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DEVELOPMENT AND TESTING OF A DISTANCE LEARNING PACKAGE USED 

TO IMPROVE THE KNOWLEDGE OF TRAINED AUXILIARY NURSE\MIDWIVES 

(ANM) IN NORMAL MIDWIFERY PRACTICE IN CENTRAL INDIA. 

Mary Ann Foss Background:  This study is set in the Indian State of Madhya Pradesh (MP) 

where maternal health is poor and women’s social status is low.  In the majority of cases 

women’s autonomy and decision making within the family is limited and their ability to 

seek medical treatment is through their husband or father-in-law. The State government 

identified a need to strengthen midwifery care given by Auxiliary Nurse/Midwives 

(ANMs) in the hope of improving maternal and neonatal health.  This study formed part of 

one Non-Governmental Organisation’s response to this need.  

Design: This cross-cultural, two phase study was designed in partnership with an Indian 

Non-Government Organisation, utilising Elliot’s Action Research model within the 

paradigm of critical theory.   The first phase investigated the then current situation and 

established a potential solution to strengthening midwifery practice within MP.  This 

solution comprised an educational approach using a specifically designed self-directed 

distance learning programme (DLP) focussing on normal pregnancy and childbirth.  The 

DLP consisted of a hard copy workbook supported by a multimedia resource. The second 

phase was the use and evaluation of the DLP with a sample of 28 ANMs in MP.  Their 

knowledge was tested using a pre- and post-test multiple-choice question paper. Data were 

analysed using Wilcoxon signed rank. Participants then negotiated a three day workshop to 

cover aspects they had not been able to address. A further 19 participants joined these three 

days.  

Outcomes: The MCQ test results indicated that the first group had poor knowledge of the 

normal process of pregnancy and childbirth.  This group did not improve their personal 

performance scores significantly after the three day workshop. However, the second group 

demonstrated a significant change which suggests that coupling self-directed guided study 

material with an enabling, face-to-face environment can be successful.  

Conclusion: Distance learning may be more effective if coupled with face-to-face 

workshops.  Partnership working was a crucial component of this cross cultural Action 

Research study which required attention to detail in all stages for a successful conclusion.  

Both of these points have relevance for others undertaking similar studies. 

Recommendations: Improved interface between global organisations and the Indian 

Government to improve midwifery education and status. 
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Definitions, abbreviations used 

ASHA worker:  Accredited Social Health Activist who works within villages to undertake 

health education and promotion 

ANM:  Auxiliary Nurse Midwife 

Dai: An Indian Traditional Birth Attendant 

Distance Education: Education which is designed to have a geographical distance between 

teachers and learners 

DFID: Department for International Development 

ICM:  International Congress of Midwives 

Evaluation: Informal and formal assessment of the teaching and learning programme 

undertaken by students 

Lady Health visitor: Supervisor to the ANM and oversees six sub-centres and is based at the 

primary health centre. 

Open Education: Educational programmes accessed by anyone 

Primary Health Centre: First contact point between village community and the medical 

officer. 

Punchat: Village council 

Purdah: Persian word meaning “curtain”, used in reference to the concealment of women and 

their separation from the world of men. 

Traditional Birth Attendant: A non- trained person who provides care during labour and post 

partum 

The Sub-Centre: is the most peripheral and first contact point between the primary health care 

system and the community. Each Sub-Centre is manned by one Auxiliary Nurse Midwife 

(ANM) and one Male Health worker 

Skilled Birth Attendant: A health care provider with midwifery skills eg Doctor, Nurse or 

Midwife 

WHO:  World Health Organisation   
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CHAPTER 1 – Introduction and background to the study 
 

1.0 Introduction to this study: 

In 2000 the Government of Madhya Pradesh State in central India planned to strengthen 

midwifery within the state. In response to this a study to explore the possibility of 

improving the service provided by the main provider of care for pregnancy and childbirth; 

the Auxiliary Nurse Midwife (ANM) was conducted during the period of 2004-2011. This 

was undertaken in partnership with an Indian non-government organisation. An Action 

Research approach within the paradigm of critical theory, with guidance from Elliot’s 

(1991) Action Research model enabled the development of a staged approach to 

identifying a strategy for service improvement. This study commenced in 2004 with a 

situational analysis of the ANM education, role and their position within the health 

services in three states, funded as part of an ongoing DFID programme. Analysing and 

reflecting on the data collected during this process resulted in the need for an educational 

strategy to address the significant deficits in the ANMs knowledge of maternal health care.  

Whilst funding was sought (2005-2008) for this study which resulted in a successful bid 

providing financial support in 2009, an exploration of the literature related to distance 

learning, educational material development to inform the study was undertaken . 

Development of an educational tool commenced combining Rowntree’s (1994) four stage 

design and the Analysis Design Development Implementation Evaluation (ADDIE) model 

(Dick et al2001). A multimedia resource was filmed in India (2010-11) to provide support 

for the written text.  

Implementation of the educational tool was undertaken within the Shivpuri  district of 

Madhya Pradesh in 2011 with a primary group of 28 ANM. Was subsequently tested using 

a researcher designed personal knowledge performance, multiple choice question paper 

and an evaluation of the teaching and learning material by the participants. At the final 

study day there were fourteen participants (group 1) remaining, who negotiated an 

extension to the initial study period to include a three day workshop. The Chief Medical 

Officer recruited a further nineteen participants, thirteen were included in the final results 

as they had completed both pre and post intervention test papers (group 2). Results of the 

two groups were analysed using SPSS v18 (IBM 2009) and the outcomes compared. 

Cultural and ethical codes were applied to the context of this international study, exploring 

the application of western ethical codes to a non- western culture. On completion of this 

study a review of “partnership” is explored within a cross-cultural Action Research study. 
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The presentation of this thesis does not follow a conventional format, which usually 

provides a literature review of the relevant research of the topic followed by the study 

design. In this case the literature is reviewed as part of the developmental process, in 

accordance with the chronological sequencing of the study, because an Action Research 

problem solving approach is used. The main aim has already been outlined, but the 

objectives are presented as the study unfolds. It is divided into two phases; phase one 

outlines the development of the educational materials, whilst phase two is the analysis of 

the testing of those educational materials with the sample of ANM.   

Chapter one, following the introduction to this study, orientates the reader to Indian culture 

and social structure including the position of women within this setting. Exploring some of 

the cultural issues in regard to women within this complex society.  This contextualisation 

offers some insight, not only in the culture but incorporates the status and role of women 

and the health service provision for pregnancy and childbirth. In light of the differences 

within the cultures of the researcher and the setting of this study, the ethical principles and 

possible dilemmas which underpin this work are considered. However, the specific ethical 

approach is further reviewed within the study’s design outlined in chapter two. 

Chapter two explores the paradigms of Critical Theory and Action Research. Some of the 

history, debates and application of these approaches within the available literature are 

outlined. Whilst, the basis of this approach is embedded in a democratic ideology, its 

application within a non-democratic society
1
 will be explored further in the analysis of 

partnership within the study as a whole. Specific ethical principles are outlined but their 

application appears within chapter five and the planning phase in chapter six.  Chapters 

three and four explore the strategies used to improve the midwifery knowledge and the 

development of the educational materials. Literature related to the development of distance 

learning materials are considered within these chapters and informs the planning and 

execution of the study. Application of educational theory underpins the educational 

material. A literature review focussing on the evaluation of the effectiveness of delivering 

education materials using a distance learning model informs the evaluation process.  

Chapter five relates to the development of the multimedia resource. Filming commenced 

within the clinical settings of the community and hospital offering some understanding of 

the standards of practice. Chapter six outlines the implementation planning for testing of 

the materials within the district of Shivpuri in the northern district of Madhya Pradesh, 

using a pre and post intervention personal performance multi-choice question paper. This 

                                                 
1
 The term “non- democratic society” is not referring to the political situation within India but the social 

situation where power and control are asserted across and within the caste system 
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is followed by the implementation of this study in chapter seven, which includes a 

negotiated change to the study plan by the participants. This developed into the second 

cycle outlined in chapter eight. Analysis of the results relating to the extended study period 

is presented and compared to group 1 and the outcomes discussed. The final two chapters 

(nine and ten) explore the issues which have arisen from personal participation and 

observations of the study as a whole. Aspects of partnership are further analysed through a 

concept analysis in chapter nine with the methods of analysis in appendix 5. This 

culminates in a discussion of the main elements of undertaking an Action Research study 

within a different culture.  

1.1 Background: 

The Federal Government of India was a signatory of the Millennium Development Goals 

agreed in 2000 (WHO 2000) which commit to reduce maternal and child mortality by 

2015. The United Kingdom (UK) government has chosen several countries to partner in 

this endeavour including India, which has been supported recently by fiscal and technical 

resources to achieve this aim. The UK government has also encouraged partnership 

arrangements between non-profit organisations, corporate business and educational 

institutions (DIFD 2010).   

At present in Madhya Pradesh state the maternal mortality rates are high at 269:100,000 

(GOI 2011a), higher than the national average, which is 212:100,000 in 2009 (GOI 2011b). 

In 2000 the rate reported for the whole of India was 390 and slowly dropped to 230 in 2009 

(UNFPA 2011). There appears to be some disparity in the figures presented they are from 

two different sources which cause some confusion but this is not unsurprising as they are 

both estimates. It does however demonstrate that the figures are high in relation to the 

developed world.  

As the rate for Madhya Pradesh was higher in 2009 than the national average it is assumed 

that this was the case for previous years. This resulted in a new initiative to strengthening 

midwifery by the State government of Madhya Pradesh in 2000. As I had made some 

personal links as a midwifery educational consultant within the state government, it was 

appropriate to develop this relationship further in support of their political initiative in 

strengthening the maternal health services.  

The background information to this study offers some contextualisation of Indian society 

and the role of women, establishing the complex nature of the study, set within a 

developing/transitional nation with a high maternal mortality rate and low skilled attendant 

at birth rate (UNFPA 2012). Women’s position within the caste system of India and its 
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impact on their position within this stratified society will be discussed by exploring the 

topics of education, marriage and health, directing both the researcher and the reader, to 

the main issues facing Indian women. 

The caste system which has been embedded within Indian culture for centuries continues 

to have a greater or lesser degree of impact depending on which State people are living in. 

The high caste population are Brahmin (Priest) and are considered to be well educated 

enabling them to occupy roles of influence within the society; Kshatriyas are the warrior/ 

ruler caste followed by the Traders (Vaishyas) and then the Sudras, who are skilled 

workers.  

Dalits are the untouchable population who are the lowest caste and are poorly treated and 

given the lowest paid work, usually cleaning as this is considered unclean. The women of 

this caste become traditional birth attendants (TBA) if they need to support themselves. 

Through conversation it was evident that the northern states of India were much more rigid 

in their application of the caste system than those of the south. The majority of my 

interaction has been with those of the Vaishyas  and Sudras castes which are lower castes, 

but even within the caste there is a hierarchy of sub-castes identified by the family name, 

increasing the complexity of the social structure.  

1.2 India: 

India covers 3,287,263 sq km and is divided into 29 states with a population of 

approximately 1.3 billion. Each state is subdivided into districts, which consist of urban 

and rural areas. Each state has its own government and political power, whilst 

implementing Federal government policies and laws. The social system impacts greatly on 

the status of women including: whom they will marry and any employment they may have.  

There are some reports (BBC 2012) that this social structure is being relaxed, resulting in 

cross caste marriages and successful business people from the lower castes. The vastness 

of the country means that this may be acceptable in one State but not in another. From 

personal observation there was less tolerance to social mobility in the central State of 

Madhya Pradesh and this type of social change.  

One common aspect of women’s lives is pregnancy and childbirth regardless of caste. 

Indian maternal mortality has been considered one of the highest in the world with one 

woman dying every seven minutes due to childbirth related complications (NFHS 2000, 

Rustagi 2004, DFID 2010). In 2007 the Department for International Development 

(DFID), identified several Indian states to support in developing their educational and 

health systems, which included; Rajasthan, Madhya Pradesh and Bihar as they are the 
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states with the highest mortality (Ranjan and Stones 2004), and the lowest literacy rates 

(GOI 2011c). As a result these states were chosen to receive fiscal and specialist support to 

improve their education and maternal health systems (DIFD 2010).  

The State Government of Madhya Pradesh has been aware of the consistently high 

maternal mortality rates for many years (Ranjan and Stones 2004) and in 2000 set up a 

workforce planning group to consider how to strengthen midwifery practice within the 

State as a method of improving this situation. Two options were considered; option one 

was to develop a three year midwifery programme which would provide midwifery 

education to graduate level. There were some legal implications impacting upon this 

option; the State would be required to change the legislation to licence these midwives to 

practice and they would be restricted to practicing within the state of Madhya Pradesh. 

Exploring this option further the State government prepared the legislation change with the 

support of the Director of Shyham Institute who was employed by the government at the 

time. Having prepared the changes and had them accepted, the law was due to change 

following the State elections. The state elections in 2005 changed the governing party and 

the legislation change was not executed.  The second option was to offer updating for 

existing trained Auxiliary Nurse/Midwives to improve their knowledge and skills. 

Traditional education is provided by the Government within teaching establishments 

consisting of face to face instruction using traditional methods of teaching. Due to the large 

geographical area and the numbers of trained Auxiliary Nurse/Midwives (ANM), this 

approach to education was rejected due to the excessive finance and resources required. 

Regardless of a changing political situation, work commenced on exploring how option 

two could be achieved without political support and is the focus of this study.  

1.3 Indian maternal health care system: 

Madhya Pradesh is the central state of India covering 4443,446 sq km, with approximately 

60.4 million population. Each state is divided into districts and these are subdivided into 

“development blocks”, with 1 million people within each block. Health care is divided into 

three distinct levels, district hospitals offering tertiary care to 30,000 of the population, 

primary health centres offering preventative care to 10,000 of the population and finally 

sub-centres, which offer care such as first aid and maternal/child health care to 5,000 of the 

population. This staff/patient ratio has remained constant without review, although the 

population grows over time resulting in the workload of the health care workers increasing 

without an equal increase in staffing. Each primary health centre oversees approximately 

six sub-centres. Working in the community within the sub-centres are multipurpose health 
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workers, both male and female. Male health workers are trained for a year whilst female 

health workers are trained for 18 months to incorporate the maternal and child health 

dimensions of their role. Each having a distinctive role; female health workers offer first 

aid and maternal/child health care, whilst the male health worker is mainly working within 

chronic diseases such as Malaria and Tuberculosis, but also has family spacing/planning as 

part of his role.  

Due to the notion of purdah (see glossary of terms), women are cared for by women to 

maintain and ensure modesty and dignity (Basu 1992). Each primary health centre was 

designed to have two doctors, one male and one female. The female doctor’s role includes 

treating all obstetric and gynaecological problems that may present at the centre however 

medical cover within the centre may be provided by a male doctor as the only doctor 

available. The treatment of women in abnormal labour may be greatly impaired by the 

shortage of female doctors working in rural areas (Saini et al 2011).  District hospitals 

provide resources for caesarean section but blood transfusions may be limited, which 

demonstrates the lack of infrastructure within the health system.  

Traditional birth attendants (TBA = dai) have been part of the care offered to women 

during childbirth throughout the generations. Integral to their role is providing cultural 

support during the childbearing process, which usually occurs in the home. They are often 

untrained and illiterate and with little understanding of modern preventative measures, 

which are designed to reduce maternal and neonatal morbidity and mortality. These 

women are from the lowest caste (Dilit) within Indian society and are employed to 

undertake rituals and clean up after the baby is born, as the placenta and blood are viewed 

as “polluted”. Van Hollen (2003) notes in her observations, that these women are treated 

with disdain and often very poorly paid. Although there have been global (WHO 1984) and 

Indian national training programmes (Van Hollen 2003) for the TBA, it has been reported 

that this has been unsuccessful in reducing both mortality and morbidity (Ranjan and 

Stones 2004). During the British colonial era there had been a desire to remove the dai and 

replace them with trained midwives working in the community (Van Hollen 2003), but it 

was acknowledged, in the post-colonial era by the Indian government, that the traditional 

cultural role of the dai was embedded within the community so she continues to practice. 

In 2005 the Government of India (GOI) launched the National Rural Health mission to 

provide the vulnerable groups of their society mainly women and children with a more 

integrated health system (GOI 2005). The main strategy was to have community health 

workers to promote the services available such as immunisation, institutional birth and 

refer to hospital those children who required more intensive treatments. These Accredited 
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Social Health Activists (ASHA) work within the villages and support the work of the 

ANM (Shrivastava and Shrivastava 2012).  

1.4 Women in Indian Society: 

Status is often used in the literature to denote the position women have in a society but 

Basu (1992) suggests that this is a little misleading as the term is not a description, but a 

value by which a community is judged. Therefore it may be more prudent to use the term 

“role” rather than “status” although this can be difficult as the literature is often written by 

women utilising a feminist perspective with a focus on status. The types of literature 

accessed to provide this insight stem from two main areas of research; demography and 

ethnography.  

Demographic data in India are collected from demographic surveys such as the National 

Household survey and the National Census giving an understanding of the statistical status 

of women in society from what appears to be outdated data, due to the time lapse between 

surveys. As the statistics stated relate to maternal health, literacy and education are reliant 

on data which are unreliable due to the lack of a compulsory demographic registration 

system, their application requires some critical appraisal. There is also a lack of data from 

governmental reports which would emanate from a demographic registration system, 

resulting in estimated statistical outcomes. These data are further analysed by researchers 

using multivariate logistic regression to establish aspects of women’s lives, such as 

autonomy, education and fertility. Researchers often undertake secondary analysis of large 

survey data sets, such as the National Household survey to develop a theoretical basis for 

social behaviour, so that trends can be identified, e.g.  Pallikadavathet al (2004).  The 

translation of these findings does not always take into consideration the social dimension 

that has an obvious impact on behaviour (Jeffery and Jeffery 1997) such as poverty, culture 

and caste. This apparent linear cause and effect approach has led to assumptions being 

made that the values which are related to women’s autonomy, such as choice of marriage 

partner or access to money, can be transferred across the castes and reflects similarly in 

India as a whole.  

The ethnographic information is taken from several studies over a period of several 

decades. Ethnographical studies may not appear to take into consideration the much 

broader dimensions of social behaviour as they tell someone else’s story and are the 

interpretation of the author/s (Van Maanen 2011). Each interpretation will be guided by the 

author’s belief and value system and personal experiences, even though they are observing 

a community outside their usual social arena. This may not be representative of other 
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social groups, due to the diverse nature of Indian society. Again this work can appear to be 

outdated as there are no recent studies available but these studies do offer an understanding 

of the principles of social interactions within this cultural setting. In light of the social 

context of India the ethnographic studies are often socially positioned within one strata of 

the caste system. They are often set in a specific group or villages (Van Hollen 2003, Lamb 

2000, Jeffery, Jeffery and Lyon 1989, Jeffery 1979) and therefore may not be transferable 

to the rest of society in their entirety. Basu (1992) identifies a north/south divide in relation 

to many aspects such as education, the social position of women and the caste system. 

However, the social ethical principles, which are embedded within the text of these studies, 

still appear to be evident within India as a whole as they are set within the castes reflecting 

religious and social structures.  An example of this is “purdah”, which is related to family 

honour and respect as well as women’s dignity.  

Due to the diversity of the position of women in India, it is only possible to give an 

overview of the issues concerning women in this patriarchal society. Muslims, as well as 

Hindus, maintain the view that women are valued for their reproductive ability. Therefore 

the social position of women appears to be very low, unlike that of men, who are valued by 

the family for their potential for increasing the resources available. This bias applies to the 

social attitude to girls who are not seen as permanent members of a family, but will due to 

marriage, become members of a different family (Desai and Thakkar 2001, Jeffery and 

Jeffery 1997). Girls cost a family a dowry as opposed to a son, who brings in resources to 

the family (Van Hollen 2003). This emphasises the need for women to prove their value by 

being fertile and providing sons.  Whilst the dowry system has been made illegal in India, 

it is still socially accepted and practiced in some areas. During one of the visits at the 

preliminary stages of this study to a school in Rajasthan, we met a young man of fifteen 

years, who had been recently married and part of the dowry was a new bicycle, which he 

very proudly showed us. This ethnographic material then can only give a generalist 

overview and it should be noted that there are many powerful women in Indian society, 

who have played and continue to play, a greater part in the politics of India such as the 

Ghandi Family from the Vaishyas caste. There are some famous Dalit caste members, one 

of whom raised himself  to become President of India (KR Narayanan).  

1.5 Women and Education: 

Education is free for all children up to the age of 14 years, encouraging all children to 

become literate. However several studies using data from the National Household Survey 

and the National Census have identified that the literacy in girls is much lower than that of 
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boys, (Government of India 2011, Rustagi 2004, Govindasamy and Ramesh 1997, Basu 

and Basu1991). Illiteracy has regional diversity with the highest rates in the northern states 

of Bihar (66.5%) and Rajasthan (55.5%) with Madhya Pradesh illiteracy rate at 40%. The 

state of Kerela with the lowest illiteracy rate at 12% with 98% attending school, 

demonstrates that not all children achieve literacy (Rustagi 2004). This highlights the 

interstate differences indicating  poor literacy for girls in the North of the country where 

this study is situated. Girls are often prevented from going to school in the lower caste 

groups, so that they can either undertake child care for their siblings or help in working to 

provide for the family (Desai and Thakkar 2001). In Kerela, the literacy rate is the highest 

in the country and is associated with the higher uptake of medical care with improved 

maternal and child health outcomes (Government of India 2011). 

Literacy is often quoted as the reason for poor health outcomes rather than the poor 

interface between the social system and health seeking behaviour (Sarode 2010). Women 

are required to work and undertake household chores but their decision making ability is 

often restricted (Raj 2005). Vlassoff (1992) however reported that the higher uptake of 

schooling for girls appeared to reduce their autonomy as their families then seek to control 

their autonomy. Fear that the education may cause the young woman to desire a greater 

position and participation in family affairs may be the reason. On visiting a village we met 

a young woman, who had a university degree, who explained that she wished to deliver her 

baby in hospital as it was safer but her father – in – law would make the decision when the 

time came.  

1.6 Women and Marriage: 

Devi and Swain (1993) identified that the majority of their study population believed that 

the optimum age for marriage was 16-20 years; however some of the study population 

suggested that girls should traditionally be married before menarche. Child marriages have 

been illegal in India for many years and legislation requires women to be 18 years old 

before they marry (Van Hollen 2003). The vastness of the country and the lack of a formal 

registration system makes this impossible to “police” and child marriage still exists in 

some areas of the Northern regions. Giving of a girl in marriage is a contract between two 

families rather than between two people and is associated with the giving of resources in a 

dowry (Van Hollen 2003). Women find themselves in a lowly position as daughter - in –

law, dependant on the position of the son within the family unit and there can be much 

abuse from mothers and sisters – in –law depending on the dowry, resulting in suicide in 

some cases (Krishnan 2005, Van Hollen 2003, Martin et al 2002, Desai and Thakkar 2001, 
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Lamb 2000). Personal autonomy varies greatly within regions (Jejeebhoy and Sathar 2001) 

but the society is gender exclusive and the hierarchical relations within the family means 

the male head of the family has total authority.  Basic decision making remains outside of 

the sphere of many women in many families (Jejeebhoy and Sathar 2001). This situation 

remains until she provides a son, upon which she takes a higher social position within the 

family (Sathar and Kazi 2000), but this may mean that she still has little or no decision 

making capacity. The perpetuation of this internal family situation is maintained by the 

mother -in- law, who have all found themselves in similar difficulties. Embedded social 

behaviour will take many generations to improve, leaving many women vulnerable to 

abuse and in some cases murder (Rastogi 2006). Living out from the extended family is 

increasing but this leaves the women vulnerable without the extended family help (Lamb 

2000). 

Domestic violence is a social issue that has a detrimental effect on the physical and mental 

health of women (Ackerson and Subramanian 2008, Abhay and Ravindra 2010). Ackerson 

and Subramanian also identified a link between domestic violence and malnutrition. 

Nineteen percent of women self -reported domestic violence from their family, usually 

from their husbands, which sometimes related to the withholding of food causing 

malnutrition. Abhay and Ravindra found, in their socio-demographic study into the 

empowerment of women in Madhya Pradesh, that women accepted this type of treatment 

by their families as it was deemed normal behaviour however this situation requires a 

change in attitude for both genders as well as society. It appears that this type of behaviour 

is worse in the lower classes where there is poorer educational attainment in the rural areas 

and is associated with the Hindu religion more than other religions. This would have a 

detrimental effect on their health resulting in a cascading effect by worsening pre-existing 

anaemia, which then impacts on pregnancy outcome and perinatal wellbeing. Domestic 

violence indicates the inequality of women and their lower social status (Abhay and 

Ravindra 2010) 

1.7 Maternal health: 

Indian maternal mortality rates have remained static for many years (Chaurasia 2000) and 

have not responded to any changes within the health system strategy. The main causes of 

maternal mortality in India are reflected globally (figure 1), as well as in India, most of 

which are avoidable. The northern and central states of India appear to have the highest 

maternal mortality rates of India as a whole (GOI 2011,IIPS 2000). There are contributing 

conditions such as poverty, poor nutrition and diseases such as tuberculosis and anaemia 
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(Rustagi 2004) as well as domestic violence, which affect the health of the population. 

Pregnancy adds another dimension to women’s health and may result in a poor pregnancy 

outcome. If these are part of the daily life of women, they have a substantial impact on the 

wellbeing and survival of women. All of these, coupled with the low social position of 

women, impact on their physical and mental health. However, if they survive these and the 

possibility of death in childbirth; they outlive men (IIPS 2000). 

Figure 1 Causes of maternal mortality Worldwide 

  

It is evident from the pie chart that 40% of the maternal mortalities are treatable and could 

be avoided if the services are provided by skilled attendants at delivery in an environment 

which supports them. The maternal mortality rate has been estimated as 498 per 100,000 

births in Madhya Pradesh, the same as Uttar Pradesh and only being over shadowed by 

Rajasthan at 600 per 100,000 births (UNFPA 2008). Maternal health care in India provides 

only limited support to pregnant women, if they are within the rural areas or are poor. 

Paucity of resources and limited skills available to the primary health workers increase the 

problems already faced by women (Rustagi 2004).  

1.8 Skilled Birth Attendants: 

Maternal mortality is the main indicator used to assess the quality of the services offered to 

childbearing women (Louden 2001). In countries where the maternal mortality rates are 

high, the focus has been related to the assistance of skilled birth attendants either within 

institutions or not (Barber 2006). There appears to be an acceptance that those who are 

considered skilled birth attendants by definition (WHO, FIGO, ICM 2000) are exactly that; 

however the literature available does not focus on the skilled aspect of the attendant.   

Following the lack of success of several initiatives to improve the global maternal 

mortality rates especially within the developing world by the World Health Organisation 

(WHO 1984); in 2004 the latest WHO initiative was launched, which put the skilled birth 

attendant at its centre (WHO 2004). It has been established that women die in childbirth 



Chapter 1 Introduction and Background 

12 

from preventable causes and that if they were attended by skilled health providers this 

would reduce mortalities (Koblinski 2003, Louden 2001). For many years there appeared 

to be an assumption that if health care providers attended an approved midwifery course in 

their country, they would be skilled in all aspects of care including emergency situations. 

Harvey et al (2007) suggests that this was not the case in light of the fact that the rates of 

death due to childbirth related conditions had not changed. This has recently been 

challenged by Nair, et al(2011) who state that the maternal mortality rates in India have 

indeed reduced since the focus has been directed to institutional delivery and skilled birth 

attendants. This debate is only related to the known outcomes as the health institutions do 

have an ability to transfer women to another institution for more appropriate care.  

It has also been pointed out that these health workers require an enabling environment 

(Koblinski, et al1999), one which affords them the ability to transfer care to an appropriate 

provider. These healthcare workers are also expected to be multitasking to achieve a 

positive outcome, which require skills they may not possess.  

There appears to be little consensus as to the level of competency or the skills required. 

The International Confederation of Midwives (ICM) has identified the midwifery skills 

required by midwives/skilled birth attendants (Fullerton, et al2004), and have indicated the 

length of midwifery courses, which should not be linked to general nursing. Many 

countries have nurse/midwives, who do not possess the required midwifery skills (ICM 

2010, UNFPA 2011). A joint statement from the World Health Organisation, International 

Confederation of Midwives and the International Federation of Obstetricians and 

Gynaecologists (2009) identified that a skilled attendant was a “health care provider, who 

has midwifery skills, which includes doctors, nurses and midwives”. Although this has 

been an accepted definition for skilled attendants, the reality of which skills the attendants 

are competent to perform has yet to be established. 

1.9 Ethics and Culture: 

As this study is being conducted within a developing country where the social structure is 

complex and the role of women is submissive as identified previously, the issue of ethical 

practice requires some consideration. Ethical codes of practice when using human 

participants as subjects within research have been in place since the Nuremberg code of 

1947, followed by the World Medical Association in the Declaration of Helsinki some 

twenty years later (Schneider 2006). Protecting humans from harm during research studies 

is the main focus of this global policy and covers psychological, physical and emotional 

issues including confidentiality, informed choice and privacy. These ethical principles are 
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applied to all research emanating from medical and non-medical institutions.  The 

application of western ethics to non-western societies has been a subject for debate (Jegede 

2009, MacNab et al 2007 Ryen 2011). Ryen (2011) suggests that the problem arises from 

the assumption that western ethics are universal. She continues to develop her argument by 

suggesting that being western is not about ethics per se but a way of knowing.  Others 

argue that the west has represented the “indigenous world” through their own 

understanding rather than that of the indigenous people (Tuhiwai Smith 2005). Western 

ethics are based in the individual being autonomous (Jegede 2009) allowing personal 

choice and decision making, which is not necessarily transferable to other cultures. Many 

cultures have a collective approach and this is not congruent with the western belief and 

values. Asking for consent then becomes an extended family decision not an individual one 

(Marshal and Batten 2003). Robinson-Pant (2005) highlights two dilemmas in an ethical 

framework which is predominately from one cultural dimension. Firstly, whether or not to 

adapt to cultural differences in behaviour or beliefs but remain ethically correct. This might 

include being critical in less direct ways or even how to give gifts/payment within a 

culture, where gift exchange is related to status and prestige rather than generosity or 

bribes. Secondly, and more difficult is whether to adopt an insider or outsider researcher 

approach in the context of culture and how far to question or adopt new/contrasting ethical 

values especially within social research. 

There appears to be an arrogant approach in the application of western ethics based on the 

centrality of the individual who is autonomous to a culture where the centrality of the 

individual is not the focus but the collective is central. This is demonstrated by the issue of 

informed consent as the senior male within the Indian family makes the decision not the 

woman herself and in other countries it is linked to the concept of trust (Robinson-Pant 

2005). Signing to say you are willing to participate may be translated into a lack of trust or 

viewed with caution as anything legal may be viewed negatively. Traditional or cultural 

values often direct daily life and maintain social stability (Jegede 2009). Giroux (1985) 

suggests that the basis of all forms of behaviour is power and this is reflected in the ethical 

principles of research. Power distance is a concept developed by Hofstede and Bond 

(1984), and further developed and explored by Hofstede (1997, 2001).  High power 

distance suggests that the greater the social distance between people, the greater the 

perceived power one has over the other. Hofsted suggests then that those in the lower 

position are less likely to challenge those in a higher position.  In the context of the caste 

system this means that following orders and doing what is expected maintains the social 

hierarchy and therefore stability, even if you don’t agree. This could be considered as a 
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subtle form of coercion. In his research Hofsted placed India within the middle of his 

power distance continuum as he worked within a company where highly educated people 

were employed. This then cannot reflect the whole of Indian society, but the principles 

could be applied to demonstrate how this society maintains its social structure.  

One person out of their place could cause social conflict as the parameters of social 

behaviour would have changed and a new order would therefore be required. Maintaining 

the social structure is very important. Domestic Violence is one method of achieving this 

and has already been reported by Rustagi (2004). Working within a complex social 

structure which is very different, means that for an outsider any discourse needs to be 

carefully thought through.  Challenges to the social order may cause those around to 

misinterpret the motivation and intended action, resulting in the potential of participants 

declining to participate. Concepts such as informed consent, confidentiality and privacy 

have a very different meaning in different cultures (Riessman 2005, Sardar 2006). My 

observation of people within this society is that they appear to be offered little dignity or 

privacy and therefore may not expect it nor necessarily understand it. An example is the 

way medical personnel continue to have conversations with others whilst examining 

patients, which occurred during my interviews with doctors and chief medical officers.  

Within the western ethical framework the issue of `harm’ is central to any review of 

proposed research. What does “doing no harm” really mean? There are the common 

applications in respect of physical damage which can also be applied to the psychological 

wellbeing, but does this extend to the social and professional areas of people’s lives? 

Riessman (2005) calls for ethics in context rather than the application of abstract 

principles; this would apply to cross-cultural research conducted in a different country. 

Kumar (1999) suggests that the individual researcher is responsible to the research 

participants and there is a need to be more reflexive and accountable; although I agree with 

this, within a different social environment this presents some dilemmas. Lack of linguistic 

skills requires reliance on the interpretation of the conversations by others.  

Institutions such as universities follow the required regulated principles of ethical concern 

but it has been well documented that this is not always helpful in international projects (Sin 

2005, Tilly and Gormley 2007, MacNab et al 2007, Jegede 2009). Others have questioned 

the application of these principles within the social research arenas, when the expectations 

in the positivist paradigm control all expected ethical considerations as they have an 

objective position. Whilst in social or Action Research the researcher is much more 

involved with the participants and this conventional implementation of ethical principles 

does not take into consideration the unexpected situations which arise (Guillemim and 
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Gilam 2004). This is supported by Eisner (1991), who purports the notion of flexibility, as 

it may be inappropriate to comply with these basic principles within the context of the 

social situation.  Boser (2004) argues that this “power” exerted by the ethical committees’ 

forces those, who are not of the positivist paradigm, to comply with principles which are 

related to a power hierarchy which does not exist where the research is being carried out. 

The view that power means dominion is not congruent with the concepts of social 

participatory research, where the aim is partnership not control. However this may not 

always be the case when working within a social context such as India where there is a 

powerful social hierarchy. Rigidly directing the way forward is not the only method of 

leadership to take in this matter.  Using other methods to achieve an ethical approach may 

be required.  

Cultural sensitivity is a constant aspect of working within different societies, which 

heightens the feeling that one needs to be in a constant state of personal self-awareness and 

vigilance, maintaining social acceptance without compromising your personal beliefs and 

values. However this may occur without ones knowledge due to the lack of social 

understanding.   

1.10 Personal Philosophy 

As a participant within this process it is vital that my personal beliefs and values are also 

considered. Whatever the role within a research study, we make an impression on the 

design, planning and implementation and those we work with in partnership. Like pebbles 

thrown into a pond waves are generated and we cannot disregard the impact that we have 

(Van Maanan 2010). The impetus for this study is the desire to transfer my midwifery 

knowledge using my thirty years of experience in clinical midwifery and education, to 

have a positive impact on Indian midwifery practitioners and therefore upon the lives of 

women. The World Health Organisation has identified that skilled attendants at birth make 

a difference to the mortality and morbidity of women. As a midwife my skills are used to 

ensure that safety for mothers and their babies is central to their care. As an educationalist 

the passing on of knowledge and skills is a daily activity which through this study has been 

extended to others of a different culture and society. I believe that offering appropriate 

education to all, frees them to make their own decisions. These principles of education, 

emancipation and personal choice are aligned to those of social philosophers such as 

Friere, Lewin and Habermas, even if their ideology differs. These social theorists will be 

discussed further in chapter 2. 
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1.11 Conclusion:  

This background review has established that Indian society is complex and consists of a 

caste system, which denotes the social position of families and division of labour of its 

population. Women’s role and position within this context is dominated by their gender 

and the paternalistic control over every aspect of their lives by husbands or senior male 

members of their family. Pregnancy and childbirth are their main function, which also is 

controlled by their husbands in many cases. Many women have little or no decision 

making power in many aspects of their lives within some strata of this society, which also 

impacts on the role of the ANM.  This is both personally and professionally, as the 

personal may over-ride the professional when caring for women who are pregnant or in 

labour within this complex society as husbands may not allow evening or night visits to 

labouring women.  

The need here to reduce the maternal mortality rates in pregnancy and childbirth is on the 

political agenda and the state of Madhya Pradesh has reviewed their policy and made a 

political decision to strengthen midwifery services. As a midwifery educational consultant 

to the state government on this matter, I assisted in developing a strategy to achieve the 

state government’s political aim.  

Cognisant of the factors of social constraint on women, which would include me and the 

ANM, combined with the need to meet the political agenda, I had to explore a method 

which enabled a problem solving approach within this context. In chapter two, an Action 

Research approach is discussed within a critical theory framework. Models of Action 

Research are presented with the application of the preferred model.  
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Chapter 2 - Study Design 

2.0 Introduction: 

In selecting a method for the execution of a study, Bryman (1984) suggests that the 

researcher is already committed to the underpinning philosophy of the method. Whilst this 

does have a bearing on selection, it is not the only consideration as the method is required 

to be fit for purpose.  Given the political and social structures related to this study outlined 

in chapter one, it is important to identify a research approach which offers flexibility and 

cultural sensitivity to address issues as they arise. Paradigms, either qualitative or 

quantitative, offer a structured approach (Meyer 2010) and are not able to allow the 

flexibility to respond to issues, which emanate from such social complexity and meet the 

problem solving outcomes in this study. The research approach of Action Research (AR) 

within the critical theory framework has been selected as it allows the study to unfold and 

offers some dynamic process management options (Le May and Lathlean 2001) suited to 

the cross-cultural dimension of this development. An essential component was flexibility 

as the cultural/social and professional aspects of this study could offer some unpredictable 

challenges and outcomes (Chapter 9 discusses some of the challenges further supported by 

an appendix covering the theoretical component). Meyer (2000) suggests that AR is a 

method of practical problem solving and is one of the major considerations for achieving a 

positive outcome to this practical study. Collaboration is a main adjunct of this method 

which uses a cyclical system to problem-solve issues. Both approaches have strong 

ideological foci on social change and emancipation underpinning their characteristics. 

2.1 Critical Theory: 

Critical Theory as a method to analyse social issues related to the human relationships has 

been attributed to the Frankfurt School of Social Research in the 1920s (Chinn 2011, 

Sumner 2003, Kincheloe and Mc Laren 1994). It focuses on the world and the structures 

within society, both ideological and social, which prevent the development of humans to 

achieve their potential (Sumner 2003).  Following the two world wars these issues within 

society were again in the forefront of social research.  Several social theorists, such as 

Freire (1964) , Giddens  (Bernstein 1984), Habermas (1971, 1987) and  Rogers (1980) 

developed social theories which viewed social structure as a human construct and as such 

can be changed by them. Political ideologies such as Marxism, underpinned this 

philosophical approach and the combination of the two culminated in a critical inquiry 

(thinking) approach to investigate social dimensions of inequality, unjust social structures 
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and domination.  This approach is therefore constructed on the premise that the human 

condition is a social construct and the asymmetry of power, which exists within that social 

structure (Alvesson and Skoldberg 2000), can be changed.  The two well-known social 

theorists are Freire and Habermas (Chinn 2010) as they appear to have written extensively 

and have been influential in the development of a critical theory approach which is used in 

nursing and midwifery research (e.g. Wilson-Thomas 1995, Fulton 1997).  

The fusion of  Freire and Habermas  methods of critical thinking, education and 

emancipation are aligned to those of Lewin’s (1945) approach within Action Research of 

problem solving, participation and reflection. Freire’s work in Brazil as well as the post 

second world war work of the Frankfurt School  (Habermas 1971), slowly began an 

evolutionary and perhaps a revolutionary process now  used by  many countries to develop 

an educational process which emphasises the development of critical thinking (Freire 

1964). Freire identified that the individual, who was caught in an unjust situation, could 

through their understanding of the causes of this situation transform it through action. 

Through his experiences, he found that those who were disadvantaged were not seen or 

heard, but they could, given the opportunity to develop social skills, be the answer to their 

own emancipation. 

Habermas’s framework for the emancipation of socially disadvantaged groups involved 

critical inquiry (thinking) into the structures and interactions of their society which develop 

and maintain unjust social circumstances. He identified three areas of interest which 

related to every aspect of human life, Practical, Technical and Emancipatory.   Both Freire 

and Habermas espoused similar methods which they used to improve the lives of the 

vulnerable.  This common theme of emancipation is also evident in Lewin, who used 

Action Research to improve the working environment in large complex industries.  There 

are some dissimilarities between Lewin and Freire, which are reflected in their methods; 

Lewin worked in partnership with both the workers (the oppressed) and the management 

(the oppressor) whilst Freire worked alongside the workers so that they would influence 

change in the management.  Reflection is considered fundamental to these approaches as it 

aids the development of self-awareness.  Self-awareness initiates an understanding of any 

personal bias which may cause barriers in personal interactions. A critical theory approach 

is applied throughout the whole study as there is a need constantly to problem solve as 

challenges arise and this is explored further within chapter 7. 
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2.3 Action Research: 

Action Research was initially attributed to the work of Kurt Lewin in 1946 (Friedman and 

Rogers 2009) and successfully applied to the solving of industrial relationship problems 

(Gustavsen 2008) and organisational management (Cassell and Johnson 2006). This 

reflects Lewin’s belief and value system with its basis within the social sciences; the 

underpinning characteristics are related to empowerment and education in a collaborative 

process to achieve social change. The concept of participant researcher (McNiff, et al 

2003, Waterman et al 2001, Hart and Bond 1995) supports the process of this approach as 

does the inherent principle of praxis through learning on and in practice (Schon 1983), 

initiating social change (Lewin 1946) and utilising a problem solving approach (Meyer 

2010, McNiff, Lomax and Whitehouse 2003, Hart and Bond 1995). Morton-Cooper (2000) 

suggests that the aim of AR within nursing is to improve professional practice and raise the 

standards of service provision. This approach allows the researcher greater flexibility to 

achieve both personal and professional development together with the potential of 

influencing the personal and professional development of others.  

Within the literature there is some confusion as to an exact definition of Action Research 

(Costello 2003, Le May and Lathlean 2001). Reason and Bradbury (2006) suggest that it is 

an orientation of enquiry rather than a methodology, which seeks to inform and influence 

practice. They also put forward the concept of a dynamic process, which changes and 

develops as the process unfurls. Previous authors have considered that it is action 

disciplined by enquiry (Hopkins 2002) while Waterman et al (2001) suggested that it is a 

period of inquiry, which explains the reality of social situations with action. This involves 

a change intervention aimed at improvement and involvement.  Waterman et al’s definition 

outlines this study as it seeks to change practice through the action of an intervention. 

Meyer (2010) proposes that AR is an approach to research rather than a method with 

defined data collection and methods of analysis. Its principles are related to people as 

participants not subjects in a research study and it has been used in practical settings such 

as teaching and health care (Williamson and Prosser (2002).  However Hart and Bond 

(1995) have, through reviewing that literature, developed a typology. This typology has 

seven characteristics and is used within four identified research domains. Their four 

domains of Action Research are experimental, organisational, professionalising and 

empowering. The seven characteristics represent a basic framework which has social and 

research components from which an Action Research study can be measured. These 

include education, collaboration with social groups, problem solving within a social 
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context, utilising an intervention which seeks to improve the situation through involvement 

of the participating social group and the research has a cyclical process.   

Action Research is described as polyvalent, a term used in science to describe the power of 

atoms to combine in different ways to form a compound. Action Research combines 

various methodological approaches to data collection and analysis to achieve the research 

aim (Drummond and Themessi-Huber 2007). Le May and Lathlean (2001) argue that this 

adds to the confusion due the lack of clarity regarding the data collection tools and may 

add to the confusion of where Action Research is situated within the paradigms and I 

agree.  

With its foundations firmly embedded in social science it is not difficult to understand that 

the principal pillars of this iterative process are related to social change and the 

development of the people involved. Participation and collaboration therefore are required 

components of the process and Meyer suggests that the researcher is an instrument of 

change (Meyer 2010). This aspect will be further explored within the design.  

2.3.1 Cycles:  

Each project needs a framework which guides the development and aids the focus.  

Authors describe a process which has a circular rather than a linear application (Koshy, et 

al2010, Hart and Bond 1995) and includes problem identification, planned action and 

evaluation. Stringer (1999) has simplified this further to “Looking, thinking and acting”. 

As each cycle leads into the next, evaluation is a necessary facet to link the whole process 

which has been described as a spiral of cycles. Depicting models in this simplistic manner 

has continued in many authors’ work (Hart and Bond 1995, Costello 2003), without any 

explanation of the complexity which lay within. There are many models (Yales and Engels 

2010, O’Leary 2004, Elliot 2001) each with their own unique demonstration of the cycles. 

In assessing the Action Research cycle presented in the literature, it is evident that these 

authors do not all identify clearly the intricacies of the process. The simplified Stringer 

version does not address evaluation within the cycle but it is assumed that the researcher 

will apply critical analysis to the outcome of the action.  Neither does it address the 

complexity of managing this type of approach which could naively be considered as 

simple.  

The diagram by Yales and Engles (2010, Fig 2 adapted) identifies the stages of the process 

of Action Research but again does not address some of the fundamental underpinning 

exploration required to ensure the best possible solution to the identified problem. There 
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may be many cycles to each project as they evolve all requiring the same attention to 

detail. 

Figure 2 An example of an Action Research cycle (Yales and Engles 2010 adapted) 

 

Whilst Action Research is often depicted as a cycle there are models which are presented 

as a linear approach (Elliot 2001, figure 3; page 23) but this process is repeated so it is 

continuous like a cycle. Identifying an issue, which requires investigation, occurs prior to 

any planning. In this case the issue is the professional development of ANM in their 

knowledge and skills in understanding of pregnancy and childbirth in light of the State 

government’s desire to strengthen midwifery. Costello (2003) points out that the main 

components are action and reflection which appears to be a repeated theme within many of 

the models reviewed. However the model used to guide this project is by Elliot (2001). 

Elliot’s model was developed from educational AR and offered greater clarity as it 

demonstrated the application of the method.  

2.3.2 Design: 

The design of the project is guided by the cyclical and spiral nature of the cycles within the 

chosen model. Each aspect of the study will be identified by different actions which act as 

objectives to fulfilling the desired outcome. Whilst there appears to be complete cycles 

within the process, there may be subsidiary cycles as other related issues arise causing a 

spiral effect (Herr and Anderson 2005).  Elliot’s model appears as a linear map of the 

action points, however it is repeated throughout the enquiry therefore is a cyclical method. 

This is diagrammatically explained in figure three using Elliot’s model with the study 

actions in red.  
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2.3.3 Insider/outsider debate 

As I was a participant within this study, there is a need to explore the notion of being an 

inside or outside of the researcher in the process. There are two potential perspectives 

within this study as I could be considered both an insider and an outsider. Brannick and 

Coglan (2007:59) suggest that insider research is “undertaken by members of 

organisational systems and communities”.  From an insider perspective within this study 

there is a requirement to understand the professional issues of developing midwives which 

Identify initial area –  

strengthening midwifery 

practice in MP India 

Reconnaissance – Situational 

Analysis 

General plan: following  

review of data. 

Implement  action steps 

Monitor implementation and effects 

Revise General Plan 

Action Step 1 – Development of 

written educational material 

Action Step 2 – Development of 

multimedia educational material 

Action Step 3 – Plan 

Implementation 

Action Step 4 – Test and Evaluate 

Reconnaissance -  explain any failure 

to implement and effects 

Cycle two 

Phase 1 

Phase 2 

Figure 3 Elliot’s (2001) Action Research Cycle (applied) 
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may have a positive influence on their practice and therefore on service provision. Using 

my years of experience within midwifery education and practice I have the skills to enable 

me to achieve a critical review of the situation and support any planned action. My 

personal midwifery experience also links me to the ANM who are the focus of this study. 

This Action Reaserch study required the ability to review the professional aspects of 

midwifery within Indian culture.  Meyers (2010) agent of change concept is embedded 

within this process as the aim is to improve the clinical practice of the ANM. 

My other perspective is that of an outsider who has little understanding of the organisation 

and social dimensions of the Indian culture.  I therefore needed a guide through the 

possible difficulties which might arise due to my outsider position. This aspect was the 

responsibility of my Indian partner, who organised meetings and arranged workshops.  

This demonstrates the different levels of partnership which develop within this study.  

Recognising these differences of insider or outsider positions established the working 

relationship and levels of collaboration within the partnerships. This social/professional 

working demanded a level of dexterity to be able to work across the 

gender/caste/professional barriers.  

Figure 4 Matrix of insider/outsider relationships 

Consultant Participant 

Partner  Collaborator 

Equality Inequality 

Experienced/expert Inexperienced in context 

Educator  Student 

Leader Follower 

My experiences, discussions and workshop activities were recorded within a diary to 

enable reflection and contemplation which resulted in possible solutions to challenges and 

aided debate with stakeholders. 

2.4 Ethical consideration for this Project: 

All projects which use human participants are required to fulfil the standards of ethical 

conduct. However as this study is one which evolves as it progresses through a problem 

solving approach and the journey cannot be predicted, the issue of ethics is then more 

complex as the process cannot be predicted (Meyer 1993). This study like all others 

requires the consideration of the participants and the traditional aspects of confidentiality, 

informed consent and the right to withdraw. Again this is more complex as this study is not 
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within a society where the individual is autonomous. Caballero (2002) whilst discussing 

ethics within a randomised control trial within developing countries has made some 

interesting points. He suggests that consent using husband’s permission is acceptable 

within certain circumstances. He continues to prefer that the permission should also be 

sought from the woman, which is congruent with collaborative working and a women 

centred approach. Robinson (2006) supports this by saying that people will only participate 

if they wish to. The dilemma is to ensure that these principles are present within the study 

but also acceptable to a culture where privacy and dignity do not appear to have the same 

meaning as British culture, which became evident when undertaking the situational 

analysis. The Indian aspects of this study are managed by my Indian partner, whose 

knowledge of the Indian requirements were respected due to his extensive experience of 

undertaking research studies using the general population.  As this study was under the 

supervision of a University educational programme, the proposal was scrutinised by Peer 

review following the required university standards. The issues which could present 

themselves are relating to informed consent, privacy, dignity and confidentiality. Ethics in 

this type of study are not initially clearly documented, due to the iterative process but then 

add to the complexities of a cross cultural study where the site of the research is within a 

different country to that of the researcher. 

Each action step of the study will have the integrated literature and the evaluation of each 

cycle as it progresses. A colour coded schematic diagram will be at the beginning of each 

part of the cycle to identify the contents and the involvement of the partners.  

 

2.5 Aims and objectives of the study 

The original aim was to “identify an educational process which would support the ANM in 

developing their knowledge in midwifery”. To do this the objective was to undertake a 

situation analysis (reconnaissance – Elliot 1991). Having completed the situational review 

this aim was refined and a hypothesis was developed. 

Aim: Evaluate the effectiveness of a specifically designed distance learning package to 

improve midwifery knowledge concerning normal pregnancy and childbirth for the ANM 

in India. 

Objectives were devised to achieve this outcome. 

 Develop a distance learning package to advance the knowledge of the ANM. 

 Translate and publish the educational programme onto Hindi 

 Produce a multimedia package to support the participants learning 
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 Pilot the educational programme  

 Evaluate this method of education for health staff development 

2.6 Data collection tools 

 Data from the reconnaissance recorded in field notes. 

 Data collected from the evaluation of this education method  by two questionnaires,   

a pre and post Multiple Choice Question paper (MCQ) followed by a personal 

evaluation questionnaire after the period of study. 

2.7 Data Analysis 

 Data collected during the reconnaissance analysed using PESTLE and SWOT,  

identifying  the main issues  affecting the planning of this study. 

 Data collected from the MCQ papers analysed using  Wilcoxon signed ranked 

statistical tool (SPSS v 18) 

 Personal evaluation data collected are reviewed for the main positive and negative 

comments. 

 Personal reflection using field notes of the meetings and discussions throughout the 

study (Chapter 9) 

2.8 Study overview 

This study is in two phases and comprises of two cycles which are: 

Phase 1  

Identifying of the issue: This represents the initial exploration of the issues surrounding 

strengthening midwifery within the State of Madhya Pradesh. This resulted in the three day 

workshop in Bhopal in 2000, during which the discussion regarding a three year direct 

entry programme for midwives was part of the proposed strategies to address the situation.  

Further discussion related to the development of a distance learning programme for the 

trained ANM. There had been a failed attempt to change the State Law (so that midwives 

can be registered and practice within Madhya Pradesh) due to a State Election of 

government which culminated in a change of political party, so the second strategy of a 

distance learning programme was agreed:-  

Reconnaissance (Elliot 1991): Situational analysis (Rowntree’s first stage (1994), Needs 

assessment (ADDIE 2001) 
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Field visits to three Indian States (Rajasthan, Uttar Pradesh and Madhya Pradesh) with 

interviews with State Ministers of Health and Family welfare, Doctors, Teachers of ANM, 

ANM in practice, Student ANM and women. 

An analysis of the findings was undertaken using PESTLE and SWOT models. 

Action Step1: Development of the distance learning material (Rowntree’s second stage 

(1994, design: ADDIE 2001)  

Action Step 2: Development of the multimedia support for the self-directed learning 

programme (including formative evaluation ADDIE 2001). 

Phase 2. 

Action Step 3: Plan Implementation 

Action Step 4: Test and evaluate (Rowntree’s third stage, ADDIE 2001) 

Monitor Implementation and Effects: Evaluation and reflection (Rowntree’s fourth stage). 

Reconnaissance: Explanation of any failure of implementation and effects (Elliot 1991, 

ADDIE 2001) 

Review Plan and commence cycle 2. 

 

Chapter three outlines the review by the State government of Madhya Pradesh of maternal 

health services provision and the proposed methods for strengthening of midwifery within 

the state. This represents the beginning of the study by identifying the problem. 
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Chapter 3: The Beginning: identification of issue 
 

 Identifying initial issue: Madhya Pradesh State Government review of 
maternity services 

The presentation of this aspect of the study is to place it within the political context of the 

State and explain the limitations resulting from the control by the State Minister of Health 

and Family welfare. The aim of initial review of the maternity services within the State of 

Madhya Pradesh undertaken by the Department of Health and Family Welfare was to 

outline the type of  action  required to address the maternal mortality rate which had been 

static for many decades, but remained very high (Ranjan and Stones 2004). The drivers for 

this inquiry were the Millennium Development Goals 4 and 5 (WHO 2000) which called 

for the reduction of global maternal and child mortality rates by 2015, to which the Indian 

government was a signatory.  It can also be seen that if the International Congress of 

Midwives standards for midwifery education and scope of practice were to be applied, the 

number of qualified midwives would be considered very low, as the length and breadth of 

the ANM education and training are not compliant with the standards (UNFPA 2011, ICM 

2010).  

A needs assessment undertaken by the State government of Madhya Pradesh identified a 

lack of Indian expertise in midwifery education and practice within the State. This 

highlighted the need for further consultation with experts in midwifery education to 

provide an expert view to meet the desired outcome of strengthening midwifery within the 

State. Consultation through a workshop was designed to discuss the possibility of 

providing improved midwifery education within the State. This included the Indian 

Nursing Council, representatives from United Nations Fund for Population Association 

(UNFPA) and Non Government Organisations (NGOs) working in midwifery related 

areas, local medical personnel, members from the medical council and myself as a 

midwifery educator. As part of this workshop, groups were organised to discuss aspects of 

having a new cadre of health professional and how they would be educated.  One group, 

chaired by me, was asked to devise a curriculum for midwives. Within this discussion the 

professional knowledge base was debated by all participants, some of which was used to 

develop the areas covered by the educational materials and develop the learning outcomes 

discussed in Chapter 4.  
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A Taskforce group had been established in 2000 to explore the issues raised by the 

consultation process and a decision was made to have two approaches to address the 

problem.  

Firstly, to explore the possibility of a 3 year educational programme for midwives (Foss 

and Chaurasia 2004), which necessitated a change in the State’s legislation as midwives, 

who are not also nurses, are not licensed to practice within India. Secondly to improve the 

ANM’s knowledge and skills through an educational package delivered across a large 

geographical area.  

Midwifery as a single professional qualification does not exist within India at present and 

such an arrangement was predicted to meet with some resistance both politically and 

professionally. State registration of midwives would offer them employment only within 

the state where they were registered. The workforce planning committee investigated 

capacity building (Chaurasia 2004) to ensure that the quality of care offered would be of a 

high standard.  Following a period of consultation by the taskforce group, it was decided to 

act upon the first approach to strengthening midwifery within Madhya Pradesh State. A 

three day workshop was organised, involving all stakeholders, to explore the requirements 

for a three year undergraduate educational programme for midwifery. The aim of the 

workshop was to develop a strategy for the development of a curriculum to educate the 

midwives, who would be registered to practice within the State. This proposal met with a 

wave of resistance from the Indian Nursing Council as they had developed a BSc in 

Nurse/Midwifery and would not sanction a Midwifery only programme.  

The State government pursued the development further.  The scope of practice for these 

new midwives and the legal requirements for their registration to practice within the State 

needed to be further investigated, as they would be required to undertake practices, which 

were not within the current scope of the ANM or degree nurses. These included 

prescribing and administering drugs which at present required a medical prescription. I was 

invited to participate as a consultant in midwifery practice and education to broaden the 

discussion and chair a group “mapping” a curriculum.   

Following a turbulent period of discussion and consultation (2000-2004), a change in 

legislation was prepared and this was followed by some further discourse with the legal 

departments in both the State and National governments as the title of ‘midwife’ and ‘dai’ 

caused some debate. Nationally, a dai was considered to be a midwife although they were 

women who are illiterate and had no formal training. The accepted definition of a midwife 

globally, had greater academic and professional status. Finally the change to the state 

legislation was complete but was unable to be installed within the constitution, as a state 
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election in 2005 changed the governing party and the focus for the development of the 

health services dramatically changed.  

The second suggestion, to up-date the knowledge of ANMs in service, did not require any 

state legislation changes and could be investigated further without governmental approval. 

This offered an opportunity for me to work with the Shyam Institute on this study, which 

would require further understanding of the situation before any solutions as to how to 

proceed could be considered. This led to an enquiry to establish the feasibility of the 

proposed task, to improve the educational underpinning of the ANMs in clinical practice. 

Scoping the role and education of ANMs would give an insight into their possible 

requirements for post qualifying education.  The diagram below outlines the situational 

analysis which is used to aid the decision  making process.  
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Problem: what is the situation of maternal health care within Madhya Pradesh? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Situational analysis  State visits – Madhya Pradesh. Rajasthan and Uttar Pradesh 

Schools for Nurse/Midwifery – interviews with Directors of Health and 
Family welfare, tutors and students  

Nurse/Midwives – private Hospital, Government Hospitals, community 

settings in rural areas including villages. 

Results: approximately 90,000 nurse/midwives in State, traditional 
teaching methods, low fiscal support, no post qualifying education, 

Educational provision varies dependant on tutor education and 

speciality, poor skills acquisition in clinical practice, no supervision in 

practice. 

Geographical area, no financial support, traditionally residential 

teaching- Nurse/midwives taken out of practice, away from family, no 

teachers available; this could lead to lack of commitment and 
difficulties. 

Teaching and learning strategy discussion 
with partners 
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 3.2 Reconnaissance: Situational analysis 

Further investigation into the feasibility of using any method of education required some 

consideration of factors which affect those who would participate in the educational 

process. Rowntree’s (1994) first step in developing an educational strategy requires an 

understanding of the social, educational and professional status of the audience of the 

educational programme. Elliot’s model (1991) refers to “reconnaissance” and is part of the 

“looking” process described by Stringer (1999), before a general plan can be developed. 

Gathering and analysing the information before discussing with stake holders how to best 

address this situation was vital. A situational analysis of all these aspects was therefore 

required to provide the basis for any decision making or general plan development related 

to an educational strategy or method of teaching and learning. This analysis together with 

the fiscal situation in Madhya Pradesh will influence any outcomes for future development 

and a PESTLE model was used to further enhance the analysis. 

3.2.1 Reconnaissance Schedule 

Visits Data Collection:  Recorded in Field 

notes 

National Department  and Three state 

Departments of Health and Family 

Welfare; Rajasthan, Uttar Pradesh and 

Madhya Pradesh  

Interviews with three Ministers of 

Health and Family Welfare. 

Three district hospitals, Two primary 

health clinics, Two sub-stations, One 

private hospital. 

Interviews with three Chief Medical 

officers, Two medical officers, Four 

ANM 

Six schools of ANM Interview with six Teachers of ANM, 

Two groups of ANM students 

Three villages Interviews with three women with 

permission from their husbands or 

fathers-in-law 

 

An organised visit in 2004 to explore these aspects  in three Indian states of Rajasthan, 

Madhya Pradesh and Uttar Pradesh in the Northern/Central part of India. All these states 
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have high maternal mortality rates with low literacy and social status of women. During 

these visits I as accompanied by an Indian colleague with the language and cultural skills 

required to ensure a successful outcome. 

The itinerary included: 

1. Departments of health and family welfare: 

National and State Departments of Health and Family Welfare in Rajasthan, Uttar 

Pradesh and Madhya Pradesh , who have the responsibility of providing health 

services throughout the states. I met with the Dean of Studies in the National 

Department of Health and Family Welfare in Delhi. Through discussion with her, an 

exploration of possible options to strengthen midwifery within India took place. She 

became very interested in the possibility of an educational programme as an in-

service training for ANMs to improve maternal health provision and was keen to be 

informed of any progress if this were to be decided upon. 

The State Ministers’ reaction varied and their apparent underpinning beliefs and 

values dictated their views. One minister was very interested and discussed the 

potential of any educational programme. He highlighted the difficulties of the 

expansive geography and fiscal requirements for institutional education, for which 

funds were not available, and the traditional teaching methods used. 

Another showed little regard for the state of women’s health and was indifferent to a 

proposal to improve the knowledge and skills of the ANM. The final minister 

showed no interest but sanctioned our visit to a school for the ANM training within 

his authority. These meetings were very difficult, as the discourse was in front of 

many other people who wished to speak with the minister. This lack of privacy 

meant that the minister could gain support from others within the room to his attitude 

towards my proposal, this at times creating a very negative atmosphere. 

 

2. Educational institutions: 

Visits within these states included six schools for ANM training. These offered an 

insight into the diverse standards which exist in both education and clinical practice 

experiences. The national curriculum for the training of ANM originated from 1976 

and continued without review until 2010. Although several requests were made to the 

Nursing Council and several promises given, this document was not made available. 

Of the six schools visited there were two which had teachers with valid clinical 

experiences in nursing and midwifery. These teachers had a degree in Nursing and 

were very committed to providing the best education they could, with the limited 
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resources available. The main educational textbook was a Textbook for Midwives by 

Myles circa 1956, which had recently been translated into Hindi. The discussions 

with the teachers identified many issues including student selection: not controlled 

by them but others. The lack of clinical experience they could offer students due to 

the medical officers controlling the practice arena, preventing students’ access to 

patients. However, one school in Madhya Pradesh had worked hard to overcome this 

obstacle and their students had the opportunity to deliver babies in the hospital 

setting.   

In one school the teacher employed to run the programme for the education of ANM 

was not the most suitable, as she was neither a nurse nor a midwife but a social 

worker. The lack of trained teachers with clinical experience added to the poor 

educational experiences for some of the students.  

Discussion with some students also highlighted the limited experiences and learning 

resources, which prevented them from acquiring the knowledge and skills to practice 

their new profession effectively. The respect they had for their teachers was high and 

reflected the status of teachers in Indian society. 

 

3. Visits to the ANM: 

Community visits provided an understanding of the ANM’s daily practice. These 

visits included health facilities from Sub-stations, where the ANMs are situated in 

the villages and primary health centres, where there was only one doctor, who often 

was not a woman with specialist obstetrics and gynaecology knowledge. One 

primary health facility had an expert in Ear, Nose and Throat disorders, who was 

expected to cover all aspects of medicine including maternity cases. Every doctor has 

a rural placement following their training but many refuse to fulfil this part of their 

clinical commitment (Saini et al 2012). The low standard of infection prevention was 

apparent from the washed latex gloves drying in the sun and the unclean linen on 

delivery beds. The lack of equipment and drugs were the focus of the discussion.  

A woman doctor at the district hospital talked as she continued with her clinic in full 

view of everybody and expressed her anger at the amount of work she was required 

to do. This also demonstrated to me a lack of privacy and dignity for those who were 

seeking her professional advice, but it appeared to be an acceptable method of 

working. She also felt that she was totally responsible for the care given by the ANM 

to women in labour and would, when necessary, come and listen to the fetal heart 

every 15 minutes. At another district hospital the Medical Director was very 

interested in improving the skills and knowledge of the ANM in the community. He 
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listened as the role of the British midwife was explained and discussed the role of the 

midwife in emergency situations. His reaction to the discussion was to train all his 

ANMs to be able to cannulate women, so they may have the chance to stabilise the 

woman’s condition, if they needed transfer to hospital for postpartum haemorrhage, 

totally missing the need to control the bleeding first. The ANMs were very happy to 

talk about their practice and the limitations they experienced, demonstrating a lack of 

knowledge and skills to provide high standard of care within the communities where 

they were employed. Post qualifying education was not available to update 

knowledge or skills and many ANMs have found that they lost confidence in using 

skills which were used infrequently. When asked if they would like further 

education, the response was mainly positive. Many issues of complex antenatal and 

labour situations they felt inadequate to deal with. These included the lack of a good 

transport system and roads, the distance to travel to a health facility which was 

equipped to manage a critical situation and the need to gain family permission to 

refer the woman. Poverty often meant that transfer was not possible and poor roads 

deteriorated further in the rainy season, resulting in either maternal or neonatal 

morbidity or mortality. This highlighted again the low status of women combined 

with the low status of the ANMs within the health system causing delay in transfer 

with the strong possibility of a poor pregnancy outcome. 

 

4. Village visits 

Visiting villages with the ANM was an interesting activity as it put their story into 

context and gave an opportunity to talk to women about their experiences of the 

services provided and their concerns for their own wellbeing. Many were worried 

they might die in childbirth and wished to be delivered in a health facility, but had 

not considered the competence of the medical staff within them. Governmental 

Policy for reproductive health services was that all women should achieve delivery 

within the safe environment of a health facility but as yet the Government had not 

addressed the issues of unskilled attendants at birth.  There may have been an 

assumption that the medical and midwifery staff were educated for this task and did 

not lack knowledge and skill to achieve a positive outcome. 

 

Utilising the information gained from the discussions with women during the situational 

analysis, figure five demonstrates the issues relating to the concerns of Indian women as 

well as issues within the health service provision.  It can be seen that some of these are 
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duplicated in the PESTEL analysis (figure 6) however, it gives greater credence to the 

issues as these are the voices of women using the service. 

 

Figure 5 Diagram of issues in maternal health care 

 

 

 

Discussion with the Minister of Health and Family Welfare in Madhya Pradesh identified 

that the number of ANMs working within the State was approximately 90,000. Most were 

working within community settings and isolated from professional medical support. At the 

time of this discussion (2004) the Minister of Health and Family Welfare was a woman, 

who was very interested in improving the knowledge and skill of the ANMs. After the 

election this role was taken by a male medical doctor, who was not that interested in the 

proposal. This could have been his cultural view of women or his professional view of 

ANMs or the possibility of financial implications; it was difficult to identify a reason. 

While he did not show a positive attitude he did not obstruct the continuation of the study. 

 

Using the PESTLE model (figure6) the findings from the field visits and meetings with 

health personnel and women were analysed to identify the main issues to aid the decision 

making process. These considered the broader issues which impacted on the effectiveness 

of the service delivery by ANM and the possible issues which would impede the 

development of an educational programme. 
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Decision: 

Following the situational analysis it was apparent that the educational needs of the ANMs 

were related to their knowledge base and clinical skills including clinical decision making.  

The geographically dispersed nature of these health workers and their large number 

provided a challenge to meet the requirements of improved knowledge and skills. 

Traditional didactic teaching methods are employed within the pre-registration nursing and 

midwifery education programme which caters for small numbers of residential students 

and is the usual method of providing education at all levels. This requires commitment 

from the Chief Medical Officer to send ANMs to a single destination, financial outlay for 

travelling costs and the teaching staff.  A “diem” is usually given to those who are 

undertaking a residential course, increasing the financial burden. This would also mean 

that the ANMs were not working for the duration of the study period causing a reduction in 

the care offered.   

Many families would be without the mother as she would be away on a residential training 

programme, increasing the burden on other family members if living in an extended family 

but increasing problems for those without this support.  Many may not attend if the 

distance is too great and the period as too long as their husbands would prevent them 

attending. 
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Figure 6 PESTLE model outlining issues 

Category Factors (in no particular order) 

Political 

 Federal government policy to reduce maternal mortality in line with 

MDG5 

 Ministers who are innovative and who embrace change 

 Lack of fiscal funds available to support any development.  

 Ministers who have traditional social views and not supportive of any 

improvement.  

 Professional dominance by the medical profession. 

 No post qualification education 

Economic 

 No Fiscal support for training 

 Poor pay for ANMs 

 Poor health care infrastructure 

Social 

 Geography of the population impacts on service provision 

 Health facilities too far away 

 Poor roads and transport 

 Low status of women who have no power to make decisions 

 Woman’s role within the family 

 ANM are required to fulfil family requirements and may not have the 

power to make decisions regarding professional needs 

 Poverty 

 Need mothers and ANMs to work 

 Desire of health service workers for further education 

Technological 

 Poor educational standards in training schools 

 Lack of teaching resources including books and clinical models 

 No post qualifying education 

 No access to computers and internet 

 Lack of competence based education 

 Lack of clinical experience 

 

Legal 
 Limitations on the role of ANMs 

 No professional standards 

 Dai legally a midwife 

Environmental 

 Medical dominance 

 Lack of clinical resources 

 ANM working alone 

 Poor clinical skills acquisition 

 Teachers not trained to high standard and may have no clinical 

experience 

  Total number of ANM equals approximately 90,000 

 

Further consideration and analysis was undertaken of the potential issues for an 

educational programme using a SWOT analysis ((Schober and Affara, 2006. Figure 7). 

The results of the situational analysis demonstrated that an educational strategy needed to 

be considered. In discussion with my project partner, taking into consideration all the 

influencing factors, there was a need for an educational programme without the ANM 

leaving their family and clinical practice area, which would not require governmental 

control or fiscal provision. Exploring the options meant that traditional education with 

residential accommodation was too expensive and would require ANMs to leave their 

family and clinical area. Residential education although normal within India would also 
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cause disruption to family status quo. A self-directed distance learning programme offered 

a flexible approach, which allowed the participants to use their time effectively and 

maintain their working and family commitments. No governmental fiscal provision would 

be initially required but funding for the development and implementation would be needed 

and was dependant on successful grant applications. 

This option of a self- directed educational programme was reviewed by the retired Director 

of Public Health and members of the Shyham Institute. They agreed that this was the best 

option but one which had some risks, as this type of approach had not been used with this 

level of health care worker. Risk limitation was required to ensure a positive outcome as 

political and professional agendas required to be successfully negotiated. Shyam Institute 

would be responsible for this aspect by using personal contacts and knowledge of the 

systems within the State.  

Figure 7 SWOT analysis of possible educational strategy: 

 

 

 

With this information an inductive hypothesis was formulated on the premise that an 

educational programme for the ANMs would improve their knowledge base. If applied this 

would also impact on their clinical and decision making skills. The hypothesis is to test the 

assumption that education is a positive method of improving knowledge and performance. 

The hypothesis is congruent with educational theory ( Jarvis 2010 ) and social change 

(Lewin 1946, Friere 1972, Habermas, 1981).  
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“Engagement with self-directed educational materials will improve the basic knowledge 

of normal pregnancy and childbirth of ANMs”.  

 

Funding 

Funding was sought from 2006 to 2008 and culminated in six applications to various UK 

and international funding bodies. The final applications were to two UK charities, 

separating the costs of developing the multimedia resource and the educational materials 

testing, resulting in successful applications.  

The development of the teaching and learning materials is presented in chapter four 

demonstrating the methods used and the exploration of the literature. 

 

3.3 Summary:  

The reconnaissance (Elliot 2001) resulted in an extensive analysis of the education and 

working environment of the ANMs was completed and revealed that as Auxiliary 

Nurse/Midwives they have not been educated to meet their clinical practice requirements. 

The curriculum was outdated and required some review; however this would not be to the 

advantage of those already practising. Due to the constraints identified it would not be 

possible to use traditional teaching methods to offer post registration education. A decision 

to provide a teaching and learning programme which was self- directed was made. 

Therefore the next step was to consider the presentation and content of the educational 

material.  The diagram below set out the chain of actions required to continue with this 

study and is explored further in chapter 4.  
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Action Step 1: Development in Teaching and Learning material 

Problem: What is required for the development of  learning/teaching material 
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Literature review: distance learning  

Review other self-directed teaching materials – Open University, GCSE 

revision materials and materials from other institutions for colleagues. 

Indian National curriculum not updated since inception 1976 – not made 

available. 

Funding sought  

Using ICM standards (2008, 2011) and content plus personal experience; main 

content agreed with study partner and some stakeholders – Indian 

Gynaecologist and retired Director of Public Health 

Workbook developed and translated 

Content reviewed by some stakeholders – retired Director of Public Health, 

Two Gynaecologists and a workshop with Nursing College  Director, six 

Nurse/midwifery Tutors and three Nurse/Midwives 

Design of final workbook presentation – Indian 

partner  

Development of multimedia support 
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Chapter 4: Development of teaching and learning material 

4.0 Introduction: 

Following the situational analysis which identified the poor skills and knowledge of the 

ANM, a decision to improve their knowledge base was considered one method of 

improving the care offered to pregnant women. Due to the lack of fiscal support, careful 

consideration of the type of educational material was needed. Employing a flexible method 

of learning and teaching needed to be considered. Much of this work was undertaken over 

a number of visits to Madhya Pradesh and discussions with Government officials, teachers 

of ANMs and the ANMs themselves who offered an insight into the potential areas for 

development and testing. It became apparent that there were State and local factors which 

required consideration.  

State Level: 

 Geography 

 Numbers of ANM 

 Finance 

 Access to education facility 

 Lack of resources in Hindi 

 Lack of expertise in midwifery 

Local level: 

 ANMs are women and will need permission to go for training 

 Local service provision disruption due to staff on training 

 Finance 

 Family disruption increasing stress 

 Lack of trainers in midwifery with the required knowledge. 

 Lack of resources 

 

Reviewing these factors, it became clear that one method of educational delivery could be 

effectively employed: distance learning: a method not used in nursing and midwifery 

professional development within India nor in the State of Madhya Pradesh, but one with a 

number of advantages. It would help to alleviate the issues associated with the ANM 

leaving their work place and their families for a period of time, to reduce the costs. This 

action step explores the issues and processes of developing a learning programme which is 

to be used at a distance from the developer and teacher. This educational programme is 
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required to meet the needs of the learners, so reviewing the literature regarding distance 

learning offers an insight into the possible issues. It provides some positive methods for 

developing this type of educational material and an understanding of student learning 

issues which would need to be addressed from the outset. 

Over the past two decades, distance learning materials have fundamentally changed from 

the original correspondence courses to web based programmes, which incorporate all 

educational levels and include academic as well as vocational education (Quinn and 

Hughes 2007). For this project a distance learning method underpins the educational 

materials offered and due to the limited access to informational technology will be text 

based in hard copy.  

4.2 Background to distance education development: 

The terminology used to describe educational materials; open, distance and flexible is 

often interchangeable and has caused some confusion when considering a definition 

(Quinn and Hughes 2007). Distance learning is related to distance between the student and 

the teacher, thus requiring the transfer of the materials to the student location.   

Keegan (1996) and Bernard et al (2004) suggest that distance learning has a number of 

components which distinguish learning at a distance from traditional face to face classroom 

approaches. These include a geographical distance between educators and students and this 

may extend to a distance between students as well. Planning, preparation and provision for 

student support with two way communication and the use of technical media was 

considered important.  

However the use of the adjective “open” is also synonymous with distance education, 

possibly due to the advertising and introduction of Open universities appealing to the 

public and applying the notion of access to everyone (Holmberg 1991). “Open” has now 

taken on a different definition as some journals offer people interested in their contents 

access free of charge, as they have the philosophy of knowledge transfer being accessible 

to all. Rogers (2001) defines open learning as a system of education where the learners are 

not constrained by the environment, so they can work at their own pace using the resources 

provided but with minimal contact with educators.  Both these terms could be considered 

two modes of educational delivery which is flexible. There are some similarities in these 

modes of delivery but very distinct differences.  Hull (1998) outlines the underpinning 

philosophy of open learning as the centrality of the student which does not focus on the 

content but the process of the learning, which requires student ownership and a reflective 

process to integrate theory to practice.   
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Since its inception, distance learning (DL) has received a great deal of interest and has 

become a valid alternative in educational delivery ( Rumble  2004). Global application has 

occurred including “Open Universities” in the UK and within developing countries such as 

India and China (Wei-yuan Zhang and Namin Shin 2002, Aslam 2000). Distance learning 

has in recent years become an industry with many global institutions offering a vast 

number of self-directed courses at all academic and vocational levels (Pawar 2000, Asian 

Development Bank 1999, Mullick 1987). Whilst DL has focussed on traditional higher 

educational courses leading to basic degree or above (Wei-yuan Zhang and Namin Shin 

2002), it has not  yet been used for continuous education or updating of trained health care 

workers in developing countries, where there is little access to information technology 

(Penny and Murray 2000). Successful application of this method is evident within the UK 

to support the Enrolled Nurse Conversion course to upgrade these first level nurses to the 

general nursing register (Dearnley and Matthew 2000). Post qualifying education in the 

UK by the Open University and the USA (Southernwood 2008, Cook et al 2004, Damazo 

et al 2002) suggests that there is the potential to apply distance learning to other healthcare 

workers in different contexts.  

The literature review for this study has three dimensions as the complexity of this project 

covers several aspects of education and professional development. The focus of this search 

has been to identify literature on the use of distance learning within a professional 

development perspective. Literature appertaining to distance and open learning has been 

accessed to aid the development of a strategy for the improved understanding of the 

researcher and the development of the distance learning environment. Some of the 

available literature is dated but relevant to the development and use of hard copy materials 

as the new methods are computer based and not relevant to this study. Literature is also 

reviewed in chapter 6 and 9 for the development of an evaluation strategy and reviewing 

the process of partnership. 

Published literature within the field of distance learning is readily available, but within the 

professional development of health workers it remains limited and of a discursive nature. 

Distance education within nursing and midwifery had been developed to reach students in 

rural areas in Ireland, USA and Australia (Carr 1999, Kennedy 2002, Morrow et al2007) 

and in Eritrea by a university situated in the USA (Johnson et al 2007). Within developed 

countries this has taken the form of computer based studies and the use of the internet; 

however the experiences of the Eritrea programme identified a similar situation to that of 

India. Unlike developed countries where computers are in every household, this is not the 

case in Eritrea or India and if there are computers within the household, the principle users 
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are the male members and children in education. In Eritrea a special room was populated 

with all the equipment required for their educational experiences, which was not possible 

in the State of Madhya Pradesh due to the fiscal and geographical limitations. Johnson et al 

(2007) also highlighted the need to understand the education and health systems of the 

country to enhance a successful outcome. Hence, the importance of the situational analysis 

to illuminate the academic and professional knowledge levels of the ANMs.  

4.3 Distance learning materials development:  

A plethora of literature on the use of distance learning material is available. A preliminary 

search identified vast numbers of published works both national and international. Within 

the developed world there are many institutions offering “on-line” courses. Bridging the 

gap between the continents is something that has appealed to many, with some new cyber 

institutions evolving to provide courses in health related topics to less developed countries 

(www.Peoples-Uni.org 2009).  

Models for the designing of distance learning materials are available; such as the Analysis 

Design Development Implementation Evaluation (ADDIE) model, which follows a similar 

format to Rowntree (1994) and contains ten core elements (Dick, et al2001).  This model 

has been considered to be rigid (Akbulut 2007) but does offer all the elements for 

designing educational materials.  Its application appears to be linked with computer based 

educational programmes, although its application to the designing of any teaching 

materials is evident.  Rowntree’s model is less specific and therefore less rigid. Both offer 

similar guidance; Rowntree’s model is used for the designing phase of the distance 

learning materials. However, the model design suggests that the ADDIE design model is 

cyclical and offers multiple evaluation points throughout the development of the 

educational programme and therefore greater guidance. 

Rowntree’s model (1994) outlines the development of distance learning materials and 

includes: understanding the potential students, realistic application of the resources 

available, developing the distance learning package and finally implementation and 

evaluation.  

The initial phase of this study following the situational analysis is the development of the 

teaching/learning materials to be used. The literature related to the development of distance 

learning programmes has guided this development. 

Authors who offer some understanding of the process have been involved in the 

development of pre-registration distance learning modules in developed countries with 

good internet access (Morrow, et al2007, Laidlow et al 2003, Hesketh et al 200,1 Carr 
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1999). However there is much to be learnt from the experience of others. Laidlow et al 

(2003) and Hesketh et al (2001) offer some insights into the development of distance 

learning modules for the medical profession. They identify that there are several areas for 

consideration. Laidlaw et al offers an insight into the learning and teaching aspects whilst 

Hesketh et al explores the development aspects of the materials. Hesketh et al developed 

seven key areas for consideration following the evaluation of the process involved in 

developing a distance learning programme for dentists. Using an educational “needs” 

assessment for the programme and assessing the attitude of the students to change was 

found to be essential. The everyday lives of the potential students need to be considered 

when developing distance learning programmes and this is supported by Rowntree’s model 

on knowing your potential students. Course content needs to be clearly defined and 

evidence based with a focus on the students’ needs. Like Laidlaw et al, Hesketh et al 

identified that the students require engagement with the learning materials ensuring that as 

many learning styles are accommodated as possible. They also focussed on the learning 

outcomes, which are clinically based. Offering practical advice within the taught 

component was identified as a method of changing practice. They suggested a multi-

professional team approach to designing and facilitating the programme, which offers a 

breadth of experience to the process.  

Laidlaw et al appreciated that each student has a different learning style and therefore the 

materials are required to incorporate different styles to maintain the student’s focus. Their 

course was developed with experts to ensure that it meets the highest standard and offers 

the students an engaging focus using content enhancements. These were used to engage the 

students with the content and enable them to link theory to practice. Burnand and 

Lundgren (1994) suggested that there are two types of structure dependant on the 

requirements for the taught programme and the students accessing it. They suggest that 

highly structured materials would foster dependent students, whilst low structure 

encourages the students to take some responsibility for their own learning, therefore 

fostering independence. This demonstrates that distance learning could be described as a 

continuum as the underpinning philosophy is related to the delivery and pedagogy used, as 

demonstrated by the interchangeable use of terms such as flexible, open and distance. This 

differentiation of design is supported by Carnwell (1998) and Gibb (1984) and is 

dependent on the external factors, which influence the design and the perceived outcomes. 

All these authors are preparing courses for a western audience, who have gained a number 

of study skills throughout their formal and professional education. This may not be the 

case for the ANMs, who have had little formal education, which was delivered in a very 
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structured and traditional didactic manner. Therefore this aspect requires greater 

consideration when preparing educational material they will be using independently. A 

more structured approach which guides the study may be the best option as this helps them 

to achieve a positive outcome and is aligned with their traditional didactic educational 

approach. 

Distance learning is underpinned by the concept or pedagogy of Adult learning as opposed 

to the pedagogy of child learning (Chapman 2000, Ayer and Smith 1998, Gibb 1984), 

suggesting that adults have a greater grasp of what they need from the process. This 

therefore suggests a continuum from pedagogy to andragogy, the principles of the first 

being the art of transmitting the content of what is being taught, whilst the other is the art 

of helping adults to learn (Pew 2007).  Central to any pedagogical approach is the 

philosophy which underpins it. Distance learning has developed through the decades from 

the use of fixed content delivery via hard copy and media support to the complex 

multimedia technologies available today. The philosophical models used within distance 

learning have also changed to incorporate a much more fluid and open approach, to build 

networks, contacts and resources (Anderson and Dron 2011, Downes 2008). The 

philosophical underpinning used within this study is a cognitive-behavioural framework, 

which is based upon Gagne’s (1965) linear and structured approach.  The users of these 

teaching/ learning materials require structured material that guides their understanding, 

whilst building on their previous educational experiences.  Using a strategy of linking 

theory to practice to enable them to apply their new knowledge to their clinical 

environment also needed some consideration. 

The concept of learning can therefore mean different things to different people (Van 

Rossum and Taylor 1987, Van Rossum, et al1985) depending on their motivation and 

experience. Adult students use their learning to meet their personal needs from memorising 

facts to extending their knowledge. This supports the notion of professional development, 

which may impact on their personal development not just their professional, depending on 

that person’s concept of learning. 

Potentially the benefits of a self- directed method of learning are convenience and 

flexibility (Carnwell 2000, Moore and Kearlsy 1996, Rumble 1989), allowing students to 

manage home, family and work commitments. Morrow, et al(2007) discuss the use of a 

blended method of course delivery for student midwives. Whilst this is not a method 

available to the students who are participating in this study, it does offer some of the 

advantages of distance learning. Students found that they appreciated not having to travel 

to classroom led education. They had control over when they studied and fitted it around 
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with their other commitments (Carnwell  2000). This is supported by Gloveret al (2001) 

who delivered a pre-qualifying midwifery programme at a distance. This aspect requires 

further consideration within the proposed educational material, so that the students feel 

empowered to take control when they study. 

Possible negativities of this type of education are related to the learner, as they have to be 

motivated and self-disciplined (Birk 1997) and they can feel isolated which de-motivates 

them (McPhee and Nohr 2000). Pew (2007) points out that motivation is one of the key 

components to successful outcomes and that adult education assumes that the adult is 

responsible for their own motivation, which underpins distance learning.  

Facilitation from a distance is an area of concern and has been highlighted by many 

(Hewitt-Taylor 2003, Kennedy 2002, Fox et al 2001). Kennedy (2002) calculated the time 

spent on student/tutor contact during traditional and distance learning indicating that 29% 

more time was need for distant learning students than for those accessing traditional 

classroom teaching. This aspect is further endorsed by both Hewitt-Taylor (2003) and Fox 

et al (2001), if the students are to have a high quality experience.  

4.4 Teaching and learning materials: 

As the educational material was for a different culture and health care setting, it was 

important to become acquainted with both. Several visits to the Northern and Central 

regions of India (2004) identified that although the main aspects of health care were 

similar, they were also very different from state to state as outlined in chapter 3. This was 

supported by the anthropological studies already discussed in chapter one. Planned action 

was to improve the knowledge in normal midwifery through an educational method 

designed for the registered ANMs within the State. The decision to use normal midwifery 

as the focus was to build on the ANM’s prior education with the express desire to update 

and expand that knowledge. It was apparent throughout the discussions when undertaking 

the situational analysis, that the basic knowledge appertaining to normal pregnancy and 

childbirth processes was limited. 

Although post qualifying education is a professional requirement within developed 

countries such as the UK and has been for many years, this is not the case in India where it 

is new concept. The practicality of delivering traditional methods of teaching to such a vast 

geographically dispersed population posed another challenge. The situational analysis in 

2004, proffered an insight into the challenges, which were not only within the current 

education and training programmes, but within the health services. Discussions with tutors 

and students identified a lack of resources available within their own national language 
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(Hindi). Students struggled to gain confidence in their midwifery skills as they were not 

permitted by the medical staff to practice within the clinical environment. It was also 

important that the educational material was not visualised as a re-training programme, as 

the trained ANM may find this unacceptable. The use of study material would enhance 

their original knowledge base and training, whilst motivating their interest in the normal 

process of childbirth.  

A print based workbook was identified as a possible means of providing the required 

instruction, supported by a multimedia resource of clinical skills. Any development of 

teaching materials relating to maternal health would be required to take into consideration 

the ICM competencies (Fullerton et al 2004) for midwives (skilled birth attendant). This 

would support the Indian government’s commitment to improve maternal health outcomes 

and services. As the education of the ANMs was very limited and was not applied to the 

practice setting, it was important to take these issues into consideration when designing the 

final documentation. Development of the material can be undertaken by non- Indian 

nationals and translated into the local language to meet the local needs.  

4.5 Development of midwifery educational material: 

It was identified that the trained ANMs knowledge base of the anatomy and physiology of 

normal childbirth was limited as contemporary resources were not available. Whilst not 

wanting to reproduce a whole textbook, which was based on the original ANM training 

programme, there was a need to refresh their knowledge.  This offered the opportunity to 

introduce new ways of working and evidence based practice, expanding their knowledge 

and meeting the requirements of the ICM (2010) midwifery competencies.  

Designing any teaching material requires some exploration of successful materials 

available within the self-directed sphere of texts. An initial assessment of other learning 

materials available, which were text based, as the main source of information giving was 

undertaken. Books for teaching anatomy and physiology were accessed and aspects of their 

presentation were considered. These clearly used simple terms and language within a 

colour coded system for activities within the text. Supporting visual aids were provided to 

support the text, which offered students the ability to apply the theory to the context of 

study.  

Materials from the Open University (UK) were also sampled as these support students 

studying at all higher educational levels very successfully. The diverse multi-media 

approach offered students, with different learning experiences, the opportunity to select 

what they needed to achieve the learning outcome. With the results of this exploration and 
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taking into consideration the outcome of the situational analysis, a hard copy workbook 

with supporting multimedia resource (DVD) in Hindi, was considered the most efficient 

method to deliver the learning materials. The ANMs could read the material in their own 

language and play the DVD as often as they required if they have access to DVD players.  

4.6 Workbook development: 

Drawing on my personal professional experience of using workbooks within the 

educational programmes in nursing and midwifery, a print based workbook was developed 

to aid the students to achieve the learning outcomes for midwifery, which were based on 

the ICM (2010) competencies. My personal experience gave me an understanding that the 

workbook not only needed to develop the students’ knowledge but to encourage further 

personal interest to explore aspects related to the topic. The content of the workbook was 

discussed with my partner and his contacts within the medical profession. This was an 

interesting meeting as they appeared to be limiting the content so it was going to be a 

challenge to introduce some new ways of working or to provoke the participants to reflect 

on the care they may have been offering.  

The focus on the development of a print based workbook was made following a discussion 

with my collaborating Indian partner, who identified that the majority of women do not 

have access to the use of a computer. Therefore this limited the potential of using internet 

facilities, which could enhance the content of the workbook. These would also have helped 

with the graphic interpretation of some of the aspects of anatomy and physiology by using 

social networks such as U-Tube, where a number of animated films can be visualised.  

Following discussions during field work in 2004 with ANMs and their educators it was 

apparent that there was an inability to apply theory to practice and skills rehearsal within 

the clinical area. Therefore helping them to apply theory to practice using normal 

pregnancy and childbirth as the foci, builds on their knowledge base and extends its 

application further, using examples from my experience in midwifery education and 

training in the UK, to meet the requirements of the ICM (2010) for normal childbirth 

practices and introducing an evidenced based approach. This also supports the concept of 

knowing the normal processes of childbirth before developing an understanding of any 

deviation from that process.  

Developing learning outcomes to guide the participants, so that they are aware of their aim 

in undertaking the study was the next step. Information acquired through the State 

workshop on strengthening midwifery (curriculum group) guided the learning outcome 
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development. Learning outcomes need to be achievable and understandable by the 

participants:  

 Explain the normal anatomy and physiology of the female reproductive system 

 Explain the normal changes in pregnancy 

 Describe normal labour and it’s mechanism 

 Explain the use of the partogram 

 Describe infection control methods 

 Explain normal post natal physiological changes 

 Describe thermoregulation in the new born 

With these learning outcomes the focus of the workbook covered the main anatomy and 

physiology of normal pregnancy and childbirth with midwifery skills, care and 

management. Underpinning the midwifery theory was the evidence from modern 

midwifery related texts on anatomy and physiology, aiming not only to refresh the NMs 

knowledge but to extend it, so they can understand the physical interactions of the 

childbirth process. The use of pictures to support the text was required to enable the 

students to develop a visual understanding of the anatomy and physiology but this proved 

to a challenge. Copyright issues often overshadowed progress, some permissions were 

given free of charge but other pictures were removed as copyright agreement was not 

given. Diagrams used within the text to illustrate the anatomy and skills were investigated 

for copyright, which was sought if required. Several diagrams were discarded due to the 

negative response by publishers to requests for inclusion in the workbook. Several 

publishers required remuneration for inclusion, which had not been included in the overall 

budget estimation, and therefore these diagrams were also not included.  

Taking some ideas from other texts available, the workbook was divided into learning 

zones; each learning zone offered a different practice area, ensuring the associated topics 

were included. Four learning zones covered antenatal, labour, postnatal and neonatal 

practice, with each zone being further divided to cover vital aspects of anatomy, 

physiology, care and management. New ways of working including the WHO antenatal 

care package, different birthing positions, how to use the Partogram, record keeping and 

communication were introduced which also aimed at improving the participants’ 

professional understanding. As this workbook was aimed at trained ANMs, it was 

important that the more well-known aspects were not included, such as estimating the date 

of delivery, so that the ANMs initial education was acknowledged and respected. However 

this was included at a later date following the Critical workshop with ANM teachers who 

reviewed the content to ensure it was relevant to the clinical practice of the ANM.  
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Development of any midwifery teaching and learning material require to be embedded 

within the ICM (2010) competencies with the underpinning principles identified within the 

key concepts below. 

KEY MIDWIFERY CONCEPTS (ICM 2010): 

There are a number of key midwifery concepts that define the unique role of midwives in 

promoting the health of women and childbearing families.  

These include: 

 partnership with women to promote self-care and the health of mothers, infants, and 

families; 

 respect for human dignity and for women as persons with full human rights; 

advocacy for women so that their voices are heard; 

 cultural sensitivity, including working with women and health care providers to 

overcome normal life events. 

These principles are fundamental to enhancing care to pregnant women and are included 

within the workbook. Activities were designed to focus on practice and include these 

principles, encouraging the ANMs to review their practice and how they could improve the 

care offered. 

Rowntree’s (1994) suggestion of having a student centred approach to the design was very 

important as is an understanding of previous experiences and teaching strategies. An 

educational strategy which supports the notion that education changes the behaviour 

patterns of people (Tyler 1949, Quinn and Hughes 2007) required consideration, as the 

majority of ANMs were of a basic general educational standard developed by traditional 

teaching techniques of chalk and talk. Possibly due to this type of teaching method and the 

cultural position of these women, they had not learnt to explore further any topics of 

interest. Their life and professional experience may be extensive due to years of clinical 

practice but, their understanding of theory and its application to practice could be limited. 

Whilst the anatomical accuracy is important within the material, the use of clear English 

without complexity meant it could be easily translated into Hindi, which would therefore 

greatly enhance their learning experience and understanding. The use of language within 

the text was considered carefully as this aspect of the workbook’s development was central 

to its successful use. Modern clinical textbooks used in this development needed to be 

applied in a manner that would enable understanding and aid learning. 
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4.7 Teaching and learning strategy 

The teaching and learning strategy used has an adult learning focus.  The ANMs have not 

had more than a basic general education and a didactic approach in their education and 

training. The content would be structured but with guidance to help their development to 

becoming less dependent as learners. The concept of the learning adult has for many years 

been the focus of higher education and has been based on a number of principles, which 

have separated it from the education of children. These are based on a set of assumptions, 

which required careful consideration within the Indian context.  

Jarvis (1985) makes a comparison between the two well-known underpinning strategies in 

teaching and learning taken from Knowles (1983) which provides a framework or model 

for adult learning. 

Figure 8 Comparison of educational Strategies 

  Pedagogy Andragogy 

The learner Dependent. Teacher 
directs what, when and 
how a subject is learned 
and tests that it has been 
learned 

Moves towards 
independence.  

Self-directing. Teacher 
encourages and nurtures 
this movement 

The learner's experience Of little worth. Hence 
teaching methods are 
didactic 

A rich resource for 
learning. Hence teaching 
methods include 
discussion, problem-
solving etc. 

Readiness to learn People learn what 
society expects them to, 
so that the curriculum is 
standardized. 

People learn what they 
need to know, so that 
learning programmes are 
organised around life 
application. 

Orientation to learning Acquisition of subject 
matter. Curriculum 
organized by subjects. 

Learning experiences 
should be based around 
experiences, since people 
are performance centred 
in their learning 

 

In professional arenas such as health care there are professional requirements to maintain 

and update your professional knowledge (NMC 2002). In India there appears to be no 

expectation of this lifelong learning approach by the Indian Nursing Council or the 

profession.  

Indian teaching methods within general and professional education uses a didactic 

dependant pedagogy, which expects the students to accept what is presented as the required 
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knowledge to meet the required standard. It was possible to apply some aspects of both 

pedagogy and andragogy to the development of the workbook. From their previous 

experience these students learnt what they were told was important rather than seeking 

their own understanding. Now they would be required to extend their knowledge, which 

was a developmental challenge. There appeared to be a need for a directed focus in what 

was important to learn for professional practice and to meet the ICM guidelines. However, 

by encouraging the students to explore professional issues for themselves within the 

material, they had the opportunity to apply the theory to practice. Using questions related 

to practice in directed activities was designed to encourage reflection on practice, to 

develop an enquiring approach. This reduced the reliance on a didactic approach and 

encouraged a move towards a more self- directed method of learning. Taking these last two 

aspects of professional development into consideration, the workbook material is 

embedded in practice and encourages these processes of applying theory to practice using 

reflective type questions. Further guidance was provided by using a system of practice 

points for consideration related to practice. However the self-directed nature of the study 

material may cause some difficulties in time management and completion of the work may 

not be a priority for the participants when balancing their lives both at home and work.  

The content of the workbook was the next consideration with the focus on the learning 

outcomes. Understanding the physiological processes of pregnancy enables midwives to 

understand the impact of pregnancy on maternal health and vice versa. Using this 

knowledge develops their practice in a manner that respects these changes and identifies 

when they are not normal. Whilst the theory related to some aspects of pregnancy and 

childbirth had been taught previously, its application by the ANMs to practice appears to 

be limited.  Some compromise was required when considering the content of the workbook 

as the amount of student activity required to achieve a positive outcome could have an 

effect on student motivation. It is important that the students are not overwhelmed by the 

task in hand, as this is a new method of offering educational material to this group. There 

are some very important health issues, such as anaemia, which are related to maternal and 

fetal wellbeing and are common within the Indian female population and inclusion of them 

was necessary.  

The presentation of these topics needed to be evidence based to ensure that they were 

accurate as inaccurate information would be dangerous if applied without critical review or 

used inappropriately. The presentation within the workbook was carefully considered and 

insights gained from available texts within the UK identified that colour and clear 

instructions were vital to successful use. Symbols to direct the participants to either reading 
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or undertaking some related work were originally used. Some aspects of the original 

workbook were removed without discussion by the Indian director of the NGO as they 

were not considered relevant. These decisions were not challenged, as cultural aspects of 

what is considered normal and acceptable needed to be taken into account and my Indian 

partner and his colleagues were the experts in this aspect. The final copy was developed 

into a work book (appendix 1) which is presented in colour.  

The ADDIE model (Dick et al2001) proposes that there is a formative evaluation of the 

material which offers an opportunity to review the development and inform any changes 

which may be necessary. Rowntree (1991) supports this constant review of the materials. 

Therefore a workshop in Bhopal, India was organised by my Indian partner to assess the 

contents, its relevance and the user friendliness of the workbook, identifying areas for 

expansion or inclusion/exclusion. The group comprised mainly of ANM tutors from three 

schools totalling nine in number and three trained ANMs. Co-chair of this workshop with 

me was the State Director of the Indian Nursing Council in Madhya Pradesh, who gave 

some credence to the process. This enabled translation of the discussion if necessary as her 

English was excellent, although it was made clear by her that the use of English was an 

expectation of the day, as all group members had been taught in school. The tutors were 

divided into four groups with each group reviewing a learning zone.  

4.7 Quality assurance / formative evaluation of the programme content2:  

 

 

 

                                                 
2
 All Photographs are used with kind permission of those present 
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One ANM was attached to each group to give their perspective of the content and usability 

of the workbook. It did appear that the tutors in the workshop also had their own agenda, 

as they were encouraging inclusion of all aspects of midwifery from the pre-qualifying 

course.  Maybe this was because they were unfamiliar with the concept of post qualifying 

education and its aims or because they could use this resource for their own teaching as it 

had been translated into Hindi. The majority of feedback was positive with the ANMs 

present being very encouraging. All the hard copies of the text disappeared at the end of 

the session although there was a request for their return.  

Two midwifery teachers from two institutions in the UK reviewed the content and 

sequencing of the material within the workbook for accuracy and currency. One of these 

teachers had developed a number of distance learning materials and the other had years of 

experience in midwifery education. Minor changes were suggested and incorporated into 

the final draft. Following these amendments to the workbook, it was reviewed by the 

Director of Shyam Institution, an Obstetrician, who was also a member of the NGO and 

the printer, resulting in finalising the presentation changes and the application of colour 

and style. Some minor changes were required to enhance the Indian context such as 

changing the front cover picture to an Indian woman rather than a western woman.  
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Figure 9 Front cover of the Workbook for ANM 

 

 

4.8 Translation of workbook text: 

The original translation of the workbook was undertaken by a medical university professor 

in Public Health. However the use of very technical language caused some difficulties 

within the presentation of the workbook as it was to be used by participants who had a 

basic general education and was found not to be user friendly. Further translation work was 

required to ensure accessibility by those using the materials enabling them to understand 

and apply their new learning to the clinical environment. Reverse translation of the 

workbook was undertaken in the United Kingdom (UK) to ensure the text was a true copy 

(Appendix 2). This resulted in a positive feedback on the translation of the final copy.  

4.9 Summary: 

Action Step 1 has explored the development of the teaching and learning material within 

an adult learning philosophy. Using the Rowntree and ADDIE models to guide the 

development and informal evaluation of the content, structure and currency of the 

materials, the production of a final copy of the workbook was achieved. Action Step 2 

continues with the development of the multimedia resource filming and production  as 

outlined in the diagram below. This is to support the print based workbook as part of the 

teaching and learning strategy highlighted earlier and is explored in detail in Chapter 5. 
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     Action Step 2: Development of a multimedia resource  

 

 

 

 

 

 

 

 

 

 

 

 

Indian partner – identify a film maker for the development of film. 

Identify content of the film – due to the poor acquisition of clinical 

skills - demonstration of skills would be needed as well as the 

context. 

Indian partner – gain access to the filming areas – Consent from 

private hospital management. Film maker - gained access to 
outside areas and personnel with consent through Chief Medical 

Officer. 

Consent forms translated into Hindi for the inclusion of women 

and nurse/midwives.  

Start filming within the consent areas including rural areas and public/private hospital 

 

First review and cut of film 

Final cut and add commentary  

Develop implementation plan 
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Chapter 5: Development of multimedia resource. 
 

5.1 Introduction 

It was very clear following the literature review into developing and using distance 

learning materials that to enhance the potential learning through the use of the workbook, a 

visual aid was required. This is also supported by Knowles (1983), who suggests that 

adults learn by seeing and doing and relate their learning to what they need to know. The 

diagram at the end of chapter 4 identifies the actions required to fulfil this action step. 

When discussing this with Indian civil servants, tutorial staff and ANMs , they very 

strongly suggested that making a visual aid in an “Indian location” would be more 

acceptable to those using it. The content of the film was midwifery skills and this posed 

many challenges as the skills of ANMs were not at a standard that could be easily 

incorporated into the film.  

Selection of the film maker, who had experience of making films within health care 

settings, was undertaken by my Indian partner. The person offered this role was someone 

who had produced a number of films for the State government of Madhya Pradesh. He was 

an experienced film maker with his own crew.  

5.2 Ethical consideration for the participants: 

Participation in the making of the film required the application of ethical principles eg. 

non-maliferance. These were considered to be the basic requirements for participants in the 

development of the skills video and the testing of the learning materials to ensure 

confidence in the process by the participants. Consent forms for participation in both the 

filming and using the distance learning package were developed and translated into Hindi 

but like others aspects of working in a different culture, trouble with their implementation 

started very early in this part of the development of study materials ( Riessman 2005). A 

flexible approach to their application had to be considered as the Indian context might 

mean they would not be used in the original format. Riessman highlights that those being 

asked for consent to participate are not always the participants. Decisions may not be in the 

realm of women but the senior male family members, who are in powerful positions in the 

lives of women either personal or professional (Abhay and Revindra 2010). The use of the 

consent forms was abandoned as those participating were illiterate and didn’t understand 

them therefore would not sign them. They would participate when an oral explanation of 

what was being requested was given. The identities of those participating in the filming 
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were obscured at the participants’ request, although there were many who did not request 

to have their identity removed. 

5.3 Filming 

In preparation for commencing the filming Begleiter (2001) suggests that a storyboard is 

vital as it set out the action to guide the camera. She points out that this saves time and 

money.  The workbook was used as a storyboard to guide the film. In discussion with the 

appointed film maker there were a number of points that required some additional thought 

before filming commenced. As a skills film which aimed to guide the participants in good 

practice, it was necessary to have “close up” filming of the skills themselves to 

demonstrate the manual dexterity required. Having discussed the purpose of the film 

production and the aim of the film with the director, he proceeded by ignoring the 

requirements and continued filming in his usual manner. Persuading him to be much more 

focussed did produce some results but caused some tension between us.  

To support the workbook, I required the filming to take place within the community, public 

hospital and private clinic environments as this would help the application of “practice 

principles” to the clinical areas such as infection prevention.  This decision caused some 

difficulty for my Indian partner as he was concerned about the political implications of 

using government facilities. An interpersonal struggle commenced between the film maker 

and my partner which took some time to overcome. Each location used in the film was 

discussed between the film maker, my Indian partner and myself. It became apparent that 

the two men had very different personal political views and this again resulted in causing 

some tension and conflict. Consent to access clinical areas was always sought from Chief 

Medical Officers by either the Indian partner or the film maker and myself, and was 

graciously granted.  

As the film’s target audience were ANMs, it was important to use an ANM for the lead 

person in the film, as this would highlight the focus on the level of clinical practice. In 

each location a local ANM was asked to participate in the filming.  

Filming commenced in the community setting of a village outside Hoshangerbad, 

approximately 80 kilometres to the south of Bhopal. Initially the sub-station where the 

ANM was situated for her clinical practice in the village was the site of filming. Here 

women, who had been previously asked to participate and had consented to the filming, 

gathered together for their antenatal care (figure 8). Each woman brought their antenatal 

record cards and each received an ante-natal consultation with the ANM. The filming of 

this activity demonstrated the skills required in antenatal care but it became evident that 
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palpation and listening to the fetal heart was not a routine activity and would need some 

additional filming to demonstrate the dextrous skills required. I considered that this activity 

would be achievable within the UK, which it was.  

Hand washing at the pump (figure 9) gave clear instruction to the technique used and this 

was further demonstrated in the private clinic, to show that it is possible and necessary to 

ensure cleanliness in both clinical areas. Postnatal care was also filmed within the village, 

in a house where several women were meeting and the ANM offered advice on feeding 

and examined a postnatal woman.  

 

Figure 10 Antenatal women coming for the filming of antenatal care 

 

 

 

 

Figure 11 Hand washing at the hand pump 

 

 

The challenges whilst filming on location were that the film maker was very clear as to 

what he wanted to achieve, but did not verify his understanding of what was needed for my 

aims. This training film was required to support the workbook and needed a specific focus 
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and emphasis which he didn’t appear to grasp for example the postnatal examination which 

was filmed at a distance rather than close up. 

As an outsider to the culture it was very difficult to manage these situations without 

causing difficulties or confusion. Aware of his creative temperament, I used an opportunity 

to guide the cameraman to have some close up film of the hands undertaking the skills 

rather than a panoramic view at a distance to include everyone and missing the reason for 

the film. Filming continued within the village where everyone arrived to watch. A session 

with the village Accredited Social Health Activist (ASHA) worker and the ANM was set in 

the village area where health education was discussed with the women, supporting the 

government’s newest initiative.  

Further filming, including breastfeeding, was achieved within the district hospital with 

kind permission of the Chief Medical Officer, where breast feeding support and education 

was given to women with their first babies. This hospital had been used previously by a 

group of Japanese clinicians, who had provided teaching on breast feeding and provided 

some materials for the clinical staff to use. This made access to the clinical area easier and 

the women were receptive to the filming. However, I was uncertain that consent was 

actively sought from the women, who were being asked to participate and found myself 

being diverted by other women, who wished to show off their newborn babies. 

Infection control was the subject filmed within a private clinic as the standard was 

generally greater than within the government establishments, which was not high. 

Focussed antenatal care (WHO 2002) was also filmed in both environments as this again 

gives a clear message that midwifery practice is not restricted to particular clinical settings. 

Each aspect of the film related clearly to each of the four learning zones within the 

workbook.  

There were clinical practice areas where the clinical skills of the ANM were found not to 

be at the required level following some review of the filming. Firstly the skills related to 

the normal delivery of a baby, which was eventually filmed at the private clinic but 

required a great deal of editing as the obstetrician was very used to delivering a baby with 

the aid of an episiotomy and the use of fundal pressure during the second stage.  ANMs 

have not been taught to use episiotomy for delivery and it is not considered good practice 

for normal delivery unless fetal distress was present (Fraser and Cooper 2009). Also the 

attitude of the staff was not as positive toward the client as it could have been.  

The use of fundal pressure at delivery was clearly evident and appeared to be common 

practice but due to the distress it causes to the client is not a practice that is encouraged, 
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although the evidence base does not identify its benefits or dangers due to the paucity of 

research. The literature related to the practice of fundal pressure does not identify any 

disadvantages to its use (Cosner 1996, Simpson and Knox 2001, Api et al 2009, 

Verheijenet al2009), nor does it draw any conclusions to influence practice.  

Another aspect was related to the examination of the newborn baby as the ANM did not 

appear to understand the rationale for this. This was filmed in the UK with the kind 

permission of the Head of Midwifery of a teaching hospital in the South of England, the 

member of staff and the parents of the baby.   

Palpation technique was filmed in the same midwifery unit and was to be part of the final 

cut but the film maker omitted it in the final copy without discussion. This was further 

pursued by the Director of the NGO but without success.  

5.4 Editing 

The rough cut of the film was sent to me for suggestions as to the content and where the 

cuts needed to be made. This was a time consuming process in which each minute was 

recorded and each aspect needed to be exactly timed to ensure the cut was at the right 

point. Each part of the film related to the workbook but some aspects of the film required 

major cutting, such as those were related to practices such as fundal pressure during 

delivery and the use of an episiotomy.   As this editing was undertaken by the film maker 

in India, there were some difficulties in facilitating the suggested changes and some of the 

suggestions of the activities to include were lost.  

Suggestions relating to the use of animation had been part of the initial discussion with the 

film director, who was keen to use the internet in gaining some material that would 

enhance his film. This presented issues with the copyright of those materials but the film 

director initially ignored the directive not to incorporate any animation from other sources 

without copyright permission. On viewing the final film it became very apparent that he 

had not taken my direction on this subject and had used several animations “downloaded” 

from internet sites. Following some internet discussion via e-mail they were finally 

removed. This occurred following a refusal from the publishing company on an enquiry 

from my Indian partner to use their material within the film with copyright agreement but 

without cost.  

The film was further reviewed by the Director of the Shyham Institute with the Medical 

Officer (obstetrician) of the private hospital used in the filming and they made suggestions 

on the final presentation. The final copy of the film (Appendix2) was recorded with the 

commentary explaining the skills, linking them to the workbook activities. The film was 
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reviewed in the UK by two independent people, one an Indian student midwife and the 

other the person, who had “back” translated the workbook content. Both agreed that it 

reflected the content of the workbook and was instructive.   

5.5 Summary:  

Action Step 2 outlined the development and filming of the multimedia resource to 

supplement to the workbook. This was an exacting phase within the study as it required 

cross-continent, cross-gender and cross-cultural working. This process often caused 

conflict and misunderstanding, which were resolved through renegotiation between the two 

Indians, both of whom had personal agendas. The results produced an acceptable product, 

which would aid the understanding of the ANMs as they worked through the activities 

within the workbook. Having completed the first phase of the study the next objective was 

to plan the implementation. This is depicted in Action Step3 diagram and explored further 

in chapter 6 Step 3 Implementation planning 
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Implementation planning  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sample and site Indian partner through negotiation with Chief Medical Officer to agree site and sample 30 Nurse/Midwives recruited 

Student Support 

Introduction day: setting the scene for the use of the workbook and the 

supporting film. 

 

One day a month for three months for group discussion and peer support 

 

Skype connection India/UK 

Workbook published with film 

 

Days organised and agreed 

Evaluation/assessment 

tool 

How is this to be assessed? – Multiple choice question paper 

 

How is this to be evaluated by participants? – Evaluation form to include 

demographic data 

Multiple choice question paper developed with 25 questions and the 
potential of 44 correct answers 

 

Evaluation questionnaire developed 

Implement and review 
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Chapter 6 Implementation planning: 
 

6.1 introduction 

Action step 3 outlines the planning process for the implementation of the testing of the 

teaching and learning materials. 

Aim: to test the Hypothesis:  

“Engagement with self-directed educational materials will improve the basic knowledge 

of normal pregnancy and childbirth of ANMs”.  

 

 Rowntree’s final stage is the implementation of the educational materials. Planning the 

how, when and where to trial these educational materials incorporated aspects of the 

previous reconnaissance and actions including the literature review on developing and 

using distance learning materials. As with any trial there were many facets which would be 

required to sequentially unfold to make this a successful study.  

6.2 Evaluation of educational material - Literature review 

Evaluation of a course of study has two functions; one to inform the development and 

quality of the content and secondly to give summative feedback to stakeholders and 

investors in the programme.  The evaluation of this teaching/ learning material is to supply 

both informal and summative evaluation (Levine 2003). Informal data is related to the 

quality of the materials, which had already been achieved in part, by both the workshop in 

Bhopal with the ANM teachers and the midwifery teachers in the UK. Evaluation by the 

participants to assess the effectiveness to improve their knowledge in normal pregnancy 

and childbirth as well as the acceptability of this method of educational delivery was the 

next step in the process. 

Undertaking this literature review of studies which identified evaluation methods used in 

distance learning programmes was specifically aimed at international research reports. 

Initially focussing on developing countries but broadened to include developed countries 

due to the paucity of literature available. The time criterion for inclusion was 2000 to 2010. 

The literature search revealed five reports of distance educational evaluations, of which 

three were in developing countries and two were from developed countries. All five papers 

included for critiquing were identified by using a strategy of key words (distance learning 
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and derivatives, midwifery, evaluation, continuous professional development, developing 

countries) and accessing databases (CINIL, Medline, ERIC and PsyINFO).  

The literature reviewed related to professional development and were accessed using the 

above search terms. This revealed a paucity of available literature; therefore a greater 

breadth to the search was required to include those which had been undertaken in 

developed countries. This revealed five published articles from a wide range of 

professional backgrounds. These consisted of a post qualifying midwifery degree 

programme in Malaysia (qualitative methods, Chiu 2006), post qualifying nursing modules 

on mental health management (quantitative and qualitative methods, Chang et al 2002), 

British post qualifying nursing professional development modules (qualitative methods, 

Cook et al 2004), general practitioner accredited professional development in the UK 

(qualitative methods, MacFarlane et al 2003) and vocational development in plastering in 

Ghana (qualitative methods Donker 2010).  

The three qualitative designed studies of MacFarlane et al (2003), Cook et al (2004) and 

Chiu (2006) used face to face and telephone interviews with some followed up with focus 

group activities to evaluate new programmes developed to enhance the professional 

practice within the medical disciplines. Chang et al (2002) used open-ended questions 

within their quantitative evaluation and therefore a mixed method was used. All were 

seeking the perceptions of student experiences whilst Cook et al included the lecturers’ 

perceptions within their evaluation and MacFarlane et al included interviews with medical 

facilitators.  

Chiu (2006) used interviews and focus group activities to collect the data from a single 

case study of Malaysian nurses undertaking post qualifying nursing degree distance 

learning programme. The purpose of the evaluation of this “off shore” programme by an 

Australian university was to establish ways that the degree programme influenced the 

nurses’ personal professional growth and development. Twelve nursing graduates of the 

distance learning programme volunteered to participate in this evaluation. Following ethics 

approval, semi structured interviews were conducted and analysed using Miles and 

Huberman’s (1994) method. Themes derived from the open and axial coding of the data 

from the personal interviews were further explored by a focus group activity to gain a 

greater understanding. Chiu clearly identified that this programme enabled students to 

develop both personally and professionally. Chiu found that the students gained self- 

confidence, fulfilment and knowledge which had increased their professional practice by 

improving communication and professional identity. The professional development was 

related to the students’ understanding and utilisation of research within their clinical 
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practice. This study appeared to be of a good standard using Guba and Lincoln’s (1981) 

evaluative criteria to guide the development of the study, but it was using graduate nurses, 

whose educational level is greater than that of the participants in my study. Student 

expectations were met; however it was difficult to elucidate what information they had 

been given and the fact that the students were self-selecting may have put some bias on the 

outcome. This could mean that they were very keen and able students. It would have been 

interesting to have seen assessment results, which could have given a greater 

understanding of the student progression in their study skills. Using just qualitative data 

may not reveal the true picture as these students culturally may not criticise their teacher or 

the method of delivery.  

Cook et al (2004) used five distance learning modules delivered by a UK university, to 

evaluate both the student and lecturer experiences of distance learning as a mode of 

delivering post qualifying education. This was part of a larger Action Research study 

which used this approach to evaluate the programme. The aims of this evaluation are 

clearly stated and the methodology used was appropriate. Ethical issues were carefully 

considered although there was no evidence of ethical approval, either internal or external. 

Their data collection methods included diary entries from lecturer and students’ day to day 

experiences but this was limited to three students and four lecturers. Whilst this appears a 

small number the amount of data available through this method of data collection would 

have been vast. Postal questionnaires were sent to all students but the return rate was very 

low at 34%. This was supported by data collected from four focus group interviews, which 

were conducted with fifteen students and five focus activities with fifteen lecturers. These 

activities were with few participants in each group; however the researcher acknowledged 

that this would limit any discussion.   

These qualitative data were analysed using open and coded methods which were then 

compared to the data sets from the other data sources. This identified that the students 

valued the opportunity to have freedom to study, when it fitted into their commitments 

both professional and personal. However there were skills which required further 

development, such as time management, decision making and independent learning skills. 

These challenges faced by the students are similar to those found by other authors (Chang 

et al 2002, Carnwell 2000 ).  

Lecturers identified that they required different skills to develop quality materials offered 

in a way which engaged students and facilitated their professional development. With such 

a low response rate over several modules, it is difficult to draw any firm conclusions, other 
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than identify some of the positive comments. This study did confirm the issues of other 

studies such as Kennedy (2002). 

MacFarlaneet al (2003) evaluated an accredited professional development programme 

offered to general practitioners in the UK, as part of their required professional 

development. Their sample group was self-selecting and participants were assigned to 

either face to face interviews or telephone interviews. There is no apparent rationale 

presented for the allocation of participants to the two interview groups. Ten face to face 

semi-structured interviews and eight semi-structured telephone interviews were conducted 

and recorded with consent. The number of facilitators interviewed was not evident in the 

report. There is no discussion related to ethics or ethical approval but there is evidence that 

consent was asked and given. As this was a professional inquiry, ethics approval may not 

have been required by the Management of the General Practitioners Deanery but 

discussion as to confidentiality, and data handling aspects, would have been expected. The 

analysis was undertaken by two of the researchers but no validated method was apparent 

although it was evident that a coding system devised by the researchers was used. Their 

evaluation of this pilot study was to achieve an understanding of the students’ and 

facilitators’ views of using distance learning as a method of achieving the professional 

requirements. They did report that the delivery of distance learning met the needs of the 

students. Some participants did however identify their problems with progress and 

facilitators’ failing to support their colleagues. This was not addressed within the 

evaluation of the study. The participants did reveal that they were uncertain of the time 

required for the study and this is one aspect that the researchers could have included.  

Some participants did not complete their study due to time pressures, which is evident in 

other programmes. They concluded that distance learning with facilitation was an 

acceptable method for continuous professional education but issues of time and facilitation 

would need to be further explored in a larger cohort study. This study appeared to lack 

rigour and is poorly presented. 

Chang et al’s (2002) Australian study used an Action Research approach using a needs 

analysis to identify the students’ needs in relation to improving their understanding and 

knowledge of poor mental health. The results informed the development of a distance 

learning programme offered to post qualifying nurses in rural and remote geography. No 

discussion of the ethical implications of this study or ethical approval being sought was 

demonstrated. The programme of study was well researched and was designed to meet the 

needs and challenges faced by those working in isolated environments. Chang et al 

incorporated a number of workshops offered locally within three regions, which enhanced 
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the participants’ learning experiences and their understanding of some of the issues related 

to working with people with poor mental health. This also served to provide participants 

with some face to face contact with other participants and lecturers therefore addressing 

the issue of isolation identified by Carnwell (2000). Each workshop was evaluated and this 

aided the overall evaluation of the programme. External consultants developed and 

analysed the evaluation of the modules, reducing bias and increasing rigour in the process. 

Their evaluation data collection tool was a questionnaire, using a Liket scale, posted to 303 

participants and they received a 67% return rate. Whilst these gave a quantitative output 

indicating how the students rated the programme, open ended questions gave the 

opportunity to give supplementary qualitative responses. Qualitative data supported the 

numerical findings, giving some triangulation to the data and improving the rigour of the 

study. Chang et al’s results identified that distance learning was an acceptable, cost 

effective method of delivering education to rural and remote health care workers. This 

study programme met the needs of the participants, as the study materials were developed 

in partnership with nurses requesting further education in this sphere of practice. The 

motivation of the students could be considered as high as their professional needs were 

being met. It was also planned in a manner to reduce the negativities of distance learning 

highlighted by other authors (McPhee and Nohr 2000, Carnwell 2000 and Pew 2007).   

The only quantitative study was that undertaken in Ghana by Donkor (2010). This was a 

comparative study using two methods of teaching material delivery to facilitate the skills 

and knowledge acquisition in plastering and bricklaying. One was print based and the other 

used video instructional materials. The sample size was 34 using the print based 

instructional material and 35 participants using the video based instructional material. This 

sample was the complete cohort of students who registered in three institutions from three 

different zonal divisions in Ghana. The aims of the study are clearly stated and achievable 

using a comparative study. This study used both observation of the skills and a multiple 

choice question test paper of twenty questions to measure the students’ knowledge and 

skill thus testing the effectiveness of the delivery method. Donkor demonstrated that the 

multiple choice paper (MCQ), which had one correct answer to each question, was valid 

and consistent by applying Cronbach alpha calculation, achieving a score of 0.84. To 

reduce the possible subjectivity involved in observation of skills, three observers were used 

and an average composite score was calculated for each participant. This well-constructed 

study clearly identified that the students responded more favourably to the video materials 

rather than those that were print based. Using descriptive statistics and parametric t-test 

provided results which demonstrated the video group were significantly more skilled than 
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those who used the print based material with a p value of 0.056.  However the knowledge 

base of these two groups were very similar suggesting that the print based materials had a 

positive effect on the students understanding of the materials required for a good practical 

outcome. It was noted that the cost of the video based materials was high but this was 

outweighed by the reduced costs of supplying practical workshops, tools and the damage 

which could occur to the tools.  

All these studies identified that distance learning was a method that could deliver effective 

education to a geographically dispersed groups of learners but there are several issues 

which need to be considered. Absence of student support as they are unable to have one to 

one interaction with a group of similar placed learners increases the isolation felt. These 

results confirm the findings of previous authors and have been taken into account during 

the planning of this study. The methods used within these studies were diverse from print 

based to multimedia including web based material. All the studies identified a positive 

perception from students and this includes students within several countries, not just those 

in the developed world. Donker’s study is used to inform the assessment methods in this 

study as he demonstrated that the use of distance learning materials can be assessed using 

MCQ question paper and supports this method of assessment used within this study.   

6.3 Development of assessment tools 

The final stage of the planning for this study was to establish a performance test which 

would be applied before the implementation of the teaching and learning materials and 

after the ANMs had finished their course work. Donker (2010) had previously 

demonstrated that an MCQ paper could be used successfully.  A question and answer paper 

was considered to be easier to distribute and not require the ANMs to write in long hand 

answers which required translation. A multiple choice question paper was therefore chosen 

to test the knowledge of the ANM. The contents of the workbook were used to guide the 

development of this assessment. Having one or two questions that participants should 

already be able to answer, such as the calculation of the expected date of delivery, was 

considered important so that if participants were not able to answer any question it could 

demoralise them.  

Advantages of Multiple Choice Items 

 Can be used to measure a wide variety of learning outcomes. 

 Permits wide sampling and broad coverage of a content domain. 

 Are reliable and efficient to score. 

Disadvantages of Multiple Choice Items 
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 MC items are difficult to write well. 

 MC items cannot measure certain types of skills (e.g., the ability to organize and 

express ideas in writing; conduct a scientific investigation). 

 (Kentucky Department of Education 2007) 

Twenty five questions with a choice of answers were prepared covering topics from the 

workbook. The number of questions was limited as this would be a new method of 

assessment for the participants and any time consuming activity may cause restlessness and 

possible cheating. Each question had several possible answers and the ANM would be 

expected to indicate their answers on the answer sheet provided. 

6.4 Data collection: 

The data collection took three forms; initially the multiple choice question paper was 

administered prior to the study period, which was the pre-testing of their knowledge, 

followed by completion of the same paper as a post-test paper at the end of the study 

period.  A final evaluation questionnaire with the demographic information giving an 

outline of the participant’s social and professional information was to be completed by the 

participants at the end of the study. Students’ opinion of the teaching/learning materials 

presented would also be sought (Levine 2003).  

The issue of anonymity for the ANMs participating in the testing of the materials required 

a system of data protection. Each ANM would be given a number which they used on their 

personal performance answer sheet, so that each paper could be compared but without 

knowledge of the participant. All papers and information sheets would be kept securely 

within the university to meet the required standards of data protection for research. 

6.5 Data analysis: 

Originally each question was considered a whole entity although each one had several 

answers. Marks awarded for each question required some review following the pre-test 

paper, as the results identified that some questions had all the possible answers marked on 

the answer sheet which indicated that the participant was not sure of the correct answer. It 

was decided that each correct answer would be given a mark, so that all answers were 

weighted the same but if it appeared that the participant had marked all answers 

inappropriately because they did not know the answer, then they were not given a mark as 

this would bias the results. The total number of correct answers for the paper was forty 

four.  All the answer papers were collated by my Indian partner and sent as a PDF file, 

making the presentation easy to follow. Further analysis of the data compared the pre and 
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post test results using Wilcoxon rank signed non-parametric test to identify if the outcome 

had significantly improved, supporting the hypothesis and not the result of chance.  

Analysis of the quantitative data collected from the pre and post intervention personal 

performance multiple choice papers would be undertaken using descriptive statistics and 

Statistical Package for Social Sciences v 18 (IBM 2009). Evaluation of the distance 

learning material designed for ANMs is a questionnaire to identify the acceptability of this 

mode of academic programme delivery and would include suggested improvements that 

would enhance student learning. This would inform any further extension to the teaching 

and learning materials and mode of delivery 

6.6 Programme planning 

The initial timeframe for the completion of the study material by the participants was 

twelve weeks as this offered them time to engage with all aspects of the learning package 

and use their clinical practice to inform their reflection. Participant support was clearly 

identified within the literature (Hewitt-Taylor 2002) and was seen as fundamental to a 

successful outcome. Her students identified that they felt isolated, which had a great 

impact on their motivation and ability to sustain their studies.  Our participants had not 

used this method of studying previously and had a number of competing demands on their 

time. It was therefore important to consider how their motivation could be sustained. 

Having set days for the whole group to meet and discuss aspects of the study package with 

a facilitator was one method which could achieve this. The main challenge being who 

would facilitate these days as logistically it could not be me as the main investigator 

because I travelling to India just for one day was impractical. This role was taken by my 

Indian partner, who knew and understood the materials and the group, although his 

knowledge of midwifery was very limited but growing. To support this process a “Skype” 

link was agreed between India and the UK during these days. 

6.6.1 Study Site 

Accessing the Department of Health and Family Welfare and gaining political consent had 

been challenging as the government had changed and the foci  of their policy had shifted 

away from the strengthening of midwifery. The site for the testing of the distance learning 

materials was arranged with the Chief Medical Officer at Shivpuri (figure11).  The study 

site was negotiated by the Director of the NGO. Using his local knowledge of the political 

system and personal knowledge of the Chief Medical Officer, it was agreed that this was a 

good site to commence the study. It also became apparent that it was a site chosen to trial 
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some other new methods of improving maternal health outcomes. They had developed an 

ambulance service, which collected women from the rural areas who required emergency 

hospital treatment. 

 

Figure 12 Map of Madhya Pradesh 

 

6.7 Sample selection: 

Original discussions with the NGO found that it was normal in India to use “blocks” where 

the population is approximately 15-20,000 as a focus for any preliminary studies. This 

would limit the sample size of ANMs to a very small number of four or five participants. 

Following further negotiation, the number agreed upon was thirty, which would equate to 

three small districts or one larger one. A convenience sample of 30 primary health care 

workers would be selected to participate in the study by the Chief Medical Officer of the 

district of Shivpuri. The group comprised of 22 ANMs, 4 Lady Health Visitors and 2 staff 

nurses (figure 12). The role of the Lady Health Visitor is to act as a supervisor to the 

ANM. She has the same training but has several years’ experience, whilst the staff nurse 

works within the hospital setting and has received similar training to the ANM. This 

offered a broader range of participants.  

Test site 
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Figure 13 Sample of ANM participants at the beginning 

 

 

An initial day of introduction to the materials and their use was organised supported by 

two other days, one in each month following the start. This offered the participants an 

opportunity to have some time to discuss what they had been learning and some space to 

use the workbook. It also offered them the opportunity to meet together and learn from 

each other in order to reduce the feelings of isolation. 

6.8 Summary: 

This action step has identified that where distance learning materials have been offered in 

developing countries they have been well received. A review of the literature has identified 

that visual aids enhance the student experience. Donker (2010) demonstrated that the use 

of an MCQ paper was a valid method of assessing participants’ knowledge. He also 

demonstrated that using results from the performance test results of the participants was a 

valid method for evaluating the educational materials’ effectiveness.  

The researcher designed assessment tool was developed to test personal knowledge 

performance before and after the study period. These results were to be compared to 

demonstrate any significant improvements in results. Some questions related to their 

present clinical practice were included in the paper, so that they had some known areas. A 

non- parametric test would be employed to accept or reject the hypothesis. A researcher 

designed evaluation tool was designed to assess the acceptability and usefulness of the 

educational material as judged by the participants. The diagram below identifies the 

actions required to complete the implementation.  
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Meeting group for support 
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Verbal feedback given: difficult time management, 
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Chapter 7 Implementation 
 

Following the identified pathway for this implementation as identified in the previous 

chapter. Testing of the distance learning package using the multiple choice question paper 

commenced in December 2010 in the district of Shivpuri in Madhya Pradesh following 

consent by the Department of Health and Family Welfare. The District Medical officer for 

Shivpuri organised 30 of the ANMs in the district to attend the introduction day this group 

will be known as group 1 within this study.  

Figure 14 Map outlining Madhya Pradesh and the areas used for the study, Bhopal, 

Hosangerbad and Shivpuri. 

 

 

Two participants did not attend the first day which may have been their method of not 

giving consent to the study and may be viewed as passive resistance to a top down 

approach, which supports Robinson’s (2006) claim that those who wish to participate will 

do so. The expectation to participate because you are told to, may impact on the motivation 

of those participants who attend.  
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7.1 Pre-test MCQ results: 

Data were collected following the pre and post intervention (studying the  workbook and 

video), using knowledge based questions in a multiple choice question paper giving a total 

number of possible correct answers totalling 44. The numbers allocated to each participant 

for use on their answer sheets were not used but the ANMs put their name on the papers. 

This could be because they did not understand the principles of confidentiality or because 

they did not want to.  

The briefing day at the beginning of the study period explained the use of the hard copy 

workbook and the DVD.  The initial test paper was applied to the 28 participants who 

attended this briefing. It was then applied again at the end of a twelve week study period. 

At the completion of this study period only 50% (n= 14) of participants attended the final 

day and completed the test paper. Therefore only those participants, who completed both 

performance tests, were included in the analysis. Due to the sample sizes, care has been 

taken not to draw conclusions which are generalised but the data presentation will provide 

an insight into the feasibility of a further study with greater sample size. Data were 

analysed using the Statistical Package for Social Sciences (SPSS, IBM 2009). Descriptive 

statistics are used to calculate the means and standard deviations. Non-parametric 

comparative statistics were used to analyse the ordinal quantitative data to compare the pre 

and post-test performance scores. Graphical presentations of findings are used to increase 

the clarity across individual performance as well as the group as a whole. Using an 

extended association plot (Friendly 1992,1994, Meyer et al2003), data were shaded to 

highlight improvement, no change or a negative performance score. This was then 

translated into a graphical chart for greater clarity of the results: column1 equals those who 

have an improved score, column 2 equals those who made no change in their scores and 

column 3 equals those who had a negative impact following the study period. This method 

has been successfully used when there are small sample sizes and two dimensional data 

(Gobbi et al 2012). 

Following the introduction to the study and the workbook and how to use the content, all 

participants having given verbal consent to participate completed the pre-test personal 

performance multiple choice question paper. The total number of correct answers totalled 

44. The range of the pre-test performance scores of the group were 8 – 32, with a mean of 

22 and a standard deviation of 6.73. Several answer papers revealed that all answers were 

marked for some questions which would suggest participants were unsure of the answer. 

These answers were not given a mark as this would bias the results. No question was 

answered completely correctly by the participants. Five questions had no correct answer 
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and on evaluation these questions have been reviewed to ensure they are not ambiguous 

and were reworded if necessary. One question related to the range of fetal heart rate 

monitoring during labour - it was evident that there were two different levels and as the 

level from the World Health Organisation (WHO) Partogram, which is being used in India, 

were different from the workbook, a decision to maintain the WHO levels was made and 

the number of correct answers adjusted accordingly. 

Figure 15 Results of the pre and post test for group 1. 

 

 

No conclusions can be drawn from these results other than that they do highlight the need 

for further educational study. Fifty per cent of the participants received a mark of twenty 

five per cent and just seven per cent of the participants received a mark of forty per cent. 

This is consistent with the view of the stake holders.  

At the end of the twelve week study period the personal performance test paper was re-

applied. There were fourteen participants. The post-test performance scores were ranging 

from 16 – 31 with a mean of 23.7 and a standard deviation of 5.09. 

The reduction in participants finishing the study, which included the staff nurses and Lady 

Health Visitors, could have been for several reasons, although none were given. Work /life 

balance is one aspect that cannot be dismissed, although this may only represent some of 

the reason, as many women require permission to do extra activities outside the home. 

These cultural aspects could be used as an excuse by those who do not wish to participate 

and therefore use it as a method of passively resisting doing what they don’t wish to do.  

Other reasons may be that they were unable to gain anything by completing the course, 
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either personally or professionally such as promotion, or that they would not increase their 

knowledge. The Lady Health Visitors may have felt that they were senior to the ANMs and 

therefore this was not an activity they should be sharing with them. The hospital staff 

nurses may have found it difficult to balance their shifts with study. It is interesting that 

they consisted of those with both the greatest and the lowest scores. 

The end of study analysis consisted of only those who had undertaken both the pre and 

post intervention tests (figure 13). This bar chart demonstrates that the two test results are 

very similar with no significant change in the mean scores. This can be further 

demonstrated by the application of Wilcoxon signed ranked non parametric test via SPSS v 

18, which accommodates small cohort numbers. This resulted in a non-significant outcome 

and therefore resulted in a “null hypothesis”.  Three individual results stand clear of the 

rest with greater improvements in their personal achievement, which suggests that given 

the opportunity to study the results could improve.   

Using an extended association plot to clarify the number of participants who achieved an 

improved score, those who stayed the same and finally those who had a reduced score is 

demonstrated below. Column 1 (N= 5) are those participants who achieved an improved 

score but these scores were not significantly improved to demonstrate a significant change. 

Column 2 (N=4) are those participants who achieved the same score as the pre- test results 

and finally column 3 (N=5) are those with a reduction in their score (figure 14).  

Figure 16 Extended association plot for group 1 at the end of twelve week study period 
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7.2 Monitoring effects of implementation and Reconnaissance: Evaluation 
feedback by participants: 

Implementation of the study was well planned, but due to work/family difficulties during 

the study period, the participants found it difficult to study and participate in the three 

study days. During the winter months the room used for the meetings was very cold, and 

with no heating available, the participants did not work well or did not attend. This could 

be one reason for the numbers of participants to reduce to fourteen. During the final day 

discussion, the verbal evaluation identified a problem with the participant’s ability to study 

the educational materials. They complained that they could not find the time due to work 

and family expectations and commitments, which is not dissimilar to western students 

(Carnwell 2000). As this was a new way of working for these participants, time 

management focussed on what they were familiar with and study was the added extra that 

they appeared not to cope with. Neither did they all have access to a DVD player to be able 

to use the visual aid developed to support their learning, despite our understanding that 

they would.  All these factors contributed to a lack of engagement with the study materials, 

possibly a reason for the poor increase in personal results and the “null hypothesis” result 

returned from the Wilcoxon signed rank non-parametric test.  

7.3 Revise general plan: 

Through these discussions, however the participants put forward a solution and it was 

agreed to provide a three day workshop to cover aspects of the material not yet addressed 

by the participants. This would offer time for collaborative study and would provide an 

opportunity to view the multimedia film to support their learning. It was also proposed that 

I was present, so that I could facilitate the study and be available to answer midwifery 

related questions. As a result of this decision, it was also decided not to apply the 

evaluation form until the end of the three day workshop. 

This process supports both the Action Research approach and the adult learning 

philosophy; demonstrating a participant centred approach. Following this reassessment of 

the progress and achievements of the study thus far, it was recognised that the social 

situation of these participants was unique and that the proposed focussed study period 

might result in a better outcome.  

7.4 Summary: 

The implementation of the teaching and learning materials revealed that the ANMs found 

the balancing of the work/home requirements meant that the study time was not identified 
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and used. Half the participants had decided not to continue which may have been caused 

by the lack of identified time to study at home. This may have been due to expectations of 

families as well as the ANMs themselves. Following a verbal evaluation of the situation it 

was proposed to have a focussed study period of three days. This result demonstrates that 

the ANMs wish to improve their knowledge but did not have the means to negotiate the 

time within their normal working day. Reviewing the general plan required the team to 

organise a three day workshop to complete the study. This is depicted in the diagram below 

and explored further in chapter 8  
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Chapter 8 Cycle 2: Three day Workshop 
 

Cycle 2 follows the revision of the general plan and is a complete cycle which is 

diagrammatically presented in the diagram at the end of the previous chapter.. 

8.1 Reconnaissance: 

Following the informal evaluation which identified the need for period of focussed study to 

enhance the learning experience of the participants, a discussion between the study 

partners and the Chief Medical Officer of Shivpuri agreed to the way forward. This 

agreement follows the philosophy of an Action Research approach, but was an unexpected 

outcome which had a major effect on the budget as this was an unscheduled cost. 

8.2 General Planning  

The workshop was designed to meet the participants’ needs: A focussed time for their 

study, ability to access the DVD recording and to answer their questions related to the 

content of the educational materials. This workshop was organised in May 2011 by my 

Indian partner in the centre of Shivupri. The site was a hotel, which provided the 

participants with accommodation if required and was situated close to the district hospital. 

A large room was offered for the three days with electricity and chairs. The electricity 

supply varied but was usually available from 1100 am and with the use of a laptop and 

projector, the DVD recording could projected on one wall of the room.  Access was also 

possible to the internet through a “dongle” attachment to the laptop, so animations which 

were previously removed from the film due to copyright were now available for viewing.  

8.3 Implementation 

All fourteen participants of group 1 arrived followed by an additional nineteen participants 

sent by the CMO (group 2), totalling thirty three participants. His rationale for sending 

more ANMs was that the education we were offering applied theory to practice, which his 

staff had not received previously during their training. These new participants were 

accepted because it would be culturally unacceptable to turn them away. This change did 

however provide an opportunity to add a comparison group to group 1. Group 2 were given 

the pre-test performance MCQ paper at the beginning of the first day.  
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Each day was planned to focus on a different aspect of midwifery care, which included the 

use of the WHO antenatal care programme, adapted by my partner who produced a record 

book to meet Indian requirements; the partogram as an assessment tool for progress in 

labour, and finally postnatal care. The DVD recording was played every day once the 

electricity was available, giving the whole group the opportunity to ask practice related 

questions. Through these discussions a greater understanding of their clinical challenges 

emerged. Lack of autonomy in making clinical decisions, the inability to gain consent from 

families to transfer women to hospital and their low professional status due to their gender 

and social caste; all added to their professional frustrations. Medical officers, who were not 

obstetricians and who prevented the transfer of women to hospital also caused concern. 

Discussions related to the rationale for using a partogram to demonstrate the lack of 

progress during labour were welcomed and motivated them to learn how to use it correctly, 

as at present they were filling out the graph after delivery. Using the partogram would 

mean they had clear evidence that slow labour was occurring and would improve the 

appropriate transfer of women to hospital.  

An explanation of the workbook diagrams was requested and they were viewed via the 

projector prompting many questions related to the physiology of pregnancy and childbirth. 

Finally, the post intervention MCQ personal performance paper was attempted by the 

entire group. Following this, a presentation of certificates was organised officiated by the 

Chief Medical Officer. The participants however, demanded that this honour should be 

mine as I had prepared the materials and worked with them. 

Figure 17 The final group of participants 
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8.4 Monitoring effects of implementation: Post workshop results: 

The post workshop personal performance results of the original study group are shown on 

the bar chart above (Figure 15).  These results do show that there were improvements in 

scores achieved. 

The results for the three papers displayed together (figure 18), show a greater number of 

improved scores compared to those in figure 13. However there appears to be better scores 

but on closer investigation there are only three participants whose score had increased 

significantly. Of those three was participant 2 who achieved an improved score after the 

three day workshop which could imply that she engaged more with the teaching materials 

and possibly was encouraged by her peers. Motivation has been identified as factor in 

attrition and retention (Galusha 1997) and the presence of the developer of the educational 

material may have given the participants greater motivation to learn. Respect for teachers 

in India is great, demonstrated by a national day for teachers. Facilitation by a midwifery 

teacher could have been a factor in motivating the participants, although this is not clearly 

demonstrated within their results 

 

Figure 18 Results of all three performance scores for group 1 at the end of the three day 

workshop 
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Figure 19 Group 1 personal performance scores using Extended Association plots 

 

 

Figure 19 demonstrates that group 1 had a greater number of improved scores although the 

bar chart in figure 15 does show that the improvements are very limited. Viewing these 

two presentations of the results, it would appear that the workshop was successful. 

However when Wilcoxon signed ranked non-parametric statistical analysis was applied to 

these results, they were not significantly improved and a “null hypothesis” was maintained, 

suggesting that the scores could have been achieved by chance. Therefore these results 

could have been misrepresenting the outcome and this demonstrates that the application of 

statistical testing provides an objective result.  

Results of group 2 

Using the same marking criteria and presentation of results it is very apparent the results 

from group 2 demonstrate a greater increase in their personal performance outcomes. This 

group engaged with the materials from the beginning of the three days. Knowing that they 

had three days to study may have been an incentive to use the time effectively. For group 2 

the pre-test scores ranged from15- 25 with a mean of 18.8 and a standard deviation of 3.18. 

The post workshop performance scores ranged from 17 – 31 with a mean of 25 and a 

standard deviation of 4.06. 
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The application of the Wilcoxon signed rank test proved the hypothesis correct These 

results identified a significant difference between the pre and post intervention 

performance scores from the comparison group. This is demonstrated by comparing the 

extended association plots for the two groups (figures 19 and 21). 

 

Figure 20 Pre and post personal performance score results for group 2 

 

 

Figure 21 Group 2 achievement scores using Extended Association plot 
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8.5 Discussion: 

Group 1 with the initial 28 participants clearly demonstrated a diversity of knowledge 

which produced personal performance scores from 1-33. The group, who chose not to 

complete the study period were possibly those who thought they knew all they needed to 

know, as the content was normal physiology and management of childbirth.  This small 

group had results from 1-31 correct answers with the majority of the results from 22-28. 

There could have been little to motivate them to continue with the study if the content did 

not meet their needs. Either they felt that it was too difficult or that it would not stretch 

them. Those who did finish the study period produced very disappointing personal 

performance scores. Struggling to manage work/life expectations is an identified issue by 

other researchers (Carnwell 2000) and could be the de-motivating factor; however there 

was one participant whose performance score improved from 9% to 50% during this study 

period. This demonstrates that engagement with the educational materials made a 

difference to her knowledge base. This participant may have found self-directed learning 

easier than others in her group, or her success could have been due to her family 

supporting her and giving her the time she needed to complete the work. Time 

management did appear to be an issue as there appeared to be a laissez-faire attitude to 

starting each day during the study days.  

The Indian cultural impact on the participants is difficult to identify, as the socially 

expected and accepted demands on their time could be used by them to provide a rationale 

for not engaging with the material, but it could also be the main barrier to studying. The 

participants did however feel empowered to negotiate a three day workshop. Whilst this is 

to some extent  reverting back to a traditional method of providing education and one that 

they were familiar and comfortable with, it was used in an adult lead learning experience. 

This environment enabled the participants to work through the study material at their own 

pace and with the support of others undertaking the same task. 

As previously stated each day focussed on one of the main aspects of care, offering the 

ANMs an opportunity to have practical demonstrations and discussion. Each morning 

before the electricity was made available; the ANMs were working through the workbook. 

A vast amount of discourse gave me the impression that they were just chatting but my 

Indian partner reassured me that they were discussing the material. Observing the process, 

it appeared to me that one person held a strategic position and held a great deal of power 

within the group as a whole. All the other ANM participants referred to her with questions 

and listened to what she had to say. I needed to ensure that this person was working in a 

complementary manner to the facilitation of the group. This was achieved by asking her 
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opinion when discussions arose and she then began to ask very practice related questions 

almost as a group representative. This was an opportunity to open the discussion, 

stimulating a positive discourse focussed on evidenced based practice ensuring safety 

when managing practice issues. Following this, her engagement with the workbook 

material and the DVD increased. Showing the DVD every day at the request of the 

participants was further enhanced by the showing of the animations available on social 

network sites such as “U-Tube” via the internet, causing much astonishment on behalf of 

some of the participants. The repeated view of the DVD and animation may have been a 

contributory factor in improving their knowledge as their observation skills were very 

good. This was demonstrated by questions being asked related to the use of episiotomies 

for childbirth which had been cut from the final film.  

At the beginning of each application of the personal performance test it was explained that 

the participants should only mark the correct answer on the sheet. The answer sheets used 

by the ANMs in group 1 showed in the beginning that they were unsure of the correct 

answers as they marked all the answers. By the end of the study period (three day 

workshop) they chose their answers and there were fewer answer sheets with all answers 

marked. This demonstrated that there was a greater understanding and confidence in their 

knowledge behind the answers given and less chance applied to get the right answer.  

The personal performance scores generated by the group 1 (figure 15) demonstrate that the 

majority of the group made a slight improvement in their scores. A comparison of these 

scores to those achieved at the end of the three day study period demonstrated a change. 

However the scores were not improved enough to make a significant difference. When the 

Wilcoxon signed rank non-parametric test was applied, it demonstrated that these results 

could have been generated by chance. Even when comparing the primary results with the 

final scores, the improvement was slight. It is therefore difficult to draw conclusions from 

this result. It could have been due to familiarity with the materials and a loss of motivation; 

they did not engage as enthusiastically as the comparison group had done, even though 

they had negotiated the three day workshop.  Looking at individual scores there are three 

participants who made a continuing improvement from the beginning. Whilst this 

demonstrates that a self-directed learning experience can provide some change in the 

performance scores and therefore could be labelled a success, the long term effect of their 

educational experience of self-directed learning is difficult to predict. 

Group 2, who started and finished within the three day workshop, demonstrate a 

significantly different outcome. Six participants declined to participate in completing the 

post-test paper by not being available at that time, reducing the number of group 2 to 
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thirteen. It appeared that these ANMs engaged with the material from the beginning and 

this resulted in a greater change in the final performance score as demonstrated in figures 

20 and 21. Their results were significantly improved; Wilcoxon signed rank non 

parametric test proved that these results were not by chance. This confirmed the 

assumption that using a method of self-directed learning was acceptable and resulted in a 

positive outcome when the learning environment was supported.  This demonstrated that 

like many students they needed the time and space to focus on the material. This may also 

add to their motivation to learn as Indian people value education and the presence of a 

teacher could have influenced their motivation. 

The outcome of the comparison between the two groups highlights that these participants, 

using facilitated study material within an empowering environment, successfully improved 

their knowledge base.  The impact of this upon their skills and decision making was not 

part of this evaluation.  

8.6 Participant Evaluation: 

An evaluation form had been developed by me with the aim of gaining the participants 

views on using the materials and what aspects they thought were helpful and those which 

could have been included. This form had a “Liket scale” which asked the participants to 

judge the usefulness of the materials on a scale from 1-5, with 5 =very good/helpful. The 

form was further transformed by my Indian partner as it was felt that the participants 

would not understand the scale and would find it difficult to apply a low score in criticism 

of the materials. This type of evaluation would be difficult for the participants to complete 

as they would not want to pass judgement on the work of those who are perceived as 

socially higher than themselves and would be deemed disrespectful to the teacher. It was 

therefore decided that asking a closed question approach would gain a better response.  

Some demographic data were included in the evaluation questionnaire which was applied 

to all participants at the end of the three day workshop.  This did not give the ability to 

identify the difference between the two groups limiting the value of this evaluation data. 

The rationale for waiting to apply this questionnaire was that the original group were those 

who would be participating in the three day workshop and need that extra time to form 

their opinion of the usefulness of the materials. It was not anticipated that there would be a 

greater number of participants.  

All thirty three participants of the workshop completed the evaluation questionnaire 

(Appendix 3).. From the results presented earlier the number completing the knowledge 

assessment was twenty seven. The difference between these two figures is possibly 
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explained by a preference not to undertake the knowledge assessment. As suggested 

previously these women were sent to this workshop and have used their right to abstain 

from the test whilst participating in the educational activities. This may also suggest some 

passive resistance as they may not have wanted to participate but were not able to refrain 

totally from the activity due to possible repercussions.  

This is not dissimilar to the post qualifying education in developed countries when the 

participants undertake the education component but do not submit the assessment work. 

The results of the evaluation include some demographic information which is presented in 

figures22 and 23. The majority of the participants (N=23) are from the 20-30 year age 

range when commencing their training. This may have been the result of having to gain 

consent from the senior family members as it is a residential course. Those aged 35 years 

and over, maybe widowed and needed to become self-sufficient to support themselves and 

their families. All were or had been married and had children as this is the requirement of 

the position. However there is an even spread of midwifery experience within the group, 

which on observing the group, studying gave them some peer support as those with 

experience discussed issues with those younger than themselves.  

 

Figure 22 Professional Demographic profile of all participants 
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Figure 23 Participants’ years of experience 

 

 

The evaluation data showed that the whole group found the workbook material and the 

film helpful with thirty-one per cent saying they had learnt something new.  Twenty seven 

per cent of the participants had already applied some of their new knowledge to their 

practice, with a small number not having had the opportunity as yet. Being able to read and 

understand the materials was very important to the group and was used as a method of 

triangulating the previous questions on reading and using the materials. A question related 

to the language used confirmed that they all did understand the text. Data relating to the 

activities within the material revealed that although they all saw the benefit in them, none 

had used them as there demonstrated by a non response to this question. An Antenatal 

record book, which was designed using the WHO ANC model, was used and found to be 

helpful. Three per cent found it difficult to complete but no reasons were given.  

Questions related to the film identified that all participants who had seen the film found it 

very useful. There had been difficulties in viewing it for some participants as they had not 

been able to view the film at home. All wished to view the film again and it was played 

every day. 

Finally they were asked if this type of education should be available to others and 84.8% 

agreed that it should. This was supported by the comments within the suggestion section of 

the form. Three comments were related to providing this material to all primary health care 

workers.  

The new knowledge gained was from all areas of care and management during pregnancy, 

childbirth and post-delivery care of the neonate.  61%  (N=20) identified the partogram as 

new knowledge and this included how to use this tool to identify when labour was 
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becoming protracted requiring specialist management. Nine comments related to 

physiology during pregnancy and labour demonstrated that they had engaged with the 

workbook material and the film demonstrating skills.  

One suggestion was that the workbook should include the management of high risk 

pregnancy and deliveries including emergency situations, which is a possible extension to 

the programme. 

Following a back translation of the qualitative comments it became clear that not all 

comments were included in the final report from the technical partner in appendix 3. These 

statements revealed that they appreciated being given the opportunity away from work and 

home commitments to complete their study. They voiced their appreciation of the literature 

in their own language, which they had never had before.  Two participants stated that 

meeting with ANM from across the district meant they could discuss and share their 

practice experiences. Another participant liked the link between theory and practice and 

that the tutorial support aided their understanding.  

One participant said about the workbook “I have to keep reading as I learn something new 

every time I read it” Whilst another suggested that there was not enough information 

within the workbook but no comment as to what they would have liked. 

 Another said “Why would she do this for us?” not in a suspicious manner but not 

understanding the motive for helping them in developing their knowledge and clinical 

practice. 

Many thought that the study materials should be made available to all ANMs on a regular 

basis. The local medical officer expressed the desire to give it to all medical personnel who 

were working within obstetrics.  

8.7 Summary: 

Cycle two developed due to the participants negotiating a focussed study period, which 

inadvertently offered a comparison group to the original twelve week study group. This 

demonstrated that, although the study materials were intended to be undertaken by the 

participants within their own time and at their own pace, it transpired that this was a stage 

too far. As with other students they found that their time management and motivation were 

stretched (Carnwell 2000) with a negative impact on their ability to spend the time required 

to read and learn from the material provided. The three day workshop resulted in the 

participants using the materials and gaining a greater understanding of the process, care 

and management of normal childbirth. This solution to the problem of not having the time 
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to study demonstrated that the ANMs were keen to learn. Providing an enabling study 

environment resulted in a successful outcome although this was not the original plan but 

developed through the Action Research approach. This demonstrated that they were able to 

identify a solution and negotiate an outcome for themselves, revealing their growing 

confidence and emancipation. This also shows that they were eager to further their own 

professional knowledge and improve practice. The comments made verbally and on the 

evaluation form demonstrated they valued and were very pleased to be able to use 

materials in their own language. The success of this study has been achieved on several 

levels. The long term impact on those who have participated at every part of the 

development is difficult to ascertain. Teachers of ANM students now have materials in 

their own language to use for their own teaching. ANMs have the continued opportunity to 

gain new knowledge and apply it to their practice. As some of them had already applied 

their new knowledge to their area of practice suggests some emancipation in practice as 

their confidence has risen. Using a distance learning method of educational delivery has 

demonstrated that in India with this group, was not a viable option, even if they were eager 

to improve their knowledge. The impact of a three day workshop, giving the ANMs time to 

study, was greater than anticipated as the ANMs in group 2 demonstrated greater 

improvements in their knowledge. The workbook and DVD coupled with facilitation could 

be used by others to develop the knowledge and skills of the ANM. Resulting in a positive 

impact on the women in their care and whilst it is impossible to predict any statistical 

change in maternal mortality or morbidity, the care women receive could change for the 

better. In the short term if this educational tool is “rolled out” throughout Madhya Pradesh 

the possibility of improving the service provision would be greater.  
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Chapter 9: A Personal Reflection: the pervasive influence of 
partnership 

9.1 Introduction 

This, the penultimate chapter of my thesis, forms a personal reflection on the pervasive 

influence of partnership within this study.  The chapter is neither a discussion of the 

findings, this has been incorporated into the preceding chapters, nor is it a conclusion 

which is to follow. 

Throughout this study using an action research approach in a different culture and country 

meant that I was continuously problem solving, critically thinking and reflecting.  During 

this process and the analysis of my contemporaneous field notes taken during 

meetings/interviews and fieldwork post hoc personal observations it became evident that 

partnership on multiple levels pervaded the whole study. The aim of my reflecting in this 

chapter is to provide some insight into working across continents and cultures. Whilst this 

is supported by evidence from the field notes, it is my interpretation of those events.  Van 

Maanan (2011) makes it very clear that telling other people’s stories, even though we may 

be an actor in the process, is still a personal interpretation. I thought it was important to try 

also to understand more thoroughly what  partnership within an action research approach 

was so I undertook a concept analysis to identify if my reflections matched in any way the 

challenges which were evident within studies of a similar design (the methods used in this 

analysis are presented in Appendix 4).  

The reader may recognise issues within this reflection of power, communication, status as 

well as knowledge and skills. Whilst these are important concepts they are all aspects of 

partnership within this study. 

9.2 Partnership: a reflection 

Within this study there was a technical partner, with whom I had worked previously when 

acting as a midwifery educational consultant to the State government. However, there were 

other participants who were partners, contributing through developing, quality assuring and 

testing the educational material.  These partnerships are as important as those with the 

technical partner and the women who participated in the study. Although they functioned 

on a different level of responsibility, the study would have been impossible to achieve 

without them.  My reflection and commentary will focus on the partnership with the 



Chapter 9: Personal Reflection: pervasive influence of partnership 

100 

technical partner, filmmaker and the partnership with all the women who participated in 

the study. My role as expert and yet novice is evident within this commentary.  

A partnership which is divided by distance requires both parties to trust each other in the 

decision making and management of the study.  Knowing and working together over a 

period of many years gives an understanding of the other partner’s skills eg. organisation, 

people skills, political understanding.  Moss-Kanter (1994) ascertains that a productive 

partnership involves strategic, tactical, operational, interpersonal and cultural integration. 

This is a shared view of MacKintosh (1992), Arches (2001), Smith and Bryan (2005) and 

others, but this is a time consuming exercise which is not often practical. Working in two 

different countries and meeting only occasionally with the main communication via the 

internet has the potential for not creating the most positive of foundations.  Assessing the 

skills and knowledge base of the required personnel is often the starting point (Lewis 

1998). Having worked together on other projects in India in the same manner did give me 

some awareness of the social skills required to achieve a positive outcome. 

My Indian technical partner is a man of high caste and an academic with an understanding 

of demographic surveys and has produced a plethora of publications. His interest in 

maternal wellbeing stemmed from the analysis of many years of data from the National 

Survey, which identified that the maternal mortality rate had not decreased despite many 

innovations from the state governments. He is the director of an NGO involved in 

community work, originally established by his father. Politically, he is also very involved 

with a family member, who is a member of the State Government and for whom he has run 

election campaigns for many years. Not only does he have a community conscience, which 

is not a commonality in India, but he is very well connected socially.  His role within this 

study is to direct the Indian aspects of political consent, organise the participants, arrange 

accommodation and ensure that the paperwork was translated into Hindi.  

Having spent ten years travelling to India for the academic pursuit of collaboration with the 

State government of Madhya Pradesh in working towards a solution to the lack of skilled 

birth attendants, I have gained an insight into the social structure and professional 

practices.  This also gave me the opportunity to build a working relationship with my 

partner. During this time of working with the Indian partner through the consultancy and 

within this study, our relationship was one of personal respect and professional working. 

Both of us had different qualities to bring to the process, planning and implementation of 

the study. This previous relationship had given me some preconceived ideas related to 

working together. I had not until the end of the study realised the influence of gender, 

social status and power which would control some aspects of our working partnership. 
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Partnership within the context of the research and culture requires some further explanation 

and exploration.  The literature has identified some aspects of a partnership, which are the 

building blocks to success.  

Communication: 

Communication is one of the main contributing factors in any partnership (Bablak and 

Thibault 2009, Arches 2001). Face to face communication was usually very difficult as it 

was dominated by his personality, motivation and to some degree his gender. The 

communication which involved the planning of the study was dominated by his political 

needs. His role was to ensure that the Indian aspects were arranged and followed the plan. 

Everything however revolved around his needs and when the time frame became difficult, 

he was not prepared to compromise or be flexible. Planned events, although they had been 

agreed well in advance, did not come to fruition until I had arrived in India. Meetings were 

arranged in what appeared to be an ad hoc manner. A long period of time into the study I 

began to realise that this was not his organisation per se but the way things happened in 

India. In the beginning I was frustrated as many hours were wasted as I waited for 

telephone calls or lifts to meetings, often to be told that the time or place had suddenly 

changed. This resulted in me becoming more flexible and patient. Arches (2001) clearly 

points out that having defined roles and expectations prevents confusion and tension within 

the partnership, but does not take into consideration cultural diversity. However, my 

perception of this was a matter of “talking past each other” (Metge and Kinloch (2001:7).  

There can be misunderstanding even if there is an agreed understanding.  

In my first meetings with government officials I was not aware of what might happen or 

what was expected. No explanation of the process was ever given even by my colleagues 

with whom I had travelled nor my technical partner. I found myself sitting in an office that 

had several rows of chairs in front of a large wooden desk, behind which sat the official. 

People were coming and going throughout the meeting and several discussions were 

happening at the same time, causing me some confusion. I found myself in the front line as 

questions from the government minister were fired at me and an agreement to commence 

the study was presented. This also gave me an understanding that privacy was not an 

option in Indian society. The partnership developed as I stayed in India but would not 

develop to be more than a practical arrangement as suggested by Lewis (1998) to achieve 

the study outcome. We both trusted each other to provide what was needed but not enough 

to discuss the issues which arose throughout the study. The question here then is: Is this the 

way of cross cultural partnerships in research? As for me, I can only suggest that it does 

not have to be but in India it appears to be the case. Caste and gender appear to be the 
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ruling factors causing some struggle between autonomy and authority (Weiner and 

Zuckerman 2000) within the partnership.  

Power and status: 

Power relations are dictated by the social structure and are evident in all aspects of Indian 

life. Observing the interactions between people demonstrated to me that certain behaviour 

was expected. This was observed when a senior government official chastised a 

“subordinate” as this shows who is in control. The “subordinate” accepts the chastising but 

ignores it, demonstrating that to some extent it is a social game that the people act out. 

Hofsted (2001) suggested that where a large social divide is present between people there 

is less likelihood of challenge. It was evident that some of the power of the position held 

was used in a coercive manner, as with the issue of consent raised and discussed during the 

development of the multimedia resource. Some women found themselves taking part in the 

film because this was what they were told to do by their male family members even if they 

themselves had not given consent to participate. This was apparent by their body language 

and I was powerless to intervene as my linguistic skills were non-existent. This caused me 

some distress as the women were not in a position of being able to challenge this attitude.  

My personal lack of language skills meant I had to rely on others. In this situation, I found 

myself in a very difficult position, which made me feel very uncomfortable as my 

protestations were ignored. I felt totally disempowered and manipulated. The outcome was 

that I “cut” that part of the film and in situations where participants were in agreement and 

consented but did not want their identity to be seen, the face was blurred. In discussion 

these issues were not explored or addressed but were often left without explanation leaving 

a very powerful silence as my partner declined to discuss them.  

Several other areas of conflict occurred and were dealt with by noncompliance or passive 

resistance. One area where this behaviour was evident was the use of animation within the 

film. The film maker did not want to withdraw these pieces of film which had enhanced 

the film being developed to support the teaching materials. Eventually, this was resolved 

following a flurry of e-mail communication. My partner was not supportive of my appeal 

to have them removed as it appeared he did not want to interfere in the other person’s 

work. This may have occurred because I had interfered in a situation between the two men, 

when asked if an advance on the agreed price for the film could be obtained so that 

equipment could be hired. In other situations this did not occur as my partner demanded 

the highest level performance. In future there needed to be an agreement as to who would 

do the local negotiations and comply with this agreement, as this might have compromised 

the position of my partner but again this was never discussed.   
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Participation within this study as one of the main actors was very difficult. Leading the 

development of the materials and agreeing to the required changes was incongruent with 

my social position and being on the fringe. The lack of language skills isolated me further 

from understanding the real outworking of this study. I always felt that I was given what 

my partner thought I needed to know, not always what I wanted to know. This was 

confirmed by the back translation of the qualitative comments in the evaluation forms. The 

“taken for granted” understanding of what was being said was evident in retrospect on both 

sides but in reality was not the case in many situations. I personally found that my 

embedded understanding of midwifery and the status of women in the UK caused some 

misunderstandings, as I had taken for granted that I was understood. Clarifying the 

understanding of others is a necessity to ensure good communication and participation.   

This study, which I felt very passionate about, was personally an extremely difficult 

exercise as I had to relinquish of some elements of its organisation and development to my 

Indian partner. He did what he felt was right but was constantly reviewing the situation, as 

he was concerned about any political backlash.  This limited the progress in many areas of 

the study. Filming in an environment in which he had little control caused him anxiety and 

resulted in him not getting involved.  He did organise the use of the learning material but 

this was in a political comfort zone as his extended family were political leaders within the 

district. His social position was very important to him and he was very aware that a wrong 

move could cause family dishonour. Throughout this study the honour of the family was a 

thread. Women did what was demanded of them so that the family was not dishonoured; in 

the same manner my partner was constrained by the same expectations. Unlike the women 

who were not in control of the decisions made, he was and this caused him great anxiety as 

the responsibility for the outcome was also his.  

Partnership with others: 

The other partnerships of great importance were with the women, who play the greatest 

role in caring for those who are pregnant and the pregnant women themselves. In chapter 

one, I have already identified the central challenges for Indian women and these are 

evident within the conversations I was able to have with those women I met during my 

reconnaissance.  

The ANMs, their teachers and the women they serve gave a clear understanding of the 

difficulties and worries that were real to them: the fear of mortality in childbirth and the 

skills required to manage safe childbirth. Without this insight, the information given by 

people of a different caste and without a personal understanding of their difficulties, would 

have possibly produced a different product and outcome.  Chapter 2 which outlines the 
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reconnaissance prior to the development of the study materials gives some insight into 

these meetings.  

Visits to the ANM schools had to be agreed with the Director of Health and Family 

Welfare, and so could be viewed as biased as the best schools were chosen for me to visit. I 

was not aware of where the schools were located or what the quality of the education was, 

as this was not made available to me; preventing me from making my own selection of 

schools to visit. I was made aware that it was the Director who would choose as he was in 

control. This however did not prevent the teachers from discussing some of their worries 

and issues in providing a good education to their students.  

The principal of the ANM school in Rajasthan was concerned that her students were not as 

clinically competent as they needed to be as she informed me that: 

“ the doctors in the hospital only allow our students to observe and not be involved in 

clinical skills” 

This was not the case in Madhya Pradesh ANM school as the principle was delighted to 

inform me that: 

“ all our students have to undertake 20 deliveries”  

This was quickly supported by a student showing her delivery records, this maybe the best 

student of the group but it did demonstrate that clinical opportunities where made available 

to the developing students.  

In contrast a school in Uttar Pradesh, where the principal was a social worker and did not 

understand the need for practising clinical skills within a clinical setting. When asked if 

she had any difficulty in gaining access to clinical environments she said “ I didn’t see the 

need for them as the student will learn what they need whilst in school.”  

I began to realise that there were different models of education and that each school has 

different requirements and standards. These however are not monitored by the State or 

National Nursing Councils. The teachers in all the schools were concerned with the lack of 

contemporary midwifery texts and I was shown a “Myles Textbook for midwives” cica 

1950 which had been translated into Hindi in 2000. This confirmed the need for all the 

information to be in Hindi. All the teachers were well educated, spoke English and were 

from a high caste family. They were very supportive of my suggestion for the development 

of contemporary teaching and learning materials in Hindi. It also became apparent that the 

selection of the students was not the responsibility of the school but of the village councils 

(Punchat), which could lead to favouritism in the selection rather than the best person for 
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the role. All students are educated for twelve years and have successfully completed their 

final certificate. This situation was accepted by the schools but was not necessarily what 

the teachers preferred. The teachers were very keen to know how the selection of students 

was done within the UK and said they would have liked the same opportunity even though 

they were surprised at the numbers applying and that the process was so rigorous.  

The students were keen to show their work and showed great respect for their teachers but 

were not able to be critical of any aspect of their education. This could be that they were 

not able to make judgements due to lack of experience or it may not be acceptable to do so. 

The ANMs I met within the States visits were as keen and generous with their time as the 

Teachers. An ANM in Uttar Pradesh was keen for me to see her ANM station which 

clearly lacked equipment. We discussed her practice and the possibility to extend her 

learning.  

She said “ I have learned a lot from working within a hospital and observing suturing, 

which I now use in my practice. I want to learn more so that I can provide better care” 

She also informed me that her mobile phone was a great asset as she could be contacted at 

anytime. I was aware that not all the ANM had mobile phones, so this was not a method of 

communication which could be used for educational purposes at present but one which 

could be developed in the future.  

Another ANM in Rajasthan complained 

“ I need more equipment, a sphyg to take blood pressures would make my work easier” 

Whilst she was telling me, I saw a sphygmomanometer on the windowsill behind her. This 

made me aware that some of the ANM were trying to manipulate our meeting to gain more 

equipment as I was a foreigner and might have money. I was also informed by my 

technical partner that all ANMs working in the community were given equipment for the 

role but many lost them and they were not replaced.  

Another ANM aged in her 60’s, demonstrated her willingness to work in partnership with 

the local Dai. We walked over to the village together to see a woman who was pregnant 

and wished me to see the area she was working in. There was a water pump providing 

clean water, the houses were made of mud and open drains were running between the 

houses. I was introduced to the woman who invited me into her house. Clearly this would 

be where she would deliver her baby. This made me recognise the challenges that beset the 

ANM in discharging her duties to these women. As we walked back to her station she 

informed me that she was: “finding work difficult, when abnormalities occur in labour, I 



Chapter 9: Personal Reflection: pervasive influence of partnership 

106 

try and encourage women into hospital but family objections and poor transport facilities 

are the main obstacles.”    

When discussing the possibility of more education she said: “I would love to have more 

knowledge so that I can provide better care especially when things are not right”. 

It is evident to me that the ANMs are exceptional observers and have generated their own 

knowledge from what they have seen but without the theoretical understanding or critical 

appraisal.  

Visiting villages offered the opportunity to meet the women that received care from the 

ANMs. One woman informed me:  “I want to have my baby in the health facility as it is 

safer but that decision will be my Father – in – laws when the time of my labour comes”. 

 This highlighted to me that women no matter how well educated (this lady had a degree 

from a university), were not able to make their own health related decisions. This is 

supported in the review of women in India within chapter 1. 

In Rajasthan, a woman in a village proudly showed me her baby asleep in her cradle. My 

escorts on this trip were the ANM and one of the teachers, who became animated in 

conversation with the couple. When I enquired as to the content of the conversation I was 

told that it was contraception and that men should be sterilised after having three children. 

This could be perceived as the use of caste power as the couple were farm workers and of a 

low caste, whilst the ANM teacher was of a higher caste. I did suggest that they may wish 

to have more children and was told that they were poor and should not have any more. 

There was firmness to this statement which suggested that this was “for their own good”: a 

cruel to be kind attitude. 

The ANM teachers and practitioners who kindly reviewed the workbook were as open with 

their comments as those in the field. This workshop principally was to ensure that the topic 

areas were valid for Indian practice and would extend the knowledge of the ANM. The 

workbook was the first translation in Hindi, which was considered as too technical by my 

Indian partner and resulted in another translation using commonly used language. On 

reflection they did not suggest that this translation was too technical, regarding the 

language, to me but this came later via my study partner. This group were able to 

understand the language and therefore may not have seen this as a technical problem for 

the ANM in practice. Whilst they were very clear that some of the more commonly used 

skills such as calculation of the date of delivery were not within the text, they did not 

appear to have the critical application of thinking to discuss the language.    
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All those I met during these meeting were respectful and very eager to discuss the issues of 

childbirth and ANM education, which gave me a much better understanding of the 

situation which was slightly different from the view of the Medical officers and 

government officials. Their view was expressed in terms of insignificance as the focus of 

this study was women.  

This is supported by the exploration of the role of women in India within chapter 1, which 

demonstrated that women whether from high or low caste families are not considered equal 

and have a low status. 

The success of the study was due to the partnerships with women and the organisation of 

the technical partner. 

9.3 Partnership: an analysis 

Partnership has many uses within social, political and economic environments which 

include business, education, political coalition, healthcare and many other areas. 

Partnership in business can be full partnership or percentage or even classed as silent 

depending on the contractual arrangements decided upon.  Our understanding of this 

socially derived concept will be influenced by our experiences of its use.   

Applying a critical approach to the concept of Partnership within an Action Research study 

which has a cross cultural component, would establish some criteria for use within this 

context.  The aim of this inquiry is to identify characteristics of partnership within an 

Action Research approach working in the context of a cross-cultural study.  Partnership 

within this Action Research study is an element which, within its cross cultural context, 

has had some interesting twists and turns.  Partnership within Action Research is one of the 

main components and is often identified as collaboration. This inter-changeability of these 

two words was also found in other contexts (Carnwell and Carson 2010) which suggest 

that they are often confused by their use.  Taylor and Le Riche (2006) in their extensive 

literature review identified confusion in the conceptualisation of partnership and that it is 

often loosely defined using different terminologies. Searching the available literature for an 

understanding of how partnership or collaboration occurs in Action Research offered some 

challenges.  

As a fundamental expectation within Action Research, it is a “given” that collaboration and 

partnership are central to the process. These two words are used interchangeably and often 

only within the title. Few papers explored this aspect of the Action Research process in 

detail. Using the key words of Partnership, Action Research, collaboration and 

participatory research to search the databases (CINAHL, MEDLINE and PsycINFO) as 
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individual words gave an inordinate number of hits but narrowing the search to the first 

three words identified 178 papers. The timeline for this search was 1995-2013 to identify 

as many research papers as possible.  Language was also a consideration in the selection as 

English is the researcher’s only language; papers in any other language were excluded. 

This search only identified papers within healthcare and educational Action Research. To 

extend the search further the  Directory of Open Access Journals (DOAJ) covering free, 

full text, quality controlled scientific and scholarly journals were searched offering a 

further  ten papers.  Having access to the full text enabled the selection of the most 

appropriate papers from this database.  Papers were selected for the purpose of this inquiry 

but it is apparent from the paucity of papers in relation to the meaning of partnership in 

Action Research that a wider viewpoint was required. Not-for-profit and voluntary sector 

groups, who have an insight into the working of partnerships, were considered as their 

experience both from a national as well as an international perspective could enhance the 

understanding of the meaning. Each paper was read to identify the key components related 

to partnership working. Using a thematic approach the characteristics of partnership were 

identified.  

The terms used within the literature are related to the development of partnerships in the 

business world but can be applied to research projects, and suggest collaboration.   

Definitions within the literature are: 

Lewis (1998) – an agreed relationship based on a set of linkages between two or more 

agencies. 

Lorentz (1989) – Neither friends nor strangers. 

Dictionary Definition: 

“a relationship resembling a legal partnership and usually involving close cooperation 

between parties having specified and joint rights and responsibilities”  (Merriam-Webster 

online dictionary 2013) 

The definitions offered as a method of clarification have resulted in further confusion as 

they are required to give a broad overview of the concept rather than a defining approach. 

All of these definitions can be used to define a partnership within an Action Research 

study but the dictionary definition is the one which suggests a great level of accountability 

within the role. The application of this definition to this study brings into question how this 

work crosses cultures and languages. Rodgers (2000) advocates collecting all the 

information before any discussion to delineate the concept.  

http://www.merriam-webster.com/dictionary/parties
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9.4 Discussion 

The definitions quoted are suggestive of a relationship (Gallantet al 2006) between people 

either within organisations or independent of organisations.  The involvement of people 

within a partnership cannot be forgotten and that a partnership evolves even if agreed as a 

contract between organisations.  One of the main attributes is that of working together 

which requires the possibility of putting personal objectives to one side (Lewis 1998). 

Lewis also draws attention to the need to re-define the boundaries as new partnerships are 

agreed and that they cannot be replicated from one context to another.  Theoretically 

partnership is within behavioural and cognitive theory as behaviours are said to be socially 

conditioned, culturally embedded and economically constrained (O’Brien 1995). People 

working together will make value judgements and perceive the partnership to be beneficial 

or not. The forming of a partnership may not be through mutual respect but out of a 

pragmatic agreement to access scarce resources such a funding or personnel (Lewis 1998). 

Effective partnership working has been the focus of many (Schuman and Abramson 2000, 

Weineret al 2000, Arches 2001, Bablak and Thibault 2007, Casey 2011, Andrews et al 

2012, Howell et al 2012).  

Developing effective partnerships requires commitment and takes time (Schuman and 

Abramson 2000, Platteel et al 2010 , Moller et al 2009, Alcorn 2011). Moller et al in their 

cross cultural participatory research in New Zealand describes working with tribes of 

Maori to gain an understanding of their culture. Sharing the research aims revealed that 

there were several potential stumbling blocks. As outsiders, the Maori asked the 

researchers what their interest was as they were uncertain of their motives.  Building trust 

between partners takes time and effort on both sides. The relationship may start from a 

social perspective showing respect for the other person’s culture.  Cross cultural 

differences were highlighted by Schuman and Abrahamson (2000), who include the use of 

language, understanding of the research process including the literature review, data 

analysis, issues related to ethical management such as confidentiality and then the 

presentation of the findings.  

MacKintosh (1992) suggests a continuum of partnership working from a synergy to an 

imbalance; where the cost of the partnership outweighs the benefits which results in the 

undermining of the research (Schuman and Abrahamson 2000).  Vandermause et al (2012) 

advocate the use of a model of partnership which guides the process. Andrews et al (2012) 

devised a three dimensional model to assess the compatibility of a partnership. Their first 
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aspect is “Goodness of fit” and includes the partner’s suitability for the project and 

assumes that issues such as shared values, mutual benefits and commitment.  Secondly, a 

compatible climate which suggests that both parties are forward thinking, flexible, honest, 

open minded, ethical  with respect and appreciate cultural differences. Finally, it is 

expected that the partners have the capacity to undertake the research with an inclusive 

membership, although this is not explained further within the text.  This does suggest that a 

great deal of background research on the prospective partner is required prior to any 

meeting.   

The first objective for the partnership is to identify the infrastructure and processes by 

which it functions including roles and responsibilities.  Not surprisingly, communication is 

one of the most quoted aspects of joint working within a partnership (Lewis 1998, Platteel 

et al Coulter 1999, Smith and Bryan 2005, Arches 2001, Anderson et al 2012). Good 

communication lays at the basis for all aspects of any effective partnership. It opens all 

parties to the possibility of equalising power and conflict resolution (Casey 2011, Andrews 

et al 2012), Coulter takes this through to the sharing of information, evaluation, decision 

making and therefore taking responsibility. Setting the parameters of a working 

relationship with honesty and clarity from the beginning sets the standard for respect and 

trust to develop and prevents the struggles between autonomy and authority (Weiner, 

Alexander and Zuckerman 2000). Christopher et al (2008) suggests that trust building 

initially happens on an interactive level by acknowledging any history either personal or 

institutional, listening to the community members, acknowledging expertise and being 

honest about expectations.  An awareness of the language used within any interaction 

regarding those within the culture that the partnership is functioning is vital to prevent 

confusion and tension (Arches 2001).   

Imbalances within the structure can put the achievements and partnership at risk. Self-

awareness within cross cultural working enables open dialogue, mutual respect and trust to 

develop.  However there are factors which can undermine partnership working. Bablak and 

Thibault (2009) make it very clear that poor planning, infrastructure, lack of mutual goals 

and objectives have a detrimental effect on the processes of working.  This implies that 

cohesiveness is related to joint modes of working.  Didactic partnerships have been 

demonstrated as being very successful (Tichen and Binnie 1998). Being able to discuss 

issues and make joint decisions before and after the commencement of the research 

appears to have a successful outcome. Tichen and Binnie, however are working together in 

the same environment although they have different roles and are able to spend time with 

the participants as well as talking through issues together.  They clearly state that they 
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discussed the potential risks to the research before the commencement which gave them 

the basis for their management.  

Alcorn (2001), Moller et al (2009), Vandermause et al (2012) have explored their 

partnerships in cross cultural research and have all identified similar attributes and 

consequences within the other papers.  The basic characteristics relate to the setting of 

normative rules, good communication and infrastructure where open dialogue is 

encouraged so that conflict, imbalance and power issues can be jointly managed.  All 

authors agree that it takes time and commitment to achieve effective partnership working.   

All the cross-cultural studies identified have been completed within the same 

environment/country that the researchers and participants share. Whilst there are cultural 

differences to address, all are familiar with each other.  The uniqueness of my study is that 

it is managed from a different country and this adds a different dimension to the process of 

partnership.  Tichen and Binnie have worked on aspects of their partnership which they 

needed to address, which was successfully managed by spending time discussing the issues 

and resolving them. 

9.5 Cross cultural Action Research  

It is evident from the literature above that cross cultural Action Research is possible. The 

degree of success is difficult to extrapolate as the partnership roles are presented in a 

manner which does not explore all the facets of the partnerships. Using the criteria from 

Hart and Bond (1995) to assess the success of this study, it meets all the criteria at some 

level as this study does involve all their elements. It uses a problem solving approach 

within a social context, through collaboration with several groups to develop an 

educational programme for the development of ANMs to improve the care offered to 

pregnant women. However if the issue of emancipation is explored there is a different 

story to tell.   

 

Emancipation: 

Collaboration with women of higher caste status has delivered an educational package 

which was prescribed for the ANMs. The teachers of ANM students who evaluated the 

workbook content had their own agenda. They wanted the whole ANM training on 

pregnancy and childbirth to be included. Was this for the practicing ANMs or for them as 

they could use the materials in their own teaching. Some areas of the workbook had been 

criticised by the teachers as they were new ways of working (such as alternative positions 
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for delivery), but the ANMs within that group were very interested.  This reaction leads me 

to conclude that there was more control being applied to what the ANM should know 

rather than being open to change. Working across the social strata constantly gave mixed 

messages and those who were of higher social status dictated what did and did not occur.  

The ANM were not totally consulted on what they needed and this may be because they 

didn’t know what they didn’t know. This inability to understand what they needed to know 

could possibly be addressed by an interactive working partnership. This did not occur as 

the partners in the study didn’t see the need for including them; although I suggested their 

involvement could enhance the process. These social constraints inhibited the development 

of a meaningful partnership.  

I would suggest however that those who worked through the educational material were 

clinically emancipated in that they had a greater understanding of the principles of care, 

which have been applied and are maintained (personal communication Dr Rai April 2013).  

They were delighted with a midwifery text in their own language, which they appeared to 

“own”. This has been the trigger for some change within the practice of the ANM, who 

were not applying theory to practice or using the recommended tools in the care of women, 

due to a lack of knowledge and understanding. 

It had been suggested by the doctors involved in the study that the medical officers, 

working in obstetrics should also use the workbook to improve their knowledge but this 

was deemed unacceptable by some as they were of higher social and educational status 

than the ANM. This cultural aspect of the study has contained the potential for wider 

application of the educational materials and has been central to some of the difficulties in 

the development of a broader content. Reducing the information offered for the extension 

of the ANMs knowledge base has been a constant challenge, as the decisions related to 

what the ANM needed to know were made by those who were are not of the same caste or 

work as an ANM. 

 

Conclusion: 

Geographical constraints and cultural misunderstandings did have a reductionist effect on 

this study from my perception but my technical partner, when asked, was not aware of any 

aspects that he would want to change. I did however come to understand my own 

limitations in working in this culture. As one who believes all are equal and that open 

access to information offers the potential for greater understanding and this will improve 

the care of women, I found these social constraints frustrating and very limiting. 
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9.6 Summary: 

Partnerships, as explored in this chapter, are an inevitable element of Action Research. 

Using Action Research within a very complex cultural society needs to be very carefully 

considered; planning to incorporate all those who are to benefit from the outcomes will 

present challenges. Using a method which is underpinned by an individualist philosophy 

within a collective society or community will challenge the ability of the researchers to 

apply the process successfully.  Working within one stratum of that society would give a 

greater scope for success as there would be a greater understanding of the social challenges 

but working across the strata offered almost impossible challenges and constraints. The 

impossible was not achieved but where there appeared to be a possible compromise, the 

almost impossible was overcome.  

Future Action Researchers might find it useful to undertake a critical analysis of 

partnership at the commencement of their work – this was not within the scope of this 

study but is worthy of further explorations by others. 
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Chapter 10: Limitations, Contributions, Recommendations and 
Conclusions 
 

This chapter offers some insights into the limitations, recommendations and conclusions to 

this study which are designed to help others who may wish to embark on a similar study. 

These are not totally conclusive but offer some direction to any planning.  

10.1 Contributions: 

This successful cross cultural study contributes to the understanding of the use of Action 

Research in a complex society. Action Research offers a flexible approach to exploring 

solutions to practical problems (Koshyet al 2011, Meyer 2010) and this required working 

on multiple levels both professionally and socially. There are few societies which have 

such a complex sustaining structure. Working within this structure to achieve agreement on 

the methods used and the number of participants calls for a unique partnership.   

The contribution this study makes is to the partnership working within this social structure 

using an Action Research approach. Whilst there are documented studies where cross 

cultural working has been very successful, this is not without challenges. Being aware of 

the social structure and its implications will reduce the challenges significantly. 

Choosing the right partner within an Action Research study is also a major contribution to 

its success. Partnership within this study adds to the debate regarding cross cultural studies.  

It is evident that culture is a major issue in international working (Hofsted 2001), and the 

issues which have arisen within this study offer some insight in managing a study through 

to the achievement of a successful outcome. Personal self awareness and the ability to 

accept the need to change, aids the process negotiation and discourse vital to the study. 

Professional development of health care workers in maternal health has been a focus of the 

WHO and Governments since the millennium development goals agreed in 2000. The 

emphasis on skilled attendant at birth has provided opportunities to explore different 

methods of improving services. Education has been a fundamental method of changing 

organisations, professions and services, but one which appeared to be neglected within the 

strategies of the Indian government. The ANMs were keen to develop their knowledge but 

didn’t appear to understand that they had the ability to extend their own knowledge. The 

lack of study materials in their own language caused de-motivation to explore issues 

further. The study material in Hindi was a major contribution to the profession, allowing 

the ANMs to expand their understanding further and develop skills for practice. It has also 
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been made available to the teachers of ANM students to use within their own teaching. 

This alone has empowered them to be able to improve their teaching contribution with 

contemporary material. 

This appears to be the first time guided self-directed materials have been offered to this 

level of health care providers. This has contributed to the understanding of the use of such 

material within this profession and culture. It has highlighted the issues of home study and 

the improvements made by providing an effective study environment. This was valued by 

the ANM as was the ability to discuss issues with their peers and a midwife teacher. The 

lessons learnt through this approach offer other educational providers an understanding of 

the issues and needs of this type of learners. 

Within this study it became apparent that the use of ethical principles within a collective 

society was challenging. The ethical principles developed within a western society where 

the individual is central, cannot be applied without adaptation to collective societies. As 

the individual is not considered in the same manner nor has the same latitude to make their 

own decisions. This study adds to this discussion by presenting the issues and challenges 

that this society presents. Other studies have also found this to be an issue and one which 

has the possibility to cause research to fail in its objectives (Robinson –Pant 2005). 

10.2 Limitations 

This study was conducted across a vast distance both in mileage as well as cultural/ethical 

expectations of the partners.  The main challenges of this study are associated with the 

distance between partners, resulting in many misunderstandings. My main personal 

limitation was due to the lack of language skills. If I could have participated more in the 

discussions by explaining the focus of the study to those who were being asked to 

participate, the issues related to consent may have been more ethically addressed. The 

filming could possibly have been more effective in demonstrating the skills from the 

workbook and the ANM would have had a greater understanding of the aim of the study.   

Working in partnership with Indian men of high caste and social status has to some extent 

limited the technical outcomes of the educational materials as they have proceeded to only 

include what they felt was required. Although this has limited the information it does not 

appear to have a great effect on the outcome of the study, just reduced the potential 

knowledge base of the ANM. 



Chapter 10 Limitations, Contributions, Recommendations and Conclusions 

117 

10.2.1 Partnership: 

The partnership, whilst it did achieve a positive outcome, did not function in a totally 

collaborative manner as my partner did not discuss or want to reveal aspects of his 

personal limitations related to the study. This might well have been due to his role within 

his family and social circle. “Playing cards close to the chest” is not just a cultural issue but 

one which maintains personal control and social standing.  It did increase my frustration 

and lack of understanding related to some of the decisions made often without 

consultation.  Undertaking a cross cultural study requires a greater personal understanding 

of the skills required to negotiate and work within all strata of Indian society, so that all 

participants can develop skills of enquiry which would enhance their professional 

development.  

Filming the skills DVD in India also presented challenges as roles and responsibilities 

were not always clear. This is demonstrated by the film director’s approach as his personal 

agenda often prevented partnership working and clarity of aim. Although the film did 

achieve some level of success, it could have been greatly improved by involving partners 

in discussion on the best way forward. There appeared to be a pride in the sole directorship 

of the film to the exclusion of everyone else. This individualistic focus impacted on the 

partnership working across the study, including the study partnership, women in the film 

and the crew. 

 

10.2.2 Ethical considerations: 

The ethical considerations of this study caused some challenges both personally and within 

a research process. The lack of understanding of the cultural expectations and acceptance 

of some situations caused dilemmas as it appeared that the caste system expected the 

women asked to participate to accept and not to challenge any aspect of their inclusion. 

From a western perspective the individual is central to any consideration and is expected to 

make his or her own decisions. In the Indian caste system this is not the case as there 

appeared to be a power influence not only from the family but from higher castes. 

Therefore the application of western cultural ethics requires some careful reconsideration.  

As has been discussed earlier there is a need for some flexibility within this area. 

 

10.2.3 Study implementation: 

The sample size was small following the voluntary reduction in numbers from the original 

28 participants. The total numbers of participants was not within the control of the study 
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partnership. However the positive result from the “workshop only” group suggests that this 

method of educational delivery was not only acceptable but provided a medium for the 

ANMs to explore their practice. A larger study would verify the outcomes further and 

could expand the understanding of the ANMs knowledge base. 

Using a multiple choice question paper to assess the ANMs increase in personal 

knowledge was limited to academic knowledge outcomes, in that it did provide evidence 

that this type of self-directed learning achieved an increase in personal performance scores, 

but it could not provide evidence it changed practice. Donker (2010) used a skills 

assessment together with a MCQ paper, which provided a more robust assessment. The 

geographically dispersed nature of the participants in my study made this practically 

impossible to do on my own. The lack of skilled midwives within the State, coupled with 

the lack of a competency focus of the national training, meant that there were no midwives 

with the knowledge or skills to assess competencies using agreed criteria. 

Limitations within the health service provision infrastructure clouded the ability to offer 

clear guidance on the management of situations which required a medical review. A lack 

of professional policy related to the midwifery management of emergencies within the 

community would have been useful to provide guidance in the development of the 

workbook. 

10.3 Recommendations: 

10.3.1 Indian Midwifery: 

Midwifery as a profession has been shown to be the one single element in reducing 

maternal mortality and morbidity ( Koblinsky 2003, Louden 200). Indian midwifery has 

been neglected nationally with a lack of interest from the National Department of Health 

and Family welfare as well as the Indian College of Nursing. It was not until very recently 

the curriculum for the training of ANM was reviewed which means the curriculum being 

used was from the 1970’s and the resources available extremely limited, demonstrating the 

lack of interest.  The Indian College of Nursing is an accepted member of the International 

Congress of Midwives, even though they do not meet the standards required for 

membership.  The ICM have a responsibility to ensure that their members are meeting 

these standards and therefore they should be working very closely with Indian Government 

and the Indian College of Nursing to ensure that the standards of education and practice are 

met.  

The State Departments of Health and Family Welfare should take some responsibility for 

ensuring that the standard of education is of the highest possible. The interface between the 
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Government and the Indian college of Nursing requires strengthening to develop standards 

of education and audit all schools where this education is delivered.  This can be in 

conjunction with the ICM which would the required global standards are met. This 

includes who teaches and their ability to teach, the resources available including written 

texts for the students and teachers in their own language. Including a continuous 

programme of post registration education so that new methods of care can be introduced 

and skills maintained.  

10.3.2 New ways of working 

In today’s society, technology has played a major role in communication and has 

developed systems, which can be used to support health care workers in remote or isolated 

communities. Development of a recorded clinical decision making system that ANMs 

could use via mobile phones would enable the identification of major midwifery 

complications and offer management solutions. This would impact to reduce the morbidity 

and mortality during pregnancy and childbirth in the community. Providing images for the 

management of serious life threatening complications such as postpartum haemorrhage and 

retained placenta would give the ANM the ability to manage these when transfer to 

hospital is delayed or is not possible.  

10.3.3 This study: 

This study was successful but not conclusively as the results only demonstrated partial 

success in one group, therefore it requires further enquiry into the use of self-directed 

materials with the ANMs. Future studies using two different educational deliveries, with 

one group being self directed at home and the other with a focussed ring fenced time 

within an enabling environment. The evaluation suggested that all ANMs should have the 

opportunity to use this material. However a larger sample with a follow up study to enquire 

into the impact it may have on practice is required. Using a focussed study period to enable 

the ANM to use the self -directed materials coupled with facilitation so that questions can 

be answered would give a conclusive outcome.  

Once the further study has been undertaken it requires some consideration to extend it 

further to rolling out to other states. Facilitators would need to be those with the skills 

required to support the study process giving the central control to the participants without 

reverting back to a traditional didactic teaching method.  

10.3.4 Action  Research 

Using an Action Research approach in a cross cultural study requires the researchers to 

have very clear strategies of how to meet the cultural requirements of the study. This 
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included reviewing their own belief and value systems as they will be personally 

challenged. Personal development in the diplomacy skills required to work within a culture 

is advisable prior to any cross cultural study development.  

Working with a problem solving approach requires detailed planning and this includes 

having agreed roles and responsibilities. Reviewing these on a regular basis will help with 

the communication, rigour and fluidity of the study process.   

10.3.5 Ethics 

Exploring the potential cultural challenges to any ethical situation prior to the study 

enables some understanding of the situation and possible areas of collaboration to achieve 

a positive outcome. Being prepared to change to meet the needs of the participants without 

compromising the ethical principles expected, may mean accepting ways of working which 

are outside the traditional methods. Exploring the issues of consent and confidentiality 

with the study group will help to ensure that the study is within the normal social 

boundaries of the culture. 

10.3.6 Partnership 

 Participating in this type of research process, demands attention to detail in every aspect of 

the planning and implementation, without assumptions being made by either side (Taylor 

and Le Riche 2006). Clear objectives, roles and responsibilities outlined from the 

beginning will enable a positive conclusion of the study. It is very clear from the concept 

analysis and the literature that the responsibilities of each partner are clear and if not then 

failure will ensue (Schumman and Abrahamson 2000). Choosing a study partner needs to 

have some careful consideration and needs to have the basis of some joint aims or goals 

but this requires time (Platteel et al 2010). It is suggested that taking the time to initially 

work on the partnership will improve the potential study outcome.  

10.4 Conclusion to the study: 

 This study was the culmination of ten years collaborative work with the State Government 

of Madhya Pradesh to improve midwifery services. It followed the unsuccessful change in 

legislation to adopt a midwifery education and registration programme, which would have 

offered the health services a skilled midwifery practitioner. The option to develop an 

educational programme for the improvement of knowledge and associated skills for the 

ANMs was adopted. An Action Research approach was used to critically analyse the 

possibility of using a distance learning method of programme delivery. A situational 

analysis offered an insight into the midwifery services, educational standards and needs of 

the ANMs.  Educational material was developed which included multimedia supportive 
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film which was scrutinised by Indian ANM tutors, some ANMs and two British Midwife 

teachers to ensure currency. These educational materials were successfully tested in 

Shivpuri district of Madhya Pradesh. 

The results of this show some success in improving the personal test results of the 

participants but require further testing to be conclusive. These participants, like many 

within western society, struggled with managing their time to include study.  Their solution 

to this challenge was to have some “ring fenced” time and an environment to study which 

would result in an improved level of knowledge. This culminated in a three day workshop 

so that all participants could view the multimedia resource and use the workbook, joined 

by a second group who arrived to participate in this study and who demonstrated that 

combining the self directed element of the workbook and facilitation resulted in improved 

personal result in the knowledge test. These participants suggested in their evaluation that 

all ANMs receive the same educational opportunities.  

Using an Action Research approach for this study proved to be successful but encountered 

some challenges which could have resulted in a negative outcome, if they had not been 

managed with compromise and respect within the study partnership. 
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Appendix Two: DVD 
 

This has been opened using a PC with multi media 6 software and a DVD player to ensure 

access availability 
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Appendix Three: Evaluation data 
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Appendix Four: Concept Analysis theory 
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Concept Analysis 

Critical theory as an approach to an inquiry has become a popular method employed within 

nursing to clarify concepts which are in common use, but take on different meanings 

dependent on where they are used. Clarifying commonly used concepts has enabled the 

profession to understand their meaning within the context of professional practice. 

Analysing concepts has been a focus in many studies within the profession of nursing 

practice (Hook 2006, Thompson 2005, Purdy 2005, Baldwin 2003). Most of the concepts 

are those in which there appeared to be a general understanding of their meaning but 

lacked clarity within the context of nursing (Baldwin 2008).  Even when a common 

language such as English is used, and the individuals are from different cultures they may 

assume a common understanding but their culture defines the words differently.  As culture 

encompasses all aspects of peoples understanding of their personal context, belief and 

value system, it may also affect their comprehension of commonly used concepts.  Central 

to this method is critique (Chinn 2010), an activity which is not just problem solving but 

encourages exploration of the political and social structures as concepts are considered to 

be defined by their context (Shambrook 2008).  Cronin, Ryan and Coughlan (2010) draw 

attention to the complexities of defining a concept. They explore the philosophical debate 

and conclude that the language used is not the concepts themselves but a means of 

expressing them. Walker and Avant (2005) suggest that concepts are an imaginary image 

of a phenomena which maybe an action, an idea or a thing. Each individual has their own 

interpretation of what a concept means to them and it cannot be represented completely by 

the written or spoken word (Beckwith et al 2008). Developing an understanding of a 

concept within its context offers some enlightenment to its comprehension by those using 

it. Taken- for -granted understanding has the potential for causing confusion and negative 

situations that could be avoided if some clarity of joint understanding had been created. 

However, Weaver and Mitcham (2008) suggest that concepts are not fixed but evolve over 

time as society changes and develop.  

 Analysing concepts has been the focus of several authors (Wilson 1963, Morse 1995, 

Schwartz-Barcott and Kim 2000, Rodgers 2000, Walker and Avant 2005).  Methods for 

their analysis have been developed over the past fifty years, commencing with Wilson in 

1963, who developed an eleven stage method for his students undertaking entrance 

examinations for university (Beckwith et al 2008). He taught his students to delineate the 

criteria of the concept so that the appropriate use of the words could be identified (Cronin, 

Ryan and Coughlan 2010). His purpose was not a scientific rigorous process for providing 

evidence but has been the basis for the development of other methods within nursing.  
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Two schools of concept analysis have developed; the entity view which emphasises the de-

contextualisation of a concept, which reduces it to finite elements, whilst the dispositional 

view is that concepts are dynamic and that their meaning changes depending on the context 

within which they are used (Garbett and McCormack 2002, Baldwin 2008). Schwartz-

Barcott and Kim (2000) method was developed to encompass both the theoretical with the 

empirical, so that it has an impact on practice and is not just theoretical. Their method has 

three distinct phases which leads from the theoretical exploration of the literature which 

acts as a basis for the empirical phase of collecting data from practice. The final stage is 

the final analysis and writing up. The first two stages are simultaneous so maintain the 

focus and critical approach.  Whilst this model is based on Wilson’s model, it has a very 

practice functional focus.  Rodger’s (2000) model subscribes to the view of Weaver and 

Mitcham (2008) that the usage and application of concepts change. Her evolutionary 

approach has six steps to clarify the concept in the context that it is being used. She does 

advocate exploring all usage of the concept within the associated disciplines. The activities 

within this model replicate those in the other models. Her data collection activity is set 

within the range of disciplines which are also associated to one that requires some clarity. 

A research method of collecting the data is stressed as it ensures that the process has rigor. 

Having a clear strategy with inclusion and exclusion criteria must be identified as it is not 

possible to access all the literature available or managed (Rodgers 2000). Data analysis is 

on the “raw data” rather than using cases studies which is an acceptable approach of other 

models.  Unlike the Schwart-Barcott and Kim (2000) model, Rodgers advocates that the 

analysis is completed after all the data has been collected.  The characteristics of the 

concept should be drawn from the data, not to validate any pre-conceived ideas of the 

researcher.  This model demands a scientific approach with a rigorous clear strategy but 

Rodgers expects the usage of concepts may change (dispositional view) and are not fixed 

in time or setting. Walker and Avant (2005) however have a rigorous approach to their 

method, but see the final analysis as a “true” interpretation and not changing (entity view). 

This method also is based on Wilson’s approach but is a more focussed design. Their eight 

step method involves the use of all cases and uses of the concept to identify antecedents 

and consequences so that the definition can ascertain. There are fundamental differences in 

the approaches to the analysis which are related to the epistemological and ontological 

foundations of the models used.  Usage of a concept is dependent on the context within 

which it is used, which can be either colloquial or scientific. However, in nursing there are 

close relationships with clients, whose understanding of a concept may be colloquial. 

Therefore it is limiting to contain the evidence to inform the analysis to being purely 

discipline focussed, which can reduce the understanding of the usage of the concept within 
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different contexts and therefore minimise the theoretical definition.  Hupcey and Penrod 

(2005) discuss the notion of concept “maturity”, which is related to how well the concept 

has been defined by its characteristics, boundaries, its preconditions and outcomes.  

All these methods used in nursing have a focus on practice related concepts, which can add 

to the body of existing knowledge which in turn informs practice.  Of these methods the 

evolutionary approach by Rodger (2000) appears to be the most realistic and robust but in 

light of the usage of partnership is both colloquial and scientifically within care and 

research a more broad approach will be used. This will include cases in participatory 

research, organisations and published concept analyses.  

Analysing a concept has been a focus in many studies within professional nursing (Hook 

2006,Thompson 2005, Purdy 2005,Baldwin 2003). Most of the concepts are those which 

there appeared to be a general understanding of their meaning but this lacked clarity in a 

different context such as nursing (Baldwin 2008).    
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