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EXECUTIVE SUMMARY

Competencies, knowledge and skills of health care professionals largely depend upon their
education. Well-educated and competent midwives can improve women’s and infants’ health
related outcomes. However, there is limited research on the topic of midwifery education in
general.

The Avedisian Onanian Center for Health Services Research and Development (CHSR) of the
Turpanjian School of Public Health (SPH), American University of Armenia with financial
support from the UNFPA Armenia Country Office assessed the compliance of the current
midwifery education system in Armenia with the global International Confederation of
Midwives (ICM) standards. The study identified the needs and existing gaps in the current
midwifery education in Armenia and developed recommendations to strengthen the existing
education and midwifery profession in the country. An international expert in the field of
midwifery reviewed the report and provided her feedback and set of recommendations.

The study team a) reviewed and summarized international literature on midwifery education, b)
conducted a document review on the current midwifery education and practice in Armenia, C)
qualitatively explored the content and curriculum design of the current midwifery education
programs in Armenia using in-depth interviews and focus group discussions with different
stakeholders, and d) conducted a comparative evaluation of the current midwifery education in
Armenia, including curricula, textbooks, and equipment for compliance with the global ICM
standards, using standardized checklists.

The study showed that most of the nursing colleges developed their curriculum following the
National Criterion on Midwifery Education (National Criterion); however, the standardized
module based approach established by the National Criterion was not completely implemented in
all observed nursing colleges. In comparison with the ICM standards, some elements of different
competencies were not specified in the National Criterion and some of them were covered
partially. The document review revealed that the modules of the National Criterion did not
highlight the importance of midwives’ competencies in dealing with women’s rights and health,
domestic violence and some other topics and related outcomes required by the ICM. Moreover,
some of the topics on principles of epidemiology, statistical methods of research, cultural, local
and ethical beliefs, structure of the local health services, and leadership in clinical settings were
completely absent from the criterion. The nursing colleges, especially the ones located in the
regions, had poor and scarce resources including the state of building infrastructure,
library/learning materials, equipment, and anatomical models essential for midwifery education.

The colleges mainly lacked relevant program policies on students’ rights and responsibilities,
their appeals and grievances. Midwifery students faced challenges in being involved in medical
procedures during their practice because of several reasons; data collected from them did not
demonstrate appropriate skill building procedures during their practical classes in different
hospitals.

The study findings suggest that several interventions focusing on curriculum, faculty, and policy
improvement should be implemented to enhance the midwifery education in Armenia and bring
it closer to the ICM standards.



INTRODUCTION
Midwifery

The health care professional’s competencies, knowledge and skills largely depend upon their
education.! Well-educated and competent midwives can improve women and infants related
outcomes. However, there is limited research on the above mentioned relationship and on the

topic of midwife education in general.

According to the International Confederation of Midwives (ICM), midwife is “a responsible and
accountable professional who works in partnership with women to give the necessary support,
care and advice during pregnancy, labor and the postpartum period, to conduct births on the
midwife’s own responsibility and to provide care for the newborn and the infant.”?> The ICM
requires that in order to be a midwife, one should be admitted and successfully graduate from a
midwifery program, which is based on the “ICM Essential Competencies for Basic Midwifery
Practice, recognized in the country where it is located” and that person should be “registered or

legally licensed to practice as a midwife.”®

Midwives at the international standard level should be capable to practice independently while
providing care during the stages of pre-pregnancy, pregnancy, birth, post-partum and the early
weeks of life. Promoting normal processes of childbearing, preventing complications and
reducing unnecessary medical interventions is a key aspect in midwives’ responsibilities.
Midwifery care displays values of respect, communication, and care accommodated to a

woman’s circumstances and needs.*

Midwives have an essential role not only in providing care to women but also in providing health
services to families and communities in promoting their knwoeldge,?* including providing
antenatal education and tips for parenthood preparation. The scope of midwifery practice also
includes family planning, promotion of cooperation with women in terms of improving self-care
practices, grassroots activities in terms of advocacy and raising women’s voice, working around
improving cultural practices and sensitivity, and finally targeting disease prevention strategies

that enable pregnancy and child birth as routine life events.?



In certain countries like Afghanistan, Bangladesh, Madagascar, Morocco, Sudan, Vietnam,
Yemen, where the concept of “midwife” is not yet well recognized,* other health care
professionals (nurses and doctors) may be involved in providing the services listed above.> As
these health care professionals are not certified midwives, they do not acquire the skills and the
competencies established by international standards. Therefore, the usual duties of a nurse
might be limited only to performing well-woman exams, educating about menopause, and

providing contraceptive education.®
Study Objectives

The Avedisian Onanian Center for Health Services Research and Development (CHSR) of the
Turpanjian School of Public Health (SPH), American University of Armenia with financial
support from UNFPA Armenia Country Office assessed the compliance of current midwifery
education system in Armenia with the global ICM standards. The study findings provided an
opportunity to identify the needs and gaps of current midwifery education in Armenia and
develop recommendations to strengthen the existing education, as well as midwifery profession

in the country.
The specific objectives of the assessment were:
e To review and summarize international literature on midwifery education.

e To conduct a document review on the current midwifery education and practice in

Armenia.

o To qualitatively explore the content and curriculum design of current midwifery
education programs in Armenia using in-depth interviews and focus group discussions

with different stakeholders.

e To conduct a comparative evaluation of current midwifery education in Armenia,
including curricula, textbooks, and equipment for compliance with the global ICM

standards, using standardized checklists.



LITERATURE REVIEW
Midwifery Education and Practice Worldwide

There are disparities regarding the duration and requirements of midwifery education programs
worldwide. The duration may vary from two to five years.® Some countries give an importance
to a university education when offering midwifery program, while in some countries it is a
vocational level education. In some countries they combine both nursing and midwifery
education (Yemen, Vietnam),* while in other countries midwifery is considered as a separate

profession and not related to nursing (Australia, Canada, New Zealand, UK, US). "8

In the United States (US) there are a few ways to become a midwife which includes the Certified
Nurse-Midwife (CNM), Certified Midwife (CM) and Certified Professional Midwife (CPM).°
The type and requirements of education might differ depending on what type of midwife one is
seeking to become. To be able to start a CNM program a nursing background is required,
usually with a baccalaureate degree or higher. A graduate degree or post-graduate certificate
upon successful completion is guaranteed. As for CMs, they do not have to have nursing
experience, so it could take less time to become a midwife. CPM program length can vary from

one to five years after high school graduation.®

The extension of practice is the same for both CNMs and CMs and includes “primary health care
for women from adolescence through menopause, preconception care, care during pregnancy
including birth and the postpartum period, care of the newborn during the first 28 days of life,
gynecology and family planning services and treatment of male partners for sexually transmitted
infections. Health promotion, disease prevention, and individualized wellness education and
counseling are also provided.”® CPM practice usually narrows down to care of low-risk women
and their infants throughout the childbearing year. Prescribing medications within the CPM
scope of practice is determined by countries’ laws and regulations.® CNMs are certified to
practice in all 50 states and US territories, CMs are limited to practice in 5 states, and CPMs are

licensed to practice in 31 states.®

An earlier midwifery education assessment was carried out in the US by sending survey

questionnaires to newly graduated American College of Nurse-Midwives certified nurse-midwife



members.® The questionnaire was designed to assess the differences between “ideal” and
“actual” midwifery practices. The study identified significant differences between birth centers
and homebirth clinical settings. One of the biggest problems identified in the study was the

“theory-practice” gap perceived by the students.°

The European Union (EU) legislation states that in most of the EU countries mandatory
minimum duration of midwifery education is three years.'! In some countries, for example
Belgium or Switzerland, it is possible to become a midwife after three years of training of
nursing and additional two years of midwifery training.!! There is a tendency of improvement in
education in terms of reaching to higher education levels as bachelors in science (BS) in Central
Eastern Europe. Additionally, Poland and Slovakia have midwifery Master of Science (MSc)
study program and Poland has midwifery PhD.2 According to a study conducted in Central
Eastern Europe, the teaching faculty of the midwifery educational institutions mostly consists of
midwives.'? The theoretical part of midwifery education in these countries has mostly been
recognized as more dominant and stronger compared to the practical part.*? In Central and
Eastern Europe there is a legislation supporting independent management of healthy pregnancies

by private midwives, however, it is not commonly practiced there, except in Poland.

There are over 27,000 midwives working in England today.*® Most of them work for the
National Health Service (NHS) in hospitals, in birth units or in communities. England offers
midwifery degrees after three years of study. The degree covers biological sciences, applied
sociology, psychology and professional practice.'® Study hours tend to be split equally between
theory at a university and hands-on clinical practice. If one is already a qualified nurse, they can

apply for a full-time, 18-month post-registration shortened midwifery course.*34

British Columbia in Canada has been offering a bachelor’s degree in midwifery since 2002. A
midwifery evaluation was done at the University of British Columbia, Canada in 2013, and the
evaluation program surveyed the first six graduated cohorts one year after their graduation to
understand if the years of studying midwifery have appropriately prepared them for their first
year of practice as midwives.™® Overall, the students rated their preparation levels for clinical
practice as high and appraised their clinical placements. The graduates and mentors of the

program rated the clinical skills of graduates as competent.*®



A study, conducted in Ethiopia in 2013, evaluated 484 students graduating one year post-basic
midwifery training program from 25 public institutions.® The program has been designed for
diploma-level nurses. Most of the students evaluated the learning environment as unfavorable.
During the training, only six percent of the students were able to deliver more than 40 births (the
global standard) and only 32% managed more than 20 births (the national standard). The

average competence score for students was 51.8%.

According to a study conducted in three European countries, there are two pathways for
midwives to receive midwifery education in the Russian Federation.® For those who have
completed secondary school, there is a four year midwifery training and for those who have
completed high school a three year midwifery training is provided. The graduates of the
midwifery training program receive an associate diploma in midwifery. Professionals with
medical background are responsible for midwifery programs curricula and any external
evaluation or monitoring of the curricula do not exist. To be able to enter the midwifery-training
program, applicants submit applications to medical schools. The subjects undertaken for the
entry can differ from year to year, for example chemistry or biology. Besides that, students are
also required to undertake a Russian literacy test. Mostly obstetricians and medical clinicians are
the faculty. During their practice, students in large groups observe obstetricians delivering
babies, but they are not allowed to deliver babies themselves. There is no academic practice
evaluation in place, no code establishing knowledge, skills, attitudes, or no clinical competency

model.%

A study conducted in a few post-soviet countries (Azerbaijan, Kyrgyzstan, Tajikistan,
Turkmenistan and Uzbekistan), found that the requirement for starting midwifery training in
terms of the minimum grade in school for three countries was grade 12 and above. In all five
countries, midwifery education applicants can enter a training program with and without nursing
qualifications.1’ They enter a three to five year midwifery degree program depending on if they
have a nursing qualification or not.1” All countries have a standardized curriculum, based on
which their midwifery students practice delivering mandatory minimum number of births. The
minimum number of required supervised births in the curriculum ranges from five to twenty.
These countries faced the following important challenges regarding the implementation of
quality education: recruitment of teaching faculty, lack of opportunities for students in terms of

acquiring practical skills, lack of adequate equipment during practice. In terms of legislation, all



these countries have a recognized definition of midwife and midwifery is recognized as an
autonomous profession in three countries. In all countries a government body gives an

accreditation to midwifery education institutions and sets the educational standards.’
Global Standards for Midwifery Regulation

Several international organizations are engaged in the improvement of midwifery as a career,
particularly the International Confederation of Midwives (ICM), the World Health Organization
(WHO) and the United Nations Population Fund (UNFPA).!® ICM is a non-governmental
organization (NGO) with a mission to improve member associations and to strengthen midwifery
profession in the world by advocating for midwives as the key caregivers for pregnant women
and promoting normal birth giving as an aim to improve sexual health of women, their infants
and their families.® By December 2016, ICM had 130 members in 112 countries in four regions:
Africa, Americas, Asia Pacific and Europe with a total number of 500,000 midwives globally.*®
The ICM functions include work inclined towards improvement and assurance of safe
motherhood for the families in the world with a close collaboration with WHO and United
Nations (UN).18

With the goal of accomplishing global standards for sexual, reproductive, maternal and newborn
health (SRMNH) developed by the ICM, three main components have been classified for
midwifery practice and growth: 1) Education - to ensure competent, experienced personnel; 2)
Regulation - to set certification requirements assuring that midwives deliver high-quality care;
and 3) Association - a body of personnel involved in common professional practice, career

development goals, workforce training, and other activities (ERA).Y’

The midwifery global educational standards are designed to establish quality indexes based on
global prospects and to present a framework for continuous quality design, implementation and
evaluation of the program.?’ They include leadership of programs, minimum length of programs,
minimum entry requirements, teacher’s theoretical and clinical qualifications, and competency
based teaching and learning methods, learning/practice resources criteria, continuous assessment

of curriculum.?



Document Review on Midwifery in Armenia
Education

Middle level vocational institutions called colleges (nursing schools) provide midwifery
education in Armenia. There are eight state colleges or nursing schools from which two are
located in Yerevan; Yerevan State Basic Medical College and Yerevan State Armenian-
American Medical College Erebouni. Remaining schools are located in various marzes (Ararat,
Armavir, Shirak, Syunik, Lori, Tavush, and Gegharquniq) of Armenia.?*?2 These schools are
functioning under the jurisdiction of the Ministry of Education and Science of the Republic of
Armenia (MOES). Among the non-state schools providing midwifery education three are

located in Yerevan and four are in different marzes.?>%

The type of recognition given at the completion of the basic midwifery education program for all
state and non-state schools is an associate diploma provided by the MOES.?? After successful
completion of a midwifery educational program graduates receive the title of midwife having a
right to work at the maternity hospitals or ambulatories in villages.?? Currently, there are no

plans to start a Bachelor and/or Master Degree programs in midwifery education in Armenia.

The state standard-based curriculum for midwifery education, called National Criterion on
Midwifery Education (National Criterion) throughout the paper, has been approved by the
MOES in 2005 and was updated in 2013.22 According to the approved National Criterion,
theoretical and clinical instructors/teachers in the program should have at least vocational or
university degree education in a related field; working experience is also preferable. Teachers

with diploma in nursing and in midwifery have a right to teach in the program.?*

The percentage of teaching didactic materials is ranging from 21-30% and the practical
component is more than 60%.22?* Among the teaching strategies used for clinical instruction are
direct supervision of clinical practice by program teachers, assignment of midwifery student to

hospital staff and laboratory simulation.??

According to the National Criterion, the duration of midwifery education program should be
three years for those who have competed high school (12 years) and four years for those who
have completed basic school (nine years). The entrance to the midwifery program does not



require a prior degree in nursing. Applicants should pass biology and chemistry exams for

entering to midwifery programs.?%23

The academic workload of students studying in midwifery programs is ranging from 4140 hours
to 6 642 hours for those students who have completed high school while for the students who
have completed basic school the course should be 52 weeks longer. The main obligation of the
midwife includes provision of obstetric and gynecological care including primary medical care

and specialized medical care.?
Practice

In Armenia, midwives have been among skilled health care providers who assist during delivery
together with doctors, nurses and feldshers.?> However, the percent of midwives being involved
in antenatal care has been decreasing in Armenia starting from year 2000 to 2016 from 9% to
1%.%

The National Criterion on Midwifery Education, defines also the main scope of the activities that
a midwife in Armenia is expected to do during her practical work.?* According to this document,
the “midwifery work™ occupation covers obstetric and gynecological care provision. According

to the document, the major responsibilities of a midwife include the following:

1. Firstaid provision:
a) caring out activities aimed at early detection, registration, pre-natal control and care
of pregnant women, control and examination of adolescents, pregnant women, newborns,
maternity and childbirth care, family planning, reproductive health.
b) educating women/mothers on the parent-child-related emotional-psychological
preparation and physical preparation for childbirth
c) educating community on sexual behavior, healthy eating and lifestyle, sexually
transmitted infections, including human immunodeficiency virus, genital herpes,
improvement of quality of life of postmenopausal women, and osteoporosis prevention
d) providing consulting assistance to families
e) implementing diagnostic testing, screenings and therapeutic procedures assigned by
physicians

2. Specialized medical care provision

a) caring out emergency care and care in obstetric and gynecological conditions



b) performing independent care provision during childbirth without complications or
provision of care with a help of a doctor during childbirth with complications

c) performing a newborn's primary grooming and, if necessary, caring out a newborn
resuscitation, during the postnatal period, monitoring mother’s and child’s health
conditions during the postpartum period

d) preparing patients and pregnant women for surgery and caring out their postoperative
care and medical appointments

e) implementing required diagnostic and therapeutic procedures
METHODS
Study design

The research team used a qualitative cross-sectional study design for evaluating the midwifery
education program by using document review, in-depth-interviews (IDI) and focus group

discussions (FGD) along with observational checklists.
Study population

The study population included midwifery program students (3" and 4" year), faculty, and
administrative representatives, including program directors, department heads and principles.
The rationale behind selecting the listed target population was the ability to answer the questions

included in the ICM assessment tools.
Study instruments

The research team developed one document review checklist, three qualitative guides (for
different groups of participants), and one observation checklist based on the ICM core

assessment tools.26-28

The document review checklist on ICM competencies was adapted from the ICM curriculum
mapping tool.?® The developed checklist contained information on seven competencies

including:
e social, epidemiologic and cultural context of maternal and newborn care
e pre-pregnancy care and family planning

e provision of care during pregnancy



e provision of care during labor and birth

e provision of care for women during the postpartum period
e postnatal care of the newborn

e facilitation of abortion-related care.

The developed checklist included groups of points/items on basic knowledge, professional
behavior and skills for each competency separately required by the ICM standards. (Appendix
1). The items included in the checklist were also taken from the ICM curriculum-mapping tool.

The ICM pre-service assessment tool served a basis for developing the qualitative guides
including one semi-structured in-depth interview and two focus group discussion guides.?’ The
instruments are designed and adapted for each group of participants separately, including
midwifery program directors, faculty and students. (Appendices 2, 3 and 4). The guides contain
five domains about faculty, curriculum, student’s evaluation, program policies, and resources,

facilities and budget.

The research team adapted the ICM standard equipment list?® to develop an observational
checklist for assessing the availability of the equipment and teaching materials in the selected
schools. According to the ICM standard equipment list, 153 components divided into several
sections including basic set of anatomical models, surgical and obstetric equipment, consumable
medicine/injectable, learning materials, books/manuals/videos are required for provision of
midwifery education and training. (Appendix 5). In addition, the research team identified the
pictures of components of equipment list and designed a “descriptive album”, which served as a
supplement to the observational checklist. During the fieldwork the observers used the album to
accurately identify each item observed. (Appendix 6). Information on socio-demographic
characteristics of study participants was gathered through the short, self-administered
questionnaire adapted from a previous CHSR study before starting the interviews? (Appendices 7,
8,and 9). All study instruments were originally developed in English and translated into
Armenian, except the document review checklist. The researchers were fluent in English and
conducted the review using the checklist in the original language. The research team pretested

the instruments before the main data collection.
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Data collection
The data collection took place from September to October 2018.

Document review

The research team conducted document review to compare and evaluate the level of compliance
of the National Criterion on midwifery with the ICM competency standards. During the
document review, the research team explored if the main knowledge and skills/ability related
elements of each ICM competency were separately covered under different modules of the
National Criterion. In addition, during the document review the research team compared if the
main scope of the practical work activities (national description on job responsibility) were

consistent with the modules learning outcomes.

Qualitative interviews and observations

Sampling and Participants recruitment: Purposeful and convenience sampling methods were
applied to identify the study settings and prospective participants for qualitative interviews and
observations. First, the research team selected the state nursing colleges providing midwifery
education in Armenia, including two in Yerevan and three in different marzes, Gegharkunik,
Kotayq and Tavush through purposive and convenience sampling approaches. The marzes were
chosen based on their socioeconomic diversity and geographical proximity to Yerevan. The
research team contacted the administrations of the selected nursing colleges to obtain
permissions for data collection. The administrations of the contacted schools made
announcements to their students and faculty members and those who were willing participated in
the FGDs. Within each college, the team conducted observations of available equipment and

IDIs with the program directors or other representatives of the administration.

IDIs and FGDs: Each FGD was conducted with four to six students. IDIs and FGDs were
facilitated by trained facilitators. A note taker took notes depending on the necessity during the
FGDs. The interviews and FGDs conducted with the study participants were audio-recorded. If

a participant refused to be audio-recorded, notes were taken.

Overall, 54 people participated in the study through nine FGDs and six IDIs in Yerevan and
three marzes (Table 1). Out of nine FGDs five were conducted with students and four with
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faculty members. Five IDIs were conducted with the program directors or other representatives

with high administrative positions (Table 1).

The mean age of the administrative representatives was 55.4 years ranging from 46 to 64 and
four of them were women and one man. Most of them were physicians with 14.6 years of

working experience on average ranging from 3 to 28 years.

The group of faculty included both theoretical and practical instructors. More than half of the
instructors were physicians; a few of them were nurses and midwives. The mean years of
teaching experience for faculty was 14 years ranging from 3 to 36. Among those who along with
their faculty position, were also involved in clinical practice, the mean years of experience as
practicing clinicians was 14.5 years with the range of 0-25 years. The majority of the
participating instructors were women (13 out of 14) and the mean age was 45 years ranging from
27 10 67.

Midwifery students who participated in the study were exclusively females with mean age of 19
ranging from 16 to 39. The majority of the enrolled students were fourth-year and had chosen
the 4-year program as they did not have high school education and came after the basic school of

nine years.
Observations

Observations were conducted to assess the availability of teaching resources, including their
quantity and quality. Trained observers conducted observations at selected nursing colleges
using the observational checklist and its supplement “descriptive album” for comparing the
existing anatomical models, equipment and teaching materials with the ICM standard equipment
list. Such observations were conducted in five colleges; in each school mainly two types of

venues were observed: the library and classrooms.
Data management and analysis

Participants had their own ID number without any personal identifiers. The data from qualitative
interviews were transcribed in the original language (Armenian), coded, analyzed and findings

were written in English.

The research team employed a deductive content analysis with a structured matrix.>® This

method was chosen based on the domains in the interview guides, which were based on the ICM
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evaluation tools and priority to provide certain groups of findings. The research team developed
a categorization matrix and coded the data according to pre-existing categories. All of the data

were reviewed for content and coded for correspondence with the identified categories.

Three researchers conducted the main qualitative analysis. The researchers utilized the
following procedures to assure good inter-coder reliability.3! First, two researchers analyzed and
categorized half of the data separately and had a series of discussions related to the individual

coding process. Then they reviewed each other codes to synchronize their work.

The data collected through equipment observational checklist provided broad information
including quantity and quality of the observed items. During the analysis this information were
grouped into several categories for each group of equipment separately. The categories for
anatomical models included a) items in proper condition b) old and useable items and c) old
items which were difficult to use. The categories for equipment were a) items in good condition,

b) old, but usable equipment and c) old/damaged and difficult to use.

The review of national criterion was carried out with a help of a scoring sheet that evaluated the
presence of ICM competencies. The scoring sheet had four categories: not met, partially met,
unspecified and fully met. A specific knowledge or skills related element of a competency was
considered “not met” when the certain element was completely missing from the criterion. If a
specific competency element was present in the criterion but not fully, meaning the information
did not completely covered the idea of the element, it was considered partially met. If the certain
competency element was present in the criterion but it reflected a more general idea and was
unclear if the certain information or topic was included under the general idea, the competency
element was marked as “unspecified”. Finally, if the competency element was fully present in

the criterion it went under the “fully met” category.
Rigor of the study

The research team ensured the rigor and trustworthiness of the study by using several methods.
For sustaining the credibility and improving the generalizability of the study results, the
interviews were conducted in different nursing colleges of Armenia including urban and rural
institutions providing midwifery education. The multicenter study gave an opportunity to avoid

the influence of specific local factors in one institution.?® The review of previously conducted
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research findings helped us to assess the consistency of the gained results with the existing

literature and increased the credibility of the study.®2

The triangulation allowed ensuring the trustworthiness of the study. The data was collected by
using several methods including in-depth interviews, focus group discussions, observations and
document review, which gave an opportunity to ensure methodological triangulation. As the
data was collected from different groups of participants, we could also use triangulation of data
sources.®? The other method for increasing the credibility of the study results was the “member
checks on the spot.” During the IDIs and FGDs the research team checked with the participants

their answers for accuracy and verification.?

The research team consulted an ICM expert to review the study which helped to maintain the

trustworthiness of both methods and findings.>
Ethical considerations

The research team applied for an Institutional Review Board approval from the American
University of Armenia. In addition, the research team obtained permissions from the Ministry of
Education and Science of the Republic of Armenia, the Yerevan Municipality, Marz Governor’s
Offices’ departments of Education and Science. Oral consent (Appendices 10 and 11) was

obtained from all the participants.

FINDINGS
National Criterion Review

In order to compare the ICM required competencies with the Armenian ones, the study team
reviewed the National Criterion on Midwifery Education. The document provides the
curriculum content and each midwifery program should develop and provide the education based
on these standards and clearly defined learning outcomes. The review of the document gave
opportunity to answer the questions included in the ICM competency assessment tool on the type

and number of elements for each competency.?®

Competency N1: Competency in social, epidemiologic and cultural context of maternal and
newborn care: This competency covers 21 basic knowledge, 10 professional behaviors, and 6
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skill/ability related elements or points. It was the only competency that had a behavioral

component.

Out of 21 knowledge related points the National Criterion fully met four of them, partially met
four, did not meet 10, and did not specify three (Table 2). Throughout the national criterion,
only healthy lifestyle as a part of community and social determinant of health was covered.
Though, according to the criterion midwifes need to know the Armenian constitution, laws and
policies related to health sphere in general, there was no specific requirement on reproductive
health as required by the ICM. The national criterion did not include information related to local
cultural beliefs and customs. Community-based primary care, health promotion, disease
prevention and control fully met the competency because the national criterion widely covered
the mentioned aspects in addition to all system disease modules and prevention methods (Table
2).

Regarding the professional behavior section, out of 10 professional behavior related points, the
criterion fully met five, did not meet two, and did not specify three (Table 2). Universal/standard
precaution/ infection prevention was fully discussed under various modules of the national
curriculum, including both knowledge and skill aspects of it. The criterion did not fully describe
promotion of patients informed choice, but there was some general information under the module
of patient education. Standards of practice, as well as respect for cultural beliefs and customs;

and unbiased behavior were not covered in the criterion.

Out of six skill/ability related points the criterion fully met four, partially met one, and did not
met two (Table 2). The criterion widely discussed the health education under the patient
education and communication module, hence fully met the checklist. Assembly, use and
maintenance of equipment as well as leadership in clinical settings were completely absent from

the national criterion.

Overall, the Armenian national criterion met the ICM required competency N1 by 48.6% (Table
2).

Competency N2. Competency in pre-pregnancy care and family planning: This competency
covered 15 basic knowledge and 11 skills related points.
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Out of 15 knowledge related points six fully met the ICM competency checklist, five were
partially met, three were not met, and one was unspecified (Table 3). Sexual growth and
development was fully covered in the national criterion under the physiology and anatomy of
reproductive health module. Health education content related to sexual and reproductive health
partially met the checklist because health education content regarding reproductive health was
mentioned briefly in the criterion and information about health education related to sexual health
was missing completely. Family planning (FP) was discussed in the criterion but there was no
focus on its pharmacokinetics, surgical methods, eligibility criteria of patients, and decision-
making processes. There were a few places in the criterion where it mentioned about collecting
patient's health history in general, but genetic health history as required by the ICM was not
specified. Throughout the national educational criterion, the concepts of cultural norms and
practices were not discussed. Criterion did not include any information on community specific
diseases. There were a few words about human rights in general in the criterion, but no specific
focus on methods of referring the patient to a responsible body in case of domestic violence
(Table 3).

Regarding the skills and/or abilities related comparison, four of the 11 ICM required points met
fully, one met partially, five did not met, and one did not specify. Collecting reproductive health
history, advising about side effects of FP, midwifery provision of emergency contraceptive
medications fully met the checklist. Physical examination was mentioned in different parts of
the criterion under different examination types. Information provision on family planning
methods and commaodities (in accord with legal/regulatory authority) was not specified in the
criterion: the criterion claimed that midwifes need to possess information on family planning
methods; however, did not specify about the specific methods of information provision as
required by the ICM. Criterion did not include any relevant information on preconception
counseling. The criterion discussed the responsibility of a midwife preparing patients for
laboratory tests but did not mention anything about interpretation of laboratory test results. It
also included information on HIV as a general idea, its management and treatment but did not
include any information about counseling HIV positive or unknown status patients.
Interpretation of results of laboratory tests relevant to country-specific burden of disease, as well

as management of side effects of FP were not covered in the criterion.
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Overall, the Armenian national criterion met the ICM required competency N2 by 53.8% (Table
3).

Competency N3. Competency in provision of care during pregnancy: This competency
consisted of 29 basic knowledge and 18 skills related points.

Out of 29 knowledge related points, the national criterion fully met 18, partially met six, did not
meet two, and did not specify four. Principles of dating pregnancy partially met the checklist
because the criterion did not cover ultrasound or sizes of uterus as required. Indications and
implications of deviations from expected fundal growth patterns did not cover oligio- and
polyhydramnios in the criterion. Likewise, maternal and fetal effects of smoking and alcohol did
not specify pregnancy in the criterion. The criterion did not cover information relevant to

counselling or care for HIV positive women, and prevention of maternal to child transmission.

Regarding the 18 skill related points, nine were fully met, three were partially met, one was not
met, and three were unspecified. Conduct of an interval antenatal history by taking an initial and
ongoing history each antenatal visits was unspecified in the criterion because it discusses only
general history taking. Assessment of fetal growth, placental placement, and amniotic fluid
volume partially met the criterion. The criterion did not cover monitoring fetal heart rate, which

was the only skill under this competency that was considered not met at al.

Overall, the Armenian national criterion met the ICM required competency N3 by 72.9% (Table
3).

Competency N4: Competency in provision of care during labor and birth: This competency

covers 18 basic knowledge and 38 skills related points.

Out of 18 knowledge related points the Armenian criterion fully met 11 of them, partially met
one, did not specify two and did not meet four (Table 5). The criterion did not cover cultural
aspects of labor and birth.

Regarding the skills/abilities section, out of 38 points, 14 fully met the ICM checklist, three were
unspecified, two partially met and 19 did not meet the criterion. In the national criterion most of
these elements were covered as knowledge related outcomes (Table 5), however, the same
elements required also for the skills/abilities were not included in the national criterion. Pelvic

examination for dilatation, effacement, descent, presenting part, position, status of membranes,
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and adequacy of pelvis for vaginal birth competency, the criterion only covered the pelvic
examination part as a skill. Stimulation/augmentation of labor (nonpharmacological), as well as

indicators of need for emergency management were not covered in the criterion.

Competency N5: Competency in provision of care for women during the postpartum
period: This competency covered 22 basic knowledge related points out of which, the national
criterion fully met 10, partially met two , did not meet six, and did not specify four. Psychology
and process of lactation was not discussed in the criterion but common variations were, therefore
this point partially met the checklist. The criterion discussed the importance of early
breastfeeding in general but did not specify the importance for mother and child separately.
Likewise, maternal needs in postpartum care was discussed only in terms of general care but did
not specify nutrition, rest, and activity as required by the ICM. Bleeding as a general topic was
discussed in the criterion but persistent vaginal bleeding was not specified.

Out of 10 skill/ability points covered in this competency, the national criterion fully met six,.
partially met two of the points, and did not meet three of the points. Provision of family
emergency treatment of late postpartum hemorrhage was covered in the criterion but referral was

not discussed; hence, it partially met the checklist.

Overall, the Armenian national criterion met the ICM required competency N5 by 50% (Table
6).

Competency N6: Competency in postnatal care of newborns: This competency covered 15
basic knowledge related points out of which, the national criterion fully met nine, partially met
two, did not meet three, and did not specify one. Characteristics of a healthy newborn were not
specified in the criterion. Elements of health promotion in newborns and infants, including
daily care needs were discussed in the criterion but prevention of the disease was not covered.
Principles of infant nutrition, feeding cues, and infant feeding options for babies were discussed

in the criterion, but for babies born to HIV positive mothers was not covered.

Out of 15 skill/ability related points, the Armenian criterion fully met six, partially met two, and
did not meet seven. Providing immediate care to the newborn, including drying, warming,
ensuring that breathing is established, and cord clamping and cutting when pulsation ceases
partially met the checklist. Supporting/providing instructions for breastfeeding, monitoring

normal growth and development and education of parents were fully covered in the criterion.
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However, providing care for the low birth weight baby, performing screening physical

examination, and identify conditions incompatible with life were not covered in the criterion.

Overall, the Armenian national criterion met the ICM required competency N6 by 58.3% (Table
7).

Competency N7: Competency in facilitation of abortion-related care: The competency
covered 10 basic knowledge and 8 skills related points. Only the following points completely
met the ICM checklist: family planning methods appropriate for use during the post-abortion
period; care, information and support that is needed during and after miscarriage or abortion
under the knowledge section; and education of mothers for self-care and identification of
complications under the skills section. Policies, protocols, laws and regulations related to
abortion-related services, as well as seven other required points were not included in any part of
the criterion (Table 8).

Overall, the Armenian criterion had the lowest compliance percentage with the ICM required
competency N7: 22% (Table 8).

In addition, during the document review the research team identified several inconsistencies
between the modules of the National Criterion and the main scope of the activities that a midwife
in Armenia is expected to do during her practical work. According to the document on the main
scope of the activities of a midwife, within the scope of primary care activities along with variety
of tasks midwifes are responsible for conducting screening tests and examinations. The
knowledge and skills on preparation of patients for examination tests exist in the modules of the
national criterion, but there are no descriptions of skills of performing screening tests or
examinations. Under the specialized care, the midwife must be able to manage the physiological
labor. The modules included in National Criterion cover a lot on skills acquired by in class
simulations, however, there is no precise learning outcome on whether the midwife students

should be able to manage physiological labor.

The same document under the primary care provision states that the midwife is responsible for
prevention of several infections and diseases. There were highlights on prevention of
osteoporosis during the post-menopausal period, however there were no specific topics in the

National Criterion covering anything on osteoporosis.
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We summarized the document review findings based on the main strengths and weaknesses of

National Criterion that were reveled during the review and comparative evaluation process.

Strengths

The National Criterion on Midwifery Education was approved and standardized by the
MOES for all nursing colleges providing midwifery education in Armenia.

Though the national criterion did not have specifically defined competencies, as it is done
in the ICM curriculum-mapping tool, most of the competency elements required by the
ICM were present as specific learning outcomes under different modules of the national
criterion.

The third ICM required competency in provision of care during pregnancy was the most
comprehensively covered in the national criterion among all seven required
competencies.

The theoretical knowledge part of the second, fourth and fifth competencies in pre-
pregnancy care and family planning; provision of the care during the labour and birth;
and care for women during the postpartum period were comprehensively covered under
various modules of the national criterion.

Throughout the national criterion, various counselling elements were extensively covered
under different modules highlighting the importance of midwives’ counselling skills.

In addition, the national criterion included specific modules on communication and

computer skills, which were not required in the ICM curriculum mapping tool.

Weaknesses

The document review suggested that most of the learning outcomes defined under
different modules of the national criterion focused more on theoretical knowledge rather
than practical skills and abilities. The majority of the skills and abilities defining the
second, fourth and fifth ICM competencies were missing from the national criterion.

In general, a number of elements of various competencies were not specific enough in the
national criterion, particularly the knowledge related ones. Moreover, some of the

elements of different competencies were only partially covered.
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e The weakest competency among all seven required ones, was the competency N7 in
facilitation of abortion related care. Most of the knowledge and skills related elements
were completely absent from the national criterion.

e A few important topics in the competency N1 Social, Epidemiologic and Cultural
Context of Maternal and Newborn Care, including principles of epidemiology, statistical
methods of research, cultural, local and ethical beliefs, structure of the local health
services, and leadership at clinical settings, were completely absent from the national
criterion.

e Topics related to women’s rights and health, domestic violence, and principles of
communication and support for women/families who are bereaved, victims of gender-
based violence, HIV positive mothers and their babies were totally missing in the national
criterion.

e Learning outcomes under the modules of the National Criterion were not completely

consistent with the national scope of the midwife activities.
Findings of Qualitative Interviews and Observations

During the data collection process, the study team noticed that all of the selected nursing colleges
that the research team approached were open to collaborate and participated in the study with a
positive attitude. They, themselves, were interested in the study findings and future

recommendations.

The study findings were grouped into seven major descriptive categories: ‘The Admission
Process and Policies of Midwifery Programs’ describing main admission requirements and
admission transparency, as well as the study participants’ perception on what program policies
are and their existence or absence in nursing schools. ‘Curriculum Content and Allegiance with
the National Criterion’ reflecting the nursing schools’ allegiance to the national curriculum, and
the stakeholders’ opinion about its content and relevance; ‘Practice in Midwifery Education’; a
dominant category explaining opportunities and obstacles related with students’ involvement in
practical classes, ‘Faculty Qualifications, Requirements and Trainings’ describing the midwifery
programs instructors’ qualifications and their perception on their continuous professional
development. The next category labeled as ‘Program Financial and Tangible Capacity’

represents a comprehensive group of findings mixed with qualitative interviews and

21



observational results. It describes the midwifery programs and nursing schools capacity, budget
and unequal teaching resources among the regional and Yerevan schools. Finally, the last
category ‘Midwifery Profession Desirability and Growth Opportunities’ portraying on the
decrease of the number of applicants in midwifery programs throughout recent years, as well as

the level of presence of educational and job opportunities for midwifery program graduates.
The Admission Process and Policies of Midwifery Programs

The admission process to enter a midwifery education program was the same in all observed
regional and city nursing colleges. The only entrance exam was biology oral exams established
by the MOES. Both the students and instructors described the admission process highlighting

the transparency during the entrance exam.

“During the entrance exam we have an opportunity to listen to other students’ answers. Around
five people answer and four people wait for their turn to answer. So, we listen to each other and

it becomes understandable if a student can be admitted or no.” Students, FDG 1 P4, Yerevan

Midwifery students mentioned that during the admission exam they had an opportunity to listen
and observe their peers’ answers and performance. Instructors from regional and city nursing
colleges told that during the admission process some representatives from the Ministry of
Education and Science were present during entrance examination. Some of the nursing schools

had a practice providing the applicants free advising before the entrance exam.

“Our nursing school organizes free advising meetings, one month before the entrance exam,
during which students get familiar with the questions of the exam, so the student knows what to

expect from the exam questionnaire” Administrative representative, IDI 1, Yerevan

Do program policies exist in midwifery program?

The data collected on program policies has shown that majority of participants did not have a
clear understanding of the concept. Majority of the study participants referred to ethics when

asked about program policies.

“Nobody offends students’ personality; nobody says bad words to students...” Administrative
representative, IDI 1, Yerevan

“It [program polices] means that you must be a student and respect your teacher.” Students,

FGD 5 P3, region
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In some of the nursing colleges program policies were attached on the wall, however there it was
not clear whether they were functioning effectively or no. One of the program directors

mentioned that the attached program policies are old and not updated:

“Yes, we have program policies and they are attached on the wall, but these policies are too old
and not updated. Students can approach and read their responsibilities and rights. For the

grievances we do anonymous surveys very often.” Administrative representative, IDI 3, region

The representatives from the other nursing schools mentioned that there were no specific policies
and the question on how students were informed on their responsibilities and rights or how
students presented their grievances and appeals remained unclear. However, the study
participants including directors, instructors and students mentioned that students could approach

the faculty members or administration with their oral appeals or grievances.

The majority of program directors and instructors that participated in the study mentioned that
their nursing schools had functioning program policies while it seemed that students were not
aware of existing program policies or they had a vague understanding about them. In several
nursing schools, midwifery students did not even know that they had rights, and their perception
on their responsibilities was related to the maintenance and management of personal hygiene and

attendance of classes.
“Rights? What kind of rights? [Everybody was laughing] ” Students, FGD 1 P8, Yerevan

“Among our responsibilities are class attendance, clean white coats, hair in buns... ” Students,
FGD 1 P8, Yerevan

At some nursing schools, program policies included strict criteria on attendance and unexcused

absences were not tolerated:

“We are very strict about absences; no unexcused absences are tolerated. It is impossible for a

student who did not attend classes to get a diploma.” Instructors, FGD 1 P3, Yerevan

Few of the nursing schools students had a chance to evaluate their instructors through specific

evaluation sheets or to put in writing into a specific box designed for complaints or suggestions.

“Instructors are being evaluated based on their knowledge, conducted work. Every two year the
students do this evaluation. At the end of the evaluation instructors receive ratings.”

Administrative representative, IDI 4, Yerevan
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“We receive evaluation sheets for evaluating the faculty members.” Students, FGD 4, Yerevan

“... We have a box where we can put our complaints and concerns anonymously.” Students,

FGD 3 P1, region
Curriculum Content and Allegiance with the National Criterion

Allegiance with the national curriculum

Most of the nursing colleges that participated in the study developed their curriculum based the
national criterion. Even though the national criterion was designed to bring a standardized
module based education to the midwifery educational programs, not all of the schools followed
this pattern. There was an obvious inconsistency between schools’ perception of how mandatory
it was to follow the criterion and how flexible they were to divert from it. It was clear that only
one of the schools strictly followed the national criterion, meaning they did not make any
changes to the flow of the subjects, stayed in the exact limit of the hours designated for each
subject and did not change any learning objectives of a certain subject. According to the faculty,
they were only allowed to update, merge, add or remove certain topics under the specific
objective. Some of the schools did not integrate the structure of teaching the subjects in modules
in their curriculum but they adopted teaching methodologies and curriculum content from the

module-based educational model.

“We follow the national criterion. The curriculum and the schedule for the subjects is based on

the national criterion.” Administrative representative, IDI12, region
“...the midwifery [program] does not yet follow the criterion, the modules. ” Instructors, FGD5
P1, region

“...if'it is needed to remove, merge, add some topics, add more actual topics, we can add under a
certain [learning] objective. We do not add an objective, but we add a certain topic under that

objective.” Instructors, FGD1 P2, Yerevan

“The criterion, in my own words, is the skeleton [sic], we can make changes to it, but the base
stays the same. We constantly update it, depending on what’s practical, what’s old, what’s new,

but the base is the criterion.” Instructors, FGD4 P1, Yerevan

“We did not try the module based model for the midwifery program. We have the old program,

the way it used to be before. However, we have the same [student] evaluation methods, the same

24



practical and theoretical content as in the module-based model.” Administrative representative,

IDI4, Yerevan

Most program directors and faculty claimed that they reviewed and if needed made changes to

the curriculum at least once a year, mostly in the beginning of the year.

“At the beginning of the year, it [the curriculum] is mandatorily reviewed.” Instructors, FGD1

P2, Yerevan.

According to one of the program director participants, the curriculum was satisfactory and they
did not make changes to the curriculum because they did not have anything to compare it with to

know if changes are needed or not.

“The program is completely satisfactory and there is no need to improve it. Well, to be honest,
we do not have anything to compare it with to be able to tell if it is satisfactory or not.”

Administrative representative, IDI2, region.

Another school director noticed that to get more parties involved in the curriculum review

process requires certain kind of finances that they lack.

“It depends on finances, we need specific specialists to be able to review and that needs to be

financed.” Administrative representative, IDI1, Yerevan

Students did not take part in the process of curriculum review. However, several interviews with
faculty revealed that they consider students’ opinion when choosing what topics to include in the
course, but they do not have a formal mechanism to get students’ feedback, it is mainly based on

students’ verbal comments.

“Sometimes we include topics about genetics, we solve genetic problems with them, which is not
in the curriculum, but during these two years I noticed that they [students] like it.” Instructor,

IDI3, region

Some colleges wanted to have a longer program; while one of the faculty noticed that she
traveled to Moscow to get her degree there since the midwifery programs in Armenia were
unnecessarily long, “The education [meaning midwifery programs] is long here. | went to
Moscow on purpose, because it [the program] is two years there and is completely enough.”

Instructors, FGD2 P1, region.
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On the other hand, when discussing the curriculum content, the participants, both faculty and
students, mentioned about unnecessary heavy and intensive topics required in the national

criterion.

What did participants think about the curriculum content?

Most of the representatives of midwifery programs wanted a deeper concentration, prioritization
and more hours for the professional subjects compared with secondary subjects taught in the
curriculum. “It’s [the program] short. The professional subjects are even shorter. There are
subjects that iave nothing to do with the profession and are given many hours.” Instructors,
FGD1 P1, Yerevan

Some of the faculty pointed out that with the current curriculum students learn a lot, but only
couple of things are related to their midwifery practice. “A lot of things could be taught during
the course but only three sentences be relevant for them [midwives].” Instructors, FGD5 P3,

region.

Moreover, they mentioned that there were intensive topics in the curriculum, which were more
relevant to higher-level health care professionals such as physicians. “I think it can be shortened
[the content of the curriculum]. Some things can be merged, not to get into details, because
there are topics that are not for middle, but high circles [meaning for physicians].” Instructors,
FGD5 P3, region

Most of the study participants considered the theory-practice ratio in the curriculum as optimal,
but wanted to have more practice classes while holding the theory proportion the same:

“I would keep the theory as it is, but if there was a chance, | would increase practice [the
hours].” Students, FGD4 P1, Yerevan

“I would recommend having more practice hours.” Administrative representative, ID12, region

A program director and students noted that the program had a heavy workload for the students
given the duration of the program. A student mentioned, “We would like to have longer breaks
and shorter class times. We do not have time to rest. There are four subjects following each
other, each 80 minutes... After 80 minutes, we have a five minuteS break... the longest break is
15 minutes. We only manage to eat something during that time and during 3", 4" subject we are

not so active anymore, we get tired, we can 't absorb the materials.” Students, FGD2 P2, region
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Practice in Midwifery Education

Each nursing school had separated theoretical and practical classes for their midwifery students
based on the national criterion. Practical classes happened in two stages, in class and in hospital
practical classes. In-class practice classes included “showing all of the manipulations,
knowledge of equipment and their appropriate usage. Situational problems, describing
procedures step by step, based on algorithms. ” Instructors, FGD1 P1, Yerevan. Another
instructor added, “In class practice happens at the labs, you know, with the models and
everything.” Instructors, FGD4 P2, Yerevan.

In some of the colleges both the in-class and in-hospital practical classes were merged and
happened in hospitals given that, their practice and theory teachers were working physicians in
hospitals. According to them, this gave students more opportunities to be involved in midwifery
healthcare delivery: “Our students have both their in-class and in-hospital practical classes at
the hospital... because their teacher is at the clinic. Additionally, based on the module-based
educational model our old curriculum has been reviewed and with the suggestion of our
supervisor the practical classes have been increased and had been happening in the hospital.”

Administrative representatives, ID14, Yerevan.

It was obvious that at the programs, where all practical classes and even sometimes theory
classes happened in hospitals the quality of practical classes were better organized than the ones
that did not have this opportunity. A faculty member who was also a practicing physician
mentioned that they encourage student’s participation in procedures: “We tell them, —you are not
here as an audience, transfer the patient, sterilize the equipment, take blood.” Instructors,

FGD2 P3, region.

In one of the schools, the faculty claimed that students are not involved in any medical
procedures at the hospital because in these hospitals the priority was given to medical students
“Very often, the medical students predominate our students during practical classes, they get to
participate in practical operations more, and our students get left behind. ” Administrative
representative, IDI1, Yerevan. Alternatively, an instructor from the same school stated: “/ have
a deep belief, that they [students] do not do anything [during the practice in hospitals].

In addition, based on the answers of some faculty members and students, it was noted that “It is

regrettable though, that very often students have the role of an audience rather than of a

27



performer ”, as described one of the program Administrative representative, IDI1, Yerevan.

The participating students’ description of their own practical experience very often confirmed the
same opinion: “During the practice we go to hospitals, we have seen many times C-Sections, we
have seen natural births, and they explain it to us, ask questions, and we try to answer those. ”
Students, FGD5 P4, region.

According to some of the faculty members, having the practice in a private hospital was one of
the reasons students ended up with the role of an audience. “Now hospitals are usually private, it
is not beneficial for any chief physician or any chief of hospital to have our students to take
participation in their business. Their patients are mostly payers [meaning paying out of their
pocket money], they won'’t allow an unexperienced student to work with them. Hence, students
are left with the role of an observer; trying to catch something with their eyes, to see

something. ” Instructors, FGD1 P3, Yerevan

Another factor influencing students’ involvement in practical procedures at hospitals was noted
to depend on the certain maternity or general hospital staff: “Whether the student will have a
good practice or not depends on the approach of the maternity hospital staff, we have maternity
hospitals from where students come back very satisfied...” Administrative representative, IDI1,

Yerevan.

The level of patients’ trust toward a practicing student played a huge role too in the level of
students’ participation in procedures. Many interviews with different stakeholders of the study
testified about the absence of trust. “Very often it depends on the will of the mother, no one
would want to have someone unexperienced participating in their delivery.” Students, FGD3 P

2, region

Often, students’ ability to enhance their practical knowledge and skills depended on their own
will to learn and their personal traits: “Whoever is active, whoever is dexterous, they get to move
around with nurses and see the skills, whoever is passive...[dont].” Students, FGD1 P8,

Yerevan

Most of the data collected from students did not demonstrate appropriate skill building
procedures during their practical classes in different hospitals. Their descriptions demonstrated
that the minimal skills required from students to participate in a delivery during the practice were

far from the responsibilities of a midwife described both in the international and the national
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standards. The description of their practical activities were more relevant for a general nurse and
not a midwife: “We set up an 1V, do injections, and we are very satisfied that we know how to do
injections, they taught us very well. ” Students, FGD1 P8, Yerevan. An instructor added
“Suturing, venom-puncture, setting up an 1V, sterilization of equipment, filling out

documentation.” Instructors, FGD2 P1, region.

A few of the participants mentioned a long list of technical skills that midwife students should
gain during their practice. However, none of the practical skills included active participation or
assistance during a labor management or birth delivery under the direct supervision of a midwife

or instructor:

“Digital examination, pelvic examination, wet prep, breast care after birth, preparation of
gynecological patients for surgery, post-surgery care, knowing how to refer to the doctor during
complications.” Instructors, FGD1 P5, Yerevan.

“We have conversations with mothers after the birth delivery; we hear their complaints and

appeals.” Students, FGD5 P3, region

“Pelvimetry measures, fetal heartrate monitoring, blood pressure measurement, taking blood,

weighing, height measurements, we do it all.” Students, FGD3 P4, region

Moreover, none of the study participants, without exception, believed that students would be able
to manage labour or birth delivery on their own after graduating, including students themselves.
“We won't be able to do it [manage birth delivery] on our own right after [the graduation].
First, we need to gain confidence, which is a priority. We also need someone to supervise us and

tell us if we are doing it right or no.” Students, FGD1 P4, Yerevan

An instructor of the same school, confirmed the same saying “They can provide care [after

graduation], but delivering a birth is a complicated procedure.” Instructors, FGD1 P2, Yerevan
Faculty Qualifications, Requirements and Trainings

In all of the schools where the data collection took place, each subject of the midwifery program
was taught by a professional with a relevant background in the field, for example, cardiology
taught by cardiologist, surgery by a surgeon. A physician-gynecologists and a midwife taught

midwifery subject in the nursing schools. Regarding the midwives and nurses involvement as
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faculty members, the most that had been achieved by several midwifery schools was having

nurses and midwives teach practical classes only, while the physicians taught the theory.

“In the midwifery program specifically, the lecturer for the midwifery and gynecology subjects is
a doctor with a high education. The practical part is taught by us, the midwives with vocational

level education.” Instructors, FGD5 P 3, region

“[Nurses or midwives can] only teach practice, a nurse cannot teach theory.” Instructors,
FGD1 P2, Yerevan

According to the participants from one of the schools, because the WHO requires midwives to
teach midwifery students and in the country there was no university level education for midwives
to be hired as a faculty they selected their best students and trained them to cover at least the
practical part of the classes. “We used to get judged a lot, but we were probably the first to have

invested in having nurses [or midwives] teach nurses.” Instructors, FGD4 P1, Yerevan

In most of the focus group discussions students demonstrated high appreciation of their
instructors. One of the factors associated with students’ satisfaction with the faculty was that

they provided them with more knowledge than they were required to.

“They provide us with more knowledge than needed [meaning more than required by the

curriculum].” Students, FGD2 P 2, region

It was obvious that all groups of participants valued having practicing physicians teaching

professional subjects compared with non-practicing physicians.

Most of the school directors and faculty did not provide clear answers on what were the specific
requirements to hire the faculty, except high education. Even though the study participants did
not mention about absence of hiring policy, their answers and research team observations
demonstrated that an official policy with specific requirements to hire the faculty did not exist.
“I honestly didn’t go through it [specific requirements to be hired as faculty] ... I was selected

randomly...” Instructor, IDI3, region

Throughout the interviews only one of the faculty member participants mentioned good teaching
and communication skills as specific requirements to hire the faculty. “Well the requirements

[to hire the faculty] of course are having a high education related to their profession, that is the
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main guideline...after that comes the ability to teach, good communication skills” Instructors,

FGD5 P3, region

Another problem that we identified according to the program directors’ interviews is low salaries
as a major reason for not wanting to apply for the faculty job. “There are mostly no special
requirements [to hire the faculty], because most of the time physicians do not want to work with
such low salaries.” Administrative representatives, D12, region. Another program director
said: “Unfortunately, we have a need for specialists. There are specialists in our region, but the
problem is they don’t want it [the job] because of low salaries.” Administrative representatives,
IDI3, region Even the currently working faculty mentioned, “We do not have a significant
something [profit] from this job, we are not doing it for the salaries, because it is very little...”

Instructors, FGD2 P 2, region

According to study participants from most of the participated schools, the instructors’ ratio was
optimal to students’ ratio and number of faculty members could be subject to change based on
the increase/decrease of the number of students. Particularly, they pointed out that because of

the decrease in students” number in recent years the ratio is optimal.

“Given that the number of students is low, teacher-student ratio is optimal. Of course, the
number of teachers will change if the number of students increases.” Administrative

representatives, ID12, region

However, in one of the nursing schools the interviewee pointed out that though in the curriculum
it is recommended to have small groups of students to have more effective practical classes; they

cannot have this because of financial resources, which does not allow hiring more faculty.

“It is written in the curriculum exactly like this: if you have appropriate finances, subgroups can
be created with eight participants and be sent to practice classes. But of course we do not have

means like that.” Administrative representatives, ID14, Yerevan

In addition, the research team found out that in some regional schools, the shortage of faculties
and other factors resulted in having same teachers for theory and practice. “Our theory and

practice teachers are mostly the same” Administrative representatives, D12, region
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Faculty trainings

Program participants were asked about the importance of the faculty updating their knowledge
continuously by trainings. Module based teaching methodology trainings did happen in several
schools organized by Ministry of Education and Science, after implementation of module based
curriculum. “All of our faculty went through that training, and got the certificates that were
ensuring they can provide module-based education.” Administrative representatives, 1DI1,

Yerevan

However, it was noted that some of the faculty members gave less importance to teaching
methodology-skills related. The faculty member participants were confident that being a
physician was good enough to know how to teach the certain subject “...in the field of medicine
it is hard to differentiate between doctors and lecturers... all of them are first a doctor, then a
lecturer...” said a faculty member. Instructors, FGD1 P3, Yerevan. During one of the focus
group discussions when the students were asked if being a doctor was good enough for someone
to teach a subject, they justified by saying “well, they have many years of experience [meaning

clinical working experience].” Students, FGD 3 P1, region.

In contrast to this, one faculty member mentioned that she has not been trained for teaching
methods and had concerns about the effectiveness of her teaching methods. She pointed out that

completion of a course or training might be useful for her:

“Since I do not have a pedagogical education, I would like to have a short training...maybe [ am
doing something wrong [regarding teaching methods], maybe I am not informed. 1 do it the way

| know it, based on self-trainings.” Instructor, IDI3, region

Trainings based on medical specialization were the ones midwifery program faculties and

directors noted to have a big need of and the ones they were most excited about.

“...but there are no medical specialization related trainings which we would very much like.”
Administrative representatives, D12, region However, some of the school faculty and directors
mentioned that trainings in their medical specialization for school faculty are very costly and not
affordable. “The money needed to get trained is approximately three times my salary.”
Instructor, FGD1 P 2, Yerevan
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While discussing the need of continues professional development, the study participants
highlighted also the importance of self-trainings. Some of the faculty relied merely on self-
trainings given the limited opportunities to be trained by other professionals or because they
considered self-trainings the most effective way to continuously update their knowledge on daily

basis.

“Well, something needs to be done by self-trainings, because I don’t think the institution will

have that kind of finances to send their specialists to get trained.” Instructors, FGD5 P3, region

“I, myself, have this much experience, but I read every day...even the daily communication with

a colleague, seeing a certain surgery [helps them grow]...” Instructors, FGD4 P1, Yerevan

Teaching Approach

Methodology

The data collected on teaching methodologies of the midwifery program has shown similarities
among the observed five nursing schools. According to the instructors of midwifery programs
methodologists working at nursing schools have developed the teaching methods. In addition,
the specific trainings on module based curriculum-teaching methodology, handbooks or Ministry
of Education and Science provided materials to the instructors. However, the instructors were

free to make changes in teaching methodology based on their own experience.

“The main sources [of teaching methodology] are handbooks, methodological manuals,
MKUZAK provides some methodological manuals for several subjects, the program, and
national educational criterion is always available for us.” Administrative representatives, IDI

5, region

The most common teaching methodology mentioned throughout the data collection was
interactive teaching by using several methods such as role-plays, interactive questioning,

situational problems, group works and individual works.

“The teaching is interactive; it includes patient examination, watching videos, solving

situational problems, organizing open classes.” Students, FGD 1 P8, Yerevan

The data collected from the instructors was triangulated with the data collected from the
students. Both instructors and students highlighted the importance and effectiveness of

interactive teaching. The individual works included literature reviews on some topics and group
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works were related to the practical learning. Instructors emphasized the helpfulness of group

works by mentioning that students are very supportive and they teach each other easily.

“... I see their [students] efforts in teaching each other, how they empathize and support weak

students.” Instructor, IDI 3, region

The instructors of a Yerevan nursing school mentioned about more advanced teaching tactics

including snowball, brainstorming and prism used during their classes.

“The instructors are certified [on some teaching methods] ... snowballing, brainstorming, these

are new methods that have been used during the classes.” Instructors, FGD 4 P3, Yerevan

Although, students were mostly satisfied by the teaching methods available at their schools,
some of the students expressed the wish of having electronic blackboards and power point

lectures:

"We would like make our classes more interesting, for instance to have lectures by slides, to have
white-board, to watch videos during the classes to make everything more impressive." Students,
FGD 1 P8, Yerevan

Materials and sources

The materials used in the curriculum to teach the midwifery subject were midwifery related
guides, materials from unspecified internet sources and books. Not all schools had books for
teaching and, even if they did, most of study participants described as old and with a big need to

be updated.

“We do not have a book for gynecology, whatever we have is a mixture of other books, or

materials from internet, materials from the years of my studies.” Instructors, FGD5 P 1, region
“...we have a need of teaching materials. ” Instructor, IDI3, region

While discussing the sources to develop their teaching materials, the research team found out
that most of the study participants, including faculty and program directors did not have a clear
understanding of what evidence-based source was. Only one of the program director participants
noticed that the choice of the material is left up to the instructor and they do not control if the

faculty uses evidence based source or literature to teach the material. “We cannot control how
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evidence based are the materials used by the instructor. They usually teach based on their

practice, they usually teach whatever they know.” Administrative representatives, IDI2, region
‘Programs Financial and Tangible Capacities’

Budaget and Supporters

In general, the money provided by the government and students tuition fees has formed the
budgets of nursing schools. According to the program directors, the allocated budget was not
enough for covering all necessary expenses, including the costs of needed resources and paying
the faculty salary. The budget of the nursing schools was scarce especially in regions where the

number of students is decreasing over the time, as they stated:

“We do not have a separate budget; our budget is formed by the money provided from
government and from the tuition fees of students. Of course that budget is not enough to give

salaries or improve the existing resources.” Administrative representatives, I1DI 2, region

In some of the nursing school’s participants mentioned that sometimes, the faculty allocates
some money for acquiring some “needed resources.” For instance, in one of the regional nursing
schools the faculty member spent money on obtaining some materials for preparation of
handmade models, some of the instructors mentioned that they printed some pictures related to

the learning materials from their personal pocket:

“When I started to work here I was buying drawing papers, pictures and all my salary | spent on
that... you do not have to spend your own resources to make something.” Instructors, FGD5 P1,
region

The majority of observed nursing schools did not have any permanent supporter; however,
directors some of the observed nursing schools mentioned about the support of MoH, MES

MKUZAK, World Vision, NOVA and USAID in the past. Study participants did not provided

details on previous collaboration.

“USAID supported us in the past, but in recent years there is no support. Since 2013 we are
under the supervision of MES, but we do not receive any help from them [MES] it is just

documentation.” Administrative representatives, IDI 4, Yerevan

“The USAID gave some equipment and models in the Scope of family nursing training”

Administrative representatives, IDI 4, Yerevan
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All directors of nursing schools participated in a study highlighted the importance of having

supporters; however, they did not describe their vision on collaboration with supporters.
Resources

Based on the conduced observations and interviews by the research team, the condition of
facility/ buildings as well as the availability of overall teaching resources varied between the
regional and city nursing schools. In general, the nursing schools located in regions and their
midwifery programs were in poor condition and had scarce resources and equipment then

schools located in the capital city.

“As you saw the state of the building is not adequate, this room is the best one in the building.

We do not have much equipment, models and whatever we have of, the quantity is limited.”

Students, FGD 5 P2, region

“These conditions disturb us; it is so difficult to concentrate on the class when it is so cold.”

Instructors, FGD 5 P1, region

“...the available materials for teaching are this old pelvic model and this old doll and some
other materials, videos related to the topic that are taken from the internet, but I think this is not
enough for teaching...” Instructor, 1DI 3, region

The lack of resources limited students' opportunities to do simulations. The majority of the

observed equipment was handmade by the teachers and students.

“We do not have a simulation center or a simulation room, we have only some models, two dolls
and two pelvic models and some surgical instruments.” Administrative representatives, IDI 2,

region

“Maybe you have already observed the saturation of the room; there are mainly handmade
posters here and old models that have been found from somewhere...” Instructors, FGD 5 P1,

region

“Every year during the group works we create everything [models, posters]. It would be
preferable to receive some models from the officials or people who are responsible for that, this

[availability of models] would improve the quality of the class” Instructors, FGD 5 P1, region
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“There are students who are willing to make models by themselves... They [students] help, they

renovate models, posters or draw pictures...” Instructors, FGD1 P1, Yerevan

Moreover, one of the observed regional nursing schools was so deprived of necessary equipment
and teaching resources that students were taking their classes mainly at a maternity hospital, “We
have a center for future mothers [at the hospital], where we have some models, posters, CDs,
videos with the help of which we are educating future mothers, our students spend their classes

there.” Instructors, IDI 2 P1, region

The two nursing schools in Yerevan; however, were comparatively in a better condition, in terms
of facility, equipment and other teaching resources. During the interviews, the participants were
describing their resources more often as “sufficient.” Especially, one of the Yerevan nursing
schools was the most equipped among the all observed schools. It was highly equipped and had
almost all-necessary equipment, models and instruments required by the ICM standards. During
the interviews, instructors and students were satisfied with the conditions of their program and
overall school resources. They mentioned about the vast availability of the equipment and

anatomical models.

"Books from our library... the state of the building, the models, everything is great” Students,
FGD 4 P7, Yerevan

“...we cannot say that we have an immediate need of some specific item the absence of which

can distract the class.” Instructors, FGD 1 P1, Yerevan

“We have everything, we asked from other places, by entering different programs, by
collaborating with them... we got some items from the US, some of the equipment and models we
got on our own. We have posters for family planning and we use internet frequently.”

Administrative representatives, IDI 4, region

The results from the observations on each group of equipment and detailed summaries are

presented below by schools.

Table 9 presents the quantitative description of anatomical models in the observed schools. In
regard to the Zoe or Mama Natalie models (which consists of three components: non-pregnant
model, pregnant simulator and pelvic model) at least one component of the model was available

in four out of five schools (Table 9) and only one of the observed regional schools did not have
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none of the components of Zoe or Mama Natalie model (Table 9). However, the pregnant
simulator was missing in four out of five schools. Some anatomical models such as condom,
IUD, pregnant abdomen and breastfeeding models, and foetal skull, were available in two
Yerevan nursing schools and almost missing in most of the regional schools (Table 9). Out of
five observed schools, only one located in Yerevan had a childbirth simulator. The observation
has shown that several models, including models for injections and bony pelvis existed at all
observed schools. However, all schools stated that the quantity of bony pelvis models was not
enough; - students need more examples of bony pelvis models.

Also in some of the schools, these models were very old and difficult to use (Table 9). The
foetal baby and uterus-placenta models were available at most of the schools; - only one of the
regional schools did not have these two models. Four out of the five schools were lacking the
cervical dilatation model and perineum-cutting simulator. The model small ball (cricket,

baseball, tennis) & socks for assessing dilatation of cervix was absent in all observed schools.

However, throughout the qualitative interviews we found out that even in those schools where
conditions were comparatively good, the quantity, especially for anatomical models and
instruments that students should widely use during the practical classes in order to obtain
necessary professional skills, were not enough to a given students ratio. Moreover, the quality

sometimes was not satisfying.

“We have anatomical models, pelvic models and other necessary equipment... however, we have
only one example from each item and if two groups are studying the same topic simultaneously,
teachers are switching the models from one group to the other...” Administrative

representatives, IDI 1, Yerevan

“We have some instruments that we can see but we cannot use it, that [usage of equipment] is

not allowed, there are some models, but we are not allowed to do experiments on these models.”
Students, FGD P2, region

“Do you see those blue, red tailored clothes over there? We have self-made placentas, self-made
placenta defects. | tailored them myself so that the student will be able to picture it. For
example, this is the organ that stick to placenta, and this is the foetal surface [pointing and

explaining at the same time]. | put tape on this side so that they can understand that this side is
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supposed to be flat and shiny. The other side is curvy, | drew the defect there. | made it
myself...we are starting to learn tailoring too [she was laughing/.” Instructors, FDG 5 P1,

region

The observation of the equipment in the selected nursing schools provided not a big diversity
between the regional and Yerevan schools (Table 10). In general, the observation demonstrated
that either an observed equipment was completely absent in all schools or was available in
almost all five schools. For instance, all observed nursing schools missed some specific types of
equipment, such as manual vacuum aspirator, transport incubator and doptone, while various
sizes of vaginal speculums, microscope and supplies, and equipment cart with wheels were
available at all nursing schools. The implant insertion/removal kit (Table 10) which included a
bunch of different instruments was mainly available in both regional and Yerevan schools. Only
in one of the regional schools, the kit was incomplete. Another kit required by the ICM was the
IUD insertion kit that was available both Yerevan schools and incomplete in all regional schools,
- the components such as uterine sound, ring forceps and 1UD drive tube were mostly missing.
The usable adult weighing scale was available only in one of the nursing schools located in
Yerevan, while the child weighing scale was available in four out of five observed schools. The
device for measuring blood pressure for adults with a stethoscope was available in all observed
schools, except one regional school where the device was damaged and not usable. As to the
device for measuring newborn’s blood pressure with its stethoscope was missing in all observed
schools. The reflex hummer was available in two regional and one Yerevan schools presented
by one example. Among all observed nursing schools, only one city school had a pen light.
Tongue depressors and thermometers were mainly available in both Yerevan and regional

nursing schools.

The receiving bowls (various sizes, for solutions and for collection of specimens) and graduated
measuring jug were available only in one city and one nursing school. As to the IV
administration stand/pole and tourniquet, we have observed that this equipment was largely
available in all observed settings. Curved mayo and large straight scissors were available at all
observed colleges but specifically cord scissor was available only in one city school. All kinds
of forceps mentioned in observational checklist were available at regional and city schools, while
dissenting forceps and needle extenders were absent in one regional and one city school. The

large hemostate artery forceps and suturing set were available in all observed settings; however,
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the set of dilators was missing in a regional school and in one of the Yerevan schools, the set was
very old. The episiotomy kit was incomplete in two schools; they had only the scissor for
episiotomy. Delivery Kits were existent in city nursing schools only and in one of the city
schools, the delivery kit was incomplete. As to the delivery bad, we observed that in two
regional schools, the bed was missing and in one of the city schools, the bed was too old and not
usable. Strainer for tissue inspection and clear containers or basin/plastic buckets (for
decontamination) were available in some schools only. In all observed schools, a sterilization kit
or an autoclave were available as required by the ICM. Hemoglobinometer and vacuum
extractor, which were optional items according to the ICM standard equipment checklist, were

available in one Yerevan and one regional school.

The observation checklist also included information on learning materials and highlighted central
topics in midwifery curriculum (Table 11). The required topics were observed at three regional
and two city nursing schools libraries. The observation indicated that majority of the observed
topics were available for students to they study via various forms of learning materials (books,
chapters, subchapters, handouts, etc.). However, some of the ICM required materials were not
available in some of the schools. The libraries of two regional nursing schools missed a learning
material on male reproductive system. The same schools also missed charts and vides on
infection prevention. The topics on prenatal discomfort, newborn resuscitation protocol,
partograph, aortic compression, midwives’ code of conduct and global handbook on family
planning were not available in the library in one of the regional schools, while the adult
resuscitation protocol was missing in three out of five observed schools. Any type of learning
material on Balanced Counselling Strategy Cue cards HIV, STIs, and FP flipchart were not
found in two schools one in Yerevan and one in region. One of the Yerevan schools did not have
any kind of documents on maternal health record. The topic on shoulder dystopia was available
in all observed settings, except one of the schools. The observation demonstrated that topics
related to women’s rights or cultural aspects were not widely covered under the Armenian
midwifery curriculum. The national protocol on family planning was available only in one out

of the five observed schools.

In addition, the research team observed that the majority of the books available for midwifery
education had old editions published before 2007. In addition, most of the topics required by the

ICM were covered not in separate books but under small chapters or even subchapters of a book.
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The findings of our qualitative interviews demonstrated the same issue related to the availability
of up-to-dated literature. This problem was highlighted particularly in the regional nursing

schools.

The students almost in all schools highlighted the importance of having updated books and
reading materials. The students were describing that the information provided them is not
updated according to the modern medical literature. One of the nursing schools expressed a wish

to have opportunities of the electronic library for enhancing the quality of the learning materials.

“Books are very old and there are a lot of updates in a real practice which are not synced with
our books and learning materials, like names of medications and so on.” Students, FGD 2 P1,

region

“The literature is enough [in quantity], but sometimes physicians [meaning faculty] complain
from the [quality of] the content of books....” Students, FGD 3 P 1

“Books need to be updated, they are really old, and methodologies are changed now...”

Instructor, IDI3, region

“We have some books at the library, but the majority of these books are too old. \We do need
[new] books.” Students, FGD 5 P2, region

“There is a need to update this book [indicating the teaching book on the table], it is t00 old,

and the modern approaches are not presented here.” Instructor, IDI 3, region

The faculty who participated in our interviews were complaining that the books are not designed
specifically for midwives, which creates additional difficulties, both instructors and students

during the study process:

“Our books are originally designed for the physicians and after giving the material to the
students from the book, I am orally directing the students towards the material on midwifery
practice specifically... If we had literature specifically for midwifery education, it would make

the work easier.” Instructors, FGD 5 P3, region

“Now when we teach we correct out whatever is not relevant any longer in the books.”

Instructor, IDI 3, region
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Moreover, during the analysis the research team found some patterns between the unspecified
points in the national curriculum and the absence of specialized books for midwifery education.
These patterns might be linked to each other influencing the quality of midwifery education and
midwives’ performance overall. Unspecified points/topics in the curriculum do not direct the
instructors in their teaching process and it is left on them what specifically to cover under the
certain topic. The books that were very general and provided a broad information, which might

be relevant for all types of health care providers.

“If you explore our books, you will see that they prepare 50% physicians, 50% midwives. But
we need to prepare exactly midwives...so that when they enter the hospital, they won'’t get
confused whether to touch something or not what if it is not their job. It is hard for them to

differentiate.” Instructors, FGD5 P1, region

“We study in general and someone who comes to evaluate our open classes, as an advice says
that, for example that is not midwives’ responsibility, so there is no clear separation what is the
midwives’ responsibility and what is the physicians’ responsibility. Books describe the
information in general not specifically for midwives, in general it says auscultation of foetal

heart rate, but whose responsibility is this?” Instructors, FGD5 P1, region

“When it comes to the book, our main issue is related with separating theoretical and practical

knowledge of doctors and midwives. ” Instructors, FGD5 P2, region

“Mainly the most available literature is from the medical university materials. It could be
shorter, more adapted to the main functions of a midwife...it is extensive now, it enters the

domain of a doctor...” Instructors, FGD5 P4, region
Midwifery Profession Desirability and Growth Opportunity

The collected data suggested that the number of midwifery students was decreasing over time
and this trend was more obvious in regions. The same trend but with lower magnitudes was
observed at Yerevan nursing schools as well. The only possible reason for the decrease in
prospective applicants mentioned by the study participants was connected with the change in the
constitution in the number of years required to graduate high school. “This year we have only 6
graduating students. Last year we had almost 7, in recent years the picture is the same, maybe

that is connected with 12-year education [meaning the recent (2018) change from 11 to 12 years
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of high school education/... ” Administrative representative, IDI5, region. However, based on
the interviews, the research team noticed a continuous decrease in the number of applicants not

only during the last admission season but also during the last couple of years.

“Two years ago the number of graduates was 100, but last year we had only 60 students...”

Administrative representative, IDI1, Yerevan

“Last year we had 13 graduates, in previous years we had almost 30 graduates, this year we

have 10 graduates.” Administrative representative, 1DI 2, region

Most of the student participants showed enthusiasm towards their profession and willingness to
search for jobs after graduation. However, limited job opportunities was a barrier on students’
professional growth path: “Nevertheless, the willingness is huge, but the job openings are less,

we are not sure how possible it will be to work by our profession.” Student, FGD3 P1, region

“I think it’s a bit of a problem, regarding number of job openings. You can graduate with good
skills, you can even manifest your practical working skills, but not have these job opportunities.”
Students, FGD1 P3, Yerevan

“...maybe around 20-30% of graduates work” Administrative representative, IDI3, region

In few of the schools, it was mentioned that most of their graduates work in the hospitals linked
to the school: “The workers at our Hrazdan maternity hospital are mostly our graduates.”
Administrative representative, ID12, region “90% get a job right away, the demand is big.”
Instructor, FGD4 P1, Yerevan

The interviews and focus group discussions reviled that students want to continue their education
at higher-level education institutions after graduating the midwifery program. This of course
would change their field of midwifery as in Armenia there is no university level education for

midwives.

“There are students who do not want to work, they want to continue their education after

graduating from here.” Students, FGD1 P7, Yerevan

“[Students would like] to have an opportunity to deepen our professional knowledge, to have an

opportunity to continue [the education after graduation].” Students, FGD3 P1, region
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“We could have a contract with Heratsi [medical university], to be able to continue our

education there.” Students, FGD1 P8, Yerevan

CONCLUSION
Summary of Main Findings
Curriculum related

e Most of the nursing schools mainly developed their curriculum based on the national
criterion but there were obvious inconsistencies between schools’ perception on how
mandatory it was to follow or divert from the criterion. Moreover, the standardized
module based curriculum was not completely implemented in all observed nursing
schools. Some of them did not entirely follow the module-based approach established by
national criterion.

e According to the participants, the obstacles related to curriculum review processes were
the absence of standards for comparison and update and absence of finances to involve
more parties in the process.

e Midwifery programs highly used interactive teaching methodology in their teaching
practice.

e In some cases, midwifery program curriculum was described as intensive with
unnecessarily heavy workload. Additionally, the document review revealed that most of
the learning outcomes defined in modules of the national criterion focused more on
theoretical knowledge rather than practical skills and abilities.

e Even though the national criterion did not have specific competencies in comparison with
the ICM curriculum-mapping tool, most of the competency elements required by the ICM
were present under different modules as specific learning outcomes.

e In comparison with the ICM standards some elements of different competencies were not
enough specified and some of them were covered partially.

e Some topics and related outcomes required by the ICM, such as epidemiology, statistical
methods of research; cultural, local and ethical beliefs; structure of the local health
services; and leadership at clinical settings were completely absent from the criterion.
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Moreover, the modules of national criterion did not highlight the importance of midwives
competencies on dealing with women’s rights and health, domestic violence, as well as,
competency in communication and support for women/families who are bereaved,

victims of gender-based violence, HIV+ mothers and their babies.

Resources

The nursing schools, especially the ones located in regions had poor and scarce resources
including the state of the building, library/learning materials, equipment, and anatomical
models essential for midwifery education. Moreover, the midwifery programs in

Armenia missed specific textbooks to teach midwives.

Practice classes

Policy

Midwifery students faced challenges in being involved in medical procedures during their
practice because of medical students getting priority over them, private hospitals not
trusting their patients with inexperienced interns, or the absence of trust by the patients
themselves.

The minimal skills required by students to deliver during practice were far from the
responsibilities of a midwife required by not only the international but also the national
standards. Moreover, none of the study participants, believed that students would be able
to manage labour or birth delivery on their own after graduating, including students

themselves.

The schools mainly lack the relevant established program policies on students’ rights and
responsibilities, their appeals and grievances.

In none of the schools, students took official part in the curriculum review processes.

The budget of nursing schools was mentioned to be not enough for covering all necessary
expanses of the program. The decrease in the number of midwifery students over time,
worsen this situation particularly in regions.

All directors of nursing schools highlighted the importance of having program

supporters; however, they did not describe their vision on collaboration with supporters.
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e Despite the students’ enthusiasm towards their profession and willingness to search for
jobs after graduation, limited job opportunities was a barrier on students’ professional

growth path.
Faculty

e Midwifery subject was taught by a physician-gynecologists and a midwife. Regarding
the midwives and nurses involvement as instructors; however, the most that had been
achieved by several midwifery schools was having nurses and midwives teach practical
classes only, while the physicians taught the theory.

e Module-based teaching methodology trainings for the faculty were the ones most
frequently mentioned by the study participants; however, trainings based on medical
specialization were the most valued and desirable trainings by the faculty.

e Study participants highlighted the importance of using computer resources for making the

teaching methods more illustrative such as slide show presentations and videos.

RECOMMENDATIONS
The SPH CHSR in collaboration with UNFPA should:

e Initiate a broad discussion series that bring stakeholders together prior to conduct a
comprehensive review of the role, scope of practice and competencies of midwives in

Armenia and the alignment of education programs with the role.

e |f the goal is to meet international standards, a long-term plan and a sustained
commitment by an array of government, institutional, and public stakeholders will be

required to make necessary changes.

Ministry of Education and Science should:

e Conduct a revision of the national criterion:

o Make it competency based
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o Improve the alignment of the role and modules of the national criterion. More
specifically, address inconsistencies between midwife job responsibility
description and the learning objectives in each module

o Narrow it down to more midwifery specific topics to direct the instructors in their
teaching process

o Experts in areas such as social behavioral sciences and epidemiologic research
should be identified and recruited to be a part of developing and teaching a
broader midwifery curriculum

Ensure improvement of library resources and provide students and teachers with up-to-
date books/handbooks/manuals specifically designed for midwifery education. This can
be done through translation and adaptation of international evidence based literature

including midwifery education textbooks and manuals.

Ensure provision of equity based distribution of finances and tangible resources between

Yerevan and regional nursing colleges

Ensure presence of essential models including anatomical models, equipment and

instruments for in-class practice in every college

Ensure proper facility environment in regional colleges meeting the basic needs

School and program administration should:

Initiate development and continuous implementation of official written program policies
and strategic planning documents, which addresses subjects such as: Admission criteria
for acceptance, midwifery program decision making processes, job descriptions, faculty

workload and recognized models for program quality evaluation.

Ensure students policies include statements about students’ rights and responsibilities and

an established process for addressing student appeals and/or grievances.

Ensure students official involvement in evaluation of the program, curriculum and

faculty.

o Students should routinely contribute to evaluations of course content, instructors’
teaching abilities and clinical mentoring. Their views and suggestions should be

included in discussions about program improvements.
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e Enhance students’ experience in their practical classes bringing practice to more
individual level, i.e. giving each student an opportunity to be attached to and learn from

a senior midwife.

e Have trainings for program directors on effective identification, communication and

collaboration with
o Present and potential program supporters and donors

o Potential host institutions (hospitals, clinical sites) where students can have

productive practical classes

e Along with policy makers develop clinical teaching sites where students learning is an
important responsibility of the onsite staff.
o Establish contractual obligations between midwifery programs and clinical sites
that outline mutual responsibilities for teaching and supervision of students.
o Organize training sessions to help staff members (clinical sites) become mentors
who support, guide and provide feedback to facilitate learning.
e Conduct a revision of exam types used in the student evaluation methodology not to have
oral exams as the main prioritized exam type and give students a chance to demonstrate

their knowledge and skills through a multi-comprehensive evaluation scheme.

Faculty level

e Recruit and develop faculty consisting of midwives with high-level education or formal

preparation in midwifery not only to teach at the practice but theory level. Particularly:

o To identify motivated, enthusiastic young teachers who are willing to be change

agents

= Search for funds to support them to undertake English language training in
order to benefit from an array of online courses/programs about teaching

and learning

e Have a database including faculty’s CVs, employment contracts, performance reviews,
subject and number of hours taught, and hours spent supervising students in practical

sites.
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As a short term improvement, organize existing faculty trainings on midwifery teaching
methodology based on the national criterion and internationally well-recognized
standards (ICM, WHO):
o Make awareness raising about the international practice, understand the essential
competencies and models of practice and introduce competency-based learning

and assessment.
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Introduction

This report is submitted in response to a request to review and provide feedback about An

Evaluation of Midwifery Education System in Armenia, a study conducted by Serine Sahakyan,

et al. of the Turpanjian School of Public Health, American University of Armenia. The research
team is to be commended for conducting this research and focusing attention on midwifery in
Armenia. A 2014 publication, The State of the World’s Midwifery,! contains descriptive data
about midwifery in 73 countries, but Armenia is not among them. This study adds to the
descriptive data about international midwifery but beyond being informative, it systematically
evaluates the present system, and makes recommendations for improving midwifery education
and the profession overall.

The study compared the curriculum criteria for midwifery programs set by the Armenian
Ministry of Education and Science to key documents about education and practice from the
International Confederation of Midwives (ICM). Schools were visited; the facilities and
resources were audited and compared with the ICM list of resources deemed desirable for
midwifery education programs. Interviews were done with students and teachers to gather
further information about the curriculum, teacher qualifications and students’ assessments of
their theoretical and clinical preparation, and their participation in operational aspects of the
program.

The methods are well described and are suited to the investigation of education programs. There
was attention to gathering and reporting in detail the data gathered. The validity of the

observations/ findings is enhanced by the multiple methods that were employed.

Background Information Related to ICM

As outlined by the research team, ICM is a voluntary organization whose members are
midwifery associations. 1CM promotes the midwifery profession; it issues statements, develops
standards and resource materials to advance the education and practice of midwives globally. In
addition to the Global Standards for Midwifery Education 2and the Essential Competencies for
Basic Midwifery Practice that were used in this study, the ICM definition of a midwife is
foundational to an education program. It sets the expectation that midwives “practise within a

professional framework of autonomy, partnership, ethics and accountability.”® Midwifery is
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further described as “an approach to care of women and their newborn infants whereby

midwives:

e optimise the normal biological, psychological, social and cultural processes of childbirth and
early life of the newborn;

e work in partnership with women, respecting the individual circumstances and views of each
woman

e promote women’s personal capabilities to care for themselves and their families

e collaborate with midwives and other health professionals as necessary to provide holistic

care that meets each woman’s individual needs.””®

Several other ICM documents are highly relevant to the curriculum of midwifery education
programs. The International Code of Ethics # and the Philosophy and Model of Practice ®

describe the values and principles upon which education standards are based. The Position
Statements:® Midwives, Women and Human Rights and Partnership between Women and

Midwives convey the importance of the supportive midwife-woman relationship.

ICM will be releasing soon a new version of the Essential Competencies for Midwifery Practice
that will update and reinforce these aspects of midwifery practice. Also, ICM is in the early
stages of establishing an accreditation process for midwifery education programs ’ who choose
to be evaluated in relation to meeting ICM Global Midwifery Education Standards. These recent
developments are intended to support change and foster the development globally of high-quality

midwifery education programs.

ICM works closely with other international organizations, agencies, and governments in
developing and disseminating information and recommendations relevant to midwifery
education. Publications from WHO are highly useful, e.g. The Strengthening Midwifery
Toolkit®, particularly module 5 of the Toolkit,® and the description of core competencies for

midwifery educators.011

Findings from the Comparative Assessment of Armenian Criteria and ICM Documents
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While all the background documents cited above were not used in the assessment of the
midwifery education system in Armenia, the systematic comparison of the Ministry’s criteria
compared with the Essential Competencies for Basic Midwifery Practice demonstrates
significant gaps. My conclusion is that midwifery education criteria in Armenia do not
reflect ICM’s fundamental philosophy and values, do not meet the Global Midwifery
Education Standards in any category, and graduates do not attain the essential

competencies.

Recommendations Arising from the Comparative Assessment

The research team sets out recommendations to the Ministry of Education and Science, and to
School and Program administrators. My comments and additions for consideration by the

investigators are in the following sections.

Policy Formulation

The research report recommends the Ministry of Education and Science conduct a review of the
national criteria for midwifery education programs. | suggest a more fundamental process be
undertaken. A broad discussion needs to be convened that brings stakeholders together prior to
any revision of criteria. There needs to be a comprehensive review of the role, scope of practice
and competencies of midwives in Armenia and the alignment of education programs with the
role. If the goal is to meet international standards, a long-term plan and a sustained commitment
by an array of government, institutional, and public stakeholders will be required to make
necessary changes. Such a process could be spearheaded by the School of Public Health and is a
logical extension of the study.

There is ample justification for improving midwifery education. Midwives who are qualified to
the international standard are competent to provide care on their own responsibility across the
continuum of pre-pregnancy, pregnancy, birth, post partum and the early weeks of life.
Midwifery care includes family planning and the provision of reproductive health services. There
is an underlying philosophy of promoting normal processes of childbearing, preventing
complications and reducing unnecessary interventions. Further, midwifery care exhibits values

of respect, communication, community knowledge and care tailored to a woman’s circumstances

53



and needs. The evidence of benefit from midwifery care is comprehensively described by
Renfrew, et al.®> As noted in the Comment by The Lancet editors,*® care by midwives who are
educated, regulated and integrated into the health care system has a positive impact on maternal
and perinatal health. Midwives in Armenia can have such an impact, but support for quality

education is a necessary prerequisite.

Curriculum Revision

Curriculum revision is essential. A competency-based curriculum ensures that graduates acquire
the essential competencies by completion of the program. As graduates they must be prepared to
assume responsibility and accountability for their practice. A competency-based curriculum
integrates theoretical knowledge with the development of behavioural and psychomotor skills.
Learning within clinical sites cannot be left to chance or confined to watching others but must be
organized and mentored to assure that students progressively develop essential cognitive and

technical skills.

Deficiencies in attaining competence

Despite the finding in the report that more than 60% of the time is spent in practical learning,
there is a serious lack of quality clinical learning opportunities. The hospital experience is
unstructured, and students are characterized as “audience, not performers.” The authors note,
“none of the study participants, without exception, believed that students would be able to
manage labour or a birth on their own after graduating, including students themselves.” (page
29 of the research report) It is very clear that students do not have enough “hands on” experience

to be competent in intrapartum care.

The researchers state that only 1% of midwives are involved in prenatal care. Students cannot
become competent in providing prenatal care without adequate role models and an explicit
expectation that midwifery care includes pregnancy care. As well, there are notable gaps in the
competency indicators for abortion related care and no evidence of participation in abortion

counseling or post abortion care.
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There is an apparent lack of clinical learning experiences in community settings. It appears
students do not have opportunities to establish relationships with pregnant women during
prenatal care and/or childbirth preparation and be part of their ongoing care through the birth and
postnatal period. Students with such experiences are better able to understand the preferences
and needs of individuals; they gain a longitudinal view from the woman’s perspective of the
childbearing experience. Building a partnership with women is a key factor in engendering
trusting relationships that can enable women to learn for themselves and actively participate in
making decisions about their care. This can be a transformative experience for women and

strengthen their own capabilities.

Community experience is also necessary for developing competence in a broad range of health
promotion activities beyond prenatal care. Community health programs such as sexual health
and family planning, abortion counseling and post abortion care, pre-pregnancy preparation,
maternal and infant nutrition, growth and development of infants and children should include
midwives as key participants. Their advocacy for respectful and woman-centered care is
essential to these services. The necessary knowledge base for students includes social and
cultural influences on health, epidemiologic concepts and community health needs in addition to
the specific subject matter of the activity. Well developed communication skills for individual

and group situations are vital to the range of community programs.

Deficiencies in content areas

The interview data indicate the curriculum often includes materials not written for midwives.
Midwifery care is about more than the biology and pathophysiology of pregnancy and childbirth.
A broader focus that incorporates sociocultural, environmental and political determinants of
women’s health is needed. In addition, students need to learn how to appraise the source and
validity of information. There is an ever-expanding amount of internet content related to
childbearing; today’s students (and teachers) require analytic skills based on an understanding of
research methods to discern the scientific basis and relevance of that content. Experts in areas
such as social behavioural sciences and epidemiologic research should be part of developing and

teaching a broader midwifery curriculum.
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Program Resources

Sites for clinical teaching

The research study recommends improved resources to support the education programs. As
indicated above, clinical teaching sites are a crucial resource and programs must have access to
both community and hospital sites where student learning is an important responsibility of the
onsite staff. The lack of such resources is a barrier to students’ abilities to attain the essential

competencies.

Policy makers along with administrative staff of schools and facilities need to address this issue.
Is it possible to establish contractual obligations between midwifery programs and clinical sites
that outline mutual responsibilities for teaching and supervision of students? Are training
sessions needed to help staff members become mentors who support, guide and provide feedback
to facilitate learning? Can patient information materials be provided that describe the role of
students in a clinical site, the quality of their supervision and the importance of student

participation in providing care?

Teaching resources

An important need is accessing current, relevant and valid information about maternal and infant
care, and more specifically about midwifery practice. | would argue against acquiring printed
textbooks since they become rapidly out of date. Investing in increased online access and
translating key resources is more worthwhile. There are new electronic versions of midwifery
texts (see Appendix) that can be more easily updated and modified. Access to online sources
that evaluate the evidence about aspects of care, such as the pregnancy and childbirth section of
the Cochrane Library,'* journal articles, and reference materials like those previously mentioned
from ICM, WHO, UNFPA, etc. are essential to students and teachers. | recognize there are
language barriers that limit the ease of use of many resources, but translation of key materials is
warranted.

The authors document a need for resources such as anatomic models and technical equipment to
assist students in acquiring communication and psychomotor skills. These resources are helpful,

most often to beginning level students, for building confidence and developing “hands-on” skills
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(e.g. physical examination, delivery of infant, use of instruments). They are also very useful to
teachers for assessing whether students are demonstrating increasing competence as they
progress in the program. The highly sophisticated models of pregnancy and birth have an allure
but do not offer a marked advantage over low cost models, including some that can be hand

made. Models can complement actual clinical experience, but they are not a substitute.

Simulated situations are a useful resource for student learning. Women with an interest in
midwifery can contribute to student learning. Women (pregnant or not) from the community
could be recruited to be enthusiastic “pretend” patients for students to practice their skills in
interviewing, history taking, counseling, teaching about childbirth. The women can act from a
script rather than relying on their personal circumstances. This is an innovative and mutually
beneficial experience. Women become valuable teachers by providing feedback and suggestions

to improve students’ interpersonal skills.

Developing Qualified Midwifery Teachers

I fully concur with the study authors’ recommendation for recruiting and developing qualified
midwifery faculty. The Global Standards for Midwifery Education state that a midwifery faculty
includes predominantly midwives (teachers and clinical preceptors/clinical teachers) who work
with experts from other disciplines as needed. The study findings indicate more than half of the
instructors are physicians. While medical faculty should contribute to content about
reproductive physiology, pathologic conditions and their treatment, it is essential that midwives
teach the scope of midwifery care and assess the development of competence of students. In the
Armenian schools, midwives are not viewed as qualified to teach theoretical material but may
provide practical teaching. However, it seems students are not mentored by senior midwives,
even in clinical settings.

The development of midwifery faculty with advanced education requires a long-term plan but
should be initiated as an early step in program improvements. Is it possible to identify
motivated, enthusiastic young teachers who are willing to be change agents? Can they be
supported to undertake English language training in order to benefit from an array of online
courses/programs about teaching and learning? Can funds be sought to support faculty

development opportunities with a university that has a record of international development? An
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example can be seen in the transformation of midwifery in Bangladesh in association with

Dalarna University in Sweden.*®

In the shorter term, in-service programs should be organized for existing midwifery teachers to
raise awareness of international standards of midwifery education and practice, understand the
essential competencies and models of practice, and introduce competency-based learning and
assessment. The latter seems to be an acute need based on the finding that oral exams are the
dominant form of assessing learning. As mentioned earlier, documents from WHO and ICM

can be helpful in designing such programs.

Students Involvement

The research team found a notable lack of policies about students and an absence of student
participation in program operation. Midwifery students are being prepared for professional roles
as graduates, roles which have inherent responsibilities. Part of their learning is to assume
responsibility while being a student. Students should become active learners, not passive
recipients of facts to be recalled for an exam. They should engage in reflection and evaluation of
their own performance and formulate with teachers their individual learning plan for developing
their skills and knowledge. Students should routinely contribute to evaluations of course
content, instructors’ teaching abilities and clinical mentoring. Their views and suggestions
should be included in discussions about program improvements. When teachers partner with
students in the learning process it becomes a model for how midwives partner with women in the

provision of care.

Conclusion

| support the recommendations of the study team and encourage them to take active steps to
implement them with the parties involved. The comments in the preceding paragraphs are
intended to extend and amplify their recommendations, most especially to work at establishing
clearly the vision for midwifery in the country. Without a clear consensus on the role and scope
of midwives the other recommendations will have limited relevance.

| extend thanks to the investigators for the opportunity to review their findings and to learn about

the status of midwifery in Armenia. In my experience the education and practice of female
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dominated professions, such as midwifery, reflect in large measure the overall status of women
in a society. Influencing change for midwives can lead to changes in other aspects of women’s
health care. A study such as this one provides a lens through which the large social issues that
affect women’s overall health can be examined. It is my hope that this study can have such an
impact.
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Tables

Participants Demographics

Table 1: Number of IDIs, FGDs and study participants by occupation

Participants Type of Number of Interviews Number of Participants
Interview

Instructors FGD/IDI 4/1 14

Students FGD 5 34

Administrative IDI 5 6

representatives

Total 15 54
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Document review tables based on ICM required competencies

Table 2. Existence of ICM required 1% competency elements in the National Criterion for Midwifery
Education

ICM Required Points

Basic knowledge
1. Community and social determinants of health

2. Community-based primary care, health promotion, disease
prevention and control

3. Community causes of maternal and neonatal mortality and
morbidity

4. How to conduct maternal/neonatal morbidity and mortality
audits

5. Principles of epidemiology

6. Infection prevention: method

7. Fundamentals of statistics and research; how to review

evidence-based practice literature

8. Advocacy for evidence-based midwifery practice to

advance MCH public health policy

9. Quality indicators for health services

10.

11.
12.

13.
14.

15.
16.

17.

18.
19.

20.

Health education: methods

Structure of local health services
National health services for maternal/newborn health

Referral: communication and resources

Legal and regulatory framework of reproductive health
(faws, policies, guidelines)

Human rights; women’s rights

Advocacy and empowerment strategies for women so
their voices are heard

Advocacy for normal physiologic labor & birth to
enhance best outcomes for mothers and infants

Local cultural beliefs and customs

Traditional and modern health practices in the
community (beneficial and harmful)

Community birth settings — benefits and risks
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Not met

0

x

x

Partially Unspecified Completely

met 0.5 met
0.5 1
X
X
X
X
X
X
X
X
X
X



21. Communication and advocacy strategies for women X

7.5 out of 21
Professional behavior
1. Responsibility and accountability X
2. Professional ethics, values, support of human rights X
3. Standards of practice X
4. Continuing professional development X
5. Universal/standard precautions/infection prevention X
6. Culturally and professionally appropriate behavior and X

communication style
7. Respect for cultural beliefs and customs; unbiased X
behavior

8. Confidentiality of client information X
9. Promotion of informed choice X
10. Collaboration and interdisciplinary teamwork X

6.5 out of 10
Skills and/or abilities
1. Engaging in health education discussions X
2. Communication and listening X
3. Assembly, use and maintenance of equipment X
4. Recording of findings X
5. Registration of births and deaths X
6. Leadership in clinical settings X

4 out of 6

Total 48.6%
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Table 3. Existence of ICM required 2" competency elements in the National Criterion for Midwifery
Education

Not Partially Unspecifie Completel
met met d y met
0 0.5 0.5 1
Basic knowledge
1.Sexual growth and development X
2.Male and female reproductive anatomy and physiology X
3.Cultural norms and practices related to sexuality X
4.Components of health, family and genetic history-taking X
5.Physical examination and laboratory investigations X
6.Health education content related to sexual and reproductive X
health
7.Pharmacokinetics of family planning commaodities X
8.Natural family planning methods X
9.Modern medical and surgical methods of family planning X
10. Medical eligibility criteria for use of modern FP methods
11. Elements of decision-making related to FP X
12.Signs and symptoms of reproductive tract infections X
13. Community-specific diseases that affect reproductive X
health
14. Referral methods and resources relating to women’s rights X
and health (e.g., domestic violence)
15. Cervical cancer screening methods X
9 out of 15

x

Skills
1.Conducting a reproductive health history X
2.Preconception counselling X
3.Conducting a physical examination X
4.Interpretation of results of laboratory tests common to X
reproductive health
5.Interpretation of results of laboratory tests relevant to X
country-specific burden of disease
6.Counselling women who are HIV positive, or status is X
unknown
7.Midwifery provision of family planning methods and X
commaodities (in accord with legal/regulatory authority)
8.Advising about side effects of FP X
9.Management of side effects of FP X
10. Midwifery provision of emergency contraceptive medications X
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11.Conduct of (or referral for) cervical cytology test X
5outof 11
Total 53.8%( 14/26)
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Table 4. Existence of ICM required 3" competency elements in the National Criterion for Midwifery
Education

Not Partially Unspecified Completely
met met 0.5 met
0 0.5 1
Basic Knowledge
1.Human anatomy and physiology
2. Biology of human reproduction
Signs and symptoms of pregnancy
Tests for confirmation of pregnancy
Diagnosis of ectopic pregnancy
Principles and methods for dating pregnancy X
Components of a focused antenatal history and X
physical examination
8. Signs of female genital cutting and its effects of X
reproductive health
9. Normal limits of results from community-relevant X
laboratory tests commonly performed in pregnancy
10. Normal changes related to progression of X
pregnancy
11. Indications and implications of deviations from X
expected fundal growth patterns
12. Fetal risk factors requiring transfer of women to X
higher levels of care during the antenatal period
13. Assessment of fetal well-being (heart tones, X
activity)
14. Non-pharmacological measures for relief of X
common discomforts of pregnancy
15. Nutritional needs during pregnancy X X
16. Health education topics relevant during pregnancy X

17. Principles of pharmacokinetics of drugs commonly X
taken during pregnancy
18. Maternal and fetal effects of prescribed and illicit X
drugs taken during pregnancy
19. Maternal and fetal effects of smoking and alcohol X
during pregnancy
20. Topics important to birth planning X
21. Topics important to preparation of home for the X
newborn
22. Signs and symptoms of the onset of labor X
23. Relaxation and pain relief methods for use during X
labor
24. Signs and symptoms of conditions that are life- X
threatening to woman or fetus during pregnancy

X X X X X

No o~ w

70



25. Information relevant to counselling or care of the

HIV+ women, and prevention of maternal to child
transmission

26. Signs and symptoms and indication for referral for X
complications that arise during pregnancy (included
but not limited to diabetes, cardiac conditions, mal-
presentations/abnormal lies, placental disorders,
pre-term labor)
27. Preparation for breastfeeding X
28. Principles of malaria prevention and control X
(optional)
29. Pharmacology of de-worming in pregnancy
(optional)
23 out of 29
Skills
1. Conduct of an interval antenatal history
2. Physical examination X
3. Assessment of maternal vital signs X
4. Assessment of and provision of advice about X
maternal
5. Nutrition
6. Abdominal assessment X
7. Fetal growth assessment (manual) X
8. Assessment of fetal growth, placental placement,
and amniotic fluid volume
9. Assessment of fetal heart rate and activity X
10. Monitoring fetal heart rate (ultrasound) optional
11. Pelvic examination, including uterine sizing X
12. Clinical pelvimetry X
13. Calculation of the estimated date of delivery X

14.

15.

16.

17.

Counselling and health education about pregnancy
progression and danger signs
Teaching/demonstrating methods to decrease
common discomforts for pregnancy

Providing guidance for preparation for labor, birth
and parenting

Identification of variations from normal pregnancy;
independent or collaborative management of (low or
inadequate maternal nutrition, inadequate of
excessive uterine growth, signs and symptoms
indicating onset of pre-eclampsia, vaginal bleeding,
multiple gestation and/or abnormal lie, intrauterine
fetal death, rupture of membranes prior to term,
HIV+ status and/or AIDS, Hepatitis B and/or C +)
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18. Midwifery provision of selected, life-saving drugs X
(in accord with legal/regulatory authority)
19. Identification of deviations from normal pregnancy X
progression and how to implement referral
12 out of 19

Total 72.9%
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Table 5. Existence of ICM required 4" competency elements in the National Criterion for Midwifery
Education

Basic knowledge

1.

2.

3.

S

©oNe

10.

11.

12.

13.
14.

15.

16.

17.

18.

Physiology of first, second, and third stages of
labour

Anatomy of the foetal skull, diameters and
landmarks

Psychological and cultural aspects of labour and
birth

Indicators of latent phase and onset of active labour

Indications for stimulation and augmentation of
labour
Normal progression of labour

How to use the partograph
Measures to assess foetal well-being in labour
Mechanisms of labour and foetal descent

Comfort measures in first and second stages of
labour

Pharmacological measures for control of labour
pain, including risks and benefits (bleeding, arrest
of labour, mal-presentation, pre-
eclampsia/eclampsia, maternal and/or foetal
distress, infection, prolapsed cord)

Principles of prevention of pelvic and perineal floor
damage

Indications for performing an episiotomy

Principles of expectant (physiologic) management
of 3rd stage of labour

Principles of active management of 3rd stage of
labour

Principles underpinning technique for repair of
perineal tears and episiotomy

Indicators of need for emergency management,
referral or transfer for obstetric complications
Indicators of need for operative deliveries, vacuum
extraction, use of forceps or symphisotomy

Not

met
0

met
0.5

0.5

Partially Unspecified Completely

met
1

X

13 out of 18

Skills and/or abilities
1.Taking an interval history and maternal vital signs in

labour
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2.Performing a focused physical examination in
labour
3.Abdominal assessment for foetal position and
descent
4.Timing and assessing the effectiveness of uterine
contractions
5.Pelvic examination for dilatation, effacement,
descent, presenting part, position, status of
membranes, and adequacy of pelvis for vaginal birth
6.Monitoring progress of labour using partograph or
similar tool
7.Providing physical and psychological support during
labour
8.Facilitating presence of a support person during
labour and birth
9.Provision of hydration, nutrition and non-
pharmacological comfort measures
10. Midwifery provision of pharmacologic therapies
during labour and birth (in appropriate settings)
11. Bladder care
12. Identification of abnormal labour patterns;
mechanisms for consultation and/or referral
13. Stimulation/augmentation of labour (non-
pharmacologic)
14. Simulate or augment uterine contractility, using
pharmacologic agents (in appropriate birth settings)
15. Administration of local anaesthetics to perineum
16. Performing an episiotomy
17. Hand manoeuvres for vertex birth
18. Hand manoeuvres for face and breech deliveries
19. Clamping and cutting the umbilical cord
20. Performing live-saving interventions in obstetric
emergencies (including but not limited to
(prolapsed cord, mal-presentation, shoulder
dystopia, foetal distress)
21. Management of cord around the baby’s neck

22. Support of physiologic management of 3rd stage of
labour

23. Conduct active management of 3" stage of labour
following most current evidence-based protocols
(administration of uterotonic drugs, appropriate
handling of cord, performing uterine massage after
delivery of placenta)

24. Inspection of placenta and membranes

25. Fundal massage in immediate postpartum period




26.
27.
28.
29.
30.

31.

32.

33.
34.
35.
36.
37.

38.

Facilitation of mother/infant bonding
Estimation and recording of blood loss
Inspection of vagina and cervix for lacerations
Episiotomy repair

Repair of 1st and 2nd degree perineal or vaginal
lacerations

Management of postpartum bleeding and
haemorrhage

Midwifery provision of life-saving drugs (in accord
with legal/regulatory authority)

Manual removal of placenta

Bimanual compression of uterus
Aortic compression
Identification and management of shock

Mechanisms for referral and transfer in emergency
situations
Adult cardio-pulmonary resuscitation

X
16.5 out of 38
Total 52%
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Table 6. Existence of ICM required 5" competency elements in the National Criterion for Midwifery
Education

Basic knowledge

1.

no

O N gk

10.

11.

12.

13.

14.

15.

Physical and emotional changes that follow childbirth
Physiology and process of lactation; common
variations

Importance of early breastfeeding for mother & child

Maternal needs in postpartum (nutrition, rest, activity)
Principles of parent/infant bonding and attachment
Indicators of sub-involution

Indicators of breastfeeding problems/complications

Signs and symptoms of life threatening postpartum
conditions (persistent vaginal bleeding, embolism, pre-
eclampsia/eclampsia, mental depression)

Signs and symptoms of postnatal complications
(including but not limited to haematoma,
thrombophlebitis, obstetric fistula)

Principles of provision of support for women/families
who are bereaved

Principles of support for adolescents, and victims of
gender-based violence

Principles of manual vacuum extraction to remove
retained products of conception

Principles of prevention of (maternal to child
transmission of HIV, tuberculosis, Hepatitis B and C)
Methods of family planning appropriate for use in the
immediate postpartum period

How/where to access community-based postpartum
services

Not met
0

Partiall
y met
0.5

Unspecified Completel

0.5

y met
1

7 out of 15

Skills

1.
2.
3.

Taking a selective postpartum history
Performing a focused physical examination of mother

Provision of information and support for families who
are bereaved

. Assessment of uterine involution and healing of

lacerations and/or repairs

. Initiate and support early breastfeeding (within the first

hour)

. Expression and storage of breast milk
. Maternal self-assessment and self-care in postpartum
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8. Provision of family planning services in the postpartum
period
9. First-line treatment for postpartum complications X
10. Provision of emergency treatment/referral of late X
postpartum haemorrhage
5.5 out of 10

Total 50%( 12.5/25)
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Table 7. Existence of ICM required 6" competency elements in the National Criterion for Midwifery

Education
Not met Partially Unspecified Completely
0 met 0.5 met
0.5 1
Basic knowledge
1. Elements of assessment of immediate & subsequent X
condition of newborn (including APGAR scoring
system, or other method of assessment of breathing and
heart rate)
2. Principles of newborn adaptation X
3. Basic needs of newborn: established breathing, X
warmth, nutrition, attachment (bonding)
4. Advantages of various methods of newborn warming X
(including skin-to-skin)
5. Methods and means of assessment of gestational age X
6. Characteristics of low birth weight infants and their X
special needs
7. Characteristics of the healthy newborn X
8. Normal growth and development of the preterm infant X
9. Normal newborn and infant growth and development X
10. Common variations in the normal newborn X
11. Elements of health promotion and prevention of X
disease in newborns and infants, including daily care
needs
12. Immunization schedules, risks, benefits X
13. Traditional or cultural practices related to the newborn X
14. Principles of infant nutrition, feeding cues, and infant X
feeding options for babies (including those born to
HIV+ mothers)
15. Signs, symptoms, & indication for referral or transfer X
for selected newborn complications (jaundice,
hypoglycaemia, infection, newborn syphilis)
10.5 out of 15
Skill
1. Provide immediate care to the newborn, including X
drying, warming, ensuring that breathing is established,
cord clamping and cutting when pulsation ceases
2. Assess the immediate condition of newborn (e.g., X
APGAR scoring or other assessment method of
breathing and heart rate)
3. Use methods to maintain newborn body temperature X
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9.

. Begin emergency measures for respiratory distress

(newborn resuscitation, suctioning in case of airway
obstruction, hypothermia, hypoglycaemia)

Provide care for the low birth weight baby

Perform screening physical examination; identify
conditions of newborn incompatible with life
Perform gestational age assessment

Provide routine care of the newborn; compliance with
local guidelines (included but not limited to eye care,
medication/immunization, screening tests, birth
registration)

Support/provide instructions for breastfeeding

10. Recognize indications of need, stabilize & transfer at-

risk newborn to emergency care facility when available

11. Identification of newborn danger signs; education of

parents regarding same

12. Monitoring normal growth and development;

education of parents regarding same

13. Methods of support for parents during

transport/transfer/separation from infant

14. Methods of support for parents of multiple births
15. Methods of support for babies born to HIV+ mothers

X

X

7 out of 15
Total 58.3%
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Table 8. Existence of ICM required 7" competency elements in the National Criterion for Midwifery
Education

Not  Partially Unspecified Completely
met met 0.5 met
0 0.5 1
1. Policies, protocols, laws and regulations related to X
abortion-related services
2. Factors involved in decisions relating to unintended or X
mistimed pregnancies
3. Family planning methods appropriate for use during the X
post-abortion period
4. Medical eligibility criteria for all available abortion X
methods
5. Care, information and support that is needed during and X
after miscarriage or abortion; community resources
6. Normal process of involution, physical and emotional X
healing following miscarriage or abortion
7. Signs and symptoms of sub-involution and/or X
incomplete abortion
8. Signs and symptoms of abortion complications and life X
threatening conditions
9. Pharmacotherapeutic basics of drugs recommended for X
use in medication abortion
10. Principles of uterine evacuation via manual vacuum X
aspiration
2 out of 10

Skills

1. Assessment of gestational age of foetus/pregnancy X
gestation
2. Counselling women about available services related to X
abortion decision-making
3. Conducting clinical and social history to identify X
contraindications to medication or aspiration abortion
4. Counselling regarding sexuality and family planning X
post-abortion
5. Providing family planning services concurrent with X
abortion services
6. Assessment of uterine involution X
7. Education of mother for self-care and identification of X
complications
8. Identification of indicators of abortion-related X
complications; emergency management and referral
resources
2 out of 8

Total 22%
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Resource Observation Tables
Table 9. The Availability of the Anatomical models: the number of observed items in five participating
nursing schools

Observational items School 1  School 2 School 3 School 4 School 5
(Yerevan (Region (Region (Yerevan (Region
) ) ) ) )
1. Zoe or Mama Natalie Models:
a. Non Pregnant 1 1 0 1 1
b. Pregnant (1st, 2nd, 3rd trimesters simulator) 0 0 0 1 0
c. Pelvic Model 1 0 0 1 6*
2. Childbirth Simulator / Maternal and neonatal 0 0 0 1 0
birth simulator
3. Condom model on base 0 0 0 1 1
4. 1UD hand held model 3 0 0 1 1
5. Anatomic models for injections in arm, buttock 1 1 2 3 2
and thigh) (May use soft doll or small piece of
fruit)
6. Pregnant abdomen model (for palpation — if 1 0 0 2 0
Zoe model is not available)
7. Breast (and breastfeeding) model 1 0 0 1 0
8. Bony pelvis (hard: landmarks identified) 3* 1 1 4 6
9. Foetal skull (landmarks identified) 5% 0 0 1 0
10. Foetal baby, umbilical cord and placenta for 1 1 0 1 2
vacuum delivery
11. Uterus and placenta models 1 1 0 1 0
12. Cervical replicas (for IUD insertion) 1 1 0 1 0
13. Cervical dilation model (plastic) 0 1 0 0 0
14. Adult resuscitation doll/model 0 1 2 2 0
15. Newborn resuscitation doll/model 0 0 4 2 0
16. Foetus 3 0 1 1 0
17. Perineum cutting and suturing training 0 0 0 1 0

simulator (or 6-inch sponge blocks)
18. Small ball (cricket, baseball, tennis) & socks 0 0 0 0 0
for assessing dilatation of cervix

Total 22 8 10 26 19

* | School 1 — 2 items were old and difficult to use
7| School 1 — 3 items were old, but useable
* | School 5 — 5 items were old and difficult to use
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Table 10. The availability of surgical and obstetric equipment: the number of observed
items in five participating nursing schools

Observational items School 1 School 2 School3 School4 School 5
(Yerevan (Region (Region (Yerevan (Region
) ) ) ) )

1. Implant Insertion/removal kit

a. Trocar and cannulae 1 1 0 1 1
b. Scalpel and holder 1 1 0 1 1
c. Blade 1 1 0 1 0
d. Mosquito artery forceps (curved and 1 1 0 1 1
straight) 1 1 1 1 1
e. Tweezers
2. 1UD insertion kit
a. Tenaculum (atraumatic and/or single 2 1 2 2 1
tooth) 1 0 0 1 0
b. Uterine Sound 1 1 2 1 2
c. Bi-valve vaginal speculum 1 1 0 1 1
d. Ring forceps 0 0 0 1 0
e. 1UD drive tube
3. Adult weighing scale 0 0 0 1 1*
4. Infant weighing scale 1 1 0 2 1
5. Adult blood pressure apparatus (including 2 1* 2 3 1
stethoscope)
6. Newborn blood pressure apparatus 0 0 0 0 0
(optional)/stethoscope
7. Reflex hammer 0 1 0 1 1
8. Pen light/small flashlight 0 0 0 1 0
9. Measuring tape 1 1 0 6 1
10. Tongue depressors 1 1 2 3 1
11. Thermometer 1 1 0 1 1
12. Vaginal speculums — various sizes 1 1 1 3 1
13. Receiving bowls (various sizes, for 0 0 0 1 1
solutions and for collection of specimens)
14. Graduated measuring jug 0 0 0 1 1
15. 1V administration stand/pole 1 0 2% 3 1
16. Tourniquet 1 1 2 1 1
17. Foetoscope (foetal stethoscope) 0 1 1* 1 1
18. Doptone 0 0 0 0 0
19. Cord scissors 0 0 0 1 0
20. Curved mayo scissors (5.5 in. or 14 cm.) 1 1 0 1 0
21. Large straight scissors 1 0 1 1 1
22. Ring forceps 9.5 in. or 24.2 cm. (sponge 1 1 7 1 1
holding forceps-straight)
23. Kocher 140 mm. straight (for amniotomy) 1 1 1 1 1
and/or amniotomy hook
24. Long dressing forceps 1 1 1 1 1
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25. Needle holding forceps

26. Needle extender

27. Dissecting forceps/pickups (plain and rat-
toothed)

28. Large haemostat (7 inch artery forceps)
29. Episiotomy kit (stainless steel container
with some of the items on this list)

30. Delivery Kit (box/bag containing some of
the items on this list)

31. Transport incubator (or box fitted as
simulation)

32. Ambu bag (adult and paediatric) with
masks

33. Suturing set (box/bag containing some of
the items on this list)

34. Manual Vacuum Aspirator (MVA Plus)
35. Set of dilators (tapered dilators, such as
Pratt or Denniston, are best)

36. Strainer for tissue inspection

37. Clear containers or basin/plastic buckets
(for decontamination)

38. Delivery bed (patient bed, or delivery table,
with privacy screens)

39. Equipment cart with wheels

40. Sterilization kit or autoclave

41. Microscope and supplies (optional)

42. Haemoglobinometer (optional)

43. Vacuum extractor (optional)

Total
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Table 11: The availability of learning materials for midwifery education in five

participating nursing schools

Observational items

School 1
(Yerevan)

School 2
(Region)

School 3
(Region)

School 4
(Yerevan

)

School 5
(Region)

=<
@
7]

Yes

Yes

Yes

Yes

1. Learning material/handbook/handout on female
reproductive anatomy

2. Learning material/handbook/handout on male
reproductive anatomy

3. Learning material/handbook/handout on normal
changes of pregnancy

4. Learning material/handbook/handout on
prenatal discomforts

5. Learning material/handbook/handout on foetal
development

6. Learning material/handbook/handout on stages
of labour

7. Learning material/handbook/handout on
cervical dilation and foetal descent

8. Learning material/handbook/handout on
mechanisms of birth (vertex & breech)

9. Learning material/handbook/handout on
malpresentations

10. Learning material/handbook/handout on
episiotomy

a. How to perform an episiotomy

b. How to anaesthetize the perineum for
episiotomy and repair of tears

c. Different types of episiotomy

11. Learning material/handbook/handout on
perineal and cervical tears (technique for repair)
12. Learning material/handbook/handout on
adolescent growth and development (e.g., Tanner
stages)

13. Learning material/handbook/handout on
newborn resuscitation protocol

14. Learning material/handbook/handout on adult
resuscitation protocol

15. Charts or video on infection prevention
procedures

16. Learning material/handbook/handout on
midwives’ code of conduct

17. Learning material/handbook/handout on
women’s rights (society and health care system
responsibilities)
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18. Learning material/handbook/handout on
contraceptive methods (e.g., FP Global
Handbook/handout for Providers
USAID/WHO/Johns Hopkins University)
19. Family planning flip chart

20. Learning material/handbook/handout on
lactational Amenorrhoea Method (LAM)

v
v

v
v

v

v

v
v

Observational items

School 1
(Yerevan)

School 2
(Region)

School 3
(Region)

School 4
(Yerevan

)

School 5
(Region)

Yes

Yes

Yes

Yes

Yes

21. Learning material/handbook/handout on
standard days method beads

22. Learning material/handbook/handout on
gestational age calculator (pregnancy wheel)
23. Learning material/handbook/handout on
Maternal health records book/antenatal card/file
(consistent with local practice)

24. Learning material/handbook/handout on
partograph (WHO: Need for country decision on
version of partograph to use)

25. Country based client records/forms a.
Antenatal records

b. Intra-partum care records

c. Family planning client forms/folder/cards

d. Resuscitation record forms

25. Learning material/handbook/handout on
manual removal of placenta

26. Learning material/handbook/handout on
management of shoulder dystocia

27. Learning material/handbook/handout on
bimanual compression of the uterus

28. Learning material/handbook/handout on aortic
compression

29. Learning material/handbook/handout on
breastfeeding/latching on

30. Learning material/handbook/handout on
national FP protocol (local production)

31. Global Handbook on FP

32. Balanced Counselling Strategy Cue cards HIV
and STIs (Population Council/Frontiers)

33. CDs or documentary on local cultures and
tradition (WHO/World Education)
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34. WHO IMPAC materials- WHO | Documents
on Integrated Management of Pregnancy &
Childbirth

35. Learning material/handbook/handout on
woman Centered Abortion Care (W-CAC) and/or
Woman Centered Post Abortion Care (W-PAC)
manual (Contact Ipas)

36. Learning material/handbook/handout on
medical Abortion Training Curricula and IEC
resources for providers and women (Contact Ipas)
(optional/additional)

86



Appendices: Appendix 1 — Document review checklist
State approved midwifery curriculum standards/competency review

COMPETENCY IN SOCIAL, EPIDEMIOLOGIC AND CULTURAL CONTEXT OF MATERNAL AND NEWBORN CARE

Basic knowledge Not met | Partially met | Unspecified | Fully met

Comments

Community and social determinants of health

Community-based primary care, health promotion, disease
prevention and control

Community causes of maternal and neonatal mortality and
morbidity

How to conduct maternal/neonatal morbidity and mortality audits

Principles of epidemiology

Infection prevention: method

Fundamentals of statistics and research; how to review evidence-
based practice literature

Advocacy for evidence-based midwifery practice to advance
MCH public health policy

Quality indicators for health services

Health education: methods

Structure of local health services

National health services for maternal/newborn health

Referral: communication and resources

Legal and regulatory framework of reproductive health (laws,
policies, guidelines)

Human rights; women’s rights
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Advocacy and empowerment strategies for women so their voices
are heard

Advocacy for normal physiologic labor & birth to enhance best
outcomes for mothers and infants

Local cultural beliefs and customs

Traditional and modern health practices in the community
(beneficial and harmful)

Community birth settings — benefits and risks

Communication and advocacy strategies for women

Professional behavior

Not met

Partially met

Unspecified

Fully met

Comments

Responsibility and accountability

Professional ethics, values, support of human rights

Standards of practice

Continuing professional development

Universal/standard precautions/infection prevention

Culturally and professionally appropriate behavior and
communication style

Respect for cultural beliefs and customs; unbiased behavior

Confidentiality of client information

Promotion of informed choice

Collaboration and interdisciplinary teamwork

Skills and/or abilities

Not met

Partially met

Unspecified

Fully met

Comments

Engaging in health education discussions
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Communication and listening

Assembly, use and maintenance of equipment

Recording of findings

Registration of births and deaths

Leadership in clinical settings

1. COMPETENCY IN PRE-PREGNANCY CARE AND FAMILY PLANNING

Basic Knowledge

Not met

Partially met

Unspecified

Fully met

Comments

Sexual growth and development

Male and female reproductive anatomy and physiology

Cultural norms and practices related to sexuality

Components of health, family and genetic history-taking

Physical examination and laboratory investigations

Health education content related to sexual and reproductive
health

Pharmacokinetics of family planning commaodities

Natural family planning methods

Modern medical and surgical methods of family planning

Medical eligibility criteria for use of modern FP methods

Elements of decision-making related to FP

Signs and symptoms of reproductive tract infections

Community-specific diseases that affect reproductive health

Referral methods and resources relating to women’s rights and
health (e.g., domestic violence)

Cervical cancer screening methods

Skills

Not met

Partially met

Unspecified

Fully met

Comments

Conducting a reproductive health history

Preconception counselling
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Conducting a physical examination

Interpretation of results of laboratory tests common to
reproductive health

Interpretation of results of laboratory tests relevant to country-
specific burden of disease

Counselling women who are HIV positive, or status is unknown

Midwifery provision of family planning methods and
commodities (in accord with legal/regulatory authority)

Advising about side effects of FP

Management of side effects of FP

Midwifery provision of emergency contraceptive medications

Conduct of (or referral for) cervical cytology test

2. COMPETENCY IN PROVISION OF CARE DURING PREGNANCY

Basic knowledge

Not met

Partially met

Unspecified

Fully met

Comments

Human anatomy and physiology

Biology of human reproduction

Signs and symptoms of pregnancy

Tests for confirmation of pregnancy

Diagnosis of ectopic pregnancy

Principles and methods for dating pregnancy

Components of a focused antenatal history and physical
examination

Signs of female genital cutting and its effects of reproductive
health

Normal limits of results from community-relevant laboratory
tests commonly performed in pregnancy

Normal changes related to progression of pregnancy

Indications and implications of deviations from expected fundal
growth patterns

Fetal risk factors requiring transfer of women to higher levels of
care during the antenatal period

Assessment of foetal well-being (heart tones, activity)
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Non-pharmacological measures for relief of common discomforts
of preghancy

Nutritional needs during pregnancy

Health education topics relevant during pregnancy

Principles of pharmacokinetics of drugs commonly taken during
pregnancy

Maternal and foetal effects of prescribed and illicit drugs taken
during pregnancy

Maternal and foetal effects of smoking and alcohol during
pregnancy

Topics important to birth planning

Topics important to preparation of home for the newborn

Signs and symptoms of the onset of labour

Relaxation and pain relief methods for use during labour

Signs and symptoms of conditions that are life-threatening to
woman or foetus during pregnancy

Information relevant to counselling or care of the HIV+ woman,
and prevention of maternal to child transmission

Signs and symptoms and indications for referral for
complications that arise during pregnancy (including but not
limited to

e Diabetes

e Cardiac conditions

e Mal-presentations/abnormal lies

e Placental disorders

e Pre-term labour

Principles of malaria prevention and control (optional)

Pharmacology of de-worming in pregnancy (optional)

Preparation for breastfeeding

Skills

Not met

Partially met

Unspecified

Fully met

Comments

Conduct of an interval antenatal history

Physical examination

Assessment of maternal vital signs

Assessment of and provision of advice about maternal Nutrition
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Abdominal assessment

Foetal growth assessment (manual)

Assessment of foetal growth, placental placement, and amniotic
fluid volume (ultrasound) optional)

Assessment of foetal heart rate and activity

Monitoring of foetal heart rate (ultrasound) optional

Pelvic examination, including uterine sizing

Clinical pelvimetry

Calculation of the estimated date of delivery

Counselling and health education about pregnancy progression
and danger signs

Teaching/demonstrating methods to decrease common
discomforts of pregnancy

Providing guidance for preparation for labour, birth and parenting

Identification of variations from normal pregnancy; independent
or collaborative management of

e Low or inadequate maternal nutrition

Inadequate of excessive uterine growth

Signs and symptoms indicating onset of pre-eclampsia

Vaginal bleeding

Multiple gestation and/or abnormal lie

Intrauterine foetal death

e Rupture of membranes prior to term

e HIV positive status and/or AIDS

e Hepatitis B and/or C positive

Midwifery provision of selected, life-saving drugs (in accord with
legal/regulatory authority)

Identification of deviations from normal pregnancy progression
and how to implement referral

3. COMPETENCY IN PROVISION OF CARE DURING LABOUR AND BIRTH

Basic knowledge

Not met

Partially met

Unspecified

Fully met

Comments
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Physiology of first, second, and third stages of labour

Anatomy of the foetal skull, diameters and landmarks

Psychological and cultural aspects of labour and birth

Indicators of latent phase and onset of active labour

Indications for stimulation and augmentation of labour

Normal progression of labour

How to use the partograph (i.e., complete the record; interpret
information to determine timely & appropriate labour
management)

Measures to assess foetal well-being in labour

Mechanisms of labour and foetal descent

Comfort measures in first and second stages of labour

Pharmacological measures for control of labour pain, including
risks and benefits

Signs and symptoms of labour complications (including but not limited to)

e Bleeding

e Arrest of labour

e Mal-presentation

e Pre-eclampsia/eclampsia

e Maternal and/or foetal distress

e Infection

e Prolapsed cord

Principles of prevention of pelvic and perineal floor damage

Indications for performing an episiotomy

Principles of expectant (physiologic) management of 3rd stage of
labour

Principles of active management of 3rd stage of labour

Principles underpinning technique for repair of perineal tears and
episiotomy

Indicators of need for emergency management, referral or
transfer for obstetric complications

93




Indicators of need for operative deliveries, vacuum extraction,
use of forceps or symphisotomy

Skills and/or abilities

Not met

Partially met

Unspecified

Fully met

Comments

Taking an interval history and maternal vital signs in labour

Performing a focused physical examination in labour

Abdominal assessment for foetal position and descent

Timing and assessing the effectiveness of uterine contractions

Pelvic examination for dilatation, effacement, descent, presenting
part, position, status of membranes, and adequacy of pelvis for
vaginal birth

Monitoring progress of labour using partograph or similar tool

Providing physical and psychological support during labour

Facilitating presence of a support person during labour and birth

Provision of hydration, nutrition and non-pharmacological
comfort measures

Midwifery provision of pharmacologic therapies during labour
and birth (in appropriate settings)

Bladder care

Identification of abnormal labour patterns; mechanisms for
consultation and/or referral

Stimulation/augmentation of labour (nonpharmacologic)

Simulate or augment uterine contractility, using pharmacologic
agents (in appropriate birth settings)

Administration of local anaesthetics to perineum

Performing an episiotomy

Hand manoeuvres for vertex birth

Hand manoeuvres for face and breech deliveries

Clamping and cutting the umbilical cord

Performing life-saving interventions in obstetric emergencies (including but not limited to)

Prolapsed cord

Malpresentation

Shoulder dystocia

Foetal distress
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Management of cord around the baby’s neck

Support of physiologic management of 3rd stage of labour

Conduct active management of 3rd stage of labour
following most current evidence-based protocol

e Administration of uterotonic drugs

e  Appropriate handling of cord

e Performing uterine massage after delivery of placenta

Inspection of placenta and membranes

Fundal massage in immediate postpartum period

Facilitation of mother/infant bonding

Estimation and recording of blood loss

Inspection of vagina and cervix for lacerations

Episiotomy repair

Repair of 1st and 2nd degree perineal or vaginal lacerations

Management of postpartum bleeding and haemorrhage

Midwifery provision of life-saving drugs (in accord with
legal/regulatory authority)

Manual removal of placenta

Bimanual compression of uterus

Aortic compression

Identification and management of shock

Mechanisms for referral and transfer in emergency situations

Adult cardio-pulmonary resuscitation

5. COMPETENCY IN PROVISION OF CARE FOR WOMEN DURING THE POSTPARTUM PERIOD

Basic Knowledge

Not met

Partially met

Unspecified

Fully met

Comments

Physical and emotional changes that follow childbirth

Physiology and process of lactation; common variations

Importance of early breastfeeding for mother & child

Maternal needs in postpartum (nutrition, rest, activity)

Principles of parent/infant bonding and attachment

Indicators of sub-involution
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Indicators of breastfeeding problems/complications

Signs and symptoms of life threatening postpartum conditions (including but not limited to)

e Persistent vaginal bleeding

e Embolism

e Pre-eclampsia/eclampsia

o Mental depression (severe)

Signs and symptoms of postnatal complications (including but
not limited to)

e Haematoma

e Thrombophlebitis

e Obstetric fistula

Principles of provision of support for women/families who are
bereaved

Principles of support for adolescents, and victims of gender-based
violence

Principles of manual vacuum extraction to remove retained
products of conception

Principles of prevention of ...

e Maternal to child transmission of HIV

e Tuberculosis

e Hepatitis Band C

Methods of family planning appropriate for use in the immediate
postpartum period

How/where to access community-based postpartum services

Skills

Not met

Partially met

Unspecified

Fully met

Comments

Taking a selective postpartum history

Performing a focused physical examination of mother

Provision of information and support for families who are
bereaved
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Assessment of uterine involution and healing of lacerations
and/or repairs

Initiate and support early breastfeeding (within the first hour)

Expression and storage of breast milk

Maternal self-assessment and self-care in postpartum

Provision of family planning services in the postpartum period

First-line treatment for postpartum complications

Provision of emergency treatment/referral of late postpartum
haemorrhage

6. COMPETENCY IN POSTNATAL CARE OF THE NEWBORN

Basic Knowledge

Not met

Partially met

Unspecified

Fully met

Comments

Elements of assessment of immediate & subsequent condition of
newborn (including APGAR scoring system, or other method of
assessment of breathing and heart rate)

Principles of newborn adaptation

Basic needs of newborn: established breathing, warmth, nutrition,
attachment (bonding)

Advantages of various methods of newborn warming (including
skin-to-skin)

Methods and means of assessment of gestational age

Characteristics of low birth weight infants and their special needs

Characteristics of the healthy newborn

Normal growth and development of the preterm infant

Normal newborn and infant growth and development

Common variations in the normal newborn

Elements of health promotion and prevention of disease in
newborns and infants, including daily care needs

Immunization schedules, risks, benefits

Traditional or cultural practices related to the newborn

Principles of infant nutrition, feeding cues, and infant feeding
options for babies (including those born to HIV+ mothers)

Signs, symptoms & indications for referral or transfer for selected newborn complications (including, but not limited to)
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e Jaundice

e Hypoglycaemia

e Infection

o Newborn syphilis

Skill

Not met

Partially met

Unspecified

Fully met

Comments

Provide immediate care to the newborn, including drying,
warming, ensuring that breathing is established, cord clamping
and cutting when pulsation ceases.

Assess the immediate condition of newborn (e.g., APGAR
scoring or other assessment method of breathing and heart rate)

Use methods to maintain newborn body temperature

Begin emergency measures for respiratory distress (newborn
resuscitation, suctioning in case of airway obstruction,
hypothermia, hypoglycaemia)

Provide care for the low birth weight baby
Perform screening physical examination; identify conditions
incompatible with life

Perform gestational age assessment

Provide routine care of the newborn; compliance with local guidelines (including but not limited

to)

e FEyecare

e Medication/immunization

Screening tests

Birth registration

Support/provide instructions for breastfeeding

Recognize indications of need, stabilize & transfer at-risk
newborn to emergency care facility when available

Identification of newborn danger signs; education of parents
regarding same

Monitoring normal growth and development; education of
parents regarding same

Methods of support for parents during
transport/transfer/separation from infant

Methods of support for parents of multiple births
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Methods of support for babies born to HIV+ mothers

7. COMPETENCY IN FACILITATION OF ABORTION-RELATED CARE

Basic Knowledge

Not met

Partially met

Unspecified

Fully met

Comments

Policies, protocols, laws and regulations related to abortion-
related services

Factors involved in decisions relating to unintended or mistimed
pregnancies

Family planning methods appropriate for use during the post-
abortion period

Medical eligibility criteria for all available abortion methods

Care, information and support that is needed during and after
miscarriage or abortion; community resources

Normal process of involution, physical and emotional healing
following miscarriage or abortion

Signs and symptoms of sub-involution and/or incomplete
abortion

Signs and symptoms of abortion complications and life
threatening conditions

Pharmacotherapeutic basics of drugs recommended for use in
medication abortion

Principles of uterine evacuation via manual vacuum aspiration

Skills

Not met

Partially met

Unspecified

Fully met

Comments

Assessment of gestational age of foetus/pregnancy gestation

Counselling women about available services related to abortion
decision-making

Conducting clinical and social history to identify
contraindications to medication or aspiration abortion

Counselling regarding sexuality and family planning post-
abortion

Providing family planning services concurrent with abortion
services

Assessment of uterine involution
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Education of mother for self-care and identification of
complications

Identification of indicators of abortion-related complications;
emergency management and referral resources
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Appendix 2 — Administrative Representatives Interview Guide

In-depth interview guide for midwifery education administrative representatives

Place
Date

Time

Moderator
Note Taker

Welcoming and introduction of research team

Introduce yourselves. Welcome participants, present oral consent form and thank them for
agreeing to participate.

Confidentiality and Voluntariness

| would like again highlight that all the information given by you will stay confidential. My
notes and the recording will be stored without any information that will identify you and they
will be destroyed at the end of the entire project. Only the summary of the data from all
interviews will be presented in the final report. Your name and position will not appear in
reports and presentations. We will take notes throughout the session. Upon your permission we
will audio record the discussion to make sure that no idea remains out of our attention. Can we
proceed with recording?

Review of the program and participation

As | mentioned in the consent form the aim of this study is to assess the curriculum of midwifery
program in Armenia. Being working program director you may provide useful information on
this field. 1 would like to ask you to answer some questions, and share your experience and
opinion to help us to understand the situation of midwifery education in Armenia.

I would like to start by asking you to fill a few questions about you. (Distribute demographic

forms)

1. Could you, please, describe the admission policies for potential applicants (What are the
entry requirements, criteria for acceptance, prior learning?) How do you ensure the
transparency of admission process?
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. What is the average number of graduates for midwifery education each year? Do you know
how many of them practice midwifery after finishing the program on average?

Faculty of the program

. What type of professionals are involved as faculty members in your midwifery program?
(Physicians, practicing midwives and/or nurses)? Are there any special requirements for
hiring the faculty or program directors? Please describe.

. What do you think about the qualifications, competencies of the staff (director-
management/administration, faculty (clinical and theoretical), experts from other discipline)
at your institutions? What can you tell about continues education/trainings of your faculty
before or during teaching? (Do they get trained and how often? What type of trainings and by
whom?) What would you suggest for increasing opportunities for the faculty to enhance their
professional knowledge?

. Could you please describe the process of evaluating students’ practical learning? What do
you think about the importance of collaboration of clinical and theoretical teachers? How
much is it important in supporting, observing and evaluating student’s practical learning
process? What would you improve in these collaborations?

Program policies

Do you have general policies and guidelines in your program or school? (Policy on students’
rights and responsibilities, established process of addressing students’ appeals and
grievances, mechanisms for the student’s active participation in program governance and
committees, students’ opportunity to provide feedback on curriculum, faculty and program).
If no, how do you address the above mentioned problems? If yes, ask them to share the text
with us (review the policies after the interview).

Curriculum

Do you follow any standards (local, international) for your curriculum development? If yes,
what are those standards?

. What is your opinion about the content of the midwifery curriculum? Do you think that there
is a need for program or regulatory changes for improving the content? If yes, please
indicate the changes you would like to suggest.
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10.

11.

12.

13.

14.

15.

16.

Could you please describe how do you conduct the regular review of the curriculum? (Is that
a part of quality improvement? Who are the people who have input in the review of
curriculum? (students, graduates, practitioners)).

How would you describe the methods of teaching in midwifery education program? What
type of teaching strategy do you use in your curriculum? (Active, passive teaching,
individual or team based, competency based or other teaching strategy?) What are the
sources of information that are used for developing teaching methods? (In your opinion does
your program use evidence-based approaches for teaching?)

How would you describe your students’ practical experiences in a variety of settings? How
would you grade their practical experiences? Do your students practice primarily under the
supervision of a midwife or midwifery clinical preceptor/clinical teacher? How much do your
students participate in the provision of midwifery care?

What do you think is there a need to implement changes in practical learning, if yes why and
what would be the changes, that you suggest?

Could you please describe the ratio of practical and theoretical knowledge in midwifery
education? In your opinion is this ratio optimal? What can you tell about student teacher
ratio? Is it possible that the number of teachers teaching certain subject can be changed
depending on the number of students? Do you have any suggestion to improve practical or
theoretical knowledge?

Could you please describe the minimum competencies that the graduate midwife is expected
to demonstrate after successful completion of the program? What can you tell about your
program graduates’ competencies? (Probes: Are you satisfied, do you see need for
improvement)?

Resources, facilities and budget

How would you describe teaching resources (state of building, equipment, labs, library, and
facilities) in your school? In your opinion do they meet the needs of the program? Do you
think that there is a need for program or regulatory changes for improving teaching
resources? If yes, please indicate the changes you would like to suggest.

Does the program have a skills’ lab or access to a skills’ lab to teach midwifery skills to
students? (Stimulation room, - a room where students implement real practice with models to
develop necessary skills). What about access to emergency equipment, facilities?
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17. Could you please describe how the financial budget for the midwifery education program is
formed? Is the budget enough to meet the program requirements or making innovations? If
no, what would you suggest?

18. Could you please tell about the supporters of midwifery education at your institution
(Ministry of Education and Science, Ministry of Health, donors). Are there any other
supporters that | did not mention? What do you think about the importance, usefulness of the
role of these supporters in your program? In your opinion is there a need to have more
supporters for the program and what would you suggest for increasing the number of new
supporters?

Concluding questions

19. In comparison with international practice, how would you describe/evaluate the
competencies/skills of midwives practicing in Armenia?

20. From your perspective what are the main challenges that you face while providing midwifery
education in Armenia? Are there any additional suggestions you may have for the
improvement of midwifery education in Armenia?

21. Is there anything else you would like me to know about midwifery education in Armenia?

Thank you for your participation!

104



npugjwé withwnwljub hwupguqpnygh ninkgnyyg dwtljupupdwljuih spugph
ntjujuputph hwdwp

Ty

Uduwphy

dud

Zwnpguiqpoigur]wp

Lonudubkp Juwnwpnn

Ukpljuywbwg: Nnontubk] dwubiwlght, ounphwljunipinit hwjnuk] dwutwljgnipjut
huwdwp b ukpjuyugut] hwdwdwjinipyub dlip:

Qununbhniprul wwywhnynid i judwynp Jwubwlgniemni b

Yguulwbuwgh Ukl wuqud bu tk), np dkp Ynnuhg npudwnpdus hupnpdughwi
wdpnnonyht Jutw qununuh: Ukp yipgpué gpunniudubipp b dwytmgpnipjniip sk
wupnibwlh npbk hudnpldwghw, npp Ypuguwhwjnh dkp wbdp b Ynsuswgytt Spugnph
wyuwpuhg htinn: Qtp wuntup jud yuwownnup sh upyh ns Uh qlnygnud: Qkp
huwdwdwjunipjudp tu jauwyuwmgpbd Ubp hwpguqpnygp jud gpunnidubp ykpgubd
hwpguqpnugh phipugpmud 2kp Ynquhg wpudwunpyus nplit hanpuiughw pug
sponubnt tywnulny: dnp hudwdw’] & bp, np bu Uhugibd dAwjiwgphsp: Gphk dnip
wuwwnpwuwn tp dkup Jupnn Eup uljuby:

Opwgph Swibnpwgnid

busybtu wpnku tokgh hwdwdwjunipjut Auh by, wju Spugnh tyyuwwnwlju £ quwhwnty
dwtljwpwupdwlu Yppnipniup Zuyjuunwinid: Lhuknd dwijupwpdwljut Spugnph
nEYjujwp, noip jupnn bp dkq npudwnpby wyn npnpnh Jipupkpyug juplinp
hubnpdwghw: Gu Juunpkh dkq wuwwnwuppwk] npng hwipgtph b fhubky dkq htin dkp

thnpdp b upsdhpp, npp Yoquh vkq hwmuljwtwy, pt huswhuht £ dwujwpupduljut
Ynppnipjut yhdwljp Zuyuunwnid:
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Uhts pnitt hwpguqpnygp ufjubyp, Yutnpkh jpugut) hbwnbjw hwpgbpp dkp dwuhte:
(Spundwnpby nkungpudhly dup):

Pnmt hwpguqpnyg

1. Vjwpwqgpkp puunpbd dwtjwpwpdwlut spugnph punniubnmipjut yuwhwbhetubpn:
(Npn"tp kb, ophtiwly, puynii]knt swthwthpbbpp, phtimpinibitp jud Gujunpnnn
Yppnipintip): buswyk v bp wuywhnynud pigniikmpjut puthwighlnipemip:

2. Swpblul dpghtinid pubih” spowtunjupn E nibikimd dkp dwijupupduljui
Spughpp: nip nknu'’y bp, ph dhphtimud tpuighg putihul b woprwnnud wyy
dwuttwghwnnipjudp:

Onpwgnh nuuuwjunuwljut uqup

3. busuyhuh” dwubmgbnibp ko pingplpgus dubupupdulub Spugpnid, npugbu
nuuwfinuubtp (pdholjukp, wonwwnnn dwtjwpwpdnihhtitp W/jud pnidpnyntp):
Yuit wpyn'p hunnnil] wwhwigubp dwljupupdwljwi spugpnid puuwunu fud
spugph nhljujup wounknt hudwp: Yajupugpt p:

4. busyhuh’ Jupshp niukp dkp pnjkoh widtwluquh npuljujnplul b
hdunnmpniuutph dwuhtt (Suopkl - juquuwykpyhs, puuwinuwju juqd
(Y1 huhjulut b mkuwjui), wy nppnpuntkph dwutwgbnubp)): QEp Jupshpny
nuuwunuwlub juqup juphp niih” pupnibwlupup hwpunwugiby hp
dwulughnwlw ghnbihpitpp: By Jupng bp wuby swpntbwljuljui
Yppnipjut/Yipuyunpuunnidubph dwuhtt: (fuuwpinuwljut juqdp
dwululgnt U EJbpuyunpuunmdibph b nppw’t hwgwhu E dwubwlgnd:
Pusyhup” Jhpuyuinpuunidibp ko gpubip b o™ E juquuljpuynid:) Qp
Jupshpny, hus Jupnn £ wpdby, npuybugh puuwunubbpt nbbbwb unfbjh pun
htwpwynpmipniutp ghnbihputph hwpunwugdwt hwdwnp:

5. Yhwpugpk p pugpnud bl niuwbingiibph wpwlpnhl niunignidp qiwhunbyn
Ubpnnp b gnpépupwugp: I“nhz Jupsdhp niubkp gnpstwljut b mbuwljwt wnwuplutbkph
nuuwunuikph hwlwgnpswligmpjui Juplnpnipjui vwuhb: Appwin’y kuyi
Juplunp ypwljnhl ntunigdutt wewliglint, nhnwplkint b quwhwwnbint hwdwn:
I"th Junwownlthp wyn hmdwgnpswljgnipniuubpp pupbjuwybint hwdwnp:
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6.

10.

11.

Onpwgpuyht juintwupgbn

Amp mib p dwiljupupdwljwi spugpmd ud Akp pnjkenid Upwljws nplk
Juintwljupg: (Yumuntwjupgtp npnup jujupugnpbi ntuwbnnitph
hpwyniupuiph b wuwpunwljwinipniubph dwuht, niuwinnutph ghunidubpht b
ponnpubphtt yuwwnwupwbtnt vwhdwiws Yupg, spwqpuyhtt gnpéniubnipyut ke
nruwtinnubiph tbpgpuyyusdnipiniit wmywhnytjnt dkjpwthquutp b ntuwtinnutph
Ynnuhg Yppujuis Spwghpp, puuwpinuwljut juqup gowhwnknt
hitupun)npmpjnibiikpp): Gph ns, wuyw husuyb v kp nisnud Ykpnugjwy jghphbpp:
Bpb wyn, wyw Jupn'y kup wkubbk) wn jwintwwupgp (Gayly haanwpnigen
hwpguqpnijgh ykponid):

Yppwlub spwghpp

Uppulwh spughpp dpwlkjhu htwnbn v kp whnwluh jud thowqquyhl nplik
uinwbiqupnibph, kpk wn, wuyw npnip ki wyn wnwbpupnibpp:

Bty Guipshp niikp dwiljupupdwljui §ppuljub sSpugph podubnuljmpjui
dwuht: Cun Qbq Yppwljub dSpugph pnwunulnipniiup pupkjudbnt hwdwp ju
wpryn’p Juinbwlupquyht jud Spugpuhl thnthnunipynibiiph Juphp: Epb wyn,
wuyw utnpnid U Gokp ph h s thnhnjunteinit bp wnwgwplnud:

Yuquulkpyn U bp wpynp ppuljui spugph wuppbpuljui JEpubuagnidibp:
Epb wyn, Yujwpwugplp imphud pipugpp (Mpk p b dwubulgnud ppuljui
dpwgph ywuppbpuwlwt Jkpwtwnudubipht/ pupdugnidutphtt (ntuwungutbp,
opowluupinikp, ypulnhly poidwshiwnnniikp), wyh hwbnhuwindd E npuljh
wywhnydwl punlugnighs dwu):

Yiupugpt p impld dwbljupupdwlub spugph niunigdwh dkpnnubpp.
hiswhuh” muniguwi Ukpnpitp ki Yhpun)nud (wuup, ph hnbpulpnp,
niuwinnh Ynnquhg hiptnipnt o mumdbwljwh gnpéniubnipni, pt’ phuuwyghi,
huinnpymutkph Ypw hhdijw’s, ph” wy)): buy wnpmpubphg ki oquuynud
niuntdttujut Ubpnnubph dowljdwt hwdwp (mpr}]nap niunigdwt Ukpnnubpp
wywugniygubnh ypw hhuudws Eu):

buswy b u Yuljwpwugpkhp 2bp niuwbinnukph wpwlnhl/qnpshulub
thnpdwnnipjniutbpp nuppbp pudhutbpnud: I‘hzulhnu quwhwwnkhp tpwig
wpuwlnhl thnpdwnnipniiup: Ep nruwtnnubpp dwtjupwpdh jud
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12.

13.

14.

15.

16

17.

twllupupd/quuuunuh widhowljwi huljnnnipyul tkppn wpwljnhu wign v
ki bul] nppwiin kb jupnquind duubwlghy/ikpgpudyus (hitk]
duljupupdwljub puwdph mpudunpdwip:

Qbp Jupshpny Yuphp ju” thnthnjunipynibibp junwpty gnpstwljub/ypuljnhl
niunigduh Uke, kpk wyn, wuyw npn’up kb wy thnthnjunipyniikpp, np Yguiljuyghp
wnkubby:

Yiupugpk p pugphd dubljupupduluh jppujulub spugpnid nkuwlulb b
qnpdlwlwt ghwbhpubph hwpwpbpulgnipinitp: bp upshpny wpyn'p wyy
hwpwpkpwlgnipiniup oyunhdwy k: Pull nwuwpinu b ntuwting pyh
hwpupbpulgmpniti hisughuh b b, wpnynp udju wewplwi puua]uinnn
nuuwfunutibph phyp Jupnn k ginpafb] niuwbngibph pihg fuudws: dnip ik p
nplk wnwownly mbuwljut b/jud gnpsuwljub ghinbhpubpp puptjwydtnt hwdwp:

Yiupugpk p impld b juqugnyt hinmpgnibibpp npnip whblupnud b
Uwbljwpupdwljwl gnps spugph ppgwbu]wpntitphg spughpp pupkhwgnn
wwpnbpn ghygpmd: By Jupnn bp wundk) spugph opowtunjupunibkph
huinmpnibibph dwuht (bq pujupupnid ko ipubg hdnmpimatbpp, pb juphp
Jw hdunnmpniuutph pupkjuddwi):

[MrEuniputibp, hwpdwpmpmtbbp, pnigk

Pusuyb u Yujupugphp mumguwl hwiwp wihpudhown nhuntpulikpp (pkupughl
wuydwuubpp, vwppuynpnidubipn, gpupupuip) tp Spugpnid: kp fupshpny
wju nkuntpuithpp pudupu’p i Spugph hwdwp: Cun 2kq" npuitip pupkjun]bpne
hwiwp h’bs thnthnunipynibikp b withpudbow:

. Opwghpt muph” uinhunijyughni JEinnpni Jud nplit winpumughnt Ykinapni

hwuwilyh t ipubg dwiljupupdwljwi hinmpgnibibp nuuniguitkyne hudwp:
(unhunipughnt ukywl — ukyuly, npnkn ntuwtnnubpp Unpkjubph, dnyjudubph
Uhongny hpuuuginid ki hpwljut wpwlinhly gnpsnynipniuibp wihpudbon
huwnnipjniuubp dbnp pipkjnt hwdwnp): Iﬂnhz Juukp stnnwuyjoqunipyui
uwppwynpnidubph b hwpdwpnipjniiiiph hwuwubjhnipjut dwuht:

[Ihllmplllqphop huungpbd, pk htyybu £ dbwynpynid dwiljupupuwdwljui gnpsé
Spwgph pnigkti: Opwignh pynight punfwipu p & dpugph wuthwigtipp
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18.

19.

20.

21.

puduwpupbint jud spugpnid inpupnipynibtibp thppubnt hwdwp, bpk ny, wyw
h"ty Junwgwpykhp:

Yyyuundk'p Ukq Spugph wowljhgibph dwuhb (YUppmipjui b ghnntpjul
twpiwpupnipinil, Unnpowyywhnipjul twjupwpwpnipnil, nnunp
Juquulkpympntuitp): Ywh wpyn’p wy] wewlhgubp, npnig twuhlb ku sipkgh:
busyhuh’ Yupshp niitkp wewhhgutph nhph jupinpmpjui b oguuwljupnpjub
dwuhb: 2bp Jupshpny Juphp fu’ mibbuw wikh swn wewlhgikp Spugph
hwtwp b h’ty unwewplkhp tnp wowljhgukp dknp phpknt hundwp:

Unfthmihhs hupgbn

Epb hudbdwinkip Uhowqquyl qnpstjulpyh htwn, hasyk v §giwhwnkhp dkp
Epypnud dwmijupwpdutph ntbwlnipnitubpp/hdnmpnitubpp dwtjupupduljui
hutwdp/dwnwynipjnit hpujubwgubihu:

Npn’tp kb wytt hhuwwh dwpnwhpuybpibpp, npnig htn pupanid bp
Zujmunuinid dwiljupupdulwi §ppmpntt wpudungpbjhu: Yub wpyn’p
1nugnighs wnwownlnipiniuuikp, np Ygubwluyhp tbpluyugit) Zujuunwiunid
duijupupdwlub hppnipjub pupbjuddwt tyyunwuyny:

Yu wpmyn p npbit pul, np Ygublwiughp wbjugit] dubupupduluh Ypenipjui
dwuht Zwjwunwinwd, puyg dkup stptghtp:

Clunphwluynipint i vwulnulgnijeyul huidwp
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Appendix 2 — Student Interview Guide

Focus Group Discussion Guide for students

Place
Date

Time

Moderator
Note Taker

Welcoming and introduction of research team

Introduce yourselves. Welcome participants, present oral consent form and thank them for
agreeing to participate.

Confidentiality and Voluntariness

| would like again highlight that all the information given by you will stay confidential. My
notes and the recording will be stored without any information that will identify you and they
will be destroyed at the end of the entire project. Only the summary of the data from all
interviews will be presented in the final report. Your name and position will not appear in
reports and presentations. We will take notes throughout the session. Upon your permission we
will audio record the discussion to make sure that no idea remains out of our attention. Can we
proceed with recording?

Review of the program and participation

As | mentioned in the consent form the aim of this study is to assess the curriculum of midwifery
program in Armenia. Being a midwifery student you may provide useful information on this
field. 1 would like to ask you to answer some questions, and share your experience and opinion
to help us to understand the situation of midwifery education in Armenia.

I would like to start by asking you to fill a few questions about you. (Distribute demographic

forms)
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. Could you, please, describe the admission processes in your school? (What are the entry
requirements, criteria for acceptance, and prior learning) What was your experience? How
transparent was the admission process for you.

. What is your prospective to find a midwifery job after graduation? (Do you think that having
completed the midwifery program in your college will make it possible for you to find a good
job? How?)

Faculty of the program

. What type of professionals are involved as faculty members in your midwifery program?
(Physicians, practicing midwives and/or nurses)? What can you tell about the
qualification/background of the faculty that teaches you? In your opinion does the faculty
have the need to update their knowledge continuously? What can you tell about continuous
education/trainings of your faculty before or during teaching? Do you see need for a change
and what type of change?

Program policies

. Are you familiar with any policies or guidelines in your midwifery program or school?
(Policy on students’ rights and responsibilities, established process of addressing students’
appeals and grievances, students’ opportunity to provide feedback on curriculum, faculty and
program). Do you know whether these kinds of program policies exist at your institution or
no? If no, do you know your rights and responsibilities? How are you presenting your
appeals and grievances? Do you have opportunity to provide feedback on curriculum, faculty
and program?

Curriculum

. What is your opinion about the content of the midwifery curriculum? Do you think that there
is a need for program or regulatory changes for improving the content of the curriculum? For
example, changes in hours allocated for subjects or the sequence of subjects. If yes, please

indicate the changes you would like to suggest.

How would you describe the methods of teaching in midwifery education program?
(Interactive or passive teaching? individual or team based?) In your opinion are they efficient
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10.

11.

12.

13.

14.

and useful for you as a student? Do these methods need to be improved? If you had a chance
how would you improve them?

How would you describe your practical experiences in a variety of settings? Do your practice
primarily under the supervision of a midwife or midwifery clinical preceptor/clinical teacher?
How much do you participate in the provision of midwifery care?

What do you think, is there a need to implement changes in practical learning, if yes why and
what would be the changes, that you suggest?

Could you please describe the ratio of practical and theoretical knowledge in midwifery
education? In your opinion is this ratio optimal? For example, you found theoretical classes
longer than needed, and practical shorter? Or the vice versus. Do you have any suggestion to
improve practical or theoretical knowledge?

In your opinion after successfully completion of the program can you provide midwifery care
without supervision? Could you elaborate more, why do you think so?

Resources and facilities

How would you describe teaching resources (state of building, equipment, labs, library, and
facilities) in your program? In your opinion do they meet the needs of the program? Do you
think that there is a need for changes for improving resources for teaching? If yes, please
indicate the changes you would like to suggest.

Does your program have a skills’ lab? If yes, do you have an access to a skills’ lab
(stimulation room, - a room where you implement real practice with models to develop
necessary skills) to study midwifery skills? In your opinion how important and useful is
having skills’ lab at your institution? What about access to emergency equipment, facilities?

Students Evaluation

Could you please describe the evaluation methods measuring your performance and
progress? In your opinion are the evaluation methods clearly reflecting your abilities? What
do you think whether the methods are comprehensive enough to assess your knowledge,
behaviors, practical skills, critical thinking, and decision-making and interpersonal
relationships/communication skills? If you had a chance how would you improve the
evaluation methods?

What is the process of evaluating your practical learning? Could you please describe? What
do you think about the importance of collaboration of clinical and theoretical faculty? How
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much is it important for supporting, observing and evaluating students’ practical learning
process? What would you improve in these collaborations.

15. From your perspective what are the main challenges that you face in receiving midwifery
education in Armenia? Are there any additional suggestions you may have for the
improvement of midwifery education in Armenia?

16. Is there anything else you would like me to know about midwifery education in Armenia?
Have | missed something?

Thank you for your participation!

113



vdpujuyht hwpgwmqpnygh niptgniyg ntumnpkph hwdwp
Ty
Uduwphy
dud
Zupguqpniguyup
‘Lonidubp wling

Lnonialy b Ghpluyughly hEnwgnuwlwb phuh winudbbphb
Lhpljuywbwy: Nnonitubk] dwubwlhgubpht, thpiujugul] hwdwdwjunipju dup b
ounphwljuwnipinit hwjnul] dwubwlgnipjut hwdwp:

Qununbhniprul wwywhnynid i judwynp Jwubwlgniemi b
Yguulwtwgh Ukl wuqud bu uok), np dtp Ynnuhg npudwnpdus hubnpdughw
wudpnnonyhtt Jutw qununuh: Ukp yEipgpus qpunniudubipp b dwjtimgpnipjniup
Juyuwhybkb syyupnibwytny nplhk hudnpdwughw, npp fpuguhwynh dkp wbdp b
Unstiswugyh dpwgph wjwpwnhg hbwnn: 2kp wunittp jud ywowntp sh upygh ny vh
qiynygnid: Qtp hwdwdwjuntpjudp ku jauyuwugpbd Utp hwpguqpnygp jud

qpunnudikp Ykpgibu hupgugpnygh phipugpnid’ 2bp §nnuihg npudwunpdus nplk
hupnpuughw pug spaniknt tyuwnulny: dnip hwdwdw'y @ kp, np ku thughbu
dwjtmgnhysp: vunpnud Bd wuk) USN fud N2: Bphk Inip wuwnpwuwn tp dkup Jupny
tup uljuty:

Opwgnph Swinpugnid

busybu wpnku tokgh hwdwdwjunipjut duh Uty, wju Spugnh tyuwwnwlyu £
dujupupdwlub Yppnipniip Zujuunuinud: Zutnhuwbwny dwtjupupduju
dpwgpnid unynpnn ntuwbingubp, nonip Jupng tp dkq npudwnpb] wyn npnpunh
Ybpwpbpjuy upbnp hudnpdwughw: Gu Yuunpth dtq uwnwupowbl) npny hwpgkph b
Yhut) Ukq htwn dkp thnpdp b upshpp, npp Joquh dkq hwuljutwg, ph htiywhuhtt &
dwtjwpupdwlu Yppnipjut Jhdwlp Zujwunnwinid: Uhly pnit hwipguqpnygp
uljubp, Yuunnpth jpugut] hknbyjw) hwpgtpp dtp dwuhte: (Fudwtb] ndngpudphly
Autpp):

Pni hmpguqpnyg

1. Ljwpwqpkp punpbd dkp dutljupwpdwuljut spugph pungniubnipjub
wwhwbettpp: (Npn’up b, ophiwly, pignii]kynt swhwithplbpp, phtimpnibibpp
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Jud twhunpnnn wuhwbeyuws Yppnipniip): Yuundb p dkp thnpap: Nppuiin kp
puthwughl dkq hwdwp pungnitbnipjub gnpépupwgn:

. b’y bip Qupdnid niunidh wjupinkimg htnn Yupnquiw'p woliwnwip quiiky;:
(Rtp upshpny dwujwpwpdwljut gnpsd dpughpp wjwpunk)p htwpwynpnipnit
Junw’ quitknt ju] woprunwip b hlsugk u:)

Onpw wuwjunuulut jugd

. busyhup” vwutugbnibp kb pingpldws dtwiupupdwlub gnps Spugpnid npuku
nuuwfunubbp: (Bdholubkp, wojuwinnn dwtljwpwpdnithhubp bW/jud pnidpnypkp):
b’y Juulp dkq niuniguiing nuuwinubkph npuljunnpdwlh b §ppnipjui
Ykpuphpyug: By uubp ipuig Jkpuyunpuunnudibph dwuhb: 2kp jupshpny
thnthnunipynibbikph Juphp Yuw’, bpk wyn, wyw hasyhuh” thnthnjunipyniubbp
Junwewnltp:

Opwgpujht juintwwupgbp

. Ymp swiin’p kp dkp dwjupupdwlub Spugpnid Jud pnjkonid gnpénn
Juwintwlupgbph: (Yuunuwljupgbp npnip jujupwgpb ntuwunnubph
hpuwyniuptiph b wupunuwljwinipniubph dwuht, ntuwbnnubkph ghunidubpht b
ponnpubiphtt yuwunwupiwiknt vwhdwtws Yupg, b Spugpuyhtt gnpéniutnipju
Ubo ntuwtinnutph tkpgpuyduénipiniut wmywhnybnt Ukjuwthquubp n,
nruwinnubph Ynnuhg Yppuljut spwghpp, puuwhinuwljut juqup gowhwnbing
hiupun)npmpymibutpp): Upyn'p fub vwhdwigws wyuhuh Spugpuhl
Juinbwlwpghp: Ophwl]’ nnip ghnk p 2p hpunibiplbpi o
wupunuljwintpntabpp, hisyk v bp thpujuginid 2bp nhunudibph no
ponnplbpp: dmp mib p htwpunjnpoipnil twijupupdulub jppuljwi
dpwgphpp jud nwuwpinuujut juquhtt guwhwwnbnt:

Yppuljub Spughp

. busyhup” Jupshp niubp dwbjwpupdwlwh jppuljub spugph pnjubnulnipyub
Udwuh: Cun 2kq thnthnjunipnibibp wikpm juphp lluln wjl pupbjwybint hwdwn:
Ophtuly wpwpljubkph, gpuitg wpudunpdnn dutdwpwbulh fud
htEppwljwunipjut Uky: Gph wyn, tptp unptd wyt thnthnjunipnitutpp, npntp
Jgutjumtiuyhp mbutiky:
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10.

11.

12.

Puswyb u Yawpugplp dwiljupupdwljui gnps spugph nunigdwi Ukpnnubpp:
(Muuh, pt punbpuljinhy dkpnnibp i, niuwingh Ynquhg hipinipm ju
niunulwljui gnpéniitknipnil, ph” phuuyghiy): 2kq hundwp, npuybu nruwbnnh, m]
unnpmud k pugpnid, wpnyn’p nuunigdwh dkpnnibpp pudupup ogunulup b
wpryniiun]bn ki Cun 2kq mumguwh dkpnybpp uphp niik o pupbuyybn,
ipk niukiwghp htwpunpnipmntl, wyu hiswk u Ypupbyuykhp npuip:

Pusuy b u Yuljupwugplp 2kp wpulnhly hopdwenipmiibbpp nupphp pudhtubpnud:
TInip dmbljupunpdh jud dwtupupd/nuuupunuh widhgwljub huljnnnipjut
ukppn ywpuwljnhlw ulhgnLDL[ bp: bul nppulhnodL Ep upnnutinid
dwubwlygl)/ubpgpuddws (hubk] dwupwpdwlub ptwdph mpudwnpdwin:

Cuwn Qkq Juphp juw’ juinupl) thnthnjumpintubbp ypulnhl ppnipgniip
pupbjun]nt hwdwp, pb wyn, www hynt b npn”up kb wy thnthnjunpyniibbpp,
npnlp jguujwbwp nkutily:

Yhwpugpk'p uimpd nkuwlwh b wpulnhly ghnbihpibph hwpupkpulgnipmniip
Spugpnid: 2bp Jupshpny wyu hwpupkpulgnipmiip ouunpdw’ k: Opphliwly dkp
Jupshpny nhuwljwi puubpp qipulppnnd d b wypulnhly puubphb jud
hwlwpwlp: Nk p nplik wpwewplnipnih pupbju]knt nkuwljwi b wypuljuhl
ghwitiihpubpp:

Qtp Jupshpny dwtjwpwpdulju qnpsd spughpp hwonnnipjudp wjwpuntinig

htunn Yjupnquitw’p hiphnipny wpudwnpt] dubupupdulub pbudp, unwig
huljnnmpjui: Ydwbpudwubtp hiasnt bp wypuybu jupsnid:

NrGunipuubp, hwpdwpnipnitukp

Puswyb u Yujupugpkhp mumguuh hwiwp wihpudhown nhuntipulikpp (pkupught
wuydwbuubpp, vwppuynpnidubpp, gpunyupuwip, hwunwwnnipniiubpp) Ep
dpwgpnid: Akp Jupshpny wju nkuniputibpp pun{ulpulnp tt Spwgph hwdwnp:
Yupsnid bp thnthnjumpiniukph uphp u wyny nkunipuitkpp pupbju]kpm
hwiwp: buswhuh” thnthnjuntpentup junwewplkhp:

Qbp Spughpl nith” unpuniughnt §hnpni, bpb wyn, wyw wyh huuwibh’ b hg:
(unhunijjughnt uktywl — ukywl, npntn hpwjwbhwgynid £ hpuljwt ypwljnhly
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13.

14.

15.

16.

pdojuljut gnpénnnipnittp Unpbjukph, dnyjudutph dhongny wuhpwudton
huinnipyniilibp dknp phpkint hwidwp): 2bp Jupshpm] nppwitiny E jwplnp b
oginuljup uinhunijyughnt ubywlitkph wnljuynipniip spugqpoud: buly h iy uubp
oswnwujoqunipjw uwppwynpnidubph nt hwpdwpmipnititph hwuwtb hnipjut
dwuht:

Muwinnh quuhwwnnid

Yiupugphp fubigpbd, ph h oy Ukpnnutpny ki guhundnud dkp ghnbjhplbpp b
dwutwghnwljut wép: kp jupshpny guuhwndwb wyny dkpnnutpp £ogpuinpku
wpunugnint U ki Abp pigm twnipyniiibpp: Ophtiwly, wyn Ubpnnibkpp pujupup
hwdwyywpthw | ki gowhwnbne hwdwp dkp ghunbihpibpp, uppughsp,
wypwlwnhy hdnmpmniuutpp, pttunuunuljut tinwsnnnipiniup, npnonid
Juwywguk)p, tbkpudtwhtt hwpwpbtpnipniuutph/ hunnppulgdut
huinnpyniibpp: Shwhuindwh Ukpnnbpp Juphp otk o pupbjuynudibph, ke
wyn, wuyw npn’ up ki

Yiupugpk p juigpoud b dkp ypulnhly niunigmudp giwhuwnnbne Ukpnngp b
qnpépipugp: buswk u E nu nknh mukinud: B s jupshp nikp gnpstulub b
nhuwjut wnupljuibph puuwjinuubph hwdwgnpswlgnipjut juplnpnipjub
twuhb: Npputin’g kuy Juplinp wpwljnhl niumgiubh wewlghnt, phuwplybint
1 guwhwinbynt hudwp: By junwewplkhp wyn hudwgnpsulgnipniupp
pupbjuytnt hwdwnp:

Npn’tp kb wyt hhutwlwb pupgmpniatbkpp, npnig htwn pufudnud bp
Zayuunuimy dwiljupupduljui §ppnipnih uvnwbwghu: Yub wpyn’p ;pugmghs
wnwewnpnipniukp, np Yguuwluhp ubpjuyugit] Zuyuunwinid
duljupupdwlub Yppnipjut pupbjuddut tyunuyny:

Yuw wpmyn p nplit pul, np Ygublwiwghp wbjugit] dubupupdulub jppnipjui
dwuht, vwljuyt Ukup shupgptghtp:

Clunphwluynijpint i vwulnulgnijpyull huidlup
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Appendix 4 - Instructor Interview Guide

Focus group discussion guide for midwifery education program instructors

Place
Date

Time

Moderator
Note Taker

Welcoming and introduction of research team

Introduce yourselves. Welcome participants, present oral consent form and thank them for
agreeing to participate.

Confidentiality and Voluntariness

| would like again highlight that all the information given by you will stay confidential. My
notes and the recording will be stored without any information that will identify you and they
will be destroyed at the end of the entire project. Only the summary of the data from all
interviews will be presented in the final report. Your name and position will not appear in
reports and presentations. We will take notes throughout the session. Upon your permission we
will audio record the discussion to make sure that no idea remains out of our attention. Can we
proceed with recording?

Review of the program and participation

As | mentioned in the consent form the aim of this study is to assess the curriculum of midwifery
program in Armenia. Being working faculty with midwifery students you may provide useful
information on this field. | would like to ask you to answer some questions, and share your
experience and opinion to help us to understand the situation of midwifery education in Armenia.
I would like to start by asking you to fill a few questions about you. (Distribute demographic

forms)

Faculty of the program
1. What types of professionals are involved as faculty members in your midwifery program?
(Physicians, practicing midwives and/or nurses)? Are there any special requirements for
hiring the faculty? Please describe your experience.
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10.

In your opinion does the faculty have the need to update their knowledge continuously? What
can you tell about continues education/trainings of the faculty before or during teaching? (Do
you get trained and how often? What type of trainings and by whom?) What would you
suggest for increasing opportunities for the faculty to enhance their professional knowledge?

What do you think about the qualifications, competencies of the staff (director-
management/administration, faculty (clinical and theoretical, experts from other discipline) at
your institutions? How much do their qualifications and competencies meet the nationally
accepted criterion or the international standards? Do you see need for a change and what type
of change?

Curriculum

What is your opinion about the content of the midwifery curriculum? Do you think that there
is a need for program or regulatory changes for improving the content of the curriculum? If
yes, please indicate the changes you would like to suggest.

Does your institution conduct a review of midwifery education curriculum and how often?
Do the faculty in your program participate in the curriculum development or regular review?
If yes, how? Who else have input in the review of the curriculum? (Students, graduates,
practitioners, midwives).

Could you please, tell us if you have the right to make changes to the learning outcomes of
the state standard curriculum? How flexible are you to make changes and have you ever done
it? Please, provide an example. (Add a learning outcome, make it more specific).

Do you follow any standards (local, international) for your developing teaching materials? If
yes, what are those standards?

Could you please describe the methods of teaching in midwifery education program? What
type of teaching strategy do you use to teach your subject? (Active, passive teaching,
individual or team based, competency based or other teaching strategy?) What are the
sources of information that you use for developing teaching methods? In your opinion does
the midwifery program use evidence-based approaches for teaching?

How would you describe your students’ practical experiences in a variety of settings? How
would you grade their practical experiences? Do your students practice primarily under the
supervision of a midwife or midwifery clinical preceptor/clinical teacher? How much do your
students participate in midwifery care?

What do you think is there a need to implement changes in practical learning, if yes why and
what would be the changes, that you suggest?
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11. Could you please describe the ratio of practical and theoretical knowledge in midwifery
education? In your opinion is this ratio optimal? What can you tell about student teacher
ratio? Is it possible that the number of teachers teaching certain subject can be changed
depending on the number of students? Do you have any suggestion to improve practical or
theoretical knowledge?

12. Could you please describe the minimum competencies that the graduate midwife is expected

to demonstrate after successful completion of the program? What can you tell about your
program graduates’ competencies? (Are you satisfied, do you see need for improvement)?

Student Evaluation

13. Could you please describe the evaluation methods that you use to measure students’
performance and progress? In your opinion are these methods clearly reflecting students’
abilities? What do you think whether the methods are comprehensive enough to assess
students’ knowledge, behaviors, practice skills, critical thinking, decision-making and
interpersonal relationships/communication skills? Do they need any improvements? If yes,
how?

14. Could you please describe the process of evaluating students’ practical learning? What do
you think about the importance of collaboration of clinical and theoretical teachers? How
much is it important in supporting, observing and evaluating student’s practical learning
process? What would you improve in these collaborations?

Resources and facilities

15. How would you describe teaching resources in your program? (For example: state of
building, equipment, labs, and library). In your opinion do they meet the needs of the
program? Do you think that there is a need for program or regulatory changes for improving
resources for teaching? If yes, please indicate the changes you would like to suggest.

16. Does the program have a skills’ lab or access to a skills’ lab to teach midwifery skills to
students? (Stimulation room, - a room where students implement real practice with models to
develop necessary skills). What about access to emergency equipment, facilities?

Concluding guestions
17. In comparison with international practice, how would you describe/evaluate the
competencies/skills of midwives practicing in Armenia?
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18.

19.

From your perspective what are the main challenges that you face in a provision of
midwifery education in Armenia? Are there any additional suggestions you may have for the
improvement of midwifery education in Armenia?

Is there anything else you would like me to know about midwifery education in Armenia?

Thank you for your participation!

121



vdpujuyht hwpgwmqpnygh nipkgnyg dwjupwpdwljut spugph puuwpinuukph
hudwpn
Ty
Uduwphy
dud

Zupguqpniguyup
‘Uoniudukip Juwnwpng

Anonibly b bkplhuyughly hknwgnuwlwh phuh whnudbbphl

Lhpljuywbwy: Nnonitubk] dwubwlhgubpht, thpjujugut] hwdwdwjunipjut dup b
ounphwljwnipnit hwjnul] dwutwygnipjut hwdwp:

Qununbhniprul wwywhnynid I qwdwynp Jwuliwlgniemni i

Yguwulwbuwgh dkl wuqud bu tok), np dkp Ynnuhg npudwnpdus hupnpdughwin
wdpnnonyhtt jutw qununuh: Ukp yEipgpus qgpunnidubpp b dwjiwgpnipiniup
Juyuwhytt syyupnibwytny npbk hudnpldwghw, npp jpuguhwynh dkp wbdp b
UYnstiswugyh dpwgph wjwpwnhg htinn: Qkp wunttp jud wwownup sh uoygh ny Uh
qiynygnid: Qtp hwdwdwjuntpjudp ku jauyuwgpbd Utp hwpgugpnygp jud
qpunnudibp Ykpgikd hupgugpnygh phipugpnid’ 2bp Ynnuihg npudwnpdws nplk
hupnplughw pug spnnibynt tyunwlny: dnip hwdwdw’] & kp, np ku vhughbu
dwjttwgnhysp: vunpnud Bd wuk) UBN fud N2: Bph Tnip yuwnpwuwn tp dkup Jupnn
tup uljuby:

Opwgph Swibnpwgnid

bPusybu wpnku tokgh hwdwdwjunipjut duh by, wju Spugnh tyuwwnwlu E qhwhwnt)
pnudpnynptiph gnpéniubnipniiup Zujuwunwinud: Upiwnbiny dwtjupupdwlju
dpwgpnid npyku puuwuny, nnip Jupnn kp dbkq mpudwnpt] wyn ninpunh yEpwpkpyug
Juplnp hudnpdwghw: Gu Jluunpkh dkq uunwupowubk] npny hwpgtph b Yhub) dkq
htwn &dtp thnpdp b yupshpp, npp Jogquh dkq hwuljwbwy, pk husyhuht £
dujupupdwlub Yppnipiut Jhdwlip Zujuunwinid:

Uhts pnit hwpguqpnygp uljubyp, Yuunpkh jpugut) hbwnbyw hwpgbpp dkp dwuhte:
(Pudwub) nkungpudhly dukpp):
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Pnit hmpgugpnyg

Onpw wuwhinuwuut jugd

1. blhywhuh” dwubwgknbbp kb pingpllus dwiljupupdwljwi gnps spugpnid npugbu
nuuwfinubbp (pdholjukp, wpowwnnn dwujwpwpdnihhtittp W/jwud pnidpnypkp):
Yul wpiyn p hunn] ywhweubp dwjupupdwljui spugpnid puuwjunu
wohiwnbnt hwdwp: Yaljupwugpk p Akp thnpdwnnipyniip:

2. Qbp Jupshpn] puuuunuwljwi Juqup juphp niih” swpmbwljwpup hupunugiby
hp dwubughnwljwi ghnkjhplbpp: B us jupnn bp wyuwndk) nuunigdwh Spughpp
uljubknig wpwy Jwd ntunigdw pipugpnid dkp supniwljuljuitn
Yppnipyut/Ykpuyunpuunnidbph dwuhb: (ko duubwlugm ™ bp
JEpuyuinpuuinndibph b nppw’t hw&wju bp dwubwlgmud: Busyhup’
Jhpuyuinpuundithp ki gpuitip): 2bp Jupshpny, hts jupnn | wpby, npugbugh
nuuwjunutbpt nitbtwt wybjh pwn htwpwynpnipniuttp ghnbihputph
hwpunugdwt hwdwnp:

3. busuyhuh’ Yupshp niikp dkp pnjlioh whatwlwquh npuljunpdwi b
hdwnnipnitutph dwup: (Stopku- junwwphy/juquultpuhs, puuwpinuwlut
Juqu (gnpstwlul b wkuwlul), wy) npnpuikph twubugbnibp): Qppuin’] &
upwig npujuynpnidp hwdwywnwuppwind pugnitdus wqquyhte ud
Upgwqquuyht Yppuljul unwbmwmnttpht: 2&p jupshpny fuphp qu’
thnthnjunipjnitiibnh, el wn, wyw h iy junwewnpythp:

YUppwlywb épwughp

4. busyhuh’ Jupshp niibp dwbjwpupdwlw jppuljub Spugph pnjubnulnpyub
dwuht: Cun bq Yppwljub dSpugph pnwunulnipniup pupbjudbnt hwdwp ju

ulpr}]nnp jutntwupqujht jud spugpuyhtt thnthnpjumipniubph juphp: Gphk wyn,
uotip nunptd wyt thnthnpunipiniutitpp, npnup jgutjuwbughp nkubb):

5. QbLp hwmunwwnnipniunid dwtjupwpduljut Yppuljut sSpuqph JEpubwnid

hpufuiug]m " t, h 'y hudwwljuin pyudp: Ywuwinuwui juqp
twubulgnt U E §ppuljub Spugph wuppbpulub Jhpubuwpdwin, bph wmn, wuw

123



10.

11.

hiswk u: Qquithg pugh mpk p kb ibkpgpua]Jws wyn gnpspipugnid (muwbnnibp,
opowtwduputp, pnidwpwnnnubp/dwtjupwpdutp):

Yuub p jutmphu, nnip hpudnibip muk p dwijwpupdwlwi Yppuljub Spugpnid
nuuplpugh tyunwlukpp thnthnjulne: (Ophtwly nplk niuntgdwb wpynip Yud
Junupiwh swhwihy w]bjugit] jud wuljuubkgil)): Dppuin] bp wqun
wjnhyhuh thhnthnpunipnibautp juunwpbnt b Epplk junwpl) bp tdwt
thnthnjunipynibtikp: Ypkpk p ophlwly:

Uppulub iynipbpp Upwlkjhu hknbnd U kp npuk nknuljui jud thewqquyhl
uinwliupiniibph, kpk wyn, wyw npn"ip & wyn wnwbqupanibpp:

Yiuupugpk p igpld dwbljupupdwlub Spugph niuniguwh dkpnnubpp:
busyhuh’ niuniguwi dkpnnibp kp Yhpunnid 2kp wnwplui puua]ubnbhu:
(quup Y, pk” htnkpulnpy, nuwiingh Ynnuhg haphnipndji nuunidbwljui
qnpéniikmpyniy, ph phuwghl, hinnipmiuibkph Jpu hhdt]w'’s, ph’ wy): Bus
wnpniputinhg tp ogunnynid ntuntdtwjut Ukpnnubtph dowljdwt hwdwp: Qtp
Jupshpny dwujupwpdwljut spughpp ntunigdw dkpnnutpp wuywgnigh ypu
hhdin]w’s b

Pusy b u Yuljupugpkhp 2kp nuwbinnubph gnpsuwljui/wypulnhl
thnpawnmpjnibiubpp nwuppbp pudhbtibpnid: Pusuyb u §ghuwhwinkhp tpubg
gnpsuwljut thnpdwnnipnibubpn: bp ntuwbnnubpp dwujwpwpdh jud
Uwiupupd/puuuunuh widhowlwi huljnnnipub tkppn wpwlpnhlju wign v
ki Pul] nppwiiny kb jupnquiinud duubwlghy/ikpgpudyus (hitk]
duljupupdwlub ppuwdph mpudwunpdwip:

Qtp Gupshpny Yuphp ju’ thnhnunipyniiibp junwply qopstiwljub/wypulpnhl
niunigduh Uk, kipk wyn, wuyw npn’up ki wy hnhnjunipynibibpp, np Yguiljuyhp
wnkubby:

[Ihllmplllqphop huugpbid dwtjupupdwljut Yppuljuljut spugpnid nbuwlju b
qnpsdtwlwt ghwnkhputiph hwpwpkpulgnipyniup: 2bp jupshpny wpnyn’p wyn
hwpwpkpulgnipiniup oyynhdwy k: Pull nwuwinu b ntuwting pyh
hwpwpbkpwlgnipniut hhzuﬂlubahh E, wpynp wnjju) wnwupljut nwuwyduwinng
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12.

13.

14.

15.

nuuwjinutbph phyp jupnn k hnpudl) niuwbnnubph pdhg upugws: Fnip nik p
nplk wnwownly mbkuwut b/jud gnpstwljut ghnbhpubpp pupbjuytnt hwdwp:

Yiupugpk p igphd b iuqugniyi hinmpymbubpp npnip whblupnd ki
Uwijuwpwpdwljwl gnps spugph ppguwbiwfwpintiiphg sSpughpp pupthwenn
wjwpnbyn ghypmud: By Jupnng bp wundly spugph opowtunjupunitkph
huinnpnibbph dwuphtt (kg pudupupnd ki bpuig hinnmpynibibpp, ph’ Juphp
Jw hdunnipnibtbph pupbjuddui):

Muwnnh ghunbjhpubph quuwhuwwnnid

Yilupuqpk p jungpkd, ph s Ukpnnibpny bp qiwhwnnud niuwbnnubkph
ghwnbkihputpp b wdp: Ep jupshpny guwhwndwt wyny dkpnnutpp £ogpuuinpku
wpunugnint U ki niuwbingibph pinniiwnipgniitibpp. muwbnnikph
ghwnbkihpubpp, Juppwghdp, ywpulnhl hdnnipniutbpp, pttugunuljub
dUnwdnnnipniup, npnonid Juyugubing, thpuwtidtughtt hwpwpkpnipniutbph/
hunnppuljgduts hdnnipniuttpp gquuwhwnbtint hwdwp padupunp
hwdwuyupthw | ki Gtwhundwh Ukpnnubpp Yuphp nitb o pupkjudnudubph,
tipb wyn, wuw husugb u:

Yiupugpk p jigpoud kU ntuwingibph wpwljnhly niunignudp ghuthunntym
Ukpnnp b qnpéplpuigp: B us Yupshp niikp gnpstuluiy/lhuhjuljwi b nbuwljui
wnwpluwibp puuuduinnn puuwpnubtph hwdwgnpswlgnipjut juplnpnipju
dwuht: Nppwin’y kuyh Juplnp ypuljnhly ntumguwih wewlghynt, phwwplykpnt
1 guwhwnbynt hudwp: by jupwewplykhp wyn hwdwgnpswlgmpjnibubkpp
pupbjuwybnt hwdwnp:

NrGuniputbp b hwpdwpnipnitaubp

Pusy b u Yujupugplhp numguuh hwdwp withpudhow nkuntpultkpp Qbp
Spugpnid: (Ophtuly sklipuyhlt wpuwydwbbbikpp, vuppunnpnudikpp, gpunupuip,
hwunuwwnnipynittbpp): QEp jupshpny wyju nkunipukpp pun{ulpulnp Eu dpwugph
hwdwp: Yupénid bp, wyn nbuniputbpp pupbjuytint hwdwp hhmpun{nap
Spugpuyghl thnthnjumppnibiibp hpwlubugily: Gpb wyn, wuw h’s thnthnunipnih
Junwgwplthp:
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16.

17.

18.

19.

Opwghpl nith” unpumjughnt Einpnh ud npbit uinhunjjughni §hnpni
hwuwbkh t ipubg dwiljupupdwljwi hdtinmpymbibp niuuniguitkyne hudwp:
(unhunipgughnt ukywl — ukyyuly, npntn ntuwbnnubpp Ungkjubph, dnyjudutph
Uhongny hpuwuwbwginid ki hpwwb wpwlnhl gnpénnnipniuubp wihpudton
huinnipyniilikp dknp phpkint hwidwp): bus juubp snwujoqunt pjul
uvwppwynpnidubph b hwpdwpnipjniiiiph hwuwubjhnipjut dwuht:

Unfthnihhs hupghp

Ept hwdbdwnkip Uhowqquihl gnpstyulpuyh htwn, husyk v §giwhwnkhp dkp
Epypnud dwmijupwpdutph ntbwlnipnitubpp/hdnmpnitibpp dwtjupupdului
hutwdp/bunwynipinit hpuwljwbwgubihu:

Npn’tp kb gt hpuwwh dwpnwhpuybpibpp, npniig htn pupanud bp
Zumunuinid dwiljupupdulwi §ppmpntt wpudungpbjhu: Yub wpyn’p
1nugnighs wnwownlnipiniuuikp, np Ygubwluyhp ubpluyugit) Zujuunwinid
duljupupdwlub Yppnipjut pupbjuddut tyyunwyny:

Yu wpmyn p npbit pul, np Ygublwiughp wkjugit] dubljupupdulub Ypenippui
dwuht Zwjwunnwinud, vwljuy dktp sfjanubkghtp wyn dwuht:

Clinphwluynipint i dwulnulgnipyul huidwp
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Appendix 5 - Equipment observational checklist

According to the ICM, the following equipment list was created to facilitate the path of
achievement of Millennium Development Goal 5 (MDG). Using this equipment tool, it is
suggested that midwives will gain their standard competencies.

Composite Essential Teaching-Learning Materials

Table 1-List 1 Anatomical Models

N | Names No | Yes | Ifyes, comments on
e Quantity
e Quality
e Availability for students use
1. | Zoe or Mama Natalie Models
a.  Non Pregnant
b. Pregnant (1st, 2nd, 3rd trimesters
simulator)
c. Pelvic Model
2. | Childbirth Simulator / Maternal and
neonatal birth simulator
3. | Condom model on base
4. | IUD hand held model
5. | Anatomic models for injections in arm,
buttock and thigh) (May use soft doll or
small piece of fruit)
6. | Pregnant abdomen model (for palpation
— if Zoe model is not available)
7. | Breast (and breastfeeding) model
8. | Bony pelvis (hard: landmarks identified)
9. | Foetal skull (landmarks identified)
10 | Foetal baby, umbilical cord and placenta

for vacuum delivery
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11 | Uterus and placenta models
12 | Cervical replicas (for IUD insertion)
13 | Cervical dilation model (plastic)
14 | Adult resuscitation doll/model
15 | Newborn resuscitation doll/model
16 | Foetus
17 | Perineum cutting and suturing training
simulator (or 6-inch sponge blocks)
18 | Small ball (cricket, baseball, tennis) &
socks for assessing dilatation of cervix
Table 1 - List 2 Equipment
N | Names No | Yes |If yes, comments on
e Quantity
e Quality
e Auvailability for students use
19 | Implant Insertion/removal kit
a. Trocar and cannulae
b. Scalpel and holder
c. Blade
d. Mosquito artery forceps (curved and
straight)
e. Tweezers
20 | IUD insertion kit

a. Tenaculum (atraumatic and/or single
tooth)

b. Uterine Sound
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c. Bi-valve vaginal speculum

d. Ring forceps

e. IUD drive tube

21 | Light source (examination light or well
lit room)

22 | Adult weighing scale

23 | Infant weighing scale

24 | Adult blood pressure apparatus

(including stethoscope)

25

Newborn blood pressure apparatus
(optional)/stethoscope

26

Wall clock to reflect seconds

27

Reflex hammer

28

Pen light/small flashlight

29 | Measuring tape

30 | Tongue depressors

31 | Thermometer

32 | Vaginal speculums — various sizes

33

Receiving bowls (various sizes, for
solutions and for collection of
specimens)

34 | Graduated measuring jug

35 | IV administration stand/pole
36 | Tourniquet

37 | Foetoscope (foetal stethoscope)
38 | Doptone

39 | Cord scissors
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40

Curved mayo scissors (5.5 in. or 14
cm.)

41

Large straight scissors

42

Ring forceps 9.5 in. or 24.2 cm.
(sponge holding forceps-straight)

43

Kocher 140 mm. straight (for
amniotomy) and/or amniotomy hook

44

Long dressing forceps

45

Needle holding forceps

46

Needle extender

47

Dissecting forceps/pickups (plain and
rat-toothed)

48

Large haemostat (7 inch artery forceps)

49

Episiotomy kit (stainless steel container
with some of the items on this list)

50

Delivery Kit (box/bag containing some
of the items on this list)

51

Transport incubator (or box fitted as
simulation)

52

Ambu bag (adult and paediatric) with
masks

53

Suturing set (box/bag containing some
of the items on this list)

54

Manual Vacuum Aspirator (MVA Plus)

55

Set of dilators (tapered dilators, such as
Pratt or Denniston, are best)

56

Strainer for tissue inspection

57

Clear containers or basin/plastic buckets
(for decontamination)

58

Bedpan with cover
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59 | Delivery bed (patient bed, or delivery
table, with privacy screens)
60 | Examination table with stirrups
61 | Examination stool (adjustable height)
62 | Equipment cart with wheels
63 | Two chairs and tables
64 | Running water and sink
65 | Sterilization kit or autoclave
66 | Dustbin
67 | Microscope and supplies (optional)
68 | Haemoglobinometer (optional)
69 | Vacuum extractor (optional)
Table 1- List 3 Learning Materials
N Name No [ Yes |Comments
e Information on type of material
(handbook/book/handout/ learning
material/video/poster)
e Number of books/manuals containing
the topic of interest
Year of publication of the learning material
70 | Female reproductive anatomy
71 | Male reproductive anatomy
72 | Normal changes of pregnancy
73 | Prenatal discomforts
74 | Foetal development
75 | Stages of labour
76 | Cervical dilation and foetal descent

131




77 | Mechanisms of birth (vertex & breech)

78 | Malpresentations

79 | Episiotomy
a. How to perform an episiotomy
b. How to anaesthetize the perineum

for episiotomy and repair of tears

c. Different types of episiotomy

80 | Perineal and cervical tears (technique
for repair)

81 | Adolescent growth and development
(e.g., Tanner stages)

82 | Newborn resuscitation protocol

83 | Adult resuscitation protocol
Charts or video on infection prevention

84 | procedures
Charts/posters on national referral
systems and appropriate referral form

85 | (local)

86 | Midwives code of conduct
Women’s rights (society and health

87 | care system responsibilities)
Contraceptive methods (e.g., FP Global
Handbook for Providers
USAID/WHO/Johns Hopkins

88 | University)

89 | Family planning flip chart
Lactational Amenorrhoea Method

90 | (LAM)

91 [ Standard days method beads
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92

Gestational age calculator (pregnancy
wheel)

93

Maternal health records book/antenatal
card/file (consistent with local practice)

94

Partograph (WHO: Need for country
decision on version of partograph to
use)

95

Country based client records/forms

a. Antenatal records

b. Intra-partum care records

c. Family planning client
forms/folder/cards

d. Resuscitation record forms

Table 1-List 6 Books/Manuals/Videos

Name

Yes

No

Comments

Information on type of material
(handbook/book/handout/ learning
material/video/poster)

Number of books/manuals containing
the topic of interest

Year of publication of the learning
material

96

National FP protocol (local production)

97

Global Handbook on FP

98

Balanced Counselling Strategy Cue
cards (Population Council/Frontiers)

99

CDs or documentary on local cultures
and tradition (WHO/World Education)
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100

Job aides on alarm and transport for
emergency care

101

Country-based algorithm depicting
how to access emergency transport

102

Country-based algorithm on direct and
indirect causes of maternal and
neonatal mortality and morbidity

103

WHO IMPAC materials- WHO |
Documents on Integrated Management
of Pregnancy & Childbirth

104

Manual removal of placenta

105

Management of shoulder dystocia

106

Bimanual compression of the uterus

107

Aortic compression

108

Breastfeeding/latching on

109

Woman Centered Abortion Care (W-
CAC) and/or Woman Centered Post
Abortion Care (W-PAC) manual
(Contact Ipas)

110

Medical Abortion Training Curricula
and [EC resources for providers and
women (Contact Ipas)
(optional/additional)

134



http://www.who.int/making_pregnancy_safer/documents/impac/en/
http://www.who.int/making_pregnancy_safer/documents/impac/en/
http://www.who.int/making_pregnancy_safer/documents/impac/en/

Appendix 6 — Equipment observational checklist album

Table 1 — List 1 Anatomical models
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Table 1 - List 2 Equipment
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43
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DELIVERY KIT

Surgeon's Gown~1, Face Mask=1, Gloves=1
Pair, Surgeon's Cap=1, Goggle-1, Gauze~1,

Pad-1 Garbage-1, Long Sheet-1, Short Sheet-1,

Shoe Cover=1 Pair, Cord Clamp=2, Soap=1,
Razor-1, Blado=1

52
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Table 1 — List 3 Consumables
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Appendix 7 — Demographic forms

Administrative representatives

Please respond to the following questions by writing on the provided line or circling the correct
answer

1. Your age (completed years)

2. What is your gender? 1) Male
2) Female
3. What is your qualification? 1) Midwife
2) Nurse
3) Physician

4) Other, please specify

4. How many years of experience
do you have as a director of

midwifery program?

Onw Ejudw
Tvagpnd Eip wwnwupnubly hknlyuy hupgbphb gnkiny ioyws wninnpnid jund onwlh
Uko wnikiniy dhown wunnwupnuip.
1. Qbp wphpp ((pugnwd twphtbp phyp)
2. Qtp uknp. 1) Upujut
2) bqujut

3. B’y vwubughnmpit mbbkp 1) Uwblupupd

2) Pnidpnyp

3) Bdhaly
4) Uj), jpugpnud Gup ok

4. Lwlih” nupfu dubjupupduluh jppuljui spugph njuduph thnpd mbp
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Program instructors
Please respond to the following questions by writing on the provided line or circling the correct
answer

1. Your age (completed years)

2. What is your gender? 1) Male
2) Female
3. What is your qualification? 1) Midwife
2) Nurse
3) Physician

4) Other, please specify

4. How many years of experience
do you have as a member of a
midwifery program teaching
staff?

5. How many years of experience
do you have as a practicing
midwife/nurse/physician?

Onuw wuwjunu
Tvagpnid Eip wuwnwupiubly hnlyuy hwpgbphb ud gpling iogws ningnid jud
onuih Uko wnlkiny &houn wuwnwupiwipn.

1. Qbp mwphpp ((pugpwd tiwphttp phyp)

2. Qtp ubknp. 1) Upwlwt
2) bqujut

3. N’ph & Qbkp dwubwghunmpjniip. 1) Uwtjupwpd
2) Pnidpnyp
3) Rdholy

4) Uj), jpungpnud Bup ok

4. thhn nwpyu dwbljuwpwpdwljut spugpnid ntunigdw thnpd niukp

5. 2mp pwith” nwpdw thnpd niikp npuyku wohiwnng pdholy /
dwljupwnpd/pnidpnyyp/ (npyjtiu nwuwjunu wpjpwnwupuyhtt thnpdp subpunws)
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Students
Please respond to the following questions by writing on the provided line or circling the correct
answer

1. Your age (completed years)

2. What is your gender? 1) Male
2) Female
3. Which midwifery program 1) 3 year program at the basis of 12 grade school
were you involved in? 2) 4 year program at the basis of 9 grade school
4. What is your course year in 1) Third year
midwifery program? 2) Fourth year
Miuwlng

Tvagpnid Eip wuwnwupiubly hnlyuy hupgbphb gnkiny ioyws ninpnid jund onwlh
Uko wnikiny dhounn wunnwupnuip.
1. 2&p wnwphpp (Jpugpws wwpputp phip)

2. Qtp uknp. 1) Upwuljuit
2) bquljut

3. Qmip n'p Uwbjupupdulub Spugpmd thp tkpgpuus.

1) Bonwdjw Spugpmid nwuttkpynuudju nupngh hhdwt Ypu
2) Punwdju Spwgpnid hubwdjw nwpngh hhdwu ypw

4. Ymip n'p Ynipuh niumbng bp. 1) Gppnpn
2) 2nppnpr
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Appendix 8 — Student consent form

American University of Armenia
Institutional Review Board #1
Consent Form Midwifery Students

Assessment of Midwifery Education in Armenia

Hello, my nameiis ............... . 1 am working for the Center for Health Services Research and
Development of American University of Armenia. Currently our research center with the
support of the UNFPA Armenia Country Office is conducting an assessment of midwifery
education in Armenia.

| am inviting you to participate in a discussion for this project because you are current students at
a midwifery program and have an experience and opinion on the topic that we are studying. |If
you do not mind we would like you to share your experience with us and to hear your opinion on
midwifery education.Your participation in this study is limited to this single discussion. During
the discussion I will ask you questions on your opinion about midwifery education in Armenia.
Please be informed that there are no right and wrong answers.

You will be one of approximately 60 people who participate in this project. The study also
includes students, faculty members and directors from other medical schools in Yerevan and
regions.

Please be informed that your name will not be mentioned anywhere. All the information given
by you will stay confidential and will be used only for research purposes. Only the research
team will have access to the information provided by you. The summary of the data from all
interviews will be presented in the final report. With your permission, | will use audio-recording
and/or note taking to make sure that we do not miss any important information you provide us
with.

Your participation in this study is voluntary and includes only this discussion, which will take no
longer than 90 minutes. You may refuse to answer any question in the interview or stop the
interview at any time. There will not be any negative consequences if you decline to take part in
this project on your education. There is no financial compensation or other personal benefits and
there are no known risks to you resulting from your participation in the study. It is possible that
the information obtained from you will help to improve the midwifery education in Armenia.

If you have any questions regarding this study you can call the program coordinator Serine
Sahakyan at (374-60) 61 25 61. If you feel you have not been treated fairly or think you have
been hurt by joining the study you should contact VVarduhi Hayrumyan (374-60) 61 25 61, the
Human Protections Administrator of the American University of Armenia.

Do you agree to participate? Do you agree to the recording? Please answer Yes or No? If you are
ready, we can start.
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Zujuunwith wdkphljjut Zudwjuuput

Ghunwljut tphluh phy Ukl hwtduwdnnny
Ppuqkl hwdwdwjinipyub
Uwtjwpwpdwljuit gnpsh ntuwbing
Zuyuunnuwinid dwijwpupdwulut Yppnipjut guuwhwwnnid

Punl 2kq, hd mtmbp ............ E: Bu wpuwwnnid bl Zujuuwnwtth wdbkphljjut
hudwjuwpwth wnnpowywhwljwb swnwnipniuttph hbtnnwugnudw b qupqugdu
Jtuwnpntunud: Ukp hbnwgnunulwt YEtnpnup, UUU-h ptwlsnipjut hhduwnpudh
wowlgnipjudp hpujuwbwgunid k dpwughp, nph tyuwwnwljn E guwhwnk
dwtjupwpduljub jppuljut Spughpp Zujwunwind:

“Inip hpwyhpdws Ep dwutwlglint wyu putwpfdwp, pwth np hwinhuwtnid Ep
dujupupdwljub Yppuljut Spugnh ntuwbng, b niubp npnowlh thnpd b jupshp wyy
ptuwih JEpwpkpjug: Get nhd shp dkup Ygutljubwghp npwytugh gnip Yhuythp dkq
htwn dpwgph YEpwptpuy dtp niutkgus thnpdny b upshpny: tp dwubtwljgnipniu
wju htinwgnuinipjuip vwhdwbwhwlynid £ dhuytt wyu puttwpldwdp, nph dudwbiuy
tu Yninnbd Qkq hupgbp Zuyuunuwinid dwtjupupduljut Yppenipjut Jepupbpug
Qbp Jupshph dwuhti: Ygutjuwbwgh mbnkjuguk), np sjub dhon fud upowy
wuwunwupiwutbp:

TInip hwinhuwunid Ep dninwynpuytiu 60 dwuttwljhgutphg dklp, nd ptnpdb b
dwutiuljglnt £ wju spugpht: Opwgpnud pungpygus b twlb dwjupwupd
nruwtinnubp, dwujwpwupdwljwb spuqph nwuwpunuubp b njujupubp Gphwh b
dwupquyhtt wy) pnjkoutiphg: Swuljuind Ed wnkntljwugub), np QEp Ynnuhg
npudwunpyus mbnklnipniutbpp qununuh o wquwhybn, nplk huwunwpnph dke tp
wlniup sh upybynt, bp Ynnuhg npudwnpyus nbknbynipmniautpp ywhwnp £
ogunugnnpdytt vhuyt hbnwgnuuljw tyuwwnwlutpny: Uhuyt hbnnwgnung phut |
niukuwnt hwuwtb hnipynit 2Ep §nnuhg mpudunpyus mnknipniuttphtt b dhugu
punhwipugdws nbnklnipniutbpt bu thpuyugytnt yepotmju qilnygnid: 2kp
hwdwdwjunipjudp tu jauwjtwgptd Ukp hupguqpnygp Whwd gpunnudubp Ytpgubd
hwpguqpnygh pupwgpnid, npytugqh pug spnnubtd npluk jupbnp mbnklnipni:

Qbp dwutwmljgnipiniut wju hknwgnunipjutp judwynp £ b tbpuenid | dhwytt wju
putimplnudp, npp Jubth dnnnwynpuy bu 90 pnwk: Fnip hpwyniup nitkp pug pnnub)
wyl pnpnp hwipgbkpp, npntg skp guujutw yuunwupwit], twb hpwdwpybty
owipnitiwlint hwpguqpnygp guuljugus wwhh: QEq nghus sh vywnunid, tpk Inip
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hpwdwpybtp dwubmljgh] wyu htlnwgnunipjuip: QEp dwubwlgnipiniiup wyu
htwnwgnunipjuip sh tkpunnid npuk $htwbvwlut ppwpuniunid, npbk wmtdhowljuh
nhul] jud ogniwnn b nplik Junwtg sh tbpuyugunid Qtp hbnnwqu ntudwp: Zuwpwynp
E, np Qbp Ynnuhg npudwnpdus nkntlnipniuubpp juyguunbit dwujupupdujut
ynpnipjwt npulh pupdpugduip Zujwunwbnid:

Uju htnnwgnuinipjutt yEpwpkpju) hwupgkp nitubiwnt nhypnid fupnn Ep
quiquhwnt) spwgnh ntjwup Ukphut Uwhwljwuht (+374-60) 61 25 61
hEnwpunuwhwdwpny: Gpk Jupdnid bp, np wju hbnwgnuinnmipjub sppwtwljubpnid Qkq
htwn ghown skt Jupyby ud nplk YEpy Jhpwynpl) Bt hwpguqpnygh dwubtwlgnipiut
pupwgpnid, tnip Yupnn tp nhubl] Zwjwunwih wdkphjjut hwdwjuuputh ghnwlut
tphluyh hwtdtwdnnnyh hwdwlupgnn Twpnnihh Zuypnidjuiht’ hlnbyug
htnwjunuwhwdwpny (+374-60) 61 25 61:

Amp hufwdw ji bp dwubulgh) hbnwgnunnipyubp: @nu) juw'p dhugity
dwjtwgnhyp: Mugpniud Bd wuk) USNA fud N2: Gpk wuwwnpwuwn tp, upnn kup uljuby:
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Appendix 9 — Instructor/program director consent form

American University of Armenia
Institutional Review Board #1
Consent Form Midwifery Education Program Teachers/Directors

Assessment of Midwifery Education in Armenia

Hello, my nameiis ............... . 1 am working for the Center for Health Services Research and
Development of American University of Armenia.

Currently our research center with the support of the UNFPA Armenia Country Office is
conducting an assessment of midwifery education in Armenia.

| am inviting you to participate in a discussion for this project because you are a current
teacher/director at/of a midwifery program and have an experience on the topic we study. If you
do not mind we would like you to share your experience with us and to hear your opinion on
midwifery education. Your participation in this study is limited to this single interview. During
the interview | will ask you questions on your opinion about midwifery education in Armenia.
Please be informed that there are no right and wrong answers.

You will be one of approximately 60 people who participate in this project. The study also
includes students, faculty members and directors from other medical schools in Yerevan and
regions.

Please be informed that your name will not be mentioned anywhere. All the information given
by you will stay confidential and will be used only for research purposes. Only the research
team will have access to the information provided by you. The summary of the data from all
interviews will be presented in the final report. With your permission, | will use audio-recording
and/or note taking to make sure that we do not miss any important information you provide us
with.

Your participation in this study is voluntary and includes only this discussion, which will take no
longer than 90 minutes. You may refuse to answer any question in the interview or stop the
interview at any time. There will not be any negative consequences if you decline to take part in
this project on your education. There is no financial compensation or other personal benefits and
there are no known risks to you resulting from your participation in the study. It is possible that
the information obtained from you will help to improve the midwifery education in Armenia.

If you have any questions regarding this study you can call the project coordinator Serine
Sahakyan at (374-60) 61 25 61. If you feel you have not been treated fairly or think you have
been hurt by joining the study you should contact VVarduhi Hayrumyan (374-60) 61 26 17, the
Human Subject Protection Administrator of the American University of Armenia.

Do you agree to participate? Do you agree to the recording? Please answer Yes or No? If you are
ready, we can start.
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Zuywunwth wdbphljub Zudwjuwpub
Ghunwljut tphlugh phy Uty hwtduwdnnng
Ppwqkl hulwdwyintpput A Tubiwpupawulwh gnps spugph puuwnu/nbyugwnp
Zuyuunwbinid dwbwpupdulul Yppnpjut guwhunnd

Punl Qtq, hd mumbp ............ E: Bu wpuwwnnid bl Zuyuwunwtth wdbkphljjui
hudwjuwputh wnnpowywhwljwb swnwnipniuttph hbnnwugnundw b qupqugdu
JEuwnpntnud: Ukp hbnwgnunulwt YEtnpnup, UUU-h ptwlsnipjut hhduwnpudh
wowljgnipjudp hpwjwuwgunid k dpwughp, nph tyuunwlj £ guwhwnky
dujupupdwlub Yppuljut Spughpp Zujuunwinid:

“nip hpwyhpdws Ep dwutwlglint wyu hwpguqpnyght, pwth np hwinhuwind tp
dwtljwpupdwlu Yppulut Spugnph nwuwpnu/nEjudup, b b niukp npnowlh thnpa
U qupshp wyn piduyh Epwpbpyuy: Bpb nbd skp dkip Ygubjubwyhtp npytugh nmp
Yhuythp utq htwn dpwugnph yepwpkpju dkp nitukgus thnpdny b jupshpny: Atp
dwutiwljgnipiniit wyu hbnnwgnunipjuip vwhdwbwhwlynid £ dhwytt wju
huipguqpnygny, nph dwdwbwl tu Yninnbd Qkq hupgkp Zujuunwinid
duljupupdwljub Yppnipjut Jepupkpuy Qtp jupshph dwuht: Yguujubwgh
wnbnkjugut), np sjub £hown jud vjuw) yunwupiwbtbp:

“nip hwinhuwunid bp Unnnwynpuybiu 60 dwuttwljhgubphg dkyp ny pnpyty £
dwutiulglint wyu dpwugphti: Opwugpnid pungpldws Eu twb dwtjupwpd ntuwbingukp,
duljupupdwlut spugph nuuwinuubp b nEjuduputp Gphwuh b dwpquyht wyg
pnikotitinhg: Swuljwunid Bl nbnklwguky, np QEp Ynnuhg mpudwunpus
wnbnklnipniutbpp qununuh i ywhybnty, npbk hwunwpnph dbe Ep wuntup sh
uoytny, Qtp Ynnuhg npudwnpdus nknklnipniuutpp whwnp £ oqguuugnpsytu vhuy
htnwgnunuljut tyuwnwlutpny: Uhuyt hknwgnunng phut E niubuwnt
hwuwbjhnipinit 2Ep §nnuhg mpudwunpus mbnklnipniutbpht b
wnbnbklnipniutbtpp thpuyugytint tu dhuwytt wdpnpowljut qklnygh wnkupny: 2tp
huwdwdwjunipjudp tu jauytwgptd Ukp hupguqpnygp Whwd gpunnudubp Ytpgubd
hwpgwqnpnygh pupwgpnid, npytugh pug spnnutd npuk jupbnp mbnklnipniu:

Qbp dwutwmljgnipintup wyu htlnwgnunnipjutp judwynp £ b ubpuenid £ dhugt wyu
puttmplnudp, npp Junbth dnnwynpuwbu 90 pnwk: Fnip hpwyniup nmiukp pug pnnuky
wju pnjnp hwpgbpp, npntg skp guujuwbw Wwnwuppwk] bwb hpwdwpyby
owipnibiwjiint hwpguqpnygp gwuljugus ywhh: 2kq nshiy sh uywnunud, ek nip
hpwdwupdbp dwutwligh) wyu hbnmwgnunipjutp: Ep dwutwljgnipiniup wyu
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hEwnwgnunipjuip sh ukpwenid npuk $htwbvwlwt jppwpuniuntd, wadhpwljui nhuly
Jud ogninn bt nplik Juumtig sh ubpjuyugunid Qtp nudwp: Zubwpwynp k, np 6p
Ynnuhg mpudwnpjus nmbknbynipniuubpp juyuunbtit dwujupupdwjut Yppnipjut
npuljh pupdpugduip Zuywunwunid:

Uju htnnwgnunipjut yEpupkpju) hwpgkp ntubbwnt nhwypnid fupnn Ep
quiquhwnk) dpwgnph nEjwup Ukphut Uwhwljuwuht (+374-60) 61 25 61
htnwinuwhwdwpny: Gpt Jupdnid tp, np wju hbnnwgnunnipjut sppwtwljutpnid Qkq
htwn ghown skt Jupyby ud nplk YEpy Jhpwynpl) Bt hwpguqpnygh dwubwlgnipiut
npupwgpnid, tnip Yupnn tp nhul] Zwjwunwih wdkphfjut hwdwjuupuith ghnwljut
tphlugh hwtdtwdnnnyh winud Swpnnihh Zugpoudjuith hEnlyug
htnwjunuwhwdwpny (+374-60) 61 26 17:

Amp hudwdw ji bp dwubwlgh) hbnwgnunnipyubp: @nuy) juw'p thughty
dwjtwgnhyp: Mugpniud Bd wuk) USNA fud N2: Gpl wuwwnpwuwn tp, upnn kup uljuby:
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