase that question’. In subsequent interviews, the
guestions were re-phrased and there was no further indication from the PNG participants that the

questions were misunderstood.

After the next two interviews, | consulted with my supervisor as | did not feel | was getting enough
information to answer my research question. Additional questions for both international and national

educators were then added:

1. What is the best part of your job?
2. What is the most challenging aspect of your job?

3. If you were able to change things, what is your vision/idea for improving midwifery education?

Semi-structured in-depth interviews allow the researcher to thoroughly explore each participant’s
views with the flexibility to add new questions as data collection progresses and previously
unanticipated topics are explored by the participants (Sturges & Hanrahan 2004). This was a useful
method of data collection as the participants would sometimes stray from the topic and provide new
and relevant information which added depth to the data. One participant was interviewed twice as
new questions evolved that were not asked in the first interview. Interviews lasted between 20-45

minutes.

All interviews were digitally recorded on my mobile phone and downloaded onto my computer. |
used a fieldwork journal to take notes during the interviews on the body language, tone or mood of
the participant and make personal written reflections on repeated themes or topics that emerged. |
transcribed all the interviews verbatim as soon as possible after the interview and had completed this
within 4 weeks of completing the interviews. Early transcription of interviews is recommended as the
researcher’s memory of the interview helps in accurate transcription and reflective note taking
(Vaismoradi, Turunen & Bondas 2013). Transcribing the interviews myself enabled me to become
familiar with the whole data set which is a priority step in conducting thematic analysis (Ryan &
Bernard 2003; Vaismoradi, Turunen & Bondas 2013). On four occasions, | contacted participants by
email to clarify the content of the transcript which was not clearly audible or to ask for missing

demographic information.

Data analysis

Data were analysed using thematic analysis following a six step process (Braun & Clarke 2006).

1. Familiarizing yourself with the data
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Generating initial codes
Searching for themes
Reviewing the themes

Defining and naming the themes

o oA~ W N

Producing a report

Familiarizing myself with the data

Familiarizing myself with the data started with transcribing the 26 interviews verbatim to enable the
data to be read and re-read (Ryan & Bernard 2003). Transcription was performed manually,
concurrently listening to the audio recording through headphones and typing the words directly into
the computer if it was available or writing in a notebook and typing later. Transcribing the interviews
myself was very time intensive, taking approximately three times as long to transcribe the interview
as the length of the recording. As a novice researcher however, it has been recommended that
transcribing qualitative interviews is an important step which helps the researcher become familiar
with the data and aids analysis and critical reflection (Kohlbacher 2006; Lucas et al. 2007). Repeatedly
reading the transcriptions and listening to the audio recording of the interviews at least four times
each through headphones whilst out walking or in the gym was extremely useful as it enabled me to
become close to the data and | could begin identifying thematic categories of recurring expressions,

words and concepts (Ryan & Bernard 2003).

Generating initial codes

During thematic analysis, a combination of a priori (deductive) and inductive methods of coding were
employed to identify repetitions, similarities, differences, exceptions and causal relations in the data
(Mills, Durepos & Wiebe 2010; Ryan & Bernard 2003). A deductive approach informed by the TPB was
used to guide the first round of coding which sought to identify patterns in the transcripts that
reflected the educator’s attitude, normative beliefs and factors perceived to influence control over
their ability to improve midwifery practice. The transcripts were combined in one data set and were
read line by line. Words or phrases which were aligned with the theoretical framework were
highlighted with coloured pens on printed hard copies. The TPB states that understanding the
influence of these three variables can help to predict and support behaviour change and for this
reason it was deemed relevant to use this theoretical framework in the data analysis (Cote et al.

2011; Godin et al. 2008; Michie et al. 2008).
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Searching for themes

Additional codes were then inductively applied to data which did not initially appear to fall into the
TPB categories during second and third round coding. This inductive process of identifying themes in
the data has been described as open coding (Ryan & Bernard 2003) and is a common method of

analyzing qualitative data (Mills, Durepos & Wiebe 2010).

Second-round coding was performed by using the Styles function in Microsoft Word to allocate
Headings 1-5 and Subtitles to themes and sub-themes within the electronic document. The second
round of coding explored the data in more detail and the transcripts were re-read to ensure that the
participant’s views were truthfully represented. It was at this stage that distinct themes became more

apparent, each with relevant sub-themes.

Second-round coding of the combined dataset generated up to 30 pages of themes and sub-themes
which were displayed separate to the body of the transcribed text using the Table-Of-Contents

function, made possible by the previous step of highlighting the themes using Styles.

Reviewing the themes

This volume of data generated from the second round of coding was unmanageable so data was
coded a third time. During second-round coding | had re-evaluated the themes that | had allocated in
the first instance and referred continuously back to the transcripts to find repetitions, similarities,
differences, exceptions and causal relations indicated by the use of the words ‘if, because, and then’.
The data were then re-coded without thinking about how to fit it into the theoretical framework but
how it will answer my overarching research question. Third-round coding involved separating the
international and national educator data sets into separate electronic files. The codes generated in
the Table-of-Contents from using the Styles function from each of the 13 international and 13 national
educator data sets were copied and pasted into separate documents which allowed them to be

analysed individually.

Defining and naming the themes

| found that all the data did not fit neatly into a priori themes because some questions that were
asked during data collection elicited broad responses that were not directly related to the theoretical
framework. This caused me some confusion and frustration in first-round coding because | felt | had
to try and fit and organize data into a predetermined framework. My supervisory team encouraged
me to continue refining the coding process by discovering themes inductively, letting the data speak
for itself and not forcing it into categories.
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The international and national educator data sets were analysed separately as it was anticipated that
unique and distinct themes would appear between the data sets. This assumption was confirmed in
the initial coding, but as analysis continued, it became apparent that the participants had similar
views from complementary perspectives. The themes in both data sets were able to be grouped,
collapsed and refined and integrated into seven themes and concepts which met the aims and

objectives of Phase 1 of this research. The themes are:

e Knowing your own capabilities;

e Being able to build relationships;

e Being motivated to improve the health status of women and newborns;

e Having a mutual understanding of the capacity building project;

e Preparing stakeholders for working together in a capacity building project;
e Knowing how to adapt to a different culture; and

e Having an enabling environment which support improved midwifery education.

Producing a report
The next section will explore in more depth the themes and sub-themes which were identified in the
data. The themes were named using gerunds to describe the general conceptual action which

emerged from the data which is one way of describing the processes of human action (Saldana 2009).

Findings
Thirteen national and 13 international educators participated in interviews and all the data generated
are included in the analysis. This section will begin with the participant description and follow with a

description of the other findings which have been thematically analysed.

Participant description

Demographics

The average age range of the participants was between 47 and 57 years old. There was one male and
26 female participants. This distribution accurately reflects the gender distribution of midwifery
educators working in PNG (Papua New Guinea National Government 2009). International educators
were from Australia, New Zealand and Malawi. All national educators were from either coastal, island

or highland regions of Papua New Guinea reflecting cultural diversity within the sample.
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Professional background

All participants were currently working or had worked within the previous two years in the PNG
MCHI. Participants had an average of 26.7 years of nursing and midwifery experience (international:
31.3 years and national: 12.8 years). Participants had an average of 14.9 years (international: 18.8 and
national: 11 years) of experience working in midwifery education. The national educators were from
all four education institutions located in both urban and more remote regions of PNG. Education
institutions were governed and administered either by the PNG government or private religious-

affiliated organisations.

Education

All national educators completed their midwifery education in PNG and the language of instruction
was a mixture of English, local dialects and Tok Pisin which is a form of Melanesian Pidgin English.
International educators all completed their midwifery education in well-resourced high income
countries (Australia, New Zealand and Scotland) and the language of instruction was English. Five
international and three national educators had completed a Master’s level degree, the remainder of

participants had completed postgraduate study.

Findings

Seven main themes emerged from the data and provided insight into how the PNG MCHI enabled the
national educators to have improved methods of teaching and facilitating learning. The first three
themes described the enabling individual attributes, collaborative skills and processes which were

used and perceived positively by the educators. The themes are displayed in Figure 1.

These themes were:

e Knowing your own capabilities
e Being able to build relationships

e Being motivated to improve the health status of women

The next four themes explore aspects related to individual, collaborative and contextual influences
which were perceived to create challenges or constrain the individual’s ability to have improved

midwifery teaching. They were:

e Having a mutual understanding of capacity building

e Preparing stakeholders for working together
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e Knowing how to adapt to a different culture

e Needing a supportive environment

Figure 1: Visual map of Phase 1 themes

How has the PNG MCHI enabledthe PNG midwifery educators to have improved
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Enabling Factors

Knowing your own capabilities

The first main theme explored the benefits of midwifery educators knowing their own professional
capabilities. Participants spoke of how an awareness of their knowledge, skills and attitude toward
midwifery teaching and practice helped them in their role as educators. Knowing their capabilities
encouraged educators to engage in learning opportunities and share knowledge and skills with their

colleagues. For example, a national educator said:

I’'ve been asking if PNG midwifery educators could have an attachment program in the
hospital so we could enhance the skills that we have. Like evidence based practice and the
new technologies and all that, as educators we should have the skills on that. (National

educator)

Some national and most international educators perceived that they had adequate clinical skills for
the role of midwifery educator. Others would have felt more confident with extra clinical experience

as their role in the PNG MCHI involved clinical teaching in environments with limited clinical support
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and resources. Most national and international educators stated they would have felt more prepared

with a formal adult teaching qualification in order to facilitate learning more effectively.

Being able to build relationships

Participants expressed that it took time to get to know their colleagues and felt the time taken to
build relationships was important to develop trust and respect and enabled improved information
exchange. The PNG MCHI was a four year project and this was acknowledged as allowing meaningful
long term relationships to be developed with colleagues in the education institutions and clinical
practice sites. This was expressed by a national educator when talking about her relationship with the

international educators when she said:

...once you forge that relationship with them, there is no barrier anymore, you are open. For
example, my colleague, once upon a time she would come and see me first before going to see
the international educator. But now she just walks straight, because of that relationship she

has developed with them. (National educator)

Working together to prepare lesson plans, co-teach or facilitate clinical practice in the practicum sites
provided an increased opportunity for collaboration which was valued by both groups of educators.
Working side-by-side with national educators gave international educators support to ensure that

they were behaving in a culturally appropriate manner.

An international educator expressed her gratitude at working beside a national educator:

... She has given me a lot of knowledge about PNG and the way things work here.

(International educator)

National educators expressed that working side-by-side with international colleagues gave them
confidence to implement new methods of teaching in the education institution or the clinical

practicum site. A national educator expressed her feelings about the relationship in this way:

...we kind of get together, along the line if | have any questions... what do you think about this
or how can we do it? | like that. It is working together with the international educators.

(National educator)

During the MCHI, three midwifery education workshops were held each year to update educator’s

knowledge and skills in midwifery and pedagogy. During these national workshops, educators could
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get to know each other and communicate face-to-face. This enabled a personal connection to be
made and national educators expressed they were more likely to collaborate with each other after
meeting in this way. An international educator expressed how relationship building during the

workshops enabled improved teaching:

I think the workshops are very good, the national educators together with us and we are all
doing the same thing, and bringing the clinicians (to the workshops) as well. It helps build
relationships in the hospital which allows better teaching in the hospital. (International

educator)

Being motivated to improve the health status of women

Participants identified that a motivating factor to strengthen midwifery teaching was to improve
maternal and newborn survival. This concept was prevalent throughout the data and many educators
spoke about being personally involved in maternal deaths and motivated to improve their own
midwifery practice and teaching skills in order to prevent women from dying. A national educator
expressed that a personal experience with maternal death was a motivating factor for improving

midwifery teaching:

... the experience of maternal death back then was my motivation to use my knowledge to

help mothers in PNG ever since. It was a very emotional time for me. (National educator)

International educators identified that the disparity in maternal health outcomes between their home
countries and PNG was a strong motivation to work alongside their national colleagues and share

their knowledge and skills. An international educator expressed her motivation to help others:

In PNG, women have one of the worst maternal mortality rates in the world...if | can in

anyway make that better then | want to be part of that. (International educator)

Both groups of educators were mindful of the need to increase the quantity and quality of the
midwifery workforce in order to decrease the high MMR in PNG. National participants stated that as
an educator they had influence over a larger number of midwifery workforce when compared to
previous roles working in clinical or administrative roles. With improved midwifery teaching,
participants felt they could increase the quality of midwifery education which would then translate to
improved midwifery practice and improved maternal health outcomes. A national educator expressed

it like this:
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If I’'m the Director of Nursing Services at this hospital, then I’m not passing the knowledge and
skills that | have to many people so that they will go out there and help reduce the high MMR
and treat people well...So | get back to teaching so when | teach, | teach 20 students, 30, 40,
50...1 share my experience so | can help people instead of just working at this little hospital.

(National educator)

Constraining Factors

Having a mutual understanding of capacity building

Capacity building was interpreted differently by the participants. Some national educators perceived
the international educators as replacement staff who were there to share the work in the education
institution and clinical practicum site. This perception of the international educator’s role limited the
collaborative opportunities inherent in a capacity building model. Not all the national educators
understood that the role of the international educators was supportive and collaborative. This was

expressed clearly by a national educator:

We need a written expectation within this phase of capacity building...this would be helpful
because | think some national people may just be thinking that these international people are

just additional hands to help us. (National educator)

Some national educators felt that their national colleagues sometimes took advantage of the extra

pair of hands to attend to personal responsibilities. This was expressed by a national educator:

I have teachers, “ok, I’'m going to supervise” and our hospital is far from the school and then |
go into the hospital and they are not there or they have gone off somewhere. (National

educator)

International educators also felt some frustration that they didn’t always have a national colleague to

work beside.

We are limited about who we can capacity build, the one national educator is pretty good. But

there is a lack of staff to actually build up. (International educator)

Other international educators acknowledged the challenges for her national educator colleague:
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Their challenges are so enormous, you can sort of understand. Why would they bother coming
to work? They don’t get paid properly, their housing is totally inadequate, and they’re

promised things that never happen. (International educator)

The educators felt that the term capacity building was interpreted differently by the administrative
hierarchy of the education institution, the clinicians in the practicum sites and the maternal and child
health staff at the PNG National Department of Health. It was felt that the inconsistent approach
towards the role of the international educators inhibited the capacity of the colleagues to work

together to improve teaching.

I have had some of my colleagues from the National Department of Health say ‘these white
meris (white women) come up to our office and | was wondering what this was for?’ There
was no communication and preparation to say ‘this is what capacity building is” and what

should we do? (National educator)

It was perceived that as experienced clinicians and educators the participants should ‘know’ how to
work together. Both international and national educators expressed that they learnt how to work
together as the initiative progressed and it would have been helpful to have clear guidelines at the
beginning of the initiative to guide the capacity building process. This finding indicated that even if
educators had a job description to guide their independent work, they required some additional tools

to prepare them for working together.

It was unclear to some participants if what they were ‘doing’ was ‘working’” which implies a need for
more formal evaluation processes to quantify educator’s individual performance and monitor

outcomes. This was expressed by national educators as articulated here:

Someone has to appraise us whether we have gained knowledge or enhanced our knowledge
in the workshop we came and when we went back, have we improved? That has to somehow
be assessed so that we know where we are going, whether we have improved or whether we

are still the same. (National educator)

International educators also expressed some uncertainty regarding whether they were being effective

and meeting objectives to strengthen midwifery teaching, for example:
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What I've taught them | don’t know. It’s them who can say...I don’t know whether they take it
or haven’t taken it. It is up to them now to say whether I’'ve been effective or whether I’'ve

been useless. (International educator)

Preparing stakeholders for working together
Participants discussed that their preparation for working together, the way in which learning
occurred, their understanding of each other’s role, national educator’s willingness to work in an

education role and receptiveness to change constrained the improvement of midwifery teaching.

Participants valued having knowledge and skills in adult education up-to-date clinical skills. Both
groups of midwifery educators expressed that they did not feel able to completely fulfil their role
without these skills. This finding may reflect the lack of opportunity for higher education for national
midwifery educators in PNG or the requirement for international educators to have an advanced skill

set to work in an education role in a LMIC. A national educator expressed this clearly:

| see the PNG educators as really good clinicians and most of the educators have not been to
formal training in teaching before. So how do we impart it to the students, the knowledge and

skills? (National educator)

Some national educators acknowledged that rote learning was not effective to produce a quality

midwifery graduate and were willing to learn other methods of facilitating learning:

I always thought that teaching was just reading and then presenting, presenting but now I’'m
learning that role plays and card plays and all that...I've learnt a lot from my international

colleagues. (National educator)

Other national educators found it challenging to adapt to a less didactic way of teaching and

expressed it like this:

| follow one step and when | do that every time, it is like | memorize it. But if | tend to do other
steps from what | have been doing, | cannot get it straight. It is all over my mind. | have to do

the one sequence over and over again. (National educator)

Some national educators expressed that they were not consulted regarding whether they wanted to
work in a partnership model with international midwifery educators and this affected their

willingness to collaborate. Some national educators did not feel confident that they had the requisite
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midwifery knowledge or attitude to work with the international educators. International educators
shared these views and also expressed feelings that their national colleagues could have been better

prepared for working together. A national educator stated:

The challenge | see in partnering is different types of people and you try and make them work
together. It is really difficult at times. There are some, you partner them and there is no
problem. There are some and you partner them and lots and lots of problems. (National

educator)

A national educator reflected that she felt a lack of confidence when it was apparent that her

knowledge and skills were outdated:

It can be very challenging for me too. Like | said maybe | wasn’t up to date with all the
knowledge and practices and all this and like to me if | did something that was outdated in
practice and all this it is quite challenging. | had to be pointed out by the international

educator, this thing is out of practice and all this. It demotivates me. (National educator)

Some national midwifery educators felt that their recruitment into education roles was not always
under their own control. Individuals were often nominated or coerced into working in midwifery
education despite feeling as if they did not have enough clinical or teaching experience. This indicates
a lack of career pathways, choice and autonomy for midwives in PNG and affected their enthusiasm

and preparedness for the role. A national educator stated:

| was kind of forced to take up teaching in the diploma program. | didn’t practice that much.
There was a position vacant and there was no one, they just kind of asked me frequently and

then | said “OK, I’ll try and get on board.” (National educator)

Some of the participants had pre-conceived notions of what their role as a midwifery educator should
‘look like’. For some of the national educators, their professional identity had been developed
through years of being educated in a rote-learning education system and their own clinical practice
and teaching experience. In the international educator group, there were individuals with various
levels of experience in management, clinical practice, teaching, and international development work
in other LMIC. Individual national educator’s subjective expectations of international educator roles
and responsibilities created some confusion between national and international educators and

constrained the way in which they worked together. A national educator expressed her frustration:
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Some international educators that came didn’t have the skills and knowledge to be able to
build capacity. So for me, | expected more from every international educator because you are
coming here to build capacity and that is what you should do...it was very frustrating that |

have to go step by step. (National educator)

International educators expressed that they felt they lost time ensuring their national colleagues had
the perceived pre-requisite knowledge and skills. One international educator expressed this when

talking about her national colleague:

I don’t know when she completed her midwifery training, 40 or 30 years ago or something like
that but | don’t think she has worked clinically for a very long time. Her theoretical knowledge
is almost non-existent, she is very unconfident clinically. When you are working alongside
someone who is in the program, the sheer deficit of knowledge...is almost insurmountable.

(International educator)

The national midwifery educator and clinician’s attitude towards changing practice constrained the
improvement of midwifery teaching. The resistance to change was clearly expressed by a national

educator:

Some of these things (evidence based midwifery practice) | don’t want. Like me, | am resisting
not to do that. Because | have been doing this thing for a long time and why should | change?

(National educator)

It was felt that the clinicians who supported student learning and worked together with the midwifery
educators were not prepared for working together. An international educator expressed it in this

way:

We’re teaching the students one thing and then they are going to the clinical area and being
taught something else or they are going to the clinical area and not being supported by the
staff, they don’t see it as their role to teach students, they see it as our role as educators.

(International educator)

The theory-practice gap caused tension between both groups of educators and clinicians and some

educators found it difficult to sustain improved midwifery teaching in the clinical practicum sites:
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The unit managers (in the clinical practicum sites) are saying this and we are doing that and
we are not fully implementing what we have been taught and | think all of that comes back to

continuing education, regulation and registration. (National educator)

Knowing how to adapt to a different culture

Different cultural norms affecting communication between individuals and groups were identified.
The participants acknowledged that finding a culturally appropriate way of giving and receiving
feedback was sometimes challenging. The national educators perceived that the international
educators were sometimes not able to provide feedback in a culturally sensitive way and were
occasionally too outspoken. Although speaking frankly was culturally appropriate in the international
educator’s home country, this behaviour was considered inappropriate as it was contrary to the
indirect communication style typical in PNG culture (Saffu 2003). The national educators experienced
challenges giving feedback to clinicians to correct outdated clinical practice and to other members of
the faculty or students to encourage professional conduct. Culturally, it was seen as important to
‘keep the peace’ and this social norm constrained the national educator’s ability to provide
constructive feedback and improve midwifery teaching and clinical facilitation of students. A national
educator expressed that she did not feel empowered to address these issues with the staff at the

clinical practicum sites:

I don’t have the courage to go and face them. Face the health worker and say “no this not
how you do it, things have changed”. | don’t have the courage. Most of them have very strong

personalities. (National educator)

The national educators felt that they needed improved skills in spoken and written English language
in order to be effective in their role. This may reflect the lack of availability of translated teaching
materials or that only a small number of the international educators spoke the local language of Tok
Pisin. A national educator expressed that she felt her teaching capacity was constrained due to the

lack of English fluency:

I think a big issue is English. If we are good in English we could guide the students effectively

so they could be academic as well as clinicians. (National educator)

The participants described that the concept of hierarchy was influential. For example, there were
perceived status and power differentials between midwifery educators and hospital based clinicians

and between national and international educators. The perceived distance between colleagues who
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held different positions in the profession and in society was identified as a barrier for communication
and constrained the implementation of improved methods of teaching. A national educator perceived
that she was not independently able to change practice in the hospital and expressed her regard for

the hospital hierarchy in the following way:

We also want a senior adviser from the hospital and they can have their meeting together

before they come down to us. (National educator)

National educators who had lived or worked in middle or high income countries perceived that having
that experience helped them relate to their international colleagues culture better. International
educators used their knowledge of the Pacific Island context and of previous experience working in a
cross-cultural environment to inform their approach to working in the PNG MCHI. They perceived

that it was important to be aware of and sensitive to each other’s cultural differences.

Needing a supporting environment
National educators felt that there were not enough national midwifery educators employed in their
faculty and this made it challenging to improve capacity in midwifery teaching. An international

educator commented on how the lack of workforce impacted on her role:

The universities have to have a full complement of staff. It is hard to capacity build when you

don’t have many people to capacity build with. (International educator)

The participants stated that there was not enough government or education institution support to
increase the numbers of midwifery educators. This finding indicated that midwifery workforce
development may not be recognized as a priority in PNG. A national educator felt that teaching
capacity would have improved if there were more government support to increase the numbers of

midwifery educators working in education institutions:

| think National Department of Health (NDoH) should do what they can do in their power to
make sure that there are 4 national educators in every university so that these international
educators that came to do capacity building can build capacity on these human beings.

(National educator)

National participants felt unsupported by the education institution in their career progression and

role development and expressed that they learnt how to be educators on their own and did not have
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much opportunity for professional mentorship or guidance. A national educator expressed that her

teaching colleagues in the faculty were busy with their own workload:

When | first started at the education institution (in an education role), | found it quite difficult.
There was no one there to mentor me, even though my colleagues were there, they were

more into their own subjects. (National educator)

Issues with the capacity of the midwifery regulatory body and hospital administration to control the
quality of clinical midwifery practice were also constraining factors identified by the participants.
There were few disciplinary measures in place for absenteeism or unprofessional conduct and
educators were challenged on a daily basis working with limited resources which created a stressful
working environment. Even though the PNG Maternal and Child Health Initiative provided simulation
equipment and other physical teaching resources, there was a lack of infrastructure in some
education institutions to access internet-based resources and this was identified as a barrier to

improve teaching and learning.

Summary

This chapter has reported findings from the first phase of this mixed methods study that sought to
identify the key factors necessary for an effective international partnership as a strategy used to
strengthen midwifery teaching in LMIC. It was found that while working in the PNG MCHI a midwifery
educator’s ability to improve teaching was dependent on an awareness of professional capabilities,
presence of collaborative relationships and motivations to improve the health status of women.
Factors which affected both the international and national educator’s achievement of the capacity
building objectives were related to having a mutual understanding, cultural competence, adequate
preparation for the role and understanding of the environmental constraints. These findings
contribute a more detailed understanding of the factors that facilitate and constrain the ability of
midwifery educators to enhance midwifery teaching and learning within the context of a capacity

building approach using international partnerships. These findings will be discussed in Chapter Six.

Developing a model to guide the planning and implementation of capacity building programs for
midwifery education may be useful to adequately prepare health systems and individuals to work
together to strengthen midwifery education in LMIC. Determining if these findings are applicable in
other LMIC would be useful to establish if these findings are transferable to other contexts. The

following chapter will discuss the findings of Phase 2 of this study which explores the individual,
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partnership and context specific factors which influence the process to improve midwifery teaching in

LMIC.
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CHAPTER 5 — PHASE 2 METHODS AND FINDINGS

Introduction

The previous chapter presented the findings from the first phase of this study which focused on the
experiences of midwifery educators working in an international partnership as a way to build capacity
in midwifery education, the PNG Maternal and Child Health Initiative. This chapter will describe the
findings from the second phase of the study which further explored how international and national

educators work together in LMIC.
The aim of Phase 2 was to:

e Understand how capacity building in midwifery education using international partnerships is

conducted in other LMIC.
The objectives of Phase 2 were to:

e Describe the experiences of national and international midwifery educators when working
together in a capacity building program in a LMIC; and,
e Determine whether the conceptual understandings developed in Phase 1 have resonance in a

broader sample.

Methods

Design

Phase 2 of this study used a descriptive survey design. This design was used to maximize objectivity
and generalizability of the findings (Harwell 2011). This method allows the findings to be inferred to a
similar population and does not involve the perceptions of the researcher in the analysis. Using a
descriptive survey in the second phase of this study also allows for testing, clarifying and building on

the phase 1 findings obtained through a qualitative design (Creswell 2013; Harwell 2011)

The development and structure of the survey is described in the following section.

Data Collection
The development of the survey questions were informed by the phase 1 findings, the theory of

cultural dimensions (Hofstede 2001) and the theoretical framework guiding this study (Ajzen 1991).
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Development of the survey — informed by Phase 1

Each theme from the findings of Phase 1 informed the development of the survey questions. As
explained previously, seven themes were identified which highlighted the enabling and constraining
factors influencing midwifery educators to improve teaching and learning. These themes were used
to generate questions for Phase 2, in order to establish if similar findings are relevant in other LMIC.
Examples of how the Phase 1 findings and questions for Phase 2 survey are related are provided in

Table 3. The full table is included in Appendix 8.

Development of the survey — informed by a theory of cultural dimensions

Being able to work collaboratively in a cross-cultural context has been identified as a key factor in
capacity building partnerships (Dawson et al. 2014; Eskerod & Huemann 2013). A theory of cultural
dimensions has been used in other research to provide insight into the similarities and differences
between cultures (Hofstede 2001; Mangundjaya 2013; Rhodes 2014; Rhodes & Rumsey 2016; Saffu
2003). Concepts from this theory were used to determine if midwifery educators had an
understanding of the influence of their own and their colleague’s culture on the partnership and
achievement of capacity building goals to improve teaching and facilitation of learning. Participants
were asked about their knowledge of their colleague’s cultural hierarchical structure, usual
communication style, orientation to time and adherence to social norms. Based on the literature
supporting the inclusion of cultural awareness training to prepare individuals for working in a cross-
cultural partnership (Rhodes 2014; Rhodes & Rumsey 2016; Rumsey et al. 2016b; Truong, Paradies &
Priest 2014), a list of responses related to knowledge of cultural dimensions were developed in the
survey that participants could choose as either enabling or constraining them to improve midwifery

teaching.

Development of the survey — informed by the theoretical framework, the Theory of Planned Behaviour
As explained previously, the social cognition behaviour change theory, the Theory of Planned
Behaviour (TPB) (Ajzen 1991) was used as a lens through which to view the research findings and

shaped the data collection and analysis (Creswell 2009).

A section of the survey therefore sought to gain further insight into factors that may explain or
predict how the midwifery educator’s attitude, influence of social norms and self-efficacy influences
their ability to perform improved learning and teaching. Generic behaviours have been identified in
previous research using the TPB as being able to influence behaviour change (Godin et al. 2008;

Michie et al. 2005; Viano, Holbrook & Rannikmae 2012). Responses were provided in the survey that
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participants could choose were individual motivations to improve midwifery teaching and facilitation

of learning in their context.

Structure of the survey

The survey asked 13 demographic questions to describe the participant’s personal and professional
profile. There were 28 additional questions that gathered data pertaining to the participants
experience and perceptions of strengthening midwifery educator’s capacity in teaching in LMIC,
incorporating the concepts described above. There were slight variations in the wording of the survey

guestions depending on whether the participant identified as an international or national educator.

The questions consisted of a stem and either a space for free text, a selection from pre-determined
answers in a drop-down box or a selection from the most relevant response using a five point Likert
scale. There were four open-ended questions. The survey was pre-tested on two international and
two national educators who have previously worked in a capacity building initiative to strengthen
midwifery teaching. None of the individuals who pre-tested the survey participated in the final
survey. Minor changes to language and format were made from the feedback. A sample of the survey

is included in Appendix 9.

Table 3: Example of how Phase 1 findings were used to develop Phase 2 survey

Phase 1 theme Phase 2 survey questions

(Gl e et s e e e - Do you think being more aware of your professional capabilities would
help you to improve midwifery teaching?

Being able to build Do you feel that knowledge is shared both ways?

relationships
Do you feel working side-by-side in the education institution enables

improved midwifery teaching?

Being motivated to Which of the following factors motivates you to improve midwifery
Dilelfen=nig sl teaching? (state your agreement with the following options)

of women and newborns

e Having a specific goal to work towards
e Having written roles and responsibilities
e Having incentives for performance

Having a mutual Do you have a written work or activity plan for how to work together with

understanding of the your colleague?
capacity building project
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Phase 1 theme Phase 2 survey questions

e gl - Inyour experience working together to improve midwifery teaching, how
working togetherin a important is it to have the following factors? (state your agreement with
capacity building project the following options)

e Willingness to work together collaboratively
e  Mutually developed and documented roles and responsibilities
e Up-to-date clinical skills

Knowing how to adapt to Do you feel you have an understanding of your colleague’s culture?

a different culture

What additional cultural knowledge or skills would enable you to be more
effective in your role? (state your agreement with the following options)

e Language skills
e Previous travel outside home country
e Previous work experience in LMIC

Having an enabling How much do the following environmental factors constrain your ability to
environment which improve midwifery teaching? (state your agreement with the following
supports improved options)

midwifery education

e Insufficient midwifery educator workforce

e lack of positive role models

e Poor quality professional workplace appraisal/performance review

Data Collection

The survey was self-administered through the online survey platform, Survey Monkey, over a two
month period in February and March 2016. There were three exclusion questions to determine if the
participant fulfilled the criteria of being either an international or national educator, working with a
national or international colleague (respectively) in an education institution in a LMIC currently or

within the past two years for equal to or more than a three month period.

Participant selection and sampling

Participants were invited to participate purposively using criterion sampling as only those educators
who fit the criteria of being either an international or national midwifery educator working in an
education institution in a LMIC were of interest (Palinkas et al. 2015; Palys 2008). Some potential
participants were identified from professional networks within the World Health Organization
Collaborating Centre Global Network for Nursing and Midwifery (WHOCC GN). The University of

Technology Sydney is the current secretariat for the WHOCC GN and is aware which Collaborating
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Centres are involved in building midwifery capacity through international partnershipsin an
education institution. Midwives involved in projects linked with the WHO CC were emailed an
invitation to participate with a web link to the online survey. Other participants responded to an
invitation to participate posted on the Global Alliance for Nursing and Midwifery (GANM) email

listserv forum.

The survey contained a participant information and consent form, both of which were required to be
read and completed prior to advancement through the survey pages. Names and contact details of
participants were not required and participants were advised that the results of their survey were
confidential. It is unknown how many educators may have been eligible to complete the survey but
the participant selection criteria was specific and requested that individuals must be working with an
international or national colleague respectively for a minimum period of three months in an
education institution in a LMIC. Thirty-three international and 25 national educators started the

survey.

Data analysis

Individual participant quantitative data were extracted from the online survey platform into an excel
spreadsheet to allow for better visibility and organisation of the data. This process helped to ensure
that all relevant variables were present and complete which facilitated the initial data analysis. Open
ended simple text responses were also extracted and in some cases allocated numerical codes. For
example, the participants were asked to write in a free-text box a response to the question; “what
was the focus of the capacity building program in which you were working?” Responses with similar
themes of ‘curricula update’ or ‘teacher training’ were able to be allocated numerical codes and
entered as quantitative data. Other qualitative data consisting of longer sentences or phrases were
removed from the spreadsheet and analysed separately using a manual method of open coding.
Cleaning the data in this way enabled me to get close to the data, increases the rigour of the research

and ensures completeness of the data (Baxter & Jack 2008; Braun & Clarke 2006).

Cleaned quantitative data were then entered into a statistical software package, SPSS version 23.0,
which was used to produce descriptive statistics. Cross-tabulation was conducted to explore any
relationships between the variables. Percentages, means and frequencies were generated from the

data to help summarise and find patterns in the data (Saldana 2009).

Qualitative data from four open ended questions were analysed by identifying patterns, similarities

and differences in the data in the first round of open coding and then theme labels were allocated in
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the second round. The analysis of the qualitative data involved printing the completed surveys and
highlighting selected sections of the survey responses with coloured highlighter pens which enabled a
clear understanding of the participant’s views. Data analysis was performed and discussed with the

supervisory team until consensus on the key themes was obtained.

Findings
Twenty-five national educators and 33 international educators started the survey. Nine national
(completion rate 36%) and 18 international educators (completion rate 55%) completed the survey

and were included in the analysis.

Participant description

Demographics

Participants self-identified whether they were international expatriate educators, working
temporarily in a host LMIC or a national educator who was working in the LMIC of his/her birth. More
than half of international (n=12) and national (n=5) educators were between 45-64 years old. The
majority of participants who responded were female (n=23, 85%). Participants identified their own
country of birth to be from one of the following World Health Organization defined geographical
regions (World Health Organization 2016a): Americas, Western Pacific Region (WPRO), Europe Region
(EURO), Eastern Mediterranean Region (EMRO) and African Region (AFRO). A description of
participant’s age and gender is included in Table 4. The participants’ regions of birth are displayed in

Figure 2.

Table 1: Description of Phase 2 participants’ age and gender

International n=18 National n=9

(100%) (100%)

n=2 (22%)
n=5 (28%) n=2 (22%)
n=5 (28%) n=3 (33%)

n=7 (39%) n=2 (22%)

n=2 (11%) n=2 (22%)

n=16 (89%) n=7 (78%)
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Figure 2: Phase 2 participants regions* of birth

Phase 2 participants regions of birth

44%

= Americas = WPRO = EURO = EMRO AFRO

*Regions used to describe birth country are based on the World Health Organization’s specified
regions:

Americas — North and South America Regional Office

WPRO — Western Pacific Regional Office

EURO - Europe, UK and Ireland

EMRO — Eastern Mediterranean Regional Office

AFRO — Africa Regional Office

Professional background

More than half of the participants (n=16, 59%) had completed university education to a Master’s
Degree level. Participants all had clinical midwifery experience before working in an education role
and more than half (n=15, 55%) had worked as a midwifery educator for more than five years at the
time of completing the survey. A description of participant’s academic qualifications and professional

experience are included in Table 5 and Table 6 respectively.

Table 2: Phase 2 participants’ highest academic qualification

HIGHEST ACADEMIC QUALIFICATION International National

n=18 (100%) n=9 (100%)

Undergraduate diploma n=1 (6%) n=1(11%)
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Bachelor n=1 (6%)
Postgraduate diploma n=1 (6%)
n=11 (61%)

n=4(22%)

Table 6: Phase 2 participants’ professional experience

YEARS OF EXPERIENCE AS MIDWIFE International

n=2 (11%)
n=3 (17%)

n=3 (17%)
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n=1 (6%)

n=2 (11%)

n=18 (100%)

n=1(11%)
n=1(11%)
n=5 (56%)

n=1(11%)

National
n=9 (100%)
n=1(11%)
n=1(11%)
n=2 (22%)
n=1(11%)
n=2 (22%)

n=2 (22%)

n=0 (0%)
n=4 (44%)
n=0 (0%)
n=2 (22%)
n=2 (22%)
n=1(11%)

n=0 (0%)
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Previous experience living and/or working in a cross-cultural environment outside of home country
More international educators (n=13, 72%) than national educators (n=4, 44%) had previously lived
outside their home country and less than half the participants (n=10, 37%) had previous experience
working in an education role in another country. Participant’s previous experience living or working

overseas is included in Table 7.

Table 7: Phase 2 participants’ previous experience living or working overseas

EXPERIENCE LIVING OVERSEAS BEFORE CURRENT International National
CAPACITY BUILDING ROLE

n=18 (100%) n=9 (100%)

n=13 (72%) n=4 (44%)

n=5 (28%) n=5 (56%)

ROLE OVERSEAS BEFORE CURRENT CAPACITY
BUILDING ROLE

Leadership role n=3 (17%) n=2 (22%)

Current experience working in a capacity building process to improve midwifery teaching

Participants were employed mostly in the AFRO region by either Government or Non-Government
Organisations or Universities. Most (n=17, 75%) of the participants listed their role title as ‘midwifery
educator’ and their primary focus of work was teaching students. Three national educators and two
international educators did not identify what the focus of capacity building was in the program in
which they worked. Descriptions of participant’s current experience are included in Tables 8, 9 and

10.

Table 8: Phase 2 participants’ current employer

CURRENT EMPLOYER International National

n=18 (100%) n=9 (100%)
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Table 9: Phase 2 participants’ current capacity building experience

ASPECT OF CAPACITY BUILDING International National

n=18 (100%) n=9 (100%)

Advisor to the Ministry of n=1 (6%) n=0 (0%)
Health

Dean of faculty n=0 (0%) n=4 (44%)
Midwifery educator in faculty n=10 (56%) n=7 (78%)

Advisor to midwifery n=1 (6%) n=2 (22%)
professional association

Table 10: Phase 2 participants’ current work region

CURRENT WORK REGION International National
n=18 (100%) n=9 (100%)

n=0 (0%)

T
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Cultural competence

During the international partnership, more international (n=11, 61%) than national (n=2, 22%)
educators felt that they had an understanding of the other’s culture and were adequately prepared
(international n=15, 83%; national n=3, 33%) to work in a cross-cultural environment. These results

are described below in Table 11.

Table 11: Phase 2 participants’ perception of their cross-cultural knowledge and preparedness

PARTICIPANTS’ PERCEPTION OF THEIR CROSS-CULTURAL International National
KNOWLEDGE AND PREPAREDNESS

n=18 (100%) n=9 (100%)

You have an understanding of your colleagues culture n=11 (61%) n=2 (22%)

You feel adequately prepared to work in a cross-cultural n=15 (83%) n=3 (33%)

environment

More than half of participants stated that they would have found it very enabling to have language
skills, knowledge about their colleague’s learning and communication styles and knowledge about
how the culture accepts individuality. These results and other aspects of culture which participants

found to be somewhat enabling are described in Table 12.

Table 12: Additional cultural knowledge or skills perceived by Phase 2 participants to enable them to be more
effective

ADDITIONAL CULTURAL KNOWLEDGE OR SKILLS PERCIEVED BY International  National
PHASE 2 PARTICIPANTS TO ENABLE THEM TO BE MORE EFFECTIVE

n=18 (100%)  n=9 (100%)
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n=9 (50%) n=7 (78%)

n=12 (67%) n=7 (78%)

Qualitative findings from the open questions indicate that both international and national educators
felt that it was challenging to work collaboratively when there were misunderstandings due to
culture. Two themes emerged from the open ended survey responses related to working in a cross-

cultural environment. These were:

e Communicating effectively

e Adapting to the context

Communicating effectively

Where there was no common first language, participants expressed that there were often challenges
in communication and understanding between the national and international educators. This finding
applied to both written and spoken communication. International educators expressed that they
would have preferred their national colleagues to communicate more with them verbally and
electronically and share more context specific information that would help them in their role. Lack of
fluency in a mutual language was seen as inhibiting open communication about important aspects of
the capacity building partnership. National educators expressed that they found the following factors

the most challenging when working in an international partnership:

Language barrier (National educator)

Communication (National educator)

International educators expressed how their improved learning could be facilitated by more effective

communication in the following way:

...share key documents related to curriculum and past teaching in order for me to assess the

needs... (International educator)

...be a proactive culture broker, let me know what’s what, so | don’t end up being accidentally

pushy... (International educator)
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Adapting to the context
The second theme is related to being able to adapt to the context. National educators felt that some
international educators had unrealistic expectations about the availability of resources or quality of

midwifery workforce. A national educator reflected these views, expressing it in this way:

Colleagues from developed country have high expectations of the educational systems which

may not be realistic in a low income country. (National educator)

In many of the LMIC there were inconsistent or absent internet and a lack of adequate teaching
materials. When international educators displayed frustration regarding the lack of resources or
infrastructure, this behaviour was perceived by the national educators as overly critical and did not
support the collaborative relationship. Both groups of participants expressed that specific factors
made it challenging to adapt international midwifery teaching and clinical practice guidelines to the
context. These included social and professional hierarchy which limited individual autonomy, strict
gender roles which defined a woman’s role in society, differences in time orientation and competing

professional and personal priorities.

Effective collaborative relationships

This phase of the study found that educators associated feelings of reciprocity and harmony to be
indicative of an effective collaborative relationship. Participants identified that the quality of
relationship they had with their national/international colleague influenced their ability to improve

midwifery teaching.

Fewer national (n=4, 44%) than international (n=14, 78%) educators felt that there was mutual
knowledge sharing during the capacity building process. When working with colleagues from another
culture, the participants reported that additional information regarding the cultural dimensions of
learning and communication style, orientation to time, hierarchy, gender roles, social norms and
acceptance of individuality could also be useful to help them build effective relationships and

enhance communication.

Most participants felt that working side-by-side in both clinical practicum sites and education

institutions helped to improve midwifery teaching. These results are displayed below in Table 13.
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Table 13: Working together to improve midwifery teaching

RELATIONSHIPS International National

n=18 (100%) n=9 (100%)

Knowledge is shared both ways always or most of the time n=14 (78%)

Working side-by-side in clinical practicum site improves midwifery [N EEF) n=8 (89%)
teaching

n=4 (44%)

Working side-by-side in education institution improves midwifery n=14 (78%) n=7 (78%)
teaching

Two themes emerged from the qualitative data which highlighted factors the educators found

important to facilitate an effective relationship. These were:

e Learning from each other

e Supporting each other

Learning from each other

Both groups of educators identified that a rewarding aspect of working together was learning from
each other. Some international educators expressed that learning about the culture and different
midwifery practice in the host country helped them understand how to facilitate the capacity building
process. The national educators appreciated the openness of their international colleagues to learn
how midwifery was practiced in their context. The national educators also expressed that they found

it satisfying to collaborate with international colleagues and expressed it in the following way:

Experiences are shared on both sides and as colleagues, we learn from each other. (National

educator)

International educators expressed that working in a LMIC with national colleagues gave them
opportunities for their own professional development. The international educators stated they
gained new skills in the clinical practicum setting and improved their ability to collaborate with
stakeholders in a cross-cultural environment and hone their skills in leadership and management. The
national educators identified that receiving contemporary knowledge and skills in teaching and
practice was beneficial as they did not always receive up-to-date teaching resources from their

education institution. This finding indicates that the capacity building process was not a one-way
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learning process and being open to learn from each other was a strength of capacity building in an
international partnership. A national educator reflected others views and stated that a benefit of

working in a partnership was:

... getting new techniques on reducing maternal mortality. (National educator)

The international educators expressed that it was rewarding to see their national colleagues adopt
different teaching methodologies and use improved skills in leadership and management. A quote

from an international educator reflected other participant’s views:

“Watching (my colleague) take more responsibility, and doing this (teaching) better and more
independently. She is taking more initiative and thinking through the possible outcomes of

more situations”. (International educator)

Supporting each other

It was highlighted that positive attitudes of colleagues and having a congenial, supportive working
environment were important factors which strengthened the international partnership. International
educators felt that their role in the capacity building partnership was enabled when their national
colleagues were actively engaged in the capacity building process and took the lead in teaching and

clinical facilitation:

...to be available during teaching and practical sessions...(International educator)

...with greater involvement in the process...(International educator)

...provide more clinical experiences for students...(International educator)

International educators had the expectation that their national colleagues would demonstrate
consistent teaching and facilitation of learning techniques, even in the absence of their international

colleagues:

...maintain procedures and practices even when capacity builder has left...(International

educator)

National educators expressed that they felt supported by the international educators when the

knowledge and skills that were shared were relevant to the context:

...provide skills that will be applicable in a limited-resource setting...(National educator)
90



In addition to sharing knowledge and skills, national educators expressed that they would feel more

supported to implement improved methods of teaching if they were provided teaching materials:

...provide the necessary resources to help me...(National educator)

...provide teaching books...(National educator)

Having a workplace exchange in a higher-income country was perceived by some national educators
as potentially enabling more learning opportunities. This was expressed by a national educator in the

following way:

...give us their experiences, idea sharing and to work with them in their working

place...(National educator)

Factors needed to improve midwifery teaching
The participants identified individual, partnership, process and environmental factors which they
thought were important to have in order to improve midwifery teaching. These are reported in the

following section.

Self-assessment against international competencies

More than half (n=16, 61%) of participants responded that self-assessment against the World Health
Organization (WHO) Core Competencies for Midwifery Educators (WHO 2010) would help them
evaluate their professional capabilities and consequently help them to improve their own midwifery

teaching.

Work plan

Less than half of participants (n=13, 48%) reported that they had a work plan to guide the capacity
building process. A third (n=9, 33%) of participants reported that the work plan was mutually
developed. Twenty participants (74%) thought that having a work plan would enable improved

midwifery teaching.

Individual factors
The participant’s rated their level of agreement that the following factors would enable improved

teaching and the results are listed below in Table 14.
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Table 14: Individual factors perceived to be needed by Phase 2 participants to improve midwifery teaching

INDIVIDUAL FACTORS PERCIEVED TO BE NEEDED TO IMPROVE International  National
MIDWIFERY TEACHING

n=18 (100%) n=9 (100%)

Willingness to work together n=18 (100%)

Understanding of mutually developed roles and responsibilities [N EIEF))

Up-to-date clinical skills n=18 (100%) n=9 (100%)
)

n=9 (100%)

n=9 (100%)

A formal adult-education qualification n=15 (83%) n=6 (67%)
Confidence to use contemporary pedagogy n=17 (94%)

Able to access to contemporary midwifery evidence n=18 (100%

n=9 (100%)
n=9 (100%)

Clinician skills and knowledge aligned with curriculum n=18 (100%) n=9 (100%)

Motivations to improve midwifery teaching

According to the TPB, an individual’s motivation to perform a behaviour is considered a behavioural
belief. Having a specific goal to work towards is considered a control belief. An example of a
normative belief, which is the third variable in the TPB, is having social pressure from peers. In other
research, the presence of these variables has shown to encourage and predict behaviour (Viano,
Holbrook & Rannikmae 2012; Volino 2014; Webb & Sheeran 2006). In this study, participants ranked

the following factors as motivating their own behaviour to improve midwifery teaching:

Improving the health status of women and newborns
Having a specific goal to work towards

Having written roles and responsibilities

Knowing the likely outcome of their behaviour

Being spoken to in a motivational way

Having tasks to perform of increasing difficulty

Having financial incentives

© N o Uk~ W NoR

Having social pressure from peers

These findings are consistent with the behaviour change domains informed by the TPB (Michie et al.
2005; Michie et al. 2008; Michie et al. 2013). Participants mostly identified with behavioural beliefs

which included their personal motivation for improving the health status of women and newborns,
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gaining confidence from performing tasks increasing in difficulty and feeling rewarded by having
financial incentives. The participants also identified that the normative beliefs of having social
pressure and being spoken to in a motivational way by a role model or colleague encouraged them to
improve teaching. The control beliefs of having written roles and responsibilities and knowing the
outcome of the behaviour (using contemporary midwifery research evidence and adult education
methods) were also agreed or strongly agreed by the participants as motivating factors to improve

midwifery teaching.

Environmental factors
Related to the institutional and wider health system environment, more than half of all participants

ranked the following factors as very or extremely constraining their capacity:

Insufficient midwifery educator workforce
Lack of simulation laboratory and teaching resources
Lack of positive role models

Lack of performance appraisal

vk N

Midwifery regulatory body not functioning

These results are displayed in Table 15.

Table 15: Environmental factors perceived by Phase 2 participants to constrain their ability to improve
teaching

ENVIRONMENTAL FACTORS PERCIEVED TO CONSTRAIN International  National

EDUCATORS ABILITY TO IMPROVE TEACHING

n=18 (100%)  n=9 (100%)

Midwifery regulatory body not functioning n=9 (50%) n=5 (56%)

n=9 (100%)

n=8 (89%)

Additional comments were made by the educators in relation to the environmental factors identified
in Table 15. These are related to the institutional and wider health system factors viewed as

constraining educators to improve teaching.
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External to the education institution, it was identified that several factors impacted on the educator’s
ability to implement improved midwifery teaching. These factors include midwifery education being
recognised as a worthwhile investment by the government and society. It was expressed that in some
LMIC, there was little understanding and support of midwifery education from family and community
members and medical training of doctors was more highly valued and attracted more resources. A
well-functioning midwifery regulatory body which controls the quality of midwifery practice and
community recognition of the midwife as an autonomous professional separate from other cadres of
health professionals were factors also identified. A lack of clinician support, congruent with what was
being taught in the education institution was also perceived as affecting the national educator’s

ability to adequately support student’s clinical learning.

Both groups of educators felt that the education institution could do more in terms of recruiting
workforce and providing equipment and teaching resources to enable the national educators to be
effective in their role. Improved internet infrastructure for accessing teaching material and research
evidence were identified as factors which could support locally generated research. Participants
expressed that having adequate salary, a clear job description and workplace leadership would also
provide a more enabling work environment. Examples of administrative challenges faced by the
educators in the institution included inconsistent application of student grading standards, and a lack

of performance management and professional appraisal systems for national educators.

The findings showed a lack of autonomy for midwifery educators within the faculty, where individuals
would have to get approval from the administrative hierarchy to approve small changes which was
perceived as being professionally restrictive and delayed quality improvement activities. In addition,
national educators expressed that they felt unsupported by the university to engage with donors
which limited their opportunity to negotiate for increased funding opportunities. An international

educator expressed that a constraining factor was:

Administrative hierarchies - controlling, approving (or not), funding (or not), etc. So much we

could do if we were more released to be creative and nimble. (International educator)

Summary

This chapter has reported the findings from a descriptive survey that sought to identify the key
factors necessary for an effective cross-cultural partnership which was used as a strategy to

strengthen midwifery teaching in various LMIC. The findings highlighted that midwifery educators
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who work in a capacity building partnership in African and Asian LMIC feel that adequate preparation

for the role and being supported to change behaviour were key enabling factors.

It was found that international educators felt better prepared to work in a cross-cultural partnership
compared to the national educators and also had a better understanding of their colleague’s culture.
This finding may be associated with the international educator’s increased experience travelling or
working in different cultural contexts as more international educators than national educators had

either travelled, studied or worked in LMIC.

The findings from Phase 2 revealed that communicating effectively in a cross-cultural partnership
involves more than knowing the local language or having English fluency. Simplifying technical English
to support colleagues, whose first language is not English, to understand new concepts has been
identified as an important skill for international educators. In addition, identifying the culturally
acceptable way in which national educators prefer to communicate, either individually face-to-face,
in a group, written, or using electronic media is also helpful to ensure the effective transfer of

information between individuals.

The findings from this phase of the study provide insights which could inform the development of a
framework for capacity building in LMIC. Using a framework may also enable better monitoring and
evaluation of the capacity building process, ensure that positive outcomes are measureable and

contribute to building a research knowledge base in this area.

The next chapter will discuss the findings from both phases of the study in relation to contemporary
literature in the field of education, behaviour change and cultural competence. A conceptual model
which may be used to guide international and national midwifery educators to work together in LMIC

to improve midwifery teaching will be suggested based on these findings.
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Chapter 6 - Discussion

Introduction

This sequential exploratory mixed method research explored midwifery educator capacity in
supporting effective learning and teaching in LMIC with the aim of providing insights into
strengthening capacity in these settings. The study was conducted in two phases. Phase 1 employed a
qualitative exploratory design to explore the perceptions and experiences of 13 national and 13
international midwifery educators working in a capacity building initiative in PNG. Thematic analysis
revealed enabling and constraining factors that contributed to the ability of midwifery educators to
apply new methods of teaching and facilitate improved student learning. Similarities were noted
between the themes identified in the analysis and the TPB variables indicating that a midwifery
educator’s attitude, the influence of key referents in the social environment (subjective social norm)
and perceived behaviour control affected the transfer of knowledge and learning in the capacity
building partnership. The Phase 1 findings informed the second phase of the study that further
explored the factors influencing midwifery educator capacity building with the aim of investigating

whether the factors in PNG project were applicable in other LMIC contexts.

A web-based questionnaire was developed to survey 18 international and nine national educators
from 13 different countries. The descriptive statistical analysis of the findings confirmed that the
factors affecting educators in PNG were also experienced by educators working in midwifery
education institutions in other LMIC which indicates that midwifery educators working in

international partnerships have similar needs irrespective of the context.

This chapter will first summarise the key findings from each phase of the study in relation to the
current research. The main areas of interest from the overall study will then be discussed. These
areas are related to enabling improved midwifery teaching and learning by strengthening three main
areas: individual, partnership and environmental factors. Key issues will be discussed in this section
under those three headings. The chapter will conclude with a framework for capacity building in
international partnerships that can be used to guide how organisations and individuals work together

to strengthen midwifery educator capacity in LMIC.

Discussion of Phase 1 findings

As previously stated, the objectives of Phase 1 were to:
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e Examine the factors that enabled or constrained the ability of both national and international
midwifery educators to implement improved midwifery teaching and learning;

e Explore how national midwifery educator’s attitudes, subjective social norms and perceived
behaviour control are linked to intention and improved teaching behaviour;

e Consider the issues related to working in a cross-cultural environment for both national and
international midwifery educators; and,

e Develop an online survey based on the findings and informed by the Theory of Planned
Behaviour (TPB) to study the issues relating to capacity building programs in midwifery

education in other LMIC.

Phase 1 found that successful international partnerships are dependent on many factors. Some of
these factors can be attributed to the individual’s attitude, the influence of social norm and their
perceived behavioural control which are the variables described in the TPB as the precursors to
behaviour. Other findings indicate that factors associated with the process of capacity building, like
having adequate preparation for the role, and a supportive professional environment are also

influential.

The TPB can be used as a lens through which to view how this approach to capacity building can
enable the midwifery educators to improve teaching and learning. This theory was used because
successful capacity building in an international partnership depends on certain behaviours from both
the international and national educator. International capacity building partnerships have been found
to be more effective if the international educator is culturally competent, clinically relevant and can
transfer knowledge effectively. Improved outcomes seem more possible if national educators are
engaged equally in the capacity building process, can provide feedback to their international
colleagues regarding how to navigate the local context and are open to learning new skills. These
individual behaviours may not always be evident and using the TPB can help to identify and modify

existing individual behaviours in order to improve the international capacity building partnership.

The seven themes identified in the first phase were mapped to TPB variables of attitude, subjective

norm and perceived behaviour control and are displayed in Figure 3.
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Figure 3: Phase 1 themes mapped to the TPB
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The mapping suggests that an individual’s positive attitude enabled a high level of awareness of their
own capabilities and ensured that they were motivated to improve teaching. Supportive and collegial
social influences enabled midwifery educator’s ability to build relationships, but without the support
of key referents it was challenging to have a mutual understanding of the capacity building process
and adapt to differences in culture. The educators perceived that they had no control over some
environmental aspects, such as institutional governance and the quality of clinical practice in the
clinical practicum sites. Knowing how to mitigate these barriers may have better prepared them for
working together to improve teaching and learning. In the discussion below, the findings related to
the TPB variable of attitude will be discussed first, followed by the findings related to subjective norm

and then the perceived behaviour control variables.

Theory of Planned Behaviour — Influence of behavioural belief and attitude
When mapped to the TPB, the two themes aligned with the midwifery educator’s attitude are
knowing your own capabilities and being motivated. The TPB variable of attitude refers to the degree

in which an individual has a positive or negative appraisal of the desired behaviour (Ajzen 1991).

Knowing your own capabilities
In this phase of the study, participants felt it was beneficial to have insight into whether their
professional capabilities were effective for the role, in order to seek learning opportunities to
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improve their knowledge and skills in teaching and practice. Personal characteristics of
self-awareness and self-regulation were identified as important. This indicates that midwifery
educators could be enabled to improve teaching if they are supported in developing critical self-
reflection skills. It has been found in other research that reflective practice can also help international
consultant be culturally competent by examining the faults and strengths in their own culture
(Maclean 2011). This finding is supported by research in high-income countries (Hunter & Warren
2014) which emphasizes that competence is only related in part to the possession of clinical skills and
that the attitude of the care provider is also important. Little is known about whether the same

importance is placed on these individual characteristics in the LMIC context.

The professional development opportunities provided by the PNG MCHI included supplying the
education institutions with midwifery textbooks, clinical simulation equipment and other teaching
resources. The national educators were then assisted by the international educators to use the
resources which was identified as supporting the applications of contemporary adult education
methods in the classroom and clinical practicum sites. Midwifery educators identified that a
combination of cultural, leadership, clinical and pedagogical skills were necessary in the role and felt
that the international partnership gave them some opportunities to improve in these areas. The
perceived need to feel competent across a range of midwifery teaching and practice may indicate a
gap in an individual’s knowledge and skills or the requirement to have advanced skills when working

in an international partnership in an education institution in a LMIC.

It was acknowledged by some educators that just because they were experienced clinicians, did not
necessarily mean that they were skilled in teaching. In research conducted in Australia that explores
the process of transitioning from nurse to educator, it was reported that many nurse educators
initially felt unprepared for the academic environment (McAllister, Oprescu & Jones 2014). Similar
findings were found from research in the United States which found that nurse educators felt conflict
between their previous role as clinician and new role as academic and more organisational support
could assist them in their professional transition (Boyd & Lawley 2009). The support provided in the
international partnership for educators to develop a broad range of skills was therefore found to be

beneficial.

Being motivated to improve the health of women and children
Both groups of participants expressed that they worked in midwifery education because they were

motivated to reduce the high MMR in PNG. The participants reported being focused on improving the
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quality of midwifery education in order to sustain improved health outcomes for women and

identified that it was important to reach the vulnerable women ‘back in the villages’.

The participants continued to remain in a challenging midwifery education role, which was paid less
than their clinical hospital midwifery peers, because they were motivated to improve the health
status of women and reduce the high maternal mortality in their country. Intentions or motivations
are terms used interchangeably and the TPB indicates that an individual’s motivation to perform a
behaviour is highly predictive of their likelihood to actually perform the behaviour (Ajzen & Fishbein

1980; Godin et al. 2008).

The educators perceived that being a better teacher was a way to achieve this goal of addressing
health inequity and contribute to improving the quality of midwifery care provided to rural and
remote communities. This suggests that the educators were aware of the disparity between rural and
urban maternal health indicators and identified that a well-trained midwife can save lives (UNFPA
WHO ICM 2014), even in under-resourced rural areas. It has been well established that the
distribution of the midwifery workforce both within countries and regions is not always equitable and
vulnerable populations are often underserved (Dawson, Nikowane & Whelan 2015; Lemay et al. 2012;

UNFPA 2014)

It is therefore useful during the capacity building process to consider an individual’s motivation to
work in midwifery education in LMIC. The findings from a meta-analysis of experimental evidence
(Webb & Sheeran 2006) and from TPB research examining high school teachers implementation of
new teaching methods (Viano, Holbrook & Rannikmae 2012) show that an individual’s behaviour can
be modified once the motivating factor has been recognized by the individual. According to the
findings in this study, individuals have various motivations for working together to improve midwifery
teaching and learning. Understanding which motivating factors are shared, realistic and achievable
could provide significant insights which could aid in the preparation of midwifery educators to work

together in an international partnership.

The TPB emphasizes that behaviour cannot be explained by attitude alone and that social pressure
from significant others and the amount of control an individual feels they have over performing the
behaviour are equally predictive of behaviour (Webb & Sheeran 2006). These two variables will be

discussed in the following section.
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Theory of Planned Behaviour — Influence of normative belief and subjective social norms

The three themes mapped to the subjective social norm variable were: being able to build
relationships, having a mutual understanding of capacity building and adapting to a different culture.
These themes indicate that participants considered that it was important to have effective, culturally
appropriate communication between all stakeholders in order for them to feel enabled to improve

teaching.

Being able to build relationships

Participants indicated that they were influenced by their experiences of interacting with women of
childbearing age, members of their community, their capacity building colleagues and clinicians in
clinical placement sites. When mapped to the TPB variable of social norm, it was found that educators
were more motivated to improve midwifery teaching when they were in a supportive collaborative

relationship with these individuals and groups.

The PNG educators acknowledged that they were strongly influenced by their peers. There was a
preference for getting together as a group to share knowledge face-to-face in a supportive
environment that enabled practice of clinical and pedagogical skills. International educators around
the country also appreciated the opportunity to connect with each other during regular
teleconferences, share resources by email and debrief on the telephone. The PNG MCHI provided
educators with increased opportunities for collaboration, not only within the cross-cultural
partnership but with other members of the midwifery education workforce at stakeholder forums,
education workshops, and teleconferences. These opportunities were found to be valuable to build
relationships which created a sense of unity, enabling knowledge and experience to be shared.
Providing opportunities for national or regional collaboration was found in other research to also be a
useful strategy to ensure midwifery educators establish a consistent level of high quality teaching and
practice in LMIC (Parfitt, Mughal & Thomas 2008; Requejo et al. 2010; Sherwood & Liu 2005; Uys &
Middleton 2011; Ward & Selvester 2012; Wright et al. 2005).

The PNG national educators found using the internet and telephone as the first form of
communication culturally challenging. Sitting together in a face-to-face interaction was the preferred
mode of communication to share knowledge. This is consistent with most Melanesian cultures who
value the collective society more than the individual (Hofstede 2001; Rhodes 2014). It is therefore
important during capacity building approaches using international partnerships to identify the specific

way in which both partners learn and share knowledge and incorporate a mixture of those methods
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into the program (Maclean 2013; Rhodes 2014). The cultural norm for individuals from a country
which values collectivism such as PNG is to conform to the most common or prevalent behaviour in
society (Hofstede 2001). Emphasis is placed on the quality of relationships and the opinion of others
is highly regarded. It was found that building collegial relationships was more important to the
national educators than the technical skill of their international colleague and this perception

accurately reflects the subjective norm in PNG.

Midwifery educators expressed that they learned new skills in teaching and clinical practice when
they had the opportunity to observe it and practice in a supportive environment. It is well accepted in
developmental psychology literature that individuals are more likely to display positive behaviours if
they are in engaged in a mutually respectful and collegial relationship (Ajzen & Fishbein 1980;
Bandura 2001). It is highlighted in education research that reviewed active teaching and learning
methods used by nurse educators that learning is more likely to occur when the learner can relate to
the new concept in a supportive environment (Clayton 2006). This is also supported by other research
which explores high-school science teachers’ motivations to introduce a new teaching method (Viano,
Holbrook & Rannikmae 2012). It was found that when the educators received collegial support and
positive group interactions with peers, their beliefs regarding implementing the new teaching

approach were more positive (Viano, Holbrook & Rannikmae 2012).

The PNG educators were positive about working side-by-side with their international colleagues and
felt that their teaching was improved by seeing leadership skills, teaching and clinical practice
modelled by their international colleagues. Even though working in a cross cultural partnership had
some challenges, the PNG midwifery educators perceived that learning occurred both ways and the
relationship was built on mutual respect and understanding. The educators stated that working in
longer-term collaborative partnerships provided opportunities for sequential learning of knowledge

and skills development which helped to build their confidence.

Mutual understanding of the capacity building process

Having a mutual understanding of capacity building was identified as an important factor and without
agreement among stakeholders, efforts to improve midwifery teaching were considered to be
constrained. Engaging collaboratively in the initial planning of a capacity building process and sharing
the responsibility of developing the aims and objectives are strategies which have been identified as
necessary components of the capacity building process. Having opportunities for dialogue and

discussion with decision makers and individuals implementing the capacity building program has been
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found to help ensure local ownership and engagement (Labonte & Laverack 2001; Liberato et al.

2011; Maclean 2013; United Nations Development Program 2009).

Mutual understanding means paying attention to the development of effective collaborative
engagement during the preparatory stage of the capacity building program. This could improve the
understanding and compliance of partners, enable clarification of roles and responsibilities and
ensure that any prerequisite professional skills are completed before the project starts or are
included in the lifecycle of the project (Algeo 2015). This form of engagement has been explored in
research related to the development of leadership potential in project managers (Algeo 2015) and
stakeholder engagement (De Briganti 2015) which shows that harmonised and integrated voices

among stakeholders and having a trusted mentor improves the quality of learning (Algeo 2015).

Adapting to a different culture

Aspects of culture such as assumed roles, ways to communicate and acceptance of hierarchy were
identified in this study as influencing educator’s ability to improve teaching. It was perceived to be
challenging to change the practice of educators or clinicians in education institutions or clinical
practicum sites, provide or receive feedback from those of different socio-cultural status and
communicate effectively in academic English. Having limited knowledge and understanding of the
difference in cultural norms can lead to miscommunication and constrain the capacity building

relationship (Hofstede 2001; Maclean 2013).

Cultural competence has been identified as a key factor contributing to the success of cross cultural
partnerships (Rhodes 2014; United Nations Development Program 2009; Van Vianen et al. 2004). In
order for individuals to be effective in their role, organisations involved in international aid, business
and education have highlighted that it is necessary to have skills to adapt to a different culture in
addition to technical expertise (Fee, McGrath-Champ & Yang 2011; Requejo et al. 2010; Zheng et al.
2001). Being culturally competent involves having effective and appropriate knowledge, attitude,
skills and behaviours in order to adapt to cultural differences (Perry & Southwell 2011). Some of the
competencies include being aware of personal bias, having positive attitudes towards other cultures,
displaying respect for others and showing empathy. These cognitive, affective and behavioural skills
are thought to be learnt over time which implies that preparatory training of individuals engaged in
international partnerships would only partially fulfill the requirement to be considered culturally

competent (Holmes, Bavieri & Ganassin 2015; Perry & Southwell 2011).
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There is evidence to support having individuals and organisations working in international
development with the appropriate cultural knowledge and skills to enable the bilateral transfer of
learning and partnership (Australian Agency for International Development 2011; Australian
Government 2005; Franco & Marquez 2011; Johnson, Lenartowicz & Apud 2006; Lasker 2016). This
research, however, is mostly written from the perspective of donor or development organisations
who are providing the technical assistance or financial support rather than from the LMIC
perspective. There is a gap in the literature regarding what specific preparation or orientation is
necessary for individuals or organisations in the host country to feel adequately prepared to work

with their international colleagues (Fee & Gray 2013; Lasker 2016; Maclean 2013).

Theory of Planned Behaviour — influence of control belief; perceived behaviour control

The two themes aligned with Perceived Behaviour Control were being prepared to work together and
needing an enabling environment. The TPB indicates that behaviour is not only predicted by the
individual’s intention to perform the behaviour but also to some degree on the availability of
resources and the cooperation of others within the local context. These factors determine the
perceived behaviour control the individual feels they have over performing the desired behaviour

(Ajzen 1991).

Being prepared to work together

A link was found between how well prepared the PNG midwifery educators felt they were to work in
the capacity building process and the amount of control they perceived they had to implement
improved teaching. Educators identified that they would feel more prepared for the role if they had
received necessary updates on any relevant culture, language, technical or pedagogical skills before
the partnership started in the host country’s education institution. Learning a language can involve a
long period of tuition which may be outside the scope of the capacity building project. It has been
suggested that other language skills involve being able to moderate the speed of which English is
spoken to individuals who speak English as a second or subsequent language, avoid the use of slang
and jargon and provide frequent opportunities for clarification during written and spoken

communication (Maclean 2011).

A preparation or induction process which addresses these aspects and incorporates behaviour change
theory for all stakeholders may be beneficial to provide opportunities for personal and professional
growth which aids educators feel prepared for working in a cross-cultural partnership (Fee & Gray

2013; Holmes, Bavieri & Ganassin 2015). Participants in a fellowship program to strengthen nursing

104



and midwifery leadership capacity in the Pacific found that using a theory of change approach
enabled them to learn how to be a leader, negotiate barriers and identified having effective

mentorship was beneficial (Rumsey et al. 2016).

Ensuring that a clear job description is available and periodic feedback during performance appraisals
is provided were strategies identified by participants as potentially enabling improved midwifery
teaching. Conducting regular performance appraisals based on realistic job descriptions is reported to
be effective to enable a collective understanding of roles and responsibilities within the team
(Laurencelle, Scanlan & Brett 2016; McAllister & Flynn 2016). Specifically, being supported by the
education institution to feel confident using a new skill set was identified by new academics as
helping the transition from a clinical practice role (Laurencelle, Scanlan & Brett 2016). Identifying
areas for professional development and conducting self-assessment of professional capabilities were
among the factors identified in another study as important to more fully define the role of the

educator (McAllister, Oprescu & Jones 2014).

The educators also expressed a need for a clear definition and explanation of the objectives of the
capacity building process and methods for how to monitor and evaluate effectiveness of the
initiative. A core set of midwifery competencies has been described as essential to provide high
quality maternal and child health services (Fullerton et al. 2011). The Basic Competencies for
Midwifery Practice (International Confederation of Midwives 2013) and the Midwifery Educator Core
Competencies (World Health Organization 2013) may be useful tools to complement national
documents which can provide midwifery educators with an objective assessment of their capabilities
and enable them to build on knowledge and skills which are aligned with international competencies

(Fullerton et al. 2011) .

The findings from Phase 1 show that having midwifery educators who chose to be in an education
role and have access to contemporary midwifery knowledge are important factors which could
improve self-efficacy. Some PNG midwifery educators did not choose to work in their education role
or work in partnership with international colleagues and this was reflected in their behaviour as a
reluctance to change their teaching or clinical practice. Supporting the education institution to
develop relevant tools and processes prior to the capacity building process may increase the
professional support provided to national educators, ensure institutional accountability and
sustainability and increase educator’s confidence and empower them to engage more actively in the

process (Maclean 2013; Merino & Carmenado 2012; Renfrew et al. 2014; Rhodes 2014; Robins 2008).
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Having an enabling environment

Midwifery educators perceived that it was often beyond their control to change the institution and
health system factors which prevented them to improve teaching. The TPB suggests that even though
intention is the proximal cause of behaviour, a facilitating environment must also be present in order
for the behaviour to be realized (Webb & Sheeran 2006). In many LMIC, there are institutional and
health system factors which prevent midwifery educators to improve midwifery teaching. These
barriers include a limited quantity and quality of skilled and motivated midwifery workforce (UNFPA
2014; UNFPA WHO ICM 2014), a lack of necessary infrastructure to access contemporary research
evidence and inadequate supply of teaching resources and simulation aids. In my review of capacity
building approaches to build educator capacity, it was found that in addition to clinical and
pedagogical updates, it is useful to support midwifery educators in LMIC to improve their computer
literacy as well as encourage education institutions to improve IT infrastructure before the capacity

building process begins (West 2015).

The midwifery educators in PNG did not have access to online journals or international midwifery
policy documents. This seemed to constrain the ability of the educators to improve teaching and
provide students an evidence based education in-line with current research. Research supporting the
use of a social cognition theoretical framework to engender evidence-based behaviour change
includes an evaluation of the IMPLEMENT intervention (French et al. 2012). This study examined
changing general practitioners’ non-evidence based behaviour of ordering plain x-ray film to exclude
fracture in patients with lower-back pain. The findings report that when choosing target behaviours,
providing individuals with strong supporting evidence increases the likelihood of actual behaviour
change (French et al. 2012). It may therefore be advantageous to improve infrastructure and provide

training which enables midwifery educators to access current research evidence.

In order to assist midwives to feel supported in the workplace, my study has identified that it was
essential that clinical midwives in the practicum sites facilitate student learning in a manner
consistent with the midwifery educators. In PNG, like other LMIC, student supervision in the clinical
practicum area is often performed by the clinical midwives. There is often a lack of in-service
education or continuing professional development opportunities in the clinical area however, which
can mean that the clinicians and educators have different levels of clinical and theoretical knowledge
and skills. In this study, this has found to create a tension between clinicians, students and educators.
Concurrent strengthening of midwifery regulatory and professional association bodies can help to

reduce the theory-practice gap and help to provide consistency between teaching and practice
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(International Confederation of Midwives 2011). A well-functioning midwifery regulatory body would
ensure that midwifery scope of practice and requirements for continuing professional development
are maintained and aligned with national and international standards. The ICM and other leaders in
midwifery recommend that strengthening midwifery regulation and association alongside midwifery
education is an effective strategy to ensure a quality midwifery workforce (International

Confederation of Midwives 2015; Lopes et al. 2016).

Having a clearer understanding of the midwifery educator’s attitude, the degree in which social
pressure influences behaviour and the level of perceived behaviour control may allow the capacity
building process to be planned and implemented with attention to these aspects. Individuals and
organisations providing support to midwifery educators in LMIC would be better able to contextualize
the individual preparation, partnership and environment accordingly. This may help to ensure that
the maximum benefit for both international and national educators is achieved within the scope of

the capacity building initiative.

Discussion of Phase 2 findings

The objectives of Phase 2 were to:

e Describe the experiences of national and international midwifery educators when working
together in a capacity building program in a LMIC; and,
e Determine whether the conceptual understandings developed in Phase 1 have resonance in a

broader sample.

All the themes emerging from the analysis of the Phase 1 data were also apparent in the Phase 2 data
analysis. Specifically, the enabling factors of building effective relationships, adapting personally and
professionally to the context and identifying individual capabilities and motivations were found to be
consistent. In addition, having a mutual understanding of the capacity building process, being
prepared for working in partnership and having an enabling environment were also identified as

challenging factors.

Working together collaboratively was valued by participants in both phases of the study. This
approach to improving midwifery teaching enabled the national educators to have positive role
models in the workplace, help manage their workload and provide physical assistance to implement
different clinical practice or teaching methods. International educators valued the guidance from

their national colleagues to be culturally competent and gained an understanding of how the
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institution, society and health system influenced their role to strengthen midwifery education. Both
international and national educators reported that working side-by-side enabled instant feedback
which was encouraging and improved confidence. The long term nature of the capacity building
projects were highlighted as valuable to build relationships and enabled a deeper understanding of

the context.

National educators valued the culturally sensitive interpersonal and professional skills of international
educators and appreciated their ability to adapt to the context, by modifying interventions and their

expectations concerning what could be realistically achieved in a resource poor context.

As in Phase 1, midwifery educators, despite having experience as teachers and/or clinicians did not
always feel prepared to work together in a capacity building partnership. This finding in Phase 2 is
particularly relevant to the national educators who felt less prepared than their international
counterparts. Participants in Phase 2 were employed by a variety of teaching institutions, government
and non-government organisations and the responses were consistent across the sample. Having
pre-requisite clinical and teaching skills, a clear job description and indicators on which to assess
improvement were identified in both phases as important and were strategies perceived to enable

more successful transfer of knowledge during the partnership.

It was noteworthy that participants in Phase 2 came from a diverse range of LMIC contexts and they
reported similar challenges within the sample and to Phase 1 participants related to factors in their
institutional or external environment. Workforce shortages, lack of teaching resources and a poorly
functioning professional midwifery regulatory body created challenges for the midwifery educators to

improve teaching.

Findings specific to Phase 2 were related to culture (cultural competence in south-south

collaborations, understanding each other’s culture, additional cultural knowledge perceived to be
useful), individual motivations to improve midwifery teaching other than improving the health of
women and newborns, perceptions regarding working together using a mutually developed work

plan, and views on self-assessment against international competencies.

More international than national educators stated that they understood their colleague’s culture and
perceived that having additional information specific to their colleague’s cultural dimensions
(Hofstede 2001) would be useful to increase their understanding. A number of participants were

working in south-south collaborations between African countries of similar low or lower-middle
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income status. These types of collaborations have shown to be successful as there are often greater
understandings of language and other aspects of culture (Boshoff 2010). However, it was found in
Phase 2 of this study that despite the regional collaborations between African countries, educators
still perceived that they lacked an understanding of each other’s culture. Therefore, during the
preparation of capacity building programs in both north-south and south-south collaborations
differences in culture should be considered. It has been found that including training in cultural
competence for all individuals engaged in international partnerships is likely to increase the quality of
health care within culturally diverse countries (Cushman et al. 2015; DeSouza 2008; Reimann et al.
2004). Research into a south-south collaboration in Africa to strengthen an education institution’s
capacity in establishing a competency based social and behaviour change programme identified that
understanding the local context is critical to sustainability and approaches to behaviour change must
consider the cultural norms and context (Christofides et al. 2013). In research assessing the learning
experiences of international development volunteers, it was found that cultural insights triggered
deep personal transformation, encouraged self-reflection, challenged assumptions and led to
significant behaviour change (Fee, Gray & Lu 2013). These insights highlighted the importance of
including preparatory training on cultural competence for both national and international educators
involved in capacity building partnerships and ongoing monitoring to evaluate progress made in this

area.

The motivating factor of wanting to improve the health status of women and newborns identified in
Phase 1 was reiterated in Phase 2 findings and in addition, other motivating factors to improve
midwifery teaching were identified. These additional motivating factors were related to having
documented goals, roles and responsibilities and a clearer understanding of the outcomes of
improving midwifery teaching. Participants perceived that gaining confidence with conquering more
basic concepts and skills before advancing to more advanced learning would also be motivating. It
was identified in the study that the mutual development of a work plan to document the motivating
goals, roles, responsibilities and measurement of outcomes would be a useful strategy to guide the
capacity building partnership. These findings are consistent with the literature which indicates that a
longer term approach to capacity building is more effective than shorter projects (West et al 2015)
and that sustained interaction between international and national colleagues was more likely to

enable behaviour change (Fee, Gray & Lu 2013).

The findings from Phase 1 and Phase 2 indicate that there are three overarching factors which may

enable or constrain efforts to build capacity in midwifery teaching in LMIC. These factors are related
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to the individual, the partnership and the environment and can influence how midwifery educators
improve teaching and learning. This finding is consistent with international development literature
which states that the “..development of knowledge, skills, commitment, structures, systems and

leadership ... involves actions to improve health at three levels:

The advancement of knowledge and skills among practitioners;

The expansion of support and infrastructure ... in organizations, and;

The development of cohesiveness and partnerships (World Health Organization 1998, p.1).

Viewing the findings under these three headings can enable a simplified model to strengthen
midwifery teaching and learning in LMIC to be depicted. This model may resonate with the individual
midwifery educators, the institutions or organisations who employ them and the health system
administrators who have a role in strengthening midwifery teaching and learning in LMIC. The model
is displayed in Figure 4 and shows concentric circles and key factors in the environment, partnership

and individual which if addressed may lead to improved midwifery teaching and learning.

Figure 4: Model to strengthen midwifery teaching and learning in LMIC
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It is proposed that the strategies identified in this study which have been informed by the findings
and related literature can be used practically at all three levels to improve the efficacy of

international midwifery collaborative efforts, thus improving teaching and learning and the quality of
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midwifery care provided to women and their children in LMIC. Practical examples of strategies which

may be used to address these three key factors have been drawn from the findings of my study and

other research literature and are provided below in Table 16.

Table 16: Examples of strategies and expected outcomes

Variable

How to address it

Expected outcome

Know current
capabilities
(knowledge, skills
and behaviour)

Self-assessment against
competency standards for
midwifery educators

Baseline data available for monitoring performance
which is useful for ongoing performance appraisal
(International Confederation of Midwives 2011)

Personal insight gained into current and expected
capabilities (Ajzen 1991; Bandura 2004; Gardner et
al. 2010)

Job description with clear roles
and responsibilities

Increased individual understanding of expectations
and accountability (Fee, McGrath-Champ & Yang
2011)

Plan to strengthen
individual

Individualized professional
development plan built into

Creates mid-term and end point evaluation data
enabling revision where needed

capabilities capacity building program
Enables targeted and specific approach to building
individual capacity (Fee, McGrath-Champ & Yang
2011)
Identify Facilitate educators to identify Can assist individuals to associate their motivations
motivations for their personal motivations for to their behavior (Bandura 2004; Fee, Gray & Lu
improving improving teaching and learning 2013; Fee, McGrath-Champ & Yang 2011)
midwifery teaching
and learning Examine context specific health Can help individuals to have realistic and context
indicators and link improved specific motivations which are translate into
teaching to improved outcomes behaviour that improves performance and
outcomes (Bandura 2004; Fee, Gray & Lu 2013;
Viano, Holbrook & Rannikmae 2012; Wright et al.
2005)
Address change Introduce a social cognition Enable educators to understand the psychology of
management theory of behaviour change to the | how to facilitate change and have practical skills in

individuals involved in
international partnerships

Provide examples of behaviour
change techniques

which to do that (Christofides et al. 2013; Michie et
al. 2008; Michie et al. 2013)

Build relationships

National and/or regional
collaboration between education
institutions and individuals

Shared goals and mutual understanding creates
opportunity for sharing resources and
strengthening systems (Fee, Gray & Lu 2013; Usher
et al 2012)
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Variable

How to address it

Expected outcome

Longer term approach to capacity
building with consistent in-
country presence or frequent
repeated presence of same
person

Provides opportunities for building stronger
relationships by strengthening understanding of
culture and context. Once a positive relationship is
built the transfer of learning by role modelling is
more effective (Fee, Gray & Lu 2013; Lasker 2016;
Maclean 2011; UNFPA WHO ICM 2014; Usher et al
2012; West et al 2015; World Health Organization
2015c)

Have a mutual
understanding

Develop work plan together with
agreed timeline, goals, outcomes
and performance indicators

Engaging stakeholders in the preparation of the
program encourages ownership, accountability and
sustainability (Boshoff 2010; Fee, Gray & Lu 2013;
Labonte & Laverack 2001; Liberato et al. 2011;
Maclean 2013; Rumsey et al. 2016; United Nations
Development Program 2009; Wright et al. 2005)

Be able to adapt to
a different culture

Cultural competence training for
both international and national
educators (e.g.: theory of cultural
dimensions)

Preparation to work together by creating a mutual
understanding of cultural dimensions (Fee, Gray &
Lu 2013; Hofstede 2001; Rumsey et al. 2016)

Address different cultural learning
styles and preferred methods of
sharing knowledge which are
relevant to the context and
individual

Enables different ways of teaching and learning to
be incorporated into capacity building program
which builds on existing knowledge (Girot & Enders
2003; Rhodes 2014; Rhodes & Rumsey 2016;
Rumsey et al. 2016b; Truong et al 2014; Uys &
Middleton 2011; Wright et al. 2005)

Language instruction to ensure
both individuals have technical
competence in a mutual language

Effective communication relies on being able to
send and receive messages verbally and in writing
(Brodie 2013; Evans, Razia & Cook 2013; Herberg
2005; Wright et al. 2005)

Assess individual assessment
against a cultural competency
tool (e.g.: IAPCC-R)

Baseline data is available for comparison during
ongoing monitoring and evaluation (Campinha-
Bacote 2009; Fee, McGrath-Champ & Yang 2011;
Loftin et al. 2013; Noble et al 2009)

Institutional
governance

Adequate national midwifery
education workforce to work in
partnership with international
educators

Enables international educators to work in
partnership with national educators to build
capacity and not used as replacement workforce
(Bogren, Wiseman & Berg 2012; Frenk et al. 2010;
Fullerton et al. 2011; Pons et al 2002;The RESPOND
Project 2012)

Provide physical teaching and
learning resources

Having internet access, research journal
subscription, computer skills, enables access to
evidence. Clinical teaching laboratory with
simulation equipment enables practice of clinical
skills and clinical teaching in a safe simulated
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Variable

How to address it

Expected outcome

environment which builds confidence (Pons et al
2002, UNFPA WHO ICM 2014)

Consistent clinical
teaching

Strengthen structures which
support the improved knowledge,
skills and attitude of clinicians in
clinical placement sites

Enables clinician understanding of the curriculum
and competency based assessment (Fullerton et al.
2011; Pons et al 2002; The RESPOND Project 2012)

Creates collegial and supportive environment in
the clinical placement sites and enables the
clinicians to more confidently support clinical
learning (Voetagbe et al 2010)

Strengthen midwifery regulatory
body

Regulates quality of midwifery workforce, both
clinicians and educators (Dawson et al. 2014;
Dawson et al 2015; Lavender et al. 2009; ICM 2011)

Leadership and
management skills

Advocate for improved resources
and status of the midwifery
profession by engaging with
Midwifery professional
associations and community
groups

Improved visibility and stakeholder advocacy for
the midwifery educator’s role in supporting a
quality midwifery workforce (Dawson et al 2015;
Frenk et al. 2010)

Multi-stakeholder engagement
with MoH and partners working
in MNCH by being represented on
university board, steering
committees, MoH meetings,
international NGO forums and
donor meetings

Enables a system wide approach to improving
midwifery education by sharing information and
encouraging consistency in all areas of the health
system (planning, policy, and implementation)
(Fullerton et al. 2011; World Health Organization
2016b; Wright et al 2005)

Model to strengthen midwifery teaching and learning in LMIC

The following section has organised the factors which may enable midwifery educators to strengthen

midwifery teaching and learning under three headings of Individual, Partnership and Environment.

This has been done for ease of reading but it should be noted that they are not in order of priority. In

practice, these factors are complex and interrelated and some will need to be addressed concurrently

or perhaps sequentially and not all factors may be applicable to every context.

Managing the individual factors

By using the TPB as a lens through which to view the research findings, it is possible to understand

which individual variables influencing behaviour are associated with improved midwifery teaching

and would benefit from being strengthened (Hardeman et al. 2002; Michie et al. 2008). In addition,
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variables which constrained behaviour can also be identified. The notion of ‘improved’ midwifery
teaching behaviour in the context of this research refers to the process of adopting contemporary

pedagogical methods in the classroom and applying current midwifery research evidence.

An analysis of the overall findings indicated that four individual factors may enable midwifery

educators to improve teaching and learning. These include:

e Know current individual capabilities

Plan to strengthen individual capabilities

Identify motivations

Address change management

My study has identified that knowing individual capabilities is an enabling factor to be able to
improve midwifery teaching. This finding has been confirmed in other research in the international
development field which found that drawing international development workers attention to their
own viewpoint enabled transformative learning and behaviour change (Fee, Gray & Lu 2013; Perry &
Southwell 2011). It has been suggested that performance evaluation has both an evaluative and
developmental role and that in addition to technical skills, dimensions such as attitude and
communication are useful to assess before and during international engagement (Fee, McGrath-
Champ & Yang 2011). In human psychology literature, Bandura (2004) has found that self-belief and
self-efficacy are linked to awareness of goals and outcomes and are strong motivators for personal

change.

The TPB has been used to understand and predict behaviour but has rarely been used to design
behaviour change interventions (Michie et al. 2008). It is proposed that after identifying the factor
that predicts behaviour, that specific factor should then be the target for creating behaviour change
but the TPB does not specify what techniques to use in order to achieve this (Ajzen 1991). Identifying
techniques could be useful during the international partnership to facilitate the desired individual
behaviours necessary to improve midwifery teaching and learning in LMIC (Gardner et al. 2010). One
method used to identify behaviour change techniques is described as the Behaviour Change

Taxonomy (BCT) (Michie et al. 2013).

The BCT taxonomy was developed in a Delphi-type exercise by experts in the fields of psychology,
social cognition and health science (Michie et al. 2013). Effective BCT were categorized hierarchically

by effectiveness in order to provide some consistency in implementation and reporting. The
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techniques deemed to be effective and also identified in the results of my study included; repetition
and substitution, natural consequences, feedback and monitoring, goals and planning, social support,

comparison of behaviour, self-belief and comparison of outcomes (Michie et al. 2013).

For example, in my study, midwifery educators agreed that having a specific goal to work towards and
having written roles and responsibilities would enable them to improve teaching. This finding is
confirmed in the BCT taxonomy which suggests that action planning and goal setting are effective
techniques to encourage that desired behaviour (Michie et al. 2013). Behaviour change techniques
have been used extensively in the field of health, psychology and education to support lifestyle
changes or improve professional behaviour and could also be considered useful to prepare individuals
working in the cross-cultural partnership (Michie, Haines & Donald 2005). International development
research suggests that performance evaluation and training are closely linked and that there is more
financial viability conducting technical training prior to deployment with more targeted training

occurring in-country in collaboration with local stakeholders (Fee, McGrath-Champ & Yang 2011).

In both phases of this study being aware of their personal motivations for improving teaching enabled
midwifery educators to improve their teaching capacity. This is similar to a study of the professional
behaviour change in health care educators (Godin et al. 2008; Viano, Holbrook & Rannikmae 2012;
Webb & Sheeran 2006). For example, it was found that positive behaviour seems to be encouraged if
individuals are facilitated to identify their motivations for performing the desired behaviour.
Motivations have also been identified as contributing to a clear role definition (Dawson & Homer
2013) and having realistic motivations in international development related to making a contribution,
personal development and building relationships were identified as enabling improved performance

(Hunt 2009).

Working well with others and creating and managing change are skills that have been identified in
international development workers as reflective of deep self, cultural and situational awareness (Fee
& Gray 2013). In light of this and the findings in my study, it may be useful in the program design to
consider supporting international and national educators to attain these higher order skills.
Implementation researchers have identified that using behavioural change theory can help to predict
and implement positive behaviour (Cote et al. 2011; Michie, Haines & Donald 2005; Viano, Holbrook
& Rannikmae 2012; Webb & Sheeran 2006). The TPB or other behaviour change model could
therefore be introduced to international and national educators to introduce them to theoretical

concepts of behaviour change which would better prepare them for working together.
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Addressing partnership factors

In order to strengthen capacity building efforts, this study found that it was essential for international
and national educators to have an effective interpersonal relationship. In the preparatory phase of
the capacity building project, addressing the factors that enable a collaborative partnership may
assist the individuals to work together. An analysis of the overall findings indicated that three factors

may enable midwifery educators and these include:

e Have a mutual understanding
e Build relationships

e Be able to adapt to a different culture

During the recruitment of international educators, the employer can consider the many advanced
skills that are required to work in partnership in LMIC. During the preparation for the capacity
building program, steps can then be taken on an individual level to strengthen capabilities in
understanding the goals of the project, building relationships and adapting to cultural differences. It
may be more difficult in a LMIC with a lack of midwifery workforce to selectively recruit educators
with an existing advanced skill set but by working together, additional capabilities can be identified
and methods for strengthening these can be incorporated into the work plan. Addressing individual
learning needs before and during the partnership has been found to contribute to individuals feeling
empowered as they feel there is an equal contribution to the capacity building process (Boshoff
2010). Having a work plan can enable mutual understanding through the collaborative development
and documentation of goals, indicators and feedback mechanisms. Receiving feedback on
performance is lacking in some international development programs, despite the established
research into workplace learning highlighting the benefit of this strategy to support behaviour change
(Fee, Gray & Lu 2013). Strengthening the feedback mechanisms for both international and national

educators would therefore be a useful strategy to improve teaching and learning.

Engaging in the initial planning of the capacity building process and sharing the responsibility of
program development is necessary to ensure local ownership and engagement (Labonte & Laverack
2001; Liberato et al. 2011; Maclean 2013; United Nations Development Program 2009). Including all
stakeholders has been found to be beneficial during leadership training to build relationships and
helps individuals feel more prepared for working in a cross-cultural partnership (Rumsey et al. 2016).
Including a combination of measurable qualitative, quantitative and team goals has been suggested

as important to include important contextual factors which can improve performance (Fee, McGrath-
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Champ & Yang 2011). A review of international collaborations found that during research
collaboration between countries in the global north and south, there was inequality of contribution to
authorship, which was partly due to the majority of research being conceptualized and designed by

‘northern’ partners and only implemented by partners in the south (Boshoff 2010).

My study found that the international educator’s adaptation to the host culture involved an
adjustment to the general environment, communication styles and working conditions. If an
international educator is adjusted in these three areas, they seem more likely to function effectively
and without lasting psychological stress (Maclean 2013; Van Vianen et al. 2004). Information for
international expatriates regarding the cultural dimensions and social norms of the host country are
often included in orientation programs to prepare them for overseas work which can help them
transition more easily to working in an unfamiliar environment (Rhodes 2014; United Nations
Development Program 2009). Cultural competence has been identified as a key factor contributing to
the success of cross cultural partnerships (Rhodes 2014; United Nations Development Program 2009;
Van Vianen et al. 2004) and more research is needed from the perspective of the individuals in the
host country to determine what is specifically required to prepare them to work with international

colleagues.

The provision of health care by culturally competent nurses and midwives has been reported to
increase quality of patient care and improve population health outcomes (Beach et al. 2005; Callister
2001). One of the reasons for this is that communication between individuals who are sensitive to
each other’s cultural differences are better able to give and receive information in an acceptable,
meaningful way. When messages are better understood and are culturally relevant, the target
audience is more likely to be receptive, compliant and satisfied with their care (Beach et al. 2005;
Callister 2001; Coast et al. 2014; Cushman et al. 2015). Less has been written about cultural
competence between health care providers working in international partnerships but similar
principles could be applied to the relationship between midwifery educators as has been applied to
the health care provider and consumer relationship. In order for colleagues from different cultural
backgrounds to fully engage in collaborative partnerships and communicate effectively, it is
important to have an understanding of each other’s cultural diversity (Dawson et al. 2014; Maclean
2013; Rhodes 2014), and demonstrate appropriate behaviours and attitudes, thus improving quality
of care (Noble, Noble & Hand 2009).
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Continuing education courses in cultural diversity have been found to improve cultural competence
scores in health care professionals when assessed against the Inventory for Assessing the Process of
Cultural Competence Among Healthcare Professionals-Revised (IAPCC_R) (Noble, Noble & Hand
2009). The tool is widely used internationally and has proven reliability and validity and is a self-
administered questionnaire which assesses five constructs of; cultural awareness, skill, knowledge,
encounters and desire (Campinha-Bacote 2009). Given the need to address cultural competence in an
increasing global healthcare environment, other tools measuring cultural competence in nurses have
been reviewed in efforts to provide some standardized approach to prepare healthcare professionals
for working in a cross-cultural environment (Loftin et al. 2013). It has been acknowledged that there
are some limitations in the various tools currently in use, such as being self-administered, requiring
an advanced English reading level or lacking a theoretical basis (Loftin et al. 2013). Further research
using a tool for assessing cultural competence in midwifery educators involved in international
partnerships could be useful to provide organisations and individuals with measurable indicators for

what to include in preparatory and ongoing training and evaluation.

Addressing environmental factors

The TPB states that even though intention is the proximal cause of behaviour, a facilitating
environment must also be present in order for the behaviour to be realized (Webb & Sheeran 2006).
In my study, the individual’s perceived behavioural control to improve midwifery teaching was found

to be influenced by environmental factors both within and external to the education institution.
Three factors in the environment were identified. These included:

e Institutional governance to ensure adequate workforce and resources
e Consistent clinical teaching

e Leadership and management skills

Working in international partnerships, national educators who were overworked in an environment
with a lack of midwifery workforce and resources felt constrained to improve their own knowledge
and skills in addition to supporting their international educator colleague negotiate the context. In
other studies and documents, adequate resources has been identified as a key factor supporting the
provision of quality midwifery care (UNFPA 2014; World Health Organization 2015a, 2016d) and
international partnerships (Fee, Gray & Lu 2013). These findings imply that strategies to reduce the
environmental constraints experienced by midwifery educators should be considered parallel to the

strengthening of individual capacity.
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The most recent report on the state of midwifery in the most vulnerable LMIC revealed insufficient
quantity and quality of skilled and motivated midwifery workforce and this affects the midwifery
educator’s ability to implement improved teaching (UNFPA WHO ICM 2014). In a review of capacity
building approaches to build educator capacity, it was considered that in addition to clinical and
pedagogical skill updates, it would be helpful for individual educators in LMIC to be supported to
improve their computer literacy and education institutions encouraged to improve IT infrastructure
(West 2015). Attending to these factors before the capacity building process begins would enable
international educators to assist their national counterparts to access and utilize evidence based
midwifery research to update curriculum and practice and may support the generation of local

research.

In order for midwifery educators to improve the quality of teaching and learning, my study identified
that it was essential for clinical midwives in the practicum sites to facilitate student learning in a way
that was consistent with the midwifery educators from institutions. The established hierarchy in the
clinical practicum sites combined with the feeling of not belonging to the clinical team also were
factors perceived as constraining the educators who felt that it was not their role to provide feedback

to correct clinicians practice.

In many LMIC, there is reduced opportunity for clinicians to participate in continuing professional
development (UNFPA WHO ICM 2014; World Health Organization 2015d). The subsequent knowledge
and/or skill gap between clinicians and educators can create tension and educators can lack self-
efficacy to improve midwifery teaching when the students are receiving conflicting messages from
the clinicians, there are no formal agreements on roles and responsibilities and competing
professional interests (McAllister & Flynn 2016). There has been similar findings in other research
which has found improved collaboration between clinical practicum sites and education institutions
when staff have co-appointed positions enabling educators to work part time in clinical roles and
clinicians to be guest lecturers in the education institution (Boyd & Lawley 2009; Johnsen et al. 2002;

McAllister, Oprescu & Jones 2014).

Concurrent strengthening of midwifery regulatory bodies and professional associations may be a
solution to reduce the theory-practice gap and help to provide consistency between teaching and
practice (Brodie 2013; International Confederation of Midwives 2013, 2015). A well-functioning

midwifery regulatory body would also help to ensure that midwifery scope of practice and
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requirements for continuing professional development are maintained and aligned with national and

international standards (Brodie 2013; International Confederation of Midwives 2013, 2015).

In my study, midwifery educators did not always feel able to negotiate with government officials and
donor agencies to advocate for increased resources for midwifery education. It has been reported
that improved leadership and management skills can enable midwives to feel more confident in an
advocate role, speak at national and international level meetings which contributes to improving the

quality of the midwifery workforce (Lacey-Haun & Whitehead 2009).

Limitations

All research has limitations and cross-cultural research has a number of particular challenges.

In Phase 1, a possible limitation is related to the participant selection. For security, logistical and
financial reasons, it was not possible to travel throughout PNG to interview midwifery educators in
their home institution. Therefore educators were interviewed when they convened in a central
location for a midwifery education workshop. Being in a workshop environment may have
predisposed the educators to be more focused on the workshop content and have increased fatigue

which may have affected their responses. However, there is no way to check this assumption.

Using a single site may have limited the generalizability of the results from Phase 1 to other contexts.
This was addressed in this study by including other sites in Phase 2 in order to explore the

transferability of the findings.

| am a former educator and my primary academic supervisor is the former director of the PNG
Maternal and Child Health Initiative which may have influenced the participants and their responses
during recruitment and data collection. It was made explicit in the participant information sheet and
verbally during interview that their responses would be de-identified and confidential. The
participants were also reminded that | was conducting research as a PhD student and | was no longer
employed by the PNG Maternal and Child Health Initiative and had no influence over their current

employment.

Another limitation is related to using only qualitative methods. Although this method allowed the
research question to be answered, the findings may have been strengthened by adding a quantitative
component which would have made this difficult. The findings from this qualitative study were

however used to inform the development of data collection instruments for the next phase of the
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study to explore transferability of findings to a broader context. This is typical of a sequential

exploratory mixed method research design (Creswell 2013; Yin 2009).

The first possible limitation in Phase 2 is related to the accessibility of the survey. The survey was only
conducted in English language and available through an online web-based survey application. This
limited the participant involvement to those educators who could read and write English and had
access to internet. The response rate of 36% for national educators and 55% for international
educators may reflect this. Participants were recruited through the World Health Organization
Collaborating Centre for Nursing and Midwifery Global Network and the Global Alliance of Nursing
and Midwifery and even though these networks are extensive, there may have been midwifery

educators working in international partnerships that are not connected to these networks.

Participants who were generally satisfied with their experiences working to strengthen midwifery
teaching may have been predisposed to respond to the survey which may have also been a limitation.
No incentive was offered for completion of the survey which may have also lowered the response
rate but it has been stated that response rate is not predictable and may not have improved if an

incentive was offered (Marshall et al. 2013; Mason 2010).

Participants were self-identified as midwifery educators and that term does not imply consistency in
the sample regarding length and quality of education and experience in an education role. It may
therefore be a limitation that each participant’s perceptions of what it means to be an ‘educator’
varies. This however, is the current reality of the midwifery educator workforce globally and there are
variations in the duration and content of midwifery educator training within low and high income
countries and regions (UNFPA WHO ICM 2014). Self-reported data may not always be accurate and is
influenced by many factors including professional experience and cultural background. In the survey,
data relating to professional background and country of birth were collected in order to see if there

were correlations between these variables.

Participants were excluded from the sample if they had worked less than three continuous months in
an international partnership. This may be a limitation of the study as educators who have worked
frequent shorter periods over a long period of time may have also experienced similar enabling and

constraining factors as those educators who have spent longer than three months.

The data collection tool used in Phase 2 of this study was not validated previously for reliability and

validity and it may be possible that the tool did not measure what it was intended for it to measure.
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Despite no prior validation, the findings were correlated with Phase 1 findings and consistently

answered the research question.

Further research in non-English speaking contexts would be useful to determine if the findings are
transferable to more diverse contexts. It would also be useful to test the model suggested in my study
in an existing longer-term international partnership and explore the applicability of using the TPB and

BCT to improve the international partnership and subsequent midwifery teaching and learning.

Conclusion

This study examined the factors that influence the ability of midwives in LMIC to building capacity in
teaching and learning in LMIC settings. The findings show that the TPB behaviour domains can help to
explain the attitudes, intentions and behaviours of the midwifery educators. This provides important
insight into the factors that can act as precedents to actual behaviour change and the uptake of
evidence based practice. It was found that a midwifery educator’s knowledge, skills, self-efficacy and
intention had positive effects on their perceived ability to improve teaching. It is expected that if
organisations know how individuals are motivated to perform a desired behaviour, then preparations
for recruitment, training and professional support can be implemented accordingly. These insights
could assist in the planning phase of capacity building programs to ensure recruitment training and
ongoing support of midwifery educators can strengthen the enabling factors and mitigate the

constraining factors.

The findings of this research show that whether an educator is able to display improved teaching may
be dependent on that individual’s attitude, the influence of others in the society and whether they
feel they have self-efficacy. These three factors have been labelled as variables in the social cognition
literature as attitude, subjective norms and perceived behavioural control and are represented in the
TPB as precursors for behaviour (Ajzen 1991). Social cognition theories may therefore be useful to
explain an individual’s intention to adopt certain behaviours and can also predict future behaviour. In
addition to identifying positive links between intention and behaviour, the TPB can also identify
variables which do not promote or encourage the behaviour. This can be useful to identify the

barriers for behaviour change.

If the behavioural, normative and control beliefs inherent in providing improved teaching in LMIC are
addressed initially in the preparatory phase and continued to be monitored over the lifecycle of the
capacity building project, it is anticipated that midwifery educators would be better enabled to

improve midwifery teaching. This applies to individual level factors relevant to both the international
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and national educators and also at a relationship level because the quality of the relationship
combined with an individual’s motivation are factors shown to contribute to effective communication

and knowledge exchange which enables actual behaviour.

It may also be beneficial to include explicit project management principles of stakeholder
engagement into the capacity building framework to maximize the opportunity for efficient
collaborative partnerships. Further research using an implementation science perspective may be
useful to ensure that capacity building interventions are being translated into improved learning and
teaching behaviours. This has been missing in the literature surrounding capacity building in LMIC and
has been addressed in part by this research. Further research is needed to test if addressing the
individual, partnership and environmental factors identified in this study results in improved

midwifery teaching in LMIC.
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Introduction and background

There is internationdl consensus that midwifery care is the
muost cost effective salution to decreasing maternal and newborn
mortality in low and lower-middle income couwntries (LMIC)
{Renfrew et al, 2004) The ability of a midwife to demonstrate
competence according to international andards (Follerton et al,
003 IChE, 2073 and contribute f improving owtoomes o
woosmien and newbors depenids on various factoes, These include
the guality of pre-aervice raining, access (o continuing profes-
sional development once graduated, the regulated scope of prac-
miee, and the presence of an enabling work environment (Renfew
f Ak, 2004),

Micwifery education has been klentified as a critical compo-
nent contributing o qualiny midwifery care (Falleroon el al, 20073
Winrld Health Organtsation, 21017 Repfrew ot al, 20041 In this
revlew, the term 'midwilery education’ refers o the farmal process
of maining midwives (106, 2010} which has 3 minlmum entry
lewed requirement of a completed secondary school education and
Is either a three year direct-eniry or elghteen month post-nursing
programime. The term ‘midwalery educators’ refer to the midwives
wiho provide the education to students enrolled in & midwifery
programme. Unfortunately in LMICs, the number and quality of
midwifery educators is often well below what is needed which
contributes to the production of midwifery graduates with inade-
quate technical skills and Kitle ability o think critically { Thomipesn
et al, 201} The first State of the World's Midwifery Report {2011]
found that, despite some promising developments in midwifery
education, competency based midwifery owrricula and profes-
sional development opportunities Tor midwifery educators in LMIC
were lacking. Recommendations to build capacity for midwifery
cducation remain an the international agenda and include a call
for an increase in resources for midwilery education and super-
vised climical practice for students (The Stale of the Worlil's
Midwilery, 2004, However, as few as 6% of miclwilery educators
in LMIC have any formal preparation in edocation (World Mealth
Organation, 2013},

In general terms, capacity building has been defined by the
United Mations Development Program as “the process through
which Ldividuals, organisations and secleties obtaln, srengthen

Talske |
Dty ol inchusion and exchasion crileris

and maintain the capabilities to set and achieve their own
development objectives over time’ [ LUnited Nations Development
Frogram, 2008} In onder to strengthen midwifery education.
various apgroaches have been taken to build the capacity of
midwifery educators. (Waordd Health Organisation.  200%; 10,
20005 The State of the World's Midwifery, 20011 The WHO
[201F] has defined a set of core competencies for midwibery
educatars: which enable effective midwifery practice, teaching
and clinical supervision, research and leadership Global standards
have been published (08, 2000) to assist midwifery educators
develop a quality midwilery education programme and such
dipcuments are most wseful when educators are supported by
gowernments, health systems, regulatory bodies and madwileny
assoclations 1o implement them [Fullerton e al, 2003], Toolkis
and teaching ajds (WHD, 2008; KdHe=akth, 2004; Kadealth, 2005,
Jabin Hapkins Universicy, 2005) have also been produced in onder
T hmiprove the quality of midwifery education but how they have
ey sl s LMIC has fiot been well documented, The indavidual
context and culture play a significanr and impartant role in how
capacity bullding interventions are developed and imiplermented
and should not be overlooked {Maclean, 2001 3], Despite investment
Trom international donors, capacity bullding consaltanks, national
partners and local experts, litthe is known about the best way o
bulld capacity and support midwifery educators working in
Institutions in LMIC. This review, therefore, aims to explore the
different approaches used to build midwifery educater capacity In
LMIC and identify which aspects have been successful in creating
improved outcomes fer midwilery education,

Method

A descriptive narrative synthesis was chosen for this integrative
literatwre review, This method allows the findings of literature
derived from gualitative and guantitative metheds to be synthe-
sised and identify gaps by extracting data and then grouping it to
present common ideas or arguments |Fopay et al. 2005),

Sewch profocol

A search of electronic hibliographic databases [CINAHL, MED-
LINE, WD, and PubMed ) and websites { Coogle Scholar, University

Tire off Canniry Lampuige of Candiw of health geofessinnal Plascie oo gyl
ishlication jpushilicating
Inchided JOO0-2004  IMIC & flelined by Faglsn Mitberiwrs, s workbeg o an eduation rols in m-mw s Taining wrtingion and
Warld Hank repenductive health or midtwilery dinical placemens so
Excluled 199 o ey Oiher than U Ixher tham Medical deciors, commneity healih workers, il Hospital, clinic o O iy Bty
Fapieily liirthng, artendants conire oty
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af Technology Sydney library site, World Health Qrganization,
JHPEIGEL, LINFPA) was undertaken, Search terms included ‘mid-
wilery education’, ‘midwifery educatars’, ‘midwilery frainbng’,
“mmidwife’, Ccapacity building, Searched were limited by year
2000-2014 and to publications in English language. Searches were
lirmined 1o LMIC regions by wsing rerms ‘low resource country’, ‘low
and middie income country’, “LMIC, ‘devetoplng country’, ‘third
wordd country”. The World Bank country clssification scale was
used to define LMEC {Waorld Baak, 2004]), Reference lists were hand
searched to ldentily addidonal relevant publications,

PMapers included in this review explored capacity butlding from
the perspective of both the nadomal educators in LMIC (the
capacity “bulldees’) and the international educators (the capacity
‘builders'], Due to the lack of research papers, a decision was made
to examine discursive papers to provide insight into midwifery
educator capacity building experiences. We therefore undertook a
mapping exercise o provide insight into the context of capacity
building abompside & namative synthesis of research literature.
Discursive papers were included that described and for evaluated
an approach to building skills, knowledge and a supportive
environment for educators working in training institutions in
LMIC. There were low numbers of midwifery-specific papers and
the cadre of midwife is not recognised in all countries therefore
relevant papers including nurse-midwives or nurse educators wha
teach maternal, child or reproductive health were also incheded.

Papers were excluded iF approaches to bubiding midwifery
educator capacity only focused on clinical teaching sites as mud-
wilery educators who work in institutions face different chal-
lenges than those workiig i the elinical seiting alone, Papers
imvalving only medcal officers or untraimed community midwives
were alan encluded, Details of incluskon and exclision criteria for
synthesis are included in Tabie |

Study selection and gualily oppradsal

Initial searching using key words retrieved 250 papers amd the
thiles were fead. OF these, 174 papeérs were removed as they were
nat relevant to the review guestion o study focus, The remaining
Ta retrieved titles and abstracts were screened and examined in
more detall for possibe inclushon. Thirty-five research papers were
screencd and 41 discursive papers screened and appralsed for

possible incluskon, Twenty-nine résearch papers and 29 discursive
papers were further discarded as they did not meet the selection
erileria beaving six resexrch and 12 chacugsive papess remaining,
The quality of the six reseanch papers was evaluated using
elther the Critical Appraisal Skills Program (CASF) tool lor quali-
tative research (NHS, 2006} or the Critdcal Review Form for
quantitative studses {Law ef al, 19598], The 12 discursive papers
were assessed using the Autharity, Accuracy, Coverage, Objectivity,
Date, Significance | AACODS) checklisr which is designed 1o enable
evaluatbon and eritical appralsal of grey literature (Tyadall, 2000),
The 18 papers (six research and 12 discursive] were all determined
1 be of high quality and were included in the mapping exercise
and analysis. An overview' of the literanoe review process |5
displayed in Fiz 1 using the Preferred Reporting vems for
Systermnatic Reveews and Meta Analyses [ PRISMA] flow diagram.

Datn abstraction ond synthesis

In total. 18 papers were selected, six research papers and 12
discorsive papers and these sroups were analysed separately
(Fig. 1L A narrative synthesis approach was wsed to critique the
study characteristics, context and quality (Lucas et al, 2007 of the
research papers and draw conclusions based on the similarities
and differences loamd across papers, The characteristics of the
mesearch papers are eatlined in Table 2 identifying relationships
and themes across and within the papers, The discursive papers
were examined and described under each of these themes to
provide context for the research,

Findings

The majority of papers included | this review come from
Africa (n=9) with athers included from South America (n=2},
South East Agia (n=2), Central Asia (n=2) Balkans {n=[], South
Pagifie (o=} ancl South Asia (n= 1] with notable knowledge gaps
in Central America and coverage across all regions. Three papers
focused on nursing only, e papers midwifery only and ten
papers a combination of nurse-miclwilery that may reflect educa-
tion programs prioritising the attainment of nursing qoalifications
over midwifery tratning, The papers described approaches o
building educator capacity to improve teaching and pracrice across
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three key themes These are; using curricula review o sirengthen
knowledge and skills In pracoéce and teaching, building capacity in
leadership, management and research skills, and Anally, participa-
ton in communities of practice . increase access o infarmation
and resources | Fg 2

Lsing curmicud veviewgupdite to improve edwcmhor skills and
knowledge

Seven papers focused on developing midwifery educator’s skills

andl kmowledge as part of the curricula review process, Four of the

were discursive (Pons et al, 2002; Fllermon et al, 2001;

The RESPOND Propect, 2002 Usher e ale 3012} and three based on

primary reseanch (Akiode ef al. 2010; Voetaghe et ol 2000
Turkmiani ef al, 2013}

The methads of engagement between international consultants
who are the capacity “builders’ and national participants who are
the capacity ‘buildecy’ are descrited in all the discursive papers
that may indicate a focis on donos activity in this area Intema-
tional capacity buildess used role plays, group discossion, simula-
tian and cinical demansiranens o teach updated curslculom
content to the national educaors [Pons e al, 2002; Fulleiton
e al, 2001} If issamws arnse from working in 2 cross-cultural
partnerslip, they were not described in any of the papers included
in this section,

Master-trainer or train-the-trainer approaches involving key
natsonal educators featuwred In papers describing large projects
where a national curriculum update reguired the involvement of
multiple institutions {Pons er al, 2002; Akiode et al, 2000; Ushed
el al, 2012y An example was provided from Nigeria by Akiode
ot al 12090 ) where a master-trainer madel using & combination of
theory and clinical practice was used to develop the knowledpe,
skills and attitudes of 169 midwifery educators from all 70 training
institutions in Migeria, Improvements noted from this approach
inciuded the implementation of contemporary adult education
methods, which invalved the use of simulation materials and
sessions delivered by clinkians from teaching haspitals, The pre
and post-test evaluation of this programme demonstrated suc-
cesshul outcomes including an increased level of midwifery edu-
cator's knowledge and skills relating to both content (post-
abortion care) and tesching (Akiabe et ol 2000 After the
intervention. the results of surveved midwifery graduates indi-
catied that rhere was an increase in exposure to theoretical
feaching &nd clinical praouce in the area of post-abortion care,
greater availability of equipment in the dindeal area and mare
learning support from clinbdans {Akode of al, 2000),

International educators reported that national educators were
sametimes reluctant to change their teaching methods and clinical
practice ('ens et al. 2002, Akinde et al 2000, Voetagbe en al,
2000, Fullerton et al, 2011; The RESPOMD Project. 2612, Usher
eral, 2002 Turkmani et al. 2013). For example, Usher et al. (3012
meporied that, despite multiple collaborations with educators and
administrators fom the Pacific Island region to update curmiculum
with regional competency standards, some educators failed o
implement the recommended changes when they retumed o
their home country, Reasons for this wens noted in the RESPOND
project report indicating that national midwifery educators were
el alweays skilled or mativated to wee contemporary adult educa-
tion methods to improve the quality of teaching (The RESPOND
Project, 2012) In another Stody, national midwifery educators
were found o be adversely influenced by their peers who were
teluctant to employ 'modem” teaching methocds and use peolslem-
based learning in their instution (Fullerton et al, 2001) In
anather siudy Voertaghe et al (2000] assessed the capacity and
willingness of 70 Ghanalan midwifery educators to reach and
support clinical learning assoclated with comprehensive abortion
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care (Voetaghe o al, 20000 Despite the Gt that post-abortion
care |5 comsidered 1o be an additional competency (100, 2000] and
may not be present inoall midwifery education curricula, the
findings indicated that midwives found teaching the marerial
be chaltenging due to a lack of wider knowledge, skills and
persanal beliefs, Midwifery educators displayed an inadeguate
knovededge of the law on abomion, a religsous beliel Bas against
teaching aborthon amd a lack of clinkal competence In using
manual vacuum aspirators, Although Voctaghe et al (2000) iden-
tified the barriers and motivators for midwifery educators o teach
comprehensive abortion care, the authars did not report any
efforts that were undertaken to update the owrriculum or capacity
of the medwifery educators (Voetagbe e al, 2000 Such insight
may have provided useful strategies o ensure a3 comprehensive
curriculum to facilitate effective midwifery education

Other challenges described in the papers in the review related
to the lack of a standardized curriculum and  inconsistent
approaches o supporting. student’s leaming within the country
[The RESPOND Project, 20025 Turkmani et al. 2003% or within' a
region [Usher et o, 2012} These challenges were found to create
significant variations in graduate compegency that was compli-
cated by the fact that the curncubum was not always aligned with
national health plans. Although a standardized ourriculum with
evidenwe-based content was identified as a strength of 3 capacity
building programime in Alghanistan [Turkmand e al, 2003, there
wiere same criticisms that midwifery educatons displayed a lack of
professionaliam by behaving dissespectfully 1o the students and
lacked skills in the use of audiovisual aids,

A commmon theme across the papers was the inadequate quality
and number of educators available 1o provide clinical supervision
o sbuclents and a lick of competency-based assessment methods
o assess student leaming (Fulleiton e al, 200105 Pors et al, 2002,
The RESPOND Progect 2012} Turkisant et al, (2073} gn,ﬂy‘a@d b &
Lack of midwifery educators in Adghanistan were found 1o impact
on student learming with high ratos of duedents to educaitorn
making it difficult to effectively supervise clinical skill acquisinon
[Tuekmand et al, 20031 In addition, the rale of the midwife was not
supparted by the medieal peofession and the skills of midwifery
clinictans in the clinical placement sites were not consistent with

the cindcal practice of the midwalery graduates, Both thess ssues
were reported o cause tendon n the clinkcal arsa The lack of
equipment and skilled «taff In the clinkeal area allected the
provisien of clinkcal learmning support with results indicating rhar
michwifery students were often expected o mentar medical
students and clinidans which impacted on their own learning
{Trkmuani et al. 2003),

In summary, papers included wnder this theme found that
approaches used to bulld midwifery educator's capacity when
revipwing or updating curricula were more Successful when
incorporated Info system wide improvements. Being able ta apply
theoretical lnowledge in @ supportive clinical environment was
reported b0 improve student outcomes and lead to sustainable
improvements in midwifery education.

Improving educators skills in leedership, menagement and research

Improving skills in leadership, management and research to
build educator capacity was a theme identified in fve discursive
{Sherwood and Lin, 2005 pdnson et al. 2000 Parfitt et al. 2008;
Lacey-Haun and Whitehead, 3009; Evans et al. 2013} and one
resedrch paper (Amaral ef al. 2012) The papers reported on
hndings Fom  mose-midwifery  studics as there were no
miclwifery-specific papers, All discursive papers ermphasise the
importance of addressing cultural differences bebween the inker-
mational capacity bailders and the national buildees to ensure that
approaches to building capacily are ellfective and culturally rele-
vamt {Sherwond and Lo, 2005; Johnson et al, 2007; Parfit e al
200H: Lacey-Haum and Whitehead, 2008 Feans e al. 2003)
However, no specilic strategies ane provided with regards 1o best
practice in this anea,

All five discursive papers argued that the development of
personal, professtonal and dbsciplinary leadership skills wene
impartant for educators to represent the profession natkomally or
Internationally and  increase  the profile of the  discipling
{Shettwood and Lie, 2005; j.|.1|1|'|'||1|| ef al., 2007; Parfilt et al
J00H: Lacey-Hiun and Whitehead, 2008 Bvans er al. 2003)%
Conducring résearch wies alsg identifled as an imgortant role for
educators to asskst themn o remaln current in teaching and climical
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practice and contritade 0 the body af professional knowledge
{ Lacey-Hanin il Wik e, Hoa),

Having knowledge and skills in management was reparied 1o
assist educators in institutions gain advanced qualifications and
prowlded more options for career progression. Educators whao
participated in leadership training reportedly Increased their
levels of self-confidence, critical thinking and problem solving
skills {Sherwond and Lo, 2005; Barfinn et al, 2008), In addition
Improved leadership skills were found to be associated with
improved stedent outcomes, contributing o a guality workfarce
| Lacry-Haun and ‘Whirehead, 2000 Amaral er al., 2002}

Two papers from China and Ertrea described the use of a stedy
abroad model o formally upgrade midwifery edocarer's teaching
gualifications  specfically in  leadership and management
(Sherwond and Lin, 2005; johrson et al, 2007 However, studying
dbroad was not seen as a successful strategy, as educators did not
ahways return to their home country after the training, A similar
finding was Found in Africa { Mogobe ef al, 20087 where the cost of
sending educators to study abroad made this approach prohibitive.
The study abroad models in China and Eritrea werne successfully
revised to mchsde in-country and regional mentoring and distance
education modules which resulted in all educators refuimming o
their previous posts with improved skills in leadership and
Tana el

Distance education madules were found to be beneficial to
Building ecucators skibls welven wed in combinateon with short
residential tramnkng {Lacey-Harn and Whitelwad, 2000], Intema-
tiomal (acilitators used training methods which wctuded the
iclentification of individual personality peofiles, the promotion of
sell-assessment and relbection and  the application of self-
regulation skills, This was found to resull in sustainable outcomes
fior echacaton s wio completed beadership tratning as they were alble
ta go onto became facilitatiors e similar training in other African
cauntries (Lacey-Haun and SWhirehead, NN},

Emall correspondence Detween the capacity buildees and
bublders used as a means to facilitate completion of distance
educasion modules were described in two papers as probiematic
due o differing cultural perceptions of communication, tme and
work priorithes (johnson et al. 2007 Lacey-Haun and Whitehead
2004}, Ongeing mentoring from Intemational counterparts and
national peer suppaort were highlighted as important approaches
to ensure that leadership programme objectives were met and
learning outcomes achieved (Sherwood and Lo, 2005, Johnson
ot al;, 2007, Evans et al, 20031 Sherwood and Lio {2005} noted
that leadership and management training was condocted in
English to enable increased access w0 evidence based resources
{Sherwood and Lin, 2005), however the level of English proficiency
of the educators was not specified therefore it 5 uncear if
language difficulties were encountered, The authors described
the translation of resources into Chinese which cnabled greater
dissemination of teaching and leaming and improving commo-
nication within the faculty [Sherwood and Lo 2005)

T papers, from Eritrea and Tagikistan reported the benefits of
Inchiding computer and internet literacy into the residential
traiming of a leadership traming programme, Both studies found
improvements in partcipant's confidence o use electromic meth-
s (o complete course requirements Cobmson e al, 20857 Parfin
etal. JDE} EMective electronic caommuricationwas reported o be
sqspntial o enabile multiculiural and international collaboration
between both parties involved in capacity budlding {Lacew-Hin
and Whitehead, 2009: Fulleron et al, 2001} Such skills enabled
edugators o bulld capacity In academic management, student
affairs and research paper wrinng, Commumication and negotia-
thoqr skills weere also found o be enhanced through mulodisc-
phinary beadership training thar also provided opporunities for
networking and building relanonships between cadres of kealth

cane pmfess.iumls (Parfior e al, 2008 Lacey-Hanen and Wikibeead,
200r5), Fulledon et 4l (2001) algs entified that incorporating
leadership training in fculry development programs faci litated
effective robe modelling and Increased prolessionalbsm

The FAIMER project, & two year part-time fraining programme
for nursing. denristry, phammacy and medicine educators in Brazil
provides another example of leadership and management capaciry
budlding {Aumnaral er al, 20012, The moderated course Sructure
which conslsted of bath residential schools and distance learning
was evaluated positively by the participants. Despite methadobo-
gical weaknesses, self-reported pre and post programme surveys
found that participant’s knowledge and skills had improved across
programme zreas. The majority of participants succeeded in ful-
filling the course requirements that included contributing o
research and curnicula improvements, increasing the profession-
alism of their cadres by speaking at conferences and contributing
to facukty development at thelr institutions {Amaral et af. 2011,
These indings are consistent with disoursive reports in this review
which highlight the importance ol midwifery educator participa-
tion in research to remain current in their clinical practice .and
teaching [Lacey-Hawns angl Whiltehead, 20087

In summary. building midwilery edwcator's skills in leadership,
management and research can increase individual's confidence
and skills, Personal confidence improves educator's self-elficacy
and ability to advocate for resources, share knowledge and
strengiien education systems, Participating in research and dis-
seminating research findings was reported o strengthen the
statug of rhe midwifery profession and ensure the use of coan-
temporary curricula and teaching methods, Al discursive papers
included in this section sdicate thal interpational capacity
builders who are cularally sensitive and have knowledge about
e country, comtext and language are more likely o achieve
improved outcomes,

Cremting o conumunily af practice

Three discursive (Girot and Ewlers, 2005 Wright o1 al, 2005
Mogobe eral, J009) and two research papers (Maclean and Forss,
2oy Uys and Middieton, #017) reported on the development of
midwibery educaror capacity through the establishment of com-
mumities of practice involving national, regional or international
collaboration. Altermate terms are wsed within the papers o
describe collaboration or the process of working together o
improve the quality of midwifery education including interatio-
nalisation and participation.

Communicating using 4 common language and having access 10
evidence based nesources were Important conssderations when work-
Ing in an intemational or regiomal partmership (Coror and Enders,
2003 Wright et al, 2005 Mogobe et al, 2009 Strateges wene
described o facilitate commurication prior to the commencement of
one collaborative education project incheding the reguirement that all
partners wene proficent in the English language (or another commeon
language] and the provision of a thiee month itensive Lnguage
fraining for national eduicators whe were not feent (Woght o al,
20051 tn acditson, establishing context specific goals when collabor-
ating between countries was consadered impartant when setting up
an international parinership (Woght e al, 5051 Culiure was
acknowiedged as having an impact on capacity building and @t was
emgphasised that both parties benefic fram knowledoe of the other
cutliire and context i order for commanication o be effecthe (Dot
and Encless, 20003 ywright ex al, 2005: Uyx apd Midaleron, 2001 An
excample of & sucoessful collaboration between educators from differ-
ent countries is described by Uys snd Middleton (2001, The South
African capacity budlders nwolved in the Collsboration in Higher
Eclucation for Muarsing and Midwilery (CHENBMA) were described as
emabling thewr East African counterparts to feel respeced  and
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empowered during the prgect. The South-South meture of the prosect
wiad identified as a4 major strengeh and the voluntary lmvalvement af
the capacity builders (o South Alrica was an important characer
ke w reduce power Imbalance batween the countrses [Lys and
Middh=ton, 20011 In addition 1o bulding capacity &t an indévielual
level, the prodect assisted in bulkding instinutional capacity by strength-
ening unibverssties’ ability @ nterac with major stakeholders and
prepare them for internatonal mvolvernent. Some addidonal benefits
fior the Institutions were the establishment of ongoing intermational
relationships - becween midwifery educators. improved wniversioy
stats and increased staff motivation © use conemporary adul
education methads and evidence based practice. Challenpes werne
frund where collaboration indeded supervisory relationships across
imstitutions. Supervising the work of others via the inernet was
problematic doe o lack of infrastructure. poor computer lteracy or
decreased student motivation to ocommumicate electronically (Uys amd
Midclieaon, 2011 ] Strategies that include not only a common language
but equivalent levels of information literacy and computer infrastroec-
ture may abs be weful requisites o coflaborative endeavoors,

Engaging with multipbe stakeholders [recipients of care, clinical
seTVicE  proviclers, prnl'l:sional organisations members of  the
health department) was noted as essential o ensure that support
is available for the capacity building interventions to be imple-
mented and sustaingd (Gisot and Enders, 2003 Wright et al,
200 ), For example, Pons et al [ 20402 | described how collaboration
between individuals, organisations and the health system in the
Philippines enabled a sustained change in contemporary clinical
practice up o bwo years afted the birial cosrcuilum review and
updare, Engaging in regional or international pargmerabips in order
o meel the health needs of an increasingly globalised population
wias identified as being benefical for national educators in two
papers (Wiight et al, 2005; Mogobe et al, 0091 These papers
identified that regional collaboration improved midwifery edica-
tors capacity to work acress cultires and bad a lasnng positive
impact on the development of currlculum, practice and profes-
slonal association (Wright er al. 20605; Magobe ef al., 2008}

Sharing knowledge and resources in a supportive environmment
wias reported o improve eamweork, Inter-disciplinary collabora-
tion and oonmtribuge o professional development (Glror and
Enders, 2003: Wight et al, 2005; Mogole et al. 2009) For
example, team building exercises, lectures. and site visits were
used to faclitate teaching and learning in an International Capa-
city Building Program for Murses {[CBN ) where national educators
woere supported in smiall groups o develop strategic plans for how
to improve capacity in their home country. Groop work was
evaluaterl as beneficial for building confidence in working with
others and it was found that capacity buildees had increased
confidence to present their strategic plans to Ministries of Health,
the World Health Organization, and at national and international
mieetings (VWright et al, 2005),

Alack of networking and alliance bebwesn countries was found
tor contribute to the delayed development of midwifery education
{Wogolss £ al, 2009), However increasing numbers of qualified
educators within a regron was reported o contribte (o the
advancement of the midwitery profesion as eduocators who had
access o prafessional development opporunities wene  more
likely to engage with stakehalders and contribute to all levels o
decision making and policy development. (Wiipght er al 2005),
Regional collabaration was als identified as a cost effective way o
develap midwifery educatar capacity in smaller LMIC where i
may not be financially leasible 1o have in-counfry prodessbonal
develapment programs to upgeade midwilery educator's qualifica-
mons m Masters ar PhD level, An example of netwocks within a
region has been described by Maclean anmd Forss (2010), The
Alrican Midwives Research Mepsork [ AMBEN) created o network
of professionals who could support each other, shase resources

and contribute (o midwilery fcalty development [8aclean and
Forss, 2010, However, a lack of availability aind access to elactronic
Torms of communication meant that the majosity of members who
resided |0 less developed countries in Africa had Hmited Interac-
tion with others and could not access electronic research findings.
Some members of the netwaork displayed evidence of improved
knowledge andpractical skills which stimalated inclusion of oon-
temporary research evidence (nto curricula revistons and the
provision of respectful maternity care to womend Mackean and
Farss 3010,

in summary, approaches using collaboration to build capacity
of midwifery educators has been reported to increase access to
resowrces, smengthen alliances and may be a cost effective strategy
to upgrade teaching gualifications. During an infemational part-
nership to build capacity, it was acknowledzed that learning
oocurs both ways and the capacity builders often experienced
cultural learning which was essential to the successful implemen-
tation of the project.

Discussion

This review focuses on approaches used o build midwilery
educator’s capacity in teaching. The review focused on educators
working in midwilery training institutions, regandless ol the
length of the currculum or whether the institution provided a
direct-emtry or pest-gradoate qualification. This review identified
a4 warety of approaches 10 develop the quality ol midwilery
educator’s knowledie and skills in teaching and clinical practice,
with some overlap of approaches described within the papers. As
primary evidence from research papers was limited, discursive
lerature was included to enrich an understanding of the envir-
onment and challenges affecting the capacity buliding of mid-
wifery educators in LMIC, Crveradl, the papers showed that a lack of
trained and mothvated midwifery educators and outdated curricula
affected the qualicy of madwalery ecucation, [t was alss repocted
that support to clinical teaching sites through the provision of
material resources and contimuing professional development for
clhnkcians would be useful w minimise the theory-practice gap
experienced by midwifery educators and stodent midwives during
clinical placement. Mot all papers that conducied assessmenis of
curricula and midwifery educator capacity have implemented or
evaluated their recommendations which limits the ability of this
review (o critique suggested strategies. A lack of research smudies
specific o midwifery was noted together with an sbsence of a
framework for planning, implementng and evaluating mudwifery
educator development in LMIC, The fndings of this review provide
insights for developing midwifery educator capacity at individual,
institutional and system levels that reguires active leadership and
support from midwilery faculty membess with appropriate pro-
fessional skills and attributes. This review identified a number of
approaches to bulding midwifery educator capacity that were
included as part of curmculum review or update, focused on
strengthening leadership, management and research skills and
collaboraling in a community ol practice, These approaches ane
described in the following section.

Leaderihip as an enplling fector

Il educators have completed a leadership and management
programme and hobd positions of influence, there Is evidence thar
they take 2 mose active role dn sharlng research and education-
related inlormation a1 conderences, mestings and workshops,
assistimg ta bubd a erigcal mass of educators within thedr schooks,
regions and country | LaceyHaun and Widtehead, 2009, Amaral
of al. 201Z) In most resource poor counimy semings there is a
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breadih of knowledge and experience but midwalery educators are
alten not empawersd to st & change agens (Vostaghe ot al.
M0, There is evidence to suggest that the poar status of women
and midwifery in some LMIC pose basriers for midwifery educa-
tors to influence palicy ar instiiutional and health system level
{Turkmand et al. 2003; Bacon e al, 2004) This review found that
leadership and management training enabled midwifery edoca-
tors e communicate more effectively with heads of department,
university administration and minisiry of health officials 1o advo-
cate for resources for midwifery edwscation { Amaral et al. 2012} In
countries where there is a motivated midwifery professional
association or academic community, there is increased midwifery
representation in national level discussions and policy develop-
ment {Amaral ef al, 2002, Turkman et al., 2013)L Leadership and
management iraining combined with building knowledge and
skills in teaching methodologies and dlinical midwifery practice
is an effective strategy to butld midwifery educators confidence
and competence (Johnson e al, 2000, Pardfitt e al. 2008; Lacey-
Han il Whitehead, 2009],

Individuil, insnfumanal and system-wade approaches o bidding
midhwifery educeror capacity

Concurrent strengthening of organsations and - systems  to
complement individual capacity buikfing was highlighted to
improve the quality of midwifery educator teaching and clinical
facilitation (Akiode et al,, 2010, Maclean and Forss, 2004; Voetaghe
et al, 2000, Turkmani et al. 2013} There is lile evidence.
however, about how such comprehensive approaches can be
achiieved. There is high kevel acknowledgement that a collabara-
tive approach involving relevant stakeholders in education facil-
ities, regulation awthorities and clinical placement sites is wseful
and has a more sustainable impact on midwifery educator satis-
faction and retention than a single-level approach [The State of the
Winld's Midwifery, 2014), Developing poficy, infrastructure and
ressurces and investing in in-service education are supportive
strategies that can assist the professional development of mid-
wilery educators andd therefore better prepare students for mid-
wilery practice [World Healih  Crganisatson, 2009, 2003;
Imernational Confederation of Midwives, 2013}

Considerations for individuols providing foculty development in fow-
TESOINTE COuUniries

The paper by Maclean amd Forss [Z2000] highlighted the
impartance of considering cultural competence and oollaboration
when planning a programme to develop midwifery education
Establishing trust and mutual respect are key to develogang. an
effective partnership and prevent cultural misunderstandings that
can affect the achievement of  capacity  building  outcomes
IMaclean, 2003 International collaborative effarts to baild capa-
city have been accepied more readily in countries where there has
biéen an established relationship in health development or educa-
tion prior to the implementation of an initiatve (Maclean, 20033
Having knowtedge of the context and the different working ancd
living conditiens helps 6 prepare international consultamts 1o
provide development assistance [(Maclean 2013), The review
finclings show that where possilibe, in-countey programs were
preferred over sending educators outside their country For fraining
and develapment hghlighting the Importance of contexr specific
cagaclty bullding, It was ldentified acioss both discursive aned
research papers that varable internet cannectivity, poor compater
literacy and a preference for face-to-face learning impacted on the
transfer of skifls and ksowledge. This meant thar extermally-
midesated  intermet-based  learming modubes were not owell

accepted in IMIC and would be more secoessful with an (n-
ety lacilitater Lo support leaming

Limiteatinng

The inchusion of anly Enghsh language poblications i s lmiti-
tion of this review. ARhough research lrom seven regions have
been included, not all membser countries or regions of the ICM or
WHO {ICR, 2014 WHI, 2015 ) have published qualicy research in
English language which limits the represenzation from the other
Teghons.

Conclusion

The appeeaches identified in this review 1o build midwilery
educator capacity were related 0o curriculum review and skall
development, leadership, management and research training and
collaborating in a community of practice, It s acknowledged that
locuskng on education alone 1% not sulficient w bulld an effective
midwalery workdorce, Support to build educational infrastructure,
resources, systems and regulation s also needed w praduece a
pracrice-resdy midwifery workfone who can meet the needs of
wamen and ehildren (The State of the Werld's Midwifery, 2014],
Participation In leadership and management training cnables
miedwalery educators o engage at both national and Intermational
levels to advocare for professional development opportunities for
midwives. In a resource-poor environment, collaboration between
counfTies {internationalisation) can be beneficial given there is an
increasingly global midwifery education workforce.  Educating
midwifery educators abroad was not found o be an effective
stratepy in this review and a lack of infrastructure and poor
compater literacy in LMIC limited the use of internet-based
distance leaming modules. There was a lack of literature relating
o the use of a framework to guide capacity building approaches
and how the outcomes ol existing interventions are being mon-
itored and evalsated, Implementing competency hased assess-
ment methods inte teaching and lbeamming has also not been
thoroughly reported nor how midwifery educators could engape
with their institution or system to ensure sustainability. More
mesearch in these arcas and the development of a ramewaork o
quide approaches to baild midwifery educator capacity in LMIC is
meeded.
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Appendix 2: Conference presentation abstracts

1. West, F., Homer, C and Dawson, A. (September 2014). Developing capacity in midwifery education
for the next generation of Midwives in Papua New Guinea. Australian College of Midwives
Queensland State Conference, Gold Coast, Australia.

TITLE

Developing capacity in midwifery education for the next generation of midwives in Papua New
Guinea

AUTHORS
Florence West, Caroline Homer and Angela Dawson
BACKGROUND

Papua New Guinea (PNG) has some of the poorest health and education outcomes in the Asia-Pacific
region. Maternal mortality is estimated to be as high as 733 per 100 000 live births. The World Health
Organization (WHO) PNG Maternal and Child Health Initiative (MCHI) commenced in 2011 and is
funded by the Australian Government.

AIM OF PAPER

The aim of the MCHl is to build midwifery capacity to reduce maternal and child deaths and improve
health outcomes. In this paper | will present my professional reflections on my involvement in the
MCHI and describe how collaborations between midwives can help to build much needed capacity for
the next generation of midwives in PNG.

METHODS USED/RECOMMENDATIONS FOR PRACTICE

| was a Clinical Midwifery Facilitator (CMF) in the MCHI from 2012 to 2013. The role of CMF is to work
alongside PNG midwifery educators as mentor and advisor to improve clinical and tutoring skills. The
cultural exchange, professional development and personal growth that occurred was extremely
valuable for both myself and my counterparts. In a low-resource, culturally diverse country like PNG,
there are many challenges for the expatriate midwife. Language, culture, the ‘way things are done
around here’ were all different. English, for many staff and students, is their third or fourth language
and consequently face to face communication was more effective than email or telephone. There
were inequities in housing conditions, salary and leave entitlements that also affected relationship
building.

RESULTS/CONCLUSIONS

Capacity building requires more effective methods of culturally appropriate communication. Sharing
details of my family life and my experiences working in other countries were received well as
knowledge is traditionally transferred through story-telling. My ‘direct’ approach to get straight to
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the point was not culturally appropriate. The emphasis was more on the process of communication,
rather than the outcome of the discussion. The responsibility for having cultural competence
becomes more relevant today as increasing numbers of midwives migrate around the globe to
support capacity development initiatives, seek professional development opportunities or fill rural
and remote area vacancies.

ETHICAL/CONSENT CONSIDERATIONS

No personal identifying information will be provided. | have permission from UTS for this
presentation.

2. West, F., Homer, C and Dawson, A. (April 2015). Cultural competence in midwifery education in
Papua New Guinea. Virtual International Day of the Midwife, Online Conference.

PRESENTER NAME
Florence West
TITLE OF PRESENTATION

Developing capacity in midwifery education for the next generation of midwives in Papua New
Guinea

BACKGROUND

Papua New Guinea (PNG) has some of the poorest health and education outcomes in the Asia-Pacific
region. Maternal mortality is estimated to be as high as 733 per 100 000 live births. The World Health
Organization (WHO) PNG Maternal and Child Health Initiative (MCHI) commenced in 2011 and is
funded by the Australian Government.

AIM OF PAPER

The aim of the MCHl is to build midwifery capacity to reduce maternal and child deaths and improve
health outcomes. In this paper | will present my professional reflections on my involvement in the
MCHI and describe how collaborations between midwives can help to build much needed capacity for
the next generation of midwives in PNG.

METHODS USED/RECOMMENDATIONS FOR PRACTICE

| was a Clinical Midwifery Facilitator (CMF) in the MCHI from 2012 to 2013. The role of CMF is to work
alongside PNG midwifery educators as mentor and advisor to improve clinical and tutoring skills. The
cultural exchange, professional development and personal growth that occurred was extremely
valuable for both myself and my counterparts. In a low-resource, culturally diverse country like PNG,
there are many challenges for the expatriate midwife. Language, culture, the ‘way things are done
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around here’ were all different. English, for many staff and students, is their third or fourth language
and consequently face to face communication was more effective than email or telephone. There
were inequities in housing conditions, salary and leave entitlements that also affected relationship
building.

RESULTS/CONCLUSIONS

Capacity building requires more effective methods of culturally appropriate communication. Sharing
details of my family life and my experiences working in other countries were received well as
knowledge is traditionally transferred through story-telling. My ‘direct’ approach to get straight to
the point was not culturally appropriate. The emphasis was more on the process of communication,
rather than the outcome of the discussion. The responsibility for having cultural competence
becomes more relevant today as increasing numbers of midwives migrate around the globe to
support capacity development initiatives, seek professional development opportunities or fill rural
and remote area vacancies.

ETHICAL/CONSENT CONSIDERATIONS

No personal identifying information will be provided. | have permission from UTS for this
presentation.

3. West, F., Homer, C and Dawson, A. (July 2015). Building midwifery educator capacity in teaching in
low and lower-middle income countries (LMIC): A review of the literature. International Confederation
of Midwives Asia Pacific Region. Yokohama, Japan.

TITLE

Building midwifery educator capacity in teaching and practice in low and lower-middle income
countries: A review of the literature

AIM AND OBJECTIVE

Midwifery educators play a critical role in strengthening the midwifery workforce in low and lower-
middle income countries (LMIC) to ensure that women receive quality midwifery care. However, the
most effective approach to building midwifery educator capacity is not always clear. This paper will
explore approaches used to build midwifery educator capacity in LMIC and identify evidence to
inform improved outcomes for midwifery education.

DESIGN

A structured search of bibliographic electronic databases (CINAHL, OVID, MEDLINE, and PubMed) and
the search engine Google Scholar were performed. It was decided to also review peer reviewed
research, grey literature and descriptive papers. Papers were included in the review if they were
written in English, published between 2000 and 2014 and addressed building knowledge and/or skills
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in teaching and/or clinical practice in midwifery educators who work in training institutions in LMIC.
The Preferred Reporting Items for Systematic Reviews and Meta Analyses (PRISMA) was used to guide
the reporting process. The quality of papers was appraised in discussion with all authors. The findings
sections of the research papers were analyzed to identify successful elements of capacity building
approaches.

FINDINGS

Eighteen (6 research and 12 discursive) papers were identified as related to the topic, meeting the
inclusion criteria and of sufficient quality. The findings were themed according to the key approaches
used to build capacity for midwifery education. These approaches are: skill and knowledge updates
associated with curriculum review, involvement in leadership, management and research training
and, participation in a community of practice within regions to share resources.

KEY CONCLUSIONS

The study provides evidence to support the benefits of building capacity for midwifery educators.
Multi-level approaches that engaged individuals and institutions in building capacity alongside an
enabling environment for midwifery educators are needed but more research specific to midwifery is
required.

IMPLICATIONS FOR PRACTICE

These findings provide insight into strategies that can be used by individuals, faculties and institutions
providing development assistance to build midwifery educator capacity in LMIC.

Keywords: Midwifery; education; developing country; capacity building.

4. West, F., Homer, C and Dawson, A. (June 2016). Working together to build midwifery capacity.
Findings from a qualitative study. Optimizing Healthcare Quality. Teamwork in Education, Research
and Practice, Chiang Mai, Thailand.

TITLE
Working together to build midwifery educator capacity: Findings from a qualitative study
AIM AND OBJECTIVE

Midwifery educators play a critical role in strengthening the midwifery workforce in low and lower-
middle income countries (LMIC) to ensure that women receive quality midwifery care. However, the
most effective approach to building midwifery educator capacity is not always clear. This paper
reports the findings from a study that aimed to determine how a capacity building initiative (Papua
New Guinea (PNG) Maternal and Child Health Initiative) enabled the midwifery educators to improve
the teaching and learning to ensure quality graduates.
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DESIGN

A qualitative study using an exploratory case study design was used to explore how the capacity of
midwifery educators in LMIC can be strengthened. Data were collected from 26 semi-structured
interviews conducted with both the national and international midwifery educators. The interviews
explored the educator’s perceptions of working together in teaching institutions and clinical practice
sites to strengthen teaching capacity. A thematic analysis was undertaken.

FINDINGS

There were seven themes identified. The first three provide insights into enabling factors for
strengthening midwifery educator capacity, that is: knowing your own capabilities, being able to build
relationships and being motivated to improve the health status of women.

The next four themes explored aspects which were perceived to constrain the individual’s ability to
improve midwifery educator capacity. These were: having a mutual understanding of the capacity
building project, preparing stakeholders for working together, knowing how to adapt to a different
culture, needing an environment which supports improved midwifery education.

KEY CONCLUSIONS

Central to the success of partnering international and national counterparts is the ability of
individuals to work together in a cross-cultural partnership. The study provides evidence to support a
capacity-building approach where international and national midwifery educators work closely
together to strengthen teaching and learning skills. An individual’s personal and professional
attributes play a role in determining the success of working in such a partnership. Having cultural
competence, adapting to the context and having a supportive environment to implement improved
knowledge and skills were also identified as key aspects of a capacity building initiative.

IMPLICATIONS FOR PRACTICE

These findings provide insight into strategies that can be used by individuals, and organizations who
provide development assistance to build midwifery educator capacity in LMIC. Recommendations for
future capacity building initiatives will be provided.

Keywords: Midwifery; education; developing country; capacity building.

5. West, F., Homer, C and Dawson, A. (July 2016). Working together to build midwifery capacity.
Findings from a qualitative study. Global Network of World Health Organization Collaborating Centre
for Nursing and Midwifery. Strategic Conversations. Glasgow, Scotland.

TITLE
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Working together to build midwifery educator capacity in Papua New Guinea: Findings from a
gualitative study

BACKGROUND/CONTEXT OF PAPER

Midwifery educators play a critical role in strengthening the midwifery workforce in low and lower-
middle income countries (LMIC) to ensure that women receive quality midwifery care. However, the
most effective approach to building midwifery educator capacity is not always clear. Study abroad,
externally-facilitated online training modules and working together with overseas trained midwifery
educators are just some of the approaches that have been used to strengthen midwifery educator’s
knowledge and skills in teaching.

AIM OF PAPER

This paper reports the findings from a study that aimed to determine how a capacity building
initiative (Papua New Guinea (PNG) Maternal and Child Health Initiative) enabled the Papua New
Guinean midwifery educators to improve teaching and learning, incorporate contemporary research
evidence and ensure quality midwifery graduates.

METHODS

A qualitative study using an explanatory case study design was used to explore how the capacity of
midwifery educators in LMIC can be strengthened. Data were collected from 26 semi-structured
interviews conducted with both national and international midwifery educators. The interviews
explored the educator’s perceptions of working together in teaching institutions and clinical practice
sites to strengthen teaching capacity. A thematic analysis was undertaken.

KEY POINTS FOR DISCUSSION

There were seven themes identified. The first three provide insights into enabling factors for
strengthening midwifery educator capacity, that is: knowing your own capabilities, being able to build
relationships and being motivated to improve the health status of women.

The next four themes explored aspects which were perceived to constrain the individual’s ability to
improve midwifery educator capacity. These were: having a mutual understanding of the capacity
building project, preparing stakeholders for working together, knowing how to adapt to a different
culture, needing an environment which supports improved midwifery education.

CONCLUSION AND RECOMMENDATIONS

Central to the success of partnering international and national counterparts is the ability of
individuals to work together in a cross-cultural partnership. The study provides evidence to support a
capacity-building approach where international and national midwifery educators work closely
together to strengthen context-specific knowledge and skills in teaching. An individual’s personal and
professional attributes play a role in determining the success of working in such a partnership. Having
self-awareness, cultural competence and adapting to a new working environment are desirable
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qualities for midwifery educators working in partnership models. Access to contemporary midwifery
knowledge, being receptive to change and having a supportive environment to implement improved
knowledge and skills were also identified as important factors. Further research is necessary to
establish whether the findings from this case study are transferrable to other LMIC. Midwifery
education institutions, educators and students would benefit from additional findings which can
inform and prepare international and national midwifery educators to work together to strengthen
midwifery educators capacity in LMIC.
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practice inwolving national, regional or
international collaboration.

Communicating using a common lan-
guage and having access to evidence
based resources were important consid-
erations when working in an interna-
tional or regional partnership.

Engaging with multiple stakeholders
(recipients of care, clinical service pro-
viders, professional organizations, mem-
bers of the health department) was not-
ed as essential to ensure that support is
available for the capacity building intes-
venfions to ba implemented and sus-
tained.

sharing knowledge and resources ina

was to

improve teamwork, inter-discplinary
collaboration and professional develop-
ment. .

In summary, approaches using collabo-
ration to build capacity of midwifery
educators has been reported to increase
access to resources, strengthen alliances
and may be 3 cost effective strategy to
upgrade teaching qualifications. During
an international partnership to build
capacity, it was acknowledged that
learning oocurs both ways and the ca-
pacity builders often experienced cultur-
al leaming which was essential to the
successful implementation of the pro-

The approaches identified in this re-
wiew to build midwifery educator ca-
|pacity were related to curriculum re-
view and skill development, leader-
ship, management and research tram-
ing and collaborating in a community
of practice. It is acknowledged that
focusing on education alone is not
sufficient to build an effective mid-
wifiery workforce. Support to build
educational infrastructure, resources,
systems and regulation is also needed
to produce a practice-ready midwifery
workforce who can meet the needs of
women and children. Participation in
enables midwifery edumtors to en-
gage at both national and internation-
2l levels to advocate for professional
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Developing policy,
infrastructure and resources
and investing in in-service

education are supportive
strategies that can assist
the professional develop-
ment of midwifery educa-
tors and therefore better
prepare students for
midwifery
were not found to be effective in this
review and a lack of infrastructure and

poor computer [iteracy in LMIC fimited

development opportunities for mid-
WiVES. IN 3 resoUrce-poor emviron-
ment, collaboration between coun-
tries {internationafization) can be ben-
eficial given there i an increasingly

-based distance
learning modules. More research in
these areas and the development of a
framework to guide approaches to
buitd midwifery educator capadity in
LMIC is needed.
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times reluctant to change their teaching
methods and clinical practice

other challenges related to the lack of a
curriculum and ncon-

Method

three key themes. These are: using
B - is was curricula review g
chasen for this i and skills in practice and

review. This method allows the find-
ings of literature derived from quali-
tative and quantitative methods to
be synthesized and identify gaps by
extracting data and then grouping it
to present commeon ideas or argu-
ments. In total, 18 papers were se-
lected, six research papers and 12
discursive papers and these groups
were analyzed separately.

Findings
The papers described approaches to
building educator capacity to im-
prove teaching and practice across

teaching, building capacity in leader-
ship, management and research
skills, and finally, participation in

communities of practice to increase

sistent approaches to supporting stu-
dent's learning within the country, or
within a region were described in the
papers in the review. These challenges
were found to create [arge vanations in
¥ which was compli-

cated by the fact that the cerriculum
was not always aligned with national

& common theme across the papers was
the inadequate quality and number of

o provide dinical
supervision to students and a lack of

y-based assessment methods

acress to i and resources
{Figure 2).
Using curriculo review,/opdate to health plans.
improve educotor skills and
knowledge
Seven papers focused ping
midwifery educator’s skills and
as part of the curmicul
review process.

international educators reported
that national educators were some-

to assess student learning.

Improving educator’s skills in leoder-
ship, management and research
Improving skills in lzadership, manage-
ment and research to build educator
capacity was 3 theme identified in five
discursive and one research paper.
Educators who partici in i

Twao papers from China and Eritrea
described the use of a study abroad
model to formally upgrade midwifery
educator’s teadhing qualifications spe-
cifically in leadership and manage-
ment. However, studying abroad was
not seen as 3 suocessful strategy, as

training reportedly inoreased their levels
of salf-confidence, critical thinking and
problem sohving skills. in addition im-
proved leadership skills were found to
be associated with improved student
‘outcomes, contributing to a quality
‘workforce.

Bu
midwitery
cducator capacity
in teaching and
practice

Irohang e cactorsn
Il community of
aractics Lo in
arceas tainfne
ard pemanreen

did not always retumn to
their home country after the training.
Distance education modules were
found to be beneficial to building edu-
cator's skills when used in combina-
tion with short residential train-
ing ,and ongoing mentoning from in-
temational counterparts and national

i practice and

teadning as part of
1

peer support were highlighted as im-
portant approaches to ensure that
leadership program objectives were
met and learning outcomes achieved .
Two papers reported the benefits of
including computer and internet fitera-
cy into the residential training of a lead-
ership training program. Both studies
found improvements in particpant’s

e to use electronic

o complete COUTsE requirements.

Three discursive and two research pa-
pers reported on the development of
the establishment of communities of

Fullerton et al, 2011; Pons et al, 2002;The
RESPOND Project, 2012; Usher etal,
2012; Akiode et al 2010; Turkmani et al
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raparty ia laadarship,
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research

e
i

2013; Voetahe et al 2010

Evans et al, 2013; Johnson et al, 2007;
Lacey-Haun and Whitehead, 2009,
Parfitt et al, 2008; Sherwood and Liu,
2005; Amaral et al 2012

\ Girot and Enders, 2004; Magobe et ai, 2009;
wiright et al, 2005; Maclean and Forss, 2010;
Uys and Middleton, 2011

Figure 2: Key findings of the review and citations. Research papers shown in itolics.



Appendix 5: Ethics approval documents

ZUTS

PRAREFATY OF TECHWULEEY. SALHEY

Resaamh & innovaton
Buliding 1, Level 14

PO Box 123 Bratway
REW 2007 Australa

T-+61 28514 5681
F2+61 29514 1244

4 March 2015 RS T T

Prof Carcline Homer

Associate Dean (Intemational and Development)
Faculty of Health

CB10.07.260

UMNIVERSITY OF TECHNOLOGY, SYDMEY

Drear Applicant,

The UT5S Human Research Ethics Committee reviewed your application titled, "Strengthening midwifery
educator capacity in teaching and dinical practice in low and middle income countries”, and agreed that
the application meets the requirements of the NHMRC Mational Statement on Ethical Conduct in Human
Research [2007). | am pleased to inform you that ethics approval is now granted.

Your approval number is UTS HREC REF NO. 2014000683 Your approval is valid five years from the date of
this email.

Please note that the ethical conduct of research is an on-going process. The Mational Statement on Ethical
Conduct in Research Invelving Humans requires us to obtain a report about the progress of the research,
and in particular about any changes to the research which may have ethical implications. This report form
must be completed at least annually from the date of approval, and at the end of the project (if it takes
maore than a year). The Ethics Secretariat will contact you when it is time to complete your first report.

| also refer you to the AVCC guidelines relating to the storage of data, which require that data be kept for a
minimum of 5 years after publication of research. However, in NSW, longer retention requirements are
required for research on human subjects with potential long-term effects, research with long-term
environmental effects, or research considered of national or international significance, importance, or
controversy. If the data from this research project falls into one of these categories, contact University
Records for advice on long-term retention.

If you have any queries about your ethics approval, or require any amendments to your research in the
future, please do not hesitate to contact Besearch Ethice@wyts edyau

Yours sincerely,

Professor Marion Haas

Chairperson

UT5 Human Research Ethics Committes
C/- Research & Innovation Office
University of Technology, Sydney

T: (02) 9514 9645
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UTS HUMAN RESEARCH ETHICS COMMITTEE
ANNUAL REPORT / EXTENSION REQUEST

This report is to be completed every twelve months following the date of ethics approval, and at the completion
of your research project. To cross the check boxes, double click on the check box and tick checked (under
default value). Type your responses into the box which expand to accommodate your answers. If you have any
queries on how to complete this report, please contact the Research Ethics Officer (Ph.: 02/9514 9772).

Project Title: "Strengthening midwifery educator capacity in teaching and clinical practice in low
and middle income countries"

UTS HREC Approval Number: UTS HREC 2014000689

Current status of project: (Double click on box and mark ‘checked’)

[_] Not yet commenced Estimated commencement date:

(you have not commenced recruitment or data
collection)

X In Progress Estimated completion date: January 2018

(You have commenced research or have put the
research on hold)

] completed Approximate completion date:

(You have completed data collection and first stage
analysis of data)

(] Discontinued Approximate discontinued date:

(You have withdrawn or stopped the research due
to insufficient or suspension of funding, or have
stopped the research for another reason)

Position Name Contact number Email Period of
(include title) involvement

Chief Prof. +61 2 9514 4886 | Caroline.homer@uts.edu.au Jan 2014 -

Investigator/ Caroline current

Supervisor Homer

Co-investigator | Dr. Angela +61 2 9514 4892 Angela.dawson@uts.edu.au Jan 2014 -
Dawson current
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(Student) Florence + Florence.west@student.uts.edu.au Jan 2014 -
West current

(Note: copy this section as required to accommodate the number of investigators)

1. Are you requesting an extension to your project?
Please tick Yes or No. If yes, please justify why you require an extension to your HREC approval. Your
request will be reviewed by the UTS HREC Chairperson.

Tip: If you submitted a full application form, you would have received a standard 5 years approval. All other
forms are subject to different approval periods.

Please note: Extensions are for 1 year. A maximum of 2 extension requests can be given per project before
a new ethics application is required.

(a) Yes[ ] No[X

2. Havethere been any changes to your research project since ethics approval was granted or since your
last progress report?

Please tick Yes or No to the options below. If yes, please outline and explain the reasons for any changes that

have occurred in any of the following areas in the boxes provided:

(Note: major changes may require an amendment application form. Please contact the Research
Ethics Officer on 02/9514 9772 or email Research.Ethics@uts.edu.au if you are unsure)

(a) Participating investigators

Yes|:| NO|X|

(b) Procedures or methodology

Yes|:| NO|X|

(c) Data collection instruments (surveys/questionnaires/interview questions)

Yes|:| NO|X|

(d) Has an amendment application been submitted for any of these changes? Note: changes to personnel do
not require an amendment application.

Yes|:| NO|X|

3. Did any of the following events occur? Please tick Yes or No. If yes, please give details of the event, and
how it was resolved or addressed.

(a) Unforeseen ethical or other difficulties during your research

Yes|:| NO|X|

(b) Adverse effects for your subjects /participants

Yes|:| NO|X|

(c) Complaints received from participants or other persons involved in the research

Yes|:| NO|X|

4. How and where have you stored the data you have collected? Please give details (e.g. coded
on computer, files, etc.)
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Data is stored on my personal password protected computer and will be kept for a minimum of 5 years as per
the UTS policy for data storage and record management. A back up copy of the de-identified data is also saved
on the UTS OXYGEN secure cloud storage platform. Data and codes are stored in separate files.

5. What steps have you taken to ensure the confidentiality of your participants?
Please give details (e.g. de-identified data, password protected, locked filing cabinet, limited
access to data, etc.)

Participant names will not be used on interview guides or survey instruments. An alpha-numeric code will be
used to differentiate between participants from Phase 1 and Phase 2 of the study. De-identified data is stored in
a personal password protected computer. Only supervisors and the research student have access to the data.

6. Are you planning to publish or have you published the results of your research?
Please tick Yes or No. If yes, please provide the reference and attach a copy of any articles or
abstracts.

Yeslz No|:|

A literature review has been published. REF: West, F., Homer. C., and Dawson, A. 2016. Building midwifery
educator capacity in teaching in low and lower-middle income countries. A review of the literature. Midwifery
33; 12-23.

Planned publication titles include: “Working together to build midwifery educator capacity in teaching.
Perspectives of Papua New Guinean midwifery educators.” To be submitted to Midwifery and/or Journal of
Midwifery and Women'’s Health by end of March 2016.

“Using the Theory of Planned Behavior to inform building midwifery educator capacity in teaching in low and
middle income countries. Findings from a mixed method study.” To be submitted to International Journal of
Nursing and Midwifery and/or International Journal of Childbirth by end of June 2016.

7. Additional Comments? Please add any further information you feel may be relevant.

DECLARATION

| declare that the information | have given above is true and that my research has contravened neither the
National Statement on Ethical Conduct in Human Research (2007); the Commonwealth Privacy Act 1998 (NSW);
Privacy and Personal Information Protection Act (1998); the Australian Privacy Principles (2014), nor the UTS
policy, directives and guidelines relating to the ethical conduct of research involving human participants.

| also declare that | have respected the personality, rights, wishes, beliefs, consent and freedom of the individuals
in the conduct of my research and that | have notified the UTS Human Research Ethics Committee of any ethically
relevant variation in this research.

Production Note:
Signature removed prior

to publication. Date: 14/3/2016

Chief Investigator/Supervisor Professor Caroline Homer

Production Note:
Signature removed prior

to publication. Date: 14/3/2016

Student (if applicable) Florence West
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Government of Papua New Guinea
Medical Research Advisory Committee

National Department of Health

B0 Sevw BT “hore- + (E75) 301 3650

WAKGANI 131 MED Pan. + [675] 123 9670

Pagid M Guire s Ermail: urarpng_kitun@ health.gov.pg
Collectad from PHE NDoH MRAC office

By Amands Neill on Manday 1 December 2014

Wl Carobre Homet

WHO Cotaborating Centre-for Nursimg;
Mhrtwitery and Health Development

Faa ity ol Nursing, NMidwitery and Health
Uity of Technalogy, Sytlney

0 Hox 123 Broadway

NW HETT Aaustralis

Neas Mofessor Cargline Hamer.,
This i to certity that the proposal

‘Evaluation of the Maternal and Child Health initlative [MCHI| (Phase 11)."

smntemitied by you has been examined by the Medical Research Advsory Commuttes of Papua New
LiianFa

[t MIHAL acknpwlegged and accept these reguirementy provided and approwe [he study 1o be
cone i Fapua New Guinea and assigned MRAC 14.18.

| e Wdedical Research Advisory Committes ol Papua New Guinea act as the National Exhical
Cipgrgnie Committes and advises that there is no furthier bar o this project being carried out in
Papua New Guinea

yistigarars are reminded of the importance of keeping provincial health and research authonites

imormed about their study and its progress: and of submitting progress and outcome reports to the
Tirifical Ressarch Adwvisory Commiltag

ViTF S AincErEly

Or. Urarang Kitur
Chalrperson

Professor Peter Sibs
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Appendix 6: Samples of consent form and participant information sheet

UNIVERSITY OF
TECHNOLOGY SYDNEY

Approaches to strengthening midwifery educator capacity in low and middle income countries:

INFORMATION SHEET

Phase 1- interviews with participants in Papua New Guinea (UTS HREC 2014000689)
WHO IS DOING THE RESEARCH?

My name is Florence West and | am a PhD Health student at UTS. My supervisors are Professor
Caroline Homer and Dr. Angela Dawson. Dr. Nina Joseph from the PNG Nursing Council is also an
advisor to this project.

WHAT IS THIS RESEARCH ABOUT?

This research is to understand how the Papua New Guinea Maternal and Child Health Initiative (PNG
MCH]I) approach to building midwifery educator capacity has contributed to the strengthening of
midwifery teaching and clinical practice in Papua New Guinea and to explore the strengths and
challenges associated with the approach.

You have been asked to participate because you are a midwifery educator in PNG — either a national
educator or course coordinator or one of the Clinical Midwifery Facilitators working on the MCHI.

IF I SAY YES, WHAT WILL IT INVOLVE?

I will ask you to participate in an interview, lasting approximately 30-45 minutes. The interview will take
place face to face, or on the phone or skype — whichever is most appropriate.

Interview questions will include these listed below:

e How long have you been a midwife?

e How long have you worked in an institution in a midwifery education role?

e What education/training have you completed?

e What do you see as the advantages and/or disadvantages of strengthening midwifery
education and clinical facilitation of students?

e Who supported and/or opposed your implementation of improved methods of teaching or
clinical practice in the institution and in the clinical area?

e What aspects of the PNG MCHI have made it easy and/or difficult for you to improve the
standard of midwifery teaching and practice?

ARE THERE ANY RISKS/INCONVENIENCE?

There are very few if any risks to you. However, it is possible talking about your experiences may be
upsetting. The interview can be paused at any time and restarted at a later time. We can arrange for
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you to debrief with a person external to the research if you are distressed. Our PNG advisor, Dr. Nina
Joseph, is also available for you to talk to about any concerns.

A transcript of the interview may be provided for you to review if you want to check that your views
have been correctly expressed. Your privacy is important to us and confidentiality will be maintained
throughout the research. All notes and interview recordings will be de-identified. No names will be
written on the interview or survey tools and you will not be identified in any reports, papers or in the
PhD thesis.

Prof Homer will also only see de-identified data and will not be able to identify individual comments
to further protect the identity of the participants. Participating in this study and your responses will
not impact on your current employment, performance review or future employment.

WHY HAVE | BEEN ASKED?

You are able to give me the information | need to find out about the strengths and challenges
associated with the PNG MCHI approach to strengthening midwifery education.

DO | HAVE TO SAY YES?
You don’t have to say yes. Participating in this study is completely up to you.
WHAT WILL HAPPEN IF | SAY NO?

Nothing. | will thank you for your time so far and won’t contact you about this research again. Saying
no will not affect your employment or engagement with the MCHI and will not impact on your
current or future employment or your professional or personal life.

IF I SAY YES, CAN | CHANGE MY MIND LATER?

You can change your mind at any time and you don’t have to say why. We will thank you for your
time so far and won’t contact you about this research again.

WHAT IF | HAVE CONCERNS OR A COMPLAINT?

If you have concerns about the research that you think | or my supervisor/s can help you with, please
feel free to contact me (us) on Florence.west@student.uts.edu.au caroline.homer@uts.edu.au
angela.dawson@uts.edu.au nina.joseph@health.gov.pg

If you would like to talk to someone who is not connected with the research, you may contact the
Research Ethics Officer on 02 9514 9772, and quote this number UTS HREC 2014000689.
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UNIVERSITY OF
TECHNOLOGY SYDNEY

CONSENT FORM: PHASE 1- interviews with participants in Papua New Guinea

I (participant's name) agree to participate in the research project
Approaches to strengthening midwifery educator capacity in low and middle income countries: Phase
1 (UTS HREC 2014000689) being conducted by Florence West, PO Box 123, Broadway, NSW 2007, ph.
+ of the University of Technology, Sydney for her degree C02024 Doctor of Philosophy,
Health. Professor Caroline Homer and Dr. Angela Dawson are the supervisors for this study. Dr. Nina
Joseph from the PNG Nursing Council is also an advisor to this project. This research is supported by
the Papua New Guinea Maternal and Child Health Initiative (MCHI).

| understand that the purpose of this study is to understand how the PNG MCHI approach to building
midwifery educator capacity has contributed to the strengthening of midwifery teaching and clinical
practice in Papua New Guinea and to explore the strengths and challenges associated with the
approach.

| understand that | have been asked to participate in this research because | am a midwifery educator
working in the Papua New Guinea Maternal and Child Health Initiative and that my participation in this
research will involve participating in an interview, lasting approximately 30-45 minutes. The interview
will take place face to face, or on the phone or skype — whichever is most appropriate. | understand
that there is a chance that talking about my experiences may be upsetting and the researcher/s have
talked with me about how to this will be addressed this it happens.

| am aware that | can contact Florence West or her supervisors Caroline Homer or Angela Dawson, or
my PNG advisor Nina Joseph, if | have any concerns about the research. | also understand that | am
free to withdraw my participation from this research project at any time | wish, without consequences,
and without giving a reason.

| agree that the researcher/s has answered all my questions fully and clearly.

| agree that the research data gathered from this project may be published in a form that does not
identify me in any way.

Signature (participant)

Signature (researcher or delegate)

NOTE: This study has been approved by the University of Technology, Sydney Human Research Ethics Committee.
If you have any complaints or reservations about any aspect of your participation in this research which you
cannot resolve with the researcher, you may contact the Ethics Committee through the Research Ethics Officer
(ph: +61 2 9514 9772 Research.Ethics@uts.edu.au) and quote the UTS HREC reference number. Any complaint
you make will be treated in confidence and investigated fully and you will be informed of the outcome.
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Appendix 7: Sample of Phase 1 interview guide questions

Phase 1 interview question guide: PNG midwifery educators

How can midwifery educator capacity in LMIC be strengthened and improved?

1. Tell me about when and how you came to be a midwife.

2. Tell me about when and how you came to be a midwifery educator.

3. What qualities/skills are important to you in your work as a midwifery educator and why?

4. What further study, training or experience would help you in your role as midwifery educator?
What opportunities are available to you?

5. Working in a cross-cultural environment with international consultants is one way for both
parties to learn new things. What have you taught the international consultant working with
you? What have you learnt from them?

6. What motivates you to work with the international consultant?

7. What advice would you give a new midwifery educator to prepare them for working with an
international consultant?

Phase 1 interview question guide: International Clinical Midwifery Facilitators

How can midwifery educator capacity in LMIC be strengthened and improved?

1. Tell me about when and how you came to be a midwife.

2. Tell me about when and how you came to be a midwifery educator.

3. What qualities/skills are important to you in your work as a midwifery educator and why?

4. What further study, training or experience would help you in your role as midwifery educator?
What opportunities are available to you?

5. Working in a cross-cultural environment is one approach to capacity development. What have
you taught your PNG counterpart, what have you learnt from them?

6. What motivates you to come and work in PNG?

7. What advice would you give a new CMF to prepare them for working with a PNG midwifery
educator?
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Phase 1 interview question guide: Both PNG midwifery educators and International CMF

Additional questions related to the study’s underpinning theoretical framework - the theory of
planned behavior.

BEHAVIORAL BELIEFS/ATTITUDE TOWARD THE BEHAVIOUR
(CMF) What do you see as the benefits of strengthening midwifery educator’s capacity in teaching
and clinical facilitation?

(National) What do you see as the benefits of strengthening your skills and knowledge in teaching and
clinical facilitation of students?

(CMF) Tell me about any personal challenges you may have experienced when trying to strengthen
midwifery educator’s capacity?

(National) Tell me about any personal challenges you may have experienced when learning new
methods of teaching and clinical facilitation?

NORMATIVE BELIEFS/SUBJECTIVE NORM
What people or processes supported/facilitated your implementation of improved methods of
theoretical and clinical teaching?

Tell me about any barriers you have faced from people or processes when trying to implement
improved teaching methods?

CONTROL BELIEFS/PERCEIVED BEHAVIOURAL CONTROL
What aspects of the PNG MCHI approach to capacity building have made it easy and/or difficult for
you to improve the standard of midwifery teaching and practice?

158



Appendix 8: Description of how Phase 1 findings were used to develop Phase 2

survey

Phase 1 theme Phase 2 survey questions

L e des el e Do you think assessing yourself against the Midwifery Educator Core
Competencies (World Health Organization 2013) would help you to
monitor and evaluate your professional capabilities?

Do you think being more aware of your professional capabilities would
help you to improve midwifery teaching?

Being able to build What aspect of working with your colleague do you feel is most
relationships rewarding?

What aspect of working with your colleague do you feel is most
challenging?

Do you feel that knowledge is shared both ways?

Do you feel working side-by-side in the education institution enables
improved midwifery teaching?

Do you feel working side-by-side in the clinical placement site enables
improved midwifery teaching?

Being motivated to Which of the following factors motivates you to improve midwifery
Ty ieng e es e teaching? (state your agreement with the following options)

of women and newborns

Having a specific goal to work towards

Having written roles and responsibilities

Having incentives for performance

Starting with an easy task and gradually getting more difficult
Having social pressure

Being spoken to in a motivational manner

Knowing the likely outcome of a behaviour

Improve the health status of women and newborns

Having a mutual Do you have a written work or activity plan for how to work together with
understanding of the your colleague?

capacity building project

Who created the work/activity plan?

Do you think having a written work/activity plan would enable improved
midwifery teaching?

el S gl e Inyour experience working together to improve midwifery teaching, how

working togetherin a important is it to have the following factors? (state your agreement with
capacity building project the following options)
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Phase 1 theme Phase 2 survey questions

Willingness to work together collaboratively

Mutually developed and documented roles and responsibilities
Up-to-date clinical skills

A formal adult-education qualification

Confidence to use student-centered teaching methods

Access to contemporary midwifery research

Midwifery practice of clinical colleagues aligned with curriculum
Other

Knowing how to adapt to Do you feel you have an understanding of your colleague’s culture?

a different culture
Do you feel you were adequately prepared to work in a cross-cultural
context?

What additional cultural knowledge or skills would enable you to be more
effective in your role? (state your agreement with the following options)

Language skills

Previous travel outside home country

Previous work experience in LMIC

Knowledge about different learning styles

Knowledge about different communication styles

Knowledge of how the culture is oriented to time

Knowledge of the influence of hierarchy

Knowledge of gender roles

knowledge of the degree to which the culture adheres to social

norms

e Knowledge of the degree to which the culture accepts
individuality

e Other

Having an enabling How much do the following environmental factors constrain your ability to
environment which improve midwifery teaching? (state your agreement with the following
supports improved options)

midwifery education

Insufficient midwifery educator workforce

Lack of positive role models

Poor quality professional workplace appraisal/performance review
Lack of resources for clinical laboratory simulation and training
Midwifery regulatory body not functioning

Other

What do you think are the elements that make up a supportive working
environment?
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Appendix 9: Sample of Phase 2 survey: International educator version

International educator version:Strengthening midwifery educator capacity in teaching

in low and middle Income countries

1. Parficipant information and consanl

My name is Florence West, | am a midwife and a PhD Health student at University of Technology
Sydney (UTS). My supervisors are Professor Caroline Homer and Dr Angela Dawson. We have
ethics approval from the UTS Human Research Ethics Committes (HREC),

This research is to understand how capacity building processes in midwifery education have
been able to build midwifery educator's capacity in theory and clinical teaching and to explome
the strengths and challenges associated with the capacity building process.

It iz expected that findings from this research will contribute to improving capacity bullding
processes for midwifery educators working in low and middle income countries and potentially

improve the quality of midwifery education,
If you have guestions about the research that you think I or my supervisor/s can help you with,

please feel free to contact me by email; Florence, westEstudent.uts edu,au

If you would like to talk to someone who is not connected with the research, you may contact
the Research Ethics Officer on telephone +61 2 8514 8772, and quote this number UTS HREC
Approval Number: 2014000689

We thank you for your valuable contribution,

1. | have read the information and | consent to participate in this research
Yas

Na
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

2. Participant information

* 2. Do you idenfify with being an international expatriate educator?
() Yes

{ Ma

162



International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

3. Participant Sample

Survey of educators working in education institutions in low or middle income countries.
Do you identify with all of the following? (please select all that apply)

* 3. Are you currenily, or [n the last two years been working in an education institution for more than 3
manths in a low or middle income country which educates midwives?

* 4, Are you currently or were you in the last two (2) years working together with a nationalilocal educatar
for more than 3 months?
i Wies

{ Mo

* 5. Are you currently or wera you in the last two years participating in a capacity building process [asting
mare than 3 months which aimed to strengthen midwifery educator teaching?

™% Yes

I.Nl:l
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

4. Demographic Delails

The following questions will gather information regarding your:
Demographic information

Professional details and

Travel experience to a low and middle income country (LMIC)

* g, What is your age?
[ ) iz
[ ) &30
[ 35 1o 44
() 451054
() S5ings
() 851074

() Thoraider

* 7. What is your gender?
[ Female

() Male

* 8. What is your country of birth?

I
L
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

4. Demographic Delails

The following questions will gather information regarding your:
Demographic information

Professional details and

Travel experience to a low and middle income country (LMIC)

* g, What is your age?
[ ) iz
[ ) &30
[ 35 1o 44
() 451054
() S5ings
() 851074

() Thoraider

* 7. What is your gender?
[ Female

() Male

* 8. What is your country of birth?

I
L
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* 12. What is your highest completed gualification level?
rj‘\ Secondary School

() Trade school

() Undergraduale Carlificate

[ | Uneergraduste Diploma

E_} Unsergraduate Bachelor Degree
[} Posigratuate DiplomalCartiicate
(L) Masters Degree

() PhD/Duciorate Degrea

[} Other [prease specify)
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

B. Information about your general experience living abroad in a low or middle income country
(LMIC)

* 13, Hava you ever worked'studied or lwved abroad ina LMIC
(") ¥es, | have

|_. Na, | hawve ot
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

7. Information about your general experience working/studying or living abroad in a LMIC

14, Which couniries have you lived in, how long were you there and what was your role?
Countrylies

Length of time
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

8. Information about any previgus experience you have working in a capacity building role

Excluding your current or within past 2 years experience
* 15. Have you ever been invelved in the capacity building process before?
{ Yas, | have

{ N, | b not
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

8. Information about any previous experience working in a capacity building role

16. Who was the employer (NGO, UN agency, Donor agency, University etc), what country were you in,
what aspect of capacity building was the focus of the training/development, what was your posifion, how
long were you emphoyed?

Ermplayer

Conmiry

Aspact of capacty
Building

Posiion

Langth of time employed

10
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

10. Information about your current or within 2 years experience

The following questions gather information about your experience working to strengthen
midwifery educator's capacity in teaching

* 17, Who ls/was the employee (NGO, UN agency, Donor agency, University etc), what country arafware
you in, whal aspect of capacity building isfwas the focus of the training/development, what is/was your
rale, how lang have you beenfwere you employed?

Employer
Couniry

Agpect of capacily
Builldireg

Raode

Langth of time emplayed

1
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middie income countries

11. Information about your current or within 2 years experience

The following questions are related to knowing your professional capabilities.

The World Health Organization (2013) Midwifery Educator Core Competencies offers a starting
point for defining attributes of midwifery educator compatancy.
www.who.nthrh/nursing_midwiferyleducator_competencies/an/

* 18, Do you think assessing yourself against these international guidelines at the stan, during and at the
end of the capacity building process would help you to monitor and evaluate your professional
capabilities?

Strongly disagroa
Desagran

Maithar disagrea or
agrea

Agres
Srongly agree

Gl:mmanlz-_[?igaﬁa ma’ﬁr_}

* 19, Do you think being more aware of your professional capabilities would help you to improve
midwilary teaching?

Strongly disagres
Cesagras

Meither disagres of
afres

Agires

Strongly agrea

Comments (please specity)

12
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International educator version:Strengthening midwifery educator capacity in teaching

in low and middle iIncome countries

12. The following questions are related to building relationships

* 20. What aspect of working with your natonal colleague do you feel is most rewarding?

* 21, What aspect of working with your national colleague do you feel is most challenging?

* 22, Spacifically related to working in a capacity building process, when working with your national
colieague, do you feel that knowledge s shared both ways?

Raraly
Somatimeas
Mosl of tha time

Always

Commanls (please spacity)

* 73, Do you feel working side-by-side with your national colleague when you are in theed ucation
institution enables you o strangthen midwifery teaching?

Raraly

Mol of the tima
Always

F:mﬂmenls.l;pﬁaaae spacily)

13
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* 24. Do you feel working side-by-side with your national colleague when you are in theslinical practice
site enables you to strangthen midwifery teaching?

Faraly
Mot of the time

Always B

e} -t

* 25, In what way's would you like your national cofleague to support you to improve midwifery teaching?

14
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in low and middle iIncome countries

13. The following questions are related to your motivations to improve midwifery teaching

* 26. Which of the following factors motivates you to improve midwifery teaching?

Extramaly Somewhat

motivated Wary modivatad mialivated Mot 5o modivatad Mot at all mofivated
Having a specific goal
(behaion or oulcorme)
b work lowards

Having 2 writlan
amploymant contract
which oullines roles
and

responsibiliies

Hawing incenthvas for
parformance

Starting with an casy
ek and gradualy
geling mane difficull

Hawing social pressuns.
ancouragameant andfor
suppart

Bizing spoken baina
rratvational manner by I
B coflsague

Knowing the ety

oubcome (posilive o

negative) of a behaviar

bmprove e healih

status of women and L) k2 { ) A
newhoms

Comments (please specity}
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International educator version:Strengthening midwifery educator capacity in teaching
in low and middle income countries

The following questions are relating to having a mutual understanding of the capacity building
process

* 27, Do you have written workfactivity plan for how to work together with your national colleague?
[} ¥es

16
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in low and middle iIncome countries

15

The following questions are relating to having a mutual understanding of the capacity building
process

* 28, Who creatediwrote the activitylwork plan?
[} Intemationsl edueator
() National educalar
() Mulually developed

| Oaher (ploase spacify)

17
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International educator version:Strengthening midwifery educator capacity in teaching
in low and middle income countries

* 29, Do you think having a written work/activity plan between national and international midwifery
educators enablesiwould enable improved midwifery teaching?

l Exiramaly enabling
() Mery snabling

[ | Somewhat enabing
| Mot 5o snabing

{ Mot &1 all enabiling

Commenls [please spocify)
[

18
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17.

The following questions are related to the preparation of international and national educators to
work together to strengthen midwifery teaching

* 30, In your experience working to improve midwifery teaching, how Important is it to have the following
factors?

Eutramaly Somewhal
Irgortant Very impartant irgartant Mol so importanl Mot at & impartant
Willingness lo work
togather collaboratively
Mutually developed and
dacumenbed rolas and
responsibiliies

Up-to-date clinical skills

Aformal adult- I f '.
aducation qualification e - - e e
Confidanoe 0 use

studént-cenersd

feaching melhods 1o
facililate critical thought

MAcocess o
contemporary
rridwifery evndence and
rasearch

Midwifary practica of
cinical colleagues
aligred with whal is
Being laught i
educaton instifuton

Pﬁ-nr {please specify)
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International educator version:Strengthening midwifery educator capacity in teaching
in low and middle income countries

The following questions are related to adapting to a different culture
* 31. Do you feel you have an understanding of your naticnal colleague's culture?
{ Exiremaly good undarstanding
[ Wery good underslanding
[ | Somewhat good undarsianding
i Mot 50 good understanding

(" Mo understanding

Comment [please specily)

* 32, Do you feel you were adequately prepared to work in a cross-culiural context?
[} Extramely well propaced
{ Wery well prepared
[} Somowhat prepaced
|’_ | Mot so well prepared
L Not prepared al al

Comment [plaase specily)
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* 33. What additional cubtural knowledge or skills would enable you to be more effective in your role?
imark all that apply)

| Language skils

| | Previous travel cutside home country

| | Previeus work expenence in LMIC

|_ Knowledge abowt different inarning styles

| Knowiedge about different communication styes

[ Knowladge of how tha culture is oriented bo time

| | Wnowledge of the influsnce of hierarchy

[ Knowledge of gendar roles

Knowledge of the degres to which fhe culbure adheres o social noms

[ | Knowledge of the degres to which the culture accepts indhviduality

| | Other [piease specity)

21
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International educator version:Strengthening midwifery educator capacity in teaching
in low and middle income countries

The following questions are related to the need for a supportive environment

* 34, How much do the following environmental factors constrain your ability to Improve midwifery
teaching?

Extramaly Somewhal Mol consiraining al
cansirEning Wery conatraining constraining Mot sa conslraining all

Insulficient midetlery
educator workforce

Lack of pasifive role P
mrodels

Foor quality

professional workplace

appraisal (ie:

parformance roview)

Lack of resources fof

canical isbaratary )
simutation and Iraining

Midwiery mgulatory

body nok funclinning

Oeheer (pleags spacify)

+ 35 What are the alements that you think make up a supportive working anvirenment?
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20. General comments

36. Do you have any other commenis, questions, or concemns regarding the capacity building process fo
strengthen midwifery educator teaching in LMIC?

23
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