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Abstract

Introduction To achieve quality midwifery education, understanding the experiences of midwifery educators and
students in implementing a competency-based pre-service curriculum is critical. This study explored the experiences
of and barriers to implementing a pre-service curriculum updated with emergency obstetric and newborn care
(EmONCQC) skills by midwifery educators, students and mentors in Kenya.

Methods This was a nested qualitative study within the cluster randomised controlled trial investigating the
effectiveness of an EMONC enhanced midwifery curriculum delivered by trained and mentored midwifery educators
on the quality of education and student performance in 20 colleges in Kenya. Following the pre-service midwifery
curriculum EmONC update, capacity strengthening of educators through training (in both study arms) and additional
mentoring of intervention-arm educators was undertaken. Focus group discussions were used to explore the
experiences of and barriers to implementing the EmONC-enhanced curriculum by 20 educators and eight mentors.
Debrief/feedback sessions with 6-9 students from each of the 20 colleges were conducted and field notes were
taken. Data were analysed thematically using Braun and Clarke’s six step criteria.

Results Themes identified related to experiences were: (i) relevancy of updated EmMONC-enhanced curriculum
to improve practice, (i) training and mentoring valued as continuous professional development opportunities for
midwifery educators, (iii) effective teaching and learning strategies acquired — peer teaching (teacher-teacher and
student-student), simulation/scenario teaching and effective feedback techniques for effective learning and, (iv)
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competency-based pre-service curriculum.

effective collaborations between school/academic institution and hospital/clinical staff promoted effective training/
learning. Barriers identified were (i) midwifery faculty shortage and heavy workload vs. high student population,

(i) infrastructure gaps in simulation teaching — inadequate space for simulation and lack of equipment inventory
audits for replenishment (jii) inadequate clinical support for students due to inadequate clinical sites for experience,
ineffective supervision and mentoring support, lack/shortage of clinical mentors and untrained hospital/clinical staff
in EmMONC and (iv) limited resources to support effective learning.

Conclusion Findings reveal an overwhelmed midwifery faculty and an urgent demand for students support in
clinical settings to acquire EmMONC competencies for enhanced practice. For quality midwifery education, adequate
resources and regulatory/policy directives are needed in midwifery faculty staffing and development. A continuous
professional development specific for educators is needed for effective student teaching and learning of a
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Introduction

Approximately one third of all maternal and neonatal
deaths are due to poor quality maternal and newborn
care [1]. Midwifery delivered interventions including
skilled attendance at birth, provision of emergency
obstetric and newborn care (EmONC) and family plan-
ning are central to averting the preventable maternal
deaths, newborn deaths and stillbirths [2]. However, mid-
wifery education and training in low- and middle-income
countries is substandard leading to suboptimal quality of
care [3]. The World Health Organization (WHO) recom-
mends that midwifery educators should possess compe-
tencies to support theoretical learning, learning in the
clinical areas, assessment and evaluation of students and
midwifery practice [4]. The International Confederation
of Midwives (ICM) defines assessment as a systematic
process for collecting qualitative and quantitative data to
measure, evaluate or appraise performance against speci-
fied outcomes or competencies. On the other hand, it
defines evaluation as the systematic process for collect-
ing qualitative and quantitative data to measure or evalu-
ate the overall provision of and outcomes of a course of
studies [5]. Evidence suggests that midwifery educators
are insufficiently prepared for their teaching role [4, 6].
The ICM recommends that at least 50% of the midwifery
curriculum to be practical-based with opportunities for
clinical and community experience [5]. In many coun-
tries, this does not occur. The inadequately prepared
midwifery faculty compounded with a deficient curricu-
lum compared to international standards and limited
practical clinical experience for students affect the qual-
ity of midwifery graduates and subsequent quality of care
[7-11]. As a result, midwifery educators are expected to
structure their curriculum and develop learning activities
that enable midwifery graduates to learn the knowledge
and develop skills and behaviours essential for midwifery
practice. The acquired competencies promote the role of
the midwife to assess, diagnose, act, intervene, consult

and refer as necessary, including providing emergency
interventions [12].

The WHO, United Nations Population Fund (UNFPA),
United Nations International Children’s Emergency
Fund (UNICEF) and ICM recommend that skilled
health personnel (includes midwives) as part of a team
should be competent to perform all the signal functions
of EmONC, to optimize the health and well-being of
women and newborns [13]. Competency as defined in the
Global Standards for Midwifery Education by ICM refers
to the combined utilisation of personal abilities and attri-
butes, skills and knowledge to effectively perform a job,
role, function, task, or duty [5]. However, evidence shows
that midwifery graduates are inadequately prepared with
limited support and lack requisite competencies needed
to function adequately as skilled health personnel after
graduation [7-9, 14, 15]. Thus, midwifery graduates
should achieve essential clinical competence — defined as
a combination of knowledge, skill, attitude, judgment and
ability needed for providing safe and effective care with-
out any need for supervision [16]. Key barriers leading to
suboptimal clinical competence include a deficient and
largely didactic curriculum, educators/faculty who are
less confident with clinical teaching compared to theoret-
ical classroom teaching, inadequate teaching resources/
equipment, insufficient clinical exposure of students for
practice, absence of clinical supervisors and mentors and
poor relationship with qualified hospital/clinical staff [3,
7-9, 14,15, 17-19].

Emergency obstetric and newborn care training helps
improve the knowledge and skills of skilled health per-
sonnel, change in clinical practice and improved maternal
and newborn health outcomes [20]. The Kenya national
Ministry of Health (MoH) included EmONC training for
skilled health personnel in the National Health Policy
2014-2030 and Health Sector Strategic Plan 2018-2023
as a priority to improve the quality of maternity care
and subsequent maternal and newborn health out-
comes [21, 22]. Introducing the training at pre-service
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with a supporting curriculum has the potential for
greater returns on midwifery investments [23]. Funded
by Foreign, Commonwealth and Development Office,
Liverpool School of Tropical Medicine supported the
Kenya MoH through the Nursing Council of Kenya and
Kenya Medical Training College to conduct a detailed
review of their national training syllabi and curriculum
respectively. Curriculum content integrating EmONC
and teaching methods were updated [24] aligned to the
WHO and ICM competencies for midwifery practitio-
ners and educators. This approach was designed to shift
from the largely theoretical training to a competency-
based skills training for graduates. This was followed by
a bundle of interventions to build/strengthen the capac-
ity of the training institutions and midwifery educators.
The programme equipped the training colleges’ skills
laboratories with EmONC training equipment. Blended
(virtual and face-to-face) learning workshops for educa-
tors focusing on teaching (theory and practical/clinical
EmONC skills), students’ assessments and giving effec-
tive feedback were conducted to improve their capacity
to deliver the updated EmONC-enhanced curriculum.
Supportive follow-up mentoring of midwifery educa-
tors in sampled colleges was implemented to build their
professional skills in teaching, assessments and effective
feedback. This bundle of interventions was evaluated and
demonstrated improved educators’ knowledge, skills and
confidence in teaching and EmONC skills [24, 25]. Con-
sequently, midwifery students’ knowledge and skills in
EmONC improved before graduation [26]. Although the
investments were promising, understanding experiences
of educators and students is critical for a successful and
sustainable implementation of the pre-service compe-
tency-based curriculum, scale up and uptake of the bun-
dle of interventions.

Previous studies largely evaluated the changes in
knowledge, skills and confidence of educators and stu-
dents after programme training interventions [24, 25,
27, 28]. However, studies focusing on experiences of the
target group (either the educators or student group only)
after midwifery educator capacity strengthening inter-
ventions are limited [29-32]. Experiences of students
and educators enable midwifery educators to improve
the design of the courses and support systems in place
for effective teaching and learning [18, 33]. Exploring
students’ experiences is critical in determining what
students find important and promoting their learning
process [32, 34]. This is relevant in designing training
programmes that facilitate students’ learning and appli-
cation of acquired competencies into practice.

This was a nested qualitative study within the broader
cluster randomised controlled trial that assessed the
effectiveness of a pre-service EmONC-enhanced mid-
wifery curriculum delivered by trained and mentored
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midwifery educators in Kenya [35]. The objectives of
this study were to explore the experiences, barriers and
understand the perspectives of educators, students, and
external mentors for educators to successfully imple-
ment an updated EmONC-enhanced curriculum during
pre-service training. Findings are relevant to improve the
design, delivery, uptake and scale-up of the pre-service
midwifery programme for competent midwifery gradu-
ates as part of accelerating progress towards achieving
maternal and newborn health sustainable development
goals and universal health coverage.

Methods

Study design

This was a qualitative descriptive study using focussed
group discussions (FGDs) and field notes nested within
a cluster randomised controlled trial reported in a sepa-
rate paper [35]. Qualitative descriptive studies generate
data that describe the ‘who, what, and where of events
or experiences’ from a subjective perspective [36]. Quali-
tative studies in trials are important in interpretation of
trial findings and enhances the understanding of how
contextual barriers and facilitators may influence out-
comes [37, 38]. Insights from qualitative studies can also
inform implementation if the intervention is success-
ful. This is because they can help trialists ‘to be sensitive
to the human beings who participate in trials’ [38]. The
objective was to understand the experiences of educa-
tors, students and mentors, challenges encountered and
opportunities for improving the delivery and implemen-
tation of the updated EmONC-enhanced midwifery cur-
riculum in Kenya.

The Kirkpatrick model is an effective tool with four
levels for evaluating training programmes [39]. Level 1
(Participants’ reaction to the programme experience)
helps to understand how satisfying, engaging and rel-
evant participants find the experience. Level 2 (Learning)
measures the changes in knowledge, skills and confidence
after training. Level 3 (Behaviour) measures the degree
to which participants apply what they learned during
training when they are back on job or impact of train-
ing to their practice. This level is critical as it can also
reveal where participants might need help to successfully
implement what was learned. Level 4 (Results) measures
the degree to which targeted outcomes occur because
of training. The findings from this study are further
analysed using the Kirkpatrick model at level 1 (experi-
ences of educators and students) and level 3 (application
of what was learned and areas for further support and
investment) to improve the quality of pre-service mid-
wifery education and training.

The focus group discussions explored the experiences
of educators with the updated content, clinical teach-
ing and skills demonstration, peer teaching and support,
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clinical supervision and mentoring of students, and effec-
tive feedback. Also, institutional challenges/bottlenecks
and support required to implementing the updated
curriculum. Students feedback on the teaching of the
updated curriculum, clinical placements, clinical sup-
port supervision and mentoring during placements was
documented. Mentors’ experiences and perspectives on
the uptake of mentorship intervention by educators were
explored. Additional components from mentors included
strengths observed during the mentorship intervention
(educators and institutional); bottlenecks experienced in
the mentoring intervention and opportunities for sup-
port and improvement. The study is reported in accor-
dance with the COnsolidated criteria for REporting
Qualitative research (COREQ) (Supplementary Material)
[40].

Study setting

This study was conducted in 20 (12 intervention arm
and 8 control arm colleges) of the 52 KMTCs ran-
domly selected in Kenya offering the integrated nurs-
ing and midwifery training programme in Kenya (Kenya
Registered Community Health Nursing — KRCHN
programme). This is the predominant direct entry pro-
gramme offered at diploma level for nursing and mid-
wifery workforce in the country. Each KMTC has two
intakes of 50 students each per year (March and Septem-
ber), thus approximately 50 final year nursing and mid-
wifery students are expected to graduate per intake. The
duration of the diploma programme is three years with
no internship period after graduation. Midwifery content
and clinical placements are distributed across the three
years of training. Students are posted to the respective
hospitals (offering comprehensive EmONC services)
attached to the training colleges for their clinical place-
ments for practice and clinical experience. This is criti-
cal to reinforce theoretical learning, develop their clinical
skills and attitudes for practice. A common curriculum
by KMTC approved by the Nursing Council of Kenya is
used for midwifery education in all colleges.

Intervention

Liverpool School of Tropical Medicine supported the
review and update of the predominant nursing and mid-
wifery training curriculum for training of nurse midwives
at diploma level in Kenya in 2020/2021. The curriculum
review and update were conducted by selected midwifery
educators and practitioners. The output was a pre-service
curriculum with EmONC content. Following the review,
midwifery educators from both study arms (interven-
tion and control) received training on the new content
to strengthen their capacity to deliver the EmONC-
enhanced curriculum. Training used Liverpool School
of Tropical Medicine’s adapted Emergency Obstetric
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Care and Newborn Care Skilled Health Personnel train-
ing package [41]. This package has been used by LSTM
in collaboration with MoH in over 15 low- and middle-
income countries to strengthen the capacity of mater-
nity care providers for quality EmONC service delivery
[42]. Educators in the intervention study arm received
additional mentoring and peer support on teaching and
EmONC skills every three months for 12 months.

Mentoring support intervention

This was conducted every three months after the train-
ing for 12 months in the intervention colleges. A group
of eight experienced EmONC faculty consisting of mid-
wifery educators and obstetricians were recruited and
trained as mentors. Educators were from university or
midwifery training colleges not included in the study
and they did not form part of the master trainers. They
received a virtual one-day mentorship training facili-
tated by the corresponding author and an LSTM - UK
senior MNH specialist experienced in EmONC capacity
strengthening and pedagogy. Training focused on intro-
duction to mentoring, building effective working rela-
tionships, giving effective feedback, handling difficult
situations during mentorship, and teaching methods. The
training used interactive lectures, discussions, and case
studies. Mentorship sessions were a full day intervention
per college for educators and focused on teaching skills,
EmONC skills and drills and giving effective feedback to
promote learning among students especially on perfor-
mance of critical lifesaving EmONC skills or scenarios.

Structured participant observation of teaching sessions
(theoretical or practical) and support by mentors for
midwifery educators were also conducted in the inter-
vention study arm at 3, 9 and 12 months after the train-
ing. Key elements of good quality teaching and learning
were observed including: [1] teaching style, [2] use of
visual aids, [3] teaching environment and [4] student
involvement using a standardized observation checklist
[43].

LSTM'’s lead researcher (corresponding author) based
in Nairobi Kenya conducted quality assurance visits to
some of the mentoring sessions for all mentors. At the
end of the mentoring visit, debrief sessions were held by
the mentor, mentees, and the campus administration as
necessary. The debrief provided feedback and areas that
needed institutional support to promote quality teaching
and learning. On occasions where the lead researcher was
not present at the mentoring visit, the mentor recorded
and shared field notes on key strengths observed, areas
for further support and the action points proposed by the
mentees for development.
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Participants

A convenience sampling approach was used to select par-
ticipants that were already enrolled in the trial to take
part in the FGDs. Twelve [12] intervention arm educa-
tors, eight [8] control arm educators and eight [8] men-
tors participated in the FGDs. Each training college was
represented by one midwifery educator.

A total sample of 146 final year nursing-midwifery stu-
dents (KRCHN March 2020 class), the first group to be
taught the updated EmONC-enhanced curriculum par-
ticipated in the study. Due to the variability in the num-
ber of students per college, 20 clusters of 6-9 students,
selected through stratified systematic sampling who par-
ticipated in the knowledge and skills assessments partici-
pated in the debrief sessions.

Data collection

Three virtual FGDs were conducted at six months of
the implementation (February 2022) with the interven-
tion and control colleges’ educators and mentors by the
corresponding author using semi-structured interview
guides. The adapted interview topic guides were piloted
and validated in a previous study [28]. These guides were
also reviewed by study team members with experience
in qualitative research. Each FGD lasted between 60 and
90 min. Respondent/member validation/check was rou-
tinely applied during the interview discussions to ensure
that participants’ responses were accurately interpreted
[44]. The FGDs were audio-recorded with permission
from participants and transcribed verbatim in English.
New emerging data from educators and mentors was
routinely collected during the study implementation
period. This strategy was employed due to the informa-
tion power from a sample of participants but with rich
relevant information for the study in qualitative research
[45]. Although the corresponding author was not a fac-
ulty member with the KMTC, his status was known to
the participants.

Two debriefing sessions moderated by the correspond-
ing author and two independent assessors per college
were held with students immediately after completing
the knowledge and skills assessments between December
2022 and March 2023. The independent assessors were
midwives and obstetricians working as midwifery edu-
cators in public or private training institutions and/or in
clinicals and experienced EmONC faculty. They worked
in pairs per college and were blinded to the intervention
implemented and study arms. Details on the assessments
are reported in a different paper [35]. In the first debrief,
lasting between 30 and 60 min, were conducted immedi-
ately after the assessments by the corresponding author
and the two assessors with the students for every col-
lege. These were confidential and not recorded to allow
students express themselves freely on their experiences
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with the completed assessments, curriculum content
covered, clinical placements and support received dur-
ing maternity clinical placements. The second debrief
lasted between 15 and 30 min and included the available
institutional midwifery faculty/administration, students
and the research team. Field notes were taken during the
students debrief sessions by the corresponding author.
Due to the potentially sensitive nature of the students’
feedback in the first debrief, general findings were shared
with the college midwifery faculty and administration
during the second debrief. Areas of strengths, opportuni-
ties and weak sections that needed additional support for
improvement were highlighted.

Data management and analysis

Preparation for data analysis involved a rigorous process
of transcription of recorded FGDs. Data analysis was led
by the lead researcher, but the other authors contributed
by reviewing the transcripts and quality checks. Col-
laborative thematic framework analysis by Braun and
Clarke (2006) was used as it provides clear steps to fol-
low, is flexible and uses a very structured process and
enables transparency and team working [44]. Due to the
small number of transcripts, computer assisted coding
in Microsoft Word using the margin and comments tool
was applied for the FGD transcripts and manual cod-
ing of text for the field notes. The six steps by Braun and
Clarke in thematic analysis were conducted: (i) familiaris-
ing oneself with the data — the lead researcher listened
to all of the audio recordings while reviewing the tran-
scripts, looking for recurring issues/inconsistencies and,
identifying possible categories and sub-categories of
data; (ii) generating initial codes — both deductive (using
topic guides/research questions) and inductive coding
(recurrent views, phrases, patterns from the data) were
conducted to derive the codes and enhance transpar-
ency of the study. The lead researcher generated a com-
prehensive list of codes. A second author with expertise
in qualitative research separately analysed a selection
of transcripts and then compared codes, agreed codes
and broad themes; (iii) searching for themes by collat-
ing initial codes into potential sub-themes/themes; each
transcript was reviewed to refine sub-themes/themes
and an exhaustive list of sub-themes/themes was gen-
erated (iv) reviewing themes by generating a thematic
map (code book) of the analysis; data were mapped to
identify prevalence (new and old) of themes; again, two
authors compared and validated the interpretations
using one transcript (v) defining and naming themes
through repeated, systematic and collaborative analysis
of transcripts (ongoing analysis to refine the specifics of
each sub-theme/theme, and the overall story the analy-
sis tells); and (vi) writing findings/producing a report
— findings were written up as descriptive accounts with
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illustrative quotes from the transcripts. Trustworthiness
was achieved by (i) respondent validation/check during
the interviews for accurate data interpretation; (ii) using
a criterion for thematic analysis; (iii) returning to the data
repeatedly to check for accuracy in interpretation; (iv)
quality checks and discussions with the study team with
expertise in mixed methods research [44, 46].

Reflexivity

Due to the sensitive nature of the feedback from educa-
tors, students and mentors, the lead researcher had good
awareness of who and where to address the emerging
concerns from the study. These concerns together with
programme achievements, challenges and best practices
were disseminated to the KMTC management during
the joint LSTM — MoH programme knowledge, man-
agement and learning dissemination events and policy
forums. There was real benefit in the lead researcher
being a near-peer to the participants as he was a male
midwife educated and trained in Kenya and Uganda and
an Associate Fellow of the Higher Education Academy,
United Kingdom. He could relate to certain aspects of
the educators and students’ experience of skills teach-
ing and clinical placement as he had previous experi-
ence both as a midwifery student and adjunct faculty in
the two countries. This also helped him to ask for points
of clarification about certain aspects of the midwifery
academic experience, educator and student experience,
particularly around clinical skills teaching, organisation
of clinical placements and midwifery support during the
clinical placements. In addition, this allowed him suf-
ficient distance to ask questions and not take the dis-
cussion contents personally. Use of multiple methods
of data collection (knowledge surveys, direct observa-
tions through objective structured clinical evaluation
of skills and debriefing after students assessments/field

Table 1 Demographic characteristics of study participants

Characteristics Educators (N=20) Mentors

(n (%) (N=8)
(n (%)

Age (years)

30-39 5(25%) 3(37.5%)

40-49 9 (45%) 4 (50.0%)

50 and above 6 (30%) 1(12.5%)

Gender

Male 10 (50%) 7 (87.5%)

Female 10 (50%) 1(12.5%)

Cadre

Nurse midwife 20 (100%) 4 (50.0%)

Obstetrician - 4 (50.0%)

Qualifications

Advanced diploma 4 (20%) -

Bachelor's degree 12 (60%) 3(37.5%)

Master's degree 4 (20%) 5 (62.5%)
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notes) enhanced triangulation of findings to give detailed
descriptions and broad perspectives important in under-
standing the implementation of the updated EmONC-
enhanced curriculum [46].

Eight of the 14 research team members who partici-
pated designing the study, data collection and data analy-
sis were midwifery and obstetric faculty staff, with only
two being from KMTC. They reflected that they found
some comments about the educators and students expe-
riences with clinical teaching and support supervision
troubling as they held teaching roles in their respective
training institutions.

Results

Demographic characteristics of participants

All 20 midwifery educators were nurse-midwives by
profession with majority (n=12, 60%) being holders of a
bachelor’s degree and aged 40-49 years (n=9, 45%) and
half of the midwifery educators being male (=10, 50%).
Majority of mentors were males (n=7, 87.5%), holders
of master’s degrees (n=>5, 62.5%) and aged 40—49 years
(n=4, 50%). Equal number of mentors were either obste-
tricians (n=4, 50%) or midwives (n=4, 50%) (Table 1).

Experiences of educators, mentors and students on the
implementation of the updated curriculum

The experiences from educators, external mentors and
students are presented and organized into four broad
themes: (1) relevancy of updated EmONC-enhanced cur-
riculum to enhance practice, (2) continuous professional
development opportunities for midwifery educators, (3)
effective teaching and learning strategies and, (4) effec-
tive collaboration between school and hospital staff for
effective training.

Relevancy of the updated EnONC-enhanced curriculum to
enhance practice

Experiences on the EmONC content in the curriculum
revealed three major sub-themes: (i) positive reactions to
the EmONC content, (ii) demand for EmONC training
and, (iii) approaches and time constraints in delivery of
the content.

Positive reaction to EmONC content Integrating
EmONC within the pre-service midwifery curriculum
was acknowledged as important and relevant to poten-
tially improve the quality of midwifery care. Educators
found the content useful and integrated it within their
classroom and clinical teaching. Educators also reinforced
the importance to introduce students to the EmONC-
enhanced curriculum so that when they complete their
training programme, they have the know-how and confi-
dence to deal with obstetric emergencies.
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“During the clinicals they have been able to apply
the skills they have been taught. The EmONC has
been of great help, they don’t panic when they see
an emergency. They are able to attend to clients with
confidence, even when they are alone. When the
other qualified staff is not available or maybe they
have a shortage, they are able to support care and
not just be spectators” Educator, intervention col-
leges FGD.

Mentors recounted that students loved to participate
actively in skills demonstrations as it helped in mastery
of skills and application of learned theory. Students rec-
ollected that skills demonstrations were conducted in
the classroom/skills lab before their clinical placements.
This was useful as they could link theory to practice and
apply the learned skill when in the clinical placements.
They found the EmONC content relevant in the mater-
nity ward placements when they experienced compli-
cated maternal cases that required specific EmMONC care.
The classroom knowledge and skills demonstrations in
EmONC built their confidence in anticipating, detecting
and handling obstetric emergencies.

“And my students are appreciating it. It is very
important for these people to have this knowledge
and they usually tell me they have not gotten any
experience as good as the one that is being intro-
duced by the EmONC” Educator, control colleges
FGD.

“They were feedback reports of students in clinical
placement in various areas.... One of the students
was able to use one of the skills of manual removal
of a placenta. I did not believe that with the training
they would have such confidence” Mentor, FGD.

Demand for pre-service EmONC training Reports
from both intervention and control colleges showed that
there was demand for EnONC training from students in
upper classes who had completed the midwifery theory
and clinical placements without the practical EmONC
skills training. This was to build their skills and confidence
in handling emergency obstetric cases before exiting the
training programmes.

“And we were able to go through it, it was really
intense. We were able to go through it with the teach-
ers themselves, the lecturers and then with the stu-
dents. And I think after that the word went around,
the students started demanding that they also be
taken through the skills” Educator, intervention col-
leges FGD.
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Approaches and time constraints to deliver EmONC
skills Major approaches used to deliver EmONC within
the updated curriculum were either as a blocked 5-day
training during an ‘EmONC week’ (only by two col-
leges, one from each study arm) or specific skills taught
within the topic lesson plans in the classroom/skills lab.
Although EmONC content was taught in classroom/skills
labs, time was cited by educators from both study arms as
a key challenge in delivering the content effectively. This
was largely due to the reduced time from the initial 3.5
year-nursing and midwifery curriculum to 3 years. As a
result, each college had to design their teaching activities
to accommodate the EmONC skills within the available
limited curriculum time — either as a blocked course for
five days or specific skills demonstrated within the top-
ics taught. In addition, staffing levels within institutions
in both study arms was a critical factor in the adopted
approach to deliver the EmONC content.

“The curriculum is very comprehensive in terms of
the EmONC training. But at the same time, we have
reduced the number of years in that the curriculum
is currently three years, instead of the three and a
half. That time is too little to teach the theory ses-
sions and then have the practical skills demonstra-
tions, but we try to combine it during the teaching
sessions. 1 find that it is a bit inadequate” Educator,
control colleges FGD.

Team teaching was identified as a potential solution used
in two institutions to deliver blocked EmONC training
during the EmMONC weeks. The team-teaching included
faculty from nursing and midwifery, clinical medicine
(reproductive health) and integrated with a few hospital
staff.

Students identified that skills demonstrations were
often provided in the classroom/skills lab but they had
limited opportunities for repeated return demonstra-
tions. This they claimed was due to the inadequate time
for the skills demonstrations in the classroom. Hence,
practical learning was expected to take place during their
clinical placements or at their own time in the skills labs.
During the OSCE assessments, gaps were identified in
student’s ability to identify, set up or use the right equip-
ment for skills practice.

Continuous professional development opportunities for
midwifery educators

Educators from both study arms acknowledged the
training on EmONC and teaching techniques as a
capacity strengthening and professional development
opportunity. They found the training important as it
built/strengthened their skills and confidence in applying
different interactive teaching techniques for theory and
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skills to promote learning and helped educators in lesson
planning.

“I feel more confident teaching alongside my col-
league in terms of teaching midwifery skills through
the demonstrations and both in the skills lab and
follow up in the clinical area” Educator, control col-
leges FGD.

There were initial fears and anxiety on the role and con-
duct of mentorship intervention among educators. Men-
tors reported that some educators initially were reluctant
of the initiative as they thought it was a supervisory,
assessment or audit visit for fault finding.

“They (educators) thought that it (mentorship) was
more of supervision than support. They thought it
was an assessment” Mentor, FGD.

Despite the initial anxiety and fears about the role of
mentorship intervention, the mentoring support in the
intervention colleges was greatly accepted and welcomed
after understanding the goals and the implementation
strategy by the mentors. Educators and mentors also
acknowledged the administrative and logistical support
received from the institutional managers to participate in
the mentorship programme. Educators were enthusiastic
and reported the mentoring intervention as supportive,
encouraging and was greatly appraised for building the
confidence of the educators particularly in EmONC skills
teaching/demonstrations to students.

“And us as the lecturers it has really boosted our
confidence in terms of our skills lab sessions...We
had not been very confident in our skills lab ses-
sions” Educator, intervention colleges FGD.

Educators and students liked the use of external men-
tors drawn from other institutions with different exper-
tise and experiences in midwifery and obstetrics during
the lessons. Intervention stimulated and encouraged
consultations and updates for capacity strengthening in
midwifery, obstetrics and gynecology through the inter-
active mentoring sessions. Mentors complemented the
educators during the teaching sessions of the updated
curriculum in both theory and skills demonstrations.
Students were also encouraged and actively participated
in the teaching sessions as they could ask questions and
receive feedback on topical concerns. Improved teaching
techniques were effective in promoting confidence and
learning among both educators and students.

“We have been able to learn a lot. It is through that
mentor support that we have been updated about
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the resuscitation of the newborn, the current prac-
tices, .... shoulder dystocia, the best way to teach the
skills....mentor demonstrated and updated us on the
content like magnesium sulphate use and manage-
ment of eclampsia and pre-eclampsia. We were able
to be updated and shown how to train the student
on the same.” Educator, intervention colleges FGD.

Although educators were flexible in planning and sched-
uling the mentoring visits, mentors expressed challenges
with time constraints in some colleges in scheduling and
completing the mentoring activities. This was largely due
to the shortage of faculty and competing school activities
involving examinations, students’ follow-up, and other
administrative/management responsibilities.

Mentors identified that educators were more knowl-
edgeable in theory compared to skills teaching and
thus the need for regular hands-on refresher trainings
to improve their skills teaching capacity. To promote
the mentoring programme, the mentors and educators
formed a WhatsApp community of practice group where
resources including current guidelines, policies, updates,
relevant literature and books could be shared. This plat-
form promoted peer to peer support and sharing of best
practices.

Effective teaching strategies

Participants mentioned effective strategies which aided
their teaching and learning experiences presented as sub
themes below.

Peer teaching and support/team teaching effective for
learning Peer teaching and support emerged as a key
solution to complement the strengths and weaknesses
of the educators and students. This included teacher —
teacher, teacher — hospital staff, or student — student as
below.

Teacher peer teaching and support Educators high-
lighted the value in peer teaching and support although
this was practiced in a few colleges. This included teacher-
to-teacher or teacher-to-hospital midwife for theoretical
or clinical skills teaching. Occasionally, midwifery educa-
tors collaborated and conducted team teaching of skills
with the clinical medicine faculty. It improved interac-
tion and mentoring for colleagues. This was largely in the
skills teaching although was also observed and applied in
some theoretical sessions. For those who had an oppor-
tunity to practice, they commended the approach as an
opportunity for them to complement their strengths and
weaknesses in skills teaching. In addition, this provided
an avenue for them to receive supportive feedback from
colleagues to improve their teaching skills.
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“And us as the lecturers it has really boosted our
confidence... It really built our confidence and now
when we go through our peer-to-peer teaching, if one
of us is not confident in a particular skill we even go
through it ourselves first, we correct each other, we
improve each other, and I think that is something
unique and we appreciate” Educator, intervention
colleges FGD.

“I was very impressed when I found that they had
called in one midwife staff from the labour ward, to
come and help them demonstrate (EmONC skill).
We agree it was a resource that they could tap on...
they need to do that practice with the staff and other
competent people in the clinical area before teach-
ing” Mentor, FGD.

Educators reported that they consulted with one
another on emerging updates on specific topics before
teaching. Where resources allowed, educators combined
with hospital staff to jointly deliver specific EmONC
skills to students. This promoted peer support and was
beneficial in ensuring that the classroom teaching reso-
nated with the clinical practice.

Student facilitators for peer teaching and support Edu-
cators in a few colleges used students to facilitate teach-
ing to their fellow students particularly in EmONC skills.
Those identified as student facilitators were either (i) those
pursuing advanced diploma qualification in midwifery (ii)
senior students in a similar nursing and midwifery pro-
gramme or (iii) more competent student peers from the
same class. Coaching of student facilitators by educators
was also acknowledged to strengthen their confidence
and competence. Student facilitators also provided per-
sonalised support for their peers with specific weaknesses
in skills during/after practical teaching sessions. Educa-
tors found this approach beneficial as it encouraged active
interaction and engagement between learners and pro-
moted learning. Educators observed that students learnt
faster from their colleagues as it also motivated the weaker
students to strive to achieve similar competencies as their
peers. In one of the intervention colleges, student facilita-
tors were integrated in the hospital team to participate by
facilitating some EmONC skills sessions to the qualified
maternity staff during their weekly continuous profes-
sional development activities in the hospital.

“The students are divided into groups with each lec-
turer so that the lecturer demonstrates, and the stu-
dents give the return demonstrations, and we ensure
that everyone is hands-on. And as we are with the
students, we pick those good students who have
managed to master the skills very well and encour-
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age them to mentor the other students” Educator,
intervention colleges FGD.

“You see, for the students, they will learn better from
one another, rather than me. I think that is proven.
When you learn from someone who is almost a peer,
you are able to understand better. Sometimes a lec-
turer will be using a language, they may see as if a
language is difficult for them. But when they extend
the content among one another, they are able to
understand it better” Educator, control colleges FGD.
“On this peer teaching, when we have an EmONC
demonstration, when we have one lecturer doing a
demonstration, we invite others (lecturers) to partic-
ipate. Normally we use the senior students who have
done that content and have already been assessed.
We request them to help the other students and
mentor them and supervise” Educator, control col-
leges FGD.

Participatory teaching methods Educators and stu-
dents commended the use of active and participatory
teaching techniques to enhance learning. Consequently,
mentors observed that mentorship improved the teaching
practices of the educators including use of audio-visuals
in teaching to promote learning. These included skills
demonstrations with return demonstrations, use of small
groups discussions for assignments and skills teaching
and overall engagement/interaction with learners during
teaching sessions. Educators expressed increased confi-
dence and competence in leading EmONC skills teaching.
They also integrated videos in the teaching of EmONC
skills. However, mentors reported that use of scenarios
and facilitating clinical teaching for students was irregu-
larly practiced by the educators. Low confidence of edu-
cators in select skills was highlighted as a barrier contrib-
uting to low uptake of some of the effective interactive
teaching techniques.

“After we taught (classroom), we went to the skills
lab where we demonstrated with the students where
I think we got the feedback from the students and
they really appreciated those sessions” Educator,
intervention colleges FGD.

It was also observed by mentors that in some colleges,
educators trained in EmONC only participated in theo-
retical teaching but not practical skills teaching. This
was because some specific courses/lessons, for instance,
obstetric emergencies, were assigned to a specific edu-
cator. Others recounted that the training received was
short/inadequate and needed more refresher trainings to
build more confidence.
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“The biggest gap there is the fact that the lectur-
ers trained are not teaching the practical part of it.
Some were trained but they were not teaching. And
there was only one teaching abnormal delivery, who
was given all the tasks of demonstrating the skills.
And I found that to be a challenge to keep up with
the curriculum” Mentor, FGD.

Although there was remarkable improvement in skills
teaching, mentors observed that the large number of stu-
dents was a barrier to effective skills teaching with return
demonstrations.

Feedback for effective learning Effective feedback in
teaching and learning was also highlighted. Educators
from both study arms reported that feedback after clinical
skills assessments was provided to improve the students.
Observations during the students’ feedback sessions pro-
vided strong sentiments both critical of and appreciating
the quality of the teachings and support students receive
from their teachers. Some students acknowledged the
constructive feedback received from educators with clear
corrective measures to promote learning. However, some
expressed fears that some educators provided feedback
that was inappropriate, untimely and ineffective for learn-
ing and development. For some, they felt the feedback
received was demeaning, disrespectful and discouraging
for learning and received in an inappropriate environ-
ment.

“For the effective feedback to the students, we usually
give the feedback as they demonstrate as we support
them. We also have OSCE of the clinical areas and
after that assessment we give marks, then we are
also able to give the feedback to the students and the
shortcomings of the students” Educator, control col-
leges FGD.

Educators integrated online platforms for receiving anon-
ymous feedback on teaching sessions. However, this was
sparsely used by educators from both study arms.

“«

. we have frequent interaction with the students,
generally, in all lessons, they give feedback online,
because now we have the Google platform where we
can quickly get surveys and get feedback from the
students.” Educator, intervention colleges FGD.

Effective collaboration between school and hospital staffs for
effective training

Collaboration between colleges and hospitals emerged
as an important theme that promoted effective learn-
ing. This included collaboration between educators and
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hospital midwives to jointly support and mentor students
in their clinical placements and co-facilitating EmONC
skills teaching (due to faculty shortage, deficiencies in
some skills and to align theoretical classroom teaching
with clinical teaching and practice). Other collaborations
included support with hospital equipment for skills train-
ing where appropriate and co-assessment of students in
their clinical placements. Educators emphasized the need
for strong collaborations between the training institu-
tions and hospitals for the benefit of the students.

“When we are doing the skills lab, for our students,
during the skills lab time, sometimes we invite the
midwives from the clinical area to help us demon-
strate the skills. And we feel this is important for the
students to have a contact with the clinical midwives
so that when they get to the clinical area, they are
already familiar with each other, and this improves
on their confidence, and they appreciate” Educator,
intervention colleges FGD.

“At the clinical area, there is also a day that we go
through the EmONC skills together using manne-
quins....We usually involve everyone — the midwives,
the medical officers, the clinical officers and also to
appreciate the teamwork in managing the mothers
and the neonates...” Educator, intervention colleges
FGD.

“I was very impressed when I found that they had
called in one midwife staff from the labour ward, to
come and help them demonstrate (EmONC skill).
We agree it was a resource that they could tap on...
they need to do that practice with the staff and other
competent people in the clinical area before teach-
ing” Mentor, FGD.

Challenges in implementing the updated pre-service
midwifery curriculum

Challenges in implementing the EmONC-enhanced cur-
riculum in pre-service institutions are presented in four
themes below: (1) midwifery faculty shortage and work-
load, (2) infrastructure gaps in simulation teaching, (3)
inadequate clinical support for students and, (4) limited
resources to support effective learning.

Midwifery faculty shortage and workload

The ICM defines a midwifery faculty as a group of quali-
fied individuals who teach students in a midwifery pro-
gramme. This includes the following: midwife teachers;
experts from other disciplines; and clinical preceptors/
teachers [5]. Midwifery educators from both study arms
reported an acute shortage of qualified nursing and
midwifery educators to support the midwifery training
programme. This shortage was attributed to the large
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number of nursing and midwifery students in the pro-
gramme, heavy nursing and midwifery content to be
covered, multiple academic activities including teach-
ing, support supervision/mentoring of students, con-
ducting theoretical and clinical assessments and other
non-academic administrative roles. Due to the heavy
workload, educators indicated that participating in
effective teaching for skills and supervision/mentor-
ing of students in the clinical areas during their clinical
placements for experience and learning was a challenge.
Shortage of midwifery faculty was also highlighted as a
key challenge in the uptake of peer teaching and sup-
port among educators due to competing priorities and
workload. To mitigate the shortage of qualified midwifery
educators, institutions relied on hospital nurses and mid-
wives to provide support to students during their clinical
placements.

“Having only four lecturers from KMTC is a really
big challenge. Out of those four lecturers, one is the
head of department and the other is a deputy princi-
pal....So we manage to do only one students’ follow-
up in a placement of maternity” Educator, interven-
tion colleges FGD.

“Now when we come to the EmONC skills demon-
Strations, it has been mandatory that we must take
the students to the skills lab and include it as well
in teaching. But unfortunately, with demonstrations,
we cannot do a complete full EMOC because of the
shortage of the staff trained to do the same” Educa-
tor, control colleges FGD.

Mentors also emphasized the need for professional
development for all midwifery faculty in the institutions.
This was attributed to the fact that fewer educators were
confident to conduct EmONC skills teaching effectively
and no clinical mentors/preceptors specifically assigned
to support clinical teaching and learning of students
while in their clinical placements. For institutions that
offer advanced diploma training for midwives, educators
reported that students pursuing the advanced diploma
midwifery programmes were requested to support with
clinical skills teaching and demonstrations.

Due to the shortage of educators and competing insti-
tutional activities, mentors observed that occasionally, it
was difficult to have a whole group of midwifery educa-
tors participating in the mentorship programme on the
intervention day within the institution. Mentors and edu-
cators also reflected that the acute shortage of midwifery
faculty negatively influenced the quality of training and
education including teaching, support in clinical place-
ments for skills acquisition and assessments.
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“And also we are few, it is overwhelming when we
have to do the EmONC activities and the other
teaching activities and the other college activities”
Educator, control colleges FGD.

Infrastructure gaps in simulation teaching

All colleges reported availability of EmONC training
equipment although some could benefit from replenish-
ment or repairs. For most colleges, they reported effec-
tive collaboration with the hospitals’ staff for support
in skills teaching when required. However, there were
challenges with the availability of skills labs/classrooms,
inadequate space in the skills lab for skills teaching/
demonstrations and storage of equipment, worn out
equipment that needed replenishment/repairs or lack of
consumables. There were also gaps in skills lab equip-
ment inventory with sporadic/infrequent monitoring of
equipment availability and functionality through dedi-
cated audits. To mitigate against the inadequate/lack of
skills labs, some colleges modified teaching classrooms to
act as skills labs for skills demonstrations during teaching
sessions while others modified the multi-purpose halls
for skills demonstrations with students.

A common feature across all the colleges was that the
skills labs were not freely accessible to students for skills
practice because of (i) lack of dedicated skills lab techni-
cians (ii) overwhelmed educators participating in teach-
ing, assessments, students’ follow-up during clinical
placements and other administrative roles, (iii) inade-
quate time for skills teaching and practice and (iii) secu-
rity of the equipment in the skills lab.

“The challenge we have is infrastructure. We have a
small skills lab...We organise our classes where we
teach, we organise the sessions there and the equip-
ment and we are able to teach them well” Educator,
intervention college FGD.

“At the same time, when you are teaching this skill,
the time is so limited. The students cannot practice
enough, and you can’t leave the students in the skills
lab on their own, because of the security and safety
of our equipment. So they need somebody to be there
all the time maybe to demonstrate and do a return
demonstration... Because you have other activities
to attend to. Maybe you have another class or you
need to be somewhere else. So it becomes a challenge
because these students want to engage and you are
involved in other activities” Educator, control col-
leges FGD.

Skills lab personnel for safe keeping and maintenance of
training equipment, support skills lab functionality and
students for skills demonstrations were sparsely available
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across the study colleges. Although the skills labs were
almost adequately equipped with training equipment
in all colleges, mentors also identified that educators
were often unfamiliar with how to utilise some equip-
ment in the skills labs. This was highlighted to contrib-
ute to low skills lab utilisation for skills teaching and
demonstrations.

“The lecturer is there though they do not visit the
skills lab frequently. Some of the lecturers don’t know
what is in the skills lab such as the EmONC kit and
where to find it and how to use them (equipment)”
Mentor, FGD.

Inadequate clinical support for students

Across the two study arms, students experienced inad-
equate support during their clinical placements. Most
times, students reported that they largely participated
by observing provision of emergency obstetric care ser-
vices and rarely were they involved in the care. Educators
confirmed that feedback from students showed that there
was a variation or conflicting information from the class-
room teaching and the hospital practices in some health
facilities. Four main sub-themes under the theme were:
(i) inadequate hospitals for clinical experience, (ii) hospi-
tal staff trained on EmONC, (iii) ineffective supervision
and mentoring support for students and (iv) no clinical
mentors to support clinical teaching and learning.

Inadequate comprehensive EmONC hospitals for
clinical experience High numbers of students and
training schools (nursing/medical and clinical medicine
programmes) vs. inadequate high volume/comprehen-
sive EmONC health facilities for clinical experience and
learning was highlighted as a major challenge. As a result,
alternative options of hospitals away from the training
region or lower level/basic EmONC health facilities were
integrated and formed part of the clinical placement sites
for students. Congestion of different cadre of students in
clinical placements was a key factor that inhibited effec-
tive learning. At the basic EnONC health facilities, stu-
dents commented that most of the time, they completed
their placements without experiencing and/or partici-
pating in the management of some obstetric cases like
obstructed labour, shoulder dystocia, breech presenta-
tion and newborn resuscitation in birth asphyxia. It was
also observed that some students completed their clinical
placements without having clinical placements and par-
ticipating in care of obstetric emergencies in a compre-
hensive EmONC hospital.

Untrained hospital staff in EmMONC In some hospitals,
educators enthused about the availability of EmONC-
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trained midwives who supported students while in their
clinical placements. This promoted harmony between the
classroom teaching and clinical practice which enhanced
positive student learning and experience.

“In fact, when we go for clinical supervision, we find
that they are being taken through the skills, they
speak in one language which is a real advantage to
us and I think the challenge comes when we start
taking our students out of this hospital then the
supervision becomes challenging” Educator, inter-
vention colleges FGD.

“Clinical supervision, we are lucky, all the midwives
in labour ward are trained in EmONC and help to
train our students. Our students are giving us posi-
tive feedback when it comes to EmONC” Educator,
control colleges FGD.

However, outdated clinical practices were also observed
and learned by students in clinical placements in some
training hospitals they were attached to. This was attrib-
uted to lack of/irregular training or professional develop-
ment opportunities on EmONC for healthcare workers
working in maternity.

“When the students have given us feedback about
the clinical area, they have been giving us very nega-
tive feedback about the clinical practices which are
going on..We had realised the staff had not been
updated about the EmONC, all of them and the
county nurse was notified and she has given me
a feedback that they are planning to put a nurse
there who has done the training, the on-job training.
Also, they are planning in the next financial year to
include the EmONC training to at least update the
midwives working in the maternity area.” Educator,
intervention colleges FGD.

Ineffective supervision and mentoring support for stu-
dents Feedback from educators and students revealed
sporadic supervision visits by educators with no standard
schedule for students support in most colleges, ineffi-
cient/lack of mentoring support in clinical placements by
educators and hospital staff, untrained hospital staff pro-
viding clinical support. Students revealed that most visits
by educators were only conducted towards the end of the
clinical placement to prepare students for their clinical
placement assessments. Locally developed institutional
specific monitoring forms/tools for supervisory visits
to be completed by the students and the visiting educa-
tor were available in only two of the 20 participating col-
leges. Most times, students were pessimistic about clinical
teaching and learning as they expressed that their educa-
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tors only visited and enquired about their general welfare
including accommodation and upkeep while out of col-
lege for their clinical placements. Also, students rarely
had opportunities to express challenges they experienced
in their clinical placements including clinical teaching.
Surprise findings included educators not involved in
teaching midwifery also participating in the supervisory
visits. The FGDs revealed that some ineligible and clini-
cally inexperienced educators participated in the clinical
supervisory visits for financial gains. Some educators also
acknowledged that they lacked the clinical experience to
provide mentoring support to the students.

“So, as I say the specific mentoring within the clinical
placement might not be very much applicable in our
setups because of the workload. So, we rely on the
staff that are within the hospital to do the mentor-
ing, us what we do is basically clinical supervision
and mentoring, but it will not be as comprehensive
as it would be if we had a specific mentor within the
hospital centre.” Intervention college FGD.

“Okay the only challenge I would say is when it
comes to the clinical supervision outside the (college
training hospital). I don’t know why people are see-
ing money instead of teaching. You find that people
are not qualified or trained in EmONC in midwifery
teaching, but they want to make a follow-up.” Inter-
vention college FGD.

No clinical mentors to support clinical teaching and
learning Availability/lack of clinical mentors to support
students during their clinical placements was highlighted
by both educators and students. There were no dedicated
clinical mentors employed by the colleges to support
students while on clinical placements. Instead, colleges
relied on hospital staff who had other primary duties in
the clinical departments to provide mentoring support to
students. Students and educators reiterated that for cases
where they had a hospital staff assigned as a mentor, this
was a secondary role that depended on the ward/unit
activities.

“We have a big challenge when it comes to mentor-
ing because we don’t have full-fledged mentors who
are specifically handling students. What we have is
somebody in the hospital, but that person has some
other duties or some other roles.” Intervention college
FGD.

“It would have been better if we had mentors within
the clinical placements who could be staying with
the students for quite some time compared to lectur-
ers having to go back to the clinical placement and
mentor the students” Intervention college FGD.
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“With clinical supervision and mentoring, we are
still working on it so much, though we still have these
bottleneck issues in term of the mentors in the hospi-
tal. We do not have them specifically to support stu-
dents” Control college FGD.

Limited resources to support effective learning

Although some colleges received some administra-
tive support to engage hospital staff to support dur-
ing EmONC skills teaching and mentoring of students,
financial constraints emerged as a key challenge for
institutionalizing and sustaining the initiatives. Educa-
tors reported limited resources by institutions to support
academic functions to promote learning among students.
Key areas affected were (i) clinical support supervi-
sion visits by educators for students during their clinical
placements, (ii) recruitment of additional dedicated edu-
cators, clinical mentors and skills lab technicians to
support clinical teaching and mentoring, (iii) refresher
training for educators to update their knowledge and
skills (iv) facilitating hospital staff and clinical mentors
to effectively support institutional educators with skills/
clinical teaching and mentoring of students, (v) expand
skills lab infrastructure and replenishment of skills train-
ing equipment and consumables, (vi) motivation/support
for student facilitators during their dedicated mentor-
ing of colleagues and (vii) facilitated coffee/lunch breaks
for students to fully participate in scheduled EmONC
trainings.

“On clinical supervision, we have been going to the
other clinical placement sites that they have been
giving us. When the students are rotating within
the college training hospital, we are able to do two
or more supervisions but there is a challenge when
we take our students far away because we cannot be
facilitated to do supervisions more than twice in one
place” Intervention college FGD.

Mentors’ perspective on the future of mentorship

Mentors strongly recommended the institutionalizing of
the mentoring intervention within the training institu-
tions as part of the continuous professional development
for educators. Mentors from the KMTC emphasized the
need to institutionalize intervention in respective regions
and establish regional hubs for refresher trainings for
educators to strengthen their knowledge, skills and con-
fidence. To consolidate learning, mentors expressed the
need for blocked time for EmONC training — preferably
for final year students before their exit into service deliv-
ery; encourage team/peer teaching and skills demon-
strations for midwifery and clinical medicine students;
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develop a critical mass of student facilitators to support
fellow students at free time and ensure access to the
skills labs for skills practice. Appropriate recognition of
the student facilitators and highly competent educators
who supported mentoring of their colleagues was rec-
ommended as motivation for the selfless support of the
passionate faculty. Importantly, it was emphasized that
updates and guidelines should be jointly disseminated
to the pre-service and in-service midwifery workforce
to promote seamless classroom teaching and clinical
practice.

Discussion

Main findings

Our study explored experiences of educators, students
and mentors (Kirkpatrick level 1) and application of what
was learned into practice (Kirkpatrick level 3) in the
implementation of an EmONC-enhanced curriculum.
Challenges and areas for further support and investment
to improve the quality of pre-service midwifery educa-
tion and training were also identified. Key experiences
include: (i) educators and students reacted positively
to the EmONC content, (ii) the capacity strengthen-
ing training and mentoring of educators improved
their knowledge, skills and confidence in teaching the
EmONC-enhanced curriculum (iii) students applied the
acquired EmONC knowledge and skills in their clinical
practice during their clinical placements. Key interven-
tions and improvements reported include: (i) educators
improved their teaching skills by integrating participa-
tory teaching methods (ii) educators adopted peer teach-
ing and team teaching in their practice and (iii) improved
feedback mechanisms between educators and students.
Despite the positive reaction to the updated curriculum
and capacity strengthening initiatives, key challenges
with (i) midwifery faculty shortages (ii) high number of
students in the programme (iii) inadequate time for deliv-
ery of the updated curriculum and (iv) inadequate clini-
cal support for students in the clinical placements were
identified. Strong collaborations between the training
institutions and hospital staft were critical for strength-
ening the quality of pre-service education. However,
resources including teaching infrastructure, supporting
faculty and equipment replenishment were identified as
key to the successful implementation of a competency-
based curriculum.

Interpretation of our findings

Our findings are important as they are aligned and
respond to WHO’s 7-step action plan to improving the
quality of midwifery education [17], ICM’s global stan-
dards for midwifery education [5] and the global strategic
directions for nursing and midwifery 2021-2025 [47].
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This study demonstrated that a mentorship interven-
tion improved educators’ knowledge, skills and con-
fidence in skills teaching and integration of feedback
mechanisms during teaching sessions. The mentor-
ship intervention provided a much valued and needed
opportunity for continuous professional development to
update/improve their competencies for effective teach-
ing. Joint specific programmes involving clinical mid-
wives who participate in mentoring students during their
clinical placements are important for enhanced learning
and optimal clinical practice. Mentoring has been shown
to improve skills acquisition, understanding of the pro-
fessional role, personal and professional development.
Mentoring relationships for student to student (peer),
midwife to student, and midwife to new graduate mid-
wife have been evaluated [48—51]. However, studies eval-
uating the role of mentorship for midwifery educators are
limited.

Our findings are similar to other studies that showed
that midwifery educators were not competent enough
in their professional teaching roles particularly skills
teaching [7, 9, 18, 52]. Challenges identified include an
overwhelmed faculty compared with the high numbers
of students in the programme. This is a barrier to effec-
tive theory and practical skills teaching, clinical men-
toring and support, assessments and providing effective
feedback for learning and improvement. In addition,
teaching infrastructure (skills labs and equipment)
and hospital placement sites are inadequate and over-
stretched. This finding is similar to other studies con-
ducted in LMICs [10, 15, 18, 53-55] and may impact the
uptake and scale-up of the mentorship programme in
the future. Overstretched hospital placement sites and
inadequate teaching infrastructure have been shown
to have a direct negative impact on the quality of edu-
cation and midwifery graduates produced for service
delivery [3, 17]. In competency-based education, active
learner participation and accountability must be encour-
aged [56]. Training programmes are expected to inte-
grate simulation skills training in their curricula before
the clinical placements for clinical practical experience.
Evidence shows that simulation and skills training make
the students feel prepared and confident before clinical
practice [31]. Although ICM recommends institutions
to consider students vs. teacher ratios for effective train-
ing and education, the actual ratios are not prescribed.
Therefore, training schools should design curriculum and
programmes with a balanced context-specific teacher-
student ratio, including clinical preceptors-student ratio,
appropriate teaching and evaluation methods to promote
learning and available resources for effective education as
recommended by the ICM [5].

Our study findings compare to other studies where
there is weak, ineffective or lack of supervisory follow-up
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support during the clinical placements for clinical expe-
riences [18, 19, 32, 52, 53, 55, 57]. Curriculum imple-
mentation in the clinical area is a critical component to
effective pre-service midwifery education and quality of
midwifery graduates [7]. Clinical placements are essential
for quality pre-service training and education and devel-
opment of clinical competence [58]. During the clinical
placements, students are exposed to the real practical
settings and expected to apply the knowledge and skills
acquired from classroom teaching under supervision.
This experience helps students to develop mastery and
right attitudes for practice. The International Association
for Health Professions Education emphasizes that direct
supervision and mentorship of students positively affects
student development and patient outcome. For impact,
supervision should be structured with regular sched-
uled meetings, provide essential constructive feedback
regularly and should be aligned to students’ learning out-
comes in the clinical placement [59]. In addition, effective
supervisors/clinical teachers should have good interper-
sonal skills, good teaching skills and be clinically compe-
tent and knowledgeable [59, 60]. Competent and updated
educators and clinical midwives in training hospitals are
critical for effective support of learning for midwifery
students through supervision and mentoring in the clini-
cal settings. Evidence shows that learning opportunities
for students during clinical placements increase when
there is joint support from academics/faculty and recog-
nized, motivated preceptors in the clinical environment
[29, 61-63]. The collective team of qualified individuals
who teach students in a midwifery programme (midwife
teachers; experts from other disciplines; and clinical pre-
ceptors/teachers) are important faculty to prepare com-
petent midwifery workforce [5].

Our findings showed that peer education was an
approach practiced by both educators and students in
theory and clinical skills teaching. Evidence suggests
that peer education creates a safe supportive learning
environment, learners view near-peer teachers as effec-
tive role models and increases confidence among learn-
ers and teachers [64]. Peer education as a complementary
method in teaching along with the didactic approach
have been found appropriate and effective [65]. Peer
teaching increase student’s confidence and performance
in clinical practice and improve learning in the psycho-
motor and cognitive domains [65, 66]. When effectively
used, students can share skills, experiences, and knowl-
edge as equals. Also, it encourages feedback between stu-
dents and saves time for the educators/preceptors [67].
Although the use of students’ peer teaching is associated
with positive outcomes, students should be provided with
adequate supervision and coaching by faculty and clini-
cal mentors. Peer teaching approach can be ineffective
with poor student learning due to incompatible students’
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personalities and learning styles [66]. Therefore, careful
consideration and support is required for this approach
in midwifery education and training.

A one-off training in EmONC for final year midwifery
students before graduation can consolidate the knowl-
edge and skills learned over the years through classroom
and clinical experience. However, learning opportuni-
ties on patients can be limited. Therefore, simulation-
based education can facilitate learning hands-on clinical
examination and procedural skills, using mannequins
and realistic part-task and high-fidelity simulators prior
to approaching patients [68]. Evidence has shown that
simulation trainings improve knowledge, skills, self-effi-
cacy, and satisfaction in learning. Additionally, they can
reduce anxiety among learners before exit into the work-
force [69-71]. However, resources (human, financial and
infrastructure — space, equipment, and consumables)
are essential to support the initiative across all the col-
leges. Sustainability should be considered, and midwifery
education managers must therefore plan and allocate
resources to implement the EmONC updated midwifery
curriculum for optimal impact.

Strengths and limitations

To the best of our knowledge, this was the first study
that explored experiences of educators, their mentors
and students on the implementation of an EmONC-
enhanced midwifery curriculum in Kenya. The study was
conducted in KMTC, the largest trainer of the nursing
and midwifery workforce in Kenya. Findings led to the
2024 KMTC nursing and midwifery curriculum review
and allocation of 40-hours of EmONC specific content
implemented in all the public mid-level training col-
leges in Kenya. This is to allow each institution to teach/
facilitate EmONC training for final year midwifery stu-
dents as a blocked standardised training to consolidate
the knowledge/skills learned during the programme. The
FGDs were considered adequate due to their information
power for qualitative research (indicating that the more
information the sample holds, relevant for the actual
study, the lower amount of participants is needed) [45,
72]. Qualitative data was collected from multiple groups
(educators in both study groups, mentors and students)
and this enhanced data triangulation and improved the
credibility of the findings [73]. Use of both inductive and
deductive coding demonstrated rigor and helped uncover
new themes/patterns in data, was more objective, reli-
able, flexible and adaptable to new information [44, 74].
The study was conducted in sampled public mid-level
nursing and midwifery training colleges and may affect
the generalizability of the findings. As such, it may not be
representative of the experiences of all the nursing and
midwifery educators and students in Kenya.
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Implications

Our findings showed the value of training and mentor-
ship interventions improved educators’ knowledge and
skills. For effective education, curricula reviews should
be followed with specific capacity strengthening of edu-
cators to deliver the updated curricula. To achieve this,
sustainable, specific, and relevant skills-based profes-
sional development programmes should be designed
and targeted to ensure that midwifery faculty are com-
petent to provide quality education. To strengthen prac-
tical skills training, midwifery educators should keep
their own clinical skills up to date in clinical practice on
a regular basis — annually to demonstrate evidence and
complement professional development. Relevant policy
and opportunities for clinical experience by educators to
improve their supervisory roles in the clinical areas for
midwifery students should be considered.

Training programmes should ensure that students have
sufficient midwifery practice experience in facility-based
and community settings to attain the current ICM Essen-
tial Competencies for Midwifery Practice. For adequate
preparation of competent midwifery graduates, sup-
port in skills acquisition through simulation training and
supervision and mentoring during clinical placements
for practice should be strengthened. Educators and clini-
cal mentors should be regularly updated to deliver a har-
monised competency-based curriculum. Opportunities
for structured constructive feedback should be provided
to enhance student learning of key clinical skills.

Future research on return on investments is needed.
The impact of an updated EmONC-enhanced curriculum
delivered within the pre-service education and strength-
ened midwifery faculty on maternal and newborn health
outcomes is needed.

Conclusion

Midwifery faculty and students reacted positively to the
updated competency-based curriculum as relevant for
practice. Training and mentoring intervention improved
educators’ competencies to deliver the updated EmONC-
enhanced curriculum. The study reveals an overwhelmed
midwifery faculty and an urgent demand for students
support in clinical settings to acquire the international
ICM competencies for practice. There are regulatory
challenges: high number of students verses faculty, lack
of clinical practice for the midwifery academic faculty
and lack of mandatory regular professional development
opportunities for specific clinical and teaching skills com-
petencies for educators. Ineffective clinical supervision
and mentoring of students during clinical placements
due to low numbers of competent faculty hinders effec-
tive student learning. Although the bundle of interven-
tions was effective in improving institutional capacity, a
policy for regular professional development of midwifery
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educators is needed for sustainability. Midwifery train-
ing institutions should refocus resources towards educa-
tor recruitment, skills training equipment, training and
deployment midwifery educator and clinical mentors for
optimal return on investments.
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